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[bookmark: _mg2p1gkmj25a]Introduction
Mental health is a major concern for UK health and social care because common mental health problems, particularly depression and anxiety, are placing pressure on services, the ability to function daily, employment and quality of life. In England, NHS Talking Therapies offers evidence-based treatment for adults with anxiety and depression, and there is a high demand for the service. In 2023/24, the programme received 1.82 million referrals, and 670,000 people had a course of treatment, which provides information on need as well as service strain (NHS England, 2025a; NHS Digital, 2024a). At the same time, as UK mental health policy and the redesign of mental health services have evolved, there has been a greater focus on digital access to and deployment of mental health services, as well as greater flexibility in psychological care pathways (NICE, 2023; NICE, 2024a; NHS England, 2024a). Within this context, digital and remote mental health interventions have been given greater importance in UK practice. In this report, the term digital mental health interventions refer to technology-enabled psychological support such as internet-delivered cognitive behavioural therapy, video or telephone therapy and digitally enabled supports such as care pathways. Remote mental health care is care provided without physical co-presence between the patient and the clinician, usually via telephone, video or structured online platforms. These concepts are interrelated, but they are not the same. Remote care can be the simple replication of face-to-face contact using technology whereas digital interventions might also involve self-guided or guided therapeutic programmes, monitoring of symptoms and apps to provide support (Dhaliwal et al., 2023; Omylinska-Thurston et al., 2024).
The rationale for this scoping review is that digital mental health is currently embedded in UK service delivery but its value is contentious. The case for policy is compelling: digitally delivered may provide better access and lead to less travel and waiting time, self-management and potentially increase therapist capacity (NICE, 2024a; NICE, 2024b). However, there is also evidence that the digital delivery may affect therapeutic relationships, leaving some service users excluded, and fail to address some more complex cases if they were to be used as a universal model (Liberati et al., 2021; McCarron et al., 2024). A scoping review is suitable as the evidence base is heterogeneous, as it covers qualitative studies, service evaluations and reviews, rather than a specific intervention type or outcome measure (Peters et al., 2022; Pollock et al., 2024).

[bookmark: _gzavveiylhfa]Review question.
What does recent peer-reviewed evidence suggest about the accessibility, acceptability and clinical value of remote and digitally delivered psychological interventions for mental health in UK practice?
[bookmark: _hb1k8x8j0sb5]Objectives
· To identify recent peer-reviewed studies relevant to remote and digitally delivered mental health care in UK practice.
· To map the main findings of five key studies.
· To analyse recurring themes relating to access, acceptability, outcomes and inequality.
· To consider the implications of these findings for UK mental health practice, policy and future research.
[bookmark: _g32tjtk8nwkw]Background
Mental health need is still significant in the UK. Official data show ongoing pressure on both primary and secondary mental health care; In March 2024, there were over 1.94 million people engaged with NHS-funded mental health, learning disability and autism services, of which: over 1.24 million were engaged with adult mental health services (NHS Digital, 2024b). Broader measures of well-being are also indicative of lingering psychosocial stress. Analysis from ONS reporting in 2024 showed that low life satisfaction among adults in the UK was higher than 5 years ago, suggesting that mental well-being is still frail in the post-pandemic period (ONS, 2024).
UK mental health services have responded to this need through, in part, the process of service modernisation. NHS Talking Therapies provides NICE-recommended therapies for adults suffering from anxiety and depression, and these can be delivered face-to-face, remotely, individually or in groups (NHS England, 2025a). Waiting time expectations require 75% of people to start treatment within six weeks and 95% within 18 weeks, which places huge pressure on services to become more efficient without compromising their quality (NHS England, 2024b). NICE has also gone further into digital inclusion in mental health pathways. Its early value assessment on digitally enabled therapies for depression concluded that these tools may improve access, increase flexibility and reduce pressure on therapist time, although in recognition of increasingly high demand, as well as workforce limitations, NICE recently recommended various digital therapies for the treatment of depression and anxiety disorders for use in NHS Talking Therapies (NICE, 2024a).
Policy developments, therefore, benefit digital expansion, but service implementation is more complicated. NHS England's implementation guidance for psychological therapies for severe mental health problems is also aware of the limitations of workforce expansion alone, as it is important to ensure psychological care remains responsive to the complexity of patients and the realities of multidisciplinary work (NHS England, 2024a). This is important because mental health care is not only technical, but also relational. Unlike many physical health consultations, psychological therapy relies extensively on trust, emotional nuance, recognition of risk and a sense of safe therapeutic space. These features may be more difficult to replicate at a remote distance, for example for individuals experiencing severe distress and/or with unstable living circumstances and/or low digital access (Liberati et al., 2021; McCarron et al., 2024). Recent wider evidence is on the side of caution. Meta-analyses have suggested that digital psychotherapies and mental health apps can reduce the symptoms of depression and anxiety and that engagement is on average small to moderate, however, guided interventions show stronger effects than unguided ones.12,13,14,15 A broader scoping review of synchronous web-based psychotherapy was similarly concerned that quality domains such as acceptability and access are often better represented in the literature than longer-term safety, equity and implementation question (Dhaliwal et al., 2023). The issue therefore for the UK, is not whether there is value in digital mental health, but under what conditions it contributes to good mental health care.
[bookmark: _v6z77iiki3jf]Methods
This scoping review was intended to document important recent evidence, and not to attempt a formal effect estimate. The approach was informed by recent methodological guidance for scoping reviews, especially the focus on clarification of the question, transparent charting of study characteristics along with identifying gaps in heterogeneous evidence (Peters et al., 2022; Pollock et al., 2024).
[bookmark: _4h1p5286axml]Search strategy and eligibility.
A focused search strategy was used when searching recent (January 2021 to March 2026) peer-reviewed literature and only studies from 2021 to 2025 were included in the review based on the currency requirement. Searches were centred on PubMed-indexed records and journal-hosted articles on combinations of search terms including mental health, digital therapy, remote care, NHS Talking Therapies, internet-based therapy, UK, England and qualitative or evaluation. Background sources for policy and services context were drawn from NICE, NHS England, NHS Digital and ONS. Studies were eligible when they were peer-reviewed journal articles which covered areas of mental health care and/or psychological therapy, were directly relevant to practice in the UK or were highly relevant when implementation in the UK. Preference was given to UK based empirical studies. Studies were excluded based on the following criteria: editorials, commentaries, conference abstracts or policy papers or protocols without findings. Because emphasis is placed on a low number of key papers, a total of five studies were chosen for detailed review.
[bookmark: _k4miqpeeitkq]Study selection.
The five included studies were included as they, between them, incorporate different but complementary aspects of remote and digital mental health provision in the UK. They include stakeholder views, service user experience, service-level implementation & clinical outcomes in routine NHS settings. This affords a broader map of the field than an effectiveness review that is narrowly focused would allow.
[bookmark: _kfhah135okx8]Data extraction and analysis
Data were charted against the following headings: author and year, design, setting, sample, intervention or focus and key findings relevant to the review question. The findings were then synthesised using a thematic analysis. This was not a primary qualitative analysis of interview transcripts, but a thematic analysis of published study findings. Recent guidance on reflexive thematic analysis was employed to help create a transparent and pattern-based interpretive approach as opposed to a descriptive summary (Braun and Clarke, 2022; Braun et al., 2024).
[bookmark: _6fac25criu0i]Ethical considerations
As a scoping review of published literature, in this case there was no direct contact with human participants and, as such, formal NHS or university research ethics approval was not required in the same way as primary research. However, the ethical considerations are still relevant. These include being transparent about results, such as how they want the results to be presented, how they want inclusion and exclusion decisions communicated, how they want results to be reported in line with the journal's own editorial policy guidelines, and whether they are sensitive to discuss mental health inequalities and vulnerable populations. In addition, since digital mental health involves matters relating to exclusion, privacy, access and patient autonomy, ethical reflection forms part of the analytical purpose of the review rather than a procedural step either (Liberati et al., 2021; Simon et al., 2021).
[bookmark: _d5zb0vy02bcb]Results
[bookmark: _sc8fqz7j734c]Summary of included studies
	Study
	Design
	Setting
	Sample
	Main focus
	Key findings

	Simon et al. (2021)
	Qualitative interview study
	NHS commissioners and managers in the UK
	10 participants
	Views on internet-based psychological therapies and implementation
	Capacity pressures encouraged interest in internet-based therapies; guided self-help was preferred; concerns remained around fit, readiness and roll-out.

	Liberati et al. (2021)
	Qualitative interview study
	NHS secondary mental health services in England
	65 participants including service users, carers and staff
	Experiences of remote mental health care during COVID-19
	Convenience and continuity were valued, but loss of non-verbal cues, safe space and carer inclusion created important limitations.

	Finazzi et al. (2023)
	Interpretative phenomenological analysis
	Primary care mental health services in Northern Scotland
	9 service users
	Experiences of remotely delivered CBT interventions
	Access and flexibility were beneficial, but GP referral pathways, therapeutic relationship and motivation shaped outcomes.

	McCarron et al. (2024)
	Qualitative service evaluation
	Community mental health teams in a UK NHS trust
	10 teams, 50 team discussions
	Remote consultations in community mental health
	Remote care was not suitable for all users or clinicians; flexibility rather than standardisation was recommended.

	Thew et al. (2025)
	Preliminary evaluation with matched controls
	NHS Talking Therapies in England
	43 blended-care patients plus matched controls
	Blended low- and high-intensity CBT for anxiety and depression
	Blended treatment used fewer sessions, saved therapist time and showed clinically higher recovery than sequential stepped care, though some differences were not statistically significant.


[bookmark: _hy81yuu1o9ce]Theme 1: Digital and remote care can improve access and service flexibility.
Across the included studies there was a clearest and strongest effect of improved access with digital delivery. Simon et al. (2021) found internet-based therapies were seen by the NHS commissioners and managers as a pragmatic response to issues around service capacity especially where face-to-face provision was under strain. The fact that they were interested in guided self-help is notable, because it indicates that the decision-makers were not simply interested in finding cheaper digital substitution but wanted access to formats that maintained some of the support of clinical support. Liberati et al. (2021) and Finazzi et al. (2023) also found some important access gains. Service users appreciated not having to travel and being able to maintain continuity of care during disruption and, in some cases, found remote contact easier to tolerate than in person meetings. In the rural context, the value of remote CBT in terms of convenience was especially apparent, since remote CBT can be a structural barrier to mental health care (Finazzi et al., 2023). McCarron et al. (2024) found similar operational advantages of community teams such as efficiency and logistical convenience. These findings line up with wider recent research that supports digital psychotherapies that can contribute to an expansion of reach and reduction of treatment barriers, especially in cases where workforce needs and need remain staggering (Kolaas et al., 2024; Omylinska-Thurston et al., 2024). However, the access argument is to be interpreted critically. Improved entry into care is not equivalent to improved quality or improved outcomes. In mental health services speed and convenience is important, but so is relationship continuity, identifying a risk and sustained engagement.
[bookmark: _7uz129p7nwbv]Theme 2: Therapeutic quality is harder to preserve remotely.
The second major theme is that remote care and digital care may undermine some of the elements that make the treatment of mental health successful. Liberati et al (2021) give the most robust evidence on this aspect. Their participants characterised the loss of non-verbal cues, reduced emotional depth, and lack of a therapeutic safe space. These are no minor inconveniences. In mental health work, the clinician's ability to read affect, notice deterioration and create containment may have a direct impact on the quality of assessment and treatment. This picture is partially complicated by Finazzi et al. (2023). Their findings suggest that remote CBT may still be acceptable and effective provided that the therapeutic relationship is good, and the service user is motivated to comply with intervention tasks such as homework. This suggests that remote therapy is not actually inferior. Rather, it seems that its success is conditional. It depends on the type of intervention, on the skills of the practitioner, on the preference of the patient, and on how well the format of the intervention is a good match to the person's situation. McCarron et al. (2024) support this argument at the team level. Their conclusion that remote consultation cannot be a one size fits all model has relevance in UK practice specifically. Digital policy also tends to present remote care as a way of modernisation, as though standardisation may form a clinical weakness, the included studies suggest. Mental health care is diverse based on condition, complexity, communication style and risk profile. The more complex patient need becomes, the less compelling is a universal remote first approach. This point is consistent with wider evidence. Reviews of web-based psychotherapy and digital treatments indicate that such interventions demonstrate benefit, but also repeatedly remark on heterogeneity of effect and lack of focus on the completion of implementation quality (as well as on the importance of guided formats over purely unguided interventions) (Dhaliwal et al., 2023; Linardon et al., 2024). Therefore, digital delivery should be considered a way of providing care that requires to be matched and adapted, rather than a neutral technical channel.
[bookmark: _5azjcbx6m1q8]Theme 3: Digital inequality remains a central weakness.
A third theme is inequality. Digital mental health may be portrayed as naturally inclusive, as it can be accessed in-home and outside of the expected clinic hours. The research that is reviewed here demonstrates that this assumption is flawed. Liberati et al. (2021) concluded that there was across the board concern for service users, carers and staff that remote care could create deeper exclusion for people who don't have privacy, devices, connectivity or digital confidence. Carers also felt marginalised in remote interactions, which is important given family and informal supporters can provide important contextual information in mental health assessment. McCarron et al. (2024) pointed out that equity is a cross-cutting concern as well. Remote care may work well for some service users but may be disadvantageous to others such as those with severe symptoms, chaotic home settings or communication difficulties. According to Finazzi et al. (2023), access routes are important per se. In their Scottish sample the GPs were major in determining entry to care, which is a reminder digital inequality starts before the therapy session. It incorporates referral systems, service awareness and navigation capacity. General reviews begun recently bear out this concern. Although mental health apps, digital psychotherapies, have reduced symptoms on average, in the real-world, engagement has been inconsistent and drop-off is a major issue (Linardon et al., 2024; Almuqrin et al., 2025). This means that digital provision may help people who are already more able to self-manage and fail people with lower resources or more severe needs. In critical terms, digital expansion may only improve access measures at the headline level whilst perpetuating structural inequalities where not actively counterbalanced by choice-based service design.
[bookmark: _ceqrv15027l4]Theme 4: Guided and blended models appear more promising than fully remote substitution.
The final theme is the model of guided or blended care which is the strongest. Simon et al. (2021) found a clear preference of NHS leaders for guided self-help over a fully unsupported type of internet therapy. This preference thus appears to be evidence-based, not just managerial, today. Known guided digital interventions tend to be more effective than unguided interventions, particularly in depression and anxiety where adherence can be frail (Kolaas et al., 2024; Omylinska-Thurston et al., 2024) and this type of research, known as meta-analysis, was conducted. Thew et al. (2025) provide especially useful evidence for practice in UK. Their preliminary evaluation of the use of blended low and high intensity CBT in NHS Talking Therapies found that blended treatment used four less sessions on average, saved around a third of therapist time and led to a reliable rate of recovery 9% higher than for sequential stepped care, although the difference in recovery was not statistically significant. This study has to be interpreted with caution as it was a preliminary study with a small sample but its relevance in practice is significant. Thus, it is apparently implied-namely, to minimize fragmentation while still preserving efficiency-not through the choppy use of excessively intense treatments, but instead by flexibility in treatment intensity, and appropriately skilled clinicians can do exactly that. Critically, this is another proposition than simple digital substitution. A blended model relies on the idea that service design should not follow a technological availability rather than the clinical need. However, it also fits the current NICE positioning that places digital enabled therapies in mental health provision as one part of mental health provision rather than as one endpoint for everyone (NICE, 2023; NICE, 2024a).
[bookmark: _gh0kei9x2u4y]Discussion
This scoping review overlooked five up-to-date peer-reviewed research articles pertinent to remote and digital mental health care in UK practice. Overall, this evidence suggests that digital and remote approaches have real value, but it is conditional and uneven as to which and how the benefits are distributed. The main contribution of the review is not to demonstrate that digital care works or does not work, more to clarify the terms this is most credible under. First, there is the evidence in favour of digital mental health as an access strategy. This is of considerable relevance with continued pressure for referral into NHS Talking Therapies and increasing demand further across wider mental health services (NHS Digital, 2024a; NHS Digital, 2024b). Remote delivery may minimize practical barriers, ensure continuity and maximise flexibility. For upon some users particularly the mobility challenged or even rural distance or fear of attending clinics is a substantive gain rather than a minor convenience. Second, the evidence is against any presumption that access is sufficient. Mental health treatment does not consist of the imparting of psychoeducational content. It is based upon interactional quality, trust, assessment sensitivity and safe environments. The reviewed studies merely serve as examples that show that these elements may be compromised in remote formats. This is why the most solid evidence is in favour of guided and blended approaches as opposed to digital-first standardisation. In policy terms, mostly, there is a risk that efficiency goals can be over-privileged as they are easier to measure than therapeutic depth. Third inequality is made to arise as a decisive issue. Digital mental health is sometimes expressed in terms which progress towards a universalist definition, but from the UK evidence reviewed here, it both expands access and restricts access at the same time. Those with stable housing, privacy, digital skills and milder symptoms may represent the biggest beneficiaries. Those who are more complex or have less to spend may benefit the least. A critical reading therefore presents the suggestion that digital mental health may merely work to redistribute, but not solve, inequity. The review also identifies important areas of evidence gaps. Three of the 5 included studies were qualitative, 1 was a service evaluation and one was a preliminary matched evaluation. This has been useful in providing insight on implementation but weaker for causal inference. Much of the UK evidence is also still influenced by reorganisation during the pandemic and may not be fully indicative of more settled post-pandemic practice. In addition, the literature tends to emphasise depression and anxiety in the context of primary care and Talking Therapies with less robust contemporary evidence of severe mental illness, comorbidity, long term engagement and adverse outcomes.
[bookmark: _k6cekal1xvw6]Conclusion
The review of recent peer-reviewed evidence included here suggests that remote and digitally delivered mental health care has an important, but limited role to play in UK practice. It can allow for better access, convenience and flexibility of service, particularly for common mental health problems and lower intensity interventions. However, it is not an easy alternative for face-to-face care. Therapeutic quality, relational depth, risk assessment and inclusion are all still significant issues. The most defensible position is therefore not that mental health care should be digital, but that digital and remote options should be combined on a case-by-case basis according to clinical appropriateness, to achieve user preference and equity considerations.
[bookmark: _yhudc24ux41]Recommendations
For UK practice, remote-first or digital-first models which eliminate any meaningful patient choice should not be used. Instead, they should provide flexible pathways in which face-to-face, remote and blended options are matched to need. Guided digital interventions are worthy of focus when compared to tools that are not supported, where possible given the evidence showing that support leads to better engagement with digital interventions andclinical value.7,9,10 Kolaas et al. 2024. Services should also be checking for digital exclusion including lack of privacy, access to devices and confidence before allocating patients to remote care. For policy, NHS and NICE implementation should just as much be about quality, continuity and equity as about therapist time saving and referral throughput. Outcome frameworks should include measurement of who benefits from digital care, who disengages and who is excluded. Digital innovation must be considered as an addition to mental health provision not as a reason for reducing in person infrastructure. For future research there is need for better UK-based comparative studies with longer follow-up periods, and in routine NHS settings. Research should explore what patients will benefit most from the use of remote, digital and blended formats, and how these models impact inequality, treatment completion and safety. More work is also required beyond common mental health problems to explore digital care in community and secondary mental health services where there will be more complexity.
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