The
University
o Of

=

e Sheffield.

This is a repository copy of Identifying research priorities for digital technology in mental
health care: results of the James Lind Alliance Priority Setting Partnership.

White Rose Research Online URL for this paper:
http://eprints.whiterose.ac.uk/139048/

Version: Accepted Version

Article:

Hollis, C., Sampson, S., Simons, L. et al. (11 more authors) (2018) Identifying research
priorities for digital technology in mental health care: results of the James Lind Alliance
Priority Setting Partnership. Lancet Psychiatry, 5 (10). pp. 845-854. ISSN 2215-0366

https://doi.org/10.1016/S2215-0366(18)30296-7

Article available under the terms of the CC-BY-NC-ND licence
(https://creativecommons.org/licenses/by-nc-nd/4.0/).

Reuse

This article is distributed under the terms of the Creative Commons Attribution-NonCommercial-NoDerivs
(CC BY-NC-ND) licence. This licence only allows you to download this work and share it with others as long
as you credit the authors, but you can’'t change the article in any way or use it commercially. More
information and the full terms of the licence here: https://creativecommons.org/licenses/

Takedown
If you consider content in White Rose Research Online to be in breach of UK law, please notify us by
emailing eprints@whiterose.ac.uk including the URL of the record and the reason for the withdrawal request.

\ White Rose o
university consortium eprints@whiterose.ac.uk
/‘ Universities of Leeds, Sheffield & York —p—%htt s:/leprints.whiterose.ac.uk/



mailto:eprints@whiterose.ac.uk
https://eprints.whiterose.ac.uk/

Identifying research priorities for digital technology in mental healthcare

Identifying research priorities for digital technology in mental healthcare: Results of the
James Lind Alliance Priority Setting Partnership

Prof. Chris Hollis FRCPsych (Corresponding author): University of Nottingham and Institute of
Mental Health, University of Nottingham, Innovation Park, Triumph Road, Nottingham. NG7 2TU

Email{Chris.hollis@nottingham.ac.pk

Stephanie Sampson, LLM Centre for Reviews and Dissemination and Cochrane Common Mental
Disorders GroupJniversity of York, York. YO12 5DD

Lucy Simons, PhD NIHR MindTech MedTeclCo-operative, Institute of Mental Health, University
of Nottingham, Innovation Park, Triumph Road, Nottingham. NG7 2TU

E. Bethan Davies, PhDNIHR MindTech MedTech Co-operative, Institute of Mental Health,
University of Nottingham, Innovation Park, Triumph Road, Nottingham. NG7 2TU

Prof. Rachel Churchill, PhD: Centre for Reviews and Dissemination and Cochrane Common Mental

Disorders Group, University of York, York, UK.

Victoria Betton, PhD: mHabitat, Leeds and York Partnership NHS Foundation Trust, University of
Leeds, Leeds.

Debbie Butler: Institute of Mental Health, University of Nottingham, Triumph Road, Nottingham.
NG7 2TU

Kathy Chapman, D.Clin.Psych Mental Health Intelligence and Leadership Programme, Mental
Health Intelligence and Leadership Programme (MHILP), Oxleas NHS Foundation Trust, Dartford,
Kent DA2 7TWG


mailto:Chris.hollis@nottingham.ac.uk

Identifying research priorities for digital technology in mental healthcare

Katherine Easton PhD Centre for Assistive Technology and Connected Healthcare (CATCH),
School of Health and Related Research (ScHaRR), University of Sheffield Innovation Centre, 217
Portobello S1 4DP

Toto Anne Gronlund, MSc: James Lind Alliance, University of Southampton, Alpha House,
Enterprise Road, Southampton. SO16 7NS

Thomas Kabir, PhD: The McPin Foundation, 32-36 Loman Street, London. SE1 OEH

Mat Rawsthorne, CGMA: Institute of Mental Health, University of Nottingham, Triumph
Road, Nottingham. NG7 2TU

Elizabeth Rye,BA: Service User and Carer Research Audit Network (SUCRAN), De Montfort
University, The Gateway, Leicester. LE1 9BH

André Tomlin: Managing Director of the National EIf Service and Minervation Ltd



Identifying research priorities for digital technology in mental healthcare

Summary

Digital technology, including the use of internet, smartphones and viesrablds the promise to bridge the
mental health treatment gap by offering a more accessible, potentially |esatistigg, flexible and tailored
approach to mental healthcare. However, the evidence-base for digital meltiaihbeentions and
demonstration of clinical- and cost-effectiveness in real-world ssttamains inadequatéhe James Lind
Alliance (JLA) Priority Setting Partnership (PSP) for digital technologyémtal healthcare was established to
identify research priorities that reflected the perspectives and unmet neexigplef with lived experience of
mental health problems, mental health service users, their carers, andanealthctitioners. 644 participants
contributed over 1350 separate questions, which were reduced by qualitamnagic analysis into six
overarching themes. Following removal of out of scope questions emichprehensive search of existing
evidence, 134 questions were verified as uncertainties suitable for research. Ekdeagjwere then ranked
online and in workshops by 628 participants to produce a shortlét dthe top ten research priorities were
identified by consensus astakeholder workshop. The top ten priorities should inform resgatidty and
funding in this field. Identified priorities primarily relate to the saf@td efficacy of digital technology
interventiondn comparison with face to face interventions, evidence of population readmammos of
therapeutic change, and how best to optimize the effectiveness of digital intarsémtim@mbination with
human support

Introduction

Mental health disorders constitute the single largest source of health-relatednecburden worldwidé&?
Common disorders, including depression or anxiety, contribute moss touttien, with over one in four people
affected with these conditions at some point in their live&lobally, there is increasing pressure on healthcare
systems to provide accessible evidence-based and cost-effective soluieapltnaffected by mental health
disorders In the UK, demand for mental health treatment exceeds available NHS resources)ynithe third

of people with common mental health disorders receiving help from the’NHS.

The recent WPA - Lancet Psychiatry Commission on the Future of PsycBiital Psychiatry sectioh
highlighted the potential for digital technologgybridgethe mental health treatment gap by offering a more
accessible angbotentially less stigmatising, flexible and tailored appreatt mental healthcaf®e? °Digital
technologies, including the Internet, smartphones and wearables can connect patidnes and health data in
novel ways not previously available and through combination with existsatments. In the UK, 88% of
adults have Internet access at home Z5%h own a smartphon¥.It is estimated that by 2020 80% of adults
worldwide will own a smartphong.With more people connected to the Internet than ever before and in
possession of different digital technology platforms.(gngartphone, tablets, laptops, wearables), there is
potential to reach a broader population at a time when mental health serviceseasngty strained
Increasing access to digital services is a policy undertaking of the UK Government’s Five Year Forward View
and theUK Government has recently invested £67M for digital technology interventiadghe MHS Increasing
Access to Psychological Therapies (IAPT) progranming.

A potential unintended consequence of using digital technology in menliildage is that it could create a
‘digital divide’, i.e. excluding those who are not engaged with technology for reasons of choice (self-exclusion),
cost, age group, geography (e.g. limited rural broadband coverage)f tmrifidence or digital literacyt
Furthermore, certain mental health conditions such as depression, parangizhosissmay make it more

difficult for a person to engage with, or trust, digital technolBdbhere is also a risk of ‘technology push’

where commercial companies seek a mental health application to fit their technelegpposed to digital
interventions designed to address the unmet needs and aspirations ofyithomlental health conditiorfs.

To date, research has demonstrated the promise, but also the limitatier&gud mental health technologies,
including Internet-delivered cognitive behaviour therapy (iCBT) fofous mental health conditiof%2°
However, the speed of digital technology development threatens to outstpgadh of traditional research
evaluation methods, in particular randomised controlled trials, and hencetpirgdfenges for developing
faster, robust, evaluation methadsThere is also evidence that the benefits of digital mental health
interventions reported in efficacy trials may fail to translate into real-worlitalisettings and populatiods

19 Furthermore, with many thousands of commercially developed, agelyamregulated, mental health apps
now available, there are significant concerns about the lack of eviderafetyf ssability, confidentiality,
clinical- and cost-effectivenedsAs a result, there is a real danger of digital mental healthcare policy and
practice moving ahead of its evidence-base, with a resulting losslaf aod professional confidence and
trust’ 22-24
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To date, the mental health digital technology research agenda has largelyfloeecéd by the research
community, technology developers and health policy makers, with &fteence to, or input from, people with
mental health problemtheir families and carers or non-academic clinicians. However, it is essential f
avoiding harms, increasing benefit and sustaining impact that usks aee priorities drive digital technology
development in mental healtizurthermore, publically funded research and healthcare systems irigser
guestions for research that matter primarily to patients, their families aard,cand healthcare professionals
and providerg® Their interests may differ widely from academics, researchers and industnare/ypically
the individuals whee the research agené&aThe recent WPA - Lancet Psychiatry Commission on the Future
of Psychiatry: Digital Psychiatry section emphasised the importance ofrligte the voice of patients and
clinicians; “How to ensure that both patient and psychiatrist voices are heard effectively is a topic for further
research, but it might be the most important, and currently underappreciated dexpfoedigital psychiatry to
advance”.”

Over the last decade, inclusive methods pioneered by the James Lind AlliAgeas part of the National
Institute of Health Research (NIHR), have been developed for identifying pridoitiesedical research that are
of importance primarily to patients and healthcare provitfefbe JLA research priority setting partnerships
(PSP) use an established methodology to bring together on a levabgdiald people with lived-experience of
health conditions with healthcare practitioners. Each PSP produces a ‘Top 10’ list, showing the research

guestions considered highly important to stakeholders. The JLAat&eeplicated this process in running
PSPs in other countries outside the UK, including nine PSPs in in CamhtamPSPs respectively in The
Netherlands and Germa#dy.

The JLAPriority Setting Partnership (PSP) ‘Digital Technology for Mental Health: Asking the Right Questions’
was established in October 2016 to bring together people with personaivedence of a mental health
condition, their families and carers and healthcare providers, to idengifiswered questions and ultimately
prioritise the top ten questions deemed the most important for digital techmologntal healthcareTo our
knowledge, this is the first time that well-validated participatory methodsvimgppatients, families, carers and
healthcare professionatavebeen used to identify research priorities for digital technology in mental
healthcare.

Methods

The JLA have developed a stbp-step guide outlining the processes and methods involved in developing
priority setting partnerships (PSP) to systematically identify and priotitiaeswered questions in health
researcli® These guidelines are well-established, can be adapted to meet the specific edsicéim PSP, and
have been applied to more than 50 PSPs to date across many diffeltertbpéss, including treatment
uncertainties for acrn@ research into miscarriageand to identify research priorities for depressfobipolar
disorder, dementia and schizophrenia. These JLA Guidelines were adherethi® digital mental health PSP.

Stage 1: Establishing PSP and defining project scope

The National Institute of Health Research (NIHR) MindTech MedTech Co-opefdindTech) proposed the
need for prioritising research questions about digital technology for menlihl imegebruary 2016 and invited
relevant organisations and key experts in the field to join the collaboratestaiolish a JLA PSP. A steering
group (SG) was established to oversee and guide the PSP and compridedvitbgersonal experience of
mental health problems, carers and health and social care practitioneagaiitonal knowledge and expertise
provided by representatives of key UK mental health charities and researcherahlse®).T Non-clinical
researchers and mental health charity representatives took part in SG discussi@tsionsdvere only made
by a quorum of at least two people with lived experience of mental healiteprs or caring for others and at
least two health and social care practitioners. Developers of digital technotgiesital health and people
with commercial interests in the field were excluded from the SG. The S@<haired by a JLA advisor (SR,
October 2016 - June 2017; TAG, June 2017 - March 2018).

The PSP protocol was agreed and published on the PSP and JLA websitegetiehen followed the five-
stage process described by the J£As shown in Figure 1.

(Table 1 here)

(Figure 1 here)
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The definition of ‘digital technologies’ used by this PSP is presented in Figure 2 (Panel), this definition aligns
with published research into digital healthcare interventions and technolbdesause of the need to limit the
scope of the PSP to ensure a manageable project, it was decided that thémpaetabf digital technology
were outside scope of the PSP. However, it was agreed to include in sttopieelaositive and negative
effect of digital technologies when the intended use was to benefit people’s mental health, regardless of

whether the technology platform was designed specifically as a health imi@ngor example, peer support
via social media such as Twitter or Facebook). The final statement of scepd &y the PSP is presented in
the full protocol (see Appendix 1).

(Figure 2 here)
Stage 2: Gathering and identifying questions (1st survey)

The first survey was created$urvey MonkeJand was open from 28 March to 5 July 2017, with additional
faceto-face workshops and a ‘Tweet Chat’ also conducted during this time. The survey consisted of an
explanation of what participants were being invited to do, an embedded lirkeaglanatory PSP film on
YouTube|(vatch the film herf the primary question for gathering uncertainties, and demograpgstions.
The survey was reviewed by the SG and piloted by five people with péesqrerience of mental health
problems and four health and social care professionals.

In the survey, participants were asked: ‘What questions do you have about using digital technology for mental
health problens Respondents were reminded these were questions for research and asked to contriloute up
three questions. The project website directed people to the survéhedimk was also distributed by the SG
and wider partners across networks and contacts. We prepared newasrietéey and blog posts, which were
shared widely by a wide range of organisatighee Mental Elf a leading UK blogging website run by mental
health experts, featured a blog at the launch of the survey andreedial channels were used extensively to
publicise the survey.

Two other methods were adopted to gather questions: (i) Five national efsksim in-person, specifically
with groups identified as less confident with difjiechnology, (ii) a ‘Tweet Chat’ with a community using
social media for professional development. The Tweet Chat was hosted@ywbBHNurses online
community (a host website of Twitter Chats aimed predominantly a¢sysepvebsitd and took place on
Monday 5 June 201B-9pm.

The demographic profile of respondents was reviewed by the SG to chdukmamge of people participating
midway through the survey. It was noted that we needed to rexehymung people, people in the devolved
nations of the UK (Wales, Scotland, and Northern Ireland), older people, moranshenore people from
diverse ethnic groups. Strategies were implemented for reaching these grdud#g identifying specific
organisations and groups to reach out to as well as building on the lgtiengithin partner organisations (for
example, the McPin Foundation invited younger people on their mailing pstrticipate).

In addition, we identified relevant research recommendations from previalBSRs in mental health, as well
as from NICE (National Institute for Health and Care Excellence) and SIGN (Sdotéstollegiate Guidelines
Network) treatment guidelines (see Appendix 2 for details on guideline=cies.

Stage 3: Reducing the questions and processing uncertainties

The purpose of this stage of the PSP was to review the questions submitted, remove ‘out of scope’ questions,
create a list of unigque researchable questions and check if any of the nesie@ehable questions had already
been answered through prior research. An organising framewostdgorise the remaining questions was
developed, following a processes of qualitative data anaf/Six.overarching themes emerged during
inductive thematic analysis using NVivo software, in which commaomeés in questions (raw suggestions)
were identified relating to digital technology use in mental health (See Appendix jlot the approach, two
researchers independently coded 90 questions and compared the categorlahgteements were resolved
through discussianThis initial framework was tested with further questioAs$ each stage, further refinements
were made and an overarching framework developed to cluster the iradie&degory labels. The work was
carried out by researchers (LS, SS, KE), the MindTech Team and Minenatibf+-fased organisation
specialising in producing evidence-based healthcare information), whtstsge reviewed and approved by a
guorate sub-group of the SG (called the data management sub-group).

Checking existing evidence


https://www.surveymonkey.com/
https://www.youtube.com/watch?time_continue=1&v=-jjodDAWZ5Q
https://www.nationalelfservice.net/mental-health/
http://www.wecommunities.org/
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In order to check whether questions had already been answered bgheaetatabase of relevant literature was
developed using Mendeley softwdfel his database was called Current Overview of Published Evidence
(COPE). To compile COPE, the Cochrane Common Mental Disorders Grfoumation SpecialistSD, ran a
search of databases (Ovid Medline; Embase; PsycINFO; The Cochrane Library) asaveeltias of specific
(pragmatic) searches of databases due to limitations in the search functemmalitjosyncrasies of each
platform (Epistemonikos; Health Evidence; DoPHER; PROSPERO) (see Apdefatidetails of the screening
process). We used systematic processes to categorise and format eachsydtamiatic review involving a
digital technology intervention for use in mental health care or suppantier to make these searchable and
accessible in Mendeley. We marked (‘tagged’) each reference with a unique identifier relating to the six
overarching themes, allowing us to search the key componeatsubinitted unique question and assess
whether any high-quality, published systematic reviews had answered #i@yquestions.

For each unique researchable question, the COPE database was checked fovieneat &d the results of
each search recorded. Where at least one relevant critically reviewed high-gpdbttdate systematic review
was identified that answered a question, this was removed froroténatipl indicative questions list. The
remaining questions were confirmed as ‘verified uncertainties’ and were put forward for the interim

prioritisation stage.

Stage 4: Interim prioritisation (2nd survey)

The interim prioritisation survey was open from 28 November 2013 teebruary 2018. The aim was to rank
the verified uncertainties in order of those considered most importg®dpe with personal experience of
mental health problems, their carers and health and social care practitibhenefined set of questions were
entered into a new online survey using Optimal Card Sort methodologaatitipants were invited to select
the ten questions important to them, with the option to identify the thoséimportant questions from their top
ten3® As over 130 verified uncertainties remained at this stage, the SG decigedde the response burden by
presenting each participant with a random sample of 45 questions presentaddom order. The survey was
hosted on the projdetebsitdand participants were invited by partner organisations and via newsleti@re,

and social media campaigns

Questions from this stage were ranked based on the frequency thesehachbsen; questions identified in
pacticipants’ ‘top ten’ lists were given one point, questions identified in the ‘top three’ lists were given two
points. The weighted analysis (all top three questions given twispeias compared to the unweighted
analysis (one point) and a sensitivity check was condudikdugh we had initially intended to identify a ‘top
25, results showed that not all participants identified a ‘top thre€; one question was ranked quite highly in the
unweighted list (top ten), only to fall to number 26 when comparedthétiveighted list (top three). The SG
agreed by consensusddopt the aggregate question list including all 26 questions.

Stage 5: Priority setting workshop

Participants were invited to the final workshop held at the McPin Foundatimngioh. Participants included
SG members, people with personal experience of mental health problesns, @ad health and social care
professionals.

Prior to the workshop, participants prioritised the top 26 questidnis ensured familiarity with the questions
and their personal preferences before the workshog workshop was facilitated by three JLA advisors (TAG,
KC and TE), who chaired the small group activity. The workshop used a nbgrimap technique, with small
and large groups. This facilitated process helps to prevent domirfariears by individual
participants/particular perspectives, and encourage quieter members to participatmalThmaps were
predetermined to ensure balance of people with lived experience of mentalpgneblems, carers and health
and social care practitioners, as well as people who had been on the SG.

Priority setting was spread over the day, and had four stages. firstlséage participants were split into three
groups, and each participant was invited to talk about their highest and lowaseprilmm their pre-workshop
prioritisation, with time allowed for discussion once everyone had theirlsape second stage the same small
groups were asked to rank all 26 questions based on their stage $idisclsach question was printed on an
A4 card and laid on a table, enabling physical interaction in placing the guiestioanked order. The
rankings from each group were then combined. In the third giag&ipants were divided into three different
groups again balanced for participant background, and presented withrtbie@o rankings Participants were
asked to focus on whether they thought the right questions were irpttentand were given the opportunity to
make changes to the order of questions through discussidhe fourth and final stage, the rankings were


http://www.mindtech.org.uk/
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combined and discussed as a whole griMipen agreements could not be found by consensus, agreement was
reached by raised-hands voting.

Results
Stage 2: Gathering and identifying questions (&t survey)

A total of 644 participants took part in the first survey. 583 particigaotgpleted the online survey, 28 took
part in the Tweet Chat and 33 attended the fadace workshops. Workshop participants completed printed
copies of the survey, which were manually entered into the online SurveyeMasgults, and numbers were
included in the total number of participants

A total of 1,365 online and workshop submissions were ‘split’ (sometimes more than three questions were asked
by participants, requiring them to be separated) to give a total of 1,4%fiaqs Fifty-eight other questions
were identified from the Tweet Chat and NICE and SIGN guidelines, giving a tdtA2¥ questions.

Stage 3: Reducing the questions and processing uncertainties

The 1,529 questions submitted in the first survey (called ‘raw suggestions’) were then reviewed and any that fell
out of scope of the PSP, or were considered too vague, were remet&d) leaving 1,369 questions (see
Figure 1). The raw suggestions were then coded into the frameesuking in six overarching themes: 1
Access, 2. Audien¢e. Rights 4. Delivery, 5. Risks and 60utcomes (see Appendix 3). The raw suggestions
in each section of the framework were reviewed for similarity age\vwombined and rephrased into summary
guestions Through this process of thematic analysis and clustering o$uggestions of similar themes into
overarching questions, there were a total of 3@@icative questiorisformulated

Questions were removed if they were too broad, not researchable ormeleisformation seeking e.gHow

do we identify which digital interventions will work best for whom?’, deemed policy or quality-related

guestions e.gHow do apps that monitor adherence (e.go treatment) ensure that the person for whom it was
intended completes set tasks?’ or were questions asking for information about, or access to, digital technology in
general e.g"'What existing online sources of support (e.g. therapy or counselling) are available for people with
mental health conditions?’. These questions, totalling 260, were removed from the longer list, leb¥ihg
potential questions for interim prioritisatio®nly three questions of the 137 were considered ‘answered’ by the
systematic review evidence found in CQREh 134 questions remaining agerified uncertainties(See
Appendix 4 for the list of questions answered by evidence in CORfgse 134 questions were then entered
into the interim prioritisation survey in order to identify the top 25 qaestconsidered most important by
participants.

Stage 4: Interim prioritisation (2nd survey)

The 360 people from the first survey who opted into future comications were sent a personal invitation to
take part 615 participants complet the 2nd online interim prioritisation surveRRepeat facee-face
workshops, following a similar format were held with two organisations: one at the People’s Forum and the
Involvement Centre at Glenfield Hospital, Leicester, and another at NottinginarRigalthcare NHS
Foundation Trust, with 13 participants taking part and completing printéescofthe survey|n total, 628
participants completed the interim prioritisation survey.

Characteristics of survey respondents

The characteristics of the first and second survey respondentarisasised in Table 2. The majority of
respondents were female{(durvey n= 416 [69%];"® survey n=433 [70%]), and were in the in the 20-54 age
band (# survey n=405 [67%];"® survey n447[73%]). Just over half of respondents had lived experience of
mental health problemsSkurvey n353[57%; 2" survey n=357 [58%)] and just over half were health or
social care practitioners{burvey n=36599%; 2" survey 345 [56%)]. A large majority of respondents
indicated a high level of confidence with digital technologygarvey n= 497 [82%)];™® survey n=497 [82%).

(Table 2 here)
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Stage 5: Priority setting workshop

A total of 27 participants attended, 14 with personal experience of mentdl peditems, three family
members/carers, and 15 health and social professionals (participantsatidotd fmore than one category)
The top ten research priorities were agreed and are shown in Table 3 @Beat@pshown in AppendiX 5

(Table 3 here)
Top 10 research priorities

Five of the final top ten research priorities were also included in the top teadrgokstions in the interim
prioritisation survey (see Table 3). The top ranked research question: ‘What are the benefits and risks of
delivering mental health care through technology instead oftéafaese and what impact does the removal of
faceto-face human interaction have®as ranked both number one (#1) priority in the final workshop and the
interim prioritization survey. Relatedly, two questions (ranked #Ba#dd@ressed the relative efficacy and safety
of digital technology vs. facts-face interventions and how best to optimize the effectiveness of digital
interventionsn combination with human support. Other top ten priorities focusethdearstanding how digital
technology affected the interpersonal and communicative aspects of pgychidieerapies (#8) and how
mental health conditions (e.g. depression) can affect engagement with diditedltgies (#2). One asked
whether social media can be effective in reducing social isolation in peoplmeritial health problems (#10).
Three questions in the top ten addressed health services issues, specifichlly dibaal technology increases
access to mental health services, including groups who are underreprasématgitional services (#6, #9), and
where in clinical care pathways should digital technologies be cited to achieve the baaesytst). One of
the top ten priorities related to identifying the best methods to evaluate andeerdottal health apps (#5).

Discussion

If research is to be of value to decision-makers, including peopleivethéxperience, health and social care
providers and health care commissioners and policy-makers, the identifiaatidraming of these questions
needs to involve the people affected by these decisions. The top ten resieaitids for digital technology in
mental healthcare, reached by consensus between people with lived expdrieaogal health problems, their
families and carers, and health and social care practitioners, demomspat&nt uncertainties and gaps in the
evidence-base, identifying priorities for future research. A key dneacertainty concerned the relative
efficacy and safety of digital mental health interventions compared to traditzmeto-face care. While there
is some existing evidence to support the equivalence of guided (remotéstheupported) internet-delivered
CBT (iCBT) compared to face-face treatment for depression and anxiety there are still very few stodies
other mental health conditions, or in children and young people. TEhalso limited evidence of comparisons
to faceto-face treatment for new forms of digital interventions such as ecologicaéntary interventions
(EMIs) delivered by smartphones or virtual reality or for the effecéiserf blending iCBT with fact-face
treatmeng®38

An important limitation of the existing evidence-base for digital interventiongpared to facés-face
treatment is the highly selected nature of the samples recruited to clinicaindhklding participants willing to
be randomised to either intervention. More pragmatic, real-world, evaluatieréso needed which include
patient populations with a range of preferences for digital interventionstddaee treatment or a combination
of the two in the form of ‘blended’ interventions®, and where technologies are embedded into clinical care
pathways. From a policy perspective, there can be an assumption that the mainsbefindifjital mental health
interventions lie in widening access and increasing health service efficiesttiesthan in greater treatment
efficacy, with faceto-face interventions still regarded as the ‘gold standard’. One of the consequences of this
view is that the public may feel that these are being offerednd class’ interventions, which in turn could
negatively affect preferences and expectanditence, research establishing therapeutic equivalence, or even
superiority, would be critical to underpinning public trust and confidamdégital interventions

The PSP top ten research prioritieflect uncertainties about the mechanisms of action of digital interventions,
in particular their impact on the therapeutic alliance and concerns about the impact of removing the ‘human’

aspects of faces-face treatments. Although it is often assumed that lack of therapdiatncalis responsible

for poor engagement and adherence with digital mental health intervemi®dgd not find any research that

has addressed this question. Interestingly, where therapeutic alliance hasdassed in guided iCBT it
appears equivalent to fateface treatment, even in the absence of visual or audio communitfibase
identified top ten research priorities raise a fundamental question about the h#itartherapeutic relationship
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as an agent of change in the next gemeraf digital interventions using artificial intelligence, ‘chatbots’ and
‘virtual human’ therapists.**

The top ten research priorities demonstrate the need to understand whethegoaufzs of people particularly
benefit from the availability of digital technology in mental healthcare, witlitheof personalising
interventions and improving outcomes. Research is needed totandensw different user characteristics and
symptoms including mood, anxiety and cognitive functioning affptake, adherence and outcomes for digital
interventions. For example, users with depression may find it difficatitaplete interventions that require
sustained concentration. On the other hand, users with social amxaggraphobia, or with conditions
associated with shame and stigma such as alcohol and substance migsdsesdis bulimia nervosa, may find
it easier to engage with digital interventions compared to tizéaece therapy?

A key question identified in the top ten priorities is whether the proméeadigital interventions can increase
reach and access to treatment for underserved groups is actualgdreafisactice. This requires health
services research to investigate the reach and uptake of digital technology intesvierdifferent populations
Research is also needed on how to make technologies more engagingiemi ese for those people who
lack confidence with technology and have low levels of digital literatys fequires research in the area of
human factors and human computer interaction (HCI) focussiegpgagement and user experieficEhe
guestion of where digital technologies, including decision-aids, are best plagdigicad pathways and
workflows is particularly relevant for wearables and smartphonegé¢hatate “digital phenotypes’ with the aim
of predicting relapse and supporting early interventién.

The top ten priorities also identified the need to develop faster, robust@utmnate research methods to
evaluate the safety, usability and effectiveness of mental healtd dpfgimally, harnessing the potential of
social media, for reducing social isolation in people with mental health prep&nwell as mitigating its risks
was identified as a priority for researth.

This is the first JLA PSP to focus explicitly on digital technology in heat#y and the first PSP in mental
health not to focus on a specific condition (e.g. schizophrbigalar disorder, depressionJhe breadth of the
intervention (digital technology) and the broad clinical area (i.e. all mental headiicns) meant that
submitted questions (raw suggestions) tended to focus on geners]) @soeerarching themes, rather than on
the effectiveness of a specific digital technology intervention for a particotetition Wherea more specific
guestion was submitted, these tended to be ranked lower than more geestiimng in the interim

prioritisation. Although this may be viewed as a limitation, it also reflectseligedate composition of the PSP
and sampling frame that prioritised user and clinical needs over techriviogy research.

Over six hundred people contributed to both the initial question-gatherveysand the interim prioritisation,
balanced between service users and health care practitioners. A sbfehgtstudy was the use of robust JLA
PSP methods which have been replicated internationally in other healtbozaimst’ The survey respondents
were broadly representative of the UK population with respect to location and etffhiEig ethnic and
gender mix of our respondents was also identical to that of people acdcabisimgtherapies (IAPT services)
for common mental health problems in the 8¥KOver two thirds of respondents were female, which reflects
the greater prevalence of common mental health problems in womeineateshdency for more women than
men to respond to JLA surveys. The majority of participants wergdemt users of digital technology which
replicates findings in the UK population as a whbénd we found a similar high degree of confidence in
internet use among our respondents compared to other surveydhicdreatettings of service users
experiencing common mental health problémal/e acknowledge that the use of online survey methods may
have excluded those less confident with digital technology, and herteldvitve national faceée-face
workshops with groups identified as less confident with digital technolblgyvever, by using online survey
methods we had the advantage of reaching a widely geographically dispegulation, including the majority
of people with common mental health problems who fail to access tradition&lrhealth services.A

limitation of the study is that while we recruited participants representatihe &fK population, the results
may not be generalizable to other countries with significantly different sieeimgraphic composition,
healthcare systems and patterns of internet usage, or to sub-pogutatioding specific ethnic groups,
children or the elderly. Hence, we recommend the replication of thi?3PA\methodology to establish
research priorities for digital mental healthcare in other counties or specifilapops of interest.

Following the publication of the JLA PSP top ten research priorities for digitahééogy in mental healthcare
the UK’s National Institute of Mental Health (NIHR) Evaluation Trials and Studies Co-ordin@gémtre
(NETSCC) will begin the process of translating the top ten priorities into resddeaiuestions for NIHR
research calls. We intend to audit the uptake of these JLA PSP research pridxiti¢R iresearcher-led
applications and commissioned calls. Globally, this study and these seswicand practitioner-driven
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priorities, generated via robust JLA PSP methods, should suppanvthdn user-driven research in digital
technology for mental health. For the potential for digital mental healthcare ¢allsed, the key challenge
will be to build the evidence-base for digital technology interventions asltteat incorporates the voice and
priorities of mental health service-users and practitioners.
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