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Abbreviations

BATD behavioral activation therapy

BDI-II Beck Depression Inventory I

BHS Beck Hopelessness Scale

BSI-18 Brief Symptom Inventory-Short Version

CBT cognitive behavioral therapy

Cl confidence interval

DSM-IV Diagnostic and Statistical Manual (of Mental Disorders)-IV

GADSS Generalized Anxiety Disorder Severity Scale

GDS Geriatric Depression Scale

HAM-D Hamilton Depression Rating Scale

IPT Interpersonal psychotherapy

OR odds ratio

PDSS Panic Disorder Severity Scale

PE prolonged exposure

PHQ-9 Patient Health Questionnaire-9 item

PSQI Pittsburgh Sleep Quality Index

PTSD post-traumatic stress disorder

RCT randomized controlled trial

SCID Structured Clinical Interview for the DSM-IV Axis | Disorders

SD standard deviation

SIGH-A Hamilton Anxiety Rating Scale

SMD standardized mean difference

SR systematic review

TAU treatmentas usual

T-CSCT Telepsychiatry-based  Culturally-Sensitive  Collaborative
Treatment

Context and Policy Issues

Telehealth encompasses awide and rapidly evolving range of telecommunication
technologies thatare used to deliver health services for various conditions, populations,
and settings.l’2 For the purposes ofthis report, telehealth is defined as the provision of
information and health care services to a specific patientby a provider in real-time using
telephone, videochat, or videoconferencing technologies (e.g., Skype, FaceTime). During
the telehealth sessions, the health care providerand patientcan see and hear each other
withoutbeing in the same room. This differs from other telehealth interventions such as on-
line or computer-based therapies, smartphone applications, text messaging, or automated
self-managementtechniques.*®

Telehealth maybe a viable option for patient assessmentand delivery of psychotherapy to
patients who are processing trauma as partoftheir mental health problems as well as
dealing with depression, anxiety, and post-traumatic stress disorder (PTSD). In 2016, the
Canadian Mental Association and the Canadian Psychiatric Association issued a joint
statementon access to mental health care that included arecommendation for telehealth
and e-health services to be developed as a means to ensure adequate accessto mental
health services.®In 2012, the Canadian Com munityHealth Survey - Mental Health reported
that more than 3.1 million Canadians 15 years and older experienced a major depressive
episode over their lifetime and over 2.4 million experienced generalized anxiety disorder.” It
was also reported that 476,129 Canadians had a currentdiagnosis of PTSD.” A 2013
survey of full-time regular members ofthe Canadian Forces revealed that, in the preceding
12 months, 8.0% had experienced a major depressive episode, 4.7% had generalized
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anxiety disorder,and 5.3% had PTSD.? Even though publicawareness aboutmental iliness
has increased substantiallyin recent years, ensuring accessto timelyand effective mental
health services remains achallengein Canada.’

Barriers to obtaining in-person treatment for mental health disorders includes limited
accessibilityto services (e.g., remote location), lack of transportation or funds, shortage of
facilities and/or trained providers, stigma associated with seeking treatment, and physical
mobility-related health issues.gAIthough telehealth maybe a more readilyaccessible
option, there are challenges to providing psychotherapyremotely such as establishing
therapeutic alliance between provider and patient, effective managementofintense patient
emotions during sessions, assurance of patientsafety, patient attrition, and technical
challenges (e.g., reliable Internetservice,image resolution, audio qualityand delay).lo

More informationis needed to determine iftelehealth is as clinicallyeffective as traditional
in-person psychotherapyfor patients with depression, anxiety, or PTSD. There is
uncertainty regarding the comparability of clinical outcomes between the treatment
modalities and whether or not using telehealth influences the therapeutic process.lOThere
is potential for more widespread use oftelehealth to deliver psychotherapyin the future and
soitis importantto understand how telehealth directlycompares with traditional in-person
delivery of the same psychotherapeutic intervention (e.g., cognitive behavior therapy [CBT]
by telephone versus in-person CBT).

The purpose ofthis reportis to synthesize and critically appraise the available evidence on
the clinical effectiveness oftelepsychotherapyfor the assessmentand treatmentof major
depression, generalized anxiety disorder,and PTSD in adult patients. This report is an
update of a 2015 CADTH Rapid Response Reporton "Tele-medicine for Patients with

Mental Health Disorders: Clinical and Cost-effectiveness".

Research Questions

1. Whatis the clinical effectiveness of psychological assessmentdelivered via telehealth
for patients with depression, post-traumatic stress disorder, or anxiety?

2. Whatis the clinical effectiveness of psychological treatment delivered via telehealth for
patients with depression, post-traumatic stress disorder, or anxiety?

Key Findings

Limited evidence suggests thatpsychological assessmentvia telehealth is clinically
effective in patients with depression. No relevantevidence was identified to supportuse of
telehealth for psychological assessmentin patients with anxiety or post-traumatic stress
disorder.

There was concurrence among included studies thatthe evidence supports that
psychological treatmentdelivered by telehealth is clinicallyeffective and that the magnitude
of the treatmenteffect is comparable whenthe same intervention is provided by telehealth
or by traditional means such as in-person/same roomtherapy. In general, the overall risk of
bias inthe included studiesis considered to be medium. Key limitations are the lack of
patientblinding in all the included randomized controlled trials, the broad patient
populations ofinterest, and the large number and diversity of the scales and instruments
used to measure treatmenteffects which complicated making comparisons between
studies.
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Methods

Literature Search Methods

A limited literature search was conducted on key resources including Medline, PsycInfo.
and PubMed, The Cochrane Library, University of York Centre for Reviews and
Dissemination databases, and afocused Internet search. Methodological filters were
appliedto limitthe retrieval to health technologyassessments, systematic reviews, and
meta-analyses, randomized controlled trials, and non-randomized studies. The search was
also limited to English language documents published between January1, 2015 and March
12,2018.

Rapid response reports are organized so thatthe evidence for each research questionis
presented separately.

Selection Criteria and Methods

One reviewer screened citations and selected studies. In the first level of screening, titles
and abstracts were reviewed and potentiallyrelevant articles were retrieved and assessed
for inclusion. The final selection of full-text publications was based on the selection criteria
presented in Table 1.

Table 1: Selection Criteria

Population Adult patients with a primarydiagnosis of:
-Major depressive disorder
-Post-traumatic stress disorder
-Generalized anxiety disorder

Intenvention Assessment(Q1) and psychological treatment (Q2) delivered via:
-Telephone
-Videochat (e.g., Skype, FaceTime, or other secure videoconferencing methods)

Comparators Traditional in-person psychological assessmentand treatment
Wait list

Treatmentas usual
Before/after treatment

Outcomes Q1 - adequate assessmentand treatmentplanning
Q2 - improvements in mental health/condition, increased functioning, return to work, success in processing
trauma

Study Designs Health technologyassessments, systematic reviews, meta-analyses, and randomized controlled trials

Exclusion Criteria

Articles were excluded if they did not meetthe selection criteria outlined in Table 1, if they
were duplicate publications, or if they were published priorto 2015. Additionally, an RCT
was not eligible for our review if it had beenincluded in one of the included SRs.

Studies that did not report on directpatient and provider interaction in real-time were not
eligible forinclusion. Studies reporting the results of on-line or computer-based therapies,
smartphone applications, text messaging, or automated self-managementinterventions
were notincluded.
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Critical Appraisal of Individual Studies

The included SRs were criticallyappraised using the AMSTAR 2 tool*? and the Downs and
Black checklistwas used for quality assessment of included RCTs.® Summaryscores were
not calculated for the included SRs and RCTs;instead, areview of the strengths and
limitations of each included studywere described narratively. Additional details are
available in Appendix 3: Tables 4 and 5.

Summary of Evidence

Quantity of Research Available

A total of 370 citations were identified in the literature search. Following screening oftitles
and abstracts, 326 articles were excluded and 44 potentially relevant reports from the
electronic search were retrieved for full-text review. One potentially relevant publication was
retrieved from the grey literature search. Of these 45 potentially relevant articles, 31
publications were excluded for various reasons, while 14 publications metthe selection
criteria and were included in this report. These comprised four SRs *****® and nine RCTs.
1728 Two publications®* were included for one study because the individual publications
reported different outcomes. Appendix1 presents the PRISMA flowchart of the study
selection.

Summary of Study Characteristics

101418 f which two also included meta-

The body of evidence included four SRs,
analyses,"**° and nine RCTs (reported in ten citations),"* that addressed the clinical
effectiveness of telepsychotherapyin patients with depression, ' 2 anxiety,** depression
and anxiety,®® and PTSD."**** Study characteristics are summarized below. Additional
details regarding the characteristics of the included publications are available in Appendix

2: Table 2 and Table 3.

Study Design

Systematic Reviews

In all of the SRs,"®**® comprehensive searches in two or more electronic bibliographic
databases were performed. The date ranges covered by the searches were explicitlystated
in two SRs:January 1991 to May 2016 and no restriction to publication date.’® The other
two SRs only reported the timeframe of the literature searches: June 2011 to December
2013"and January 2014 to March 2014." Al of the SRs included eligibility criteria for
participants, descriptions of the interventions, comparators, and outcomes, and provided
explanations for the selection of study designs. One SR™ had the protocol for the review
published four years earlier.”’ One SR™ included only RCTs, whereas the other three SRs
included RCTs and quasi-experimental and uncontrolled trials,* experimental study
designs and non-experimental studydesigns (e.g., qualitative methods, case studies, cost
analyses, or descriptive studies),lo and clinical trials with formal eligibilityrequirements and
routine care trials.”® Two of the SRs**'® used meta-analysesto synthesize data from the
included studies. The quality of the included studies was assessed in three SRs using
various tools such as the Effective Public Health Practice Project Quality Assessment
Tool,”® Quality Assessment Tool for Quantitative Studies,'”and the Cochrane Collaboration
Risk of Bias tool.** Quality of included studies and risk of bias were not assessed in one
SR.’ The numbers of patients included in the two SR/meta-analyses were 5,159 and
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1,191," while the number of patients enrolled in the included trials ofthe SRs that did not
conductmeta-analyses ranged from 6 to 127" and from 1 to 600.%°

Randomized Controlled Trials

All nine RCTsY"% were multicentre trials, five were assessor or interviewer-blinded, %2

three were open-label, %% and one RCT" stated that the teletherapists and the
investigator who conducted the randomization were blinded to pre-intervention data. One
RCT? was a choice-stratified RCT in which after randomizing nine patients, the
investigators instituted a "choice or equipoise-stratified" (thatincorporated individual
preferences into randomization) approach to enhance the "accessioning and ecological
validity of the study.” One RCT? was a pilotstudy. Two RCTs***# were designed as non-
inferiority trials with pre-specified non-inferioritymargins. Sample sizes ranged from 18%to
609 patients,™ and follow-up times ranged from sixweeks®to 24 months.*

Year of Publication and Country of Origin

Systematic Reviews

Two of the SRs'®*® were published byauthors located in the United Kingdom, while the
other two SRs were published byauthors located in Germany* and in the United States.*
The publication years ranged from 2015 to 2018."°

Randomized Controlled Trials

Seven of the RCTs were published byauthors located in the United States, 32242

whereas the othertwo RCTs were published byauthors located in Englandlgand in
Germany.” The publication years ranged from 2015%%% tg 2017.1"%%

Patient Population

Systematic Reviews

SRs of adult patients (= 18 years of age) were included, in keeping with the selection
criteria for this report. One SR™ focused on studies of adult patients with unipolar
depressive disorders recruited from primarycare settings . Another SR™ considered studies
in which adult patients received an intervention to reduce symptoms of major depression
and/oranxiety. Two SRs in PTSD included ex-service military veterans with PTSD™ and
veterans or service members with PTSD attributed to combat-related trauma.*®

Randomized Controlled Trials

Six RCTs'"? enrolled patients with major depression, ofwhich three RCTs'"?*?# stated

that the diagnosis of major depressive disorder was made based upon Diagnostic and
Statistical Manual IV (DSM-IV) criteria. The other three RCTs stated the diagnosis was
based on otherinstruments such as the Patient Health Questionnaire 9-item [PHQ-9]"*%,
Structured Clinical Interview for the DSM-IV Axis | Disorders [SCID],% or was not explicitly
stated.’® Of the RCTs in major depression, two RCTs**#? included onlyveterans and/or
militaryservice members and one RCT? included only Chinese-American immigrants. Two
RCTs included patients with adiagnosis of major depression and also AIDS or HIV-
infection®” or a pasthistory of traumatic brain injury.?

One RCT* included adult patients with generalized anxiety disorderand one RCT?
included adultpatients with depression or anxiety disorder. One pilot RCT? included adult

SUMMARY WITH CRITICAL APPRAISAL Telepsychotherapy for the Treatment of Depression, Post-Traumatic Stress Disorder, and Anxiety 7



CADTH

veterans meeting DSM-IV criteriafor PTSD from military-related trauma associated with
insomnia.

Interventions and Comparators

Systematic Reviews

Al of the SRs™®*** included a similar range ofinterventions (e.g., CBT, interpersonal
therapy [IPT], behavior activation therapy for depression [BATD], prolonged exposure
therapy [PE]) that was delivered via telephone orvideoconferencing technology. In one
SR™ of depression, the comparators were usual care, placebo, or no treatmentwhereas in
another SR* in depression and anxiety, the comparators included usual care, no treatment,
benchmark comparison group, face-to-face therapy, waitlistcontrol, or delayed treatment.

In the two SRs'®*® in PTSD, the com parators ofinterestwere the same intervention (e.g.,
CBT, BATD, or PE) delivered by in-person therapy.

Randomized Controlled Trials

In the six RCTs*"? in depression, the interventions comprised IPT,"” BATD,"®**"# and CBT
delivered weekly over 6 to 9 sessions.”In these studies the comparators were standard
care™ or the same intervention delivered in-person (i.e.in the same room or face-to-
face)'®?% or with both the same intervention in-person or usual care.” Two RCTs %%
investigated integrated or collaborative approaches to delivering telehealth. In one RCTY
the intervention was regular telephone contactfrom non-clinical trained health advisers to
assess and advise patients with depression and the comparator was usual care. In another
RCT® the intervention was a telepsychiatry-based culturallysensitive collaborative
treatment(T-CSCT) comprising an assessmentand a treatmentcomponentdelivered via
videoconferencing which was compared with treatmentas usual (TAU).

In the one RCT* pertaining to anxiety, the intervention was telephone-delivered stepped
collaborative care, which was compared with usual care. In the RCT® of patients with
depression and anxiety, there were two teletherapy interventions (i.e., regular proactive
weekly telephone contacts and the same weeklytelephone contacts plus textmessaging)
compared to usual care. In the RCT? in PTSD, the intervention was telephone delivered
CBT compared with CBT delivered in-person.

QOutcomes

Depression

Outcomes ofiinterestin patients with major depression were changes from baseline or the
comparison of pre- and post-treatmentscores using validated depression scales such as
the Beck Depression Inventory (BDI-II),***>*?*23 Beck Hopelessness Scale (BHS),"
Hamilton Depression Rating Scale (HAM-D or HAM-D17),****%*% = pHQ-9,"" and the
SCID.***¥%"% The BDI-Il includes 21 items with four response categories for each,
resulting inasummated score ranging from 0 to 63, with higher scores indicating higher
levels of depression symptom severity. The BHS contains 20 true-false statements relating
to feelings ofhopelessness aboutthe future; sum scores can range from 0 to 20, with
higher scores indicating higher levels of hopelessness. The PHQ-9 has arange of 0 to 27,
with scores 210to 14 indicating moderate depression, 15to 19 moderatelysevere
depression,and 20to 27 severe depression. The SCID is a semi-structured interview guide
used by clinicians ortrained mental health professionals to classifyand diagnose patients
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as having major depressive disorder according to DSM-IV classification and diagnostic
criteria.

In one SR and meta-analysis,“standardized mean differences (SMDs) were calculated for
post-treatmentdepression scores bysubtracting the mean score in the control group from
the mean score inthe intervention group and dividing by the pooled standard deviation (SD)
to allow comparisons between treatmentgroups. Anegative SMD indicates a better
outcome due to the intervention. In the same SR, responder and remission analyses were
conducted where pooled treatment effects were reported as odds ratios (ORs) with 95%
confidence intervals (Cls) and numberneeded to treat (NNT). In one SR,” Cohen's dwas
usedto examine treatmenteffect sizes.

In two included RCTs (reported in three citations)*®?*?? non-inferiority of the intervention

(BATD by videoconferencing orvideophone) was assessed with BATD delivered in-person.
The treatmenteffect was based on changes from baseline in the BDI-Il and BHS™ or the
BDI, SCID, or Geriatric Depression Scale (GDS). %%

Other instruments thatwere reported mainlyas secondaryoutcomes included the
Montgomery-Asberg Depression Rating Scale,* Inventory of Interpersonal Problems,*
Provision of Social Relations Scale," various health-related quality of life instruments (e.g.,
EuroQol 5-Dimensions 5-Levels [EQ-5D-5L], Short Form [36] Health Survey [SF-36],
Quality of Life Enjoymentand Satisfaction Questionnaire [Q-LES-Q]),"***® and others.
Pre-specified subgroup analyses based on treatmentmodality (e.g., face-to-face and
remote therapist-led) were performedin one SR.™

Anxiety

Outcomes ofinterestin patients with anxiety were health-related quality of life as measured
by the SF-36 mental componentsummary (MCS) score in one RCT,* as well as various
anxiety scales such as the Hamilton Anxiety Rating Scale (SIGH-A), Panic Disorder
Symptom Scale (PDSS), Generalized Anxiety Disorder Severity Scale (GADSS), and the
PHQ-9.%* In the one RCT? of depression and anxiety, the primary outcome was the change
in severity of anxiety, depression, and somatization as measured bythe symptom scales of
the German Brief Symptom Inventory Short Version (BSI-18).

Post-Traumatic Stress Disorder

Outcomes ofinterestin patients with PTSD included reduction of PTSD symptoms as
measured byvarious scales such as the clinician-administered PTSD Scale orthe PTSD
Checklist.** PTSD-insomnia was evaluated by the self-reported Pittsburg Sleep Quality
Index (PSQI) inone piIotRCT.26 The PTSD checklistis a self-reported measure that
evaluates 17 DSM-IV PTSD symptoms acrossthree primarysymptom clusters usinga5-
pointLikert-type scale;atotal score of 50 is typically the threshold foridentifying probable
PTSD in those with military-related trauma.™®

Managing risk and safety (i.e., based on suicidalityor general patient safety in the context
of high emotional levels in trauma-focused therapies) and therapeutic alliance was
examined in one SR."

Dropoutrate (and correlates or predictors of dropout) was the main outcome ofinterestin
one SR in PTSD."
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Safety outcomes were notassessed in any of the four SRs,®** or in three of the RCTs.2*
26

Summary of Critical Appraisal

Detailed summaries regarding the strengths and limitations ofthe included SRs and RCTs
are provided in Appendix 3: Table 4 and Table 5.

Systematic Reviews

In all four SRs,’®***® an'a priori' design was described, comprehensive literature searches

of 3 to 5 databaseswere conducted, and lists and the characteristics ofincluded studies
were provided. None of the SRs provided lists of excluded studies in the publications. The
quality of the included studies andrisk ofbias was assessed in all butone SR* andin
general, approximatelyone third of included studies were considered to be strong, another
third to be moderate oruncertain, and a third were considered weak. An explanation for the
selection of study design was provided in all but one SR.Y Follow-up periods for the
included studies were notreported in any of the SRs. The procedures for study selection
and data extraction by reviewers were not provided in one SR and were unclearin
another.”® All but one SR* investigated and/or discussed studyheterogeneity. Two SRs
incorporated meta-analyses and both used appropriate methodologyto combine study
data. One SR™ reported all results narratively. One SR did not specify all the comparators
usedinthe included studies; however, comparatorinformation was available for the four
included studies inthis SR that utilized telemedicine. None ofthe SRs reported on safety
outcomes. Sources of funding for individual studies was notprovided in any of the SRs.
Conflictof interestwas notreported by the authors in one SR.*

14,16

Randomized Controlled Trials

The study objectives, screening criteria, inclusion/exclusion criteria, interventions,
comparators, patientcharacteristics, and main outcome measures were clearlydescribed in
allnine RCTs.'"% Appropriate measures ofrandom variabilityand statistical tests to assess
the main studyoutcomes were used in all the RCTs. All butone RCT?® analyzed outcomes
using intention-to-treat principles. SixRCTs*"? stated that adverse events were either not
reported during the study, or were monitored or investigated, whereas three RCTs ***°did
not report or mention anysafety outcomes. Limitations identified for the included RCTs
were the lack of blinding of patients and treatment providers, *** although in five RCTs the
outcome assessor or interviewer were blinded.’*#?* The generalizabilityof the study
findings to other populations maybe limited in the RCTs of patients with ADS/HIV
infection,"” traumatic brain injury,® or that enrolled onlyChinese-American immigrants.
Similarly, the results of RCTs that included predominantlymales (68% to 98%),*>* or only
male veterans ® which com prise more than a third of the included RCTs, may not be
generalizable to females. Although patientdisposition was reported in all the RCTs, the
number of patients lostto follow-up was notreported in two RCTs.*? and was unclearin
two RCTs.??* In one RCT*** the authors commented thatthe technologyused in the
study was considered somewhatobsolete atthe time of study completion.

Summary of Findings

The overall findings ofthis review are summarized below. Additional details are available in
Appendix4: Table 6 and Table 7.
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1. Whatis the clinical effectiveness of psychological assessmentdelivered via telehealth
in patients with depression, PTSD, or anxiety?

None of the included SRs addressed the psychological assessment of patients with
depression, anxiety, or PTSD, as they all focused on treatment. Of the included RCTs, two
studies *®that investigated integrated or collaborative telehealth interventions for
depression incorporated a patientassessmentcomponentas part of the collaborative
telehealth intervention; however, the measured outcomes encompass both the effects of
assessmentand treatment, so the findings are considered to be inconclusive.

In one RCT," patients were randomlyassigned to a teleheath service plus usual care or
usual care alone. The intervention comprised regular telephone calls to patients from non-
clinical, but trained, health advisers who contacted patients after an initial assessmenton
six separate occasions over four months and followed up with reinforcementor to monitor
for relapse for an additional two months. Using scripts and interactive software, the advisers
supported and directed patients based on theirassessmentof patientneed to on-line
resources, interactive programs including computerized CBT therapy and otherinformation
sources andtools. The primaryoutcome was the proportion of patients with response
defined as a PHQ-9 score <10 and a reduction of =5 points at four weeks. At four months,
more patients (27%) in the intervention group had a treatmentresponse compared with
19% of those in the usual care group, which was statisticallysignificantlydifferent. In
comparison with usual care alone, patients reported statisticallysignificantimprovement in
measures ofanxiety, treatmentsatisfaction, access to care, and satisfaction with the
supportreceived.

The other RCT® investigated T-CSCT compared with TAU to provide culturally sensitive
telepsychiatry-based assessmentand psychiatric consultation to monolingual Chinese -
American immigrants with major depressive disorder over a six month period. As part of the
collaborative care model, patients were assigned a clinical care manager who monitored
and assessed the patient's depressive symptoms, adherence to their treatment protocaol,
and patient's self-managementoftheir depression. Patients in the TAU group received an
initial telepsychiatry-based assessmentwith treatmentrecommendations butdid notreceive
culturally-sensitive consultation or on-going monitoring and care management. The primary
outcome variables were response and remission rates based onthe HAM-D17 score at the
lastassessmentcompared to baseline. Response was defined as =50% improvementin
the HAM-D17 score and remission was defined as havingaHAM-D17 score < 7 at the last
measurement. A statisticallysignificantlylarger proportion of patients inthe T-CSCT
intervention group had response (45.0%) and remission (32.2%) compared to TAU (17.0%
and 10.4%, respectively; P < 0.001 for both). Secondaryoutcomes based on clinical global
impression scales also significantlyfavoured T-CSCT; however, there was no statistical
difference in Q-LES-Q scores between the treatmentgroups.

No relevant evidence was identified for psychological assessmentdelivered via telehealth
for patients with anxiety or PTSD.

2. Whatis the clinical effectiveness of psychological treatmentdelivered via telehealth in
patients with depression, PTSD, or anxiety?

Depression

One SR and meta-analysis™and six RCTs*"? investigated psychotherapydelivered via

telehealth for the treatmentof major depression. One SR*® and one RCT? studied
telehealth interventions in patients with both depression and anxiety.

Post-treatmentdepression scores

Based onthe results ofthe SR and meta-analysis,“both face-to-face CBT and remote
therapist-led CBT were found to have a statisticallysignificanttreatmenteffect (better
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outcomes) when compared with control groups, butthe difference between the two types of
delivering therapy was not statisticallysignificant. A pre-specified subgroup analysis by
delivery mode revealed no difference in treatmenteffect when therapy was delivered face -
to-face (-0.23 [-0.33 to -0.14] or for remote therapist-led treatment(-0.43[-0.62 to -0.25]).
Differences between the effects of all the different interventions included in the meta-
analysis were notstatisticallysignificant (P=0.74), nor was the testfor subgroup differences
statisticallysignificant (P=0.14).

In the SR™ in both depression and anxiety, results were compared using Cohen's d, which
is an effect size used to indicate the standardized difference between two means. For 5 of
the 6 included RCTs of CBT or IPT by telephone compared with no treatment, enhanced
usual care,or TAU, the treatmenteffect was statisticallysignificantand Cohen's d ranged
from 0.25 to 1.98 (median 1.58). Similarlythe included quasi-experimental and uncontrolled
studies also showed statisticallysignificantreductions in depression scores aftertelephone -
delivered CBT.

Two RCTs*? studied telehealth in patients diagnosed with major depression, butin

specialized populations. In one RCT," telephone-administered IPT was investigated to
determine ifthe treatmentacutely relieved depressive symptomsin AIDS/HIV-infected
patients with major depressive disorder. Aseries of ITT, completer,and sensitivity analyses
found that across all analyses, patients who received telephone-IPT had significantlyless
depressive symptoms as measured bythe BDI-Il compared with standard care. Similar
results were found for interpersonal problems, as measured with the Inventory of Personal
Problems scale. Ina RCT® of patients with major depression and historyoftraumatic brain
injury, various instruments (HAM-D 17, SCL-20, Physician Global Impression)
demonstrated comparable results between CBT-T,CBT-IP or usual care.

One RCT" compared treatmentresponse (as measured bythe PHQ-9 at four months)
between a telephone intervention plus usual care versus usual care alone. Treatment
response was higher forthe intervention plus usual care (27%) compared to usual care
alone (19%), which was statistically significantly different.

Response and remission

In the SR and meta-analysis,* ORs were calculated for the dichotomous outcomes of
response and remission (defined In Appendix4, Table 6). An OR > 1 indicates more events
in the intervention group compared with the control group. For both face-to-face CBT and
remote therapist-led CBT the ORs for response and remission all exceeded 1, thus
indicating more events in the intervention groups and implying similar treatment effects
between face-to-face and telehealth interventions.

In a RCT? of a collaborative treatm entapproach (T-CSCT) delivered by videoconferencing
to Chinese American immigrants, both response (45.0%) and remission (32.3%) were
statisticallysignificantlyhigherin patients who received T-CSCT compared with TAU
(17.0% and 10.4%, respectively; P < 0.001 for both).

Non-inferiority

Two RCTs##?% assessed the non-inferiorityof BATD delivered via
videoconferencing/ideophone compared to in-office/face-to-face treatmentbased on post-
treatmentBHS and BDI-Il scores*®or BDI and GDS scores?? using both ITT and per-
protocol analyses. Demonstration of non-inferioritymeans thatthe intervention is not worse
than the comparator by more than a small pre-specified amount. In both studies, non-
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inferiority of the telehealth treatmentto in-person treatmentwas demonstrated. No
statisticallysignificantdifferences were found between the differenttreatmentdelivery
modes for numerous secondaryoutcomes measured byother scales,'®?*% patient
satisfaction'®?*% or quality of life as measured bythe SF-36.2%

Treatmentdiscontinuation

Pooled estimates for study discontinuation as a dichotomous outcome were also examined
in the SR and meta-analysis.™ For both face-to-face CBT and remote therapist-led CBT,
the ORs were very closeto 1 (implying a similar number of events in the intervention group
compared with the control group) and no statisticallysignificant differences between the two
types of therapy delivery. In the RCTs %% \yhere information on patientdisposition
post-randomization was available, dis continuation rates ranged from 14%*°to 32.3%, and
appeared to be similarin the majorityof studies.™.

Anxiety
Post-treatmentanxiety scores

In the SR™ that included both depression and anxiety, three RCTs were included that
reported statistically significantreductions in anxiety symptoms following telephone-
delivered interventions. Effect sizes in two of the studies based on Cohen's d ranged from
0.34 t0 1.07 (median 0.69). One quasi-experimental studyincluded in the SR compared
telephone-delivered CBT with a delayed wait-listcontrol group and found significant
reductions in symptoms compared with the control group.

In a RCT? of patients with both depression and anxiety, pro-active regular telephone
contact combined with text messaging significantlyreduced anxiety scores after sixmonths,
as measured bythe BSI-18 scale (P =0.042). In a sensitivityanalysis restricted to 75% of
the patients with the highestsymptom scores atbaseline, telephone contactalone (without
text messaging) also had a significanteffectfor both anxiety (P = 0.036) and depression (P
=0.046)

Health-related quality oflife

In the single RCT* examining interventions for anxiety, at 12 months, a telephone-
delivered stepped collaborative care intervention resulted in statisticallysignificant
improvements compared to usual care in quality of life as measured bythe SF-36 mental
componentsummary, as well as various anxiety scales (SIGH-A, PDSS, GADSS, and
PHQ-9). Effect sizes were diminished at24 months.

PTSD

Two SRs ™" and one RCT? investigated trauma-focused therapies delivered by telehealth
compared with in-person treatmentofthe same intervention.

Post-treatment PTSD symptom scores

One SRY reported results narratively; however, with regard to post-treatmentoutcomes, 15
of 18 included studies thatevaluated teletherapy versus a control (typically the same
intervention but in-person) found that teletherapywas associated with significantreductions
in PTSD symptoms, regardless ofthe type of psychotherapyintervention, with the

exception of one study that measured onlyanger. In 12 of the 18 studies, non-inferiority
was assessed, and of these nine studies itwas concluded thatteletherapywas as effective
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as in-person therapy. These results were supported bynone of the included studies
reporting significantdifferences in patientsatisfaction and acceptabilitybetween the
delivery modes.

In a pilot RCT® of PTSD symptom-related insomnia, telephone-delivered CBT was shown
to decrease PTSD-related insomnia symptoms over athree month period ina similar
manner as in-person CBTtherapy, as measured bythe PSQI. The small sample size
(n=18) precluded comparisons being made between treatmentgroups.

Managementof risk and safety

In the SR™ that reported the results narratively, four included studies reported onissues
relating to suicidalityor general patientsafety in the context of high emotional levels arising
in trauma-focused therapies. Ofthese, three studies reported no significantdifficulties in
using teletherapyto manage the situation whereas one study, while notreporting significant
differences, did reporta trend for participantconcern about managing emotions during
exposure tasks via teletherapy (i.e., without the physical presence ofthe therapist).

Treatmentdiscontinuation

One SR focused solelyon dropoutrates and correlates or predictors ofdropoutfrom
clinical trials or routine care trials of interventions for PTSD. The overall pooled dropoutrate
(95% CI) based on 20 included studies was 36.0% (26.90 to 45.00). When dropoutrate was
examined by treatmentmodality(i.e., telemedicine versus in-person treatment) the OR was
very closeto 1 and the difference between modalities was notstatisticallysignificant.
Identified correlates of dropout were age (younger), being unmarried, unemployed, having
service-connected disability, and greater PTSD severity. In the other SR, in 13included
studies, no significantdifferences in attrition between teletherapyand in-person treatments
were found in any of the included studies.

Limitations

There are various limitations associated with the evidence in ourreport for the use of
telehealth to deliver psychotherapy. A key limitation is the diversity and large number of
scales and instruments thatwere used to measure treatmenteffects in the included SRs
and RCTs. The wide range of treatmentoutcomes, methods of data presentation and
analysis, coupled with differences in the statistical methodology, made comparisons
between studies difficult. Furthermore, manyof the scales and instruments used were self-
administered whereas manyothers were completed byclinicians or assessors/interviewers
and therefore subjectto different inherentbiases. The types of study designs also varied
considerably, as evidenced by the studies included inthe SRs, as only one SR “included
RCTs whereas the other three SRs***** included a mixture of RCTs and experimental or
qguasi- or non-experimental studydesigns. The population ofinterestwas also broad,
including adult patients with major depression, generalized anxiety disorder,and PTSD,
conditions thatcan exist separately, or frequently overlap with each other, or are associated
with other comorbidities. All of the included RCTs are also compromised bypatients who
were not blinded to the treatmentallocation, which it is acknowledged maynot be possible
dueto the nature of the intervention (telephone orvideoconferencing) and comparators (in-
person/same room or usual care). In five of the included RCTs, *%% assessorswere
blinded to the treatmentallocation in attempts to address detection bias.

There was limited evidence available for the first research question on the clinical
effectiveness of psychological assessmentdelivered via telehealth. Two RCTs % that
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investigated collaborative care approaches delivered bytelehealth included an assessment
component; however, the measured outcomes are based on the combined effectof the
assessmentand treatmentand so the reported findings are not specific to psychological
assessmentalone. No relevantevidence was identified for psychological assessment
delivered via telehealth for patients with anxiety or PTSD.

Findings from the included RCTs that enrolled patients with major depression and
AIDS/HIV-infection,"” traumatic brain injury,”® or only Chinese-American immigrants ® may
have limited generalizabilityto other populations. None ofthe studies included in this report
were conducted in Canada, with the exception of the inclusion of one Canadian studyin a
SR™ on PTSD. Therefore, it is not clear to what extent the results would be applicabletoa
Canadian setting, although the majorityof RCTs*"*#?>?*?*® and one SR'® were authored by
researchers located in the United States,and so may presentsomewhatofa North
American perspective.

Lastly, due to the rapidlyewvolving field of telecommunications, itmustbe considered that
the technologyfor a telehealth intervention that was included in this report, may no longer
be current, andin fact may be obsolete, as acknowledged in one included study,21'22 and

thus no longer applicable to currentclinical practice.

Conclusions and Implications for Decision or Policy Making

The current report, which was intended to be an update of a previous CADTH Rapid
Response review,™ summarizes the results offour SRs*®*® (two of which included meta-
analyses)™*® and nine RCTs.""? The previous reportdid not summarize the evidence.

Limited evidence suggests thatpsychological assessmentdelivered via telehealth is
clinicallyeffective in patients with depression. Two RCTs ™% that investigated collaborative
care approaches delivered by telehealth included an assessmentcomponent; however, the
measured outcomes are based on the combined effect of the assessmentand treatment
and sothe findings are inconclusive. No relevant evidence was identified for psychological
assessmentdelivered via telehealth for patients with anxiety or PTSD.

Despite the stated limitations, there was concurrence among the included SRs and RCTs
that the evidence supports that psychological treatmentdelivered by telehealth (telephone
or videoconferencing/iideophone) is clinicallyeffective and that the magnitude ofthe
treatmenteffect is comparable between telehealth and the same treatmentdelivered by
traditional means (in-person/same room therapy) for adult patients with depression, anxiety,
or PTSD. Two included RCTs*®*#? also reported that psychotherapydelivered via
videoconferencing/ideophone was non-inferior to the same therapyprovided in-office or
face-to-face, based on post-treatmentdepression scores. Limited evidence from two SRs in
depression'*and PTSD™ supports thatdiscontinuation rates do notdiffer between patients
who receive treatmentvia telehealth compared to traditional in-person therapy.

Further research is required to confirm the clinical effectiveness oftelehealth for the
psychological assessment of patients with depression, anxiety, or PTSD. Another
considerationis thatdue to rapidly evolving developments in telecommunication
technology, the evidence to supportthe clinical effectiveness ofa particulartechnologymay
be outdated or perhaps notyet available, both of which have implications for decision and
policy making.
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Appendix 1: Selection of Included Studies

370 citations identified from electronic
literature search and screened

IS 326 citations excluded

44 potentially relevant articles retrieved
for scrutiny (full text, if available)

1 potentially relevant
reports retrieved from
other sources (grey —
literature, hand search)

45 potentially relevant reports

31 reports excluded:

-irrelevant population (4)

-irrelevant intenvention (8)

-irrelevant comparator (3)

-irrelevant outcomes (2)

-already included in at least one of the
selected systematic reviews (9)

-other (review articles, editorials)(5)

v

14 reports included in review
(13 unique studies)
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Table 2: Characteristics of Included Systematic Reviews and Meta-Analyses

First Study Design Population Intervention Comparator(s) Reported
Author, and Numbers | Characteristics Outcomes
Year, of Primary
Country Studies
Included
Depression
Linde, A systematic 5,159 adult (= 18 | Psychological Usual care, Efficacy
2015% review and meta- | years old) primary | treatmentfor PBO, or no -Effect measured as either
analysis of 30 care patients with | depression treatment change from baseline or post-
Germany RCTs published unipolar treatmentscores ona
from 1984 to depressive (4 included studies depression scale (e.g.,BDI,
2013.The disorders reported on HAM-D, Montgomery-Asberg
countries oforigin remote-therapist Depression Rating Scale)
of the studies led CBT or -Response
were not provided. problem-solving -Remission
therapy delivered
by telephone) Other
-Study discontinuation
-Subgroup analysis based on
treatmentmodality
Depression and Anxiety
Coughtrey, A systematic Adult (= 18 years | Evidence-based Usual care, no Efficacy:
2018%° review of 14 old) patients who | (NICE- treatment, -effect sizes as measured by
studies (9 RCTs,2 | hadreceived an recommended) benchmark Cohen's d based on self-
United quasi_— intervention to psychological comparison reported questi_onr_laire
Kingdom experimental reduce symptoms | therapy for group, face-to- measures or clinician-
design,and 3 of depression depressionand/or | face therapy, assessed/rated outcomes
uncontrolled and/or anxiety. anxiety disorders waitlistcontrol, (e.g., HAM-D, BDI-IIl, PHQ-9,
designs). Studies | Study sample delivered by or delayed SCID, SCL, QIDS-SR, POMS-
were published sizes ranged from | telephone (i.e., treatment DD, YBOCS)
from 1995 to n=6 to n=127. CBT, IPT and BA
2014.The for depression and
countries oforigin | (10 studies were | CBT, ERP and
of the included in depressionand | applied relaxation
studies were not 4 werein anxiety | for anxiety
provided. disorders) disorders)
Post-Traumatic Stress Disorder
Turgoose, A systematic Ex-military Trauma-focused Same Efficacy
2017%° review of 41 personnel with therapies (e.g., intervention -Clinical effectiveness as
studies (28 studies | PTSD receiving a | PE, BA, CBT) deliveredin- measured byreductionin
Uni had experimental | teletherapy delivered by person PTSD symptoms
nited . ; : S
. study designs [not | intervention. teletherapy -Therapeutic alliance
Kingdom specified]and 13 Study sample (videoconferencing

studies had non-
experimental
study designs
[qualitative
methods, case

sizes ranged from
n=1 to n=600.

or telephone)

(30 studies
reported on the
effectiveness of

Safety
-Managing risk (suicidality,
general patientsafety)

Other
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First
Author,
Year,
Country

Study Design
and Numbers
of Primary
Studies
Included

studies, cost

Population
Characteristics

Intervention

teletherapy

Comparator(s)

CADTH

Reported
Outcomes

-Drop-outand attendance

10 were trials of
routine clinical
care). Studies
were published
from 2009 to
2014.The
countries of origin
of the included
studies were not
provided;
however, the
inclusion criteria
required all
participants to be
OEF/OIF/OND
veterans or
service members
which are US-led
operations.

interventionin an
outpatientsetting

on the use of
telemedicine to
deliver BA or PE
therapy)

intervention
deliveredin-
person)

analyses,orwere interventions rates
descriptive]). directly compared -Patient satisfaction and
Studies were to in-person acceptability
published from interventions) -Technologyuse
2004to 2017. The
country of origin
was the USA for
all but one
Canadian study.
Goetter, A systematic 1,191 veterans or | Psychotherapy Not specified for | -Dropoutrate
2015 review and meta- | service members | treatment(i.e., PE, | allincluded -Correlates or predictors of
analysis of 20 with PTSD for CBT, CPT) inan studies dropout
United studies (10 studies | combat-related outpatientsetting
were described as | trauma from (In the 4 studies
States clinical trials with OEF/OIF/OND of telemedicine,
formal eligibility receiving a (4 ofthe included the comparators
requirementsand | psychotherapy studies reported were the same

BA = behavioral activation; BDI-Il = Beck Depression Inventory; CAPS = Clinician Administered PTSD Scale; CBT = cognitive behavioral therapy;
CPT = cognitive processing therapy; ERP = exposure and response prevention; HAM-D = Hamilton Depression Rating Scale; IPT = interpersonal

psychotherapy; NICE = National Institute for Health and Care Excellence; OEF = US Operation Enduring Friendship; OIF = US Operation Iraqi
Freedom; OND = US Operation New Daw n; PBO = placebo; PCL = PTSD Checklist; PE = prolonged exposure; PHQ-9 = Patient Health
Questionnaire-9; POMS-DD = Profile of Mood States Depression-Dejection Scale; PTSD = Post-Traumatic Stress Disorder; QIDS-SR = Quick
Inventory of Depressive Symptomatology; RCT = randomized controlled trial; SCID = Structured Clinical Interview ; SCL = Hopkins Symptom
Checklist; US = United States; Y-BOCS = Yale Brow n Obsessive Compulsive Scale - Self Report Version
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Table 3: Characteristics of Included Randomized Controlled Trials

First
Author,
Year,
Country

Study Design

(Follow-up)

Study Population

Intervention

(Sample size)

Depression

Comparator(s)

(Sample size)

CADTH

Reported
Outcomes

Heckman,
2017Y

United States

Prospective,
multicentre RCT
(teletherapists
andthe
investigator who
conducted the
randomization
were blinded to
patients’
eligibility
screening and
pre-intervention
data)

(Surveys were
completed at
pre-intervention,
post-
intervention, and
4- and 8-month
follow-up)

Inclusion criteria: Adult (= 18
years old) with self-reported
AIDS or HIV-infection and a
DSM-IV diagnosis of MDD,
MDD in partial remission, or
dysthymic disorder based on
the mood module ofthe
PRIME-MD, and livingin a
rural county for 2 1 year

Exclusion criteria: serious
cognitive or neurosychiatric
impairment

T-IPT plus
standard care

(n=70)

(9 weekly one
hourT- IPT
treatments
delivered by a
therapist)

Standard care

(n=62)

Primary:

Change between
pre- and post-
treatment
depressive
symptoms
measured bythe
BDI-II

Secondary:
Change between

pre- and post-
treatment
interpersonal
problems and
social supportas
measured bythe
IIP and PSRS,
respectively

-Responder
analysis

(This publication
reported only
acute changes
from pre- to post-
intervention)
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First Study Design Study Population Intervention Comparator(s) Reported
Author, Outcomes
Year, (Follow-up) (Sample size) (Sample size)
Country
Luxton, Prospective, Inclusion criteria: US military BATD via BATD ina Primary:
2016 multicentre, service members and veterans | videoconferencing | traditional in-office | Non-inferiority of
assessor- 18 to 65 years old meeting in the home (sameroom) change from
United States | blinded, non- diagnostic criteria forminoror | settingx 8 settingx 8 baselinein BHS
inferiority RCT major depressive disorder, sessions sessions and BDI-Il to post-
high-speed home Internet treatmentat 8
(12 weeks) access (384 kBs/min),iftaking | (n=62) (n=59) weeks
psychoactive medication must
be stable x 30 days Secondary:
-SCID-I/P
Exclusion criteria: undergoing -BAI
psychotherapy for depression, -PCL-M
active psychotic -IASMHS
symptoms/disorder, dysthymic -CSQ
disorder, suicidal ideation,
organic mental disorder, Safety: as
substance dependence, recordedona
history of violence or poor treatmentsession
impulse control, significanton- checklist: suicidal
going stressors requiring ideation, homicidal
urgentcrisis intervention, ideation, presence
private space inhome of firearm, signs of
intoxication,
disorientation,
severe emotional
dysregulation
Salisbury, Prospective, Inclusion criteria: Adults (= 18 Telehealth Usual care Primary:
2016" multicentre, years) with PHQ-9 score> 10 | (telephone) Responders
pragmatic, and confirmed diagnosis of service plus usual | (n=302) defined as the
England assessor- depressionon CIS-R scale care X 6 sessions proportion of
masked RCT with access to a telephone, the | over participants with
Internet, and email approximately4 PHQ-9 score< 10
(12 months) months +up to 3 and reduction of =
Exclusion criteria: currently calls at 2 month 5 points)at4
receiving therapy or case intervals to weeks
management, given birth< 12 provide
months, historyof major reinforcementand Secondary:
bipolar disorder, psychotic to detect relapse -PHQ-9 at 8 and
illness, dementia, severe 12 months
learning disability, substance (n=307) -GAD-7
dependency, palliative care, or -EQ-5D-5L
significantsuicide risk -Patient
satisfaction
-Access to care
-Hei-Q
-Adherence
-eHEALsS
Yeung, 2016’ | Prospective, Inclusion criteria: Adult (= 18 T-CSCT via TAU Primary:
multicentre, years) monolingual Chinese- videoconferencing -Responders
United States | blinded- Americanimmigrants meeting (n=93) definedas a =
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First
Author,
Year,
Country

Study Design

(Follow-up)

Study Population

Intervention

(Sample size)

CADTH

Comparator(s)

(Sample size)

Reported
Outcomes

interviewer RCT | DSM-IV criteria for MDD as (n=97) 50% response on
diagnosed bythe MINI, score the HAMD17
(6 months) of 210 on the CB-PHQ-9 The T-CSCT score
involved 2 major -Remission was
Exclusion criteria: serious components: definedas a
suicidalrisk,unstable medical | culturally-sensitive HAMD17 score <
illness with a significant psychiatric 7
likelihood of requiring assessment
hospitalization during the study | (usingthe Secondary:
period,comorbid severe Engagement -CGI-S
mental disorders, beentreated | InterviewProtocol -CGl-l
by a psychiatristinthe past4 for Cultural -Q-LES-Q
months Consultation) and
collaborative care
Egede, Prospective, Inclusion criteria: Veterans (= BATD via BATD via same- Primary:
2015;2l multicentre, 58 years) meeting DSM-IV telemedicine room (face-to- Treatment
2016 assessor- criteria for major depressive (videophone) x 8 face) treatment response byGDS
blinded, non- disorder weeks and BDI and SCID
United States | inferiority RCT (n=121) in the PP
Exclusion criteria: Actively (n=120) population at12
(12 months) psychotic or demented months
individuals, suicidal ideation
and clear intent, substance Secondary:
dependence Continuous BDI
and GDS scores
andresponse
status at4 and 8
weeks and 3
months
Fann, 2015%° Prospective, Inclusion criteria: Adults (= 18 CBT-T x 8 CBT-IP x 8 Primary:
multicentre, years) hospitalized within past | sessionsover12 sessionsover12 Changein
United States | choice-stratified, | 10 years for complicated mild weeks weeks depression
open-label, 3- to severe TBI by GCS score of severity on
arm RCT 3to 12, or documented (n=40) (n=18) clinician-rated
intracranial abnormalities on HAMD-17 and
Randomization | imaging,orpost-traumatic Usual care patient-reported
stratifiedon TBl | amnesiaof=7 days and SCL-20over 16
severity and meeting criteria for MDD on (n=42) weeks

randomization
option choice

(16 weeks)

SCID and PHQ-9 scores 210,
residing in the United States

Exclusion criteria: no stable
home orregularaccesstoa
telephone, historyof
schizophrenia, bipolar
disorder, psychosis, suicidal
intent, current alcohol or drug
dependence, receiving or
planning to receive
psychotherapyfor depression,

Secondary:
-Major depressive
disorder criteria
based on SCID
-PGI

-Patient
satisfaction
-Therapeutic
alliance
-Quality of life
-Functional
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First
Author,
Year,
Country

Study Design

(Follow-up)

Study Population

antidepressantplan to or
initiate or recentdose
adjustment, severe cognitive
impairment

Intervention

(Sample size)

CADTH

Comparator(s)

(Sample size)

Reported
Outcomes

impairmentby the
Sheehan Disability
Scale
-Post-concussive
symptoms

Anxiety

Rollman,
2017*

United States

Prospective,
multicentre,
assessor-
blinded RCT

(24 months)

Inclusion criteria: Adults (18 to
64 years old) meeting criteria
for PD and/or GAD screened
for anxiety disordersusing the
PRIME-MD anxiety module,
reliable telephone access and
a moderatelysevere level of
anxiety as assessed bythe
SIGH-A (score 2 20) and
PDSS (score = 14)

Exclusion criteria: active

Telephone-
delivered stepped
collaborative care

(n=124 high
anxiety patients)

Patients who were
assessed as
having moderate
anxiety (n=79)
were randomized

Usual care

(n=126 high
anxiety patients)

Of those
randomized to the
watchful waiting
group,n=12 were
randomized to

Primary: HRQL as
measured bythe

SF-36 MCS within
African-Americans
at 12 months

Secondary:
-SIGH-A
-PDSS
-GADSS
-PHQ-9

treatmentwith a mental health | to watchful waiting | usual care)
specialist, psychoticillness, and upon
alcohol dependence as deterioration to
determined bythe AUDIT-C high anxiety; n=11
(score = 3) and Rapid Alcohol | wererandomized
Problems Screen to the
intervention)
Depression and Anxiety
van denBerg, | Prospective, Inclusion criteria: Adult 2 different Usual care Primary: Severity
2015% multicentre, patients preparing for telemedical (access health of anxiety,
open-label, 3- discharge from psychiatricday | interventions: services as depression,and
Germany arm RCT hospital after 6 to 8 weeks needed and somatization by
treatment, diagnosis of Group 1: desired) the symptom
(6 months) depression, anxiety disorder, proactive, regular scales ofthe
adjustmentdisorder, or telephone (n=41) German version of

somatoform disorder

Exclusion criteria: interval
patients (defined as patients
scheduled toreturn to hospital
after 3 to 6 months for
continuation oftherapy,
distinctemotional instability
with recurrentsuicide crises
and/or self-injuring beahvior

contacts once per
week x 1 month,
then once per
month x 5 months

(n=42)

Group 2:
As per Group 1

plus weekly SMS
text messages
tailored to the
individual patient

(n=40)

the BSI-18

No secondary
outcomes stated
although an
exploratory
sensitivityanalysis
restricted to 75%
of participants with
the highest
symptom scores
at baseline was
conducted.

Post-Traumatic Stress Disorder
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Author,
Year,
Country

Study Design

(Follow-up)

Study Population

Intervention

(Sample size)

CADTH

Comparator(s)

(Sample size)

Reported
Outcomes

Franklin, Prospective, Inclusion criteria: Adult CBT-Tx6 CBT-IP x6 Primary: Insomnia
2017% multicentre, veterans meeting PTSD sessionsin8 sessionsin8 by the self-
open-label, pilot | criteria or significant weeks weeks reported PSQI at 6
United States | RCT subclinical PTSD symptoms weeks
from military-related traumaas | (n=11) (n=7)

(6 weeks)

per the DSM-IV, impaired
sleepinlastmonth as per
CAPS, rural (defined by living

Secondary:
-acceptabilityby
an investigator-

= 30 miles from the PTSD developed
clinic) questionnaire
-feasibilityby
Exclusion criteria: uncontrolled number of
primarysleep disorders (e.g., referrals, rates of
obstructive sleep apnea), entry, eligibility,
active psychosis, substance attrition from
dependence, notenrolledin treatment

other active psychotherapies

AUDIT-C = Alcohol Use Disorders Identification Test; BAl = Beck Anxiety Inventory; BATD = behavioral activation treatment for depression; BDI-II:
Beck Depression Inventory Il; BHS = Beck Hopelessness Scale; BSI-18 = Brief Symptom Inventory Short Version; CBT = cognitive behavioral
therapy; CBT-IP = CBT in person; CBT-T = CBT by telephone; CIS-R = Clinical Interview Schedule-Revised Scale; CGI-I: Clinical Global
Impressions - Improvement Questionnaire; CGI-S = Clinical Global Impressions - Severity of liness Questionnaire; CSQ = Client Satisfaction
Questionnaire; DSM -IV= Diagnostic and Statistical Manual (of Mental Disorders) IV; eHEALS = eHealth Literacy Scale; EQ-5D-5L = EuroQoL 5
Dimension 5 Level; GAD = generalized anxiety disorder; GADS-7 =GAD 7-item Scale; GADSS = Generalized Anxiety Disorder Severity Scale; GCS
= Glasgow Coma Scale; GDS = Geriatric Depression Scale; HAMD-17 = 17-item Hamilton Depression Rating Scale; HeiQ = Health Education
Impact Questionnaire; HRQL = health-related quality of life; IASMHS = Inventory of Attitudes Tow ard Seeking Mental Health Services; MINI = Mini-

International Neuropsychiatric Interview; MST = millitary sexualtrauma; Q-LES-Q: Chinese-translated version of the 'short-form' of the Quality of Life
Enjoyment and Satisfaction Questionnaire; PCL-M = Post-Traumatic Stress Disorder Checklist - Military; PD = panic disorder; PDSS = Panic
Disorder Severity Scale; PHQ-9 = Patient Health Questionnaire 9; PRIME-MD = Primary Care Evaluation of Mental Disorders Anxiety Module; PSQI
= Pittsburgh Sleep Quality Index; RCT =randomized controlled trial; SCID = Structured Clinical Interview for the DSM-IV Axis | Disorders; SCL-20 =
Symptom Checklist -20 Depression Scale; SF-36 MCS = Medical Outcomes Study Short-Form 36 Mental Component Summary; SIGN-A = Hamilton
Anxiety Rating Scale; TAU = treatment as usual; TBI = traumatic brain injury; T-CSCT = telepsychiatry-based culturally sensitive collaborative
treatment
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Appendix 3: Critical Appraisal of Included Publications

Table 4: Strengths and Limitations of Systematic Reviews and Meta-Analyses using the

AMSTAR 2 Checklist!?
Strengths

Limitations ‘

Depression

Linde, 2015*

-An 'a priori' design was described and a published protocol*
predated the systematic review

-A comprehensive literature search was performed of5
databases (MEDLINE, Embase, Cochrane Central Register of
Controlled trials [CENTRAL] and Psyc-INFO from 1980
onwoards

-Literature searches were conducted in June 2011 with the last
update in December2013

-An explanation for the selection of study design was provided
-A listof the included studies was provided

-Characteristics ofthe included studies were provided

-Study selection was done by4 reviewers and data extraction
was independentlydone by at least2 reviewers using a pre-
tested form

-Quality of the included studies was assessed and the results
were reported

-Risk of bias was assessed using a suitable technique and
overall risk of bias was considered low in 10 studies, unclearin 9
studies,and highin 11 studies

-The methods used to statisticallycombine studyresults in the
meta-analysis were appropriate

-Statistical heterogeneityof study findings was investigated
using various methods

-Conflictof interestdeclaration was included

-Source of funding for the systematic review was disclosed

-A listof excluded studies was notprovided

-Data on the source of funding for individual studies was not
provided

-The number oftrials and sample sizes forsome subgroups
analyses were small therefore results are associated with
uncertainty

-The diagnosis of conditions in included studies (e.g., major
depression, minor depression, dysthymia) was done using
different methods in the included studies such as screening of
primarycare patients vs. physician referral

-One third of included trials were considered to have a low risk
of bias

-Reporting of treatmentdiscontinuation, dropouts, and loss to
follow-up did not provide sufficientdetail to determine the cause
of attrition

-None of the included studies reported AEs

Depression

and Anxiety

Coughtrey, 2018*

-An 'a priori' design was described

-A comprehensive literature search was performed of 3
databases (Psyc-INFO, PubMed and Web of Science) over a
25-year time period (January 1991 to May 2016)

-The dates the literature searches were performed was not
provided

-An explanation for the selection of study design was provided
-A listof the included studies was provided

-Characteristics ofthe included studies were provided

-Data extraction was done by the first author and the second
authorreviewed data extraction

-Quality of the included studies was assessed and reported
revealing that studies were generallystrongin 3 domains:
confounders, data collection methods, and withdrawals/dropouts
-Only risk of selection bias was assessed inindividual studies
- Study heterogeneitywas discussed but notquantified
-Conflictof interestdeclaration was included

-The process bywhich study selection was done was not
reported

-A listof excluded studies was notprovided

-Data on the source of funding for individual studies was not
provided

-Results ofthe quality assessmentrevealed studies were
weaker or more variable for the domains of: selection bias,
design, and blinding.

-Reporting of recruitmentand dropoutrates was variable and a
number of studies had limited follow-up or did notfollow-up post-
intervention

-Large heterogeneityin the included studies due to the broad
inclusion criteria which precluded drawing firm conclusions
regarding the effectiveness of the intervention
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Limitations

Strengths

-Source of funding for the systematic review was disclosed;
however, it was stated that the author(s) did notreceive any
financial supportfor the research, authorship, and/or publication
of this review.

Post-Traumatic

Stress Disorder

Turgoose, 2017"

-An ‘a priori' design was described

-A comprehensive literature search was performed of 3
databases (CINAHL, PubMed, and Psyc-INFO), the Cochrane
Library, and selectpeer-reviewed telemedicine journals (there
were no restrictions in terms of publication date)

-The dates that the literature searches were conducted were not
provided

-A listof the included studies was provided

-Characteristics ofthe included studies were provided

-Quality of the included studies was assessed for 28 studies with
some form of experimental design as the tool used was not
designed for studies with non- experimental designs; results
indicated that 11 studies were strong, 8 were moderate,and 8
were considered weak

-Risk of bias was assessed and studies thatwere considered
weak had issues with selection bias, notcontrolling for
potentiallyconfounding variables and had large dropouts or did
not report dropouts

-Conflictof interestdeclaration was included

-Source of funding for the systematic review was disclosed

-An explanation for the selection of study design was not
provided

-The processes for studyselection and data extraction were not
described

-Study heterogeneitywas not investigated

-A listof excluded studies was notprovided

-Data onthe source of funding for individual studies was not
provided

-Literature was dominated bystudies from North America (all
studies were from the United States with the exception of one
Canadian studywhich has the potential to affect generalizability
of the review's findings

Goetter

, 2015*

-An ‘a priori' design was described

-A comprehensive literature search was performed of 2
databases (PubMed and and Psyc-INFO (the date range for
publications was not provided)

-The literature searches were conducted between Januaryand
March 2014

-A listof the included studies was provided

-Characteristics ofthe included studies were provided

-Study selection was done by 2 reviewers

-The methods used to statisticallycombine studyresults in the
meta-analysis were appropriate

-Statistical heterogeneityof study findings was investigated

-An explanation for the selection of study design was not
provided

-It was not clearif data extraction was done by 2 reviewers

-A listof excluded studies was notprovided

-Quality of the individual studies and risk of bias was not
assessed

-Conflictof interestdeclarations were notprovided

-Source of funding for the systematic review was not disclosed
-Data on the source of funding for individual studies was not
provided

-Included studies used a range of definition of dropoutwhich
could impactconstructvalidity

-All the studies were conducted within Veterans Affairs or
Departmentof Defense clinics and in participants with combat-
related PTSD which may affect generalizabilityto other clinic
settings or PTSD populations

AE = adverse events; PTSD = Post-Traumatic Stress Disorder
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Table 5: Strengths and Limitations of Included Randomized Controlled Trials using the

Downs and Black Checklist®®

Strengths |

Limitations ‘

Depression

Heckman, 2017

-Objectives of the study were clearly described

-The intervention and main outcomes were clearlydescribed
-Screening criteria for study eligibilitywere described

-Study patients in the intervention and comparator groups were
recruited from the same population, using the same inclusion
criteria, over the same period

-Study patients were randomized to treatment

-Patient characteristics were clearlydescribed and it was stated
that there was no difference by treatmentcondition forany pre-
intervention variable

-Appropriate measures of random variabilitywere reported
-Main findings were clearlydescribed

-Appropriate statistical tests were used to assess the main study
outcomes

-Actual probabilityvalues were reported

-Valid and reliable main outcome measures were used
-Analyses were by ITT and a completer analysis

-It was stated that no AEs were reported during the trial

-The study setting was appropriate

-Patient flow was described butthe number of patients lostto
follow-up was notreported

-Included patients were diagnosed with MDD as per DSM-IV
criteria; however, all patients had AIDS or HIV infection which
limits generalizability of the findings ofthis study to those without
HIV/AIDS

-Patients were not blinded to treatment; however teletherapists
and the investigator conducting the randomization were blinded
to pre-intervention data

Luxton,

2016"

- Objectives of the study were clearly described

-A protocol for the study was previously published®

-The intervention and main outcomes were clearlydescribed
-Screening criteria for study eligibilitywere described

-Study patients in the intervention and comparator groups were
recruited from the same population, using the same inclusion
criteria, over the same period

-Study patients were randomized to treatment

-Patient characteristics were clearlydescribed and itwas stated
that there was no difference by treatment condition for any pre-
intervention variable

-Appropriate measures ofrandom variabilitywere reported
-Main findings were clearlydescribed

-Appropriate statistical tests were used to assess the main study
outcomes

-The non-interioritymargin was identified as a standardized
difference of 0.50; the null hypothesis was to be rejected if the
Cl calculated around the treatment difference falls within the set
threshold

-Actual probabilityvalues were reported

-Valid and reliable main outcome measures were used
-Analyses were by ITT and a completeranalysis

-It was stated that no AEs were reported during the trial
-Patients lostto follow-up were reported

-The study setting was appropriate

-Patients and treatmentproviders were not blinded to the
treatmentallocation; however, clinician assessors who
conducted outcome assessments were blinded to treatment
condition

-Sample size was insufficientto address superiority of the
intervention

-The study was not powered to make anyinferences regarding
safety

Salisbury, 2016

-Objectives of the study were clearly described

-The study recruitmentwas low so it is not known if patients with

SUMMARY WITH CRITICAL APPRAISAL Telepsychotherapy for the Treatment of Depression, Post-Traumatic Stress Disorder, and Anxiety

28



Strengths |

-A protocol for the study was previouslypublished®”

-The intervention and main outcomes were clearlydescribed
-Screening criteria for study eligibilitywere described

-Study patients in the intervention and comparator groups were
recruited from the same population, using the same inclusion
criteria, over the same period

-Study patients were randomized to treatment

-Patient characteristics were clearlydescribed and it was stated
that the groups were mostlybalanced

-Appropriate measures ofrandom variabilitywere reported
-Main findings were clearlydescribed

-Appropriate statistical tests were used to assess the main study
outcomes

-Actual probabilityvalues were reported

-Valid and reliable main outcome measures were used

-The primaryanalysis was basedon ITT

-All serious AEs were investigated

-The source of funding for the study was described

-Conflicts of interestwere described bythe authors

-Patients lostto follow-up were reported

-The study setting was appropriate

CADTH

Limitations ‘

different characteristics would have received greateror lesser;
benefitthan was observed in the study

-Once study eligibilitywas confirmed, the participation rate was
high (84%)

-Although groups were mostlybalanced there were small
baselineimbalancesin work status, education,accommodation,
depression severity,and use of antidepressants

-Use of the intervention varied considerably; only 86 (28%) of
patients inthe intervention group received at least9 of the
potential maximum of 10 encounters

-Patients were aware of their allocation butanalysis of outcomes
was masked.

Yeung,

2016

-Objectives of the study were clearly described

-The intervention and main outcomes were clearlydescribed
-Screening criteria for study eligibilitywere described

-Study patients in the intervention and comparator groups were
recruited from the same population, using the same inclusion
criteria, over the same period

-Study patients were randomized to treatment

-Patient characteristics were clearlydescribed and itwas stated
that there were no baseline differencesin the distributions ofa
number ofkey baseline variables

-Appropriate measures ofrandom variabilitywere reported
-Main findings were clearlydescribed

-Appropriate statistical tests were used to assess the main study
outcomes

-Actual probabilityvalues were reported

-Valid and reliable main outcome measures were used

-The primaryanalysis was based on ITT

-AEs were monitored over the study period

-The source of funding for the study was described

-Conflicts of interestwere declared by the authors

-The study setting was appropriate

-Patient disposition after randomization was not provided and no
information on patients lostto follow-up was reported

-Patients were aware of their allocation however outcomes
assessors/interviewers over the telephone were blinded to
treatment

-The study population was Chinese-American immigrants
receiving primary care at a communityhealth centre soitis
unknown if the study results can be generalized to other
populations

Egede, 2015

- Objectives of the study were clearly described

-The intervention and main outcomes were clearly described
-Screening criteria for study eligibilitywere described

-Study patients in the intervention and comparator groups were
recruited from the same population, using the same inclusion
criteria, over the same period

-Study patients were randomized to treatment

-Patient characteristics were clearlydescribed and itwas stated

that there was no difference by treatmentcondition for any pre-

-Patients were aware of their allocation however outcomes
assessors/interviewers were blinded to treatment

-The treatmentresponse was less than anticipated when the
study was designed which the authors speculate maybe due to
a sickerand more severely depressed patient population with
psychiatric comorbiditythan estimated

-The technologyused inthe study was considered somewhat
obsolete atthe time of study completion

-The study population was almostall male (98%) which limits
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intervention variable

-Appropriate measures ofrandom variabilitywere reported
-Main findings were clearlydescribed

-Appropriate statistical tests were used to assess the main study
outcomes

-The non-interioritymargin was based upon an absolute
difference in the proportions for the primaryoutcome of 15%; the
null hypothesis was to be rejected if the 90% Cls of the
difference exceeded the set threshold (0.15)

-Actual probabilityvalues were reported

-Valid and reliable main outcome measures were used
-Analyses were by ITT

-It was stated that no AEs for any participantwere noted in the
study

-Patients lostto follow-up were reported

-The funding source for the study was reported

-Conflicts of interestwere declared by the authors

-The study setting was appropriate

CADTH

Limitations ‘

generalizabilityto female patients

Fann,

2015*

- Objectives of the study were clearly described

-The intervention and main outcomes were clearlydescribed
-Screening criteria for study eligibilitywere described

-Study patients in the intervention and comparator groups were
recruited from the same population, using the same inclusion
criteria, over the same period

-Study patients were randomized to treatment

-Patient characteristics were clearlydescribed and potential
confounders and distributions were discussed

-Appropriate measures ofrandom variabilitywere reported
-Main findings were clearlydescribed

-Appropriate statistical tests were used to assess the main study
outcomes

-Actual probabilityvalues were reported

-Valid and reliable main outcome measures were used
-Analyses were by ITT

-It was stated that there were no study-related AEs

-Patient disposition was reported butit was unclear if patients
reported as 'unable to contact were equal to lostto follow-up
-The funding source for the study was reported

-Conflicts of interestwere declared by the authors

-The study setting was appropriate

- Included patients had a diagnosis of MDD as per PHQ-9 and
SCID scores; however, all patients had history of traumatic brain
injury which limits generalizability of the findings ofthis study to
those withouttraumatic brain injury

-Included study patients had high levels of medical, cognitive,
and psychiatric comorbidity, which coupled with the small
sample size, mayhave affected the abilityto demonstrate
statistical significance for some outcomes

Anxiety

Rollman, 20174

-Objectives of the study were clearly described

-The intervention and main outcomes were clearlydescribed
-Screening criteria for study eligibilitywere described

-Study patients in the intervention and comparator groups were
recruited from the same population, using the same inclusion
criteria, over the same period

-Study patients were randomized to treatment

-Patient characteristics were clearlydescribed and potential
confounders and distributions were discussed

-Although the screening procedure was described, itwas not a
systematic screen of patients fora mental health disorder, but
rather was based on an electronic medical record-generated
alert to identify patients for treatmentwhich limited recruitmentto
settings with systems capable ofgenerating the alertand to
proper entry of the diagnostic or medication codes into the alert
-A large proportion of patients did not complete some study
activities (e.g., workbook) which may have limited effectiveness
-No safety outcomes were reported
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-Appropriate measures ofrandom variabilitywere reported
-Main findings were clearlydescribed

-Appropriate statistical tests were used to assess the main study
outcomes

-Actual probabilityvalues were reported

-Valid and reliable main outcome measures were used
-Analyses were by ITT

-Patients disposition was reported butit was unclear if patients
reported as 'unable to contact were the same as lostto follow-
u

-'IE)he funding source for the study was reported

-Conflicts of interestwere declared by the authors

-The study setting was appropriate

CADTH

Limitations ‘

Depression

and Anxiety

van den Berg, 2015

-Objectives of the study were clearly described

-A protocol for the studywas previouslypublished?’o
-Screening criteria for study eligibilitywere described

-Study patients in the intervention and comparator groups were
recruited from the same population, using the same inclusion
criteria, over the same period

-Study patients were randomized to treatment

-Patient characteristics were clearlydescribed

-Appropriate measures ofrandom variabilitywere reported
-Main findings were clearlydescribed

-Appropriate statistical tests were used to assess the main study
outcomes

-Actual probabilityvalues were reported

-Valid and reliable main outcome measures were used
-Analyses were by ITT

-Patients lostto follow-up reported

-The funding source for the study was reported

-Conflicts of interestwere declared by the authors

-The study setting was appropriate

-The broad inclusion criterialed to the study population having
high variability in the severity of patients'mental health disorders
and comorbidities which mayhave reduced the potential effect
of the intervention, although this strengthens external validity of
the findings

-Patients were recruited after treatment in a psychiatric day
hospital so their clinical symptoms were well controlled atstudy
entry

-Potential confounders and distributions were notdiscussed
-Patients and assessors/interviewers were notblinded to
treatment

-No safety outcomes were assessed

Post-Traumatic

Stress Disorder

Franklin, 2017%°

-Objectives of the study were clearly described

-A protocol for the studywas previouslypublished30
-Screening criteria for study eligibilitywere described

-Study patients in the intervention and comparator groups were
recruited from the same population, using the same inclusion
criteria, over the same period

-Study patients were randomized to treatment

-Patient characteristics were clearlydescribed

-Appropriate measures ofrandom variabilitywere reported
-Main findings were clearlydescribed

-Appropriate statistical tests were used to assess the main study
outcomes

-Actual probabilityvalues were reported

-Valid and reliable main outcome measures were used
-Analyses were conducted only in patients with com plete data
-Patients lostto follow-up reported

-As this was a pilotstudy, the study sampleis very small (N=18)
and inadequatelypowered to draw any conclusions regarding
equivalence or superiorityof the intervention versus the
comparator

-The patientpopulation was entirelymale which precludes
generalizability of results to female militarypersonnel

-Analysis by ITT was not conducted

-Functional outcomes were notassessed (onlysleep outcomes)
-No safety outcomes were assessed
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Strengths Limitations

-The funding source for the study was reported
-Conflicts of interestwere declared by the authors
-The study setting was appropriate

AE = adverse event; AIDS = acquired immunodeficiency syndrome; Cl = confidence interval; DSM -IV= Diagnostic and Statistical Manual (of Mental
Disorders) IV; HV = human immunodeficiency virus; [TT = intention-to-treat; MDD = major depressive disorder; PTSD = post-traumatic stress
disorder
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Appendix 4: Main Study Findings and Authors’ Conclusions

Table 6: Summary of Findings of Included Systematic Reviews and Meta-Analyses

Main Study Findings

Authors’ Conclusions

Depression

Linde, 2015**

Findings for outcomes ofinterest (with number of studies and sample sizes) in patients with
depression classified bytype of treatment.

Post-treatmentdepression scores: SMD for mean score in treatment(T) minus mean score in
control (C) divided by pooled SD [SMD (95% ClI); P-value]:
(Negative SMDs indicate a better outcome in the treatmentgroup)

Face-to-face CBT (7 studies): T (n=251); C (n=267):-0.30 (-0.48; -0.13); P=0.0007
Face-to-face PS (4 studies): T(n=304); C (n=297):-0.14 (-0.40; 0.120); P=0.30

Face-to-face IPT (2 studies): T(n=151); C (n=154):-0.24 (-0.47; -0.02); P=0.04

Other face-to-face therapies (5 studies): T (n=534); C (n=415):-0.28 (-0.44; -0.12); P=0.0005
Remote therapist-led CBT (3 studies): T (n=335); C (n=342):-0.43 (-0.62; -0.24); P=0.00001
Remote therapist-led PS (2 studies): T (n=16); C (n=22): -0.56 (-1.57; 0.45); P=0.28
Differences between effects of all psychological interventions: P=0.74

Pooled estimates for response: OR (95% CI); NNT (95% ClI)

(OR greater than 1 indicates more events in the treatmentgroup versus the control group)
Face-to-face CBT (7 studies): 1.58 (1.11; 2.26); 10 (5; 47)

Face-to-face PS (3 studies): 1.56 (0.85; 2.86); NA

Face-to-face IPT (2 studies): 1.28 (0.80;2.05); NA

Other face-to-face therapies (6 studies): 1.54 (1.17;2.03); 11 (6; 31)

Remote therapist-led CBT (3 studies): 2.04 (1.44; 2.90); 6 (4; 13)

Remote therapist-led PS (2 studies): No data

Pooled estimates for remission: OR (95% CI); NNT(95% ClI)
Face-to-face CBT (7 studies): 1.49 (0.90; 2.46); NA

Face-to-face PS (4 studies): 1.29 (0.83; 2.02); NA

Face-to-face IPT (2 studies): 1.37 (0.81;2.34); NA

Other face-to-face therapies (5 studies): 1.68 (1.17;2.41); 10 (5; 35)
Remote therapist-led CBT (3 studies): 1.51 (0.98; 2.32)); NA
Remote therapist-led PS (2 studies): 1.22 (0.23; 6.57); NA

Pooled estimates for study discontinuation: OR (95% Cl)
Face-to-face CBT (6 studies): 0.98 (0.52; 1.86)
Face-to-face PS (4 studies):0.60 (0.23; 1.57)
Face-to-face IPT (1 study): 0.98 (0.40; 2.38)

Other face-to-face therapies (5 studies): 1.04 (0.65;1.67)
Remote therapist-led CBT (2 studies): 1.05 (0.29; 3.75)
Remote therapist-led PS (2 studies): 1.32 (0.33; 5.26)

Subgroup analysis by delivery mode [SMD (95% CI); No. of comparisons]:
Face-to-face: -0.23 (-0.33; -0.14); 18

Remote therapist-led:-0.43 (-0.62; -0.25); 5

Test for subgroup differences: P=0.14

The authors concluded that
"For CBT approaches,
substantial evidence suggests
that interventions that are less
resource intensive mighthave
effects similarto more intense
treatments."** p56

The authors also stated "Our
analyses suggestthat the
differences between different
types of psychological
treatments are minor, and
remote therapist-led, guided
self-help,and minimal-contact
approaches canyield effects
similarto personalized face-to-
face therapies."* p65

Depression and Anxiety
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Authors’ Conclusions

Main Study Findings
Coughtrey, 2018*

Depression studies

RCTs: 5 of 6 included RCTs reported statisticallysignificantreductions following T-CBT (3
studies) or IPT (2 studies) vs.no T, TAU, enhanced usual care, or alternative active T; 1 RCT
reported T-CBT did not significantlyreduce depressive symptomsvs. TAU. Effect sizes could be
analyzed for 5 of 6 RCTs: Cohen's d ranged from 0.25-1.98 (median=0.58)

Quasi-experimental and uncontrolled studies: One quasi-experimental studyusing a benchmark
comparison with published data found statisticallysignificantreductions in depression after T-
CBT. 3 uncontrolled studies reported statisticallysignificantreductions in depression after T-CBT.

Effect sizes could be analyzed for 2 of 3 studies: Cohen's d ranged from 1.13-1.90 (median=1.25).

Anxiety studies

RCTs: All 3 included RCTs reported statisticallysignificantreductionsin anxiety symptoms
following the telephone-delivered intervention. Effect sizes could be analyzed for 2 of 3 RCTs and
Cohen's dranged from 0.34-1.07 (median=0.69).

Quasi-experimental study: One controlled, non-randomized studycompared telephone delivered
CBT and ERP with a delayed wait-listcontrol group and found statisticallysignificantreductionsin
symptoms compared with the control (Cohen's d 1.07).

The authors concluded that
"The findings indicate that
telephone-delivered
interventions show promise in
reducing signs of depression
and anxiety. Further research
is required to establish the
types of interventionsthat are
most effective and the
characteristics of clients who
find them beneficial."** p65

Post-Traumatic Stress Disorder

Turgoose, 2017*

Treatmentoutcomes

15 of 18 studies thatevaluated clinical effectiveness oftele-therapy vs. a control (typically the
same intervention butin-person) reported tele-therapywas associated with significantreductions
in PTSD symptoms, regardless ofthe type of intervention, except for 1 study that only measured
angerin veterans with PTSD.

12 of the 18 studies reported comparisons between tele-therapyand in-person interventions using
non-inferiorityanalyses. Of these, 9 studies concluded tele-therapywas as effective as in-person
therapy, 2 studies suggested in-person interventions had significantlygreater reductions in PTSD
symptoms, and 1 study found tele-therapy to be more effective than usual care.

Dropoutrates

13 studies reported findings related to attrition, dropout, and attendance rates. No significant
differences in attrition between tele-therapy and in-person treatments were found in any of the
studies, although 1 studyfound those receiving tele-therapyattended significantlymore sessions.
Individual studies suggested differences in treatmentuptake butin the majorityof studies there

were no differences between tele-therapyand in-person treatments on differentprocess variables.

Acceptability
No studies found significantdifferences in patientsatisfaction and acceptabilitybetween tele -
therapy and in-person treatmentgroups, with mostreporting high levels of satisfaction for both.

Therapeutic alliance
10 studies investigated the quality of therapeutic alliance and compared tele -therapyand in-
personinterventions with mixed results. 5 of 6 studies of one-to-one treatmentreported

equivalence intherapeutic alliance between tele-therapyand in-person treatmentwhereas 1 study

reported in-person treatmentto be more comfortable. 3 studies reported on therapeutic alliance in
groups ofwhich 1 study found no differences between modalities, 2 studies found lower group
therapeutic alliance or lower alliance with the group leader.

Managing risk and safety
4 studies reported on issues relating to suicidalityor general patientsafety in the context of high

The authors concluded that
"Early findings suggestthat
tele-therapy s as effective as
in-person treatments, and
comparable interms of
acceptability and therapy
processissues, all of which
suggestitis aviable
alternative to in-person
treatments. However, there are
some instances of differences
between tele-therapy and in-
person treatments, such as
therapeutic alliance. Therefore,
tele-therapy should continue to
be evaluated and scrutinized in
orderto ensureitis usedin a
way that maximizesits
effectiveness." p9
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Main Study Findings Authors’ Conclusions

emotional levels in trauma-focused therapies. Of these 3 studies reported no significantdifficulties
in using tele-therapyto manage the situation whereas 1 study, while notreporting statistically
significantdifferences, reported a trend for participantconcern about managing emotions during
exposure tasks via tele-therapy (i.e., without the physical presence ofthe therapist).

Feasibility

10 studies described the use of technologyin tele-therapyinterventions and commonlyreported
technical difficulties were low image resolution, difficultyconnecting, and slightaudio delays but
overall did not adversely affect the therapy.

Goetter, 2015*°

Findings from 20 studies (n=1,191) of veterans (81.7%) or active duty service members (18.3%) The authors stated that "In

with combat-related PTSD with mean age (based on available data) ranging from 25.8 to 39.0 conclusion, dropoutrates
years and proportion of females ranging from 0.0% to 20.0%: varied considerably, but

approximately one third of
Dropoutrates (95% Cl): OEF/OIF/OND veterans with
Overall pooled drop-outrate: 36.0% (26.90;45.00) combat-related PTSD drop out
- by study type: OR:0.86 (0.73; 1.02); P=0.072; reported average dropoutrates were 42.0% of PTSD treatment. Novel
(routine clinical care setting) and 28.0% (clinical trial) interventions are needed to
-by treatmentformat: OR: 1.28 (1.06; 1.53); P=0.012; reported average drop rates were 31.1% mitigate the problem of
(25.10; 37.20) for individual therapy and 54.4% (30.20; 78.60) for group therapy component dropout."16 p406

-by exclusion of substance dependence: OR:1.04 (0.86; 1.25)
-by treatmentmodality (telemedicine vs. in-person treatment): OR: 0.96 (0.72; 1.28)
-by treatmenttype (exposure therapy vs. non-exposure therapy): OR:1.00 (0.86; 1.18)

Identified correlates of dropout were age (more likely to be younger than completers), being
unmarried, unemployed, having service-connected disability, and greater PTSD severity

C = control; CBT = cognitiv e behavioral therapy ; Cl =confidence interval; ERP = exposure and response prev ention; IPT = interpersonal psy chotherapy; NNT =number
needed to treat; OR = odds ratio; PS = problem solving; PTSD = post-traumatic stress disorder; RCT = randomized controlled trial; SD = standard dev iation; SMD =
standardized mean difference; T = treatment; TAU = treatment as usual; T-CBT = telephone-delivered CBT
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Table 7: Summary of Findings of Included Randomized Controlled Trials
Main Study Findings

Depression

Authors’
Conclusions

Heckman, 2017

Baseline characteristics:

-Total study population (N=132); mean age:51.9 years; 63% male; 75% Caucasian; 57% diagnosed with AIDS;
54% self-identified as gay/bisexual; 81% diagnosed with MDD and remainder with partial remission of MDD or
dysthmicdisorder; 62% prescribed antidepressanttherapy. Mean (SD) pre-intervention BDI score was 26.6 (9.4),
IIP score was 100.9 (33.1), and PSRS score was 40.8 (9.3). There were no significantdifferences between
groups on any pre-intervention variables.

Dropoutrate: 14% did not complete post-intervention assessments (n=13 T-IPT vs. n=6 standard care)

Changes from pre-intervention through post-intervention by study arm, mean (SD):
BDI-II (Pre/Post/Difference):
MMRM imputation:
T-IPT (n=70): 26.3 (1.0)/20.9(1.3)/-5.4
Standard care (n=62):27.0 (1.3)/25.4 (1.5)/-1.6
Completeronly:
T-IPT (n=56): 26.0 (1.3)/20.2 (1.4)/-5.8
Standard care (n=62):27.0 (1.2)/25.6 (1.4)/-1.4
A significant"time x study arm" interaction was found for the MMRM (P=0.012) and Completer only (P=0.005)
analyses

IIP (Pre/Post/Difference):
MMRM imputation:
T-IPT (n=70): 104.4 (4.0)/93.0 (4.8)/-11.4
Standard care (n=62):97.1 (4.1)/98.5 (4.5)/+1.4
Completeronly:
T-IPT (n=56): 104.8 (4.9)/90.1 (5.3)/-14.7
Standard care (n=62):97.5 (4.9)/100.7/+3.2
A significant"time x study arm" interaction was found for the MMRM (P=0.006) and Completer only (P=0.002)
analyses

PSRS (Pre/Post/Difference):
MMRM imputation:
T-IPT (n=70): 41.0 (1.1)/40.1 (1.4)/-0.90
Standard care (n=62):40.7 (1.2/40.1 (1.3)/-0.60
Completeronly:
T-IPT (n=56): 40.2 (1.2)/39.4 (1.4)/-0.80
Standard care (n=62):40.7 (1.2)/40.1 (1.4)/-0.60
PSRS scores were unchanged for both the MMRM (P=0.860) and Completer only(P=0.900) analyses

Note: ITT analyses used data from all patients w ith pre-intervention BIDvalues = 14. Completer only analyses used datafrom
T-IPT patients w ho attended all 9 tele-therapy sessionsas well as all standard care controls.

Results of sensitivityanalyses conducted using data from all patients enrolled (N=167) regardless of pre-
intervention BDI using ITT and Completer only analyses did notdiffer from the above analyses. No "gender x
condition"interaction was found. Responders were defined as areduction of50% or more in depressive
symptoms based on the BDI. Results for non-responders/partial responders/responders were: T-IPT:
50%/28%/22% vs. Standard care: 78%/18%/4%, respectively, for the MMRM multiple imputation analysisand T-
IPT: 48%/28%/23% vs. Standard care: 82%/15%/3%, respectively, for the Completers onlyanalysis. A significant
"study arm x treatmentresponse"was found for both the MMRM (P<0.004) and Completer only(P<0.001)
analyses.

The authors
concluded that
"Brief tele-IPT
acutely
decreased
depressive
symptomsand
interpersonal
problemsin
depressed rural
peopleliving
with HIv™
p285
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Main Study Findings

Authors’
Conclusions

No adverse events were reported during the trial.

Luxton, 2016*°

Baseline characteristics
-Total study population (N=121); 61% of patients < 34 years old; 82% male; 70% Caucasian
-In-person group: 54 (91.53%) and In-home group: 56 (90.32%) met SCID-I/P criteria for MDD

Dropoutrate: 32.23% (n=40 in-home and n=42 in-office completed all 8 sessions)

Primary outcome: BHS and BDI-Il scores post-treatment, mean reduction (95% CI); ITT analysis

-BHS: In-person group: -6.21 points (-7.38; -5.50) vs. In-home:-3.91 points (-5.25;-2.57)

-BDI-II: In-person group:-17.63 (-20.21; -15.06) vs. In-home:-13.40 (-16.36; -10.44)

-After standardization ofthe difference between groups atpost-assessment, the upper bound of the 90% Cl fell
below the pre-specified non-inferioritymargin of 0.50 supporting thatin-home therapywas non-inferior to In-
persontherapy

-The per-protocol analysis provided similar results

Selected secondary outcomes:

-At post-treatment8 (17.78%) In-home and 6 (14.29%) In-person metcriteria for MDD and difference was not
statisticallysignificant

-Participants in both treatmentgroups reported reductions in anxiety and post-traumatic stress symptoms andin
mental health treatmentstigma as measured bythe IASMHS and average scores onthe CSQ suggested a high
level of treatmentsatisfaction for both treatments. There were no statisticallysignificantdifferences between
groups forthese outcomes.

Safety outcomes:
-AEs were reported in 7 patients in the in-home group and 4 patients in the in-person group; none ofthe AEs
(e.g., severe exacerbation of asthma symptoms) was deemed related to studyprocedures

The authors
concluded that
"BATD canbe
feasibly
deliveredtothe
homes of active
duty members
and veterans
via VC. Small-
group
differences
suggesta slight
benefitofin-
person care
over in-home
telehealthon
some clinical
outcomes."®p
923

Salisbury, 2016

Baseline characteristics

-Total study population (N=609):Mean age 49 to 50 years; 68% female; 97% Caucasian
-205 (34%) were severely depressed

-527 (92%) had been previously treated for depression

-509 (88%) were currently taking antidepressantmedication

Dropout/exclusion rate at 4 months (primary outcome): 14% (n=52 intervention + usual care and n=32 usual care)

Primary outcome: Repeated measures analysis oftreatmentresponse®as a binary outcome

Usual care Intervention + Adjusted OR P-value
Usual care (95% CI)
4 months 50/270 (19%) 68/255 (27%) 1.7 (1.1;2.5) 0.019
8 months 61/263 (23%) 75/252 (30%) 1.4 (1.0;2.2) NC
12 months 86/261 (33%) 95/255 (37%) 1.2 (0.9;1.8) NC
Average of 4,8, and 12 -
months? 1.6 (1.0;2.6) 0.035
ote: all analy ses are adjusted by site and baseline PH-9 score; GP practice is included as a random effect

Cl = confidence interval; NC=not calculated at individual timepoints; analy sis plan specified repeated measures analy sis; OR = odds ratio

# Response defined as PHQ-9 score < 10 and a reduction of 25 points at 4 months after randomization

" Based on a repeated measures analy sis that was additionally adjusted by follow-up timepoint as a categorical v ariable

Table used in full: Salisbury C, O'Cathain A, Edwards L, Thomas C, Gaunt D, Hollinghurst S, et al. Effectiveness of an integrated telehealth
service for patients with depression: a pragmatic randomised controlled trial of a complex interv ention. Lancet Psy chiatry . 2016 Jun;3(6):515-25.
Av ailable from: http://www.thelancet.com/journals/lanpsy /article/P11S2215-0366(16)00083-3/f ulltext

Creative Commons Link:

https://s100.copy right.com/AppDispatchServ let?publisherName=ELS&contentID=52215036616000833&orderBeanReset=true&orderSource =Pho

The authors
stated that the
added value of
this study was
that "Our trial
builds on
previous
evidence by
testing a new
model ofcare
that combines
the use of
various
telehealth tools
supported

by non-clinically
trained staff.
Our study
providesrobust
supportfor the
potential role of
an integrated
telehealth

SUMMARY WITH CRITICAL APPRAISAL Telepsychotherapy for the Treatment of Depression, Post-Traumatic Stress Disorder, and Anxiety

37



http://www.thelancet.com/journals/lanpsy/article/PIIS2215-0366(16)00083-3/fulltext
https://s100.copyright.com/AppDispatchServlet?publisherName=ELS&contentID=S2215036616000833&orderBeanReset=true&orderSource=Phoenix

CADTH

Main Study Findings

Authors’
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enix

Selected secondary outcomes and measures ofassessment

Usual care Intervention + usual Adj diff in means P-value
care (95% CI)
n Unadj mean n Unadj mean
(SD) (SD)

PHQ-9 score:

Baseline 302 | 16.7 (4.7) 307 | 17.1 (4.5) - -

12 months 261 | 11.9(6.4) 255 | 11.6 (6.2) -0.5(-1.5;0.5) NC

Av of 4,8, and 12 months® | - - - - -0.8(-1.6;0.0) 0.045
GAD-7 237 | 9.2 (5.8) 223 | 8.7 (5.5) -1.1(-2.0;-0.2) 0.019
EQ-5D-5L 227 | 0.564 (0.30) | 219 [ 0.569 (0.30) -0.003(-0.04;0.04) | 0.896
Treatment satisfaction 184 | 3.3(0.9) 193 | 3.7 (0.9) -0.5(0.3; 0.6) <0.001
Difficulty accessing care 232 | 4.2(1.9) 216 | 45(1.9) 0.3 (0.0;0.6) 0.038
Satisfaction w ith support 177 | 2.1 (0.9) 185 | 2.6 (0.8) 0.6 (0.4;0.7) <0.001
ote: all analy ses are adjusted by site, baseline outcome (if measured) and baseline PH-9 score; GP practice is included as a random effect

Adj = adjusted; Cl = confidence intervals; GAD - 7 = Generalized Anxiety Disorder 7 item scale; EQ-5D-5L = EuroQoL 5 Dimention, 5 Level; PHQ-

9 = Patient Health Questionnaire-9; NC = not calculated at individual timepoints; analy sis plan specified repeated measures; SD = standard
deviation; Unadj = unadjusted

* Based on a repeated measures analy sis that was additionally adjusted by follow-up timepoint as a categorical v ariable

Table Adapted from Salisbury C, O'Cathain A, Edwards L, Thomas C, Gaunt D, Hollinghurst S, et al. Effectiveness of an integrated telehealth
service for patients with depression: a pragmatic randomised controlled trial of a complex interv ention. Lancet Psy chiatry . 2016 Jun;3(6):515-25.
Av ailable from: http://www.thelancet.com/journals/lanpsy /article/P11S2215-0366(16)00083-3/f ulltext

Creative Commons Link:

https://s100.copy right.com/AppDispatchServ let?publisherName=EL S&contentID=52215036616000833&orderBeanReset=true&orderSource =Pho
enix

Safety outcomes

-70 AEs reported overall (36 in usual care and 34 in intervention + usual care groups)

-1 non-serious AE was related to the intervention (i.e., anxiety from talking about depression)
-2 deaths (1 due to throat cancer and 1 due to COPD) both in usual care group

approachto
supportpatients
with depression
in primary
care."® p516

Yeung, 2016

Baseline characteristics:
-Total study population (N=190); mean (SD) age: 50 (14.5) years; 63% female
-Mean (SD) baseline scoreswere: HAMD17: 19.6 (4.2); CGI-S: 4.2 (0.8); Q-LES-Q total: 40.9 (6.6)

Dropoutrate: not reported

Primary outcome: Multivariate analysis of the effects of T-CSCT (ITT)
Response, n/N (%):
Usual care:16/94 (17.0) vs. Intervention: 41/92 (45.0); P <0.001% OR: 3.9 (95% CI: 1.9; 7.8); P <0.001°

Remission, n/N (%):
Usual care: 10/96 (10.4) vs. Intervention: 30/93 (32.3); P < 0.001% OR: 4.4 (95% CI: 1.9; 9.9); P <0.001°

& y2test for TAUvs. T-CSCT
P Multivariate logistic regression for TAUvs. T-CSCT

Secondary outcomes:

Tests of "time x treatment"interaction for repeated measures found the T-CSCT group had significantlygreater
improvementovertime than TAU for HAMD17 (P=0.002), CGI-S (P=0.003), and CGlI-I (P=0.02) but there was no
significantdifference between groups for Q-LES-Q scores (P=0.82).

Safety outcomes: none reported.

The authors
concluded that
"T-CSCT
improved
treatment
outcomes of
depressed
Chinese-
Americansin
primary care.
With the use of
teleconferencin
g technologies,
thereis a
potential for
large-scale
dissemination
of CSCT to
address
disparitiesin
the treatment of
depression."®
p1001
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Egede, 2015, 2016“

Baseline characteristics:

-Total study population (N=241); mean age 63.9 years (5.1); 98% male;60% Caucasian

-Mental status questionnaire score: 67% normal mental function; 27% 1 error; 6% = 2 errors
-Baseline scores (SD): GDS: 20.8 (4.8); BDI: 26.8 (10.0)

-Lifetime prevalence of GAD: 42%; PTSD: 63%; symptomatic diagnosis of PTSD in pastmonth: 79%
-Ruralresidents: 71%

Dropoutrate: 15.35% (83% of the telemedicine group and 86% ofthe same-room group returned for the final
assessment)

Primary outcome: Treatmentresponse®at 12 months

ITT analysis:

BDI, n (% [90% CI]):

Telemedicine: 27 (22.54% [15.40; 29.69]) vs Same-room:26 (21.49% [14.72;28.25]); Difference: 1.05% (90% CI:
-8.30;10.41)

GDS, n (% [90% CI]):
Telemedicine: 25 (20.96% [14.45; 27.47] vs. Same-room: 23 (19.30% [13.29; 25.31]); Difference: 1.66% (90% CI:
-7.20;10.52)

SCID, n (% [90% CI]):
Telemedicine: 53 (44.17% [35.78; 52.55]) vs. Same-room: 58 (47.85% [39.63;56.07]); Difference: -3.68% (90%
Cl: -15.53;8.16)

Per-protocol analysis:

BDI, n (% [90% CI]):

Telemedicine: 19 (24.05% [16.14; 31.96]) vs Same-room:19 (23.17% [15.51; 30.83]); Difference: -0.88% (90%
Cl: -10.13;11.89)

GDS, n (% [90% CI]):
Telemedicine: 22 (22.45% [15.52; 29.38] vs. Same-room: 21 (20.39% [13.86;26.92)); Difference: 2.06% (90% CI:
-7.46;11.58)

SCID, n (% [90% CI]):
Telemedicine: 39 (43.33% [34.74; 51.93]) vs. Same-room: 46 (48.42% [39.99; 56.85]); Difference: -5.09% (90%
Cl: -17.13;6.95)

& Defined as a 50% reduction in symptoms frombaseline at 12 months

For both BDIl and GDS, the lower limits ofthe 90% C| do not exceed the pre-specified non-inferioritymargin of
0.15 supporting thattelemedicine was non-inferior to same-room treatment. The difference in treatment response
based on SCID was notsignificant (P=0.487)

No statisticallysignificantdifferences were found between treatmentgroups in the mean scores overtime for
each of the 8 quality of life domains ofthe SF-36 in eitherthe ITT or Per-protocol populations. Similarly, there
were no statisticallysignificantdifferences in patientsatisfaction based on treatmentcredibility (as assessed by
the Treatment CredibilityQuestionnaire) or the Charleston Psychiatric Outpatient Satisfaction Scale. Means
scores for service delivery perception also did notshow statistical differences formostofthe variables with the
exception of the same-room group having superior scores atstudy end in the categories of'likelihood of return’
and 'overall satisfaction'which became non-significantafter a Bonferroni correction for multiple outcomesin both
the ITT and Per-protocol populations.

Safety outcomes: No AEs were reported for any study participant

In the first
publication of
this study, the
authors
concluded that
"Telemedicine-
delivered
psychotherapy
for olderadults
with major
depressionis
not inferiorto
sameroom
treatment. This
finding shows
that evidence-
based
psychotherapy
canbe
delivered,
without
modification,
via home-based
telemedicine,
and that this
method canbe
usedto
overcome
barriersto care
associated with
distance from
and difficulty
with attendance
atin-person
sessionsin
olderadults.
p693

n2l

In the second
publication of
this study, the
authors
concluded that
"In conclusion
this study found
telemedicine-
delivered
behavioral
activation
treatmentfor
elderly veterans
with depression
to benon-
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inferior to face-
to-face
treatmentin
terms of quality
of life,
satisfaction,
treatment
credibility, and
service delivery
perception."*
pl710

Fann, 2015

Baseline characteristics:

-Total study population (N=100); mean (SD) age: 45.8 (13.3); 63% male; 90% non-Hispanic white
-Randomization choice: CBT-IP vs. Usual care (4%); CBT vs. Usual care (47%),and CBT-IP vs. CBT-T vs. Usual
care (49%); mean (SD) years since TBI: 3.33 (2.72); 18% had historyof PTSD

Dropoutrate (16 weeks): CBT-T (7%), CBT-IP (17%), and UC (14%)

Primary outcome: Depression outcomes (ITT)
Results are:'All CBT' (n=58)/CBT-T' (n=40)/CBT-IP' (n=18)/'UC' (n=42)

HAMD17 score®
Baseline:17.5(3.9)/17.5(3.3)/17.5 (4.3)/17.6 (4.3)
Week 16:11.6 (6.1)/11.5(6.2)/12.2 (6.8)/12.2 (6.8)
Week 16 responseb: 17 (33%)/12 (32%)/11 (31%)/11 (31%)

SCL-20*
Baseline:1.99 (0.55)/2.07 (0.58)/1.81 (0.45)/1.89 (0.50)
Week 16 1.18 (0.72)/1.39 (0.62)/1.18 (0.68)/1.30 (0.68)
Week 16 res ponseb: 23 (44%)/17 (46%)/6 (40%)/10 (28%)

MDD negative on SCID"
Week 16: 38 (73%)/26 (70%)/12 (80%)/20 (57%)
Week 24: 35 (67%)/24 (69%)/11 (65%)/23 (68%)

PGI - much or very muchimproved, n (%)
Week 16: 32 (62%)/25 (68%)/7 (47%)/14 (39%)
Week 24: 29 (58%)/23 (68%)/6 (38%)/14 (40%)

Satisfaction - moderatelyor very satisfied, n (%)
Week 16: 41 (84%)/30 (83%)/12 (86%)/9 (26%)

& Mixed model regression using an autoregressive correlation matrix, reporting the significance of the time x treatment term
P Response defined as = 50% reduction frombaseline; significance by exact logistic regression (using covariates fromlinear
model)

Treatmentcomparisons ofinterest: CBT-T (n=40) vs. UC (n=39):

-Statisticallysignificantdifferences were demonstrated for SCL-20 at Week 8 (P=0.002) and Week 16 (P=0.043),
for PGI - much orvery much improved at Week 16 (P=0.012) and Week 24 (P=0.026), and for Satisfaction with
depression care - moderatelyor very satisfied atWeek 16 (P<0.001)

-There were no significantgroup differences on HRQL, functional im pairment, overall post-concussive symptom
score, environmental reward, automatic negative thoughts, or dysfunctional attitudes.

The authors
concluded that
"In-person and
telephone-
administered
CBT are
acceptable and
feasiblein
persons with
TBI. Although
further research
is warranted,
telephone CBT
holds particular
promise for
enhancing
access and
adherenceto
effective
depression
treatment." % p
45

SUMMARY WITH CRITICAL APPRAISAL Telepsychotherapy for the Treatment of Depression, Post-Traumatic Stress Disorder, and Anxiety

40



CADTH

Main Study Findings

Authors’
Conclusions

Safety outcomes: No study-related AEs were reported

Anxiety

Rollman, 20174

Baseline characteristics:

-Total study population (N=329); n=250 highlyanxious patients and n=79 moderatelyanxious patients triaged to
a watchful waiting cohort of which n=23 were later randomized due to deterioration; mean (SD) age: 44.6
(11.2)/42.1 (11.1); male: 65%/30%; Caucasian: 78 (194)/85 (67) for highly/ymoderatelyanxious patients

-116 (46%) of highly anxious and 38 (48%) of moderatelyanxious patients had a diagnosis of GAD, 121 (48%)
and 21 (27%) had a diagnosis of GAD and panic disorder,and 225 (90%) and 54 (68%) had a diagnosis of MDD,
respectively

Dropoutrate:12 months:20% (CC) and 13% (UC) and 24 months:47% (CC) and 43% (UC)

Effect size differences between CC and UC in mean rating scale scores in all highly anxious patientsat 12 and
24 month follow-up?

Effect size (95% CIl); P-value at 12 months (n=208)b
SF-36 MCS: 0.38 (0.13; 0.63); P = 0.003

SIGH-A: 0.30 (0.05; 0.55); P=0.02

PDSS: 0.42 (0.08; 0.76); P = 0.02

GADSS® 0.41 (0.15; 0.66); P = 0.002

SF-36 PCS: 0.06 (-0.19; 0.31); P =0.62

PHQ-9% 0.45 (0.19; 0.71); P = 0.001

Effect size (95% Cl); P-value at 24 months (n:l38)b
SF-36 MCS: 0.17 (-0.07;0.42); P = 0.17

SIGH-A: 0.30 (0.05; 0.54); P=0.02

PDSS® 0.19 (-0.15; 0.53); P = 27

GADSS® 0.06 (-0.19;0.32); P = 0.63

SF-36 PCS: 0.01 (-0.24; 0.25); P =0.96

PHQ-9% 0.22 (-0.04; 0.48); P = 0.10

& Positive scores indicate improvement due to the intervention (CC) vs. UC at the given time point
® Of the 250 highly anxious patients randomized at baseline

¢PD and PD/GAD cohorts only

4 GAD and PD/GAD cohorts only

¢ Major depression cohort only

Proportion of patients® achieving = 40% decline from baseline levels of anxiety or mood symptoms at12 months
follow-up

SIGH-A, n/N (%)

CC:52/99 (53) vs. UC: 35/108 (32); P = 0.003; NNT (95% CI): 5 (14; 3)
PDSS®, n/N (%)

CC: 35/50(70) vs. UC: 21/55(38); P =0.001; NNT (95% CI): 3 (7;2)
GADSS, n/N (%)

CC: 48/97 (49) vs. UC: 28/100 (28); P = 0.002; NNT (95% Cl): 12;3)
PHQ-9%, n/N (%)

CC:56/87 (64) vs. UC: 40/98 (41); P =0.001; NNT (95% CI): 4 (10; 3)
& Of the 250 highly anxious patients randomized at baseline
® PD and PDIGAD cohorts only
¢ GAD and PD/GAD cohorts only

The authors
concluded that
"Telephone-
delivered,
centralized,
stepped CC
improves
HRQoL,
anxiety, and
mood
symptoms.
These
improvements
were durable
and particularly
evidentamong
those most
anxious at
baseline, and
among African-
Americans and
men."* p245

SUMMARY WITH CRITICAL APPRAISAL Telepsychotherapy for the Treatment of Depression, Post-Traumatic Stress Disorder, and Anxiety

41




Main Study Findings

9 Major depression cohort only

Safety outcomes: none reported.

Authors’
Conclusions

Depression and Anxiety

van den Berg, 2015%°

Baseline characteristics:
-Total study population (N=123); mean (SD) age: 44.0 years (12.5); females: 71.5%
-91% had at least1 diagnosisin the spectrum of mood disorders

Dropoutrate: 8.1% (Group 1 [2.4%)], Group 2 [7.5%], Control [14.6%])

Of all patients with follow-up, 62 (55%) had at least1 contact with a psychotherapistbetween baseline and follow-
up

Primary outcome: Change in BSI-18 symptom scores at 6 months, mean (SD) (ITT)
Results are for Anxiety/Depression/Somatization

Baseline: 7.60 (5.09)/8.71 (5.22)/4.73 (4.07)

Group 1:6.71 (5.69)/6.27 (5.75)/4.76 (3.90)

Group 2:5.38 (4.02)/6.22 (5.59)/4.70 (3.99)

Control group: 6.37 (5.80)/6.06 (5.70)/3.91 (4.31)

Note: Group 1 = regular telephone contacts; Group 2: regular telephone contacts + text messaging; Control: usual care;
Analysis was by ANCOV A adjusting for baseline values of the corresponding BSI-18 score

The average BSI-18 anxiety score after 6 months was -2.04 points lower in Intervention 2 vs. control (P=0.042).
The difference in depression score had an average treatmenteffect of -1.73 (P=0.097). In an exploratory
sensitivityanalysis restricted to 75% of patients with the highestsymptom scores atbaseline, Intervention 1 had a
significanteffectfor both anxiety (P=0.036) and depression (P=0.046).

Safety outcomes: none were reported.

The authors
concluded that
"Telemedicine
providesa
novel optionin
psychiatric
ambulatory
care with
statistically
significant
effects on
anxiety. A
positive
tendency was
observed for
depression,
especiallyin
cases with
higher symptom
load at
baseline."®p82

Post-Traumatic Stress Disorder

Franklin, 2017

Baseline characteristics:
-Total study population (N=18); Full PTSD: 67%; subthreshold PTSD:33%; mean (SD) age: 53.8 years (12.0);
Male: 100%; African-American: 66%

Dropoutrate (3-month follow-up): 33.3% (5 of 11 [45%] CBT-T and 1 of 7 [14%] in CBT-IP)

Mean (SD) PSQI response by assessmentpoint®
CBT-IP
Baseline (n=7):15.1(3.3)
Post-treatment (n=6):11.3 (4.0)
1 month (n=6): 9.8 (4.9)
3 months (n=6):11.8 (5.5)
CBT-T
Baseline (n=10):14.1(2.7)
Post-treatment (n=7):12.6 (5.2)
1 month (n=7):12.0 (4.4)
3 month (n=6): 10.5(5.5)
Both groups combined
Baseline (n=17):14.5(2.9)

The authors
concluded that
"Specifically,
current pilot
data suggest
that telephone-
delivered CBT-I
maybeableto
reduce trauma-
related
insomnia
symptoms.
Future trials are
needed to
assess the
effectiveness of
CBT-I delivered
to rural
veterans with
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Post-treatment (n=13):12.0 (4.5) post-traumatic
1 month (n=13):11.0 (4.5) insomnia."®*p1

3 month (n=12):11.0 (5.3)
2 Descriptive statistics only

A hierarchical longitudinal linear regression analysis, with PSQI scores nested within patients, was conducted to
examine PSQI scores overtime. The "group x time" interaction was not significant (P=0.18) indicating thatthe
groups did notdiffer over time in their PSQI scores. The

effectiveness of telephone-delivered CBT-lusing between and within-group effectsizes was done using Cohen’s
d. Large between-group effect sizes favoured in-person CBT-I both immediately(d=0.77) and at one month
(d=1.06), but was less atthree-months (d=0.10). For within-group effectsizes, large effects for in-person CBT-l at
all three time points was found (ds range from 1.00 to1.61) and medium to large effects for telephone-delivered
CBT-I (ds range from .55 to 1.33).

Patient acceptabilitywas 83% across both groups

Safety outcomes: none reported

Adj = adjusted; AE = adverse events; AIDS = acquired immune deficiency syndrome; ANCOVA =analysis of covariance; BATD =behavioral
activation treatment for depression; BDI-Il: Beck Depression Inventory I, BHS = Beck Hopelessness Scale; BSI-18 = Brief Symptom Inventory Short
Version; CBT = cognitive behavioral therapy; CBT-IP = CBT in person; CBT-T = CBT by telephone; CC = collaborative care; CGI-I: Clinical Global
Impressions - Improvement Questionnaire; CGI-S = Clinical Global Impressions - Severity of liness Questionnaire; COPD = chronic obstructive
pulmonary disease; CSQ = Client Satisfaction Questionnaire; DSM -IV= Diagnostic and Statistical Manual (of Mental Disorders) IV; EQ-5D-5L =
EuroQoL 5 Dimension 5 Level; GAD = generalized anxiety disorder; GADS-7 =GAD 7-item Scale; GADSS = Generalized Anxiety Disorder Severity
Scale; GDS = Geriatric Depression Scale; HAMD-17 = 17-item Hamilton Depression Rating Scale; HV = human immunodeficiency virus; HRQoL =
health-related quality of life; IASMHS = Inventory of Attitudes Tow ard Seeking Mental Health Services; [TT = intention-to-treat; MDD = major
depressive disorder; MMRM = linear mixed effect repeated measures; NC= not calculated; Q-LES-Q: Chinese-translated version of the 'short-form'
of the Quality of Life Enjoyment and Satisfaction Questionnaire; PD = panic disorder; PDSS = Panic Disorder Severity Scale; PGl = physician global
impression; PHQ-9 = Patient Health Questionnaire 9; PRIME-MD = Primary Care Evaluation of Mental Disorders Anxiety Module; PSQI = Pittsburgh
Sleep Quality Index; PTSD = post-traumatic stress disorder; RCT = randomized controlled trial; SCID = Structured Clinical Interview for the DSM-IV
Axis | Disorders; SCL-20 = Symptom Checklist -20 Depression Scale; SD = standard deviation; SF-36 MCS = Medical Outcomes Study Short-Form
36 Mental Component Summary; SIGN-A = Hamilton Anxiety Rating Scale; SMD = standardized mean difference; TAU= treatment as usual; TBI =
traumatic brain injury; T-CSCT = telepsychiatry-based culturally sensitive collaborative treatment; T-IPT = interpersonal psychotherapy by telephone;
UC = usual care; Unadj = unadjusted; VC = videoconferencing
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