
Knowledge Synthesis Report

COVID-19 Physical Distancing and Post-Traumatic Stress Injury: Solving 
Problems for Clients through Digital Health and Remote Mental Health 
Service Delivery

Nominated Principal Applicant: Suzette Brémault-Phillips, University of Alberta

Authors: Chelsea Jones, MScOT, PhD (cand.),1,2,8 Lorraine Smith-MacDonald, PhD,1,8  Antonio Miguel Cruz, PhD, 
Eng.,1,3,8 Emily Cruikshank, MEd, PhD (cand.)4,8 Delaram Baghooi, MSc (cand.),5,8 Avneet Kaur Chohan, BSc, 
MScOT (cand.),1,8 Alexa Laidlaw, BSc, MScOT (cand.),1,8 Allison White, BSW, MScOT (cand.),1,8 Olga Winkler, 
MD,6,8 Lisa Burback, MD,6,8 Phillip R. Sevigny, PhD,4,8 Liz Dennett, MLIS,7,8 Martin Ferguson-Pell, PhD,5,8 Andrew 
Greenshaw, PhD,6,8 Suzette Brémault-Phillips, PhD, OT.1,8

1. Department of Occupational Therapy, Faculty of Rehabilitation Medicine, University of Alberta 
2. Department of National Defense 
3. Research and Innovation Glenrose Rehabilitation Hospital (GRIT) 
4. Department of Educational Psychology, Faculty of Education, University of Alberta 
5. Rehabilitation Science, Faculty of Rehabilitation Medicine, University of Alberta 
6. Department of Psychiatry, Faculty of Medicine and Dentistry, University of Alberta 
7. Scott Health Sciences Library, University of Alberta 
8. Heroes in Mind Advocacy and Research Consortium (HiMARC) 

For more information, please contact: Suzette Brémault-Phillips, 587-985-4161; suzette2@ualberta.ca 

Target/priority population(s) in synthesis: 

Trauma Affected Populations (TAPs) including Military Members, Veterans and Public Safety Personnel (e.g., 
border services, communications officials, correctional workers, firefighters, paramedics, police, etc.).

Background.  Physical distancing arising from COVID-19 has rapidly forced a paradigm shift toward remote 
mental health (MH) service delivery and a surge in the use of digital health (DH) (e.g., teletherapy/medicine, 
eHealth, and mHealth)1,2. Though in limited use mere months ago, DH has become essential for system access, 
assessment, and treatment3. Legal, clinical, cultural, practical, service provider billing, and security 
considerations, however, remain unaddressed for delivering MH services to trauma-affected populations (TAPs). 
TAPs include public safety personnel (PSP; e.g., border services, communications officials, correctional workers, 
firefighters, paramedics, police, etc.), military members, and Veterans struggling with Post-Traumatic Stress 
Injuries (PTSIs) and other MH concerns that can be associated with or exacerbated by the pandemic.   

Post-Traumatic Stress Injuries refer to a range of problems including mental disorders such as 
Posttraumatic Stress Disorder (PTSD) and other mental health conditions that may not meet diagnostic criteria 
but interfere with daily functioning in social, work or family activities4. Approximately 20% of Canadians will 
experience a mental health challenge or illness5. Comparatively, a 2018 Canadian study reported that 44% of 
PSP screened positive for at least one mental health disorder6, while in 2013, about 17% of full-time Canadian 
Armed Forces (CAF) Regular Force (RF) members reported symptoms of at least one mental illness such as 
depression, panic disorder, PTSD, generalized anxiety disorder, and alcohol abuse or dependence. Within these 
groups, women may be at greater risk of PTSIs, with rates being higher among female CAF RF members than 
males for depression, GAD and PTSD7. Among CAF RF Veterans, 2016 reported rates were PTSD (16%), 
depression (21%), anxiety (15%)8. Unaddressed, PTSIs can leave frontline responders unable to function, which, 
during the pandemic, can put an additional strain on the system and compromise the welfare of Canadians. 
Efforts are needed to ensure that safe, accessible MH supports are available to PSP, military members and 
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Veterans struggling with PTSIs during and after COVID-19 so that they can receive the care they need and 
continue to critically contribute to Canada's health and safety. 

As TAPs may be particularly affected by changes from in-person to digital delivery of MH services, an 
understanding is needed of: (1) the clinical effectiveness of DH when addressing PTSIs; (2) perspectives of TAPs, 
MH clinicians, senior leadership and policymakers; (3) the current context, needs, and considerations associated 
with DH uptake and use; and (4) realistic solutions for effectively delivering DH to TAPs.  

Objectives. The overall goal of this study was to identify and co-design remote digital health solutions applicable 
to military, PSP and Veterans with PTSIs that addressed their mental health needs during and beyond COVID-19. 
More specifically, the objectives were to: 

1. Understand the mental health needs and service gaps; 
2. Determine the clinical effectiveness of remote digital assessment and treatment; 
3. Explore the perspectives of individuals with lived experience, mental health practitioners, senior 

leadership and policy makers regarding remote clinical access; 
4. Synthesize and disseminate the knowledge, providing guidance for those attempting to rapidly 

transition to remote digital care with high quality, timely, accessible and relevant evidence; 
5. Co-design a multi-phased operational and implementation plan that will potentially see an increase in 

remote delivery of mental health services at local, national and international levels to military, Veteran, 
PSP and civilian populations suffering from PTSIs. 

Methods. This study, conducted using a community engaged scholarship research study design, included both a 
systematic scoping review and engagement with key stakeholders. The systematic scoping review employed the 
the following steps: 1) formulation of PICOS research questions (Population, Intervention, Comparison, 
Outcome, Study type); 2) identification of relevant studies; 3) selection of studies; 4) charting of data; and 5) 
collation, analysis, summarization, and reporting of results. The key stakeholder engagements involved five 
focus groups (FGs) and one individual interview conducted between August and October 2020 over Zoom video-
conferencing. Participants (N-32; service providers, TAPs, policy and decision makers, persons with lived 
experience, researchers) had both personal and professional knowledge of and experience with DH. The aim of 
the meetings was to capture real-world experiences and perspectives. FGs/interviews were recorded, 
transcribed and thematically-analyzed by the research team. Thematic analysis is frequently used to understand 
a topic in detail and determine appropriate avenues of action to support policy-makers. Data underwent two 
rounds of collective analysis before being finalized and substantiated with supporting quotes.  

Findings of the Scoping Review. The search strategy yielded 629 articles, 286 of which remained after 
deduplication and were screened at the title/abstract level. The full text of 131 manuscripts were reviewed, 93 
of which were excluded. The remaining 38 studies were included in the review and subjected to full text review, 
data extract and analysis. Preliminary evidence supporting digital vs. in-person delivery of trauma-focused MH 
services for TAPs with PTSIs is encouraging but limited, as is the quality of the evidence. A brief summary of 
advantages, barriers and recommendations identified in the review follows.  

Advantages include the 1) convenience and cost-effectiveness of remotely accessing teletherapy9

(especially for clients in rural areas), 2) comfort for clients of engaging from their home10, 3) stigma 
reduction as a result of not having to physically go to a MH facility11, 4) unchanged treatment efficacy or 
drop out rates12 when DH was used. Based on review findings, DH has several potential benefits over in-
person therapy. For clients open to using DH, clinical outcomes may not differ.

Barriers include 1) technological issues and disruptions12,13, 2) inconsistent access to secure high quality 
internet connections12, 3) lack of openness to using DH by some clients9, 4) privacy concerns associated 
with the home environment11, 5) ease of client disengagement from a session and enablement of 
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avoidant behaviours14,15, 6) challenges associated with establishing a therapeutic alliance and managing 
intervention activities (i.e., homework)15, and 7) challenges managing safety and risk remotely, 
particularly regarding suicide risk9.

Recommendations related to DH use for delivering evidence-based psychotherapy to TAPs include: 1) 
address technological issues12, 2) supplement interventions to increase patient comfort (16), 3) consider 
ways for MH practitioners to establish and maintain rapport and trust17, 4) provide additional supports 
and flexibility to clients as required to support progress and commitment to therapy18,19,20, 5) review 
previously established standards and practices of delivering certain psychotherapeutic interventions to 
improve suitability for DH, and 6) consider issues related to risk and safety due to the remote and 
independent nature of telehealth21.  

Findings of the Key Stakeholder Engagement. Three overarching topic areas (as well as associated facilitators, 
barriers and recommendations for each) were identified by participating clinicians: (1) realities of delivering 
trauma therapy to TAPs using DH, (2) clinician acceptance and perceptions of DH, and (3) new workflow and job 
demands associated with DH delivery.  

Acceptance and Perceptions. Clinicians discussed the overnight transition to the use of DH as a result of 
COVID-19, a practice not previously employed nor accepted as common practice. Clinician cultural 
norms, experience and skill level and comfort with technology; the appropriateness of DH for a client; 
and experiences of end-user success with DH were all identified as potential barriers to the acceptance 
of use of DH in the clinical context. In the face of pandemic related changes, however, clinicians noted 
that military and PSP culture, younger generation norms, and recognition of ways in which DH can help 
overcome potential barriers to accessing MH service helped support the use of DH in practice.  

Delivering Trauma Therapy. Participants noted that delivery of trauma therapy to TAPs using DH was 
more difficult than in person due to the loss of nonverbal cues and mental health indicators, difficulties 
assessing/managing risk, and the loss of intimacy/privacy in sessions. In cases where the clinician had a 
previously established therapeutic relationship and the client was more stabilized, the transition to DH 
was reportedly easier. Participants recommended that (1) creative DH solutions, interventions and ways 
of assessing a client’s response to therapy in real time be explored; (2) new modalities be incorporated 
into DH treatment (e.g., walking); (3) service provision be offered as a hybrid model (e.g., variability of 
both in-person and DH modes); and (4) education and training be offered to clinicians to help them 
adapt to DH delivery.  

Workflow Demands. Participants noted increased administrative responsibility associated with DH, 
screen fatigue, loss of team support, challenges with remuneration, and lack of organizational resources. 
They also appreciated, however, that DH use was associated with time saved. Familiarity with DH 
technology, and access to administrative, technological, and colleague support facilitated use of DH. 
Clinicians offered practical recommendations of eliminating distractions when using DH, having 
dedicated administrative support, focusing on clinician well-being, and prioritizing building clinical 
capacity to deliver DH given the unique competencies required.  

Organizational consideration of using DH with TAPs. Participants identified barriers, facilitators, and 
recommendations at an organizational level. They identified inflexible policies lagging behind the shift to DH 
delivery, a paucity of resources (e.g., insufficient hardware and secure proxy login-ins, limited time and resource 
for DH training), challenges with infrastructure (e.g., finding an appropriate DH platform), and rigid 
organizational mindsets. Factors that facilitated the use of DH with TAPs included the existence of technologies 
that can support DH delivery, infrastructure and familiarity with DH, and organizational culture and leadership. 
Prior experiences using DH to provide MH services to individuals in remote communities and existing 
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infrastructure to access DH was also supportive. Participants recommended that organizational best practice 
guidelines be established, training for clinicians be offered, and support for clinicians be provided by the 
organizations (e.g., technical and administrative support). They also encouraged recognition of the demands of 
performing work in a virtual environment, providing clinicians/members/employees with the appropriate 
hardware systems, and improving infrastructure to support and promote connectivity and useability. 

Conclusion. Preliminary evidence supporting digital vs. in-person delivery of trauma-focused MH services for 
TAPs with PTSIs is encouraging but limited, with the quality of the currently published evidence requiring further 
systematic review. Several advantages are identified regarding virtual delivery during times of COVID-19, most 
notably accessibility in the absence of other MH services. Additional advantages relate to DH’s convenience, 
accessibility, cost effectiveness, stigma reduction, and efficacy and drop-out rate similar to in-person delivery. 
Given that findings in the literature, however, indicate that only specific evidence-based trauma-focused 
modalities have been tested using DH (i.e., CPT, CBT, PE), we cannot presume that remote delivery of all trauma-
focused modalities is equally effective. Further, we do not as yet understand which therapeutic modalities work 
for whom in relation to in-person vs. DH service delivery, nor the role of context(s), patient factors, therapist 
skill set, or phase of the therapeutic process in determining the impact of DH service delivery. More research is 
needed. Consideration is also needed regarding technology issues when using DH (e.g., internet bandwidth, 
device access), and organizational/legal concerns (i.e., access to health compliant secure platforms). 
Recommendations specific to MH clinicians included receipt of appropriate training in the digital delivery of 
trauma-focused modalities, need to consider the compatibility of therapeutic elements with technology, and 
responsibility related to technology quality and security. Intentional efforts by clinicians are also needed to 
establish and maintain the therapeutic relationship and foster client engagement. Finally, due to the remote and 
independent nature of DH, it is advisable that practice, risk and safety protocols be reviewed and developed. 
While DH solutions are necessary and review findings promising, a cautious approach is warranted until more 
evidence-based literature is available prior to the widespread adoption of digital vs. in-person trauma-focused 
services for TAPs with PTSIs. 
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