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Abstract

Aside from “traditional” and well-known approaches in the assessment and treatment of depression, both 
clinicians and patients are facing an increasing number of innovative solutions resulting from develop-
ments in technology. Since 1959, telepsychiatry has paved the way for current achievements in the pro-
vision of mental health care in remote areas. The rapid development of the internet and mobile devices, 
such as mobile phones and tablet computers, has allowed new solutions to emerge, capable of increasing 
accessibility and quality of care. Relevant qualified mental health care is not always best provided in per-
son. Video-conferencing, mobile mental health applications and web-based solutions are changing early 
detection, prevention, assessment and treatment of various mental health conditions, including depres-
sion. Promotion of mental health and psychoeducation through the increasing use of telecommunica-
tions technology should help in the fight against stigma as professionals in health care accept and adopt 
the new approaches offered by this technology.
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Introduction 

E-mental health (eMH) is the use of telecommunication and information technologies to deliver mental 
health services at a distance (1). eMH interventions have a number of advantages: they are easily ac-
cessible, provide anonymity to the user and are less expensive than personal patient-provider contacts 
(2). Different options enable a variety of approaches including, for example: direct remote audio-video 
contact between the patient and the clinician; web-based approaches where the patient is working with, 
for example, cognitive behaviour therapy (CBT) schema at home with low professional support; psycho-
education where no professional support might be necessary; use of mobile apps where no professional 
support is required; self-help and prevention services with or without professional support; or a combina-
tion of these approaches.

Telepsychiatry in general practice

The majority of depressed patients should be treated within general practice (GP). However, general prac-
titioners are not always able to recognize, assess and/or treat various types of depressive conditions. The 
use of telecommunication technology is capable of increasing competence, collaboration and supervi-
sion of general practitioners. Synchronous telepsychiatry (ST) is the most described and evidence-based 
form of eMH. Patient and doctor can see and hear each other, and interact regardless the distance (vid-
eoconference in real time). Research studies have demonstrated that ST is capable of providing mental 
health care equal to in-person treatment for various mental health conditions, including depression, in 
at least some cases (3-8). A particularly interesting approach has been developed in Denmark since 2010: 
the telepsychiatry “shared care” model. GP clinics in the outskirt areas of Denmark have been connected 
with the Little Prince Treatment Centre in Copenhagen. The centre has telepsychiatry-based cross-cultural 
expertise more than others in Europe (9). The centre is specialized in videoconference-based psychiatric 
treatment of ethnic minorities where affiliated clinicians are bilingual, culturally competent mental health 
professionals. This means that, for example, depressive patients with limited Danish language proficien-
cy may be ”remotely” assessed and/or treated by bilingual clinicians via telepsychiatry, with no need for 
interpreters. Nevertheless, the Danish patient population do also have the possibility to ”meet the psychi-
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atrist or psychologist” via videoconference while the patient physically is located at the GP clinic. Further 
advantages of the telepsychiatry-based “shared-care” model is supervision of general practitioners and 
staff members at the GP clinic as well as psychoeducation of caregivers (family members of the patient).

Web-based solutions

The internet offers new and attractive methods for delivering interventions such as CBT on a large scale at 
relatively low costs. Web-based approaches are easily accessible and require the minimum of professional 
clinical support. Web-based CBT (ICBT) depression treatment developed in Sweden and The Netherlands 
requires low clinical support by enabling the patient to work on cognitive schema via a respective web-
site. Both CBT and psychoeducation delivered via the internet are effective in reducing symptoms of 
depression (10). When used correctly, web-based interventions produce treatment effects similar to those 
observed in face-to-face treatment (11-16).

”Remote” psychoeducation aimed at enhancing mental health literacy and encouraging help-seeking 
attitudes is important in fighting against stigma and indirectly improves the treatment of depression as 
well. Online social media (e.g. facebook, twitter, etc.) are used in order to provide mental health promo-
tion campaigns and to conduct evaluative research (17).

Mobile applications 

Some web-based treatment solutions can be “translated” into mobile applications (apps). Mobile phones 
enable the patients to follow treatment modules that are shortened versions of the modules available 
via the web. Apps can be used to monitor the patient’s progress, for example medication adherence and 
symptom monitoring. App developers have been able to tap some of the techniques of CBT and translate 
them into useful mobile applications. The current rapid growth in the use of mobile phone apps provides 
the opportunity to increase access to relevant care. 

Accurate reporting of patient symptoms is critical for diagnosis and therapeutic monitoring in psychiatry. 
Smartphones offer an accessible, low-cost means to collect patient symptoms in real time and to aid in 
care. Data collected through an app may potentially be both more sensitive to the symptoms of a major 
depressive disorder and better able to detect suicidal ideation. Digital monitoring of symptoms seems to 
be feasible and provides an engaging, real-time, and low-cost supplement to more traditional methods 
aimed at the maintenance of mental health (18).

Mental health apps have the potential to improve treatment accessibility and efficacy with very limited 
or no support from the clinicians. This approach is particularly interesting for policy makers in view of the 
potential economic and resource-related benefits. The World Health Organization (WHO) has stated that 
mobile technologies have “potential to transform the face of health service delivery across the globe” 
(19). However, there is still a lack of scientific evidence for their efficacy (20). Less than 1% of commercially 
available mental-health apps have been studied for their efficacy, including those developed in order to 
improve treatment of depressive symptomatology.

Apps in general practice

Within the European FP7 project, colleagues from The Netherlands and Sweden developed an ICT (in-
formation and communications technology) based system for use in primary care that aims to improve 
access as well as actual care delivery for depressed adults. Some of the useful innovations include: flex-
ible self-help treatments for depression; automatic assessment of the patient using mobile phone and 
web-based communication; wearable biomedical sensor devices for monitoring activities and electro-
physiological indicators; computational methods for reasoning about the state of a patient and the risk 
of relapse (reasoning engine); and a flexible system architecture for monitoring and supporting people 
using continuous observations and feedback via mobile phone and the web (21).

However, not every application is equally relevant or beneficial for each depressed patient. By identifying 
which predictors and moderators lead to beneficial outcomes, it should be possible to make an accurate 
selection of the best initial treatment for depressed individuals. Different eMH programs may be more 
beneficial for specific age groups. For example, for younger people, internet-delivered interpersonal psy-
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chotherapy may be the preferred treatment choice, whereas older participants might derive more bene-
fits from internet-delivered CBT programs (22).

Conclusion

eMH services have the capacity not only to overcome traditional geographical, attitudinal and financial 
barriers to access to care, but also to lower overall delivery costs and reduce demands on the clinical 
workforce. Clinicians should be made aware of the increasing potential of options that are becoming 
available through eMH. The aim will be to promote and use the telecommunication technology in men-
tal health provision without compromising quality of care. However, it should be emphasised that eMH 
is not a substitute but a supplement to existing mental health services. Some patients will still prefer 
person-to-person clinical contact. Ethnic minorities with insufficient language proficiency might prefer 
remote contact via mother tongue rather than in-person contact via an interpreter. Autism-spectrum 
patients might prefer the intimacy of their own homes while speaking with the clinician via telepsychiatry 
as ”home-telepsychiatry”. Most young people are in daily communication via mobile devices and com-
puters.

A reasonable combination of ”traditional” and ”technological” approaches will probably be the most ef-
fective way, in future, of dealing with a number of mental health conditions including depression. Access 
to relevant care, as well as circumventing stigma, is becoming easier due to technological development. 
Soon we may see a paradigm shift. Relevant and high-quality mental health care might not necessarily 
need to be provided in-person. The balance between such technological approaches and person-to-per-
son care is changing. What the right balance will be in the future has yet to be determined.

References

1. Mucic D, Hilty D. E-Mental health. Berlin: Springer International; 2015.

2. Moock J. Support from the Internet for individuals with mental disorders: advantages and disadvantages of   
 e-mental health service delivery. Frontiers in Public Health. 2014 Jun 11;2:65.

3. Nelson EL, Barnard M, Cain S. Treating childhood depression over videoconferencing. Telemedicine Journal and  
 E-health. 2003 Mar 1;9(1):49-55.

4. Ruskin PE, Silver-Aylaian M, Kling MA, Reed SA, Bradham DD, Hebel JR, Barrett D, Knowles III F, Hauser P.   
 Treatment outcomes in depression: comparison of remote treatment through telepsychiatry to in-person   
 treatment. American Journal of Psychiatry. 2004 Aug 1;161(8):1471-6.

5. Zaylor C. Clinical outcomes in telepsychiatry. Journal of Telemedicine and Telecare. 1999 Mar;5(1_suppl):59-60.

6. Hunkeler EM, Meresman JF, Hargreaves WA, Fireman B, Berman WH, Kirsch AJ, Groebe J, Hurt SW, Braden   
 P, Getzell M, Feigenbaum PA. Efficacy of nurse telehealth care and peer support in augmenting treatment of   
 depression in primary care. Archives of Family Medicine. 2000 Aug 1;9(8):700.

7. Chong J, Moreno F. Feasibility and acceptability of clinic-based telepsychiatry for low-income Hispanic primary  
 care patients. Telemedicine and e-Health. 2012 May 1;18(4):297-304.

8. Moreno FA, Chong J, Dumbauld J, Humke M, Byreddy S. Use of standard webcam and internet equipment for   
 telepsychiatry treatment of depression among underserved Hispanics. Psychiatric Services. 2012    
 Dec;63(12):1213-7.

9. DenLillePrins – DK [Internet]. Denlilleprins.org. [cited 25 December 2018]. Available from: http://denlilleprins.org/

10. Christensen H, Griffiths KM, Jorm AF. Delivering interventions for depression by using the internet: randomised  
 controlled trial. BMJ. 2004 Jan 29;328(7434):265.

11. Barak A, Hen L, Boniel-Nissim M, Shapira NA. A comprehensive review and a meta-analysis of the effectiveness of  
 internet-based psychotherapeutic interventions. Journal of Technology in Human Services. 2008 Jul 3;26(2-  
 4):109-60.



Cutting Edge Psychiatry in PracticeCEPiP.org

242

12. Dear BF, Titov N, Schwencke G, Andrews G, Johnston L, Craske MG, McEvoy P. An open trial of a brief    
 transdiagnostic internet treatment for anxiety and depression. Behaviour Research and Therapy. 2011 Dec   
 1;49(12):830-7.

13. van Straten A, Cuijpers P, Smits N. Effectiveness of a web-based self-help intervention for symptoms of   
 depression, anxiety, and stress: randomized controlled trial. Journal of Medical Internet Research. 2008 Jan;10(1).

14. Titov N, Dear BF, Schwencke G, Andrews G, Johnston L, Craske MG, McEvoy P. Transdiagnostic internet treatment  
 for anxiety and depression: a randomised controlled trial. Behaviour Research and Therapy. 2011 Aug   
 1;49(8):441-52.

15. Van Bastelaar KM, Pouwer F, Cuijpers P, Riper H, Snoek FJ. Web-based depression treatment for type 1 and type 2  
 diabetic patients: a randomized, controlled trial. Diabetes Care. 2011 Jan 5:DC_101248.

16. van Bastelaar KM, Pouwer F, Cuijpers P, Twisk JW, Snoek FJ. Web-based cognitive behavioural therapy (W-CBT)   
 for diabetes patients with co-morbid depression: design of a randomised controlled trial. BMC Psychiatry. 2008  
 Dec;8(1):9.

17. Hui A, Wong PW, Fu KW. Evaluation of an online campaign for promoting help-seeking attitudes for depression  
 using a facebook advertisement: an online randomized controlled experiment. JMIR Mental Health. 2015   
 Jan;2(1).

18. Torous J, Staples P, Shanahan M, Lin C, Peck P, Keshavan M, Onnela JP. Utilizing a personal smartphone custom  
 app to assess the patient health questionnaire-9 (PHQ-9) depressive symptoms in patients with major depressive  
 disorder. JMIR Mental Health. 2015 Jan;2(1).

19. mHealth: New horizons for health through mobile technologies [Internet]. World Health Organization (WHO);   
 2011 [cited 25 December 2018]. Available from: http://www.who.int/goe/publications/goe_mhealth_web.pdf

20. Donker T, Petrie K, Proudfoot J, Clarke J, Birch MR, Christensen H. Smartphones for smarter delivery of mental   
 health programs: a systematic review. Journal of Medical Internet Research. 2013 Nov;15(11).

21. Warmerdam L, Riper H, Klein MC, van de Ven P, Rocha A, Henriques MR, Tousset E, Silva H, Andersson G, Cuijpers  
 P. Innovative ICT solutions to improve treatment outcomes for depression: the ICT4 Depression project. Annual  
 Review of Cybertherapy and Telemedicine. 2012 Sep 14;181(1):339-43.

22. Donker T, Batterham PJ, Warmerdam L, Bennett K, Bennett A, Cuijpers P, Griffiths KM, Christensen H. Predictors  
 and moderators of response to internet-delivered interpersonal psychotherapy and cognitive behavior therapy  
 for depression. Journal of Affective Disorders. 2013 Oct 1;151(1):343-51.


	CEPiP5_5_ONLINE_FINAL_PR-Doc-Page-249
	CEPiP5_5_ONLINE_FINAL_PR-Doc-Page-250
	CEPiP5_5_ONLINE_FINAL_PR-Doc-Page-251
	CEPiP5_5_ONLINE_FINAL_PR-Doc-Page-252

