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ABSTRACT
Objectives This study reviewed existing 
recommendations for virtual mental healthcare services 
through the quadruple aim framework to create a set of 
recommendations on virtual healthcare delivery to guide 
the development of Canadian policies on virtual mental 
health services.
Design We conducted a systematic rapid review 
with qualitative content analysis of data from included 
manuscripts. The quadruple aim framework, consisting 
of improving patient experience and provider satisfaction, 
reducing costs and enhancing population health, was used 
to analyse and organise findings.
Methods Searches were conducted using seven 
databases from 1 January 2010 to 22 July 2022. We used 
qualitative content analysis to generate themes.
Results The search yielded 40 articles. Most articles 
(85%) discussed enhancing patient experiences, 55% 
addressed provider experiences and population health, 
and 25% focused on cost reduction. Identified themes 
included: screen patients for appropriateness of virtual 
care; obtain emergency contact details; communicate 
transparently with patients; improve marginalised 
patients’ access to care; support health equity for all 
patients; determine the cost- effectiveness of virtual care; 
inform patients of insurance coverage for virtual care 
services; increase provider training for virtual care and set 
professional boundaries between providers and patients.
Conclusions This rapid review identified important 
considerations that can be used to advance virtual 
care policy to support people living with mental health 
conditions in a high- income country.

INTRODUCTION
Virtual delivery of ambulatory healthcare 
became widespread in high- income countries 
after the onset of the COVID- 19 pandemic, 
and its adoption has been sustained, even as 
guidance recommending its use has evolved. 
‘Virtual care’ can be defined as ‘any interac-
tion between patients and/or members of 
their circle of care, occurring remotely, using 
any forms of communication or information 
technologies, with the aim of facilitating or 

maximising the quality and effectiveness 
of patient care’.1 In Canada, there was an 
overall 56- fold increase in the use of virtual 
care, comprising 71% of primary care visits in 
the first months of the COVID- 19 pandemic.2 
Similarly, in international settings, there 
has been a 38- fold increased volume of 
virtual care in healthcare, when compared 
with prepandemic use.3 Furthermore, this 
increased volume has persisted, years after 
the pandemic onset.4

Although there has been a steady return to 
in- person care due to vaccination and other 
public health measures decreasing the risk of 
severe COVID- 19 disease, virtual delivery has 
become the default modality for many health 
concerns, particularly mental health. Mental 
health concerns are common; about 20% of 
people will have a mental health issue in any 
given year.5 In most settings, primary care 
is the first point of access for mental health 
services,6 and common mental illnesses 
such as anxiety and depression are the most 
frequent conditions for which people seek 
out primary care services.7 8 Virtual care 
has been reported to be as accurate from a 
diagnostic perspective for simple diagnoses 
not requiring in- person physical examina-
tions,9 but there is limited evidence about the 
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diagnostic accuracy or effectiveness virtual care delivery 
related to mental health conditions.

Despite the rapid and sustained proliferation of 
virtual care across healthcare settings, there has been 
no attempt to bring together existing recommendations 
and peer- reviewed guidelines for virtual care delivery 
of mental health services. The quadruple aim is an 
established health quality framework that includes the 
following pillars: improving patient and caregiver expe-
riences, reducing costs, supporting population health 
and improving provider experiences.10 It has been used 
in health services research to determine the priorities of 
different populations within the healthcare setting,11 12 
but to our knowledge, has not been used to understand 
virtual care recommendations in high- income settings. 
For this reason, we conducted a rapid review to identify 
recommendations for virtual delivery of mental health 
services to adults in high- income countries, using the 
quadruple aim to guide our analysis and synthesis of the 
results.

METHODS
We used rapid review methodology to search for, review 
and organise mental health standards from international 
sources. A rapid review is a form of knowledge synthesis 
that accelerates the process of conducting a traditional 
systematic review through streamlining or omitting 
specific methods to produce evidence for stakeholders in 
a resource- efficient manner. We chose this over a tradi-
tional systematic or scoping review because we wanted to 
quickly generate evidence that could be used in a policy- 
making process to develop national standards for virtual 
delivery of mental health services in Canadian primary 
care; this manuscript reports results of the first phase of 
that rapid- cycle project,13 which subsequently went on 
to conduct focus groups and interviews and extensive 
policy review to generate a list of standards. We followed 
Cochrane Methods Rapid Reviews guidance14 as well as 
Tricco et al’s specific recommendations for conducting 
rapid reviews related to the COVID- 19 pandemic.15 Our 
rapid literature review was conducted in line with the 
principles outlined in,16 as there is currently no dedi-
cated reporting checklist specifically tailored for rapid 
reviews. In order to uphold a thorough and transparent 
reporting process, we aligned our reporting with the 
Preferred Reporting Items for Systematic Reviews and 
Meta- Analyses (PRISMA) guidelines. We employed the 
PRISMA checklist17 to ensure all pertinent sections and 
topics were included and also reported the checklist for 
the abstract. (Checklist can be found in online supple-
mental appendices A and B).

Our overall aim was to identify recommendations for 
virtual delivery of mental health services to adults in high- 
income countries. Within the literature, virtual mental 
healthcare services are referred to using a variety of terms, 
including but not limited to: telemental health, telep-
sychiatry and psychiatric telehealth. In this manuscript, 

we use the term ‘virtual mental health services’, which 
we define as, ‘ …the use of telecommunications […such 
as telephones…] or videoconferencing technology to 
provide mental health services’.18

We initially focused on synchronous care, where the 
patient and provider are meeting in real time.19 We 
searched for peer- reviewed literature to identify guid-
ance and recommendations for virtual mental health 
in primary care settings. We did not limit the search 
regarding specific mental health conditions. References 
had to make specific recommendations for virtual health-
care services in ambulatory settings such as psychiatry, 
family medicine and/or primary care. We intentionally 
kept the inclusion criteria broad and included resources 
that did not necessarily relate exclusively to primary care 
because our initial discussions and preliminary explo-
ration of the literature suggested that we may miss rele-
vant resources if we limited exclusively to primary care. 
We excluded resources focused exclusively on substance 
use disorder diagnosis and management. We excluded 
resources related exclusively to asynchronous care that is 
self- directed and mobile health (also known as ‘mhealth’) 
wearable technologies. In line with rapid review meth-
odology, we did not conduct a risk of bias assessment of 
included studies. In addition, the search was limited to 
high- income countries to maximise the generalisability 
to the Canadian healthcare setting. Detailed inclusion/
exclusion criteria are available in table 1.

Our search strategy was developed in collaboration with 
an information specialist at Unity Health Toronto on our 
team (CZ). We included English- language articles, from 
both peer- reviewed and grey literature, from any country 
on the World Bank list identified as high- income coun-
tries.17 We started with a systematic formalised database 
search of seven databases from 1 January 2010 to 22 July 
2022: All Medline (via Ovid), PsycINFO (Ovid), Embase 
(Ovid), Scopus, Cochrane Central Register of Controlled 
Trials and Cochrane Database of Systematic Reviews 
(EBM Reviews Ovid) and CINAHL (EBSCO host). We 
limited our search to resources published on or after 1 
January 2010 because we assessed that limiting to this 
more recent literature would provide insights more likely 
to be generalisable to contemporary technologies. Our 
team included clinicians, researchers, people with lived 
experience of mental illness, from multiple Canadian 
provinces and the UK. The information specialist (CZ) 
performed the database searches (online supplemental 
appendix C), compiled and deduplicated the results in 
EndNote.

Article selection process
We used Covidence review management software to 
enable reviewer pairs to screen articles. Title and abstract 
screening were conducted by two independent reviewers 
(LL and NE). If an abstract or summary was available, the 
reviewer conducted a brief full- text screening to assess 
eligibility. Any disagreement encountered in eligibility 
was resolved through discussion with a third reviewer 
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(BO’N). Two independent reviewers (NE and AY) 
conducted full- text screening of each potentially relevant 
resource, and disagreements in eligibility were resolved 
through consensus with a third reviewer (BO’N).

Data extraction
Once full- text articles were identified from the database 
searches, two team members’ extracted data using a data 
extraction template which was tested and refined through 
team discussion and trialled with five previously identi-
fied resources. We extracted data related to author and 
year, authors’ location; specific setting in which the study 
was conducted/to which the guidelines or recommenda-
tions applied; study description; provider type; whether 
people with lived experience were involved in generation 
of recommendations; and the text of recommendations 
or guidance according to aspects of the quadruple aim 
(improving patient experience; improving population 
health; reducing costs; improving provider experience).10

Analysis and synthesis approach
We conducted directed content analysis of data extracted 
from included manuscripts.20 We used the quadruple 
aim as our initial categorisation matrix.21 Two authors 
(NE and AY) read included manuscripts and extracted 
excerpts of text from the manuscripts that were related 
to each aspect of the quadruple aim. This was completed 
independently in parallel, and then three authors (NE, 
AY and BO’N) met and reviewed the excerpts together. 
Then one author (NE) reviewed each excerpt and gener-
ated codes from the textual excerpts, and then combined 
these into subcategories. Then, NE and BO’N met to 
review the subcategories and combined them into the 
‘themes’ that are represented in the results section of 
this manuscript. Throughout this process, we discussed 
the emerging ‘themes’ at two project meetings, where 
multiple authors discussed the analysis and proposed 
slight alterations to the phrases or words used to describe 
particular phenomena. For example, we replaced ‘special 
populations’, a description of a theme related to data 
extracted under quadruple aim 2 (‘improving population 

health’) with ‘equity- deserving groups’ in the first 
instance and then further modified this to ‘marginalised 
populations’.

Patient and public involvement
Two people with lived experience of mental health 
concerns (EA and another team member who chose not 
to be identified) were members of the study team and 
involved in a series of team meeting where we developed 
and approved the research question and search keywords. 
As themes were being developed, findings were regu-
larly reviewed with the study team, which at that point 
included one person with lived experience of mental 
health concerns (EA) who provided substantive input on 
the final themes.

RESULTS
The primary search strategy identified 2760 records 
(online supplemental appendix C). Of these, 106 full- text 
articles were screened and 40 articles met the eligibility 
criteria and were included in the analysis (figure 1).

Included articles were published mostly in the USA 
(n=24; 60%), followed by other countries: Canada (n=2, 
5%), South Africa (n=2, 5%), the UK (n=2, 5%), China 
(n=1, 2.5%), Poland (n=1, 2.5%), Australia (n=1, 2.5%) 
Switzerland (n=1, 2.5) and Qatar.1 Five articles (12.5%) 
did not specify a country of origin.

Most articles described the setting to which their recom-
mendations or guidance applied in general terms as 
‘virtual mental healthcare’ (n=29, 72.5%) or the ‘mental 
health sector’ (n=1, 2.5%) A few were more specific about 
the setting, such as a psychiatry clinic (n=2, 5%), geriat-
rics clinic (n=1, 2.5%), neuropsychology clinic (n=1, 
2.5%) or a prison (n=1, 2.5%). One article described 
that it was applicable to ‘virtual mental healthcare during 
COVID- 19 outbreaks’ (n=1, 2.5%). Two articles were 
focused on specific populations served by specialised 
clinics: one for people with bipolar disorder (n=1, 2.5%) 
and one for deaf patients (n=1, 2.5%).

Table 1 Inclusion/exclusion criteria for review

Inclusion Exclusion

 ► Guideline or recommendation
 ► Any mental health condition (other than substance use)
 ► Any study design
 ► Phone visit and/or video visit
 ► Any ambulatory care setting (such as primary care, family 
medicine, psychiatry, ‘virtual emergency department’)

 ► Any ‘registered healthcare professional’ (such as 
physicians, social workers, nurses, psychologists)

 ► Published in English
 ► 1 January 2010–22 July 2022
 ► Adults; populations ≥18 years of age
 ► Developed for use in high- income economies and upper- 
middle- income economies (using World Bank list)77

 ► Apps; smartphone apps; mhealth; wearable technology, 
ehealth

 ► Non- clinician delivered services
 ► Children; <18 years of age
 ► Addictions (alcohol, tobacco, cannabis or other substance 
use; process addictions)

 ► Neurodegenerative disorders; including dementia
 ► Published before 1 January 2010
 ► Group psychotherapies
 ► Care delivered asynchronously

https://dx.doi.org/10.1136/bmjopen-2023-079244
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With respect to the type of healthcare professional to 
which recommendations or guidance applied, 14 articles 
described this as for ‘clinicians/healthcare professionals’ 
in general (n=14, 35%). Eight articles were for psychol-
ogists (n=8, 20%). Four were focused on ‘mental health 
clinicians/practitioners/providers (10%). Three were for 
physicians (7.5%) and three for psychiatrists (7.5%). Two 
articles were for psychotherapists (5%), two for nurse 
practitioners (5%) and two for primary care providers 
(5%). One article was for counsellors (2.5%), one for 
neuropsychologists (2.5%) and one for social workers 
(2.5%). One article did not have any description of the 
type of healthcare provider to which it was applicable 
(2.5%) (in total, this adds to >40 articles because several 
articles described multiple types of healthcare providers).

Online supplemental appendix D shows the extracted 
data from all included studies. None of the included 
manuscripts reported that they had any patient or 

caregiver involvement in the development of guidelines 
or recommendations, so we did not include this in the 
table.

The themes extracted for each quadruple aim are 
summarised in figure 2.

Quadruple aim 1: improving patient and caregiver experience
34 articles (85%) were found to have information related 
to quadruple aim 1. From data extracted related to this 
aim, we identified three themes:

 ► Screen patients for appropriateness of virtual care 
(n=30, 75%).

 ► Obtain emergency contact details (n=5, 12.5%).
 ► Communicate transparently with patients (n=8, 20%).

Screen patients for appropriateness of virtual care
22 (52.5%) articles described the importance of, or 
methods for, assessing before virtual appointments to 

Figure 1 PRISMA flow diagram. PRISMA, Preferred Reporting Items for Systematic Reviews and Meta- Analyses.
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evaluate whether virtual care is a viable, useful method 
of care delivery for a patient’s particular needs.22–43 For 
example, one article described the importance of estab-
lishing a ’relationship’ between healthcare providers and 
patients to assess virtual care appropriateness23; another 
three articles noted that patients generally have a positive 
view of psychological screening assessments conducted 
prior to a virtual visit.24–27

Three articles (7.5%) listed criteria that providers 
should assess prior to a first virtual visit including: health-
care services the patient requires, resources available to 
providers and what is required for sustainable longitu-
dinal care.28–30 One article suggested providers should 
also assess how their patients perceive their conditions,31 
and four (n=7.5%) recommended asking what patients 
wish to gain from their appointment(s).32–35

Two articles (5%) noted that providers should assess 
potential risks of using virtual care for each patient, and 
whether providers and patients have appropriate tech-
nology for virtual appointments and patients’ cognitive 
capacity to consent to virtual care.36 37 Three articles 
(7.5%) recommended providers should assess if patients 
have a safe environment to attend a virtual healthcare 
appointment.36 38 39 One article noted that sensory defi-
ciencies, particularly visual and auditory, can impede 
patient capacity to engage in videocalls.40 Three articles 
(7.5%) noted that the most important consideration is 
whether patients want a virtual appointment or not.32 41–43

Obtain emergency contact details
Three articles (7.5%) mentioned the importance of 
emergency contacts for verifying the patient’s location, 
both to assess whether care could be provided in the 
context of licensure in that particular jurisdiction (for 
state licensure requirements) and for having knowledge 
on where to dispatch emergency services if a crisis were 
to happen during a virtual appointment.44–46 Two arti-
cles (5%) discussed the need for providers to engage in 

safety planning, such as what to do in case of self- harm, 
with their patient and document the plan, including 
emergency contacts, immediately after an initial appoint-
ment.47 48

Communicate transparently with patients
Eight articles (20%) emphasised the need for trans-
parent communication between patients and providers. 
One article stated generally that ethical and professional 
standards of care and practice should be maintained by 
psychologists throughout appointments.41 Five articles 
described that whether patients want to continue with 
virtual care after initially using it should be assessed on an 
ongoing basis, and the modality changed if requested.49–53 
Two articles (5%) highlighted the importance of health-
care providers explicitly informing patients of the steps 
they take ensure confidentiality of their sessions.54 55

Quadruple aim 2: improving population health
27 articles (67.5%) had information related to quadruple 
aim 2. Two major themes were identified:

 ► Improve marginalised patients’ access to care (n=22, 
52%).

 ► Support health equity for all patients (n=8, 20%).

Improve marginalised patients’ access to care
22 included articles (52%) focused on improving margin-
alised patients’ access to care, noting that technology has 
the potential to expand patient access to mental health 
services. Fourteen of these articles (35%) stated that 
virtual mental health services can facilitate patients’ access 
to necessary services that they might not otherwise have, 
such as those living in rural areas where many lack access 
included articles (52%) focused on improving accessi-
bility, noting that technology has the potential to expand 
patient access to mental health services. Fourteen articles 
(35%) also stated that virtual mental health services can 
facilitate patients' access to necessary services that they 

Figure 2 Recommendations from reviewed literature in context of quadruple aim domains.
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might not otherwise have, such as those living in rural 
areas where many lack access to in- person mental health 
therapy, or for individuals living with limited mobility or 
disability.22 25 28 30 36 38 39 41 46 47 52 55–57

Three articles (7.5%) noted virtual care could be useful 
for people who have diagnoses or for whom symptoms 
of their diagnoses might preclude attending in- person 
visits,37 42 including the provision of psychotherapy and 
education for patients with severe personality disor-
ders.53 Four articles (10%) noted that using telepsychi-
atry to deliver mental health treatments could alleviate 
the provider shortage, having a direct impact on access 
to care.24 26 44 51 Stigma was also highlighted by one of 
the articles as a barrier to receiving care and that virtual 
modalities might ease access to care by reducing stigma 
experienced by patients accessing virtual services, through 
not having to go to a public place such as a hospital or 
clinic.35

Support health equity for all patients
Another theme explored was supporting marginalised 
populations, those for whom access to (in- person) mental 
healthcare is limited for some reason, in achieving health 
equity. For example, one article (2.5%) noted that virtual 
modalities can aid in providing deaf communities in the 
USA with services that are linguistically and culturally 
appropriate.50

One article (2.5%) highlighted the ability of telepsy-
chiatry to minimise health inequalities and contribute 
to health equality by reaching communities who would 
otherwise go unserved.56 Another discussed problems 
related to the ‘digital divide’ and how telepsychiatry 
cannot reach its therapeutic and equity- promoting poten-
tial if patients in need do not have access to or know how 
to use the internet.43

Three articles (7.5%) described how virtual modalities 
could support the availability of mental health services 
through facilitating care from existing providers into 
new settings such as prisons26 27 29 and one noted that a 
population of veterans preferred virtual mental health-
care due to stigma surrounding mental health within 
that community.35 One article (2.5%) noted the impor-
tance of tailoring safety plans to specific situations such 
as geographical or jurisdictional area,45 since there might 
be unique challenges related to specific marginalised 
populations.

Quadruple aim 3: reducing costs
10 articles (25%) had information related to quadruple 
aim 3. Two major themes were identified:

 ► Determine the cost- effectiveness of virtual care (n=7, 
17.5%).

 ► Informing patients of insurance coverage for virtual 
care services (n=3, 7.5%).

Determine the cost-effectiveness of virtual care
Seven articles (17.5%) discussed whether virtual care could 
be cost- effective. One (2.5%) described telemedicine as 

more cost- effective compared with in- person appoint-
ments, because it reduces patient- level costs related to 
time and travel for attending appointments.36 Another 
article (2.5%) reported that online psychotherapy could 
lower healthcare expenses for clients, therapists and 
society since it is reportedly cost- effective, although they 
did not provide specific figures.38 Two articles suggested 
that virtual care could somehow reduce long waiting lists 
for face- to- face therapy, because a single therapist may be 
able to see more patients, and that this could result in 
greater cost effectiveness with more patients served for 
the same number of staff.38 50

In one article (2.5%), virtual mental healthcare was 
linked to lower healthcare expenditures per capita 
because more patients with mental illnesses could receive 
more effective care which could result in fewer hospital-
isations.27 Two articles (5%) on peer support interven-
tions for social isolation and depression reported that 
virtual delivery required less clinician time, lowering per 
capita healthcare costs.36 51 Another article about a tele-
psychiatry programme in prisons in the USA described 
between US$12 000 and US$1 million in cost savings after 
the implementation of remote programmes.58 A review of 
virtual care visits across several countries reported a lower 
no- show rate than in- person visits.42

Inform patients of insurance coverage for virtual care services
Three articles (7.5%) noted the importance for patients 
to know what virtual care services were and were not 
covered in their specific setting; one of these articles also 
noted the importance for providers to understand how 
virtual care is dealt with in their compensation model.55 
A review article of international literature from during 
the COVID- 19 pandemic described the importance of 
patients having access to clear information about what 
their insurance covers regarding virtual mental health-
care,43 since this often differs from what in- person 
services are covered. One article from Poland noted in 
that country, virtual visits are paid the same as in- person 
visits, as long as they are not being used inappropriately 
in place of a needed in- person assessment.59

Quadruple aim 4: improving provider experience
22 articles (55%) had information related to quadruple 
aim 4. We identified two major themes:

 ► Increase provider training for virtual care (n=10, 
25%).

 ► Set professional boundaries between providers and 
patients (n=15, 37.5%).

Increase provider training for virtual care
Ten articles (22.5%) focused on providing training for 
virtual care. Seven articles (17.5%) recommended that staff 
receive proper training and adopt an understanding and 
individualised communication approach.22 23 27 41–43 52 Two 
articles (5%) reported that providers should strengthen 
their communication skills by enrolling in training 
courses or programmes.57 60 Another article (2.5%) noted 
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the importance of physical comfort for providers, to avoid 
weariness and issues related to prolonged computer use.40

Set professional boundaries between providers and patients
Fifteen articles (37.5%) described the importance of 
scheduling and anticipated response times related to 
appointment booking and requests for urgent and or/
asynchronous care. Eight articles (20%) noted that 
because virtual care can theoretically be provided at any 
time of day, it is essential for patients to have unambig-
uous information about the provider or service’s working 
hours.28–30 38 44 48 59 60 Five articles (12.5%) recommended 
that providers and patients set a contract around an ‘antic-
ipated response time’ related to when a patient reaches 
out to a provider, when they should expect a response, 
at the start of their clinical relationship.33 34 38 46 49 Four 
articles (10%) described the importance of a person-
alised and empathetic communication style was empha-
sised across multiple articles.27 43 54 60 One article (2.5%) 
recommended providers avoid discussions about aspects 
related to life outside the clinical setting.60

DISCUSSION
Our rapid review found that articles describing mental 
health- based virtual services and standards offered a wide 
range of recommendations for practitioners. Our team 
condensed these recommendations into nine indepen-
dent guidelines that can be used to inform Canadian 
policy as well as future research on the logistics of virtual 
healthcare services.

We used the quadruple aim to extract data and then 
conducted directed content analysis using those extracted 
data. Our content analysis approach identified several 
important concepts related to virtual care for mental 
health, such as the extent to which it can enhance health 
equity, and the importance of establishing agreements or 
understanding between patients and providers about the 
expected time between a patient contacting a healthcare 
provider and their response. We found that many articles 
included in our manuscript were vague with respect to 
what discipline they related to (eg, 14 articles reported 
that they were targeting ‘clinicians’ or ‘healthcare profes-
sionals’ in general).

Overall, we found that there were fewer articles 
addressing the extent to which virtual care could reduce 
costs, in comparison with the number of articles reporting 
recommendations about improving patient and caregiver 
experience, improving population health or improving 
provider experiences. One article noted that although 
much research seems to portray a positive view of the cost- 
effectiveness of telehealth, less research is available evalu-
ating the cost- effectiveness of virtual mental health.61

Various other quadruple aim- based health services 
studies have shared similar findings. For example, in 
one article assessing the quadruple aim in the context 
of patient portals, researchers reported that providers 
had worries about implementing this new technology 

into their practices and how this may challenge provider 
boundaries, particularly if patients expected that this 
new technology would require providers to respond to 
their messages constantly and immediately.12 Other arti-
cles evaluating the potential of virtual mental health 
services post- COVID- 19 have also focused on themes not 
unlike our results, such as the importance of developing 
and providing sufficient virtual mental health training 
for healthcare providers.62 63 One article63 emphasised 
that whatever virtual mental health guidelines and stan-
dards are developed should be customised for different 
disciplines.

The quadruple aim suggests that healthcare systems 
and institutions should work to improve population 
health and the ‘patient experience of care’,10 among 
other things. Surprisingly, although almost all of our 
included manuscripts reporting standards for virtual 
mental healthcare provided recommendations related 
to improving either population health or patient expe-
rience, only one article reported patient inclusion or 
feedback within their work.45 Instead, they reported 
what researchers and providers believed to be best for 
their patients, based on their own experiences. Although 
other research has been done assessing patients’ opinions 
on virtual health services,64 65 or satisfaction after using 
these services,66 very little has been published reporting 
patients’ opinions on virtual mental health services. Addi-
tionally, while we focused our search on ‘synchronous’ 
delivery of virtual mental health services, many included 
articles also described the importance of and recom-
mendations for asynchronous virtual mental healthcare 
such as emails and text messages between patients and 
providers. Our team previously examined what virtual 
mental health services are included in provincial health 
coverage in Canadian settings and determined that in 
almost all cases, only synchronous care was included67; 
the emphasis we identified in this review on asynchro-
nous care suggests that there is interest in a more diverse 
basket of services being available. Future research in this 
area should explore patients’ experiences with and the 
effectiveness of all virtual care modalities.

Many articles praised the potential of virtual mental 
healthcare to improve the care for marginalised popula-
tions, such as those living rurally, or who may have limita-
tions due to mobility.64 Others cautioned that other parts 
of the population may be easily left behind in a provirtual 
mental healthcare era; some of these populations include 
patients with low internet access or poor technological 
literacy.68–70 Throughout high- income country settings, 
virtual delivery of mental health services has become a 
core part of the health system; although there were some 
questions of whether there would be a diminution of the 
use of virtual care as the public health concerns related 
to the COVID- 19 pandemic resolved, it is apparent that 
virtual modalities are a core aspect of the ‘new normal’.3 
A key takeaway from this research is the need for high- 
quality guidelines to support and guide for virtual mental 
healthcare; these could be used to guide development of 
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provider training and influence policy decisions about 
resource allocation. Above all, we found that research on 
the implications for virtual care has emphasised the need 
for it to be effective, safe for participants, timely, efficient, 
patient- centred and equitable.

Our work expands on other resources developed by 
provincial, territorial and federal healthcare associa-
tions on how to incorporate virtual care into mental 
healthcare- based settings and could be used to further 
guide policy development on virtual mental health-
care. For example, in parallel to this project, Ontario 
Health—a provincial healthcare association—developed 
and released a guidance reference document on using 
virtual care for treating depression and anxiety.71 This 
document summarised literature reviews on virtual care 
and cognitive–behavioural therapy as well as the needs of 
First Nations, Métis, Inuit and other Indigenous peoples. 
While there were numerous similarities to the themes we 
found, particularly those emphasising the need for patient 
screening and privacy policies, there was little guidance 
regarding training healthcare providers to deliver virtual 
care, setting professional boundaries with patients or 
assessing the cost- effectiveness of virtual health services.68 
In general, the guidance from provincial medical associ-
ations tended to also be somewhat vague (we reviewed 
these documents as part of our project, available at: 
https://pcmhstandards.ca/policy-overview/). Several 
guidance documents focused more on describing the 
potential usefulness of virtual healthcare for improving 
health equity.72 73 Others did not provide an outline of 
what is needed for effective delivery of virtual mental 
healthcare services.74 75

Strengths and limitations
Our approach has some limitations. This review is a 
‘rapid review’, which has been previously described as a 
‘…type of knowledge synthesis in which components of 
the systematic review process are simplified or omitted to 
produce information in a short period of time’.76 As such, 
while this review was well suited for establishing a knowl-
edge base regarding virtual care delivery guidelines, it is 
possible that our literature search was not fully compre-
hensive. Although this may have resulted in missing some 
relevant articles, we believe the value of having completed 
this in a relatively timely manner to guide policy develop-
ment outweighs that downside. Our use of the ‘quadruple 
aim’ as a framework for data collection from included arti-
cles may have impacted the interpretation of the content 
analysis, but we believe this provided an important direc-
tion that grounded our process in essential health services 
aims. In addition, despite our best efforts, the timeline 
of this review took longer than expected in order to 
prioritise resources to the completion of the entire grant 
project instead of to one individual article.

Strengths include our engagement of individuals 
with lived experience of mental illness throughout the 
review process, including in establishing the research 
question and reviewing emerging concepts and themes 

through the content analysis process. Our search iden-
tified relevant results and by conducting a rapid review 
as opposed to a systematic or scoping review, we have 
been able to incorporate these findings into a process for 
developing national standards for virtual mental health 
services in Canadian primary care,13 which will become 
important policy guidance for Canadian healthcare. We 
used rigorous methods throughout and advanced knowl-
edge in an area that had not previously been thoroughly 
examined.

CONCLUSION
Changes in the delivery of primary care brought about by 
the public health response to the COVID- 19 pandemic 
have necessitated an analysis of how virtual mental 
healthcare is delivered, and what recommendations exist 
to support and refine its delivery. This review described 
the extent to which existing recommendations in high- 
income settings fulfil domains within the quadruple aim, 
and generated new knowledge about concepts within 
these domains that can be used to guide policy develop-
ment. This review has occurred at an opportune time to 
address a burgeoning gap in knowledge, contributing to 
current understanding of the research and guidelines 
relied on by providers to deliver virtual care in high- 
income countries before, during and after the implemen-
tation of COVID- 19 restrictions.
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