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Abstract
Background: Depression is a common disorder, and it creates burdens on people’s mental and physical health as well as societal
costs. Although traditional in-person consultations are the usual mode of caring for patients with depression, telemedicine may
be well suited to psychiatric assessment and management. Telepsychiatry can be defined as the use of information and
communication technologies such as videoconferencing and telephone calls for the care of psychopathologies.
Objective: This review aims to evaluate the extent and nature of the existing literature on the use of telemedicine for the care
of depression by physicians. This review also aims to examine the effects and perceptions regarding this virtual care and determine
how it compares to traditional in-person care.
Methods: The Arksey and O’Malley framework and the PRISMA-ScR (Preferred Reporting Items for Systematic Reviews and
Meta-Analyses Extension for Scoping Reviews) guidelines were followed. Relevant articles were identified through a search of
three databases (MEDLINE, Cochrane Database of Systematic Reviews, and PsycArticles) on October 11, 2020. The search
terms were “(virtual OR telemedicine OR teleconsultation* OR telehealth OR phone* OR webcam* OR telepsychiatry) AND
(depress*)”. Eligibility criteria were applied to select studies about the use of telemedicine for the care of patients with depression
specifically by physicians. An Excel file (Microsoft Corporation) was used to chart data from all included articles.
Results: The search resulted in the identification of 28 articles, and all 13 nonreview studies were analyzed in detail. Most
nonreview studies were conducted in the United States during the last decade. Most telemedicine programs were led by psychiatrists,
and the average study population size was 135. In all applicable studies, telepsychiatry tended to perform at least as well as
in-person care regarding improvement in depression severity, patient satisfaction, quality of life, functioning, cost-effectiveness,
and most other perceptions and variables. Cultural sensitivity and collaborative care were part of the design of some telemedicine
programs.
Conclusions: Additional randomized, high-quality studies are recommended to evaluate various outcomes of the use of
telemedicine for depression care, including depression variables, perceptions, health care outcomes and other outcomes. Studies
should be conducted in various clinical contexts, including primary care. Telepsychiatry is a promising modality of care for
patients suffering from depression.
(JMIR Form Res 2021;5(7):e29159) doi: 10.2196/29159
KEYWORDS
telemedicine; telepsychiatry; depression; mental health; videoconferencing

https://formative.jmir.org/2021/7/e29159

XSL• FO
RenderX

JMIR Form Res 2021 | vol. 5 | iss. 7 | e29159 | p. 1
(page number not for citation purposes)

JMIR FORMATIVE RESEARCH

Introduction
The Burdens of Depression
Depression is a very common disorder and thus represents a
heavy mental health burden. Although estimates vary widely,
the lifetime and 12-month prevalence of depression may be
close to 10% and 5%, respectively, and these values are higher
in high-income countries [1]. Suicidal risk and ideations have
a high incidence among patients with depression. Although
estimates vary widely, the incidence of suicide among patients
with depression may be as high as 15%, while up to 70% of
patients with acute depression may experience suicidal ideas
[2]. Unfortunately, depression is associated with an elevated
risk of early death. This is partly due to suicidal risk but also to
the heavy physical health burden of this psychopathology.
Indeed, depression is a predictor of many physical diseases,
including coronary artery disease, myocardial infarction, stroke,
diabetes, and various cancers. Certain physical disorders also
tend to be more severe among patients with depression. There
is a reciprocal relationship between depression and physical
pathologies. Biologically plausible mechanisms include
behaviors such as smoking, drinking alcohol, obesity, low
compliance with treatment regimens, and a variety of hormonal
and immune dysregulations. Unsurprisingly, depression is also
associated with lower perceived overall health [1]. Caring for
mentally and often physically sick patients is expensive and
requires resources. Thus, the health care burden of depression
is heavy. The costs of this disease have been increasing in recent
decades and amount to hundreds of billions of dollars in the
United States [3]. Depression is highly socially burdensome in
several other ways. It is associated with termination of
education, lower probability of marrying, marital dissatisfaction,
negative parenting behaviors, adolescent childbearing,
unemployment, work disability, absenteeism, low work
performance, lower personal earnings, and lower household
income [1]. Approximately half of all costs associated with
depression are workplace costs [3].

Approaches to Depression Care
Although traditional in-person consultations are the usual
modality of caring for patients with depression, telemedicine
may be well suited to psychiatric assessment and management.
This modality of care may also offer many advantages, such as
improving access to care in rural areas [4]. In fact, medicine as
a whole is becoming increasingly digitalized as competencies
required to provide health care are evolving [5]. Other
components of depression care include collaborative care and
culturally sensitive approaches. Collaborative care is an
integrated model in which many health care professionals work
together with the patient to better manage the patient’s disease
in a synergic manner [6]. Cultural aspects must also be
considered, as beliefs regarding depression and mood influence
how patients perceive their psychological health [7].

Defining Telepsychiatry
For the scope of this review, telepsychiatry is defined as the use
of information and communication technologies such as
videoconferencing and telephoning for the diagnosis and
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management of psychopathologies. Telepsychiatry is thus a
synonym of telemedicine for mental health. Psychiatrists,
general practitioners, and other physicians can practice
telepsychiatry. Other health care professionals, including
psychologists, social workers, and nurses, can use telemedicine
for mental health as well. Broader or narrower definitions of
telepsychiatry could be used by other authors. Various
technologies could also be included in other definitions,
including artificial intelligence, augmented or virtual reality,
mobile apps, and the Internet of Things. Other terms such as
telemental health, e-mental health, and connected mental health
could also be used to describe related concepts [8].

Goal of This Study
Telepsychiatry is a broad concept, and it has many applications.
This results in heterogeneity in the literature. One key aspect
of telepsychiatry is its use by physicians for various aspects of
depression care, including assessment, evaluation, diagnosis,
management, and follow-up. This review therefore aims to
evaluate the extent and nature of the existing literature on
telemedicine for the care of depression by physicians. This
review also aims to examine the effects and perceptions of
virtual care and how it compares to traditional in-person care.

Methods
Theoretical Framework
This scoping review was conducted by following the Arksey
and O’Malley framework as well as the PRISMA-ScR (Preferred
Reporting Items for Systematic Reviews and Meta-Analyses
Extension for Scoping Reviews) guidelines. The five
methodological stages were the identification of the research
question, the identification of relevant articles, the study
selection, the data extraction, and the collating, summarizing,
and reporting of the results [9].

Identification of the Research Question
As described above, this review’s main objectives are to map
the literature on telemedicine in the diagnosis and management
of depression by physicians and to examine the effects of
telemedicine and how it is perceived. In other words, this review
examines the virtual care of patients with depression by
physicians. The identification of this research question is closely
related to the burdens of depression and the potential of
innovative psychiatric care.

Identification of Relevant Articles
A systematic literature search was performed in MEDLINE,
Cochrane Database of Systematic Reviews and PsycARTICLES.
These databases were chosen based on their relevance and
specificity for peer-reviewed articles on medical and psychiatric
topics. No search for gray literature was performed because the
scope of this review did not extend to articles that had not been
peer-reviewed. The list of keywords used was developed through
a preliminary search on PubMed, and the keywords were
selected based on their sensitivity and specificity for relevant
articles. The search terms used for the database searches in this
review are listed in Textbox 1. The literature search was
performed on October 11, 2020, and it yielded 4782 articles.
JMIR Form Res 2021 | vol. 5 | iss. 7 | e29159 | p. 2
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Textbox 1. Search string with the keywords used for the database searches.
(virtual OR telemedicine OR teleconsultation* OR telehealth OR phone* OR webcam* OR telepsychiatry) AND (depress*)

Study Selection
Following removal of all 532 duplicates, the remaining 4250
articles were screened based on the eligibility criteria detailed

in Textbox 2. Articles were initially screened based on their
title and abstract, and full text articles were obtained when more
information was needed for screening. The final count of studies
included in this review is 28.

Textbox 2. Eligibility criteria for study selection.
Inclusion criteria
•

Directly related to telemedicine

•

Directly related to the evaluation or treatment of depression

•

Care provided by physicians (eg, general practitioners, psychiatrists)

Exclusion criteria
•

Mobile health apps as the primary focus

•

Texting and emails as the primary focus

•

Psychotherapy as the main intervention (eg, articles about web-based cognitive behavioral therapy)

•

Psychotherapy or care provided by health care professionals other than physicians

•

Depressive symptomatology from bipolar disorder, anxiety disorder, or schizoaffective disorder

•

Depressive symptomatology as an outcome of telemedicine for diseases other than depression (eg, multiple sclerosis, heart failure, cognitive
impairment)

•

Data from patients with depression mixed with data of patients without depression (eg, telepsychiatry in general, anxiety and depression)

•

Not peer-reviewed

•

Published research protocols that had not yet been completed

•

Conference proceedings

•

Supported neither by empirical data nor by a formal literature review (eg, editorials)

•

Published in a language other than English or French

•

Full article could not be obtained

Data Extraction
An Excel file (Microsoft Corporation) was used to chart the
data from all included articles. Throughout the charting process,
the extraction grid was iteratively revised to refine its
components.

Collating, Summarizing, and Reporting the Results
Results regarding the study characteristics for both the included
review and nonreview articles are reported below. However,
analysis of the outcomes and results of the included articles was
limited to nonreview articles because the included reviews had
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high heterogeneity and their aims tended to differ significantly
from the scope of this scoping review. In-depth analysis of
outcomes and results was also limited to the scope of this
review. Tables were used to report relevant data
comprehensively. Figures were produced using Excel.

Results
Selection Process
A total of 28 articles were included in this review. The study
selection process is detailed in Figure 1 [10-37].
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Figure 1. Study selection flow diagram.

Characteristics of the Included Articles
Although all the articles were published in peer-reviewed
journals, an absence of conflicts of interest was clearly and
explicitly declared in only a small majority (17/28).

All included papers were published between 1998 and 2020.
The great majority had been published since 2010 (24/28), and
more than half had been published since 2015 (17/28). The
publication years of the papers are illustrated in Figure 2.

Figure 2. Histogram of the numbers of review and nonreview articles published per year.

A total of 13 studies were conducted using a nonreview
methodology, while 15 articles were reviews. Most nonreview
studies (9/13) compared a virtual intervention group and a
nonvirtual group, and almost all of these comparative studies
(8/9) included a randomization process.
Most nonreview studies were conducted in the United States.
Locations represented in nonreview articles are displayed in
Table 1. Another notable characteristic of the populations of
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these studies was their size, which ranged from 1 to 309 patients.
The average study population size was 135 patients. The
intervention in almost all these studies included a psychiatrist
(12/13) instead of a primary care provider or as well as one.
Collaborative care was part of most interventions (7/13). A
nonvirtual comparison group was included in nine studies.
Characteristics of the populations, virtual interventions, and
nonvirtual comparisons of the nonreview studies are detailed
further in Table 2 [10-22].
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Table 1. Study locations with the associated numbers of nonreview articles (n=13).
Location

Nonreview articles, n (%)

United States

10 (76.9)

Europe

1 (7.7)

Brazil

1 (7.7)

Columbia

1 (7.7)
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Table 2. Population, virtual intervention, nonvirtual comparison, outcomes and results relevant to the scope of this review for the included nonreview
articles.
Authors (year)

Population

Intervention (virtual) Comparison (nonvirtual) Outcomes and results

Amirsadri et al
(2017) [15]

1 patient; United
States; comorbid
schizophrenia

Videoconferencing
with a telepsychiatrist; home visits by
a social worker and
a nurse

None

•
•
•
•
•
•
•

Barrera-Valencia
et al
(2017) [12]

Choi Yoo et al
(2014) [11]

2 interventions:
None
asynchronous care
by the telepsychiatrist, who receives
clinical information
from the general
practitioner’s evaluation; synchronous
care by the telepsychiatrist through
videoconferencing

•

309 patients;
INCPADa trial; cen- Treatment as usual;
United States; pa- tralized telecare
screening results providtients with cancer management; auto- ed to their oncologist
mated home-based
symptom monitoring; collaborative
care by an oncologist, a nurse depression-pain care manager, and a supervising psychiatrist

•

DFDsb: 227.38 for the intervention group during the
12-month follow-up compared with 167.08 for the
usual care group. This is an increase of 60.30 DFDs
(P<.01) compared to the usual-care group.

•

QALYsc: With 0.2 to 0.4 QALYs per additional DFD,
there was a gain of between 0.033 and 0.066 QALYs.
By other metrics, the intervention resulted in a gain of
between 0.013 and 0.088 QALYs.

•

Physician time costd: $43,226 total and $281 per patient.
Nurse care manager costs: $61,906 total and $402 per
patient.
Automated monitoring system cost: $506 per patient.
Sum of the physician, nurse care manager and monitoring cost: $1189 per patient.
Post–start-up automated monitoring maintenance cost
over the 3 years of the trial: $20,000 total and $813 per
patient.
Cost per DFD: Between $19.72 and $26.95.
Cost per QALY: $10,826 to $73,286.
Post–start-up incremental cost per DFD gained: $13.48.
Post–start-up incremental cost per QALY gained: Between $7564 and $51,199.

106 patients;
Colombia; inmates

•
•
•
•

•
•
•
•
•
•
•
•
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Diagnosis: Detecting undiagnosed depression.
Treatment: Development of a treatment plan.
Function: Improved.
Quality of life: Improved.
Longitudinal history: Discovery of trauma history.
Patient satisfaction: Very happy with the service.
Wanted it to be available for others.
Caregiver satisfaction: Very convenient. Good care.
Depression severity: Significant improvement in the
Hamilton Depression Rating Scale scores for both
telepsychiatry modalities. Higher effectiveness for the
asynchronous modality.
Consultation time: No difference between the two
telepsychiatry modalities.
Consultation costs: Higher for the synchronous modality.
Cost-effectiveness: Higher for the asynchronous
modality.
Patient satisfaction: A dependent variable for the prediction of the cost of care.
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Population

Chong and
Moreno (2012)
[13]

167 patients;
Videoconferencing
United States;
with a telepsychiaHispanic partici- trist
pants; low-income, uninsured,
and underinsured

Echelard

Intervention (virtual) Comparison (nonvirtual) Outcomes and results
Treatment as usual; primary care setting

•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

Appointment keeping: Same for both groups.
Visit satisfaction: Higher for the intervention group
Patient rating of the working alliance with their
provider: Higher for the intervention group
Use of antidepressant medication: Higher for the intervention group.
Depression severity: Both groups showed a decrease
in symptoms.
Depression severity improvement rate: Higher for the
intervention group.
Number of days in which their symptoms rendered them
less productive or worse, unable to carry out their normal responsibilities: Decrease for both groups.
Whether the project helped or made them better: 84%
of both groups indicated that it did help them or make
them better.
Satisfaction with provided support: 50% of both groups
indicated that the project and staff provided much-appreciated support.
Satisfaction with session length: 12% of the intervention
group patients wanted longer sessions.
Satisfaction with session quantity: 12% of the comparison group wanted more sessions.
Satisfaction with the webcam sessions: 22% of the intervention group patients mentioned that they liked the
webcam sessions.
Need for time to adapt: 14% of the intervention group
patients reported that they needed some time to adapt.
Willingness to pay for mental health services: High for
both groups.
Depression care satisfaction rating: High for both
groups.
Satisfaction with the randomized assignment they received: High for both groups.

Christensen et al
(2020) [22]

199 patients; 11
European countries; mild to
moderate depression.

MasterMind proNone
gram; videoconferencing facilitating
collaborative care
interventions;
telepsychiatrists,
general practitioners,
and other health care
professionals

•

Patient satisfaction: High. Scores varied significantly
between regions, but there was no correlation with age
and gender.

Emery-Tiburcio
et al (2017) [16]

131 patients;
United States;
aged ≥60 years

BRIGHTENe program; telepsychiatrists and other
health care professionals

•

Depression severity: Significant improvements in
Geriatric Depression Scale rating and 12-Item Short
Form Survey Mental Health Composite at 6-month
follow-up. Equal benefit from the program for individuals with different ethnic, educational, and income
characteristics.
12-Item Short Form Survey Physical Health Composite:
No differences observed at 6-month follow-up.

None

•

Hilty et al (2007) 121 patients;
Intensive disease
Usual care; disease man[10]
United States; ru- management modagement module
ral
ule; videoconferencing with a telepsychiatrist; training for
the primary care
physician
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Intervention (virtual) Comparison (nonvirtual) Outcomes and results
•

•

•

•
•

Hungerbuehler et 107 patients;
al (2016) [14]
Brazil; 3 hours of
mean traveling
time to psychiatric hospital

Videoconferencing
with a telepsychiatrist; significantly
higher baseline depression severity

Treatment as usual; in•
person consultations with
a psychiatrist
•

•

•

•

Moreno et al
(2012) [20]

167 patients;
United States;
Hispanic

Videoconferencing
with a telepsychiatrist

Treatment as usual; com- •
munity health center
•

•

•
•
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Depression severity: Significant reduction at 3, 6, and
12 months for both groups, with no significant difference between the groups. According to a post-hoc
analysis, the score for one depression subscale score
was nearly significantly higher in the intervention group
when those in the comparison group with an initial
telepsychiatric consultation were removed from the
analysis. There was a relationship between depression
and health functioning scores. No relationship was
found between depression scores and satisfaction.
Health functioning: No significant change or significant
difference between groups. There was a relationship
between depression and health functioning scores. No
relationship was found between satisfaction and health
functioning.
Patient satisfaction: Significantly higher in the intervention group at 6 and 12 months. No relationship between
depression scores and satisfaction; no relationship between satisfaction and health functioning.
Study retention: Significantly higher in the intervention
group; higher in older patients.
Comorbid somatization, phobia, and anxiety: Significantly higher improvement in the intervention group
Depression severity: Significant decrease in severity
for both groups. No significant difference in severity
between groups at 6 and 12 months. Significant interaction between treatment and time regarding severity.
Medication: Most of the participants continued taking
antidepressants at 6 and 12 months within the recommended dosages, often combined with sedatives. No
significant difference between groups for the type and
dosage of medication at 6 and 12 months. Low adherence in both groups. No significant difference in adherence between groups.
Treatment adherence validated by the number of missed
appointments and dropouts: Significantly more dropouts
in the nonvirtual group at 6 months, but no significant
difference at 12 months. More missed appointments in
the nonvirtual group.
Patient satisfaction: No significant difference between
groups at 6 and 12 months. A significant increase was
observed during the first 6 months and then remained
stable until the end of the study. No significant changes
over the entire study period. No significant interaction
between group assignment and time.
Working alliance: Significant increase over 12 months
for both groups. No significant difference between
groups
Depression symptoms: Significant reduction in both
groups. Significantly higher reduction in the virtual
group. Significant effect of time.
Depression response (50% or greater decrease in
severity ratings): More than half of the study population.
No significant difference between groups, but tendency
for higher rate in the virtual group.
Depression remission (75% or greater decrease in
severity ratings): Less than half of the study population.
No significant difference between groups, but tendency
for a higher rate in the virtual group.
Quality of life: Significant increase for both groups.
Significantly higher increase in the virtual group. Significant effect of time.
Health-related functional ability: Significant increase
for both groups. Significantly higher increase in the
virtual group. Significant effect of time.
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Authors (year)

Population

Intervention (virtual) Comparison (nonvirtual) Outcomes and results

Norden et al
(2020) [21]

114 visits; United
States; Stanford’s
Accountable Care
Organization’s
patient population (younger,
healthier, more
tech-savvy)

Stanford ClickWell
Care, a novel virtual
primary care clinic;
videoconferencing
or telephone visits
with a primary care
provider

Ruskin et al
(1998) [17]

30 patients; Unit- 1 in-person consulta- 2 in-person consultations •
ed States; psychi- tion with a psychia- with a psychiatrist
atric inpatients
trist; 1 videoconferencing consultation
•
with a telepsychiatrist
•

In-person visits at the
•
Stanford ClickWell Care
clinic with a primary care •
provider
•

•

•

Ruskin et al
(2004) [19]

119 patients;
United States;
veterans

Videoconferencing
with a telepsychiatrist

In-person consultations
with a psychiatrist

•
•
•
•

•
•
•

Yeung et al
(2016) [18]

a

190 patients;
United States;
monolingual Chinese American
immigrants

T-CSCTg; T-CSCT
involving culturally
sensitive psychiatric
assessment, and collaborative care;
videoconferencing
with a bilingual
telepsychiatrist; primary care provider,
bilingual telepsychiatrist, and bilingual
care manager

Treatment as usual; in•
person consultations with
a primary care provider; •
a single videoconferencing evaluation with a
telepsychiatrist; treat•
ment recommendations
from the telepsychiatrist
•

Number of visits: Significantly higher in the virtual
setting than in-person.
Number of labs ordered: No significant difference between groups.
Number of images ordered: No significant difference
between groups.

Interrater reliability for results from the Structured
Clinical Interview for DSM-III-Rf: High for both
groups. No significant difference between groups.
Patient satisfaction: High for both groups. No significant
difference between groups.
For the intervention group, “Overall, which did you
prefer?”: Most preferred the in-person consultation.
For the intervention group, “Would you rather have a
video examination with a psychiatrist or an in-person
examination by a general practitioner who might know
a little less about psychiatry?”: Most preferred the virtual consultation.
For the intervention group, “If you lived two hours away
from the hospital, would you rather travel to the hospital
to see the psychiatrist in person or go to a place close
to your home and see the psychiatrist by video?”: Most
preferred the virtual consultation.
Depression severity: Significant reduction in both
groups. No significant difference between groups.
Depression response (50% improvement from the first
to the last visit): Similar rate in both groups.
Depression remission (17-item Hamilton Depression
Rating Scale score ≤7): Similar rate in both groups.
Treatment adherence in terms of dropout rates, time
course of dropouts, number of session appointments
kept, and pill counts: No significant difference between
groups.
Patient satisfaction: High for both groups. No significant
difference between groups.
Psychiatrist satisfaction: High for both modalities of
care. Significantly higher for nonvirtual care.
Resource consumption or “cost effects” through persession cost with or without factoring psychiatrist
travel time and total Veterans Affairs health care resource consumption: $86.16 for a telepsychiatry session
and $63.25 for an in-person session. Equal cost if the
psychiatrist had to travel 22 miles to the clinic. Modality of care was not associated with significantly different
consumption of health care.
Depression severity: Significantly higher reduction for
the intervention group.
Depression response rate (Hamilton Depression Rating
Scale score improvement of ≥50%): Significantly
higher for the intervention group.
Depression remission rate (Hamilton Depression Rating
Scale score ≤7): Significantly higher for the intervention
group.
Quality of life: No significant difference between
groups.

INCPAD: Indiana Cancer Pain and Depression.

b

DFD: depression-free day.

c

QALY: quality-adjusted life year.
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d

All monetary values are reported in US dollars.

e

BRIGHTEN: Bridging Resources of an Interdisciplinary Geriatric Health Team via Electronic Networking.

f

DSM-III-R: Diagnostic and Statistical Manual of Mental Disorders (Third Edition, Revised).

g

T-CSCT: Telepsychiatry-based culturally sensitive collaborative treatment.

Main Results for Nonreview Articles
Of the 13 nonreview papers, 11 included results regarding
depression variables, 8 included results with regard to
perceptions, and 11 included results regarding other variables.
Outcomes and results relevant to the scope of this review for
the included nonreview articles are detailed in Table 2 [10-22].
Regarding depression outcomes and variables, all 11 studies
resulted in improvement in depression with the use of virtual
care, and studies that compared the virtual intervention group
with a nonvirtual comparison group either obtained equivalent
improvement or better results with virtual care. Studied
depression outcomes and variables include depression severity,
severity improvement rate, depression-free days (DFDs),
response rate, remission rate, treatment aspects such as
adherence, and depression interrater reliability for diagnosis.
Perceptions regarding virtual care were favorable to virtual care
or equivalent to in-person care according to almost every metric
studied. Examined perceptions include patient satisfaction,
caregiver satisfaction, psychiatrist satisfaction, working alliance,
need for time to adapt, willingness to pay for mental health
services, and care preferences.
Other variables were significantly improved with virtual care.
Studied variables included quality of life, quality-adjusted life
years (QALYs), functioning, appointment keeping, number of
visits, number of complementary tests ordered, physical health,
and comorbid somatization, phobia, and anxiety.
It was also proven that telepsychiatry can be more cost-effective
than in-person psychiatry. Examined costs and related variables
include consultation time, consultation cost, cost-effectiveness,
per-session costs, physician time cost, nurse care manager cost,
system cost, system maintenance costs, cost per DFD or QALY,
and post–start-up incremental cost per DFD or QALY gained.

variables, perceptions, and other variables. All applicable studies
resulted in improvement in depression with the use of
telepsychiatry, which was always measured to be equivalent or
better for virtual care compared with in-person psychiatry.
Patient satisfaction and other perceptions were examined, and
telepsychiatry again performed at least as well as in-person care
according to almost every metric studied. Quality of life,
functioning, and similar variables were significantly improved
with virtual care. Telepsychiatry also tended to perform better
than in-person care. Cultural sensitivity and collaborative care
were also part of some studied telemedicine programs.

Gaps in the Literature
Additional research should be conducted on themes already
covered in the articles included in this review. These themes
include depression outcomes, perceptions such as patient
satisfaction, cost-efficiency, and other outcomes. However,
stakeholders would benefit from larger study populations, more
studies conducted outside the United States, and more studies
about general practitioners, as well as fewer potential conflicts
of interest and more transparency.
Research should also be conducted on aspects of telepsychiatric
care of patients with depression that are not covered as
extensively in the included articles. These aspects include effects
on suicide risk, suicidal ideation incidence, evolution of
comorbid diseases, health behaviors, societal productivity, work
productivity and absenteeism, personal and household income,
marital outcomes, and parenthood outcomes, as well as the
well-being of caregivers and relatives. Many perceptions could
be studied, including those of patients, physicians, health care
professionals, caregivers, and relatives. Studies should also be
conducted regarding medical student training in telepsychiatry
[5].

Discussion

Research themes could be explored through various
methodologies, including systematic reviews and randomized
clinical trials.

Overview of the Literature

Limitations

This review aimed to map the literature on use of telepsychiatry
to treat depression by physicians as well as to examine the
effects and perceptions regarding telepsychiatry and how it
compares to traditional in-person care. A total of 28 articles
were included [10-37], and all 13 nonreview articles were
analyzed further [10-22]. The generalizability of the findings
may be modulated by the fact that most studies were recent, but
it may be limited for primary care populations and countries
other than the United States. Although quality appraisal of the
studies was not part of the methodology of this study, bias risk
may be modulated by the high proportion of randomized studies,
the low proportion of clear and explicit declared absence of
conflicts of interest, and the average study size, which may
arguably be considered sufficiently small or large. The analyzed
articles contained measured outcomes related to depression

The results of this review are subject to limitations. As
definitions of telepsychiatry may differ, the scope of this review
might also be considered too narrow in various ways, such as
its focus on physicians, its exclusion of psychotherapy as the
main intervention, its exclusion of patients with anxiety
disorders, and other eligibility criteria that may be considered
limited or firm. The chosen search terms may have further
influenced the identification of relevant articles in this direction
or may have hindered the identification of relevant articles such
as studies about telephone medicine, asynchronous telemedicine,
pediatricians, or special patient populations. The selected
databases may have also influenced the results of this review;
however, this decision was supported by the characteristics of
the selected databases as well as the preliminary search.
Arguably, other databases could have been considered.
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Similarly, not searching the gray literature may have influenced
the results; however, it was decided that this review would be
limited to peer-reviewed articles. Backward and forward
reference searching has not been conducted. Including other
professions may have better covered some research themes,
such as quality of work life, quality of personal life, health
behaviors, and other aspects. Some may also disapprove of the
use of the PRISMA-ScR guidelines or the Arksey and O’Malley
framework [9]. The choice to include a case study may be
criticized, as the study population consists of only 1 patient
[15]. Finally, the generalizability of the findings may be limited
for certain locations, medical specialties, patient subsets, and
other clinical environment characteristics not represented among
the included articles.

Conclusions
This review examines the literature on telemedicine in the care
of depression by physicians, as well as its related effects and
perceptions. More research is recommended to fully understand

Echelard
the current and potential roles of telepsychiatry when used by
physicians caring for patients with depression. This research
should examine various outcomes, including depression
variables such as symptom severity and suicidal risk, perceptions
such as stakeholder satisfaction and working alliance, health
care outcomes such as cost-effectiveness, and other outcomes
such as quality of life and work productivity. Studies should be
conducted in various clinical contexts, such as urban or rural
primary care, and in developing countries.
This review suggests that telemedicine tends to be at least as
effective for depression care compared with in-person care, and
it may be more cost-effective. Patient satisfaction tends to be
high and perceptions tend to be favorable.
As depression is a highly prevalent and burdensome disease,
its toll on patients’ mental and physical health as well as its
health care burden can probably be reduced by improving and
implementing virtual psychiatric care of depression by
physicians.
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