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APPENDIX A: SEARCH STRATEGY
SYSTEMATIC REVIEWS

1. Search for current systematic reviews (limited to last 7 years)
Date Searched: 05-25-22

A. Bibliographic # | Search Statement Results
Databases:
MEDLINE: exp Stress Disorders, Post-Traumatic/ or Depression/ or exp 1143016
Systematic Depressive Disorder/ or exp Anxiety/ or Bipolar Disorder/ or exp
Reviews Substance-Related Disorders/ or exp Suicide/ or exp

Schizophrenia/ or (post?traumatic stress disorder or
Ovid post?traumatic neuros* or PTSD or moral injury or depression or
MEDLINE(R) ALL 1 depressive or melancholia or anxiety or angst or anxieties or
1946 to May 24, hypervigilance or (bipolar adj1 disorder*) or bipolar affective
2022 disorder or bipolar affective psychosis or manic?depressive

psychosis or manic disorder or substance?related disorder or
((drug or substance) adj1 disorder) or ((drug or substance or
chemical) adj1 addiction) or suicid* or serious mental illness or
SMI or schizophreni*).ti,ab.

exp Telemedicine/ or exp Videoconferencing/ or Electronic Mail/ | 162994
or exp Telephone/ or Text Messaging/ or exp Mobile Applications/
or exp Cell Phone/ or (telemedicine or telehealth or mHealth or

2 eHealth or (mobile adj1 health) or video?conferenc* or e?mail or
online portal or telephone or cell phone or mobile phone or text
message or SMS or mobile app*).ti,ab.
3 | (teen* or adolescen® or child* or infant* or youth).ti,ab. 2053569
4 |1AND2 14937
5 |4NOT3 12665

(systematic review.ti. or meta-analysis.pt. or meta-analysis.ti. or | 518675
systematic literature review.ti. or this systematic review.tw. or
pooling project.tw. or (systematic review.ti,ab. and review.pt.) or
meta synthesis.ti. or meta-analy®.ti. or integrative review.tw. or
integrative research review.tw. or rapid review.tw. or umbrella
review.tw. or consensus development conference.pt. or practice
guideline.pt. or drug class reviews.ti. or cochrane database syst
rev.jn. or acp journal club.jn. or health technol assess.jn. or evid
rep technol assess summ.jn. or jbi database system rev
implement rep.jn. or (clinical guideline and management).tw. or
((evidence based.ti. or evidence-based medicine/ or best
practice*.ti. or evidence synthesis.ti,ab.) and (((review.pt. or
diseases category/ or behavior.mp.) and behavior mechanisms/)
6 | or therapeutics/ or evaluation studies.pt. or validation studies.pt.
or guideline.pt. or pmcbook.mp.)) or (((systematic or
systematically).tw. or critical.ti,ab. or study selection.tw. or
((predetermined or inclusion) and criteri*).tw. or exclusion
criteri*.tw. or main outcome measures.tw. or standard of care.tw.
or standards of care.tw.) and ((survey or surveys).ti,ab. or
overview*.tw. or review.ti,ab. or reviews.ti,ab. or search*.tw. or
handsearch.tw. or analysis.ti. or critique.ti,ab. or appraisal.tw. or
(reduction.tw. and (risk/ or risk.tw.) and (death or
recurrence).mp.)) and ((literature or articles or publications or
publication or bibliography or bibliographies or published).ti,ab. or
pooled data.tw. or unpublished.tw. or citation.tw. or citations.tw. or
database.ti,ab. or internet.ti,ab. or textbooks.ti,ab. or
references.tw. or scales.tw. or papers.tw. or datasets.tw. or
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trials.ti,ab. or meta-analy*.tw. or (clinical and studies).ti,ab. or
treatment outcome/ or treatment outcome.tw. or pmcbook.mp.)))
not (letter or newspaper article).pt.

7 |5ANDG6 829
8 limit 7 to english language 687
CDSR: Protocols (Post-Traumatic Stress Disorder or Depression or Depressive 1098
and Reviews Disorder or Anxiety or Bipolar Disorder or Substance-Related
Disorders or Suicide or Schizophrenia).kw. or (post?traumatic
EBM Reviews - stress disorder or post?traumatic neuros* or PTSD or moral injury
Cochrane or depression or depressive or melancholia or anxiety or angst or
Database of 1 anxieties or hypervigilance or (bipolar adj1 disorder*) or bipolar
Systematic affective disorder or bipolar affective psychosis or
Reviews 2005 to manic?depressive psychosis or manic disorder or
May 18, 2022 substance?related disorder or ((drug or substance) adj1 disorder)
or ((drug or substance or chemical) adj1 addiction) or suicid* or
serious mental iliness or SMI or schizophreni*).ti,ab.
(Telemedicine or Videoconferencing or Electronic Mail or 168

Telephone or Text Messaging or Mobile Applications or Cell
Phone).kw. or (telemedicine or telehealth or mHealth or eHealth

44

2 or (mobile adj1 health) or video?conferenc* or e?mail or online
portal or telephone or cell phone or mobile phone or text message
or SMS or mobile app*).ti,ab.
3 | (teen* or adolescen* or child* or infant* or youth).ti,ab. 3003
4 1 AND 2 34
5 |4 NOT3 27
1. Search for current systematic reviews (limited to last 7 years)
Date Searched: 05-25-22
B. Non- Evidence Results
bibliographic
databases
AHRQ: http://www.ahrq.gov/research/findings/evidence-based-reports/search.html | 2
evidence
reports, Search: mental health; telehealth
technology
assessments, Agarwal S, Jalan M, Wilcox HC, Sharma R, Hill R, Pantalone E, Thrul J,
U.S Rainey JC, Robinson KA. Evaluation of Mental Health Mobile Applications.
Preventative Technical Brief 41. (Prepared by the Johns Hopkins University Evidence-
Services Task based Practice Center under Contract No. 75Q80120D00003.) AHRQ
Force Evidence | Publication No. 22-EHC016. Rockville, MD: Agency for Health care
Synthesis Research and Quality; May 2022. DOI:
https://doi.org/10.23970/AHRQEPCTB41.
Technical Brief: Telehealth: Mapping the Evidence for Patient Outcomes
From Systematic Reviews. Content last reviewed January 2020. Effective
Health Care Program, Agency for Health care Research and Quality,
Rockville, MD.
https://effectivehealth care.ahrg.gov/products/telehealth/technical-brief
CADTH https://www.cadth.ca 11
CADTH. Post-Traumatic Stress Disorder: Summary of Evidence of the
Clinical Effectiveness of Treatments. 2018.
2
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http://www.ahrq.gov/research/findings/evidence-based-reports/search.html
https://effectivehealthcare.ahrq.gov/products/mental-health-apps/report
https://effectivehealthcare.ahrq.gov/products/mental-health-apps/report
https://effectivehealthcare.ahrq.gov/products/mental-health-apps/report
https://effectivehealthcare.ahrq.gov/products/mental-health-apps/report
https://effectivehealthcare.ahrq.gov/products/mental-health-apps/report
https://effectivehealthcare.ahrq.gov/products/mental-health-apps/report
https://effectivehealthcare.ahrq.gov/products/mental-health-apps/report
https://effectivehealthcare.ahrq.gov/products/mental-health-apps/report
https://effectivehealthcare.ahrq.gov/products/telehealth/technical-brief
https://www.cadth.ca/
https://www.cadth.ca/post-traumatic-stress-disorder-summary-evidence-clinical-effectiveness-treatments
https://www.cadth.ca/post-traumatic-stress-disorder-summary-evidence-clinical-effectiveness-treatments
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CADTH. Tele-medicine for Patients with Mental Health Disorders: Clinical
and Cost-effectiveness. 2015.

CADTH. Internet-Based Cognitive Behavioral Therapy for Post-Traumatic
Stress Disorder: A Review of Clinical Effectiveness. 2018.

CADTH. Internet-Delivered Cognitive Behavioural Therapy for Major
Depressive Disorder and Anxiety Disorders: A Health Technology
Assessment. 2019.

CADTH. Telehealth Services for the Treatment of Psychiatric Issues:
Clinical Effectiveness, Safety, And Guidelines. 2015.

CADTH. Telehealth for the Assessment and Treatment of Depression,
Post-Traumatic Stress Disorder, and Anxiety: Clinical Evidence. 2018.

CADTH. Telehealth-Delivered Opioid Agonist Therapy for the Treatment of
Adults with Opioid Use Disorder: Review of Clinical Effectiveness, Cost-
Effectiveness, and Guidelines. 2018.

CADTH. Telehealth and Mobile Services for Substance Use Disorder:
Clinical Effectiveness, Cost-Effectiveness and Guidelines. 2020.

CADTH. Virtual Health Care for Adults with Schizophrenia and/or
Psychosis: Clinical Effectiveness and Guidelines. 2020.

CADTH. e-Therapy Interventions for the Treatments of Patients with
Depression: A Review of Clinical Effectiveness. 2018.

CADTH. e-Therapy Interventions for the Treatments of Substance Use
Disorders and Other Addictions: A Review of Clinical Effectiveness. 2018.

CADTH. e-Therapy Interventions for the Treatment of Post-Traumatic
Stress Disorder: Clinical Evidence. 2018.

CADTH. Internet-Based Cognitive Behavioral Therapy for Post-Traumatic
Stress Disorder: A Review of Clinical Effectiveness. 2018.

CADTH. e-Therapy Interventions for the Treatments of Patients with
Depression: A Review of Clinical Effectiveness. 2018.

CADTH. e-Therapy Interventions for the Treatment of Anxiety: Clinical
Evidence. 2018.

CADTH. Telehealth Services for the Treatment of Psychiatric Conditions:
Clinical Effectiveness, Safety, and Guidelines. 2015.

ECRI Institute https://guidelines.ecri.org/ 1

VA/DoD clinical practice guideline for the management of substance use
disorders. 2021.

HTA: Health http://www.ohsu.edu/xd/education/library/ 0
Technology

Assessments See CDSR search above

(UP TO 2016)

EPPI-Centre http://eppi.ioe.ac.uk/cms/Default.aspx?tabid=62 0
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https://www.cadth.ca/tele-medicine-patients-mental-health-disorders-clinical-and-cost-effectiveness
https://www.cadth.ca/tele-medicine-patients-mental-health-disorders-clinical-and-cost-effectiveness
https://www.cadth.ca/internet-based-cognitive-behavioral-therapy-post-traumatic-stress-disorder-review-clinical
https://www.cadth.ca/internet-based-cognitive-behavioral-therapy-post-traumatic-stress-disorder-review-clinical
https://www.cadth.ca/internet-delivered-cognitive-behavioural-therapy-major-depressive-disorder-and-anxiety-disorders
https://www.cadth.ca/internet-delivered-cognitive-behavioural-therapy-major-depressive-disorder-and-anxiety-disorders
https://www.cadth.ca/internet-delivered-cognitive-behavioural-therapy-major-depressive-disorder-and-anxiety-disorders
https://www.cadth.ca/telehealth-services-treatment-psychiatric-issues-clinical-effectiveness-safety-and-guidelines
https://www.cadth.ca/telehealth-services-treatment-psychiatric-issues-clinical-effectiveness-safety-and-guidelines
https://www.cadth.ca/telehealth-assessment-and-treatment-depression-post-traumatic-stress-disorder-and-anxiety-clinical
https://www.cadth.ca/telehealth-assessment-and-treatment-depression-post-traumatic-stress-disorder-and-anxiety-clinical
https://www.cadth.ca/telehealth-delivered-opioid-agonist-therapy-treatment-adults-opioid-use-disorder-review-clinical
https://www.cadth.ca/telehealth-delivered-opioid-agonist-therapy-treatment-adults-opioid-use-disorder-review-clinical
https://www.cadth.ca/telehealth-delivered-opioid-agonist-therapy-treatment-adults-opioid-use-disorder-review-clinical
https://www.cadth.ca/telehealth-and-mobile-services-substance-use-disorder-clinical-effectiveness-cost-effectiveness-and
https://www.cadth.ca/telehealth-and-mobile-services-substance-use-disorder-clinical-effectiveness-cost-effectiveness-and
https://www.cadth.ca/virtual-health-care-adults-schizophrenia-andor-psychosis-clinical-effectiveness-and-guidelines
https://www.cadth.ca/virtual-health-care-adults-schizophrenia-andor-psychosis-clinical-effectiveness-and-guidelines
https://www.cadth.ca/e-therapy-interventions-treatments-patients-depression-review-clinical-effectiveness
https://www.cadth.ca/e-therapy-interventions-treatments-patients-depression-review-clinical-effectiveness
https://www.cadth.ca/e-therapy-interventions-treatments-substance-use-disorders-and-other-addictions-review-clinical
https://www.cadth.ca/e-therapy-interventions-treatments-substance-use-disorders-and-other-addictions-review-clinical
https://www.cadth.ca/e-therapy-interventions-treatment-post-traumatic-stress-disorder-clinical-evidence
https://www.cadth.ca/e-therapy-interventions-treatment-post-traumatic-stress-disorder-clinical-evidence
https://www.cadth.ca/internet-based-cognitive-behavioral-therapy-post-traumatic-stress-disorder-review-clinical
https://www.cadth.ca/internet-based-cognitive-behavioral-therapy-post-traumatic-stress-disorder-review-clinical
https://www.cadth.ca/e-therapy-interventions-treatments-patients-depression-review-clinical-effectiveness
https://www.cadth.ca/e-therapy-interventions-treatments-patients-depression-review-clinical-effectiveness
https://www.cadth.ca/e-therapy-interventions-treatment-anxiety-clinical-evidence
https://www.cadth.ca/e-therapy-interventions-treatment-anxiety-clinical-evidence
https://www.cadth.ca/telehealth-services-treatment-psychiatric-conditions-clinical-effectiveness-safety-and-guidelines
https://www.cadth.ca/telehealth-services-treatment-psychiatric-conditions-clinical-effectiveness-safety-and-guidelines
https://guidelines.ecri.org/
https://www.healthquality.va.gov/guidelines/MH/sud/VADoDSUDCPG.pdf
https://www.healthquality.va.gov/guidelines/MH/sud/VADoDSUDCPG.pdf
http://www.ohsu.edu/xd/education/library/
http://eppi.ioe.ac.uk/cms/Default.aspx?tabid=62
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Use browser search function [CNTL + F] for keyword search

NLM

http://www.ncbi.nlm.nih.gov/books

Salisbury C, O’Cathain A, Thomas C, et al. An evidence-based approach
to the use of telehealth in long-term health conditions: development of an
intervention and evaluation through pragmatic randomised controlled trials

in patients with depression or raised cardiovascular risk. Southampton
(UK): NIHR Journals Library; 2017 Jan. (Programme Grants for Applied
Research, No. 5.1.)

Center for Substance Abuse Treatment (US). Using Technology-Based
Therapeutic Tools in Behavioral Health Services. Rockville (MD):
Substance Abuse and Mental Health Services Administration (US); 2015.
(Treatment Improvement Protocol (TIP) Series, No. 60.)

Veazie S, Bourne D, Peterson K, et al. Evidence Brief: Video Telehealth
for Primary Care and Mental Health Services. Washington (DC):
Department of Veterans Affairs (US); 2019 Feb.

VA Products -
VATAP, PBM
and HSR&D
publications

A. http://www.hsrd.research.va.gov/research/default.cfm

B. http://www.research.va.qgov/research topics/

C. https://va.dimensions.ai/discover/publication

Telehealth Cognitive-Behavioral Therapy for Depression in Parkinson's
Disease

Alejandro Interian PhD

Lyons Campus of the VA New Jersey Health Care System, Lyons, NJ
Lyons, NJ

Funding Period: July 2016 - September 2020

Impact of Combined Recovery Program and Home Telehealth Among
Veterans with substance use disorders in the VA Inpatient Setting
Elizabeth J. Santa Ana PhD MA BA

Charleston, SC

Funding Period: October 2021 - September 2025

Telehealth CBT to increase engagement in pain treatment among
Veterans using prescription opioids

Lisham Ashrafioun PhD

Canandaigua, NY

Funding Period: May 2022 - April 2026

2. Search for systematic reviews currently under development (includes forthcoming reviews &

protocols)

Date Searched: 05-25-22

D. Under Evidence: Results:
development:

AHRQ topics in | Email Charli Armstrong Charlotte.Armstrong1@va.gov 0

development
(EPC Status
Report)
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http://www.ncbi.nlm.nih.gov/books
https://www.ncbi.nlm.nih.gov/books/NBK409363/?term=mental%20health%20AND%20telehealth
https://www.ncbi.nlm.nih.gov/books/NBK409363/?term=mental%20health%20AND%20telehealth
https://www.ncbi.nlm.nih.gov/books/NBK409363/?term=mental%20health%20AND%20telehealth
https://www.ncbi.nlm.nih.gov/books/NBK409363/?term=mental%20health%20AND%20telehealth
https://www.ncbi.nlm.nih.gov/books/NBK409363/?term=mental%20health%20AND%20telehealth
https://www.ncbi.nlm.nih.gov/books/NBK409363/?term=mental%20health%20AND%20telehealth
https://www.ncbi.nlm.nih.gov/books/NBK344045/?term=mental%20health%20AND%20telehealth
https://www.ncbi.nlm.nih.gov/books/NBK344045/?term=mental%20health%20AND%20telehealth
https://www.ncbi.nlm.nih.gov/books/NBK344045/?term=mental%20health%20AND%20telehealth
https://www.ncbi.nlm.nih.gov/books/NBK344045/?term=mental%20health%20AND%20telehealth
https://www.ncbi.nlm.nih.gov/books/NBK538994/?term=mental%20health%20AND%20telehealth
https://www.ncbi.nlm.nih.gov/books/NBK538994/?term=mental%20health%20AND%20telehealth
https://www.ncbi.nlm.nih.gov/books/NBK538994/?term=mental%20health%20AND%20telehealth
http://www.hsrd.research.va.gov/research/default.cfm
http://www.research.va.gov/research_topics/
https://va.dimensions.ai/discover/publication
https://www.hsrd.research.va.gov/research/abstracts.cfm?Project_ID=2141704499
https://www.hsrd.research.va.gov/research/abstracts.cfm?Project_ID=2141704499
https://www.hsrd.research.va.gov/research/abstracts.cfm?Project_ID=2141708938
https://www.hsrd.research.va.gov/research/abstracts.cfm?Project_ID=2141708938
https://www.hsrd.research.va.gov/research/abstracts.cfm?Project_ID=2141709209
https://www.hsrd.research.va.gov/research/abstracts.cfm?Project_ID=2141709209
mailto:Charlotte.Armstrong1@va.gov
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PROSPERO
(SR registry)

http://www.crd.york.ac.uk/PROSPERO/

Cristiane de Cassia Bergamaschi, Reginaldo Tavares Franquez. Effectiveness of
e-health technologies for treatment of depression, anxiety and emotional distress
in people with diabetes mellitus: systematic review. PROSPERO 2022
CRD42022314773 Available from:
https://www.crd.york.ac.uk/prospero/display_record.php?ID=CRD42022314773

Adam Lewkowitz, Anna Whelan, Nina Ayala, Angela Hardi, Carrie Stoll, Megan
Ranney, Cynthia Battle, Michael Silverstein, Emily Miller. The effect of mobile-
health interventions on preventing or treating postpartum depression or anxiety:
a systematic review and meta-analysis of randomized controlled trials.
PROSPERO 2022 CRD42022321649 Available from:
https://www.crd.york.ac.uk/prospero/display record.php?ID=CRD42022321649

Pim Valentijn, Liza Tymchenko, Maaike Meurs, Matthijs Spruijt, Rosa Y. Arends.
The effectiveness of e-mental health for stress, anxiety and depression: A
systematic review protocol. PROSPERO 2022 CRD42022311500 Available
from:
https://www.crd.york.ac.uk/prospero/display_record.php?ID=CRD42022311500

Zhimin Zheng, Chunxia Li, Rihua Xie, Liqun Yue, Hualing Xie, Jinyu Liao, Yuhua
Pan, Xiaoying Chen. Effectiveness of telehealth interventions on post-stroke
depression:Systematic Review and Meta-analysis. PROSPERO 2021
CRD42021291311 Available from:

https://www.crd.york.ac.uk/prospero/display _record.php?ID=CRD42021291311

Kuan-Han Lin, Jiun-Yi Wang, Yin-Hwa Shih. Clinical outcomes of telemedicine
interventions for patients with depression: a systematic review and meta-
analysis. PROSPERO 2021 CRD42021264916 Available from:
https://www.crd.york.ac.uk/prospero/display_record.php?ID=CRD42021264916

Sri Susanty, Made Ari Sarasmita, Yeu-Hui Chuang. Digital intervention to reduce
depression during the COVID-19 pandemic: a systematic review. PROSPERO
2021 CRD42021266646 Available from:
https://www.crd.york.ac.uk/prospero/display _record.php?ID=CRD42021266646

Annaleis Giovanetti, Stephen llardi, Stephanie Punt. The Acute Efficacy of In-
Person Versus Videoconference-Based Psychotherapy for Depression: A Meta-
Analysis of Randomized Controlled Trials. PROSPERO 2020 CRD42020156633
Available from:

https://www.crd.york.ac.uk/prospero/display record.php?ID=CRD42020156633

Buddhika Senanayake, Sumudu Wickramasinghe, Julie Hansen, Mark Chatfield,
Anthony Smith, Sisira Edirippulige. The effectiveness of text messaging
interventions for depression: a systematic review and meta-analysis.
PROSPERO 2019 CRD42019141100 Available from:
https://www.crd.york.ac.uk/prospero/display _record.php?ID=CRD42019141100

Terika McCall, Clinton Bolton Ill, Rebecca Carlson, Saif Khairat. A systematic
review of telehealth interventions for managing anxiety and depression in African
American adults. PROSPERO 2018 CRD42018104469 Available from:
https://www.crd.york.ac.uk/prospero/display_record.php?ID=CRD42018104469

Uthara Nair, Sisira Edirippulige, Nigel Armfield, Ruth Crowther. The impact of
mHealth, eHealth and telemedicine on maternal depression: a meta-analysis.
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http://www.crd.york.ac.uk/PROSPERO/
https://www.crd.york.ac.uk/prospero/display_record.php?ID=CRD42022314773
https://www.crd.york.ac.uk/prospero/display_record.php?ID=CRD42022321649
https://www.crd.york.ac.uk/prospero/display_record.php?ID=CRD42022311500
https://www.crd.york.ac.uk/prospero/display_record.php?ID=CRD42021291311
https://www.crd.york.ac.uk/prospero/display_record.php?ID=CRD42021264916
https://www.crd.york.ac.uk/prospero/display_record.php?ID=CRD42021266646
https://www.crd.york.ac.uk/prospero/display_record.php?ID=CRD42020156633
https://www.crd.york.ac.uk/prospero/display_record.php?ID=CRD42019141100
https://www.crd.york.ac.uk/prospero/display_record.php?ID=CRD42018104469

Evidence Brief: Telehealth-delivered Mental Health Care Evidence Synthesis Program

PROSPERO 2018 CRD42018093123 Available from:
https://www.crd.york.ac.uk/prospero/display record.php?ID=CRD42018093123

Christine Rummel-Kluge, Sandra Dietrich, Nicole Koburger. Behavioural and
cognitive-behavioural therapy based self-help versus treatment as usual for
depression in adults and adolescents [Cochrane Protocol]. PROSPERO 2015
CRD42015027135 Available from:
https://www.crd.york.ac.uk/prospero/display_record.php?ID=CRD42015027135

PRIMARY STUDIES

5. Search for primary literature
Date searched: 06-06-22
MEDLINE [Ovid MEDLINE(R) ALL 1946 to June 03, 2022]
# Search Statement Results
1 exp Stress Disorders, Post-Traumatic/ or Depression/ or exp Depressive Disorder/ or 1152504
exp Anxiety/ or Bipolar Disorder/ or exp Substance-Related Disorders/ or exp Suicide/
or exp Schizophrenia/ or (post?traumatic stress disorder or post?traumatic neuros* or
PTSD or moral injury or depression or depressive or melancholia or anxiety or angst or
anxieties or hypervigilance or phobia* or panic disorder or obsessive?compulsive
disorder or (bipolar adj1 disorder*) or bipolar affective disorder or bipolar affective
psychosis or manic?depressive psychosis or manic disorder or substance?related
disorder or ((drug or substance or alcohol) adj1 disorder) or ((drug or substance or
chemical) adj1 addiction) or alcohol dependen* or suicid* or serious mental illness or
SMI or schizophreni*).ti,ab.
2 exp Telemedicine/ or exp Videoconferencing/ or Electronic Mail/ or exp Telephone/ or | 350833
Text Messaging/ or exp Mobile Applications/ or exp Cell Phone/ or (telemedicine or
telehealth or tele?mental health or tele?behavio?ral health or tele?psychiatry or
tele?psychology or tele?therapy or remote or remotely or mHealth or eHealth or (mobile
adj1 health) or video?conferenc* or video or VTC or e?mail or online portal or
telephone or cell phone or mobile phone or text message or SMS or mobile app*).ti,ab.
3 exp Cognitive Behavioral Therapy/ or Dialectical Behavior Therapy/ or Interpersonal 1023409
Psychotherapy/ or Implosive Therapy/ or Eye Movement Desensitization Reprocessing/
or Medication Therapy Management/ or Psychiatry/ or (cognitive behavio?ral therap* or
cognitive therap* or cognitive behavio?ral conjoint therap* or behavio?r* therap* or
exposure therap* or prolonged exposure or narrative exposure or EMDR or eye
movement desensitization or motivational interview* or cognitive processing therap* or
crisis response plan* or safety plan* or problem?solving therap* or problem?solving
skills training or behavio?ral couples therap* or community reinforcement approach or
motivational enhancement therap* or twelve?step facilitation or 12?step facilitation or
contingency management or brief eclectic psychotherap* or stress inoculation or
present?centered therap* or interpersonal therap* or interpersonal psychotherap* or
commitment therap* or behavio?ral activation or mindfulness?based cognitive therap*
or group therap* or psychodynamic psychotherapy* or couples?focused therap* or
social skills training or medication* or pharmacotherapy* or pharmacologic* or
psychiatr*).ti,ab.

4 (teen* or adolescen* or child* or infant* or youth).ti,ab. 2057471
5 1 AND 2 AND 3 5559
6 5NOT 4 4809
7 limit 6 to yr="2000-current”’, English language 4438
PsycINFO [APA Psycinfo 1806 to May Week 5 2022]

# Search Statement Results

1 exp Stress Disorders, Post-Traumatic/ or Depression/ or exp Depressive Disorder/ or

exp Anxiety/ or Bipolar Disorder/ or exp Substance-Related Disorders/ or exp Suicide/ 667305
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or exp Schizophrenia/ or (post?traumatic stress disorder or post?traumatic neuros* or
PTSD or moral injury or depression or depressive or melancholia or anxiety or angst or
anxieties or hypervigilance or phobia* or panic disorder or obsessive?compulsive
disorder or (bipolar adj1 disorder*) or bipolar affective disorder or bipolar affective
psychosis or manic?depressive psychosis or manic disorder or substance?related
disorder or ((drug or substance or alcohol) adj1 disorder) or ((drug or substance or
chemical) adj1 addiction) or alcohol dependen* or suicid* or serious mental illness or
SMI or schizophreni*).ti,ab.

2 exp Telemedicine/ or exp Videoconferencing/ or Electronic Mail/ or exp Telephone/ or
Text Messaging/ or exp Mobile Applications/ or exp Cell Phone/ or (telemedicine or
telehealth or tele?mental health or tele?behavio?ral health or tele?psychiatry or
tele?psychology or tele?therapy or remote or remotely or mHealth or eHealth or (mobile
adj1 health) or video?conferenc* or video or VTC or e?mail or online portal or
telephone or cell phone or mobile phone or text message or SMS or mobile app*).ti,ab.
3 exp Cognitive Behavioral Therapy/ or Dialectical Behavior Therapy/ or Interpersonal
Psychotherapy/ or Implosive Therapy/ or Eye Movement Desensitization Reprocessing/
or Medication Therapy Management/ or Psychiatry/ or (cognitive behavio?ral therap* or
cognitive therap* or cognitive behavio?ral conjoint therap* or behavio?r* therap* or
exposure therap* or prolonged exposure or narrative exposure or EMDR or eye
movement desensitization or motivational interview* or cognitive processing therap* or
crisis response plan* or safety plan* or problem?solving therap* or problem?solving
skills training or behavio?ral couples therap* or community reinforcement approach or | 451320
motivational enhancement therap* or twelve?step facilitation or 12?step facilitation or
contingency management or brief eclectic psychotherap* or stress inoculation or
present?centered therap® or interpersonal therap* or interpersonal psychotherap* or
commitment therap* or behavio?ral activation or mindfulness?based cognitive therap*®
or group therap* or psychodynamic psychotherapy* or couples?focused therap* or
social skills training or medication* or pharmacotherapy* or pharmacologic* or
psychiatr®).ti,ab.

112504

4 (teen* or adolescen* or child* or infant* or youth).ti,ab. 986797
5 1 AND 2 AND 3 3643
6 5NOT 4 3095
7 limit 6 to yr="2000-current’, English language 2712
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APPENDIX D: EVIDENCE TABLES
CHARACTERISTICS OF INCLUDED PRIMARY STUDIES

Evidence Synthesis Program

RCTs
Author Follow-up Participant Characteristics Intervention Telehealth Modality = Comparator Modality
Year
N Telehealth Setting Comparator Setting
Country
Posttraumatic stress disorder
Acierno 2016"  Post- Veterans with PTSD BA-TE Videoconference In-person
& Strachan treatment, 3
20122 mon:ﬂs, 12 Mean age: 45.6 years Home Clinic
months 94.4% male
N=265 50.4% White, 47.4% Black
us
Acierno 2017®  Post- Veterans with PTSD PE Videoconference In-person
& Gros 2018* & treatment, 3
Gros 2018°&  months, 6 Mean age: 41.8 years Home Clinic

Reich 20218 & months
Yuen 20157

N=150

us

96.2% male
60.6% White, 33.3% Black
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Evidence Synthesis Program

Author Follow-up Participant Characteristics Intervention Telehealth Modality = Comparator Modality
Year
N Telehealth Setting Comparator Setting
Country
Acierno 20218 Post- Women Veterans with MST-related PE Videoconference In-person
& Gilmore treatment, 3 PTSD
2020:90& Lopez months, 6 Home Clinic
2021 months Mean age: 43.4 years
0% male
N=136 63.97% Black, 29.41% White
us
Franklin 2017'"  Post- Veterans with PTSD PE Videoconference Videoconference
treatment, 1 (iPhone)
N=27 month Mean age: 46.1 years Clinic
92.6% male Home
us 69.2% White, 23.1% Black
Frueh 2007'?2 & Post- Veterans with PTSD CBT Videoconference In-person
Frueh 2007  treatment, 3
months Mean age: 55.2 years Clinic Clinic
N=38 100% male
42.1% white
us
Glassman Post- Veterans with PTSD Individual or group CPT Videoconference In-person
2019,™ treatment, 3
months, 6 Mean age: 50.87 years Clinic Clinic
N=251 months 49.8% male
Race NR
us
14
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Author Follow-up Participant Characteristics Intervention Telehealth Modality = Comparator Modality
Year
N Telehealth Setting Comparator Setting
Country
Haghnia Post- Veterans with PTSD Psychiatry Any/multiple In-person
2019 treatment

Mean age: 50 years Home Clinic
N=71 100% male

Race NR
Iran
Hernandez- NR Veterans with PTSD PE Videoconference In-person
Tejada 2014,'°

Mean age: 46.5 years Home Clinic
N=258 100% male

57.8% White
us
Liu 2020"7 Post- Veterans with PTSD CPT Videoconference In-person

treatment, 6

N=207 months Mean age: 48.4 years Clinic Clinic

77.4% male
us 55.2% Caucasian, 20.6% Hispanic,

15.5% Black
Maieritsch, Post- Veterans with PTSD CPT Videoconference In-person
20168 treatment, 3

months Mean age: 30.9 Clinic Clinic

N=90 93.3% male

Race NR
us
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Author Follow-up Participant Characteristics Intervention Telehealth Modality = Comparator Modality
Year
N Telehealth Setting Comparator Setting
Country
Morland 2014 Post- Veterans with PTSD Group CPT Videoconference In-person
& Morland treatment, 3
20112 months, 6 Mean age: 55.3 years Clinic Clinic
months 100% male
N=125 46.4% White
us
Morland 2015%' Post- Recruited at Veteran sites (but CPT Videoconference In-person
treatment, 3 mostly civilians) with PTSD
N=126 months, 6 Clinic Clinic
months Mean age: 46.4 years
us 0% male
47.6% White
% Black NR
Morland 2020%? Post- Veterans with PTSD PE Videoconference In-person
treatment, 3
N=175 months, 6 Mean age: 46.5 years Home, clinic Home
months 74.9% male
us 40.6% White
28.6% Black
Morland 20222% Post- Veteran couples with PTSD Brief cognitive- Videoconference In-person
treatment, 3 behavioral conjoint
N=137 months, 6 Mean age: 40.9 years therapy Home Clinic
months

80.4% male (Veterans)
us 55.5% White
20.5% Black
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Evidence Synthesis Program

Author Follow-up Participant Characteristics Intervention Telehealth Modality = Comparator Modality
Year
N Telehealth Setting Comparator Setting
Country
Peterson Post- Active-duty military or Veterans with CPT Videoconference In-person
2022% treatment,6  PTSD
months Home Clinic, home
N=120 Mean age: 40.5 years
88% male
us 37% White
17% Black
White 2021,%°  Post- Veterans with PTSD PE Videoconference In-person
treatment, 3
N=140 months, 6 Mean age: 42.4 years Home Clinic
months 63.6% female
us 40.7% White
51.4% Black
Ziemba 2014?86 Post- Veterans with PTSD CBT Videoconference In-person
treatment
N=18 Age NR Clinic Clinic
90% male
us 79% Black
17
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Evidence Synthesis Program

Author Follow-up Participant Characteristics Intervention Telehealth Modality = Comparator Modality

Year

N Telehealth Setting Comparator Setting

Country

Depression

Alegria 2014 2 months, 4 Low-income Latinos with Engagement and Telephone In-person

& Aguilera months depression counseling for Latinos

2018% & (CBT plus care Home Clinic

Alcantara 26.3% 18-34, 36.3% 35-49, 34.5% Management)

201629 & Kafali 50-64. 2.9% =65

30 » & =
2014 81.3% female
_ 33.3% Black or dark-skinned,

N=257 26.9% White

us

Choi 2014* 12 weeks, 24  Low-income homebound older Problem-solving therapy Videoconference In-person

weeks, 36 adults with depression symptoms — primary care version

N=121 weeks Home Home
Mean age: 65.21 years

us 22.3% male
41.3% white
33.9% Black

Egede 2015*2  Mid- Older Veterans with MDD Behavioral activation for Videoconference In-person

& Egede treatment, depression

2016% & post- Mean age: 63.9 years Home Clinic

Egede 2017%*  treatment, 3 97 5% male

& Egede months, 12 -0 70 THAl

201835 months 59.3% White, 39.7% Black

N=241

us

18
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Author Follow-up Participant Characteristics Intervention Telehealth Modality = Comparator Modality
Year
N Telehealth Setting Comparator Setting
Country
Hungerbuehler 6 months, 12 Adults with mild depression Psychiatry Videoconference In-person
20163 months

Mean age: 35.64 years Home Clinic
N=107 29% male

96.3% Brazilian
Brazil
Luxton 2016%  Mid-treatment, Military service members and Behavioral activation Videoconference In-person
& Bounthavong post- Veterans with depression
201838 & Pruitt  treatment, 3 Home Clinic
2019% & months Mean age: 35.2 years
Smolenski 81.8% male
201740 27 e

70.2% White
N=121
us
Mohr 20124' & Post- Primary care patients with CBT Telephone In-person
Kalapatapu treatment, 3 depression
201442 & months, 6 Home Clinic
Stiles-Shields  months Mean age: 47.7 years
2014% & 22.5% male
Stiles-Shields - 7o e
2015% 57.5% White
N=325
us
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Evidence Synthesis Program

Author Follow-up Participant Characteristics Intervention Telehealth Modality = Comparator Modality
Year
N Telehealth Setting Comparator Setting
Country
Ruskin 2004%  Post- Veterans with depression Psychiatry Videoconference In-person
& Rhein 200146 treatment
Mean age: 49.7 years Clinic Clinic
N=131 85.6% male (reported only for
subset of n=90 participants)
us
Anxiety
Cherestal Post- Adults with specific phobia Virtual reality exposure  Telephone In-person
20194 treatment only (aviophobia) therapy
Home Clinic
N=22 For 18 participants included in
analyses:
us Mean age: 46.78 years
33% male
88.89% White
Lovell 20064 Post- Adults with OCD diagnosis Exposure and response Telephone In-person
treatment, 3 prevention (ERP)
N=72 mon:ﬂs, 6 Mean age: 31.9 years Home Clinic
months 40.3% male
UK Race NR
Watts 20204° Adults with anxiety CBT Videoconference In-person
N=115 Mean age: 41.5 years Clinic Clinic
17.4% male
Canada 100% White
20
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Evidence Synthesis Program

Author Follow-up Participant Characteristics Intervention Telehealth Modality = Comparator Modality
Year
N Telehealth Setting Comparator Setting
Country
Multiple mental health conditions
De Las Cuevas Post- Adults with ICD-10 diagnosis of F1, Psychiatry Videoconference In-person
2006%° treatment only F2, F3, F4, and F6
Clinic Clinic
N=140 17.86% <25, 50% 25-45, 26.43%
45-65, 5.71% > 65
Spain 33.57% male
Race NR
O’Reilly 2007°'  Post- Adults with any condition eligible for Psychiatry Videoconference In-person
treatment, 4 referral to psychiatric clinic
N=495 months, 1 Home Clinic
year Median age between 35 and 44
Canada years
37% male
Race NR
Stubbings Post- Adults living in Perth, Australia with  CBT Videoconference In-person
2013% treatment, 1.5 mood or anxiety disorder
months Clinic Clinic
N=26 Mean age: 30 years
42.3% male
Australia Race NR

Notes. a Secondary analysis of data from 2 RCTs (Morland 2014, Morland 2015) » Secondary analysis of data from 2 RCTs (Acierno 2017, Acierno 2021).
Abbreviations. BA-TE=Behavioral Activation and Therapeutic Exposure; CBT=cognitive behavioral therapy; CPT=cognitive processing therapy; ICD=International
Statistical Classification of Diseases; MDD=major depressive disorder; MS T=military sexual trauma; NR=not reported; OCD=obsessive-compulsive disorder;

PE=prolonged exposure; PTSD=posttraumatic stress disorder; RCT=randomized control trial.
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Cohort Studies

Author Follow-up Participant Characteristics Intervention Telehealth Modality Comparator
Year Modality
Telehealth Setting
N Comparator
Setting
Country
Posttraumatic stress disorder
Germain 2009% & Post- Adults with PTSD CBT Videoconference In-person
Germain 2010% treatment
Mean age: 42.33 years Clinic Clinic
N=48 39.58% male
Race NR
Canada
Gros 2011 Post- Veterans with PTSD Exposure therapy  Videoconference In-person
treatment
N=89 For telehealth group: Clinic Clinic
Mean age: 45.1
us 93.5% male
50% White, 45.2% Black
Knowlton 2021°¢ Post- Veterans with PTSD PE, CPT Videoconference In-person
treatment
N=581 Mean age: 47.14 years Clinic or home Clinic
79.2% male
us 83.5% European American
LoSavio 202157 Post- Veterans with PTSD Written exposure Videoconference In-person
treatment therapy (WET)
N=277 Mean age: 47.79 years NR Clinic
76.2% male
us 52.4% White, 34.6% Black
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Author Follow-up Participant Characteristics Intervention Telehealth Modality Comparator
Year Modallty
Telehealth Setting
N Comparator
Setting
Country
Tuerk 2010%8 Post- Veterans with PTSD PE Videoconference In-person
treatment
N=47 Mean age: 39 years Clinic Clinic
94% male
us 64% White
34% Black
Valentine 2020%° Post- Veterans with MST-related PTSD CPT or PE Videoconference In-person
treatment
N=171 Mean age: 44.4 years old Home Clinic
26.5% male
us 68.5% White
22.8% Black
Wierwille 201680 Post- Veterans with PTSD CPT or PE Videoconference In-person
treatment
N=221 Mean age: 46.74 years Clinic Clinic
87.1% male
us 85.5% White
% Black NR
Depression
Ritchie 20076 Post- Retired or active-duty military Group CBT Videoconference In-person
treatment service members with depression
N=14 (and their families) Clinic Clinic
US Mean age: 33.50 years
35.7% male
Race NR
23
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Author Follow-up Participant Characteristics Intervention Telehealth Modality Comparator
Year Modallty
Telehealth Setting
N Comparator
Setting
Country
Anxiety
Bouchard 200452 Post- Adults diagnosed with panic disorder CBT Videoconference In-person
treatment, 6 with agoraphobia
N=21 months Clinic Clinic
Mean age: 37.99 years
Canada 28.57% male
Race NR
Bouchard 2020893 Post- Adults diagnosed with panic disorder CBT Videoconference In-person
treatment, 12 with agoraphobia
N=71 months Clinic Clinic
Mean age: 35.77 years
Canada 17% male
Race NR
Milosevic 202254 Post- Adults with anxiety or panic Group CBT Videoconference In-person
treatment, 3 disorder/agoraphobia diagnosis
N=413 months Home Clinic
Mean age: 34.9 years
Canada 31.6% male
87.4% White
% Black NR
Pinciotti 202265 Post- Adults with OCD CBT/exposure and Videoconference In-person
treatment response
N=468 Mean age: 29.9 years prevention Home Clinic
47.4% male
us 73.5% White
% Black NR
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Author Follow-up Participant Characteristics Intervention Telehealth Modality Comparator
Year Modallty
Telehealth Setting
N Comparator
Setting
Country
Substance use
Bean 202266 Post- Adults with co-occurring SUD and at DBT-based IOP Videoconference In-person
treatment least one mental health disorder
N=69 (most commonly depression, Home Clinic
anxiety, or PTSD)
us
Mean age: 40.51 years
73.91% male
94.2% White, 2.9% Black
Vakkalanka 2022%7  Post- Veterans with OUD Counseling to Videoconference In-person
treatment accompany
N=28,791 48.8% between 25-44 years old buprenorphine Any/multiple Clinic
92 9% male prescription
us 81.2% White
12.5% Black
Zheng 20178 Variable People with OUD Medication- Videoconference In-person
assisted treatment
N=100 Mean age: 35.7 years Clinic Clinic
46% male
us 94% White
3% Black
25
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Author Follow-up Participant Characteristics Intervention Telehealth Modality Comparator
Year Modality
Telehealth Setting
N Comparator
Setting
Country
Multiple mental health conditions
Gannon 202169 Post- Adults with depressive disorders, Transdiagnostic Videoconference In-person
treatment bipolar disorders, anxiety disorders, psychiatric IOP
N=391 borderline personality disorder, Home Clinic
PTSD, hallucinogen use, and other
psychotic, eating, and adjustment
us disorders
Mean age: 33.1 years
36% male
76% White, 17% Black
Hammond 201270 Post- Adults in mental health treatment Low-intensity CBT  Telephone In-person
treatment
N=4,106 16% <18-25, 24% 26-35, 25% 36- Home Clinic
45, 19% 46-55, 12% 56-65, 4% 66-
UK 85
35% male
Race NR
Khatri 20147 3-month Adults with mood, anxiety, or Group CBT Videoconference In-person
adjustment disorder diagnosis
N=18 Home Clinic
Mean age: 50.8 years
Canada 28% male
100% White
Liou 202272 Post- Adults with a psychiatric diagnosis EMDR + CBT Videoconference In-person
treatment
N=288 Mean age: 51.4 years Home Clinic
29.5% male
us Race NR
26
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Author Follow-up Participant Characteristics Intervention Telehealth Modality Comparator
Year Modality
Telehealth Setting
N Comparator
Setting
Country
Zimmerman 20217%  Post- Adults with a variety of presenting Partial Videoconference In-person
treatment mental health concerns hospitalization
N=414 program based on - me Clinic

ACT and related

Mean age: 37.0 years ;

28 3% malo evidence-based
us o . psychotherapy

72.9% White techniques

7.5% Black

Abbreviations. ACT=acceptance and commitment therapy; CBT=cognitive behavioral therapy, CPT=cognitive processing therapy, DBT=dialectical behavior
therapy, EMDR=eye movement desensitization and reprocessing; IOP=intensive outpatient program, MDD=major depressive disorder; MST=military sexual
trauma; NR=not reported; OCD=obsessive-compulsive disorder; OUD=opioid use disorder; PE=prolonged exposure; PTSD=post-traumatic stress disorder;

SUD=substance use disorder.
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OUTCOME DATA OF INCLUDED PRIMARY STUDIES

RCTs

Evidence Synthesis Program

Author, Year

Mental Health Symptom
Measures

Mental Health Symptom
Results

Dropout Definition

Study Attrition

Access and
Continuity of Care
Measures

Access and
Continuity of Care
Results

Quality and
Implementation-related
Measures

Quality and
Implementation-related
Results

Harm Measures

Harm Results

PTSD

Acierno 2016'
& Strachan
20122

PCL-M, BDI-II, BAI

The lower bound of the Cl for
the between treatment
difference in mean PCL scores
for VTC-H relative to IP-C
scores were well within the
prespecified range of the
meaningful clinical difference
(-A =8.8), with A =-0.11 at
PT, A = -1.84 at month 3, and
A =-0.66 at month 12.

For mean BDI scores,
outcomes of VTC-H treatment
effect sizes were well within the
prespecified range (-A = 5),
with A =0.89 at PT, A = 1.18 at
3-month follow-up, and A =
-0.29 at 12-month follow-up.
BAI results are only presented
for a subset of 31 participants at
PT and no statistically
significant differences were
found between groups (F = .3, p
=.594, d = .23)

Did not complete at
least 5 sessions and
provide any
posttreatment or
follow-up data.

23.1% for IP-C,
18.0% for VTC-H (X2
=0.93, p = .212)

None

N/A

None

N/A

None

N/A
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Author, Year

Mental Health Symptom
Measures

Mental Health Symptom
Results

Dropout Definition

Study Attrition Measures

Access and
Continuity of Care

Access and
Continuity of Care

Quality and

Harm Measures

Implementation-related

Measures

Quality and

Harm Results

Implementation-related

Results Results
Acierno 2017® PCL-M, CAPS, BDI-II, BAI, IPF  Did not complete at Session attendance. SDPQ, CPOSS None
& Gros 20184 least 6 therapy predictors of dropout
& Gros 2018°  The lower limits of the 90% CI  sessions. There was a significant N/A
& Reich 2021°  for PCL scores at PT (M = -3.2; There were no effect of treatment modality
& Yuen 2015"  90% Cl: -8.6 to 2.1), 3 months  19% of IP-C group, statistically on the SDPQ telehealth
(M=-2.8;90% CIl: -7.6 t0 2.0), 32.8% of VTC-H significant travel item (F=5.1; p =

and 6 months (M = 0.03; 90%
Cl: =4.9 to 5.0) were within the
pre-specified meaningful clinical
difference (-A = -8.8),
indicating that VTC-H was “as
good as” IP-C. The lower limit
of the 90% ClI for BDI scores at
PT (M=-2.4;90% CI: -6.3 to
1.5) and 3-month follow-up (M =
-2.0; 90% CI: -5.7 to 1.6) fell
slightly outside the pre-specified
limit of non-inferiority (A = -5.0).
However, scores between
conditions were virtually
identical (M = -0.3; 90% CI:
-4.1 to 3.6) at 6-month follow-
up. There were no significant
differences on IPF pre-
treatment, PT, and change
score between modality (t =
0.764, p = 0.445). CAPS and
BAI follow-up data are only
provided in preliminary findings
(n =52). There were no
significant differences among
the rates of diagnosis across
the conditions (X?=0.62, p =
0.73). At PT, for the CAPS, the

group (X?=3.23,P=

statistically significant
differences in the
average number of
sessions completed
prior to dropout
between conditions in
the dropout sample
(F(1,131)=0.07, p =

treatment

discontinuation and

significantly

predicted treatment
discontinuation with
an odds ratio of 1.97
(95% CI: 1.02, 3.82).
The discontinuation
rate was greater in
the VTC-H condition
compared with the
IP-C condition.

differences in the
0.072). There were no overall average
number of sessions
received in both
groups (F(1,131) =
2.97, p=.09)in the
overall ITT sample.
In discrete time
survival analysis,
treatment condition
.80). was examined as a
baseline predictor of

0.029), with participants in

the VTC-H group

endorsing willingness to
travel slightly further for
telehealth services than
participants in the IP-C
condition. There were no
significant effects of
modality on any of the

measures of the

perception of the quality of
service delivery and
satisfaction with services
provided (F > 2.1; p < 0.16;

partial n? < 0.040).
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Author, Year

Mental Health Symptom
Measures

Dropout Definition

Study Attrition
Mental Health Symptom
Results

Access and
Continuity of Care
Measures

Access and
Continuity of Care
Results

Quality and Harm Measures
Implementation-related

Measures Harm Results

Quality and
Implementation-related
Results

ITT effect size (g = 0.13; 90%
C1[0.32, 0.59]) and per protocol
effect size (g = 0.12; 90% ClI
[-0.36, 0.60]) supported
noninferiority. For the BAI, the
ITT effect size (g = 0.10; 90%
Cl1[-0.36, 0.55]) and per
protocol effect size (g = 0.12;
90% CI [-0.42, 0.59]) supported
noninferiority.
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Author, Year Mental Health Symptom Dropout Definition Access and Quality and Harm Measures
Measures Continuity of Care  Implementation-related
Study Attrition Measures Measures Harm Results
Mental Health Symptom
Results Access and Quality and
Continuity of Care  Implementation-related
Results Results
Acierno 20218 PCL-5, BDI-II Did not complete 8 or Session attendance, None None
& Gilmore more sessions predictors of dropout
2020° & Lopez There were no differences N/A N/A
2021 between IP-C and VTC-H 49.3% of participants ~ Participants
delivery on the PCL-5 at PT in each condition assigned to IP-C
(ITT: b=1.91, p=.381; completed treatment.  delivery of PE
completer: b =4.09, p =1.95), Treatment condition = completed an
nor did the rate of change in was not associated average of 6.28 (SD
PTSD symptoms during (ITT: b with dropout (B = = 4.33) sessions,
=0.10, p = .673; completer: b= 0.199, SE = 0.383, whereas those
0.06, p = .826) and after OR =1.22, p=.603). assignedto VTC-H
treatment differ by mode of delivery of PE
delivery (ITT: b =0.05, p = .639; completed an
completer: b = 0.03, p = .845). average of 6.80 (SD
Within the ITT sample, VTC-H = 4.14) sessions.
delivery was associated with Dose received did
significantly more depressive not differ between
symptoms than IP-C delivery at VTC-H and IP-C
the PT assessment (ITT: b = delivery of PE, t(134)
4.03 p = .044). However, =-0.71, p = .481.
amongst treatment completers, The only significant
VTC-H did not differ from IP-C predictor of
delivery in PT depression treatment dropout
symptoms (completer: b = 4.50, was difficulties with
p =.099). The rate of change in emotion regulation
depressive symptoms during (odds ratio, 1.03; p <
(ITT: b=0.13, p = .411; .01). Posttraumatic
completer: b =0.03, p = .879) stress symptoms
and after treatment did not differ and depression
by the mode of delivery (ITT: b diagnosis were not
=0.01, p = .848; completer: b = significant predictors.
- 0.04, p = .606). Treatment
condition was not a significant
predictor of PTSD symptoms (B
31
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Author, Year

Mental Health Symptom
Measures

Mental Health Symptom
Results

Dropout Definition

Study Attrition

Access and
Continuity of Care
Measures

Access and
Continuity of Care
Results

Quality and
Implementation-related
Measures

Quality and
Implementation-related
Results

Harm Measures

Harm Results

=.03,SE=.16,t=.22,p=
.826) or depression symptoms
(B=.06, SE=.13,t=.50,p =
.618).

Franklin CAPS, PDS, BDI-II, BAI Did not complete Documentation of Acceptability (asked None
20171 treatment issues with patients which treatment
No significant differences were teleconferencing they prefer prior to N/A
found between groups onthe  §0% completed equipment randomization)
PDS, BDI, BAI, or CAPS. At 1-  treatment. Differences
month follow-up, all participants jn dropout rates 20% (2) of the 10 Most of the 27 randomized
in the VTC-H group had their between groups were Veterans in the VTC- veterans preferred to
PTSD symptoms offset below  statistically significant, H group had poor receive PE via VTC-H (n =
DSM-IV-TR PTSD diagnostic X?(2)=8.333,p = cell service in their 14, 51.9%) rather than in-
cutoffs, whereas one (33.3%) 016. home area to the person, (n = 6, 22.2%),
participant in VTC-C had their extent that it was VTC-C (n =3, 11.1%), or
PTSD offset on the CAPS. interfering with TAU (n =1, 3.7%); others
therapy, and both had no preference (n = 3,
dropped out of 11.1%). Treatment
treatment. Another preference did not differ
20% (2) Veterans did significantly across the
not have quiet, assigned treatment
undisturbed rooms in groups, X3(8) =7.40, p =
which to participate  .49.
in the therapy.
32
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Author, Year

Mental Health Symptom
Measures

Mental Health Symptom
Results

Dropout Definition

Study Attrition

Access and
Continuity of Care
Measures

Access and
Continuity of Care
Results

Quality and
Implementation-related
Measures

Quality and
Implementation-related
Results

Harm Measures

Harm Results

Frueh 20072  PCL-M, BDI, SCL-90-R GSI Ceased treatment Session attendance, CPOSS-VA, TCS None
& Frueh before end of homework
2007" Noninferiority analysis indicated scheduled 14 weeks  completion No statistically significant ~ N/A
that VTC-C was not inferior to differences in CPOSS-VA
IP-C at post-treatment or 3- For the VTC-C group, No significant group or TCS results.
month follow-up. Using a 8 participants (47%)  differences were
standard superiority hypothesis  did not complete the  found for session
testing approach, no significant active treatment attendance (IP-C
group differences were found phase comparedto 9 8.48 vs VTC-C 6.41,
for change scores on clinical participants (43%) in  p = 0.21). However,
outcome measures from pre- the IP-C (p > 0.05). the IP-C group was
treatment to post-treatment or more likely to have
3-month follow-up. The completed
maximum amount by which homework
VTC-C was inferior to IP-C assignments (p =
improved somewhat for change 0.04).
in PTSD severity and for social
activities outside the home.
Glassman QOLlI Did not complete None None None
2019 study protocol
In the model investigating the N/A N/A N/A
impact of treatment modality on Approximately 16% of
QOLI scores with the growth women and 14% of
factors equated across studies, men dropped out of
treatment modality did not treatment prior to
predict any of the growth completing the study
factors, with effect estimates for protocol.
the intercept estimate = -0.27 (-
0.81, 0.27), slope estimate =
0.004 (-0.60, 0.61) and
quadratic estimate =0.001 (-
0.18, 0.20); all ps > 0.33.
33

44

<

4



Evidence Brief: Telehealth-delivered Mental Health Care

Evidence Synthesis Program

Author, Year Mental Health Symptom Dropout Definition Access and Quality and Harm Measures
Measures Continuity of Care  Implementation-related
Study Attrition Measures Measures Harm Results
Mental Health Symptom
Results Access and Quality and
Continuity of Care  Implementation-related
Results Results
Haghnia None Did not complete Session attendance, Patient satisfaction, None
2019 intervention access to a treatment cost (study
N/A psychiatrist & wait questionnaire) N/A
5 of the patients did ~ times (study
not receive questionnaire) Compared with IP-C, VTC-
intervention and 3 H elevated patient
more discontinued the Compared with the  satisfaction (¢t = 3.85, df =
intervention (1 in IP-C IP-C group, the VTC- 59, p = 0.002 and had
and 2 in VTC-H). H group had lower treatment costs (t =
significantly greater  5.996, df =59, p = 0.001).
completion of
therapy sessions (f =
7.19,df=59,p=
0.001). There were
no significant
differences between
the groups on
access to
psychiatrists (¢t =
1.22,df=59,p =
0.227) or patients'
wait times (t=-1.2,
df=59, p=0.231).
34
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Author, Year Mental Health Symptom Dropout Definition Access and Quality and Harm Measures
Measures Continuity of Care  Implementation-related
Study Attrition Measures Measures Harm Results
Mental Health Symptom
Results Access and Quality and
Continuity of Care  Implementation-related
Results Results
Hernandez- None Did not complete Barriers to Exposure TAQ None
Tejada 201416 treatment Therapy
N/A Participation Scale  Significant differences N/A
Rate of dropout from  (BTPS) were found between
VTC-H (28.7%, n = groups with respect to
35) was not For the BTPS, reporting that they would
significantly different  considering the feel comfortable using
from that of IP-C Stressors and telemedicine at a local
treatment (25.0%, n = Obstacles factor, 1-  church, with a greater
34;X?=0.45,p= way ANOVA proportion of IP-C (72.2%)
0.30). indicated a vs VTC-H participants

significant difference (41.7%) reporting comfort.
between IP-C and Similarly, 55.6% of IP-C
VTC-H participants, participants felt

with IP-C comfortable receiving
participants reporting telemedicine services at a
more problems with  local clinic, compared to

bad weather, only 25% of those who
parking, were in the VTC-H
transportation, and condition. Maijorities of
work/family both groups indicated that

obligations (x = 22.5) telemedicine would not be
compared to VTC-H as effective as, or
participants (X = preferable to IP treatment.
19.6; F(1, 45) = 5.20,

p =0.027). No other

significant

differences were

noted for any other

factor.
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Author, Year Mental Health Symptom Dropout Definition Access and Quality and Harm Measures
Measures Continuity of Care  Implementation-related
Study Attrition Measures Measures Harm Results
Mental Health Symptom
Results Access and Quality and
Continuity of Care  Implementation-related
Results Results
Liu 2020" CAPS, PCL-S, PHQ-9 Completion of less Session attendance  Homework completion None
than 9 sessions
For completers, the VTC-C During the treatment Percentage of completed  N/A
group showed significantly Among those who period in this study, homework was 0.47 (SD =

smaller improvement in CAPS  finished baseline visit, participants in the IP- 0.29) for the IP-C group
scores from baseline to PT (p = 25.6% dropped out at C group attended an and 0.43 (SD = 0.3) for the
0.004) but showed similar the post-treatment average of 9.7 VTC-C group (p =0.612).
symptom improvements (p = visit. There was no treatment sessions

0.784) from baseline to 6-month statistically significant (SD = 4.0) and

follow-up. VTC-C did not show  difference (p = 0.429) participants in the

NI in improvement at PT (p = in dropout rates VTC-C group

0.430; difference = 0.58 per between the IP-C attended an average

week; 95% CI =0.19, 0.96; NI condition (28.2%) and of 8.9 sessions (SD

margin = 0.61), but it showed NI the VTC-C condition = 4.5) out of a total

in improvement at 6-month (23.1%). 12 sessions. The
follow-up (p = 0.011; difference number of attended
= 0.03 per week; 95% CI = - sessions was not
0.17, 0.22; NI margin = 0.26). significantly different
The ITT analyses showed the between groups (p =
same pattern of results. On the 0.153).

PCL, the NI test showed that
VTC-C is non-inferior to the IP-
C group (p < 0.001; difference =
—0.10 per week; 95% Cl = -
0.37, 0.17; NI margin = 0.40) for
both PT and 6-month follow-up
improvement (p < 0.001;
difference = -0.05 per week;
95% CI =-0.17, 0.07; NI margin
=0.16). In ITT analysis, the NI
was still significant for PT
change but not for 6-month
follow-up (p = 0.070; difference
= 0.06 per week; 95% CI = -
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Author, Year

Mental Health Symptom
Measures

Dropout Definition

Study Attrition
Mental Health Symptom
Results

Access and
Continuity of Care
Measures

Access and
Continuity of Care
Results

Quality and Harm Measures
Implementation-related

Measures Harm Results

Quality and
Implementation-related
Results

0.07, 0.20; NI margin = 0.17)
when the NI margin is 0.5 SD.
There was no significant
difference in PHQ-9 score
improvement from baseline to
PT (p = 0.861) or from baseline
to 6-month follow-up (p = 0.854)
between the VTC-C and IP-C

group.
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Author, Year

Mental Health Symptom
Measures

Mental Health Symptom
Results

Dropout Definition

Study Attrition

Access and
Continuity of Care
Measures

Access and
Continuity of Care
Results

Quality and
Implementation-related
Measures

Quality and
Implementation-related
Results

Harm Measures

Harm Results

Maieritsch PCL, CAPS, BDI-II Failed to receive any None WAI None
20168 intervention, lost to
The sample size required to follow up, or N/A At PT, Veterans across N/A
declare equivalence was not discontinued both conditions were
achieved. A trend was observed 'ntervention equivalent on therapeutic
of equivalence between alliance (ratio = 1.03, 95%
treatment arms on the CAPS (6 43.4% (n=20 for VTC- Cl: 0.98-1.08, p < 0.001).
=-0.5,95% Cl: 124-114,p=  C and n=24 for IP-C
0.094), and a trend was group).
observed of equivalence on the
PCL (ratio = 0.92, 95% CI:
0.78-1.09, p =.079). Group
differences on depression were
not examined.
Morland CAPS Did not complete at Session attendance, CPOSS-VA, Group Adverse event
2014"° & least 10 of 12 homework Therapy Alliance Scale tracking
Morland No statistically significant sessions completion
201120 differences between groups in CPOSS-VA: IP-C=63.9 pts No adverse
CAPS score reductions over 14 participants in the  Sessions attended:  vs VTC-C group 66.7 pts  events were
any period. IP-C group and 15 IP-C group =10.1vs (p =0.36) observed for any
participants in the VTC-C group =9.7  Group Therapy Alliance participant.
VTC-C group did not  (p = 0.58); Scale: IP-C = 4.5 vs VTC-
attend at least 10 of  homework C=4.6(p=0.84).
12 sessions. 78.1% in completion: IP-C
IP-C and 75.4% in group = 8.8 vs VTC-
VTC-C group Cgroup=8.7 (p =
completed treatment  0.79).
(p=0.72).
38
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Author, Year

Mental Health Symptom
Measures

Mental Health Symptom
Results

Dropout Definition

Study Attrition

Access and
Continuity of Care
Measures

Access and
Continuity of Care
Results

Quality and
Implementation-related
Measures

Quality and
Implementation-related
Results

Harm Results

Harm Measures

Morland
2015%

CAPS

The noninferiority hypothesis
was supported in that clinical
outcomes in the VTC-C
condition were not significantly
lower than those in the IP-C
condition.

Attended less than 10
sessions

34% of randomized
participants dropped
out. Treatment
retention did not differ
between modalities.

Session attendance

Engagement (mean
# sessions) did not
differ between
modalities.

WAI, CPOSS-VA, None
Telemedicine Satisfaction

and Acceptance Scale N/A

At session 2, women in the
IP-C group reported higher
therapeutic alliance
compared to VTC-C (ES =
0.07). No differences were
found in therapeutic
alliance at sessions 6 or 12
or therapists at any time
point. At PT, women
reported high levels of
satisfaction with services.
However, there was a
statistically significant
difference (1(345.9) =
-2.24, P = .03) between
treatment modalities with
IP-C women reporting
scores 4.3 points higher
(out of 79) compared to
VTC-C women (ES =
-0.24).
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Morland
20202

CAPS-5, PCL-5, BDI-II

Neither a significant main effect
for treatment condition nor a
significant interaction between
treatment condition and time
was identified for the CAPS (ps
> .385) or the PCL-5 (ps >
.086). A significant treatment
condition by time interaction
was found for BDI-II scores.
While there were no differences
between IP-H and VTC-C
means at pretreatment,
compared to IP-H scores, the
BDI-1l scores in the VTC-C
condition were significantly
higher at PT (mean = 8.0
points; 95% CI = 0.85, 15.17; p
=.028) and at 6-month follow-
up (mean = 7.3 points; 95% CI
=0.03, 14.61; p = .049). Scores
for the VTC-H condition did not
statistically differ from either the
IP-H or the VTC-C conditions.

Completing <8
sessions without
meeting definition of
early responder

Compared to IP-H,
participants in both
VTC-C (OR = 2.67,
95% Cl = 1.10, 6.52;
p =.031)and VTC-C
(OR =5.08; 95% Cl =
2.10, 12.26; p < .001)
were significantly
more likely to drop
out.

Session attendance,
predictors of dropout

Groups differed on
the number of
sessions completed,
F(2)=4.95,p<.01
with participants in
the IP-H condition
compared to the
VTC-C condition
attending more PE
sessions (9.8 vs 7.0
sessions, {(344.7) =
5.54; p <.001).
Older age of entry
into military service
predicted a greater
risk of dropout, OR =
1.14,95% Cl = 1.01,
1.28, p =.036. The
average age at entry
was 20.0 years (SD
=2.87; range = 17—
31 years). None of
the other
characteristics
(including baseline
symptoms) predicted
risk for dropout, all p
>.302

None

N/A

None

N/A
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Continuity of Care  Implementation-related
Results Results
Morland CAPS-5, Brief Inventory of Attended less than 7 None WAI-short form and CSQ  None
2022% Psychosocial Functioning, and  out of 8 sessions
Couples Satisfaction Index N/A IP-C was not significantly ~ N/A
There were no different from VTC-H in
There were no significant significant differences working alliance or client
differences between the IP-C in treatment satisfaction (p > .18).

and VTC-H groups. There were completion rates

no significant changes in PTSD between IP-C (74%),
symptoms during the follow-up  VTC-H (70%), and
period for any of the 3 treatment psychoeducation
arms, and there were no control (69%)
differences between treatment  conditions (¢t < .65, p
arms in degree of maintenance > 4).

of treatment gains. There were

no differences in slopes of IPF

or CSI scores between

treatment groups during

treatment or follow-up.
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Peterson PCL-5, CAPS-5, BDI-II Completion of <75%  Acceptability None Adverse events
2022% of sessions
Improvement on the PCL-5 was The acceptability of  N/A No adverse
about twice as large in the IP-H A total of 42 patients  the 3 treatment events differed
(d=2.1)and VTC-H (d = 2.0) (35%) dropped out of options differed significantly by
formats compared to IP-C (d =  treatment, including significantly (X? = group after
1.3). Both of those differences 11 who never began. 14.2,df=2,p = adjustment for the
between treatments were Differences in dropout 0.0008). Among numbers of
statistically large (d = .8 and .7) between groups were those opting out of 1 participants in
and significant (p = .009 and not statistically delivery modality, each group.
.014). The difference between  significant (log-rank most refused IP-H
IP-H and VTC-H PCL-5 X?=269,df=2,p= treatment (54%)
outcomes was negligible (p = .26). followed by IP-C
0.77, d = -.08). The differences (29%) and VTC-H
between treatment arms on the (17%).
PCL-5 dissipated by the 6-
month follow-up point.
Differences between treatment
arms on the CAPS were not
significant (all p > .20).
Improvement in depression was
considerably larger in the IP-H
(d=1.2)and VTC-H (d = 1.1)
arms than IP-C treatment (d =
52).
White 202125 PCL-M NR None CPOSS, SDPQ None
Treatment modality was not NR N/A In multivariate regression, N/A
significantly associated with treatment modality was a
change in PCL scores. significant predictor of
CPOSS (sr?=.02, t=—
6.05, p <.001) but not
SDPQ.
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Access and
Continuity of Care
Measures

Access and
Continuity of Care
Results

Ziemba 20142%%

CAPS, HAM-A, MADRS, SF-36 NR

% Change in mean CAPS NR
score: -24.2% in VTC-C vs -
24.4% for IP-C group.

% Change in mean SF-36 v2
mental health score: +45.8% for
VTC-C and +37.9% for IP-C
groups.

The HAM-A demonstrated
average scores of 34 and 35 for
the pretherapy assessments of
the VTC-C and IP-C groups,
respectively. In turn,
postintervention assessment
scores for the HAM-A
presented a score of 27 each
for both groups. The MADRS
demonstrated similar
pretherapy scores of 32 and 31
for the VTC-C and IP-C groups
and respective post-therapy
scores of 26 and 23.

None

N/A

Quality and Harm Measures
Implementation-related

Measures Harm Results
Quality and

Implementation-related

Results

Patient satisfaction None

Overall satisfaction scores: N/A

98.1 for VTC-C vs 92.1 for
IP-C group.
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Continuity of Care  Implementation-related
Results Results
Depression
Alegria 2014?27  PHQ-9; HSCL-20, WHODAS 2, Initiation of care, Clinician review of None
& Aguilera PSWQ engagement (total homework, homework
201828 & sessions, missed completion (modified N/A
Alcantara On the HSCL, PHQ-9, and sessions, additional  version of the Assignment

2016%° & Kafali
201430

WHODAS there is no significant
difference between the impact
of the 2 interventions (p = 0.89,
0.69, and 0.91, respectively).
Patients in the telephone
condition exhibited greater
worry reductions than those in
the IP-C condition (telephone:
M=-7.83, SD = 11.45; IP-C: M
=-6.73, SD = 12.23; p = .046).

sessions, receipt of
prescription for
mental health
condition, other
mental health
appointment)

Intervention
participants in the IP-
C group were twice
as likely to not
initiate care (21.4%)
as those in the
telephone group
(10.3%). There were
no significant
differences in
engagement factors
by condition.

Compliance Rating Scale),
treatment satisfaction,
cost-effectiveness

These secondary analyses
were conducted with a
sub-sample (n = 123%):
Assessed whether the
relationship between
homework completion and
review and outcomes
differed based on condition
and found no significant
differences. Level of
satisfaction did not differ
between conditions (full
sample).?® Phone CBT was
significantly less costly (by
$501) and more cost
effective than IP-C; for the
phone CBT group, one
score reduction in PHQ-9
costs $634 less than IP-C
(full sample).*°
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Mental Health Symptom
Results Access and Quality and
Continuity of Care  Implementation-related
Results Results
Choi 20143 HAM-D Completion of less None Treatment Evaluation None
than 6 sessions Inventory (TEI)
The group differences in N/A N/A
predicted mean HAM-D scores 14 participants The telephone group
were not significant between dropped out of the reported slightly higher TEI
telephone participants and IP-H study before scores than the IP-H group
participants at 12-week (f = - completing 6 sessions (72.14 £ 6.64 for telephone
0.31, df=239.61, p=0.755) or on IP-H (n=7), and 68.08 * 8.27 for IP-H; t
24-week follow-up (t =-0.90, df telephone (n =5), and =2.305, df =70, p = 0.024.
= 207.56, p = 0.369). telephone care calls

Standardized mean difference  (n = 2).
effect sizes for HAM-D score

changes were ESsm= 0.77 for

telephone and ESsm = 0.70 for

IP at the 12-week follow-up and

ESsm = 0.66 for telephone and

ESsm = 0.45 for IP-H at the 24-

week follow-up.
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Continuity of Care
Results

Quality and
Implementation-related
Measures

Quality and
Implementation-related
Results

Harm Measures

Harm Results

Egede 2015%*  Geriatric Depression Scale, Did not complete all 8 None CPOSS, treatment Adverse events
& Egede BDI, SCID, SF-36 sessions credibility, SDPQ, health
2016% & N/A care cost trajectories, cost- Did not note any
Egede 2017%  Estimated differences in 192 (80%) of effectiveness adverse events
& Egede treatment response proportions  participants for any participant
2018% were 0.88% (90% CI —10-13to  completed all 8 There was no statistical in the study.
11-89) for BDI and 2.06% (90% sessions; 97 (81%) in difference in patient
Cl-7-46 to 11-58) for GDS for  the VTC-H group vs satisfaction at any time
the per protocol sample. The CI 95 (79%) in IP-C. point. For service delivery
lower limits for response perception, there was no
proportions are within the statistical difference for
allowable NI limit, showing that most of the variables. The
VTC-H was NI to IP-C at the IP-C group did produce
12-month timepoint. Differences statistically superior scores
in treatment response on the at study end on likelihood
SCID (primary outcome) at 12 for return and overall
months were not significant. At satisfaction. The results
PT NI of VTC-H could not be became nonsignificant
established because the lower following a Bonferroni
limit of the 90% CI was not less correction. Health care
than A and superiority of IP-C costs before, during, and
could also not be established after the intervention did
because 0 is contained in the Cl not differ between groups
(for per protocol sample). ITT (treatment completers
for 8 weeks (PT): -7.39% (- only). Although the
17.34 to 2.56) for the BDI, - intervention costs for VTC-
7.79% (-17.01 to 1.43) for the H were higher, Veterans
GDS. ITT for 3-months: -3.72% receiving BA via telehealth
(-13.86 to 6.41) for the BDI, - had lower health utilization
3.01 (-11.55 to 5.52) for the costs 1 year after the
GDS. None of the SF-36 scores intervention than those
show a significant difference receiving IP-C care while
46
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Access and
Continuity of Care
Measures

Access and
Continuity of Care
Results

Quality and Harm Measures
Implementation-related

Measures Harm Results

Quality and
Implementation-related
Results

between the 2 treatment
groups.

the QALYs were
approximately the same.

Hungerbuehler
201636

HAM-D, MHI-38, medication
course, relapse

The VTC-H group showed
significantly higher levels of
depression (mean IP-C score:

6.19 (3.61); mean VTC-H score:

7.92 (3.59); P =.01) and lower
levels regarding mental health
status (mean IP-C score:
132.89 (25.49); mean VTC-H
score: 121.25 (26.19); P = .02)

than the IP-C group at baseline.

At 6 and 12 months, the initial
group differences with respect
to severity of depression and
mental health status were no
longer significant. No group
differences were found with
respect to the type and dosage
of medication at the 6- and 12-
month follow-up. Five
participants were excluded
because they relapsed (scored
higher than 17 on the HAM-D);
4 in the IP-C and 1 in the VTC-
H group.

'Lost to follow-up'
included 'discontinued
intervention' and
‘other reasons.'
Discontinuation of
treatment occurred if
participants were fully
remitted, missed 3
consultations in a
row, had a relapse
(HAM-D > 17),
needed additional
care, or showed an
elevated suicide risk.

At 6 months, there
were significantly
more dropouts in the
IP-C group (n=10)
than in the VTC-H
group (n=3; X?1 =
4143, P=.04). At 12
months, there were
still more dropouts in
the IP-C group (n=14)
than in the VTC-H
group (n=8), but the
difference was no
longer significant.

Treatment
adherence,
medication
adherence (MMAS-
4)

Participants in the
IP-C group tended to
miss more
appointments than
participants in the
VTC-H group (F1os =
0.753, P = .06).
There were no
significant group
differences regarding
medication
compliance at 6 and
12 months between
the 2 groups.
Participants in the
IP-C group tended to
be more adherent
than participants in
the VTC-H group at
12 months (X?1 =
2.864, P =.07).

CSQ, WAI-S None

There were no significant ~ N/A
differences between

treatment conditions with
respect to satisfaction of

the participant at 6 and 12
months. There were no

group differences with

respect to working alliance

at either of the follow-ups.
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Results Results
Luxton 2016%” BHS, BDI-Il, BAl, PCL-M Did not complete all 8 None CSQ, cost Treatment
& sessions session checklist
Bounthavong At PT participants in the IP-C N/A Patient satisfaction was
2018% & Pruitt  group had an average reduction The difference in very high, with no There were 7
2019% & of 6.21 points on the BHS (95% proportions of significant differences participants who
Smolenski Cl 7.38,5.05) and 17.63 points subjects that did not between the treatment had adverse
20174 on the BDI-II (95% CI 20.21, complete treatment modalities. Higher end-of-  events that
15.06), while participants in the between the groups treatment satisfaction for ~ required reporting
VTC-H group had an average  was not statistically IP-C care was most in the VTC-H
reduction of 3.91 points on the  significant (VTC-H = commonly associated with  group and 4 in the
BHS (95% C15.25, 2.57)and  35.48%, IP-C = younger age and more IP-C group. None
13.40 points on the BDI-Il (95% 28.81%, X?= 0.62, df junior military status. of these adverse
Cl1 16.36, 10.44). For both =1, p=.433). Conversely, higher end-of- events were
outcomes, the magnitude of treatment satisfaction for determined to be
decrease over time was less VTC-H was more related to study
pronounced for the VTC-C commonly associated with  procedures. The
group compared to the IP-C older, more senior, and safety protocol
group. The upper bound of the more symptomatic service was initiated one
90% confidence interval members. In the base case time; this
included 0.50. The per protocol analysis the total direct occurred for a
analysis provided similar cost of VTC-H was higher  military service
results. There were no than IP-C (US $71,974 vs  member in the
statistically significant US $20,322). Assuming VTC-H condition
differences between the that patients possessed who contacted his
treatment groups on anxiety government-approved study provider
and PTSD outcomes. video-conferencing and presented to
technology, VTC-H was the research staff.
less costly compared to IP-
C care (US $19,177 vs US
$20,322).
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Mental Health Symptom
Results Access and Quality and
Continuity of Care  Implementation-related
Results Results
Mohr 20124 & HAM-D, PHQ-9, AUDIT Discontinuation of Treatment WAI Adverse event
Kalapatapu treatment before 5 or  adherence (number tracking
20142 & Post-treatment avg symptom 18 sessions of sessions There were no significant
Stiles-Shields  change: completed) differences in client or There were no
2014% & IP-C group -10.32 (95% ClI Attrition before 18 therapist WAI between adverse events
Stiles-Shields  _g 02, -11.62) points on the sessions: lower in Telephone patients  telephone or IP-C (eg, suicide,
2015% HAM-D and -10.03 (95% ClI telephone (n = 34; attended significantly (Cohen’s f 2 ranged from 0 suicide attempt,
-11.05, -9.00) on the PHQ-9 20.9%) than in IP-C more sessions to .013, all ps > .05). psychiatric
(n=53; 32.7%; P = (mean, 15.5; hospitalization)
Telephone group —9.25 (95% CI .02). median, 1_7; SD, 4.4; for either
-10.42, -8.09) points on the interquartile range, treatment
HAM-D and -10.12 (95% Cl Attrition before 5 16-18) than those condition.
11.08 -9.15) on the PHQ-9 sessions: lower in receiving IP-C CBT
telephone (n=7; Egn‘:’]an [Sc?_], 13.7
; 4.3%) than in IP-C (n -1]; median
i Symlom severty 0 =21 130% P= IQRIAT(11-18] P
IP-C group -10.69 (95% CI  00®): 003).
-11.99, -9.39) points on the . .
HAM-D and —10.46 (95% CI  Sub-group with co-  Sub-group with co-
~11.53, -9.39) points on the ~ occurring alcohol use  occurring alcohol
PHQ-9 disorder: groups did ~ Use dlSO!’de-er groups
not significantly differ g!?f not sngmfécantlfy
in failure to engage in  4iffer in number o
Telephone group ~7.78 (95% CI - S =15 © 219998 I sions attended.
-8.98, —6.57) points on the ’
HAM-D and —8.35 (95% Cl| complete treatment,
~9.40, -7.29) points on the or discontinuation of
PH Q-é treatment.
Sub-group (n=103) with co-
occurring AUD: The decrease in
AUDIT total score from baseline
to end of treatment was
significant in participants in
49
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Access and
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Quality and Harm Measures
Implementation-related

Measures Harm Results

Quality and
Implementation-related
Results

each group (P < 0.001); this
decrease in AUDIT total score
was not significant between
groups (P =0.21).

Prediction models: Treatment
delivery method did not impact
the prediction of outcome by
baseline demographics and
symptom severity.
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Mental Health Symptom
Results Access and Quality and
Continuity of Care  Implementation-related
Results Results
Ruskin 20044 HAM-D, BDI, Spielberger State  Unwilling to continue  Session attendance, Ad-hoc patient and None
& Rhein Anxiety Scale, GAF, CGl with sessions + no medication psychiatrist satisfaction
200146 final session to adherence (taking at scales & resource N/A
Depressive symptoms (HAM-D) assess final symptom least 70% of consumption and cost
significantly improved over the ~ severity prescribed doses). effects
treatment period (time main
effect: F =49.0,df = 3, 117, p < 16 participants (27%) Both groups kept There was no difference in
0.001), and improvement did in the VTC-C group appointments for an  patient satisfaction
not differ by treatment group and 18 (30%) in the average of 6.5 visits  between groups at visit 4
(time-by-treatment interaction: F IP-C group dropped  during the study (t<0.1, df=87, n.s.), visit 6
=04,df=3, 117, n.s.). out of the study (X?= period (t=0.2, df = (t=—0.4, df=74, n.s.), or
0.4, df =1, n.s.). 117, n.s.) visit 8 (t=1.3, df=74, n.s.).
BDI, state anxiety scale, GAF,
CGl, and Short-Form Health A time-to-event There was no Psychiatrist satisfaction
Survey scores improved analysis indicated no  difference in the was greater for IP-C (t = -
significantly over the course of  significant difference  percentage of 2.2, df=79, p < 0.05).
treatment, and improvement did in the time course of  adherent patients
not differ significantly between  the dropouts between between the 2 The estimated marginal
the 2 treatment groups. the 2 treatment treatment groups (X? costs to the institution were
groups (X?=0.1,df= =0.2,df =1, n.s.). $86.16 for a VTC-C
Results indicated that there was 1, n.s.). session and $63.25 for an
no significant interaction IP-C treatment session (t =
between treatment type and 3.2, p <0.001). However,
personality disorder measured when the cost of
dichotomously or continuously psychiatrist travel time was
(subset of first 90 patients factored in and the time-
randomized). distance effect was
modeled, the cost of
remote treatment was
equal to that of in-person
treatment if the psychiatrist
had to travel 22 miles from
the medical center to the
51
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Study Attrition Measures Measures Harm Results
Mental Health Symptom
Results Access and Quality and
Continuity of Care  Implementation-related
Results Results

clinic and was less if the
psychiatrist had to travel
more than 22 miles to the
clinic.

The VTC-C group was not
associated with
significantly different
overall consumption of
Veterans Health
Administration health care
(t=0.7, ns).
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Mental Health Symptom
Results Access and Quality and
Continuity of Care  Implementation-related
Results Results
Anxiety
Cherestal Flight related anxiety (FAS, Did not complete None Presence in the virtual None
201974 FAM), behavioral avoidance treatment environment (PQ), WAI
(graduation 'flight' at end of N/A N/A
treatment) 4 participants of out Total scores on the PQ
22 randomized did showed a non-significant
Statistically significant not complete pattern of being higher in
differences were not observed  treatment the IP-C condition than the
between the telephone and IP- telephone condition.
C conditions on the final total Differences in scores
FAS scores [F(1,17)=1.13, p between the total scores
= .31], or anticipatory [F(1, 17) on the final administration
=5.30, p = 48], in flight anxiety of the WAI between
[F(1,17)=0.39, p = .55], and treatment conditions did
general anxiety subscales [F(1, not reach statistical
17) = 3.67, p = .08] after significance [F(1, 17) =
controlling for initial FAS score. 4.37, p = .06], after
There were also no statistically controlling for initial FAS
significant differences between score. There was a
the final total FAM score [F(1, statistically significant
17)=1.00, p = .34] or the difference between the
somatic [F(1,17)=1.83,p = final scores of the task
.20] and cognitive subscales subscale [F(1, 17) = 6.46,
[F(1,17)=0.04, p = .95] p = .03] and the goal
between treatment conditions. subscale [F(1, 17) = 5.52,
At the conclusion of treatment, p = .04] between treatment
participants did not significantly conditions.
differ in rates of completion of
graduation flights as a function
of treatment condition (p =
1.00).
53
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Mental Health Symptom
Results Access and Quality and
Continuity of Care  Implementation-related
Results Results
Lovell 2006%  Y-BOCS, BDI Did not complete the  None CcsQ None
intervention
Clinical outcome at all 4 time N/A Patients were very N/A

points was equivalent for both
treatment arms. At 6 months of
follow-up the adjusted estimate
of the effect of treatment was
0.70 (- 2.71 to 4.11) for the Y-
BOCS and 1.51 (- 2.23 to
5.25) for the BDI - a slight
reduction in the mean value for
telephone compared with IP-C
delivery. All confidence intervals
for the Y-BOCS score are within
5 units; this suggests that the
treatments are equivalent.
Treatment was deemed
clinically relevant if the mean
pretreatment score was
reduced by 2 SDs or more after
treatment. Treatment was
clinically relevant in 49 patients
(72%)—27 (77%) patients in the
telephone arm and 22 (67%) in
the IP-C arm.

3 patients in the IP-C
group and 1 patient in
the telephone group
did not complete the
intervention

satisfied with treatment,
and the results were
similar for both treatments.
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Mental Health Symptom
Results Access and Quality and
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Results Results
Watts 2020%°  ADIS-IV, SCID-II Did not complete None WAI Adverse event
treatment tracking
The results revealed a N/A Clients assessed working
significant clinical and statistical 14/79 allocated to IP- alliance significantly higher No adverse
improvement of the participants C and 17/69 allocated in the VTC-C group events were
between the beginning and end to VTC-C did not compared to IP-C, t(113) = reported by
of the therapy. There was no complete treatment. -2.75, p = .007, n? .086. participants,
significant difference between There was no significant psychotherapists,
the 2 treatment conditions. difference in or independent
psychotherapists’ evaluators rating
assessment of the quality  treatment fidelity.
of the working alliance
according to treatment
condition, t(113) = .158, p
= .89.
Multiple mental health conditions
De Las SCL-90R, CGI Did not complete None None None
Cuevas 2006 treatment
There was no statistically N/A N/A N/A
significant difference in the Of 140 randomized
mean change in CGI- patients, 130
Improvement and SCL-90R completed 24 weeks
Global Indexes scores between of treatment. Only 4
groups. patients dropped out
prematurely from the
VTC-C group and 6
from the IP-C group.
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Author, Year Mental Health Symptom Dropout Definition Access and Quality and Harm Measures
Measures Continuity of Care  Implementation-related
Study Attrition Measures Measures Harm Results
Mental Health Symptom
Results Access and Quality and
Continuity of Care  Implementation-related
Results Results
O’Reilly 20075 BSI, SF-36 NR None CSQ, cost Hospitalization
All results support the NR N/A The CSQ indicated a Conducted an ITT
hypothesis that telepsychiatry moderate degree of analysis for the
produces equivalent outcomes satisfaction and analysis proportion of
to face-to-face care. showed equivalence participants
between the 2 groups. The hospitalized
average cost of VTC-C within 12 months
was 10% less per patient  from initial
(16% less per visit) than consultation, and
the cost of IP-C service. this analysis
showed
equivalence
between the 2
groups.
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Author, Year Mental Health Symptom Dropout Definition Access and Quality and Harm Measures
Measures Continuity of Care  Implementation-related
Study Attrition Measures Measures Harm Results
Mental Health Symptom
Results Access and Quality and
Continuity of Care  Implementation-related
Results Results
Stubbings DASS, QLES, BDI-II, Attended less than 8  None WAI-S, CSQ None
2013% Obsessive-Compulsive sessions
Inventory, Health Anxiety N/A There were no significant ~ N/A
Questionnaire, PSWQ, and/or 4,15 |p_¢ participants differences between
the Anxiety Sensitivity Index as  yropped out vs 1/14 conditions in client ratings
needed VTC-C participants of the WAI-S (1= —0.63, P
=.53, one-tailed, d = -
There was no significant main 0.26), or in therapist
effect for condition on any of the ratings (f22= 0.53, P =. 60,
DASS subscales (Depression one-tailed, d = 0.23), and
F1s58=1.98, P = .16; Anxiety client ratings of the CSQ
F158=0.69, P = .41 and Stress (t22=-0.29, P=.77, one-
Fiss=2.11, P = .15) or the tailed, d = -0.12).

QLES (F1,62=0.25, P = .62).
The effect sizes ranged from
small to medium (d=0.37, 0.22,
0.38, and 0.13 respectively).

Abbreviations. ADIS-IV=Anxiety Disorders Interview Schedule; AUD=alcohol use disorder; AUDIT=Alcohol Use Disorders Identification Test; BAI=Beck Anxiety
Inventory; BDI-II=Beck Depression Inventory-Second Edition; BHS=Beck Hopelessness Scale; BSI=Brief Symptom Inventory; CAPS=Clinician Administered PTSD
Scale; CBT=cognitive behavioral therapy; CGI=Clinical Global Impressions Scale; Cl=confidence interval; CPOSS=Charleston Psychiatric Outpatient Satisfaction
Scale; CSQ=Client Satisfaction Questionnaire; DASS=Depression Anxiety Stress Scales; FAM-Flight Anxiety Modality; FAS=Flight Anxiety Situations;
GAF=Global Assessment of Functioning; GDS=Geriatric Depression Scale; GSI=Global Severity Index; HAM-A=Hamilton Anxiety Rating Scale; HAM-D=Hamilton
Depression Rating Scale; HSCL-20=20-Item Hopkins Symptom Checklist; IP-C=clinic-based in-person; IP-H=home-based in-person; IPF=Inventory of
Psychosocial Functioning; ITT=Intent-to-treat; MADRS=Montgomery-Asberg Depression Rating Scale; MHI-38=Mental Health Inventory; MMAS-4=Morisky
Medication Adherence Scale; Nl=noninferiority; NR=not reported; OBT=office-based telehealth; OR=0dds ratio; PCL-5=PTSD Checklist for DSM-5; PCL-M=PTSD
Checklist-Military Version; PDS=Posttraumatic Stress Diagnostic Scale; PE=prolonged exposure; PHQ-9=Patient Health Questionnaire-9, PQ=Presence
Questionnaire; PSWQ=Penn State Worry Questionnaire; PT=post-treatment; PTSD=post-traumatic stress disorder; QLES=Quality of Life Enjoyment and
Satisfaction Questionnaire; QOLI=Quality of Life Inventory; SCID-II=Structured Clinical Interview for DSM-IV Axis | Disorders; SCL-90-R=Symptom Checklist 90
Revised; SF-36=Short Form-36; SD=standard deviation; SDPQ=Service Delivery Perception Questionnaire; SE=standard error; TAU=treatment as usual;
TCS=Treatment Credibility Scale; TH=telehealth; VTC-C=clinic-based videoteleconference; VTC-H=home-based videoteleconference; WAI=Working Alliance
Inventory; WAI-S=Working Alliance Inventory — Short Version; WHODAS-2=WHO Disability Assessment Schedule; Y-BOCS=Yale-Brown Obsessive Compulsive
Scale.
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Author Mental Health Symptom Dropout Definition Access and Quality and Harm Measures
Year Measures Continuity of Care Implementation-
Study Attrition Measures related Measures Harm Results
Mental Health Symptom Results
Access and Quality and

Continuity of Care
Results

Implementation-
related Results

Posttraumatic stress disorder

Germain SCID, m-PSS, BDI, BAI, ACF Did not complete Session attendance WAI, SEQ, DCCS, VTS, None
2009% & therapy VT-Q and VT Sessions-
gg{gﬁm 81% of the participants assigned Participants in the VTC- @ N/A

to VTC-C and 75% of participants
in the IP-C condition no longer
met diagnostic criteria for PTSD
after treatment. Repeated
measures ANOVAs completed for
the overall m-PSS score do not
show a significant interaction
effect, (f=1.14, n2 = 0.01).
Similar analyses were done on all
the secondary measures (BDI [f =
1.09, n2 = 0.02], BAI [f = 0.46, n2
=0.01],and ACF [f=1.01,n2 =
0.02]; they did not reveal a
significant interaction or group
effect.

C condition received an

average of 21 sessions There was no

and those in the IP-C significant difference in

condition an average of alliance development

19 sessions. between conditions. For
the SEQ, there was no
significant difference
between correlations in
the 2 treatment
conditions (p > 0.05 for
all 5 subscales). Partial
correlations were
calculated to explore
the relationship
between the
effectiveness of therapy
and the different
variables associated
with the use of VTC.
The results did not
reveal any significant
correlation between the
various questionnaires
the overall
posttreatment m-PSS
score.

8 participants dropped
out of the VTC-C
treatment and 12
dropped out of IP-C
treatment. In addition,
6 individuals in the
VTC-C condition and 7
in the IP-C condition
were excluded from
therapy.
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Author Mental Health Symptom Dropout Definition Access and Quality and Harm Measures
Year Measures Continuity of Care Implementation-
Study Attrition Measures related Measures Harm Results
Mental Health Symptom Results
Access and Quality and
Continuity of Care Implementation-
Results related Results
Gros 2011% PCL-M, BDI-II Patients who finished  Session attendance, None None
12 sessions but did predictors of dropout
There was a significant effect of N0t complete N/A N/A
setting on the posttreatment PCL-  treatment The VTC-C (M = 11.0,
M and BDI-II after controlling for SD =1.9) and IP-C (M
pretreatment scores (F > 13.4, p < 24/62 participants in =9.2, SD = 2.4) groups
.01, d > .56), suggesting that VTC-C did not varied in their number
patients receiving IP-C treatment  complete treatment. of sessions completed,
evidenced greater symptom The IP-C comparison  F(1, 63) = 10.7, p < .01.
reductions than VTC-C on both group was limited to There were no
measures. treatment completers. differences in any of
the baseline measures
of symptomatology
between the
completers and the
noncompleters (F < 2.5,
p >.05)
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Author Mental Health Symptom Dropout Definition Access and Quality and Harm Measures
Year Measures Continuity of Care Implementation-
Study Attrition Measures related Measures Harm Results
Mental Health Symptom Results
Access and Quality and
Continuity of Care Implementation-
Results related Results
Knowlton PCL-5, BDI-II Ending treatment prior Session attendance, None None
2021% to optimal benefit homework completion
The magnitude of changes in (defined as 8 N/A N/A
PTSD and depression symptoms ~ S€SSions) There were no
was consistent across treatment significant differences
delivery modalities when pooling  The VTC-H group had across treatment
PE and CPT into a single variable, the highest treatment  modality in terms of
as measured by the Reliable completion rate (56%), completion of minimum
Change Index. Within condition followed by the IP-C required dosage X?(2,
effects were assessed usinga 2- (50%), and VTC-C N=274)=6.6, p=.19,
way ANOVA for posttreatment (46%) groups. There  and attending up to 7
scores by treatment type and were no significant sessions, X?(2,N = 137)
method of delivery. The analyses differences across =25,p=.34,d=.16.
were not significant for PCL-5 treatment modality in ~ Average number of
scores, F(2,272)=0.19, p = .83, terms of completion of sessions attended for
d = .20, or BDI-Il scores, F(2,272) minimum required the IP-C group was 7.5,
=17,p=91,d=17. dosage x?(2, N = 274) followed by 6.2 for
=6.6, p=.19, and VTC-C, and 8.9 for
attendingupto 7 VTC-H. There were no
sessions, x3(2,N = significant differences
137)=2.5,p =.34,d = in homework
.16. completion by method
of treatment delivery
t(273)=1.21,p= .98, d
=17
60
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Author Mental Health Symptom Dropout Definition Access and Quality and Harm Measures
Year Measures Continuity of Care Implementation-
Study Attrition Measures related Measures Harm Results
Mental Health Symptom Results
Access and Quality and
Continuity of Care Implementation-
Results related Results
LoSavio PCL-5 Completion of less None None None
20215 than 5 sessions
In a propensity score-matched N/A N/A N/A
analysis, which resulted in 103 Patients receiving care
cases per group, there was no via VTC were
significant time by treatment significantly more
format interaction (b = -.073, likely to complete
£(101.37) =-1.07, p = .29) treatment [X?(1, N =
228) = 3.97, p = .046]
than patients receiving
care IP (34.0%
dropout rate for IP vs
21.3% for VTC)
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Author Mental Health Symptom Dropout Definition Access and Quality and Harm Measures
Year Measures Continuity of Care Implementation-
Study Attrition Measures related Measures Harm Results
Mental Health Symptom Results
Access and Quality and
Continuity of Care Implementation-
Results related Results
Tuerk PCL, BDI-II Completed <5 Sessions attended None Adverse events
2010% sessions
Mean pre- and posttreatment PCL The mean number of N/A There were no
scores for the IP-C group were The treatment sessions for treatment instances in the VTC-
60.7 (SD =9.5) and 27.7 (SD = completion rate for the completers was 10.1 C condition where on-
6.0), respectively. This difference  IP-C sample was 83% (SD = 3.8) for IP-C site staff had to be
is clinically and statistically and the treatment group and 10.0 (SD = contacted for patient
significant, {(28) = 16.9, p <.001, completion rate for the 6.3) for the VTC-C safety.
d=4.2. Mean pre- and VTC-C sample was group.
posttreatment PCL scores for the  75%.
VTC-C group were 61.0 (SD =
10.6) and 34.9 (SD = 7.6). This
difference is also clinically and
statistically significant, #(8) = 12.3,
p<.001,d=209.
Mean pre- and posttreatment BDI-
Il scores for the IP-C group were
27.8 (SD=9.3)and 10.9 (SD =
6.4). This difference is clinically
and statistically significant, #(28) =
8.7, p <.001, d = 2.2. Mean pre-
and posttreatment BDI-II scores
for the VTC-C group were 27.3
(SD=12.5)and 7.6 (SD =4.7).
This difference is also clinically
and statistically significant,
{(8)=5.5, p <.001,d =2.3.
Potential differences between
groups were not modeled due to
low power.
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Author Mental Health Symptom
Year Measures

Mental Health Symptom Results

Access and
Continuity of Care
Measures

Dropout Definition

Study Attrition

Access and
Continuity of Care
Results

Quality and Harm Measures
Implementation-

related Measures Harm Results

Quality and
Implementation-
related Results

Valentine None
2020%°

N/A

Completion of less None
than 12 sessions or
completion of less N/A
than 8 sessions

(minimally adequate

care)

When attrition was
assessed using a 12-
session period,
completion rates were
50% and 32.3% for IP-
Cand VTC-H,
respectively. This
difference approached
but did not reach
statistical significance
(X(1)=3.21,p=
0.073. When defining
treatment completion
as 8 or more sessions,
62.1% of individuals
completed treatment
delivered IP-C vs
41.9% of individuals
completing treatment
delivered via VTC-H.

None None

N/A N/A
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Author Mental Health Symptom Dropout Definition Access and Quality and Harm Measures
Year Measures Continuity of Care Implementation-
Study Attrition Measures related Measures Harm Results
Mental Health Symptom Results
Access and Quality and
Continuity of Care Implementation-
Results related Results
Wierwille PCL-S, BDI-II Appears to be None None None
20160 termination of
Although PCL-S scores treatment without N/A N/A N/A
decreased significantly from pre- ~ documented
to posttreatment for both groups, ~ 29reement between
there was a greater decrease in  the patientand
scores in the IP-C group than in  Provider to terminate
the VTC-C group. treatment because the
full therapy protocol
had been completed,
T_hoggh BDI-Il scores decreased ¢ fficient symptom
significantly from pre- to alleviation had
posttreatment for both groups, occurred, or no
there was a greater dec_rease in symptom alleviation
scores in the IP-C than in the had occurred despite
VTC-C group. a majority of the
protocol having been
completed.
Though the VTC-C
group had a 13%
numerically higher
dropout rate than the
IP-C group (VTC-C =
60.00%, IP-C =
47.06%), X?(1) = 3.51,
p =.061, this
difference did not
reach statistical
significance.
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“« 4 )



Evidence Brief: Telehealth-delivered Mental Health Care Evidence Synthesis Program

Author Mental Health Symptom Dropout Definition Access and Quality and Harm Measures
Year Measures Continuity of Care Implementation-
Study Attrition Measures related Measures Harm Results
Mental Health Symptom Results
Access and Quality and
Continuity of Care Implementation-
Results related Results
Depression
Ritchie BDI-II NR Session attendance Group Climate NR
200760 Questionnaire
Without respect for session NR The participants in the
number, the BDI-Il scores of the VTC-C group had a Participants from the
group conducted via VTC-C (M = 98.21%compliance VTC-C group reported
21.58) did not differ from that of rate. The participants in greater GCQ-S
the group conducted IP-C (M = the IP-C group had a engaged scores, (M =
20.13). No significant interaction 71.42% compliance 3.63), than did
between intervention and rate. It is suspected participants from the IP-
time/session (F(1, 8) = .19, ns). that the difference in C group, (M = 2.65). No
compliance rate was significant interaction
due to the status of the between time/session
participants in each and intervention group
group and the degree  with respect to GCQ-S
of effort required for engaged scores F(1, 8)
participants to get to = .11, ns. No observed
the therapy session main effect for therapy
location. group on GCQ-S

conflict subscale, F(1,
8) = .11, ns. However,
participants from the
group conducted via
VTC-C significantly
increased their report of
conflict from session
one to session 8, {(8) =
-2.33, p < .05, but
participants in the IP-C
group did not, #(8) =
1.09, ns.

No main effects were
found for GCQ-S
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Author Mental Health Symptom Dropout Definition Access and Quality and Harm Measures
Year Measures Continuity of Care Implementation-
Study Attrition Measures related Measures Harm Results
Mental Health Symptom Results
Access and Quality and
Continuity of Care Implementation-
Results related Results

avoiding subscale;
therapy group, F(1, 18)
=1.72, ns; session, F(1,
8) =.48, ns. These 2
null effects were
followed by a null for
the test of the
interaction between
group and session, F(1,
8) =66, ns.
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Author Mental Health Symptom Dropout Definition Access and Quality and Harm Measures
Year Measures Continuity of Care Implementation-
Study Attrition Measures related Measures Harm Results
Mental Health Symptom Results
Access and Quality and
Continuity of Care Implementation-
Results related Results
Anxiety
Bouchard Panic attacks, panic apprehension NR None WA, treatment None
200452 (daily diary); ACQ, BSQ, Mobility credibility
Inventory, Self-Efficacy to Control  \r N/A N/A
a Panic Attack Scale, STAI, BDI, Alliance scores are
SDS reported only for
participants in the VTC-
At PT, 90% of the participants in C condition and were
the IP-C condition were panic measured after the 1st
free, as were 81% of those in the session, after the 3rd
VTC-C condition. At follow-up, session, and at PT. The
100% of the participants in the IP- working alliance scores
C condition were panic-free, as of the participants in the
were 91% of those in the VTC-C VTC-C group were very
condition (all chi-squared values high at each
were not significant). There was assessment: 222.2 after
only 1 significant group—time the first session, 243.1
interaction over the pre—post after the fifth session,
interval that met the a priori fixed and 242.4 at
level of significance. The VTC-C posttreatment.
group had a greater reduction in
panic frequency than did the IP-C
group. Although significant at p =
0.05, the interaction for panic
apprehension did not reach the
0.025 level of significance, which
was fixed a priori.
67
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Author Mental Health Symptom Dropout Definition Access and Quality and Harm Measures
Year Measures Continuity of Care Implementation-
Study Attrition Measures related Measures Harm Results
Mental Health Symptom Results
Access and Quality and
Continuity of Care Implementation-
Results related Results
Bouchard Panic and Agoraphobia Scale, NR None WAI, CALPAS, CMOTS Adverse effects
202083 Mobility Inventory, ACQ, BSQ,
BDI A chi-square analysis  N/A The 2 measures of No adverse
was conducted to working alliance were effects were
Contrasts for pre to post by identify differences in administered after reported.
condition interaction were dropout rates between sessions 1, 5,and 12. A
nonsignificant and trivial for all VTC-C and IP-C and significant time effect
measures, except for the fear of the result was not was found with each
body sensations which was very  significant [X3(1) = measure, while no
small [for PAS (F(1,69)=0.2,p= 0.06, ns]. condition or time x
0.63, n; = 0.003), for MI (F(1,69) = condition effects were
0.08, p = 0.78, 2 = 0.001), for statistically significant.
BSQ (F(1,69) = 1.65, p = 0.2, 77?; = Motivation tow_ard
0.023), and for BDI (F(1,69) = therapy was high and
0.098, p = 0.76, n2 = 0.001)] self-determined in

participants in the VTC-
C (Mean = 13.26, SD =
3.77) and the IP-C
(Mean =12.30, SD =
4.65) conditions. The
difference in motivation
across conditions at

Gains were all maintained at the
12-mo follow-up. PT to follow-up
contrasts were nonsignificant [for
PAS (F(1,69) =1.97,p=0.17, n;
= 0.028), for MI (F(1,69) = 0.02, p
=0.87, n; = 0.000), for BSQ

(F(1,69) =3.32, p=0.07, n;; = pre-treatment was not
0.046), and for BDI (F(1,69) = significant [t(67) = 0.96,
0.007, p = 0.93, n; = 0.000)]. The p = 0.34; n; = 0.01].

non-inferiority tests revealed that
VTC-C was statistically no less
effective than IP-C on the primary
outcome variable, and 2 of the 3
secondary outcome measures
(agoraphobia and depressed
mood). However, the noninferiority
test did not reach statistical
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Author Mental Health Symptom Dropout Definition
Year Measures

Study Attrition
Mental Health Symptom Results

Access and
Continuity of Care
Measures

Access and
Continuity of Care
Results

Quality and Harm Measures
Implementation-

related Measures Harm Results

Quality and
Implementation-
related Results

significance for the fear of body
sensations.
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Study Attrition Measures related Measures Harm Results
Mental Health Symptom Results
Access and Quality and
Continuity of Care Implementation-
Results related Results
Milosevic DASS, SPIN, PDSS-SR, PWSQ, Attending <8 sessions Session attendance None None
202254 OCI-R and not attending the
final 3 sessions Significantly more N/A N/A
There was a significant effect of sessions were attended
group in the full-sample analysis, Treatment dropout did by participants in the
b=.05 SE=.01,t=4.74, P< not differ significantly  VTC-H vs IP-C GAD
0.001, d = .23, and in the GAD between groups, with  groups, t(146) = -2.02,
subsample, b = .69, SE=.01,t= observed dropout p=.045,d=.17.The
2.70, P=0.008, d = .20. These rates of 24.5% IP-C difference in
results indicate a small but and 15.3% for VTC-H, attendance between
significant positive effect of IP-C ~ X?(1, N =371) = 3.18, the delivery formats
treatment on reduction in P =10.08, ¢=.09. approached
symptom severity over time, significance for the full
relative to VTC-H treatment. This sample, t(371)=-1.94, p
effect was not significant for SAD =.053,d=.10.
(P=0.11), PDA (P=0.17), and
OCD (P = 0.69) groups.
Both group, b=.03, SE=.01,t=
3.48, P<0.001,d= .19, and
baseline z-score, b = -.04, SE =
.01,t=-6.97, P <0.001, d =-.37,
were independently significant
predictors of change in symptom
severity over time, but the
interaction was not, b = .01, SE =
.01,t=.53, P=0.60, d = .03.
These results indicate that
participants who received F2F
treatment achieved greater
symptom severity reductions
regardless of baseline severity.
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Author Mental Health Symptom Dropout Definition Access and Quality and Harm Measures
Year Measures Continuity of Care Implementation-
Study Attrition Measures related Measures Harm Results
Mental Health Symptom Results
Access and Quality and
Continuity of Care Implementation-
Results related Results
Pinciotti Length of stay, QLESQ, QIDS, Y- NR None None None
2022% BOCS-SR
NR N/A N/A N/A
There was a significant difference
in length of stay comparing IP-C
and VTC-H groups (f{465] = -2.51,
p < .05), such that the IP-C group
stayed on average 23.22 days
and the VTC-H group stayed on
average of 25.79 days. There
were no significant differences
comparing PHP and IOP groups
at discharge for any of the
YBOCS-SR, QIDS, or QLESQ.
There was no significant
difference in treatment response
between IP-C and VTC-H groups,
where 37.61% of the IP-C group
fit this criterion and 34.62% of the
VTC-H group fit this criterion.
Substance use
Bean DASS NR Session attendance None None
20226
No significant time x group NR There were no N/A N/A
interaction was found for significant differences
depression scores, F(1, 67) = observed in the number
0.006, p = 0.94, n; <0.001, of sessions attended
anxiety, F(1, 67) = 0.016, p = #67)=0.12, p=0.90 or
0.90, n3 <0.001, or stress, F(1, number of sessions
67) = 0.059, p = 0.81, n2 <0.001. missed for any reason
t(67) = 0.51, p = 0.61.
71
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Author
Year

Mental Health Symptom
Measures

Mental Health Symptom Results

Dropout Definition

Study Attrition

Access and
Continuity of Care
Measures

Access and
Continuity of Care
Results

Quality and
Implementation-
related Measures

Quality and
Implementation-
related Results

Harm Measures

Harm Results

Vakkalanka None
202257

N/A

Treatment gap of 14
days or more

The risk of
discontinuation among
those with a
documented VTC
encounter was 0.69
(95% CI: 0.60, 0.78)
times that of someone
with only an IP SUD
encounter. The results
of VTC for mental
health encounters
were similar to those
observed for SUD
(aHR: 0.69; 95% CI:
0.62, 0.76).
Discontinuation
appeared to be lower
among those with VTC
only compared to IP
only for both SUD
(aHR: 0.48, 95%CI:
0.37, 0.62) and mental
health encounters
(aHR: 0.46; 95%CI:
0.33, 0.65).

None

N/A

None

N/A

None

N/A
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Author Mental Health Symptom Dropout Definition Access and Quality and Harm Measures
Year Measures Continuity of Care Implementation-
Study Attrition Measures related Measures Harm Results
Mental Health Symptom Results
Access and Quality and
Continuity of Care Implementation-
Results related Results
Zheng Abstinence, time to 30 and Unclear Treatment retention None None
201768 90days abstinence
6 (13%) patients from  For patients who could N/A N/A
The telepsychiatry group the VTC-C group and  have potentially stayed
percentage of those attaining 90 4 (7%) patients from in treatment for 90
consecutive days of abstinence is the IP-C group days, both groups
49%, and 37% in the IP-C group;  dropped out of retained close to 50%
Chi-squared test (p = 0.31) program (mostly had  of patients at 90 days.
indicating no significant difference no shows to groups) at The retention rates at
between the 2 groups. More than  an early treatment 365 days decreased to
half of each group (51% of the phase (some less than 10/24 (41.7% VTC-C
VTC-C and 63% of the IP-C 1 week), before a group) and 11/31
group) was unable to attain 90 possible relapse could (35.5% IP-C group).
days of abstinence. be recorded. This difference was not
Mean/median time to 30 days statistically significant
abstinence: 35/30 days VTC-C vs between the 2 groups
42/30 days IP-C (p=0.09) (b =0.99).
Mean/median time to 90 days
abstinence: 106/90 days VTC-C
vs 112/94 days IP-C (p=0.22)
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Year Measures Continuity of Care Implementation-
Study Attrition Measures related Measures Harm Results
Mental Health Symptom Results
Access and Quality and
Continuity of Care Implementation-
Results related Results
Multiple mental health conditions
Gannon PHQ-9, GAD-7 NR Patient participation None None
202169 (weeks of enroliment,
Comparisons of score change on  NR number of N/A N/A
GAD-7 (t=0.14, p = ns) and assessments
PHQ-9 (¢ = 0.08, p = ns) were not completed)
significantly different between the
2 time periods. However, an The average number of
examination of GAD-7 and PHQ-9 weeks of patient
improvement based on categorical enrollment in the pre-
change scores showed that COVID-19 time period
significantly more patients had was 3.9 £ 7.6, which
PHQ-9 improvement in the pre- was not statistically
COVID-19 period (46.8%) than in different from during
the period during COVID-19 the COVID-19 time
(37.0%; X? = 3.834, p = 0.05)). No period (4.9 £ 8.9
difference in categorically weeks). Similarly, the
determined improvement between mean number of GAD-
time periods was observed for 7 and PHQ-9
GAD-7 (X?=0.75, p = ns). assessments
Although there were no overall completed per patients
differences in score changes for was statistically
the 2 measures based on equivalent between
diagnosis, patients with anxiety time periods (3.25+ 2.3
spectrum disorders in the COVID- in the pre-COVID-19
19 period had significantly higher and 2.84 + 2.4 in the
improvements in mean (F = 4.49, COVID-19 time
p = 0.004) and categorically periods).

determined changes (X? = 9.15, df
=3, p=0.027) in GAD-7
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Author Mental Health Symptom Dropout Definition Access and Quality and Harm Measures
Year Measures Continuity of Care Implementation-
Study Attrition Measures related Measures Harm Results
Mental Health Symptom Results
Access and Quality and
Continuity of Care Implementation-
Results related Results
Hammond PHQ-9, GAD-7, WSAS N/A (only included None Cost None
20127 treatment completers)
An unadjusted comparison N/A The per-session cost for N/A
indicated significant differences N/A telephone was 36.2%
between treatments in the lower than IP-C. Under
reductions of PHQ-9 and GAD-7 the assumption that
symptom scores; telephone telephone costs 32.6%
intervention appeared to be more (approx. 1.5 times) less
effective (PHQ-9: F =17.5,p < than IP-C, the cost per
.001, effect size (ES)= 0.13; GAD- session was estimated
7:F=5.93, p=0.015, ES = 0.07; for a base-case
WSAS: F=2.82, p=0.087, ES = scenario. The mean
0.04). Significant differences cost per session for
between treatment groups on both telephone was £79.19
symptom measures were still (95% CI 55.0 to 103.3)
observed after controlling for and IP-C was £118.76
number of assessments, provider (95% CI 82.5 to 155.0).
sites, and baseline symptom Even when the cost
severity measures (PHQ-9: F = ratio was varied from
10.9, p <.001, ES = 0.14, GAD-7: 1.2 times to 2 times,
F=8.13, p=0.042, ES = 0.10, telephone was still cost-
WSAS: F=3.12,p=0.078,ES = effective.
0.03). Non-inferiority in favor of
telephone treatment for symptom
severity persisted as small to
moderate effects for all but
individuals with the highest
symptom severity. In the most
stringent comparison, the one-to-
one propensity matching, adjusted
mean differences in treatment
outcomes indicated non-inferiority
between telephone vs IP-C
75
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Author Mental Health Symptom Dropout Definition Access and Quality and Harm Measures
Year Measures Continuity of Care Implementation-
Study Attrition Measures related Measures Harm Results
Mental Health Symptom Results
Access and Quality and
Continuity of Care Implementation-
Results related Results
treatments for PHQ-9 and GAD-7,
whereas the evidence was
moderate for WSAS.
Khatri BDI-II Withdrawals None Group session themes  Technical glitches
20147 (participants accepted (qualitative analysis).
According to the change in pre—  Into the program who /5 Technical glitches
post score on the BDI-II, similar ~ chose to withdraw) Qualitative theme due to problems
proportions of participants in the analysis was conducted with the video
IP-C and VTC-H groups 3 participants on sessions 3,4, 7, 8, conferencing
demonstrated positive, negative,  withdrew (one in the 12, and 13. The themes software were
or no change in severity of IP-C group and 2 in generated were similar  frustrating for both
symptoms. Sixty percent of the VTC-H group) between the 2 group the therapist and
participants in each group showed from the intervention intervention formats. the study
improvement in their BDI-Il score  program for reasons participants. For
severity (eg, pre—post change unrelated to the study example, some
from a moderate to low BDI-II intervention. subjects had
score), with 20% moving to a difficulty logging
more severe category and 20% on for a session,
showing no change in category. and the sound
was occasionally
disrupted during
sessions.
Liou 202272 PHQ-9, GAD-7 N/A None None None
The adjusted mean differences of N/A N/A N/A N/A
change in PHQ-9 and GAD-7
scores between those who
underwent virtual EMDR and
those treated IP-C were not
statistically significant at 0.26 (Cl:
-2.66 to 3.18) and 0.16 (Cl: -2.34
to 2.67), respectively.
76
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Author Mental Health Symptom Dropout Definition Access and Quality and Harm Measures
Year Measures Continuity of Care Implementation-
Study Attrition Measures related Measures Harm Results
Mental Health Symptom Results

Access and Quality and

Continuity of Care Implementation-

Results related Results
Zimmerman RDQ-M Multiple Mean number of days  CUPSS Adverse event
201773 missed while in tracking

treatment & mean
number of days
attending the program

Scores on the RDQ-M subscales  More patients
at admission and change scores  completed treatment

Upon treatment
completion, more than  No patients in

from admission to discharge did in the VTC-H program 90% of the patients in either group
not significantly differ between the than IP-C (72.9% vs the IP-C and VTC-H attempted or
IP-C and VTC-H groups. 62.3%, chisq 5.34,p Mean days missed: 1.4 groups indicated they committed

< 0.05. Discharge due VTC-Hvs 1.5IP-C (t= were very or extremely suicide.

to nonattendance and 0.86, NS) satisfied with their

withdrawal from treatment (97.4% vs

treatment due to Mean days attending: 94.0%, X2 = 1.24, NS).

dissatisfaction with the 13.5 VTC-H vs 8.5 IP-C
program were low in (t=7.61, p <0.001).
both groups, and ’

differences between

groups were not

statistically significant.

Abbreviations. ACF=Assessment of Current Functioning; ACQ=Agoraphobic Cognition Questionnaire; BAl=Beck Anxiety Inventory, BDI-lI=Beck Depression
Inventory; BSQ=Body Sensation Questionnaire; CALPAS=California Psychotherapy Alliance Scale; Cl=confidence interval; CMOTS=Client Motivation for Therapy
Scale; CPT=cognitive processing therapy; CUPSS=Clinically Useful Patient Satisfaction Scale; DASS=Depression Anxiety Stress Scales; DCCS=Distance
Communication Comfort Scale; EMDR=eye movement desensitization and reprocessing; GAD=generalized anxiety disorder; GAD-7=General Anxiety Disorder-7;
HR=hazard ratio; IP-C=clinic-based in-person; IP-H=home-based in-person; mPSS=modified PTSD Symptom Scale; NR=not reported; OCD=0obsessive-
compulsive disorder; OCI-R=0bsessive Compulsive Inventory — Revised; OTT=over the telephone; PAS=Panic and Agoraphobia Scale; PCL-5=PTSD Checklist
for DSM-5, PCL-M=PTSD Checklist-Military Version; PCL-S=PTSD Checklist-Specific Version; PDSS-SR=Panic Disorder Severity Scale, Self-Report;
PE=prolonged exposure; PHP=partial hospital program; PHQ-9=Patient Health Questionnaire-9; PSWQ=Penn State Worry Questionnaire; PT=post-treatment;
PTSD=post-traumatic stress disorder; QIDS=Quick Inventory of Depressive Symptoms; QLESQ=Quality of Life Enjoyment and Satisfaction Questionnaire; RDQ-
M=Modified Remission from Depression Questionnaire; SAD=social anxiety disorder; SDS=Sheehan Disability Scale; SEQ=Session Evaluation Questionnaire;
SPIN=Social Phobia Inventory; STAI=State-Trait Anxiety Inventory; SUD=substance use disorder; TH=telehealth; VTC-C=clinic-based videoteleconference; VTC-
H=home-based videoteleconference; VT-Q=Videoconference Therapy Questionnaire; VTS=Videoconferencing Telepresence Scale; WAI=Working Alliance
Inventory; WSAS=Work and Social Adjustment Scale; Y-BOCS-SR=Yale-Brown Obsessive-Compulsive Scale — Self-Report.
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QUALITY ASSESSMENT OF INCLUDED PRIMARY STUDIES

ROB 2
Author Risk of Bias Risk of Bias Risk of Bias from Risk of Bias Risk of Bias in Risk of Bias in Overall
Year from from Deviation from from Missing Measurement Selection of Bias (High,

Randomization Deviation Intended Outcome Data of Outcome Reported Low,

Process from Intended Interventions Result Unclear)

Interventions (Adherence)
(Assignment)

Acierno 2016"  Low Low Unclear High Unclear Unclear High
& Strachan Randomization ~ Cannotblind  Treatment fidelity was No follow-up data Outcome Design paper
20122 sequence was  participants or  at or above 90%. 69% was available for assessors specifies

generated by a providers. No  of participants 24% of blinded, but superiority

biostatistician deviations from completed at least 5 of randomized outcomes were analyses

using a permuted assignment 8 treatment sessions  participants. ITT  self-report conducted with

block reported. and had follow-up sample included measuresand the ITT sample

randomization data; attrition was only participants  participants that is not

scheme with similar across groups. for whom at least were not blind  reported in the

block size varied. Analyses conducted 1 posttreatment  to treatment results.

Groups did not with per protocol or follow-up data  condition.

differ on any sample. Unclear co- point was

demographic interventions; included available.

variable. participants receiving  Unclear level or

other mental health handling of
treatment. missing data for
the analyzed
sample.
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Author Risk of Bias Risk of Bias Risk of Bias from Risk of Bias Risk of Bias in Risk of Bias in Overall
Year from from Deviation from from Missing Measurement Selection of Bias (High,
Randomization Deviation Intended Outcome Data of Outcome Reported Low,
Process from Intended Interventions Result Unclear)
Interventions (Adherence)
(Assignment)
Acierno 2017°  Low Low Unclear High Unclear Unclear High
& Gros 2018* & Randomization ~ Cannotblind ~ Treatment fidelity was For participants ~ Outcome Design paper
Gros 2018°&  sequence was participants or  at or above 90%. 65% included in assessors specifies
Reich 2021° & generated bya  providers. No  of participants analyses, blinded, except noninferiority
Yuen 2015’ biostatistician deviations from completed atleast6  missing data for outcomes  analyses will
using a permuted assignment sessions; attrition was were estimated  assessed be conducted
block reported. similar across groups. using multiple during with both ITT
randomization Primary analysis imputation. treatment and per
scheme with conducted with per However, main sessions. protocol
block size varied. protocol sample. analysis was Outcomes samples but
Groups did not Unclear co- conducted with were self- results only
differ significantly interventions; included per protocol report report per
on any participants receiving sample and the = measures and  protocol
demographic other mental health ITT sample did participants sample.
characteristics or treatment. not include all were not blind
self-report participants to treatment
measures of randomized. condition.
psychopathology.
79
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Author Risk of Bias Risk of Bias Risk of Bias from Risk of Bias Risk of Bias in Risk of Bias in Overall

Year from from Deviation from from Missing Measurement Selection of Bias (High,
Randomization Deviation Intended Outcome Data of Outcome Reported Low,
Process from Intended Interventions Result Unclear)

Interventions (Adherence)
(Assignment)

Acierno 20218 Low Low Unclear Low Unclear Low Low
& Gilmore 1:1 Cannot blind Treatment fidelity was Conducted both  Outcome Appear to have
2020° & Lopez  randomization participants or  rated as high. Dose of ITT and per assessors reported all
20211 using REDCap  providers. No  therapy received did  protocol analyses blinded, but prespecified

was done by the deviations from not differ significantly —and ITT analyses outcomes were findings

project assignment between treatment include all self-report

coordinator and  reported. conditions. Unclear participants measures and

assignments co-interventions. randomized. participants

were saved as Appropriate were not blind

they were made methods were to treatment

and reviewed by used for condition.

the study imputation of

statistician. missing data.

There were no

significant

baseline

differences

between

treatment

conditions.
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Author Risk of Bias Risk of Bias Risk of Bias from Risk of Bias Risk of Bias in Risk of Bias in Overall
Year from from Deviation from from Missing Measurement Selection of Bias (High,
Randomization Deviation Intended Outcome Data of Outcome Reported Low,
Process from Intended Interventions Result Unclear)
Interventions (Adherence)
(Assignment)
Alegria 2014%”  Unclear Low Low Low Unclear Low Some
& Aguilera Only states that  Cannotblind  Participants in IP-C Of 257 patients ~ Outcome Appear to have concerns
2018 & participants were participants or  group were twice as  randomized, 56  assessors reported all
Alcantara randomized. providers. No likely to not initiate did not complete  blinded, but prespecified
2016% & Kafali - Allocation deviations from care after the 1st follow-up, outcomes were findings
2014 concealment not  assignment randomization than and 24 more did  self-report
described. reported. participants in not complete the measures and

Groups were
comparable on
sociodemograph-
ic characteristics.

telephone group, but
ITT analyses included
all randomized
participants.
Procedures were in
place to ensure
treatment fidelity and
standardize delivery of
interventions.
Participants could not
be currently receiving
specialty mental
health care.
Conducted sensitivity
analysis on
medication use.

2nd follow-up participants
interview. All were not blind
participants to treatment

randomized were condition.
included in

analyses.

Appropriate

methods were

used for

imputation of

missing data.
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Author Risk of Bias Risk of Bias Risk of Bias from Risk of Bias Risk of Bias in Risk of Bias in Overall

Year from from Deviation from from Missing Measurement Selection of Bias (High,
Randomization Deviation Intended Outcome Data of Outcome Reported Low,
Process from Intended Interventions Result Unclear)

Interventions (Adherence)
(Assignment)

Cherestal Unclear Low Unclear High Unclear Unclear High
20197 An online Cannotblind 4 participants of out 4 withdrawals Outcomes Protocol not

randomization participants or 22 randomized did not were excluded were assessed identified

website was providers. No  complete treatment (2 from analyses. via self-report

used to generate deviations from in each group). All Unclear level or  measures

a randomization  assignment other participants handling of completed by

list of 20 reported. completed treatment.  missing data for  participants

subjects. Treatment fidelity was the analyzed who were not

Allocation not assessed. sample. blind to

concealment not Participants were treatment

described. required to avoid or condition.

Groups were cease use of

comparable with benzodiazepines

respect to during exposure

gender, age, and sessions; no

baseline flight additional information

anxiety score. provided on co-

interventions.
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Author Risk of Bias Risk of Bias Risk of Bias from Risk of Bias Risk of Bias in Risk of Bias in Overall

Year from from Deviation from from Missing Measurement Selection of Bias (High,
Randomization Deviation Intended Outcome Data of Outcome Reported Low,
Process from Intended Interventions Result Unclear)

Interventions (Adherence)
(Assignment)

Choi 201478 Unclear Low Unclear Unclear Unclear Low Some
Only states that  Cannot blind 12% of randomized In addition to the  Outcomes Appear to have concerns
participants were participants or  participants dropped 14 dropouts, 11 appear to reported all
randomly providers. No  out before completing participants who include self- prespecified
assigned. deviations from 6 sessions. completed 6 report findings
Allocation assignment Procedures included  sessions did not measures as
concealment not reported. ongoing clinical complete the 12-  well as
described. No supervision and and/or 24-week  structured
significant fidelity monitoring and follow-up. States interviews. No
differences in there were no that intent-to- information on
baseline differences between  treat analysis outcome
characteristics groups. Excluded was conducted assessors is
between groups. individuals currently by n's for provided.

involved in analysis are not
psychotherapy; provided and no
included individuals on participant flow
antidepressants. Did  diagram is given.
not assess
antidepressant use.
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Author Risk of Bias Risk of Bias Risk of Bias from Risk of Bias Risk of Bias in Risk of Bias in Overall
Year from from Deviation from from Missing Measurement Selection of Bias (High,
Randomization Deviation Intended Outcome Data of Outcome Reported Low,
Process from Intended Interventions Result Unclear)
Interventions (Adherence)
(Assignment)
De Las Cuevas Unclear Low Unclear Unclear Unclear Unclear High
2006 Only states that  Cannotblind  Of 140 participants Number of Measures were Protocol not
participants were participants or randomized, 4 participants who self-report or identified
randomly providers. No  dropped out from the = completed follow- clinician-rated
assigned. deviations from VTC-C group and 6 up assessments  with neither
Allocation assignment from the IP-C group. is not provided. participants nor
concealment not reported. Treatment fidelity was Appears that providers blind
described. No not assessed. Unclear analyses were to treatment
significant co-interventions. conducted with condition.
differences in treatment
baseline completers, but
characteristics attrition was low.

between groups.

Unclear level or
handling of
missing data for
the analyzed
sample.
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Author Risk of Bias Risk of Bias Risk of Bias from Risk of Bias Risk of Bias in Risk of Bias in Overall
Year from from Deviation from from Missing Measurement Selection of Bias (High,
Randomization Deviation Intended Outcome Data of Outcome Reported Low,
Process from Intended Interventions Result Unclear)
Interventions (Adherence)
(Assignment)
Egede 2015%2 Low Low Unclear Low Unclear Unclear Some
& Egede The Cannotblind  20% of participants 8.3%, 10%, Outcome Appears some ~concerns
2016% & randomization participants or  randomized did not 12.5%, and assessors secondary
Egede 2017% sequence was providers. No  complete all treatment 16.7% of data blinded, but outcome
& Egede computer- deviations from sessions; attrition was were missing and outcomes were domains
2018% generated using  assignment similar across groups. imputed at week  self-report specified in
a permuted-block reported. Procedures included 4, week 8, month measures and design paper
randomization clinical supervision 3, and month 12. participants are not
scheme stratified and fidelity monitoring; Did not find any  were not blind  reported.
by race with all therapists achieved systematic to treatment
block size varied. at greater than 90% differences in condition.
Patient allocation protocol-specified missing and not
was provided in fidelity. Permitted missing values
individual sealed stabilized use of between groups.
envelopes to the antidepressants but Both intention-to-
study did not collect data on treat and per
coordinator. use. protocol analyses
were conducted.
85
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Author Risk of Bias Risk of Bias Risk of Bias from Risk of Bias Risk of Bias in Risk of Bias in Overall

Year from from Deviation from from Missing Measurement Selection of Bias (High,
Randomization Deviation Intended Outcome Data of Outcome Reported Low,
Process from Intended Interventions Result Unclear)

Interventions (Adherence)
(Assignment)

Franklin 2017 Unclear Low High High Unclear Unclear High
Participants Cannot blind Out of 10 randomized 6/17 patients Outcome Protocol not
randomly participants or  to VTC-H, 7 did not completed assessors identified
assigned using a providers. No  complete treatment. assessments. blinded, but
permuted block  deviations from Out of 7 randomized = Change in outcomes were
procedure. Does assignment to VTC-H, 3 did not outcomes over self-report
not specify block reported. complete treatment. time across measures and
size. Allocation Differences in dropout treatment participants
concealment not rates between groups conditions are were not blind
described. were statistically reported for to treatment

significant. Technical = completers only. condition.
problems occurred in  Unclear level or

the VTC-H group that  handling of

interfered with the missing data for
intervention. the analyzed

Treatment fidelity was sample.

assessed as high.

Unclear co-

interventions.
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Author Risk of Bias Risk of Bias Risk of Bias from Risk of Bias Risk of Bias in Risk of Bias in Overall
Year from from Deviation from from Missing Measurement Selection of Bias (High,
Randomization Deviation Intended Outcome Data of Outcome Reported Low,
Process from Intended Interventions Result Unclear)
Interventions (Adherence)
(Assignment)
Frueh 2007'? & Unclear Low Unclear High Unclear Unclear High
Frueh 2007 uUm Cannotblind  8/17 participants in the Only 25 of 38 Measures were Protocol not
randomization participants or  VTC-C group did not  randomized had  self-report or identified
was used. providers. No  complete treatment; at least 1 post- clinician-rated
Allocation deviations from 9/21 participants in the baseline with neither
concealment not assignment IP-C group did not assessment; participants nor
described. No reported. complete treatment. these 25 providers blind
significant Rate of attrition was participants to treatment
differences in not significantly comprise the condition.
baseline different between primary analysis
characteristics groups. Treatment set (completer

between groups.

adherence was

assessed and was not
statistically significant

between groups.

Participants were not
excluded based on

medication use;
unclear co-
interventions.

analysis).
Analyses were
repeated using a
data set for
which missing
end-of-treatment
score for
dropouts after
the 7-week visit
were imputed
using the 7-week
score.
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Author Risk of Bias Risk of Bias Risk of Bias from Risk of Bias Risk of Bias in Risk of Bias in Overall
Year from from Deviation from from Missing Measurement Selection of Bias (High,

Randomization Deviation Intended Outcome Data of Outcome Reported Low,

Process from Intended Interventions Result Unclear)

Interventions (Adherence)
(Assignment)

Glassman Unclear Unclear Unclear Low Unclear Low Some
2019™ Sequence Cannotblind  About a quarter of Appears thatall  Outcome Appear to have concerns

generation was  participants or  participants in parent  enrolled assessors reported all

described in 1 of providers. In studies did not participants from blinded, but prespecified

2 parent studies.  both parent complete treatment. each parent outcomes were findings

Allocation studies some  Fidelity was rated high study were self-report

concealment was randomized in both parent studies. included in measures and

not described in  individuals did  Both parent studies analyses. participants

either parent not receive required stable Appropriate were not blind

study. No treatment and  medication regiments methods to treatment

significant these but provided no handling of condition.

differences in individuals additional description  missing data.

baseline were not of co-interventions.

variables included in

reported in analyses.

parent studies.
Haghnia Unclear Unclear Unclear High Unclear Low High
2019 Simple Cannotblind 1 participant in the IP-  60/71 A Appear to have

randomization participants or  C group and 2 participants questionnaire  reported all

was used. States providers. Six  participants in the randomized were was provided  prespecified

that participants  randomized VTC-H group included in to participants, findings

were matched for participants did discontinued the analyses (did not who were not

age and severity not receive the intervention. include dropouts  blind to

of iliness. intervention (2  Treatment fidelity was or participants treatment

Allocation allocated to IP- not assessed. lost to follow-up). condition.

concealment not C treatment Participants with Unclear level or  Research

described. and 4 allocated comorbid psychiatric ~ handling of assistants

Appearstobea toVTC-H diagnoses were missing data for  managing the

statistically treatment); no  allowed and the analyzed data collection

significant further detail is  participants continued sample. were blinded.

difference provided. to receive standard

between groups care (no further detail

on literacy. on co-interventions is

provided).
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Author Risk of Bias Risk of Bias Risk of Bias from Risk of Bias Risk of Bias in Risk of Bias in Overall
Year from from Deviation from from Missing Measurement Selection of Bias (High,
Randomization Deviation Intended Outcome Data of Outcome Reported Low,
Process from Intended Interventions Result Unclear)
Interventions (Adherence)
(Assignment)
Hernandez- Low Low Unclear High Unclear Low High
Tejada 2014 sequence Cannotblind  Treatment fidelity of ~ 68% of treatment Outcomes Appear to have
generation and participants or  parent studies was dropouts agreed were assessed reported all
allocation providers. No  rated as high. Dose of to provide data via self-report  prespecified
concealment deviations from therapy received did  for either or both measures findings
were adequate in  assignment not differ significantly =~ outcome completed by
both parent reported. between treatment measures. participants
studies and there conditions. Unclear who were not
were no co-interventions. blind to
significant treatment
baseline condition.
differences
reported in

overall sample.
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Author Risk of Bias Risk of Bias Risk of Bias from Risk of Bias Risk of Bias in Risk of Bias in Overall
Year from from Deviation from from Missing Measurement Selection of Bias (High,

Randomization Deviation Intended Outcome Data of Outcome Reported Low,

Process from Intended Interventions Result Unclear)

Interventions (Adherence)
(Assignment)

Hungerbuehler Unclear Low Unclear High Unclear Low High
2016°% States that a Cannotblind At 6 months the 8/53 participants  Outcome Appear to have

randomization list participants or  difference in dropouts in VTC-H group  measures were reported all

was prepared in  providers. No  between groups was  and 14/54 in IP-C self-reported, prespecified

Excel but does deviations from statistically significant. group were lost  both during an  findings

not specify how  assignment (3/53 participants in to follow-up and  in-person

sequence was reported. VTC-H group and not included in follow-up

generated. 10/54 in IP-C group 12-month consultation

Allocation discontinued the analyses. with the

concealment not intervention). Unclear level or  psychiatrist

described. No Treatment fidelity was handling of and afterwards

significant not assessed. Unclear missing data for  with a web-

differences in co-interventions. the analyzed based

baseline sample. questionnaire;

demographic participants

characteristics were not blind

between groups,
but the VTC-H
group showed
significantly
higher levels of
depression and
worse mental
health status at
baseline.

to treatment
condition.

90

“« 4 )



Evidence Brief: Telehealth-delivered Mental Health Care

Evidence Synthesis Program

Author Risk of Bias Risk of Bias Risk of Bias from Risk of Bias Risk of Bias in Risk of Bias in Overall

Year from from Deviation from from Missing Measurement Selection of Bias (High,
Randomization Deviation Intended Outcome Data of Outcome Reported Low,
Process from Intended Interventions Result Unclear)

Interventions (Adherence)
(Assignment)

Liu 2020" Unclear Low Unclear Unclear Low Low Some
Randomization Cannot blind 78/103 in VTC-C Completer Clinician-rated  Appear to have concerns
was stratified by  participants or  group and 68/104 in analysis included measure reported all
study therapist; providers. 1 IP-C group completed 65 participants in  (primary prespecified
no further detail  participant at least 9 treatment VTC-C group outcome) was  findings
is provided. randomized to  sessions; dropout and 73 in IP-C administered
Allocation VTC-C and 3 rates were not group who by
concealment not  participants significantly different  finished baseline independent,
described. There randomizedto between groups. and post- blind clinical
were some IP-C did not Study therapists treatment visits  evaluators.
baseline receive the received weekly aswellas 9 Additional
differences allocated consultation but there  treatment outcomes were
between intervention is no mention of sessions. self-reported,
treatment (lost contact assessment of Intention-to-treat and
groups, which with participant treatment fidelity. analyses participants
were included as before Excluded individuals included all were not blind
potential therapy). concurrently receiving participants to treatment
covariates in the  However, all psychotherapies randomized. Do  condition.
multivariable participants targeting PTSD or not describe
analysis. randomized depression. handling of

are included in missing data.
ITT analysis.
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Author Risk of Bias Risk of Bias Risk of Bias from Risk of Bias Risk of Bias in Risk of Bias in Overall

Year from from Deviation from from Missing Measurement Selection of Bias (High,
Randomization Deviation Intended Outcome Data of Outcome Reported Low,
Process from Intended Interventions Result Unclear)

Interventions (Adherence)
(Assignment)

Lovell 2006  Low Low Unclear Unclear Unclear Low Low
Used permuted  Cannot blind 3/36 in IP-C group and 6/36 in IP-C Outcome Appear to have
blocks to participants or  1/36 in telephone group and 1/36 in assessors reported all
randomize providers. No  group did not telephone group  blinded, but prespecified
patients; did not  deviations from complete the did not complete outcomes were findings.
vary block size.  assignment intervention. the 6-month self-report
Study therapists  reported. Treatment fidelity was follow-up. States measures and
contacted the not assessed but that data were participants
principal therapists had analyzed onan  were not blind
investigator to ongoing supervision.  ITT basis butitis to treatment
obtain treatment Excluded individuals  unclear whether  condition.
allocation. taking all randomized Some
Baseline antidepressants/anxiol individuals were participants
symptom severity ytics for less than 3 included in revealed
was comparable months; no additional analyses. Did not treatment
between groups. information on co- use LOCF to status to

interventions. impute data. outcome
assessor.
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Author Risk of Bias Risk of Bias Risk of Bias from Risk of Bias Risk of Bias in Risk of Bias in Overall
Year from from Deviation from from Missing Measurement Selection of Bias (High,
Randomization Deviation Intended Outcome Data of Outcome Reported Low,
Process from Intended Interventions Result Unclear)
Interventions (Adherence)
(Assignment)
Luxton 2016%"  Unclear Low Low Low Unclear Low Low
& Bounthavong Randomizedina Cannotblind ~ 63% of VTC-H group  Analyses were  Outcome Appear to have
2018% & Pruitt  1:1 ratio in Stata  participants or  and 71% of IP-C conducted with  assessors reported all
2019% & using permuted  providers. 3 group completed both ITT and blinded, but prespecified
Smolenski blocks, stratified  participants in  treatment; difference  treatment outcomes were findings
201740 by depression each group did  in dropout between completer self-report
diagnosis and not start groups was not samples. Used measures and
study site; did not treatment; ITT  statistically significant. regression participants
vary block size. analysis Treatment fidelity was models that were not blind
Allocation includes these assessed, and assume datato  to treatment
concealment not individuals. adherence was 98%. be missing at condition.
described. Required individuals  random.
taking psychoactive
medications to be on a
stable regimen for at
least 30 days.
Excluded individuals
currently undergoing
psychotherapy for
depression.
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Author Risk of Bias Risk of Bias Risk of Bias from Risk of Bias Risk of Bias in Risk of Bias in Overall
Year from from Deviation from from Missing Measurement Selection of Bias (High,
Randomization Deviation Intended Outcome Data of Outcome Reported Low,
Process from Intended Interventions Result Unclear)
Interventions (Adherence)
(Assignment)
Maieritsch Unclear Unclear Unclear High Unclear Unclear High
2016 Participants Cannotblind  38% in the VTC-C Study attrition Does not state  Protocol not
randomized 1:1  participants or  group and 43% in the was high (43%). whether identified
using permuted  providers. 5 IP-C group who Methods section  outcome
blocks, stratified  individuals received the allocated states that the assessors
by gender; did randomized to intervention dropped  ITT population were blinded,
not vary block each group did out. Treatment fidelity was used for but outcomes
size. Allocation not receive the was assessed, and analyses, but were self-
concealment not allocated adherence was 96%. participant flow report
described. No intervention. Participants on diagram measures and
significant psychotropic indicates the participants
differences in medications required  number analyzed were not blind
baseline to be on a stable dose was only to treatment
characteristics and maintain that individuals who  condition.
between groups. regime during the completed
study; no additional treatment.
information on co-
interventions.
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Author Risk of Bias Risk of Bias Risk of Bias from Risk of Bias Risk of Bias in Risk of Bias in Overall
Year from from Deviation from from Missing Measurement Selection of Bias (High,
Randomization Deviation Intended Outcome Data of Outcome Reported Low,
Process from Intended Interventions Result Unclear)
Interventions (Adherence)
(Assignment)
Mohr 20124 & Low Low Unclear Low Unclear Unclear Low
Kalapatapu An independent  Cannot blind Significantly fewer ITT analysis Outcome After the trial
20142 & statistician used  participants or  participants included all assessors began,
Stiles-Shields  computer- providers. Al discontinued randomized blinded, but changes were
2014% & generated participants treatment in the individuals. Used depression made to the
Stiles-Shields  randomization received telephone group appropriate outcomes were planned
2015% with a 1:1 ratio, treatmentas  (21%) than in the IP-C methods for self-report analyses
stratified by randomized. group (33%). imputation of measures and based on
antidepressant Treatment fidelity was missing participants recommendatio
status and assessed. Excluded depression were not blind  ns from the
therapist, with a individuals who were  scores. to treatment data and safety
block size of 4 receiving or planning condition. monitoring
within each to receive individual board.
stratum. psychotherapy or who
Randomization had initiated
was conducted antidepressant
after entry criteria pharmacotherapy in
were confirmed. the past 10 days.
No significant
differences in
baseline
characteristics
between groups.
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Author Risk of Bias Risk of Bias Risk of Bias from Risk of Bias Risk of Bias in Risk of Bias in Overall
Year from from Deviation from from Missing Measurement Selection of Bias (High,
Randomization Deviation Intended Outcome Data of Outcome Reported Low,
Process from Intended Interventions Result Unclear)
Interventions (Adherence)
(Assignment)
Morland 2014'® Unclear Unclear Unclear Low Low Low Some
& Morland Randomly Cannotblind  78% of participants in  ITT analysis Clinician-rated  Appear to have concerns
201120 assigned participants or  the IP-C group and included all measure reported all
participants using providers. 7 75% in the VTC-C enrolled (primary prespecified
block individuals in group attended at individuals. Used outcome)was findings
randomization, in-person least 10 of 12 group appropriate administered
stratified by war  group and 12 sessions. Treatment methods for by blind
era, by an in VTC group  fidelity was high imputation of assessors.
independent off-  dropped out (99%). Individuals missing values.  Additional
site clinician. between taking psychotropic outcomes were
Allocation randomization mediations were self-reported,
concealment not and session 1; required to be on a and
described. No these stable regimen for a participants
significant individuals minimum of 45 days; were not blind
differences in were not no additional to treatment
baseline included in information on co- condition.
demographic analyses. interventions.
characteristics
between groups.
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Author Risk of Bias Risk of Bias Risk of Bias from Risk of Bias Risk of Bias in Risk of Bias in Overall
Year from from Deviation from from Missing Measurement Selection of Bias (High,
Randomization Deviation Intended Outcome Data of Outcome Reported Low,
Process from Intended Interventions Result Unclear)
Interventions (Adherence)
(Assignment)
Morland 2015%' Unclear Unclear Unclear High Low Low High
No description of Cannot blind 21% of enrolled ITT analysis Clinician-rated  Appear to have
sequence participants or  participants in the IP-  included all measure reported all
generation or providers. 23 C group and 25% in enrolled (primary prespecified
allocation individuals the VTC-C group did individuals, but outcome) was  findings
concealment. No randomized not complete not all administered
significant were not treatment. Therapist randomized by blind
differences were enrolled in adherence to the participants were assessors.
found between study (declined treatment protocol ‘enrolled'. Used  Additional

groups on any
background
variables.

participation or
pilot cases);
these
individuals
were not
included in
analyses.

was rated as high.
Required a stable
psychotropic
medication regimen
for 45 days prior to
study entry; no
additional information
on co-interventions.

appropriate
methods for
imputation of
missing values.

outcomes were
self-reported,
and
participants
were not blind
to treatment
condition.
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Author Risk of Bias Risk of Bias Risk of Bias from Risk of Bias Risk of Bias in Risk of Bias in Overall
Year from from Deviation from from Missing Measurement Selection of Bias (High,
Randomization Deviation Intended Outcome Data of Outcome Reported Low,
Process from Intended Interventions Result Unclear)
Interventions (Adherence)
(Assignment)
Morland 2020%?> Unclear Low Unclear Low Low Low Low
Randomization Cannot blind 79% of IP-H group, ITT analysis Clinician-rated Appear to have
was balanced participants or  62% of VTC-H, & 46% included all measure reported all
within therapists, providers. No  of VTC-C completed  enrolled (primary prespecified
using blocks of ~ deviations from treatment. Therapist  individuals. Used outcome)was findings
decreasing sizes. assignment adherence to the appropriate administered
Allocation reported. treatment protocols methods for by blind
concealment not was rated as 95%. imputation of assessors.
described. No Required a stable missing values.  Additional

significant
differences were
found between
groups on any
background
variables except
for the IP-H
group having
more Navy
Veterans.

psychotropic
medication regimen
for 60 days prior to
study entry. Excluded
participants
undergoing concurrent
PTSD or exposure
treatment.

outcomes were
self-reported,
and
participants
were not blind
to treatment
condition.
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Author Risk of Bias Risk of Bias Risk of Bias from Risk of Bias Risk of Bias in Risk of Bias in Overall
Year from from Deviation from from Missing Measurement Selection of Bias (High,
Randomization Deviation Intended Outcome Data of Outcome Reported Low,
Process from Intended Interventions Result Unclear)
Interventions (Adherence)
(Assignment)
Morland 20222 Unclear Low Unclear Low Low Low Low
Randomization Cannot blind 74% of IP-C group Rates of Clinician-rated  Appear to have
was done by an  participants or  and 70% of VTC-H participants measure reported all
independent, off- providers. Five group completed missing dataon  (primary prespecified

site statistician;
no further detail
provided on
sequence
generation or
allocation
concealment.
Some baseline
differences
between groups
(average
relationship
length).

couples
received no
treatment. Two
couples
randomized to
IP-C received a
portion of
sessions
remotely.
These
participants
were included
in analyses in
the group they
were
randomized to
& sensitivity
analysis was
conducted
excluding
these couples.

treatment. Treatment
fidelity was rated as
over 90%. Required a
stable psychotropic
medication regimen
for 2 months prior to
study. Participants
could not receive
other psychotherapy
for PTSD or conjoint
psychotherapy during
the study. No
additional information
on co-interventions.

1 or more
outcome
variables were
4% at baseline
and 58% at the
6-month follow-
up. ITT analysis
included all
enrolled
individuals. Used
appropriate
methods for
imputation of
missing values.

outcome) was
administered
by blind
assessors.
Additional

outcomes were

self-reported,
and
participants
were not blind
to treatment
condition.

findings
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Author Risk of Bias Risk of Bias Risk of Bias from Risk of Bias Risk of Bias in Risk of Bias in Overall

Year from from Deviation from from Missing Measurement Selection of Bias (High,
Randomization Deviation Intended Outcome Data of Outcome Reported Low,
Process from Intended Interventions Result Unclear)

Interventions (Adherence)
(Assignment)

O'Reilly 2007%'  Unclear Unclear Unclear High Unclear Low High
First group of Cannot blind Treatment dropout Out of the Outcomes Appear to have
participants was  participants or  and fidelity are not participants who  were self- reported all
randomly providers. 3%  reported. No received report prespecified
assigned by coin  of participants  information on co- treatment, 40% measures and  findings
flip; used block in IP-C group interventions provided. in IP-C group participants
randomization for and 7% of and 38% in VTC- were not blind
subsequent participants in H group had to treatment
participants. VTC-H group incomplete condition.

Allocation did not receive follow-up
concealment not treatment. assessments.
described. No These Analyses on
significant participants psychiatric
baseline were not symptoms only
differences included in include
between groups. analyses. participants with

complete follow-
up assessments.
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Author Risk of Bias Risk of Bias Risk of Bias from Risk of Bias Risk of Bias in Risk of Bias in Overall
Year from from Deviation from from Missing Measurement Selection of Bias (High,
Randomization Deviation Intended Outcome Data of Outcome Reported Low,
Process from Intended Interventions Result Unclear)
Interventions (Adherence)
(Assignment)
Peterson Unclear Low Unclear Unclear Low Low Some
2022% Equipoise Cannotblind  43% in IP-C group, 39% in IP-C Clinician-rated  Appear to have concerns
stratified participants or  25% in IP-H group, & group, 28% in IP- measure was  reported all
randomization providers. 8 34% in VTC-H group  H group, & 34%  administered prespecified
where participants dropped out of in VTC-H group by blind findings
participants could were treatment. Treatment  did not complete assessors.
opt out of 1 randomized fidelity was assessed, atleast 1 follow- Additional
delivery modality. and never and adherence was up. ITT analyses outcomes were
No additional began rated as 99%. were used and self-reported,
information is treatment; Required stable included all and
provided on these medication regimen; participants participants
sequence participants no additional randomized. were not blind
generation or were included  information on co- Unclear handling to treatment
allocation inITT interventions. of missing data.  condition.
concealment. No analyses.
significant
baseline
differences
between groups
except for years
of service.
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Author Risk of Bias Risk of Bias Risk of Bias from Risk of Bias Risk of Bias in Risk of Bias in Overall
Year from from Deviation from from Missing Measurement Selection of Bias (High,

Randomization Deviation Intended Outcome Data of Outcome Reported Low,

Process from Intended Interventions Result Unclear)

Interventions (Adherence)
(Assignment)

Ruskin 2004%%  Unclear Low Unclear Unclear Unclear Low Some
& Rhein 2001*°  variable block Cannotblind  27% of VTC-C group  Extent of missing Outcomes Appear to have concerns

randomization; participants or  and 30% of IP-C data unclear; no  were self- reported all

stratified based providers.10 group dropped out of  participant flow report prespecified

on age and post- the study. Treatment  diagram. Patients measures and findings

depression randomization fidelity was not lost to follow-up  participants

severity. exclusions of assessed. Excluded were retained in  were not blind

Allocation ineligible individuals who had the analysis by to treatment

concealment not participants, 2  been receiving using their last condition.

described. No eligible but did pharmacological observable score

significant not start treatment for for all remaining

baseline treatment. depression for more time points.

differences than a month prior; no

between groups. additional information

on co-interventions.

Stubbings Unclear Low Low High Unclear Unclear High
2013%2 Simple random  Cannotblind  81% of participants 65% of Outcomes Protocol not

allocation participants or  completed the full participants were self- identified

achieved by providers. No  course of treatment. completed the report

generating a deviations from Fidelity was monitored follow-up data. measures and

randomized assignment and treating provider  Final analysis participants

number list. reported. underwent weekly included only were not blind

Allocation supervision. Excluded participants who to treatment

concealment not individuals currently completed 8 or condition.

described. No receiving more sessions.

significant psychotherapy and a

baseline record of medication

differences usage was taken.

between groups.
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Author Risk of Bias Risk of Bias Risk of Bias from Risk of Bias Risk of Bias in Risk of Bias in Overall
Year from from Deviation from from Missing Measurement Selection of Bias (High,
Randomization Deviation Intended Outcome Data of Outcome Reported Low,
Process from Intended Interventions Result Unclear)
Interventions (Adherence)
(Assignment)
Watts 2020*°  Low Low Unclear High Unclear Unclear High
Randomization Cannot blind 14% in IP-C and 23% 33 randomized Outcomes Protocol not
sequence participants or  in VTC-C dropped out. participants were self- identified
generated with providers. No  Treatment fidelity was (22%) were not  report
an iPhone deviations from assessed, and included in measures and
random number  assignment adherence was rated  analyses; participants
generator. The reported. as over 90%. includes were not blind
assignment list Participants could not  participants lost  to treatment
was concealed to receive any other to attrition, condition.

all researchers
except research
coordinators. No
significant
baseline
differences
between groups.

psychotherapy or
start/stop
antidepressant
medication; no
additional information
on co-interventions.

participants for
whom GAD was
no longer the
primary
diagnosis, and
participants with
more than 20%
missing data on

primary outcome

measure.
Missing data
were replaced
using the mean

from the previous

and following
information.
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Author Risk of Bias Risk of Bias Risk of Bias from Risk of Bias Risk of Bias in Risk of Bias in Overall

Year from from Deviation from from Missing Measurement Selection of Bias (High,
Randomization Deviation Intended Outcome Data of Outcome Reported Low,
Process from Intended Interventions Result Unclear)

Interventions (Adherence)
(Assignment)

White 202125 Low Low Unclear High Unclear Low High
Block Cannot blind Attrition was high but  Analysis only Outcome Appear to have
randomization participants or  similar for both included assessors reported all
was conducted at providers. No  treatment groups. participants with  blinded, but prespecified
a centralized deviations from Treatment fidelity was full outcome data outcomes were findings
location. There assignment rated high. Both (49% of all self-report
were no reported. parent studies randomized to measures and
significant required stable both studies) on  participants
baseline medication regimens  measure of were not blind
differences but provided no interest to treatment
between groups. additional description  (satisfaction). condition.

of co-interventions.

Ziemba 2014%6  Unclear Low Unclear High Low Unclear High
Individuals Cannot blind Dropout alone is not ~ 28% of Clinician-rated  Protocol not
randomized 1:1 participants or  reported but 72% of participants did measure was  identified
through a providers. No  participants completed not complete administered
computer deviations from treatment and all treatment and all by blind
algorithm. assignment assessments. assessments and assessors.

Allocation reported. Treatment fidelity was  were not Additional
concealment not assessed and was included in outcomes were
described. rated as high. analyses. self-reported,
Baseline Required stable and
differences medication regimen; participants

between groups
not reported.

no additional
information on co-
interventions.

were not blind
to treatment
condition.

Abbreviations. GAD=generalized anxiety disorder; IP-C=clinic-based in-person; IP-H=home-based in-person; ITT=intent-to-treat; LOCF=last observation carried
forward; PE=prolonged exposure; PTSD=post-traumatic stress disorder; RCT=randomized controlled trial; VTC-C=clinic-based videoteleconference; VTC-

H=home-based videoteleconference.
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ROBINS-I
Author Bias Due to Selection Bias in Bias Due to Bias Dueto Bias Due to Bias in the Overall Bias
Year Confounding? Bias (Low, Classification = Departures Missing Measuremen Selection of (Low,
(Low, Moderate, Moderate, of from Intended Data? (Low, tof Reported Moderate,
Serious, Critical, Serious, Interventions Interventions Moderate, Outcomes? Results (Low, Serious,
No Information) Critical, No (Low, (Low, Moderate, Serious, (Low, Moderate, Critical, No
Information) Moderate, Serious, Critical, No Moderate, Serious, Information)
Serious, Critical, No Information) Serious, Critical, No
Critical, No Information) Critical, No  Information)
Information) Information)
Bean 2022% Serious Serious Moderate No information Serious Low Low Serious
There were no Selected only Differential Medication use  Participants Outcomes Appears
significant participants  misclassification and prior were were self- unlikely that
differences who of intervention psychological excluded due reported, but additional,
between groups  completed status is treatment were  to missing measurement unreported
on demographic  the treatment unlikely. not significantly data and a was measure-
or clinical program However, different significantly comparable  ments/
variables at during a participants between groups greater across analyses
baseline, but specified were assigned  at baseline. percentage of groups.Inan were done
baseline period and based on the Since groups participants in RCT
symptom severity provided date they were defined by the IP-C participants
was not complete completed the completion date, group could not be
compared and symptom program (not participants in provided blinded to
there was no assessment recorded atthe the group who complete data intervention
adjustment for data. All start of the completed the than patients  group.
confounders in participants  intervention). program after in the VTC-H
analyses. were the COVID-19 group. There
followed from transition date is no
the start to may have evidence that
the end of started treatment results were
the prior to that date robust to the
intervention. and received presence of
some portion of  missing data.
treatment in
person
(crossover) -
data on this are
not provided.
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Author Bias Due to Selection Bias in Bias Due to Bias Due to Bias Due to Bias in the Overall Bias
Year Confounding? Bias (Low, Classification = Departures Missing Measuremen Selection of (Low,
(Low, Moderate, Moderate, of from Intended Data? (Low, tof Reported Moderate,
Serious, Critical, Serious, Interventions Interventions Moderate, Outcomes? Results (Low, Serious,
No Information) Critical, No (Low, (Low, Moderate, Serious, (Low, Moderate, Critical, No
Information) Moderate, Serious, Critical, No  Moderate, Serious, Information)
Serious, Critical, No Information) Serious, Critical, No
Critical, No Information) Critical, No  Information)
Information) Information)
Bouchard Serious Low Low No information No Low Moderate Serious
2004°2 Analyses did not Participants  Participants No deviations information  Qutcomes Alliance
adjust for were not were assigned  from assignment No were self- measures
confounding selected based on the reported. information is reported, but were added
factors, in based on region (remote  Excluded provided on measurement to the
particular those participant vs local site) individuals missing data. was protocol
associated with characteris-  they were receiving other It is unclear comparable  after the
rural vs urban tics observed referred from. psychological whether the across study
status (or other  after the treatment and n's provided  groups. Inan began
site differences). intervention, required are the RCT which
The 2 groups and antidepressant number of participants  meant
differed participants and participants could notbe some were
significantly on are followed benzodiazepine randomized blinded to missing for
mean number of  from the start users tobe ona and the intervention  the IP-C
years in school.  of the stable regimen.  number of group. group -as a
intervention. Unknown participants result none
whether included in of the
medication use  analyses is alliance
was balanced not specified. results are
across groups. reported for
Appears that the the IP-C
intervention was condition.
implemented as
intended.
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Author Bias Due to Selection Bias in Bias Due to Bias Due to Bias Due to Bias in the Overall Bias
Year Confounding? Bias (Low, Classification = Departures Missing Measuremen Selection of (Low,
(Low, Moderate, Moderate, of from Intended Data? (Low, tof Reported Moderate,
Serious, Critical, Serious, Interventions Interventions Moderate, Outcomes? Results (Low, Serious,
No Information) Critical, No (Low, (Low, Moderate, Serious, (Low, Moderate, Critical, No
Information) Moderate, Serious, Critical, No Moderate, Serious, Information)
Serious, Critical, No Information) Serious, Critical, No
Critical, No Information) Critical, No  Information)
Information) Information)
Bouchard Moderate Low Low No information Low Low No Moderate
2020% There were no  Participants  Participants Flowchart Analyses Outcomes information
significant were not were assigned  indicates thata  included all were self- Study
differences selected based on the portion of participants reported, but  protocol
between groups  based on region (remote  randomized randomized measurement was
on certain participant vs local site) participants in (ITT) and was registered
demographic or  characteris- they were each group did  online comparable  retrospect-
clinical variables tics observed referred from. not receive the supplement across tively and
at baseline, but after the allocated includes groups. Inan does not
differences in intervention, intervention. Do results with RCT specify all
baseline and not report imputed participants  outcomes.
symptom severity participants whether there values for could not be
and medication are followed were significant  missing data  blinded to
use were not from the start differences (these intervention
reported. of the between analyses did  group.
Analyses were intervention. completers and  not affect
conducted dropouts. findings).
controlling for Treatment
gender and fidelity was
presence of a assessed.
comorbid Excluded
disorder only. Do individuals
not control for currently
other potential receiving a
confounders. psychological
treatment and
required
antidepressant
and
benzodiazepine
users to be on a
stable regimen.
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Author Bias Due to Selection Bias in Bias Due to Bias Due to Bias Due to Bias in the Overall Bias
Year Confounding? Bias (Low, Classification = Departures Missing Measuremen Selection of (Low,
(Low, Moderate, Moderate, of from Intended Data? (Low, tof Reported Moderate,
Serious, Critical, Serious, Interventions Interventions Moderate, Outcomes? Results (Low, Serious,
No Information) Critical, No (Low, (Low, Moderate, Serious, (Low, Moderate, Critical, No
Information) Moderate, Serious, Critical, No Moderate, Serious, Information)
Serious, Critical, No Information) Serious, Critical, No
Critical, No Information) Critical, No  Information)
Information) Information)
Unknown
whether
medication use
was balanced
across groups.
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Author Bias Due to Selection Bias in Bias Due to Bias Due to Bias Due to Bias in the Overall Bias
Year Confounding? Bias (Low, Classification = Departures Missing Measuremen Selection of (Low,
(Low, Moderate, Moderate, of from Intended Data? (Low, tof Reported Moderate,
Serious, Critical, Serious, Interventions Interventions Moderate, Outcomes? Results (Low, Serious,
No Information) Critical, No (Low, (Low, Moderate, Serious, (Low, Moderate, Critical, No
Information) Moderate, Serious, Critical, No Moderate, Serious, Information)
Serious, Critical, No Information) Serious, Critical, No
Critical, No Information) Critical, No  Information)
Information) Information)
Gannon Moderate Moderate Low No information Moderate Serious Low Serious
2021% There wereno  The 2 groups Differential Other than # Ininstances ~ Outcomes Appears
significant were misclassification weeks of patient where only 1 were self- unlikely that
differences selected of intervention enroliment, no assessment  reported. additional,
between groups  during status is information on was available, Scores were unreported
on different time unlikely. dropout is data was taken from measure-
sociodemograph- periods and  Participants provided. No imputed using the electronic ments/
ic and clinical the beginning were assigned  information on the "last medical analyses
characteristics and end of based on the co-interventions  observation record; were done
assessed, but the date they started is provided. carried assessment
initial anxiety intervention  the program. forward." Do  methods
scores during the do not not report differed
COVID-19 period coincide. how many between
(telehealth) were participants groups, with
significantly had data for  the therapists
higher than the both facilitating
pre-COVID-19 assessments. office-based
(in-person) assessments
period. Examined in the IP-C
the effect of age, group and
gender, race, participants
diagnosis, IOP completing
type, insurance assessments
type, zip code, # on their own
assessments outside of
completed. Do groups.
not account for
confounders
within a statistical
model.
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Author Bias Due to Selection Bias in Bias Due to Bias Due to Bias Due to Bias in the Overall Bias
Year Confounding? Bias (Low, Classification = Departures Missing Measuremen Selection of (Low,
(Low, Moderate, Moderate, of from Intended Data? (Low, tof Reported Moderate,
Serious, Critical, Serious, Interventions Interventions Moderate, Outcomes? Results (Low, Serious,
No Information) Critical, No (Low, (Low, Moderate, Serious, (Low, Moderate, Critical, No
Information) Moderate, Serious, Critical, No Moderate, Serious, Information)
Serious, Critical, No Information) Serious, Critical, No
Critical, No Information) Critical, No  Information)
Information) Information)
Germain Moderate Low No information  Serious Serious No No Serious
2009* & There were no Participants  Remote Some Excluded information  information
Germain significant were not participants randomized dataon 25%  Does not Non-
2010% differences selected were assigned  participants were of the initial  specify randomized
between groups  based on to the VTC-C excluded from sample due to whether trial; no trial
on participant condition, butit the therapy. Very dropout. No students who protocol
sociodemograph- characteris- is unclear how  high attrition. information administered identified.
ic variables and  tics observed participants Reports that on handling of the clinical
severity and after the recruited in dropouts and missing data  interview
frequency of intervention, Montreal were  treatment and n's are were blind to
posttraumatic and assigned to completers were not provided treatment
symptoms. participants  treatment not differenton  for analyses. condition.
Analyses do not  are followed condition. sociodemographi Additional
control for from the start ¢ and baseline outcomes
confounders. of the symptom were self-
intervention variables but reported, but
(although not does not report measurement
all whether dropout was
participants was significantly comparable
had the different across
waiting between the groups. In an
period before groups. RCT
treatment). Treatment participants
fidelity was could not be
assessed (95%). blinded to
Required that intervention
participants group.
agree to not
participate in
other forms of
psychotherapy
during treatment.
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Author Bias Due to Selection Bias in Bias Due to Bias Due to Bias Due to Bias in the Overall Bias
Year Confounding? Bias (Low, Classification = Departures Missing Measuremen Selection of (Low,
(Low, Moderate, Moderate, of from Intended Data? (Low, tof Reported Moderate,
Serious, Critical, Serious, Interventions Interventions Moderate, Outcomes? Results (Low, Serious,
No Information) Critical, No (Low, (Low, Moderate, Serious, (Low, Moderate, Critical, No
Information) Moderate, Serious, Critical, No Moderate, Serious, Information)
Serious, Critical, No Information) Serious, Critical, No
Critical, No Information) Critical, No  Information)
Information) Information)
Required users
of psychotropic
medications to
have stable
regimens.
Unknown
whether
medication use
was balanced
across groups.
Gros 2011%5  Moderate Serious Low Moderate Serious Low Low Serious
The comparison  Selection of  Differential Treatment Main Outcomes Outcome
group was comparison  misclassification provided was analyses of were self- measures
matched on group was of intervention routine clinical symptom reported, but for the
demographic based on status is practice. There  change were measurement study were
characteristics completion of unlikely. was a significant conducted was the
but not on treatment. It  Treatment group difference only with comparable  measures
symptom severity is unclear depended on between groups treatment across assessed
and only included whether where patients  in number of completers groups. In an as part of
treatment participants  receive care. sessions and attrition RCT routine care
completers. in the VTC-C completed. was high. participants  that were
Analyses group were Extent and could notbe shared
demonstrated no recruited handling of blinded to between
differences in consecutive- missing data  intervention  both
baseline ly. is unclear. group. settings.
symptoms
between groups.
When comparing
groups only used
treatment
completers.
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Author Bias Due to Selection Bias in Bias Due to Bias Due to Bias Due to Bias in the Overall Bias
Year Confounding? Bias (Low, Classification = Departures Missing Measuremen Selection of (Low,
(Low, Moderate, Moderate, of from Intended Data? (Low, tof Reported Moderate,
Serious, Critical, Serious, Interventions Interventions Moderate, Outcomes? Results (Low, Serious,
No Information) Critical, No (Low, (Low, Moderate, Serious, (Low, Moderate, Critical, No
Information) Moderate, Serious, Critical, No Moderate, Serious, Information)
Serious, Critical, No Information) Serious, Critical, No
Critical, No Information) Critical, No  Information)
Information) Information)
Hammond Moderate Low Low Low Serious Low Low Serious
20127 Analyses Appear to Differential Excluded Excluded Outcomes Outcome
included an have misclassification individuals who individuals were self- measures
adjusted model selected from of intervention attended less with less than reported as for the
controlling for sample of all status is than 2 sessions. 2 sessions part of routine study were
baseline individuals unlikely. Excluded where clinical the
symptom referred to Treatment group individuals assessments practice. measures
severity, provider the program  depended on scheduled to were Patients were assessed
site, and at eligible treatment receive high- completed. not aware as part of
treatment sites during  modality and intensity Only 68% of  that the study routine care
duration. Also the specified individuals who interventions. individuals would take that were
included period who received care Intervention was allocated to place.Inan  shared
analyses that met the via both delivered as the low- RCT between
used sampling criteria. modalities were  routine clinical intensity participants both
methods based excluded from practice. intervention could notbe  settings.
on propensity analyses. who attended blinded to
scores at least 2 intervention
(covariates sessions had  group.
included information
demographics, on baseline
symptom and endpoint
severity, work, measures
social and baseline
adjustment, covariates
service level and were
predictors, included in
presence of the study.
phobias, Within this
employment, group, only
benefit status, individuals
receipt of who had
psychotropic completed
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Author
Year

Bias Due to

Confounding?
(Low, Moderate,
Serious, Critical,
No Information)

Bias (Low,

Critical, No
Information)

Bias in
Classification
of
Interventions
(Low,
Moderate,
Serious,
Critical, No
Information)

Bias Due to
Departures
from Intended
Interventions

(Low, Moderate,

Serious,
Critical, No
Information)

Bias Due to
Missing
Data? (Low,
Moderate,
Serious,
Critical, No
Information)

Bias Due to Bias in the Overall Bias
Measuremen Selection of (Low,

t of Reported Moderate,
Outcomes? Results (Low, Serious,
(Low, Moderate, Critical, No
Moderate, Serious, Information)
Serious, Critical, No

Critical, No  Information)

Information)

medication,
referral source,
study site).

treatment by
the time of
data
extraction
were included
in analyses.
Missing
baseline data
were imputed
using
correspond-
ding variables
at the second
visit.
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Author Bias Due to Selection Bias in Bias Due to Bias Due to Bias Due to Bias in the Overall Bias
Year Confounding? Bias (Low, Classification = Departures Missing Measuremen Selection of (Low,
(Low, Moderate, Moderate, of from Intended Data? (Low, tof Reported Moderate,
Serious, Critical, Serious, Interventions Interventions Moderate, Outcomes? Results (Low, Serious,
No Information) Critical, No (Low, (Low, Moderate, Serious, (Low, Moderate, Critical, No
Information) Moderate, Serious, Critical, No  Moderate, Serious, Information)
Serious, Critical, No Information) Serious, Critical, No
Critical, No Information) Critical, No  Information)
Information) Information)
Khatri Serious Low Low No information Moderate Low No Serious
20147 Participants in Included Participants Three Three Outcomes Information
each group did individuals chose the participants withdrawals  were self- Non-
not differ onthe  meeting intervention withdrew from were not reported, but randomized
initial clinical study criteria format they felt  the study. included in measurement pilot trial;
interview (DSM-  out of those  more Adherence was  analysis of was no trial
V). Does not who were comfortable rated using a within-person comparable  protocol
report if referred to using. coding system pre-post- across identified.
differences the study by and was high. depression groups. In an
between groups  their Participants symptom RCT
on demographic  physicians. agreed to remain change. No participants
variables were on stable doses  description of could not be
significant. of any extent or blinded to
Potential prescribed handling of intervention
confounders psychotropic missing data. group.
were not medication; no
addressed in additional
analyses. information on
co-interventions
is provided and
data on
medication use
were not
reported.
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Author Bias Due to Selection Bias in Bias Due to Bias Due to Bias Due to Bias in the Overall Bias
Year Confounding? Bias (Low, Classification = Departures Missing Measuremen Selection of (Low,
(Low, Moderate, Moderate, of from Intended Data? (Low, tof Reported Moderate,
Serious, Critical, Serious, Interventions Interventions Moderate, Outcomes? Results (Low, Serious,
No Information) Critical, No (Low, (Low, Moderate, Serious, (Low, Moderate, Critical, No
Information) Moderate, Serious, Critical, No  Moderate, Serious, Information)
Serious, Critical, No Information) Serious, Critical, No
Critical, No Information) Critical, No  Information)
Information) Information)
Knowlton Moderate Low Low Serious Serious Low Low Serious
2021% There were no  Appear to Participants 53% of Excluded Outcomes Outcomes
significant include all received participants who participants were self- were self-
differences individuals services via a initiated who did not reported as reported as
between groups  who met given modality ~ treatment did not complete at part of routine part of
on reported criteria during based on complete a least 8 clinical routine
demographic and the given geographic minimum of 8 sessions practice. In clinical
clinical variables. period within  location and sessions; there  (minimum an RCT practice. In
Data on several the preference. were no treatment participants  an RCT
process variables catchment significant dosage). Use could notbe participants
were collected to area. differences in of outcome blinded to could not
serve as possible treatment tracking intervention  be blinded
covariates. completion measures group. to
between groups. during intervention
Excluded treatment group.
participants with  sessions was
prior inconsistent.
engagement in No
PTSD treatment; description of
no information extent or
on co- handling of
interventions is  missing data.
provided.
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Author Bias Due to Selection Bias in Bias Due to Bias Due to Bias Due to Bias in the Overall Bias
Year Confounding? Bias (Low, Classification = Departures Missing Measuremen Selection of (Low,
(Low, Moderate, Moderate, of from Intended Data? (Low, tof Reported Moderate,
Serious, Critical, Serious, Interventions Interventions Moderate, Outcomes? Results (Low, Serious,
No Information) Critical, No (Low, (Low, Moderate, Serious, (Low, Moderate, Critical, No
Information) Moderate, Serious, Critical, No  Moderate, Serious, Information)
Serious, Critical, No Information) Serious, Critical, No
Critical, No Information) Critical, No  Information)
Information) Information)
Liou 202272 Moderate Moderate Low No information ~ No Low Low No information
Differences in Retrospectiv It appears that  Patients with 1~ information  Qutcomes Outcome
change scores e chart patients or more EMDR  No were self- measures
between groups  review of all  received virtual session were information reported as for the
were estimated adult patients treatment classified as on missing part of routine study were
using multiple seen by 1 because of the  receiving EMDR; data is clinical the
linear regression, providerata COVID-19 patients with 1 or provided. practice. In measures
adjusting for primary care pandemic. more virtual an RCT assessed
factors foundto  center during EMDR visit were participants  as part of
significantly differ a specified classified as could not be  routine care
between groups. period. receiving virtual blinded to that were
Groups EMDR. intervention  shared
differed on However, only 1 group. between
timing of the patient (0.3%) settings.
beginning received both
and end of virtual and in-
the person EMDR,
intervention. and most
patients (73.5%)
had 3-5 EMDR
sessions. No
information on
co-interventions.
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Author Bias Due to Selection Bias in Bias Due to Bias Due to Bias Due to Bias in the Overall Bias
Year Confounding? Bias (Low, Classification = Departures Measuremen Selection of (Low,
(Low, Moderate, Moderate, of from Intended Data? (Low, tof Reported Moderate,
Serious, Critical, Serious, Interventions Interventions Outcomes? Results (Low, Serious,
No Information) Critical, No (Low, (Low, Moderate, (Low, Moderate, Critical, No
Information) Moderate, Serious, Critical, No  Moderate, Serious, Information)
Serious, Critical, No Information) Serious, Critical, No
Critical, No Information) Critical, No  Information)
Information) Information)
LoSavio Moderate Moderate Low Moderate Low Low Moderate
2021% Employed Appearsto  Treatment Overall dropout ~ Growth curve Outcomes Outcome
propensity include all modality was was 25%; were self- measures
matched scoring patients that determined by patients include all ITT reported as for the
using were treated patient/provider receiving care part of routine study were
demographic by clinicians  preference or as via telehealth regardless of clinical the
differences (age, participating needed in were significantly practice. In measures
education, in the response to the more likely to an RCT assessed
race/ethnicity, treatment COVID-19 complete participants  as part of
relationship training and  pandemic. treatment than could not be  routine care
status, trauma implementati patients blinded to that were
type, comorbid on program. receiving care in- intervention  shared
substance use) Likely that person. group. between
and baseline timeframe of Treatment was settings.
PCL-5 score. intervention delivered as part
differed of routine clinical
between care. No
groups. information on
co-interventions.
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Author Bias Due to Selection Bias in Bias Due to Bias Due to Bias Due to Bias in the Overall Bias
Year Confounding? Bias (Low, Classification = Departures Missing Measuremen Selection of (Low,
(Low, Moderate, Moderate, of from Intended Data? (Low, tof Reported Moderate,
Serious, Critical, Serious, Interventions Interventions Moderate, Outcomes? Results (Low, Serious,
No Information) Critical, No (Low, (Low, Moderate, Serious, (Low, Moderate, Critical, No
Information) Moderate, Serious, Critical, No Moderate, Serious, Information)
Serious, Critical, No Information) Serious, Critical, No
Critical, No Information) Critical, No  Information)
Information) Information)
Milosevic Serious No Low No Information No Low Low Serious
2022% There were information ~ Treatment Dropout was information  Qutcomes Outcome
significant Unclear modality was similar between  States that an were self- measures
differences whether all determined by groups. ITT approach reported as for the
between groups  eligible date (before or  Treatmentwas  was taken for part of routine study were
on some patients were after COVID-19  delivered as part symptom clinical the
demographic and gelected for pandemic) of routine clinical outcome practice. In measures
clinical variables.  the study. care. No measures. an RCT assessed
Conducted information on Hierarchical participants  as part of
supplementary co-interventions. linear could not be  routine care
analyses modeling was blinded to that were
controlling for used butthe intervention  shared
comorbidities and extent and group. between
baseline handling of settings.
depression missing data
scores. is not
described.
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Author Bias Due to Selection Bias in Bias Due to Bias Due to Bias Due to Bias in the Overall Bias
Year Confounding? Bias (Low, Classification = Departures Missing Measuremen Selection of (Low,
(Low, Moderate, Moderate, of from Intended Data? (Low, tof Reported Moderate,
Serious, Critical, Serious, Interventions Interventions Moderate, Outcomes? Results (Low, Serious,
No Information) Critical, No (Low, (Low, Moderate, Serious, (Low, Moderate, Critical, No
Information) Moderate, Serious, Critical, No Moderate, Serious, Information)
Serious, Critical, No Information) Serious, Critical, No
Critical, No Information) Critical, No  Information)
Information) Information)
Pinciotti Moderate Low Low No information Moderate Low Low Moderate
2022% Patients receiving Appears that Treatment Treatmentwas  In matching, Outcomes Outcome
telehealth patients who modality was delivered as part the IP-C were self- measures
treatment were met criteria determined by  of routine clinical group was reported as  for the
more likely to and were date (before or  care, but trimmed to part of routine study were
have GAD and treated in the after COVID-19 telehealth meet the clinical the
mood disorders  specified pandemic). treatment had to sample size practice. In measures
compared to period were be modified in ofthe VTC-H an RCT assessed
those receiving included. some ways due  group. participants  as part of
pre-pandemic in- to social Participants could not be  routine care
person treatment. distancing with missing  blinded to that were
Demographic requirements. progress data intervention  shared
variables and No information were not group. between
comorbidities on co- included in settings.
were extracted interventions. linear mixed
for use as model.
potential
covariates. Other
covariates
included level of
care, number of
diagnoses, length
of stay. Analyses
were conducted
with participants
matched for
admission
scores.
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Author Bias Due to Selection Bias in Bias Due to Bias Due to Bias Due to Bias in the Overall Bias
Year Confounding? Bias (Low, Classification = Departures Missing Measuremen Selection of (Low,
(Low, Moderate, Moderate, of from Intended Data? (Low, tof Reported Moderate,
Serious, Critical, Serious, Interventions Interventions Moderate, Outcomes? Results (Low, Serious,
No Information) Critical, No (Low, (Low, Moderate, Serious, (Low, Moderate, Critical, No
Information) Moderate, Serious, Critical, No Moderate, Serious, Information)
Serious, Critical, No Information) Serious, Critical, No
Critical, No Information) Critical, No  Information)
Information) Information)
Ritchie Critical Low Low No information No Low No Critical
2007 There were some Participants  Patients were ~ Treatment information  Qutcomes information
important were referred recruited for the compliance was Al were self- Non-
differences noted to the study  VTC-C group or 98% for the participants reported but  randomized
between groups by health IP-C group VTC-C group appear to be  measurement pilot trial;
(eg, the VTC-C care based on their  and 71% for the included in was no trial
group was all providers or  preference for IP-C group; does analyses. No comparable  protocol
active-duty were self- location/time not report information is across identified.
soldiers who referred and and not whether this provided on groups. In an
walked to the individuals preference for difference is the extentor RCT
therapy location  meeting delivery method. significant. handling of participants
and the IP-C study criteria Group CBT was missing data. could not be
group were all were conducted as the blinded to
spouses of included. standard of care. intervention
military members Participants group.
who had to drive) could not be
that were not currently
controlled for in receiving other
analyses. psychotherapy
treatment.
Required users
of psychotropic
medication to
have a stable
regimen; rates of
medication use
are not reported.
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Author Bias Due to Selection Bias in Bias Due to Bias Due to Bias Due to Bias in the Overall Bias
Year Confounding? Bias (Low, Classification = Departures Missing Measuremen Selection of (Low,
(Low, Moderate, Moderate, of from Intended Data? (Low, tof Reported Moderate,
Serious, Critical, Serious, Interventions Interventions Moderate, Outcomes? Results (Low, Serious,
No Information) Critical, No (Low, (Low, Moderate, Serious, (Low, Moderate, Critical, No
Information) Moderate, Serious, Critical, No Moderate, Serious, Information)
Serious, Critical, No Information) Serious, Critical, No
Critical, No Information) Critical, No  Information)
Information) Information)
Tuerk Serious Low Low No information Moderate Low No Serious
2010 A reference Patients were Veterans in rural The treatment  Pre- and Outcomes Information
sample of referred by areas were completion rate  post- were self- Non-
individuals who mental health given the option was 83% for the treatment reported, but randomized
received IP-C providers and to receive IP-C group and  effects are measurement pilot trial;
treatment was case therapy via 75% for the only was no trial
selected but was managers telehealth. VTC-C group; examined for comparable  protocol
not matched. and group patients who  across identified.
There were no individuals differences are  completed at groups. In an
significant who met not examined. least 5 RCT
differences in PTSD criteria Some elements  treatment participants
baseline were invited of exposure sessions. No  could not be
symptom severity to participate therapy (ie, information is  blinded to
between groups. in treatment. exercises where provided on intervention
Do not report the provider the extentor  group.
whether accompanies the handling of
differences in patient outside of missing data.
demographics the treatment
are significant. setting) were not
Do not control for feasible in the
the potential VTC-C group.
confounding No information
effects of rural on co-
status. interventions.
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Author Bias Due to Selection Bias in Bias Due to Bias Due to Bias Due to Bias in the Overall Bias
Year Confounding? Bias (Low, Classification = Departures Missing Measuremen Selection of (Low,
(Low, Moderate, Moderate, of from Intended Data? (Low, tof Reported Moderate,
Serious, Critical, Serious, Interventions Interventions Moderate, Outcomes? Results (Low, Serious,
No Information) Critical, No (Low, (Low, Moderate, Serious, (Low, Moderate, Critical, No
Information) Moderate, Serious, Critical, No Moderate, Serious, Information)
Serious, Critical, No Information) Serious, Critical, No
Critical, No Information) Critical, No  Information)
Information) Information)
Vakkalanka Moderate Low Low Moderate Moderate Low Low Moderate
2022% Measured and Included Telehealth and  Treatment Did not Treatment Treatment
accounted fora  Veterans in-person included include utilization utilization
range of potential diagnosed encounters were prescription of individuals data obtained data
confounders with OUD treated as buprenorphine.  missing from VHA obtained
including and treated exposures. Telehealth group geographic records. from VHA
buprenorphine with Used stop codes only needed to information. records.
availability/ buprenorphin indicating clinic- have a single Appear to
access, e across all  to-home or telehealth have used
sociodemograph- facilities clinic-to-clinic encounter but statistical
ic and geographic within the video telehealth secondary models that
factors, VHA to define analysis looks at account for
comorbidities, between telehealth individuals who  missing data.
medication use, 2008 and encounters. only had
health care 2017. telehealth
utilization, prior encounters.
telehealth use. Defined
treatment
discontinuation
as a gap greater
than 14 days.
66.5%
discontinued
treatment within
1 year. Included
data on past
year psychiatric
medication use
and past 2-year
health care
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Author Bias Due to Selection Bias in Bias Due to Bias Due to Bias Due to Bias in the Overall Bias
Year Confounding? Bias (Low, Classification = Departures Missing Measuremen Selection of (Low,
(Low, Moderate, Moderate, of from Intended Data? (Low, tof Reported Moderate,
Serious, Critical, Serious, Interventions Interventions Moderate, Outcomes? Results (Low, Serious,
No Information) Critical, No (Low, (Low, Moderate, Serious, (Low, Moderate, Critical, No
Information) Moderate, Serious, Critical, No Moderate, Serious, Information)
Serious, Critical, No Information) Serious, Critical, No
Critical, No Information) Critical, No  Information)
Information) Information)
utilization as
covariates.
Valentine Serious Low Low No information Low Low Low Serious
2020% Demographic Appear to Veterans chose  No significant As the main  Outcomes Outcome
characteristics include all their preferred differences analysis was  were self- measures
and comorbidities Veterans treatment between groups on treatment reported as for the
were not seen within a modality in in treatment completion, part of routine study were
significantly PTSD collaboration completion rates. all individuals clinical the
associated with specialty with providers. Include both were practice. In measures
treatment clinic during home and clinic  included. an RCT assessed
modality. For the specified telehealth. participants  as part of
those assessed  period. Veterans chose could not be  routine care
with the CAPS- to receive PE or blinded to that were
IV, there were no CPT which was intervention  shared
significant provided as group. between
baseline routine care. settings.
differences Session notes
symptom were reviewed
severity, but for and sessions
those assessed that did not
with CAPS-5, follow treatment
patients seen in- protocols did not
person has count. No
significantly lower information on
scores than those co-interventions.
using CVT.
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Author Bias Due to Selection Bias in Bias Due to Bias Due to Bias Due to Bias in the Overall Bias
Year Confounding? Bias (Low, Classification = Departures Missing Measuremen Selection of (Low,
(Low, Moderate, Moderate, of from Intended Data? (Low, tof Reported Moderate,
Serious, Critical, Serious, Interventions Interventions Moderate, Outcomes? Results (Low, Serious,
No Information) Critical, No (Low, (Low, Moderate, Serious, (Low, Moderate, Critical, No
Information) Moderate, Serious, Critical, No  Moderate, Serious, Information)
Serious, Critical, No Information) Serious, Critical, No
Critical, No Information) Critical, No  Information)
Information) Information)
Wierville Moderate Moderate Low No information Low Low Low Moderate
2016 Service era, Inclusion of ~ Veterans chose Dropout rates Missing data  Outcomes Outcome
service in-person their preferred were not was present  were self- measures
connection and patients was  treatment significantly on 4% of the reported as  for the
PCL-S scores at based on modality. different values in the  part of routine study were
pre-treatment CAPS, while between groups. overall clinical the
were significantly inclusion of Only patients dataset, practice. In measures
different between telehealth who completed  which an RCT assessed
groups. These patients was intake and at included 51% participants  as part of
variables were based on least 1 session  of participants could not be routine care
included in PCL-S and were included in  having blinded to that were
multilevel chart notes. the study. missing data  intervention  shared
modeling Veterans chose onatleast1  group. between
analyses as PE or CPT as variable. settings.
covariates. part of routine Multiple
clinical practice. imputation
No information was used to
on co- account for
interventions. missing data.
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Author Bias Due to Selection Bias in Bias Due to Bias Due to Bias Due to Bias in the Overall Bias
Year Confounding? Bias (Low, Classification = Departures Missing Measuremen Selection of (Low,
(Low, Moderate, Moderate, of from Intended Data? (Low, Reported Moderate,
Serious, Critical, Serious, Interventions Interventions Moderate, Outcomes? Results (Low, Serious,
No Information) Critical, No (Low, (Low, Moderate, Serious, Moderate, Critical, No
Information) Moderate, Serious, Critical, No Serious, Information)
Serious, Critical, No Information) Critical, No
Critical, No Information) Critical, No  Information)
Information) Information)
Zheng Serious Low Low Moderate Serious Low Serious
2017%8 No statistical Included Treatment group Group therapy  States there Data
difference was patients was based on was provided were several data obtained consisted of
detected between under care of where Veterans face-to-face for  instances of treatment
groups for a psychiatrist lived; the both groups; missing data information
demographic who provided telepsychiatry medication due to regularly
factors. care through clinic served 2 management incomplete recorded
Generalized both settings rural counties. was provided records. Do for all
estimating during a through both not provide patients in
equations were specified telepsychiatry any additional the
used to adjust for period. and face-to-face. information program.
covariates. Other Included There were no on extent or
potential patients with attempts to handling of
confounders OouD ensure the missing data.
were not receiving equivalence of
addressed (eg, MAT services group therapy at
rural status). in weekly or both sites,
biweekly although all
groups. therapists use a
CBT-based
therapeutic
model.
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Author Bias Due to Selection Bias in Bias Due to Bias Due to Bias Due to Bias in the Overall Bias
Year Confounding? Bias (Low, Classification = Departures Missing Measuremen Selection of (Low,
(Low, Moderate, Moderate, of from Intended Data? (Low, tof Reported Moderate,
Serious, Critical, Serious, Interventions Interventions Moderate, Outcomes? Results (Low, Serious,
No Information) Critical, No (Low, (Low, Moderate, Serious, (Low, Moderate, Critical, No
Information) Moderate, Serious, Critical, No Moderate, Serious, Information)
Serious, Critical, No Information) Serious, Critical, No
Critical, No Information) Critical, No  Information)
Information) Information)
Zimmerman Serious Low Low Moderate Serious Low Low Serious
20177 The IP-C Included Treatment There were Rate of Outcomes Outcomes
comparison patients who modality was some differences completion of were self- were self-
group was not were not determined by between the patient reported as reported as
matched; previously date (before or VTC-H and IP-C  satisfaction part of routine part of
selected every treated in the after COVID-19 treatment measure and clinical routine
other patient program and pandemic) groups. treatment practice. In clinical
during a specified underwent Significantly outcome an RCT practice. In
period. There consent more patients measure was participants  an RCT
were significant  procedures. completed significantly could not be  participants
differences treatmentin the  lower in the blinded to could not
between groups VTC-H program VTC-H intervention  be blinded
on # widowed than the IP-C cohort. No group. to
and # less than program. No description of intervention
high school information on handling of group.
graduate. Mean co-interventions. missing data.

number of current

diagnoses was
significantly
higher in the
telehealth group.

Abbreviations. CAPS-5=Clinician Administered PTSD Scale; CBT=cognitive behavioral therapy; CPT=cognitive processing therapy; EMDR=eye movement
desensitization and reprocessing; GAD=generalized anxiety disorder, IOP=Intensive Outpatient Program; IP-C=clinic-based in-person; ITT=intent-to-treat;

MAT=medication assisted treatment; OUD=opioid use disorder; PE=prolonged exposure; PTSD=posttraumatic stress disorder; VTC-C=clinic-based
videoteleconferencing; VTC-H=home-based videoteleconferencing.
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STRENGTH OF EVIDENCE FOR INCLUDED STUDIES

Strength of Evidence for KQ 1

Evidence Synthesis Program

Outcome  Modality Intervention Studies Study Directness Consistency Precision Reporting Rating and Summary of
Comparison Type Limitations Bias Evidence
PTSD
PTSD VTC-H vs IP-C Individual Acierno 2016,"  Low to high  Direct Consistent Imprecise Unknown  Low
symptom psychotherapy Acierno 2017,3 PTSD symptom severity
severity Acierno 20218 appears similar after VTC-
Knowlton H and IP-C delivery of
2021,%6 individual psychotherapy.
Peterson
2022,2* White
2021%
Cognitive- Morland 20222° Low Direct Unknown Unknown Unknown  Low
beh_a\_/ioral PTSD symptom severity
conjoint may be similar after VTC-
therapy H and IP-C delivery of
couples’ psychotherapy.
VTC-C vs IP-C Individual Germain 2009, High Direct Inconsistent  Imprecise Unknown Low
psychotherapy Gros 2011,5° It is unclear whether
Knowlton PTSD symptom severity
2021,% Liu differs between VTC-C
2020, and IP-C delivery of
Maieritsch individual psychotherapy.
2016,'8 Morland
2015,%' Tuerk
2010,%
Wierwille
2016,%° Ziemba
2014%
Group Frueh 2007,"3 Moderate to Direct Inconsistent Imprecise Unknown  Low
psychotherapy Morland 2014'®  high It is unclear whether
PTSD symptom severity
differs between VTC-C
and IP-C delivery of group
psychotherapy at post-
treatment. There may be
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Outcome Modality Intervention Studies Study Directness Consistency Precision Reporting Rating and Summary of

Comparison Type Limitations Bias

Evidence

no difference in PTSD
symptom severity at 3-
month follow-up.

PTSD VTC-H vs IP-C Individual Acierno 20173 High Direct Unknown Unknown Unknown
diagnosis psychotherapy

Insufficient

It is unclear whether the
rate of PTSD remission
differs between VTC-H
and IP-C delivery of
individual psychotherapy.

VTC-C vs IP-C Individual Germain 2009% High Direct Unknown Unknown Unknown
psychotherapy

Insufficient

It is unclear whether the
rate of PTSD remission
differs between VTC-C
and IP-C delivery of
individual psychotherapy.

Depression VTC-H vs IP-C Individual Acierno 2016, Low to high Direct Inconsistent  Imprecise Unknown
symptom psychotherapy Acierno 2017,%
severity Acierno 2021,2

Knowlton

2021,%

Peterson 2022

Low

It is unclear whether
depression symptom
severity differs between
VTC-H and IP-C delivery
of individual
psychotherapy
immediately post-
treatment and at 3-month
follow-up. Depression
symptom severity may be
similar 6—12 months after
treatment.

VTC-C vs IP-C Individual Germain 2009,”” High Direct Inconsistent  Imprecise Unknown
psychotherapy Gros 2011,%
Knowlton
2021,% Liu
2020,
Maieritsch
2016,"8 Tuerk
2010,%8
Wierwille

Low

It is unclear whether
depression symptom
severity differs between
VTC-C and IP-C delivery
of individual
psychotherapy.
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Outcome

Modality
Comparison

Intervention
Type

Studies

Study
Limitations

Directness Consistency Precision

Reporting
Bias

Rating and Summary of
Evidence

2016, Ziemba
2014

Individual
psychotherapy

Frueh 200713

High

Direct

Unknown

Imprecise

Unknown

Insufficient

It is unclear whether
depression symptom
severity differs between
VTC-C and IP-C delivery
of group psychotherapy.

Anxiety
sympto

m

severity

VTC-H vs IP-C

Individual
psychotherapy

Acierno 2016,
Acierno 20173

High

Direct

Unknown

Imprecise

Unknown

Low

Anxiety symptom severity
may be similar after VTC-
H and IP-C delivery of
individual psychotherapy
based on preliminary
findings.

VTC-C vs IP-C

Individual
psychotherapy

Germain 2009,53

Ziemba 201426

High

Direct

Consistent

Unknown

Unknown

Low

Anxiety symptom severity
may be similar after VTC-
C and IP-C delivery of
individual psychotherapy.

Adverse

events

VTC-H vs IP-C

Individual
psychotherapy

Peterson 202224

Moderate

Direct

Unknown

Unknown

Unknown

Insufficient

It is unclear whether the
occurrence of adverse
events differs between
VTC-H and IP-C delivery
of individual
psychotherapy.

VTC-C vs IP-C

Individual
psychotherapy

Tuerk 2010%8

High

Direct

Unknown

Unknown

Unknown

Insufficient

It is unclear whether the
occurrence of adverse
events differs between
VTC-C and IP-C delivery
of individual
psychotherapy.

Group
psychotherapy

Morland 20141

Moderate

Direct

Unknown

Unknown

Unknown

Insufficient
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Outcome

Modality

Comparison Type

Intervention

Studies

Study
Limitations

Bias

Directness Consistency Precision Reporting Rating and Summary of

Evidence

It is unclear whether the
occurrence of adverse
events differs between
VTC-C and IP-C delivery
of group psychotherapy.

Depression

Depression
symptom
severity

VTC-H vs IP-C Individual

Egede 2015,%2

psychotherapy Luxton 2016%

Low to Direct

moderate

Inconsistent

Imprecise  Unknown

Low

It is unclear whether
depression symptom
severity differs between
VTC-H and IP-C delivery
of individual
psychotherapy. One study
with low risk of bias found
that depression symptom
severity decreased less
for the VTC-H group than
the IP-C group.

Psychiatry

Hungerbuehler
20163¢

High Direct

Unknown

Unknown

Unknown

Insufficient

It is unclear whether
depression symptom
severity differs between
VTC-H and IP-C delivery
of psychiatry.

Telephone vs  Individual

IP-C

psychotherapy

Alegria 2014,
Mohr 20124

Low to Direct

moderate

Inconsistent

Unknown

Unknown

Low

Depression symptom
severity may be similar
after telephone and IP-C
delivery of individual
psychotherapy
immediately post-
treatment, but it is unclear
whether depression
symptom severity differs
between telephone and
IP-C over time.
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Outcome Modality Intervention Studies Study Directness Consistency Precision Reporting Rating and Summary of
Comparison Type Limitations Bias Evidence
VTC-Cvs IP-C  Group Ritchie 2007¢" High Direct Unknown Unknown Unknown Insufficient
psychotherapy It is unclear whether

depression symptom
severity differs between
VTC-C and IP-C delivery
of group psychotherapy.

Psychiatry Ruskin 20044 Moderate Direct Unknown Unknown Unknown Insufficient

It is unclear whether
depression symptom
severity differs between
VTC-C and IP-C delivery

of psychiatry.
Anxiety VTC-H vs IP-C Individual Luxton 2016%7 Low Direct Unknown Imprecise Unknown  Insufficient
symp?om psychotherapy It is unclear whether
severity anxiety symptom severity

differs between VTC-H
and IP-C delivery of
individual psychotherapy.

VTC-C vs IP-C  Psychiatry Ruskin 20044 Moderate Direct Unknown Unknown Unknown Insufficient
It is unclear whether
anxiety symptom severity
differs between VTC-C
and IP-C delivery of

psychiatry.
PTSD VTC-H vs IP-C Individual Luxton 2016%" Low Direct Unknown Imprecise Unknown Insufficient
symp?om psychotherapy It is unclear whether
severity PTSD symptom severity

differs between VTC-H
and IP-C delivery of
individual psychotherapy.

Adverse VTC-H vs IP-C Individual Egede 2015,2 Lowto Direct Unknown Unknown Unknown  Low
events psychotherapy Luxton 20163  moderate It is unclear whether the
occurrence of adverse

events differs between
VTC-H and IP-C delivery
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Modality
Comparison

Intervention
Type

Studies

Study
Limitations

Directness Consistency Precision

Reporting
Bias

Rating and Summary of
Evidence

of individual
psychotherapy.

Telephone vs
IP-C

Individual
psychotherapy

Mohr 201241

Low

Direct

Unknown

Unknown

Unknown

Insufficient

It is unclear whether the
occurrence of adverse
events differs between
telephone and IP-C
delivery of individual
psychotherapy.

Anxiety

Anxiety
symptom
severity

VTC-H vs IP-C

Group
psychotherapy

Milosevic 2022%4

High

Direct

Unknown

Unknown

Unknown

Insufficient

It is unclear whether
anxiety symptom severity
differs between VTC-H
and IP-C delivery of group
psychotherapy.

PHP/IOP

Pinciotti 202265

Moderate

Direct

Unknown

Unknown

Unknown

Insufficient

It is unclear whether OCD
symptom severity differs
between VTC-H and IP-C
delivery of PHP/IOP
treatment.

Telephone vs
IP-C

Individual
psychotherapy
for phobia

Cherestal
20197

High

Direct

Unknown

Unknown

Unknown

Insufficient

It is unclear whether
anxiety symptom severity
differs between telephone
and IP-C delivery of
individual psychotherapy
for phobia.

Individual
psychotherapy
for OCD

Lovell 200648

Low

Direct

Unknown

Precise

Unknown

Low

OCD symptom severity
may be comparable after
telephone and IP-C
delivery of individual
psychotherapy for OCD.
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Outcome Modality Intervention Studies Study Directness Consistency Precision Reporting Rating and Summary of
Comparison Type Limitations Bias Evidence
VTC-C vs IP-C Individual Watts 20204° High Direct Unknown Unknown Unknown Insufficient
psychotherapy It is unclear whether
for anxiety anxiety symptom severity

differs between VTC-C
and IP-C delivery of
individual psychotherapy

for anxiety.
Individual Bouchard Moderate to Direct Inconsistent  Unknown Unknown  Very Low
psychotherapy 200452 high It is unclear whether
for panic Bouchard anxiety-related outcomes
disorder with 202083 differ between VTC-C and
agoraphobia IP-C delivery of individual
psychotherapy for panic
disorder with agoraphobia.
Depression VTC-Hvs IP-C PHP/IOP Pinciotti 2022%  Moderate Direct Unknown Unknown Unknown Insufficient
symp’gom It is unclear whether
severity depression symptom

severity differs between
VTC-H and IP-C delivery

of PHP/IOP treatment.
Telephone vs  Individual Lovell 20064 Low Direct Unknown Precise Unknown  Low
IP-C psychotherapy Depression symptom

severity may be similar
after telephone and IP-C
delivery of individual

psychotherapy for OCD.
VTC-C vs IP-C Individual Bouchard Moderate to Direct Consistent Unknown Unknown  Low
psychotherapy 20045 high Depression symptom
Bouchard severity may be similar
2020% after VTC-C and IP-C
delivery of individual
psychotherapy for panic
disorder with agoraphobia.
Adverse VTC-C vs IP-C Individual Watts 20204° High Direct Unknown Unknown Unknown Insufficient
events psychotherapy It is unclear whether the

occurrence of adverse
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Outcome Modality

Comparison

Intervention
Type

Studies

Study
Limitations

Directness Consistency Precision

Reporting
Bias

Rating and Summary of
Evidence

events differs between
VTC-C and IP-C delivery
of individual
psychotherapy for anxiety.

Substance use disorder

Mental
health
symptoms

VTC-H vs IP-C

IOP

Bean 202266

High

Direct

Unknown

Precise

Unknown

Insufficient

It is unclear whether
mental health symptoms
differ between VTC-H and
IP-C delivery of IOP
treatment for co-occurring
SUD and mental health
diagnosis.

Abstinence VTC-C vs IP-C

Individual
psychotherapy

Zheng 201768

High

Direct

Unknown

Unknown

Unknown

Insufficient

It is unclear whether
abstinence differs
between VTC-C and IP-C
delivery of medication-
assisted treatment.

Multiple mental health conditions

Mental
health
symptoms

VTC-C vs IP-C

Individual
psychotherapy

Stubbings
2013%

High

Direct

Unknown

Imprecise

Unknown

Insufficient

It is unclear whether
mental health symptoms
differ between VTC-C and
IP-C delivery of individual
psychotherapy.

Psychiatry

De Las Cuevas
2006°%°

High

Direct

Unknown

Unknown

Unknown

Insufficient

It is unclear whether
mental health symptoms
differ between VTC-C and
IP-C delivery of
psychiatry.

Depression VTC-H vs IP-C

symptom
severity

Individual
psychotherapy

Liou 202272

Unclear

Direct

Unknown

Imprecise

Unknown

Insufficient

It is unclear whether
depression symptom
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Comparison

Intervention
Type

Studies

Study
Limitations

Directness Consistency Precision

Reporting
Bias

Rating and Summary of
Evidence

severity differs between
VTC-H and IP-C delivery
of individual
psychotherapy.

Group
psychotherapy

Khatri 20147

High

Direct

Unknown

Unknown

Unknown

Insufficient

It is unclear whether
depression symptom
severity differs between
VTC-H and IP-C delivery
of group psychotherapy.

IOP

Gannon 202169

High

Direct

Unknown

Unknown

Unknown

Insufficient

It is unclear whether
depression symptom
severity differs between
VTC-H and IP-C delivery
of IOP treatment.

PHP

Zimmerman
202178

High

Direct

Unknown

Unknown

Unknown

Insufficient

It is unclear whether
depression symptom
severity differs between
VTC-H and IP-C delivery
of PHP treatment.

Telephone vs
IP-C

Individual
psychotherapy

Hammond
201270

High

Direct

Unknown

Unknown

Unknown

Insufficient

It is unclear whether
depression symptom
severity differs between
telephone and IP-C
delivery of individual
psychotherapy.

Anxiety-
related
outcomes

VTC-H vs IP-C

Individual
psychotherapy

Liou 202272

Unclear

Direct

Unknown

Imprecise

Unknown

Insufficient

It is unclear whether
anxiety symptom severity
differs between VTC-H
and IP-C delivery of
individual psychotherapy.

IOP

Gannon 202169

High

Direct

Unknown

Unknown

Unknown

Insufficient
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Outcome Modality

Comparison

Intervention
Type

Studies

Study Directness Consistency Precision

Limitations

Reporting Rating and Summary of

Bias

Evidence

It is unclear whether
anxiety symptom severity
differs between VTC-H
and IP-C delivery of IOP
treatment.

Telephone vs

IP-C

Individual
psychotherapy

Hammond
201270

High Direct

Unknown

Unknown

Unknown

Insufficient

It is unclear whether
anxiety symptom severity
differs between telephone
and IP-C delivery of
individual psychotherapy.

Adverse VTC-Hvs IP-C PHP

events

Zimmerman
202178

High Direct

Unknown

Unknown

Unknown

Insufficient

It is unclear whether the
occurrence of adverse
events differs between
VTC-H and IP-C delivery
of PHP treatment.

Abbreviations. IOP=intensive outpatient program; IP-C=clinic-based in-person; OCD=obsessive compulsive disorder; PHP=partial hospital program; PTSD=posttraumatic
stress disorder; SUD=substance use disorder; VTC-C=clinic-based videoteleconference; VTC-H=home-based videoteleconference.

Strength of Evidence for KQ 2

Outcome Modality Intervention Studies Study Directness Consistency Precision Reporting Rating and Summary
Comparison Type Limitations Bias of Evidence
PTSD
PTSD VTC-H vs VTC-C Individual Franklin Low to high Direct Consistent Unknown Unknown  Low
symptom psychotherapy 2017, Individual
severity Knowlton psychotherapy
2021,% delivered via VTC-H
Morland may result in a similar
2020% decrease in PTSD
symptom severity
compared to individual
psychotherapy
delivered by VTC-C.
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Outcome Modality Intervention Studies Study Directness Consistency Precision Reporting Rating and Summary
Comparison Type Limitations Bias of Evidence

PTSD

PTSD VTC-H vs VTC-C Individual Franklin High Direct Unknown Unknown Unknown Insufficient

diagnosis psychotherapy 2017" It is unclear whether

the rate of PTSD
remission differs
between VTC-H and
VTC-C delivery of
individual

psychotherapy.
Depression VTC-H vs VTC-C Individual Franklin Low to high Direct Consistent Unknown Unknown  Low
symptom psychotherapy 2017, Individual
severity Knowlton psychotherapy
2021,% delivered via VTC-H
Morland may result in a similar
2020% decrease in depression
symptom severity
compared to individual
psychotherapy
delivered by VTC-C.
Anxiety VTC-H vs VTC-C Individual Franklin High Direct Unknown Unknown Unknown Insufficient
symp?om psychotherapy 2017 It is unclear whether
severity anxiety symptom

severity differs between
VTC-H and VTC-C
delivery of individual
psychotherapy.

Abbreviations. PTSD=posttraumatic stress disorder; VTC-C=clinic-based videoteleconference; VTC-H=home-based videoteleconference.
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APPENDIX E: PEER REVIEW DISPOSITION

Comment# Reviewer# Comment Author Response

Are the objectives, scope, and methods for this review clearly described?

1 2 Yes None
2 3 Yes None
3 4 Yes None
4 5 Yes None
5 6 Yes None
6 7 Yes None
Is there any indication of bias in our synthesis of the evidence?

7 2 No None
8 3 No None
9 4 No None
10 5 No None
11 6 No None
12 7 No None
Are there any published or unpublished studies that we may have overlooked?

13 2 No None
14 3 No None
15 4 No None
16 5 No None
17 6 No None
18 7 No None

Additional suggestions or comments can be provided below. If applicable, please indicate the page and line numbers from the draft report.

19 2 This report is a strong evidence brief (rapid review) about the Thank you for this comment.
safety and effectiveness of synchronous in-person or telehealth-
based mental health care.
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Comment# Reviewer #

Comment

Author Response

20 2 Key Strengths include: Thank you for this feedback.
-Thoroughness (As is typical of ESP reviews) and presentation
of the studies/evidence (including describing the strength of
evidence for studies reviewed and discussed)

-Topic (focused and timely)
-How this evidence brief builds upon other recent evidence
syntheses

21 2 Area for improvement: Thank you for this feedback. We have added
The goal (p. 8 lines 11-16) and Key question 1 (p. 9, lines 17- text to the executive summary and discussion
19) and the population eligibility criteria (p. 9 lines 30-32) all explicitly addressing the lack of evidence
suggest that additional conditions (e.g. bipolar disorder, available on these other conditions.
suicidality and/or SMI) will be reviewed and discussed.

Recommend more explicitly addressing the absence of the
evaluation of the studies for these conditions mentioned in KQ1.

22 2 Perhaps it's as simple as editing a sentence on pg. 13, lines 9 - We have added text to the literature overview
13..."Most studies found....or most of the included stating that no studies were focused exclusively
studies...evaluated treatments for PTSD..... " and then Any of on telehealth-delivered mental health care for
the conditions for which not enough evidence exists should be bipolar disorder, SMI, or suicidality. We have
mentioned in the discussion/conclusions (e.g. as an evidence also added text to the future research section of
gap or area for future research). the discussion more explicitly calling for

research on these conditions.

23 2 Make it clearer that treatment of these other conditions were not In the literature overview we have added text
included because of a lack of studies included after the study clarifying that we did not identify studies on
selection process. Since | don't have the supplementary these conditions. Search terms were included
info/search criteria, | could not tell if the terms affected what for these other conditions (see Appendix A).
studies were found.

24 2 Also, recommend re-wording this sentence (p. 13, line 13) Thank you for this feedback. We have revised
("Eight studies included participants with multiple types of this sentence as suggested to reflect that the
mental health concerns)) to something that reflects the idea that treatment was not focused on one specific
TREATMENT was not focused on one specific condition treatment rather than the mental health
(change the focus from who was involved to the treatment not concerns of the participants.
being specific to a particular condition).

For example, though the PTSD studies were the most common,
clinically speaking, it is likely that those individuals also had
"multiple types of mental health concerns" but those other
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Comment# Reviewer# Comment Author Response

concerns were not the focus of treatment. The treatment was
specific to one concern (PTSD).

In VA, clinically speaking, most Veterans have multiple types of
mental health concerns. We may just offer a treatment/ study a
treatment for one concern (e.g. depression, PTSD) but there are
often other issues not a focus. As you can see from the
measures list Table 1, many of the PTSD studies assessed
depression (e.g. with the PHQ-9, BDI=Il). While | have not
reviewed these studies, it is likely that many participants did
have more than one MH concern (though the others may not
have been a focus of treatment).

25 3 Thank you for the opportunity to provide a review for the Thank you for this comment.
manuscript, “Evidence Brief: Safety and Effectiveness of
Telehealth-delivered Mental Health Care” for the VA Evidence
Synthesis Program. This manuscript reviewed the results of a
synthesis of the literature on the safety and effectiveness of
evidence based mental health treatments delivered via video
teleconference technology.

26 3 Executive Summary and Evidence Brief: Thank you for this comment.
1. Thorough and accurate summarization of the manuscript.
2. Good overview of the purpose for conducting this review, the
historical context for why such a review is particularly important,
and how the methodology used for this review differs from
previous published reviews.

27 3 Method: Thank you for this comment.
3. I was initially quite surprised by the evidence brief which
described the low quality of research conducted in previous
studies in telehealth and the lack of significance in the results in
those studies. However, the methodology was described so
clearly and the results so clear that the conclusions made by the
end of the manuscript were well-supported.

28 3 Results: Thank you for this comment.

4. The tables are really nicely laid out and the information made
very clear for the reader.

29 3 5. I really appreciated the standard approach to the reporting of Thank you for this comment.
the results in consistent sections (symptom severity, safety,
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Comment# Reviewer #

Comment

Author Response

attrition, and ‘other outcomes’). This was really helpful in seeing
the results normalized across studies

30 3 Discussion: Thank you for this comment.
6. The authors provided well-supported conclusions and
detailed a clear direction for recommended next steps in this
area of research.

31 3 Thank you so much for the opportunity to review this Thank you for this comment.
manuscript. It was enjoyable to read and provides a unique
contribution to telehealth research and clinical practice.

32 4 My only question/suggestion is related to the title. | applaud the  Thank you for this feedback. We have carefully
authors for including both RCTs as well as cohort studies, but as considered the suggested change to the report
such, wouldn't it be more accurate to call this report "Safety, titte and have decided not to make this change.
Efficacy, and Effectiveness of Telehealth-delivered Mental Although we did include evidence from RCTs,
Health Care"? Beyond that minor suggestion, | believe this is the primary aim of the report was to examine
rigorously conducted and well-written report. effectiveness.

33 6 Overall, this was a very clear and well-written review. | have one Thank you for this comment.
major and a few minor comments.

34 6 Major comment Thank you for this feedback. We agree that this
1. Throughout the document, it talks about whether each study is an important point. Nearly all studies that
was conducted on Veterans but does not mention whether or indicated inclusion of Veteran participants were
not it was conducted on Veterans using the VA health care conducted within the VA health care system.
system. To the extent that Veterans using VA differ We have added a section addressing this point
systematically form Veterans not using the VA (and there should to the discussion.
be extensive literature on this), this may be an important detail
to provide.

35 6 Minor comments Thank you for this feedback. We have revised
1. Figure 3 - The title should mention that it is depression the Figure title to indicate that the studies in the
symptom severity in PTSD figure are PTSD studies.

36 6 2. Document page 32, line 52 — It says “Geriatric Depression Thank you for this feedback. We did intend to
Scale (BDS)". It probably should be GDS. However, neither use “GDS,” and have removed the abbreviation.
GDS or BDS is ever used again, so better to omit the
abbreviation.

37 6 3. Document page 47, line 39-47 — It says “Studies comparing Thank you for this feedback. We did intend to
delivery of mental health care via VTC-C versus IP-C are most  refer to VTC-H and have corrected this typo.
relevant”. This does not fit with the bottom part of the paragraph,
where it says “VTC technology is now widely available and
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Comment# Reviewer# Comment

Author Response

Veterans are provided access via Veteran Video Connect,
potentially rendering in-clinic VTC hubs largely obsolete.”
Perhaps the initial sentence should be referring to VTC-H, not
VTC-C?
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