
Brief psychological interventions in face-to-
face and telehealth formats: a comparison

of outcomes in a naturalistic setting

Item Type Article

Authors Lalor, Isabella;Costello, Chloe;O'Sullivan, Matthew;Rice,
Catherine;Collins, Pádraig

Publisher Emerald Publishing

Journal Mental Health Review Journal

Download date 25/05/2023 02:48:59

Link to Item http://hdl.handle.net/10147/634559

Find this and similar works at - http://www.lenus.ie/hse

http://hdl.handle.net/10147/634559


1 

 

This is the ‘Author Accepted Manuscript’ i.e. final 

draft accepted for publication. 

 

To access the ‘Version of Record’ please see 

 
 

Lalor, I., Costello, C., O'Sullivan, M., Rice, C. and Collins, P. (2022), "Brief 

psychological interventions in face-to-face and telehealth formats: a comparison of 

outcomes in a naturalistic setting", Mental Health Review Journal,  

 

 

 https://doi.org/10.1108/MHRJ-05-2022-0029 
 

 

 

 

 

 

 

 

 

 

 
'This article is © Emerald Group Publishing and permission has been granted for this version 
to appear here (www.lenus.ie). Emerald does not grant permission for this article to be further 
copied/distributed or hosted elsewhere without the express permission from Emerald Group 
Publishing Limited.' 
  



2 

 

Brief psychological interventions in face-to-face and telehealth formats: A 

comparison of outcomes in a naturalistic setting 

 

Abstract 

Purpose: In this study we compare the effectiveness of low intensity psychological 

interventions provided face-to-face with those provided by telephone and video-based 

modalities in a primary care psychology service for individuals with mild-to-moderate mental 

health difficulties. 

Method: Participants (N=384) were service users who completed at least one intervention 

with the service over a two-year period between 2019 and 2021. Using psychometric 

measures of anxiety and low mood, a repeated measures design pre-, mid-, and post-

intervention evaluated service users’ clinical outcomes. Data analysis was carried out on 

those participants (N=289) who had completed all three of the required psychometric 

measures.  

Findings: All formats of intervention showed a significant and equivalent reduction in low 

mood and anxiety scores at completion of intervention, regardless of the format of therapy. 

This suggests no discernible difference in the effectiveness of the three formats of 

intervention in this service. In addition, no significant association was found between the 

format of intervention and service user dropout rates.   

Originality /Implications: This study availed of data arising pre and during a pandemic as a 

naturalistic experiment into the use of telehealth in delivering brief psychological 

interventions in a frontline community service. The effectiveness of telephone and video-

based brief psychological interventions was found to be comparable to that experienced by 

face-to-face interventions. This provides preliminary support for the inclusion of telehealth 

options for service users engaging with low intensity psychotherapeutic services.  
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Introduction 

It is now well-established that various models of psychological therapy have been shown to 

be effective in the treatment of a range of mental health difficulties and disorders (cf: National 

Institute for Health and Care Excellence - NICE guidelines 2022). The majority of research in 

this area involves psychological therapy that has been delivered in a face-to-face (FTF) format, 

whether individually or at a group level. However, advances in technology in recent years 

have led to the advent of “online therapy” or “telemental health” i.e. delivering psychological 

interventions through the use of technology, with varying levels of human interaction 

(Grohol, 1999). Research into online therapy is relatively in its infancy compared to standard 

psychological therapy research. However studies to date have yielded promising results as to 

its efficacy (Mohr et al., 2012; Stubbings et al., 2013; Norwood et al., 2018; Fernandez et al., 

2021).  

For commissioners and those developing psychological services, work by authors such as 

Nordwood et al. (2018) and Fernandez et al. (2021) increasingly raises the question of what 

elements, if any, of a standard psychological service can appropriately be provided via a 

telehealth format rather than in the traditional face-to-face fashion. Answering this question 

requires not only knowledge of the research on telehealth efficacy (i.e. clinical outcomes in 

controlled trials) but also crucially research on how effective telehealth formats are in real-

life scenarios compared to standard face-to-face approaches i.e. telehealth’s effectiveness in 

standard frontline service provision. 

Evidence of the benefits of psychological telehealth 

Studies to date have shown that telephone and Video Based Therapy (VBT) formats of 

psychological therapy can produce similarly positive results compared to FTF interventions 

(Mohr et al., 2012; Stubbings et al., 2013; Fernandez et al., 2021; Norwood et al., 2018). 

Additionally, online therapeutic approaches have the advantage of being more accessible to 

certain populations, for example those with impaired mobility or elderly individuals (Osborne 

et al., 2018). To date, systematic reviews of online therapy research have indicated that online 

therapy is both generally feasible and accepted by a wide variety of populations (Backhaus et 

al., 2012; Jenkins-Guarnieri et al., 2015; Venturo-Conerly et al., 2021). Additionally, Fernandez 

et al. (2021) reported in their most recent meta-analysis of VBT that individuals engaging in 

cognitive behavioural therapy (CBT) by video for depression, anxiety and post-traumatic 

stress disorder showed particular improvements compared to other mental health 

difficulties.  Barnett et al’s (2021) ‘rapid umbrella review of systematic reviews’ of telemental 

health similarly found telemental health interventions to produce at least a moderate 

decrease of symptom severity, with video-conferencing in particular producing results in 

clinical outcomes and service user acceptability comparable to face-to-face interventions. 
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Challenges of psychological telehealth  

Stoll, Muller and Trachsel (2020) have discussed the ethical considerations of online 

therapeutic services, acknowledging benefits in accessibility and convenience. However, they 

also reported issues in privacy, confidentiality and security for service users, in addition to the 

greater risk for miscommunication between service user and therapist and added difficulties 

in managing crisis situations. Indeed, the researchers note the need for further research in 

comparing FTF and online health approaches and whether these approaches are truly 

comparable. As telehealth can encompass phone as well as video modalities Drew et al.’s 

(2021) research on low-intensity, telephone interventions may also be relevant in that it 

emphasised that a lack of flexibility around adherence to the treatment protocol can 

compromise the personalisation and responsiveness of the service. 

Telehealth and brief psychological interventions 

While there is growing debate in the inclusion of online therapy across the full spectrum of 

mental health services, the potential role of telehealth in the area of brief, focussed 

psychological therapy i.e. as an initial step in a stepped care approach, has been particularly 

explored (e.g. Twomey et al, 2013). Brief face-to-face psychological therapy (i.e. up to 6-8 

sessions) has been shown to be effective in reducing symptoms of anxiety and low mood 

(Collins et al., 2020; Corpas et al., 2021) and has been implemented within primary care 

psychology services internationally. For example, in the UK, brief therapy services were 

introduced in 2008 via the Improving Access to Psychological Therapies (IAPT) service, in order 

to improve access to therapy services, yielding positive results in recovery and reduced 

waiting times (NHS Digital, 2018) with 1 million service user being seen within the first 3years 

(DoH, UK 2012). In the Republic of Ireland, evaluations of the Access to Psychological Services 

Ireland (APSI) service reported similar levels of clinical recovery and reliable change from the 

swift provision of brief psychological interventions (Bourke & Byrne, 2012; McHugh et al. 

2013; McHugh et al. 2016; Walshe et al. 2019; Collins et al., 2020). 

Theoretical Frameworks 

The theoretical frameworks utilised in the area of telehealth have primarily focussed on 

explaining individuals’ use of technology rather than the impact on psychotherapy. E.g. 

Naslund et al. (2017) reported that behavioural frameworks such as Social Cognitive Theory 

(McAlister et al., 2008) and the Theory of Planned Behaviour (Montano & Kasprzyk, 2008) 

may be useful to consider in guiding the use of digital technologies. Similarly, the Technology 

Acceptance Model (Davis, 1989) offers a framework for predicting individuals’ behaviour and 

acceptance  with regard to technology and information systems, and is widely referenced in 

research exploring individuals’ use of telehealth (Rahimi et al., 2018).  

However, integrating such research with our pre-existing knowledge on the importance of 

the therapeutic alliance in psychotherapy (Ardito & Rabellino, 2011; Horvath & Luborsky, 
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1993) may be important in furthering our understandings of the value and limitations of 

telehealth. Understanding firstly whether clinical outcomes and dropout rates are impacted 

by the use of these modalities may be one helpful step in exploring whether the nature and 

quality of the overall therapeutic relationship is influenced by the use of these media. 

The Covid-19 Pandemic as a naturalistic experiment in the provision of telehealth 

The advent of the recent Covid-19 global pandemic forced mental health services around the 

world to adapt and restructure their usual normal methods of service delivery. Within the 

Irish healthcare system, the Health Service Executive’s (HSE) introduction of pandemic 

restrictions for individuals meeting in person led to the APSI service offering online formats 

(phone and video-based) of the service’s brief psychological interventions. The standard 

clinical outcome and service user satisfaction measures collected as part of the previous face-

to-face service provision continued to be collected during this period, providing a basis by 

which to compare (with certain caveats explored further in the Discussion), outcomes 

delivered by face-to-face and telehealth modalities by the same staff in the same service. 

Ethical approval for the research was provided by the regional healthcare Central Research 

Ethics Committee. 

 

Method 

Nature of Service Provision 

APSI provides psychological interventions for adults presenting with mild to moderate mental 

health difficulties in six primary care sites across the county of Roscommon in the Republic of 

Ireland. The service was delivered by Assistant Psychologists (under the supervision of Senior 

Clinical Psychologist) who had a primary degree/higher diploma in Psychology, and/or an 

applied psychology / research master’s in Psychology. Before delivering treatment, 

practitioners attended training workshops that focused on how to work with common mental 

health difficulties, including workshops on delivering brief CBT. This training was delivered by 

a Senior Clinical Psychologist who also provided weekly group clinical supervision and 

fortnightly individual supervision.  

Following a structured assessment and consideration in group supervision, individuals 

deemed appropriate for the service were offered a choice of stepped-care interventions 

consistent with NICE guidelines (NICE 2009; 2011). The psychological interventions consisted 

of guided self-help (GSH) or brief CBT (bCBT). GSH involved the provision of self-help material 

with two further follow-up contacts from the practitioner. One-to-one bCBT consisted of six 

sessions delivered on consecutive weeks.  
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Format of Intervention  

Traditionally interventions were exclusively provided in face-to-face format but from March 

2020, during the Covid-19 pandemic, video conferences or phone calls were offered as 

alternative modalities to deliver the standard interventions with service users having the 

choice between video or phone formats. Video conferences were carried out using laptop or 

mobile devices using online platforms such as ‘Attend Anywhere’. Data that was collected 

from October 2019, 18 months before the first Covid-19 outbreak (interventions being 

provided exclusively face-to-face), was compared with data collected in the 18months from 

March 2020 up until October 2021 (interventions predominantly provided via video 

conferences or phone calls). 

Service Users 

Those deemed suitable for the service were adults (aged>18), resident in county Roscommon, 

presenting with mild-to-moderate mental health difficulties (as determined by referral 

information and at initial assessment). Diagnostic categories were not used except as where 

related to specific exclusion criteria or where referral to specialist services may have been 

indicated. Referrals to the service were typically made by GPs, secondary care mental health, 

or through self-referral. Exclusion criteria were having significant cognitive impairment, 

substance abuse difficulties, or active risk of suicide, violence or self-neglect. Where a service 

user had severe or complex mental health difficulty (e.g., psychosis, bipolar disorder) a service 

was only provided if they were currently in a state of sufficient remission to be able to 

positively engage with a brief, self-directed psychological intervention focussed on relieving 

the symptoms of low mood or anxiety. These exclusion criteria were screened on receipt of 

the referral and during the initial assessment.  

Evaluation Design and Measures 

A repeated measures design was used to evaluate service users’ clinical outcomes i.e. changes 

in their scores on the Patient Health Questionnaire-9 (PHQ-9) and Generalised Anxiety 

Disorder (GAD-7), and to compare whether they differed significantly depending upon the 

format of intervention. For all formats of intervention, service users were administered pre-, 

mid- and post-intervention psychometrics. These included the PHQ-9 and the GAD–7 measure 

due to their high degree of reliability and validity in the measurement of low mood and 

anxiety (Gilbody et al., 2007; Kroenke et al., 2001; Spitzer et al., 2006). ‘Clinical recovery’ has 

been defined as a sufficient alleviation of anxiety or depressive symptoms as measured by 

PHQ-9 and GAD-7 such that service user moves from within the clinical range at assessment 

(i.e. ≥ 10 on PHQ-9 or ≥ 8 on GAD-7) to a remission of symptoms and functional improvement 

that places them no longer within the clinical range. ‘Reliable change’ has been defined as 

involving a reduction of scores on an individual’s symptom measure that is considered 

clinically significant. This was defined as an improvement of ≥ 6 on the PHQ-9 and an 

improvement of ≥ 4 on the GAD-7 from assessment to completion of intervention and 
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discharge (Jacobson & Truax, 1991).Chi-squared analysis would be undertaken to see whether 

the format of intervention influenced drop-out rates. A mixed between-within subjects’ 

analysis of variance would be undertaken to assess whether the formats of intervention had 

an impact on participants PHQ-9 scores and GAD-7 scores across three time periods (pre-

intervention, mid-intervention, and post-intervention). 

Results 

A total of 384 service users completed at least one intervention with the service between 

October 2019 and October 2021, where 325 service users completed six session of bCBT and 

the remaining 59 service users did not continue with the service following an initial 

assessment.  Of the 325 service users who completed six sessions of bCBT, 99 (30.5%) were 

males and 226 (69.5%) were females aged between 18 and 87 years (m = 42, SD = 14.7, Md = 

40 (IQR: 29, 50)). Skewness and kurtosis values as well as boxplots were obtained to examine 

the distribution for age. No outliers were identified, and the distribution appeared to be 

approximately normal which was supported by low skewness and kurtosis standardized 

values (.144 and .287, respectively). Of these 325 service-users, there were completed pre, 

mid- and post- clinical outcome data for 289. Psychometrics not being administered at the 

assessment or ending session, or the service user declining to fill in all the psychometrics, 

contributed to incomplete collection of data. In terms of the format of intervention for those 

who completed the clinical outcome data (n = 289), 178 (62.8%) service users completed bCBT 

face-to-face, 62 (20.6%) completed bCBT via video conference, and 49 (16.6%) completed 

bCBT via phone call (see Tables 1 and 2). 

Table 1: Drop-out rates by format of intervention (n = 384) 

 Face-to-face Video Phone call Total 

Service users  247 72 65 384 

Drop-out rates (following initial 

assessment) 

17% (43/247) 7% (5/72) 17% (11/65) - 

 

Table 2: Percentage of service users (with complete data) who completed each format of 

intervention and by age/gender (n = 289).  

 Face-to-

face 

Video Phone call Total 

Service users  62.8% 

(178/289) 

20.6% 

(62/289) 

16.6% 

(49/289) 

289 

Average Age (in years) 44.4 34.4 41.4 - 

Male Participants  32% 

(57/289) 

33.8% 

(21/289) 

22.4% 

(11/289) 

- 

Female Participants  68% 

(121/289) 

66.2% 

(41/289) 

77.6% 

(38/289) 

- 
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Outcome with Service 

A chi-squared test for independence was carried out to identify whether the format of 

intervention had an impact on drop-out rates of service users post assessment or mid bCBT 

intervention. No significant impact was found between format of intervention and outcome 

with service (i.e. completed vs. incomplete), X2 (2, n = 384) = 4.8, p >.05. 

Format of Intervention and PHQ-9 Scores 

A mixed between-within subjects’ analysis of variance was conducted to assess the impact of 

the three different formats of intervention on participants PHQ-9 scores across three time 

periods (pre-intervention, mid-intervention, and post-intervention). There was no significant 

interaction between intervention format and PHQ-9 scores across time, Wilks’ Lambda = .97, 

F (4, 376) = 1.7, p = .15, partial eta squared = .018. There was a substantial main effect for 

PHQ-9 scores across time, Wilks’ Lambda = .48, F (2, 188) = 101.4, p < 0.001, partial eta 

squared = .519, with all three formats of intervention showing a reduction in PHQ-9 scores 

across three time periods. Table 3 and Figure 1 shows the reduction of service users PHQ-9 

mean scores from pre-intervention to post-intervention for each of the formats of 

intervention. The main effect comparing the three types of intervention was not significant, 

F (2, 189) = 1, p = .37, partial eta squared = .011, suggesting no difference in the effectiveness 

of the three formats of intervention. 

 

Table 3: PHQ-9 scores for each format of intervention across the three time periods. 

  Face-

to-Face 

  Video   Phone  

Time N M SD n M SD n M SD 

Pre-intervention 106 10.98 6.38 48 12.6 4.87 38 12.84 5.62 

Mid-intervention 106 8.68 5.7 48 8.85 4.35 38 9.18 5.55 

Post-intervention 106 5.74 5.22 48 6.98 4.54 38 6.13 4.47 
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Figure 1: PHQ-9 scores of service-users pre-, mid- and post-intervention for each format of 

intervention. 

 

Format of Intervention and GAD-7 Scores 

A mixed between-within subjects’ analysis of variance was also conducted to assess the 

impact of the three different formats of intervention on participants’ GAD-7 scores across 

three time periods (pre-intervention, mid-intervention, and post-intervention). There was no 

significant interaction between intervention format and GAD-7 scores across time, Wilks’ 

Lambda = .996, F (4, 374) = .196, p = .94, partial eta squared = .002. There was a substantial 

main effect for GAD-7 scores across time, Wilks’ Lambda = .487, F (2, 187) = 88.77, p < 0.001, 

partial eta squared = .487, with all three formats of intervention showing a reduction in GAD-

7 scores across three time periods. Table 4 and Figure 2 shows the reduction of service users 

GAD-7 mean scores from pre-intervention to post-intervention for each of the formats of 

intervention. The main effect comparing the three formats of intervention was not significant, 

F (2, 188) = 2.45, p = .37, partial eta squared = .089, suggesting no difference in the 

effectiveness of the three formats of intervention. 

 

P
 

Time Period 
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Table 4: GAD-7 scores for each format of intervention across the three time periods. 

  Face-

to-Face 

  Video   Phone  

Time N M SD n M SD n M SD 

Pre-intervention 105 10.9 5.67 48 11.79 4.15 38 12.47 5.09 

Mid-intervention 105 7.92 5.04 48 9.27 4.5 38 9.24 5.24 

Post-intervention 105 5.46 4.75 48 6.77 3.98 38 7.11 4.39 

 

 
 

Figure 2: GAD-7 scores of service users pre-, mid- and post-intervention for each format of 

intervention. 

 

Clinical outcomes: clinical recovery and reliable change 

Of the 178 service users who completed an intervention face-to-face, 62.6% of treatment 

completers that scored ≥ 10 on PHQ-9 (n = 99) demonstrated clinical recovery by scoring ≤ 9 

at discharge (n = 62); and 69.2% of treatment completers that scored ≥ 8 on GAD-7 (n = 120) 

demonstrated clinical recovery by scoring ≤ 7 at discharge (n = 83). Of the 62 service users 

who completed intervention via VBT, 61% of treatment completers that scored ≥ 10 on PHQ-

G
 

Time Period 



11 

 

9 (n = 41) demonstrated clinical recovery by scoring ≤ 9 at discharge (n = 25); and 78% of 

treatment completers that scored ≥ 8 on GAD-7 (n = 50) demonstrated clinical recovery by 

scoring ≤ 7 at discharge (n = 39). Of the 49 service users who completed intervention via 

phone call, 62.8% of treatment completers that scored ≥ 10 on PHQ-9 (n = 35) demonstrated 

clinical recovery by scoring ≤ 9 at discharge (n = 22); and 50% of treatment completers that 

scored ≥ 8 on GAD-7 (n = 40) demonstrated clinical recovery by scoring ≤ 7 at discharge (n = 

20). 

Of the 178 service users who completed intervention face-to-face, 43.8% (n = 78) 

demonstrated a reliable reduction in their scores on the PHQ-9; and 59.5% (n = 106) 

demonstrated reliable reduction in their scores on the GAD-7. Of the 62 service users who 

completed intervention via VBT, 48.3% (n = 30) demonstrated a reliable reduction in their 

scores on the PHQ-9; and 58% (n = 36) demonstrated reliable reduction in their scores on the 

GAD-7. Of the 49 service users who completed intervention via phone call, 51% (n = 25) 

demonstrated a reliable reduction in their scores on the PHQ-9; and 69.3% (n = 34) 

demonstrated reliable reduction in their scores on the GAD-7. 

 

Table 5: Percentages of service users that demonstrated clinical recovery and reliable 

reduction across formats. 

  Face-to-Face Video Phone  

Clinical Recovery PHQ-9 62.6% (62/99) 61% (25/41) 62.8% (22/35) 

 GAD-7 69.2% (83/120) 78% (39/50) 50% (20/40) 

Reliable Change PHQ-9 43.8% (78/178) 48.3% (30/62) 51% (25/49) 

 GAD-7 59.5% (106/178) 58% (36/62) 69.3% (34/49) 
 

Chi-square Analysis: clinical recovery and reliable change 

A chi-square test for independence indicated no significant association between format of 

intervention and levels of clinical recovery for PHQ-9 scores (X2 (1) = .04, p = .98) or for GAD-

7 scores (X2 (1) = .98, p = .613). Similarly, a chi-squared test for independence indicated no 

significant association between format of intervention and levels of reliable change for PHQ-

9 scores (X2 (1) = 4.8, p = .092) or for GAD-7 scores (X2 (1) = 1.83, p = .401). 
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Discussion 

The Covid-19 pandemic produced a naturalistic experiment into whether the use of telehealth 

formats by the same staff, in the same service, impacted upon clinical outcomes in a primary 

care psychological service that normally used a face-to-face format exclusively. While certain 

clear caveats apply, as discussed below, in interpreting these results (including acknowledging 

the small sample size) it was striking that the results indicated a lack of difference in terms of 

clinical outcomes between the formats of delivering brief psychological intervention. Given 

the clear increase in accessibility to psychological intervention that video sessions may create, 

these results may indicate, with regard to brief psychological interventions, telehealth could 

be a valuable addition to service delivery in primary care psychology.   

The results showed that an equivalent proportion of individuals who received interventions 

in a virtual format, as those who received FTF intervention, demonstrated a statistically 

significant improvement in symptoms of anxiety and low mood (approximately half, in 

keeping with previous research e.g. Collins et al., 2020). The analysis indicated that, in terms 

of outcomes on standardised measures, no format was significantly better or worse than the 

other. These results would appear to be in line with previous research that indicated that 

online methods of therapy can lead to similarly positive outcomes for service users as 

standard FTF therapy practice, (Mohr et al., 2012; Stubbings et al., 2013; Norwood et al., 

2018; Fernandez et al., 2021).  

It is interesting to note no significant differences in clinical outcomes were found between 

video or phone modes of intervention. This may be in keeping with some review studies 

suggesting the telephone format has no significant detrimental effects on the interactional 

aspects of psychological therapy (Bidargaddi et al., 2015; Irvine et al., 2020). Overall, such 

results may indicate that a sufficiently beneficial therapeutic alliance was achieved across all 

formats to allow positive outcomes, given how important the working alliance between 

therapist and client has been reported to be in determining therapeutic outcomes (Ardito & 

Rabelliono, 2011; Norwood et al., 2018; Cataldo et al., 2018). Further analysis of the service 

user satisfaction questionnaires and further qualitative interviews of the service user 

experience (the subject of a separate paper) may help determine whether this was the case. 

Similarly, further research examining whether the age of the service user, or other 

demographic markers, influence their choice of service modality could be beneficial.  

These results clearly relate to one type of psychological intervention i.e. brief, low-intensity 

interventions delivered by Assistant Psychologists to adults with mild to moderate mental 

health difficulties. Consequently, inferences cannot be made to longer-term psychological 

therapy delivered by more qualified practitioners to individuals with more severe 

presentations. Nevertheless, within a primary care context, these clinical outcomes are in 

keeping with reported results in similar tier psychological services internationally (e.g. IAPT, 

NHS Digital, 2018). 
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Given the size and design of this study, including the absence of randomisation, it doesn’t 

seek to make any population-wide inferences of a causal nature but rather provides indicative 

information how clinical outcomes across different formats of service delivery may relate to 

each other. Conversely, the study’s strengths includes its highly naturalistic setting involving 

a frontline primary care service that did not filter on the basis of diagnosis but saw all 

community presentations across a broad spectrum of ages who presented with mild-to-

moderate mental health difficulties. As such, the study more closely maps on to the ‘real-life’ 

experiences of delivering psychological services in the community. Nevertheless, future 

research assessing whether factors such as age has an impact in the 

engagement/effectiveness of particular modes of intervention would be valuable. 

The timespan covered by the study (pre- and during the Covid pandemic) introduces certain 

complexity to interpreting the results. For example, service users availing of virtual contacts 

during the pandemic may have been disproportionately affected by the additional stress of 

living through a pandemic. Conversely, for some service users ‘lockdowns’ may have 

alleviated certain work-related or social pressures. There is also the possibility that virtual 

psychological interventions were disproportionately valuable to individuals when all other 

forms of social contact in their lives had temporarily disappeared.  Virtual contact may be less 

attractive to service users in non-pandemic times. Separate research may be needed to 

explore these complex issues further. 

Much of the virtual interventions carried out in this study were during a time of societal crisis. 

However the clinical outcomes remained positive. Also while pandemics may be rare, it is 

commonplace that individuals seek psychological support at times of personal crisis (whether 

precipitated by local or global issues). Therefore, if such support can be swiftly and more 

accessibly offered in virtual formats, then ethically this may be something that psychological 

services will need to actively explore as a core part of their ongoing service provision. For 

many services this may involve considering a ‘blended’ service model where online and face-

to-face modalities are available to service users. In such a model the nature of the 

presentations, as well as service user choice, may influence the decision on what modality is 

best utilised. 

 

Despite the limitations outlined above, the current study offers a relatively unique, especially 

in an Irish context, evaluation of the clinical outcomes of brief psychological therapy delivered 

across different formats. The results are indicative of the potential positive role that 

telehealth may play in making brief, low intensity psychological interventions more accessible 

in our communities. Further controlled research will be needed prior to any more definitive 

conclusions. However these preliminary results indicate that the case for larger-scale research 

and for broader pilot studies into the provision of brief psychological interventions by 

telehealth is becoming increasingly stronger. 
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