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Abstract
Purpose of Review The goal of this paper is to provide a comparative review of using phone (audio-only) or video for men-
tal health treatments. Our review includes evidence of phone and video’s effectiveness in terms of reduced symptomology, 
retention, satisfaction, therapeutic alliance, and other outcomes of interest. This review also discusses how patients and 
providers’ experiences and attitudes differ between these two modalities. Finally, we present information on different usage 
rates of phone and video across patient populations and mental health provider types, and different implementation strategies.
Recent Findings Treatments through phone and video are both able to reduce symptoms related to mental health conditions 
and have both been found to be non-inferior to in-person care. Both phone and video are more convenient to patients. Video 
offers important visual information that can be important to diagnosing mental health conditions. Phone, however, is more 
broadly accessible and may come with fewer technological issues.
Summary In the context of mental health care, where non-verbal cues are tied to symptomology and diagnosing, and a strong 
relationship between patient and provider can enhance treatment, we encourage the use of video, especially for psychothera-
peutic services. However, as phone is more accessible, we ultimately recommend an accommodating approach, one that 
flexibly makes use of both phone and video. Future studies on telehealth should focus on direct, head-to-head comparisons 
between phone and video and conduct more rigorous testing on whether clinical differences exist.

Keywords Telehealth · Phone · Video · Mental health

Introduction

The ability to receive mental health care remotely—through 
either video or phone—has been available since 1960 [1, 
2]. However, until recently, several barriers stymied wide-
spread adoption of telehealth. Reimbursement policies either 
refused to cover telehealth visits or allowed reimbursement 
in only limited circumstances [3, 4]. Furthermore, many pro-
viders felt that telehealth offered lower quality care [5, 6].

All of this changed in early 2020. Stay-at-home orders 
during the COVID-19 pandemic that limit in-person care 
brought video and phone modalities to the forefront as 
patients and providers sought to continue care while limit-
ing exposure. Emergency allowances for full reimbursement, 
whether using phone or video, now allowed providers to 
deliver care through either modality, and the use of video 
and phone to deliver mental health care reached new heights 
[7•, 8, 9].
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But the use of phone and video did not increase in equiva-
lent proportions. Across different health systems, the use 
of phone outpaced video. For example, within the Veterans 
Health Administration, from April through June 2020, of all 
mental health encounters, 63% occurred over phone, 21% 
over video, and 14% were in-person [10]. In a survey of 
Medicare beneficiaries’ telehealth usage in the Fall of 2020, 
56% of visits were phone only, compared to 28% through 
video only, and 16% a combination of phone and video [11]. 
Given these trends, the question of whether to use phone or 
video to connect with patients has taken on a new salience.

The goal of this paper is to provide a comparative review 
of using phone or video for mental health treatments. The 
first section is organized by mental health conditions and 
focuses on the effectiveness of video compared to phone 
on a variety of outcomes (symptom reduction, retention, 
adherence, etc.). While an earlier meta-analysis computing 
weighted average effect sizes using results from previous 
studies attempted to understand whether phone or video 
resulted in greater reduction of symptoms across different 
mental health conditions [12•], we include a wider range 
of study designs and present findings on a greater range of 
effectiveness outcomes. This review also provides a more 
expansive survey of the telehealth landscape. The second 
section examines other issues relevant to the provision of 
video and phone, including patient and provider perspec-
tives, implementation, and usage across different provider 
types, services, and patient groups.

Methods

We define telehealth as the use of phone (audio-only) or 
videoconferencing to deliver synchronized, real-time care 
to patients, and include articles on using either of these 
modalities for mental health treatments. Studies that brought 
patients into a clinic and then connected them to a remotely 
located provider [13–15] are also included and treated as 
video studies. Studies on internet-based treatments, mobile 
apps, email, or instant messaging were not included. Our 
review includes randomized control trials, pilot and uncon-
trolled studies, qualitative methods, retrospective chart 
reviews, survey analysis, and clinical demonstrations.

Literature was drawn from an ongoing record of recent 
publications on video-telehealth, managed by our co-
authors’ (A.E and G.D.). We supplemented this with a 
dedicated search through the PubMed database for studies 
on phone for tele-mental health. We also conducted back-
wards search using citations of review articles [16, 17] and 
research reports [18]. We include studies published from 
2002 to 2022 to ensure a comprehensive review of original 
studies and to ensure a balanced compilation of phone and 
video studies.

Effectiveness of Video vs Phone Across 
Different Mental Health Conditions

This section reviews findings on the use of phone or video 
to deliver treatment for anxiety and depression, PTSD, 
substance use, bipolar disorder and schizophrenia, eating 
disorders, obsessive compulsive and tic disorders, and 
smoking cessation. With the exception of bipolar disor-
der and schizophrenia, each section conducts a compara-
tive review of phone and video treatments as they relate 
to effectiveness (symptom reduction). Table 1 provides a 
summary of the outcomes of interests across the different 
mental health conditions reviewed, and findings as they 
relate to phone or video.

Across almost all mental health conditions (with the 
exception of those in Smoking Cessation), randomized 
control trials compared telehealth treatment to in-person 
care or treatment as usual/standard care (i.e., no active 
treatment intervention).

Anxiety and Depression

Video telehealth may be particularly valuable for treating mood 
disorders, as patients who are diagnosed with a mood disorder 
are more likely to attend video appointments compared to 
patients with other diagnoses [19]. Both video and phone have 
been shown to be effective for reducing symptoms related to 
mood disorders. Phone therapy for depression is more effective 
than no-treatment or treatment-as-usual [20–23], and anxiety 
treatments delivered over phone are at least moderately  
effective for reducing symptoms relative to no treatment and 
treatment as usual [24]. An earlier review of controlled studies 
comparing video and in-person care showed that there is no 
difference in effectiveness between these two modalities for 
mood disorders [17].

Sustained effectiveness (effectiveness at n-month fol-
low-up) of treatments for depressive symptoms through 
phone has produced mixed findings. In one study, patients 
completing phone treatment reported fewer depressive 
symptoms at 4- and 8-month follow-up, in comparison to 
a standard care control group [25]. However, in another 
study, there were no significant differences between phone 
and standard care at follow-up [22], and another study 
showed that phone treatments resulted in fewer sustained 
effects compared to in-person care [26]. Offering treatment 
through video may be better at sustaining effects: improve-
ments in depression severity were sustained at two-month 
follow-up [27] in a study of home-bound older adults 
receiving video-based problem-solving therapy.

For patients with mood disorders, both video and 
phone are more likely to keep patients in care compared to 
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in-person treatment. Receiving care for depression through 
phone [23, 26] or video [28] leads to higher completion 
rates and fewer dropouts compared to in person care: in 
one study, 73% of video patients completed the study, 
compared to 63% of their in-person counterparts [28]; in 
another, phone patients tended to participate in one more 
session compared to in-person patients [23].

Post‑Traumatic Stress Disorder (PTSD)

Effectiveness of video-based treatment for PTSD are gener-
ally comparable to in-person care [16, 29, 30] and result in 
symptom improvement [13]. For phone-based treatments, 
patients receiving care through phone reported decreased 
PTSD symptoms in comparison to an assessment-only group 
[31].

Whether remote care can provide sustained effects for 
PTSD is inconclusive. A pre-post comparison of patients 
receiving care through video (with no modality comparison 
group), showed large effect size between PTSD symptoms 
at three-month follow-up [32]. However, another study 
that compared video and in-person care found that patients 
and providers disagreed on whether treatments had lasting 
effects: provider-assessments found continuing reduction in 
symptoms only for in person groups, but patient-reports on 
symptom reduction at follow-up were comparable across 
both video and in person [30]. No studies on the sustained 
effectiveness of phone-based PTSD treatment were found.

Patients receiving care through video for PTSD have been 
found to appreciate its convenience and confidentiality, and 
have found that it provides timely access to care [33]. How-
ever, in head-to-head comparison video and in-person care 
for PTSD, video patients were less satisfied than their phone 
counterparts [34], and treatments through video had higher 
rates of dropout compared to in-person care [13]. We did not  
find studies on patient satisfaction for PTSD treatments over 
phone.

Substance Use Disorders (SUD)

For SUD treatments, there are no significant differences in 
effectiveness when patients receive treatment over video or 
phone, compared to in-person care [35–38]. Patients receiv-
ing group therapy in person or by video had comparable 
rates of positive urine screening, similar duration of sus-
tained abstinence from opioids, and similar amounts of time 
spent in intensive counseling [35, 36].

Patients also reported similar levels of satisfaction with 
receiving substance SUD treatment through video as those 
receiving in person care [35, 36]. Convenience and increased 
confidentiality bolstered satisfaction with video, while pro-
viders report that technology was easy to learn and did not 
interfere with therapy [35].Ta
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Patients who received care through video had higher 
attendance and retention compared to those in-person care 
[35–37]. Asking patients to choose whether they would 
prefer in-person or video appears to have notable influence 
on retention, as patients who were given this flexibility had 
much lower drop-out rates compared to those who were 
restricted to in-person care [37].

Smoking Cessation

Studies on remotely delivered treatments for smoking cessa-
tion stand out in that they include head-to-head comparisons 
of phone versus video modalities for treatment. No differ-
ence in effectiveness of treatment was found between phone 
and video arms, with rates of abstinence, cigarettes per day, 
and quit attempts similar across both video and phone [14].
Compared to those using phone, participants using video 
were more likely to maintain smoking abstinence over a 
6-month follow-up period [39••]. Taken all together, smok-
ing cessation therapies can be effectively delivered using 
phone or video, but treatments over video may have more 
lasting effects.

While clinical outcomes appear comparable for phone or 
video, feasibility (assessed through patients’ ability to enroll, 
rates of access to video equipment, and retention rates) is 
not. Older patients, economically disadvantaged, or those 
living in regions with limited to no access to video-enabled 
equipment, have found treatment through video 30% less 
feasible than phone. However, those who were able to con-
nect over video were more likely to complete the study com-
pared to those who received treatment over phone, indicating 
that video may influence retention rate [39].

There are some significant limitations with one of the ran-
domized trials reviewed here [14, 15]. Fewer sessions were 
offered for participants in the video arm compared to the 
phone arm. Additionally, video sessions were delivered at a 
clinic (the participant would receive treatment on video at a 
clinic from a remotely located provider); while the telephone 
sessions were received in participants’ homse. Differences 
in the number of sessions and the setting of treatment likely 
impacted results of these studies.

Bipolar Disorder and Schizophrenia

Compared to patients with other mental health conditions, 
patients with bipolar disorder and schizophrenia are more 
likely to use in-person services, rather than either phone 
or video [40••]. Remote delivery of care for patients with 
bipolar disease or schizophrenia has focused on two main 
outcomes: quality of life and medication adherence.

A study on treatment through phone involved brief sessions 
with a nurse or social worker that asked patients about topics 
of everyday life that the patient identified as important to their 

condition [41]. A study on treatment through video connected 
patients to  psychiatrists, case managers, and nurses to provide 
an integrated package of treatment, practical and social support, 
and vocational rehabilitation [42]. Neither phone [41] nor video 
[42] treatments resulted in improved quality of life compared to 
treatment as usual and in person groups. Patients in the video 
study expressed a higher degree of satisfaction compared to 
in-person counterparts [42].

While neither phone nor video treatments resulted in 
improvements for quality of life for this condition, phone is 
extremely effective in supporting medication adherence for 
patients with severe mental illnesses. Patients receiving care 
through phone were much more likely to be adherent after 
6 months compared to those receiving treatment as usual [43••].

Eating Disorders

Treatments delivered over phone or video for eating disor-
ders have both been effective. A telephone-delivered treat-
ment for eating disorders resulted in reduced symptoms of 
binge eating, emotional eating, and depression [44]. In two 
separate studies, video groups’ rates of abstinence from 
binging and purging were comparable to in-person groups 
[45, 46], even though video patients had a slower response 
to treatment [45]. Improvement in binge eating rates among 
those receiving care through video has been sustained at 
3-month and 12-month follow-up [45]. Video is also more 
cost-effective with a lower cost per abstinent subject than 
in-person care [46]. Unfortunately, few studies on using 
telephone-delivered treatment for eating disorders exist, 
and studies on video-delivered care for eating disorders are 
more prominent.

Obsessive Compulsive and Tic Disorders (OCD)

Both phone and video are viable modalities for care for 
treating OCD and tic disorders. In two separate randomized 
control trials comparing phone and in-person delivery of OCD 
treatments, phone was clinically non-inferior to in-person 
treatment. Reduction in symptoms persisted 6 months after 
treatment among patients receiving treatment over phone [47, 
48]. Video also appears to be a viable option for delivering 
treatments related to OCD and tic disorders. Studies using 
video treatments show improvement in symptoms [49, 50•], 
and comparable effectiveness to in-person care [51].

Those receiving OCD treatment through phone reported 
high satisfaction with their treatment compared to in-person 
patients [47]. Video, too, garnered patients’ favor with high 
ratings of acceptability compared to in-person [51]. Phone has 
also proven to be a cost-effective means for delivering treat-
ment to patients with OCD. Especially for those who may be 
less willing to pay for treatment, using phone to receive treat-
ment was found to be even more cost-effective than in-person 
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care, likely due to the reduction in expenses related to travel 
and time [52]. Unfortunately, no studies on treating these disor-
ders through video provided information on cost-effectiveness.

Using video to conduct exposure treatments has expanded 
treatment possibilities in ways that neither phone nor in person 
modalities can: providers were able to view patients’ home 
environments to better understand patients’ symptoms and 
could teach patients how to do exposure treatment in their 
home environment [50]. Because of the unique aspects of 
treatments related to OCD and tic disorders, video may be 
preferable to phone, as it allows providers to collect collat-
eral information from patients and tailor exposure protocols 
to patients’ homes. This is one clear advantage of video that is 
not available through phone (or in-person).

Summary

Across a range of mental health conditions, with the exception 
of bipolar and schizophrenia, both phone and video appear as 
effective as in-person care for reducing symptoms. However, 
we cannot definitively determine whether video or phone is 
more effective. An earlier meta-analysis similarly concluded 
that phone and video are as effective as in-person care [12], 
but found no strong differences in effect sizes when compar-
ing phone to video. And in one randomized control trial that 
compared all three modalities for general mental health treat-
ment [53••], the authors note that “similarities among the 
three treatment groups… came through more strongly than 
differences” [53]. Ultimately, more studies directly comparing 
phone and video are needed.

There is also some evidence that receiving care through 
video may be tied to sustained effectiveness, as studies on 
using video to treat mood disorders and eating disorders all 
maintained a reduction in symptoms, but no direct compari-
sons to phone were made. Direct comparisons conducted for 
smoking cessation treatments did find that video demonstrated 
lasting effects compared to phone.

Finally, there is limited evidence that, compared to in-
person care, both video and phone increase retention. The 
link between video and retention, however, does not appear 
to hold for PTSD treatments. Substance use patients appear 
to stay more engaged over video (although no parallel phone 
data exists). Treatments for smoking cessation show that video 
patients were more likely than phone patients to stay engaged.

Video vs Phone: Implementation 
and Experience

The success (or failure) of telehealth, whether by phone or 
video, is deeply intertwined with interpersonal, organiza-
tional, administrative, and social-structural circumstances. 
In this section, we discuss issues that cut across mental 

health disorders and are particularly salient to remote care, 
with a continued focus on how video and phone compare 
across different topics. Table 2 highlights key findings and 
contributions from studies in this and the previous section.

Rapport and Alliance

Patient perception of therapist empathy and helpfulness 
was equivalent between telephone and in-person groups 
[23, 54, 55]. Similarly, patient satisfaction and ratings on 
the quality of relationships were comparable for video and 
in-person care [56–58]. In the few randomized control tri-
als comparing phone and video directly, both phone and 
video were equally acceptable to patients [39]; and there 
were no differences in working alliance [15]. One qualita-
tive study with patients who used video telehealth found 
a majority of patients felt visual information afforded 
through video was very important to their care experi-
ence, and that non-verbal communication was essential to 
building relationship with their provider [59•]. However, 
other patients receiving care through phone felt that the 
lack of visual feedback could be overcome through pro-
vider training and skill, as well as increased familiarity 
over time [60••].

Insofar as rapport and its relationship to telehealth, per-
haps a more interesting comparison is not between modali-
ties, but rather between patient and providers. Even when 
video and in-person patients show no significant difference 
in therapeutic alliance, providers themselves felt a loss in 
rapport and reported lower satisfaction and therapeutic alli-
ance with their video patients [5, 6, 61•, 62].

Preferences and Experiences

Prior to the recent COVID-19 pandemic, providers had  
markedly negative preconceptions about phone use [63]. Once  
more providers were forced to use phone; however, they 
reported more positive experiences [64]. Some providers 
prefer video over phone [65••], while others are equally 
likely to recommend phone or video, finding both equally 
effective [66]. And others still consider in-person the gold-
standard, with remote technologies a “necessary evil” 
required to confront the national workforce shortage of in-
person providers and expand access [67••].

For patients, both video and phone share a key advantage: 
convenience. Patients consistently discuss the convenience 
of telehealth—being able to avoid time in traffic, parking, 
and scheduling difficulties—as one of the greatest advan-
tages [33, 60, 68]. For patients who struggle with anxiety 
or have physical limitations, being able to connect with pro-
viders over phone or video, rather than having to encounter 
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physically or emotionally stressful clinical spaces, is also an 
important benefit of remote care [68••].

Among the 31 patients interviewed by co-authors (A.H. 
and P.C.) during 2020–2021, 52% (16/31) said they pre-
ferred using a video platform, 17% (5/31) preferred phone, 
and 29% preferred in-person. Those who preferred video 
often mentioned how important it was to have “eyes-on,” 
being able to see and be seen by their providers:

To me that’s important because your facial expres-
sions and the way you’re presenting yourself, they’re 
very keen in seeing that there is a problem with me. 
They notice a change in me and ask why that’s hap-
pening. So that helps because you’re talking to some-
one directly, you’re not just talking to someone on the 
phone. (White, Male, 69 Years Old)

Frustrations with technological issues, which are often 
avoided during phone sessions, continue to be a well-
documented problem for patients and providers using video 
telehealth. Providers have often reported having to spend 
limited appointment time on trouble shooting rather than on 
the therapeutic content of their sessions. Phone has often been 
used after failed attempts to use video or when patients were not 
equipped to use video devices [45, 59•, 68••, 69••].

Implementation Factors

At the clinic level, remote delivery of care requires a “tel-
ehealth infrastructure”: coordination, provider training, 
equipment, modifications in scheduling systems and flow—
in order to support both initial adoption of telehealth and its 
sustained usage [70, 71]. Implementation experts for video 
telehealth encourage flexibility, engagement with leadership, 
attention to regional culture, and the importance of a facil-
ity telehealth “champion” to provide additional support and 
coordination, particularly to encourage adoption of video 
telehealth [70, 72••, 73]. Successfully using phone to deliver 
mental health care also requires additional training on tel-
ephone and communication skills for providers [

Services and Treatments

The use of phone and video is also linked to provider and 
service type. Psychiatrists are more likely to use phone com-
pared to psychologists, likely due to the type of treatment 
and nature of services that psychiatrists provide [40]. Com-
pared to video, phone is more commonly used for case man-
agement [65] and has been deemed acceptable for follow-up 
assessments [66]. Phone also provides sufficient and “low 
threshold” support for medication adherence [43].

Providers appear to use video or phone in equal proportion 
for diagnostic assessment [65]. Video is considered accept-
able by providers for prescribing medication—although in 

person is preferred. Video visits tend to be longer compared 
to phone and come with more visit diagnoses [75••]. For 
diagnosing and medication initiation, prior studies, current 
practice, and clinical rigor appear to point toward video as 
the better option due to the complex information gathering 
involved in these early stages of care.

Access

Advocates of telehealth have shown that both phone and 
video can be used to reach historically underserved popula-
tions, opening a pathway to treatment with specialists and 
interventions that may not be available at local levels [24, 
27, 76–78]. However, as telehealth has become more wide-
spread, social-structural conditions that present as patient-
level factors have reproduced inequities in terms of what 
patient populations are using which modality.

Race-ethnic minorities (typically Black and Hispanic), 
those using English as a second-language, those with low-
broadband access (often those in rural areas), lower SES, 
and older patients all have higher phone usage compared to 
video [(75••, 79–83••, 84]*.  Salient barriers to video that 
patients in these groups typically face include: limited access 
to video-enabled devices, more tech issues (related to low 
broadband), and limited digital literacy. Given these barriers, 
providing services through phone increases access as phone 
represents more readily available equipment, lower connec-
tion costs, and fewer technological challenges compared to 
video (74, 85).  

Compared to in-person care, video telehealth does increase 
access for patients, reducing travel costs, allowing more flexible 

Video Phone

Broad AccessCollateral Informa�on

Effec�ve

Convenient

Visual Informa�on
Fewer

Technical
Issues

Psychomotor and Olfactory 

Informa�on

In-Person

Fig. 1  Video vs Phone vs In-Person: Benefits AcrossModalities
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scheduling, and giving those with mobility issues a way to connect 
from home [86]. But when compared to phone, video requires 
greater resources on the part of patients. Such resources include 
purchasing power for a video-enabled device and broadband ser-
vice for connectivity, as well as available social support to assist 
with setup and trouble shooting [69]. The visual summary below 
compares the benefits of video, phone, and in-person care Fig. 1.

While phone, video, and in-person care are all effec-
tive modes of care, phone and video are more convenient 
to patients. Video offers important visual information and 
can give providers a unique window into patients’ homes, 
as appropriate. Phone, however, is more broadly accessible 
and may come with fewer technological issues.

Conclusion

In the context of mental health care, where nonverbal cues 
can be tied to symptomology and diagnosing, and a strong 
relationship between patient and provider is interwoven with 
effective treatment, we encourage the use of video, espe-
cially for psychotherapeutic services.

Even so, the relationship between mental health outcomes 
and modality may very well be moot if patients’ ability to access 
and afford devices and broadband services supersede clinical 
considerations. Due to the greater availability of phone for those 
who are so often at the margins of receiving mental health care, 
we ultimately recommend an accommodating approach above 
all, one that flexibly makes use of both phone and video.

In circumstances where a patient may have the option 
to use either phone or video, and prefers phone, we advise 
providers to first and foremost consider the clinical safety of 
the patient. Rather than patient preference, factors such as 
the type of service being offered (psychotherapy, medication 
management, case management), the specific mental health 
issues and medical circumstances of the patient (including 
practice standards associated with prescription of certain 
medications, such as opioids or benzodiazepines), and 
other state-specific standards of practice, should all inform 
a provider’s decision on whether to use phone or video. If a 
provider determines that video modality best supports their 
patient’s safety during treatment, a collaborative discussion 
with the patient to identify reasons behind their reluctance 
and to explain the provider’s rationale for using video is 
warranted. In cases where a patient continues to refuse the 
use of video, providers should document that the patient 
was informed of the risks and limitations of phone, and why 
phone was used for the encounter.

Our review provides little consensus on whether phone 
or video is better for mental health care. We attribute this 
to a substantive limitation: among the articles we reviewed, 
only 21 compared video and phone, and only 4 conducted 
randomized control trials for a head-to-head, controlled 

comparison between video and phone. All other randomized 
control trials compared either video or phone to in-person 
care or treatment as usual (limited to no active interven-
tion). Future studies on telehealth studies should focus on 
direct comparisons between modalities. We are optimistic 
that additional research will provide additional impetus to 
increase access to digital health solutions across broader 
swathes of society.
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