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Summary
Background Prompt professional care for postpartum depression (PPD) is difficult to obtain in China. Though online
consultations improve accessibility and reduce stigma, the quality of services compared to in-person consultations is
unclear.

Methods Five trained, undisclosed “standardized patients” (SPs) made “asynchronous webchats” visits and in-person
visits with psychiatrists. Visits were made to 85 psychiatrists who were based in 69 hospitals in ten provincial capital
cities. The care between online and in-person consultations with the same psychiatrist was compared, including
diagnosis, guideline adherence, and patient-centeredness. False discovery rate (FDR) was used to adjust p values.
Third visits using asynchronous webchats were made to psychiatrists who offered discrepant diagnoses. Thematic
content analysis was used for the discrepancies.

Findings The proportion of diagnostic accuracy was lower for online than in-person visits (76.5% [65/85] vs 91.8% [78/
85]; pFDR = 0.0066), as were the proportions of completing questions involving clinical history (16.6% vs 42.7%; pFDR
< 0.0001), and management decisions (16.2% vs 27.5%; pFDR < 0.0001) consistent with recommended guidelines.
Patient-centeredness was lower online than in-person (pFDR < 0.0001). Fifteen of 16 psychiatrists completed third
visits, most of them considered lack of nonverbal information online as a key barrier.

Interpretation Online consultations using asynchronous webchats were inferior to in-person consultations, with
respect to diagnostic accuracy, adherence to recommended clinical guidelines, and patient-centeredness. To fully
realise the potential benefits of online consultations and to prevent safety issues, there is an urgent need for
major improvement in the quality and oversight of these consultations.
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Introduction
Postpartum depression (PPD) adversely affects both
mothers and their offspring, with an estimated preva-
lence of 17.7% (95% confidence intervals [CI]
16.6–18.8%) globally and 14.8% (95% CI 13.1–16.6%) in
China.1,2 Among Chinese women, concerns about
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stigma and the practice of “doing-the-month” (a tradi-
tional ritual performed during the 42 days after child-
birth that includes not leaving the house and not seeing
strangers when practiced strictly) may deter some
women with PPD from seeking healthcare support
delivered face to face.3 Online consultations therefore
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Research in context

Evidence before this study
We searched CNKI, and WANFANG, WEB OF SCIENCE,
Cochrane Library, PubMed, Embase, and Ovid for publications
in English or Chinese, from database inception until August 1,
2022 that reported comparisons of the quality of mental
health consultations online and in-person. Search terms are
shown in the Appendix A. We identified 30 relevant studies,
seventeen of which were conducted in the United States and
none in China; sixteen of which involved online consultations
via telephone, fourteen involved videos, and none involved
asynchronous webchat. Twenty-five of them suggested no
significant differences between online and in-person
diagnoses, ten reported that patients were generally satisfied
with online consultations, and two suggested that online
consultations boosted efficiency and reduced costs. In all
previous studies, however, real patients were assessed using
randomized assignments or repeated measurements, rather
than standardized patients (SPs). Only one article compared
satisfaction of patients with online and in-person
consultations with the same clinician, and both the clinician
and patients were aware that it was a test.

Added value of this study
This is the first reported study using SPs presenting mental
health symptoms to compare the quality of care of online and
in-person consultations conducted by the same psychiatrists.
We found that in China, though asynchronous webchat was
the predominant mode of online consultations offered by
direct-to-consumer telemedicine platforms, they were inferior
to in-person consultations for diagnostic accuracy, adherence
to guidelines, and patient-centeredness among women who
presented with symptoms consistent with PPD.

Implications of all the available evidence
The use of asynchronous webchats for consultations with
women with PPD is problematic. As they constitute the
overwhelming majority of activities on telemedicine
platforms, there is an urgent need for major improvement in
their quality in order to prevent safety issues and to realize
the potential benefits of such consultations in China.
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represent potential solutions. As there are seldom needs
for physical examination, mental health consultations
may be particularly suitable online.4

In China, the National Health Commission issued a
plan in 2020 that included boosting professional support
for women during pregnancy and childbirth through
online consultations, a policy that has been accelerated
by the COVID-19 pandemic.5 “Asynchronous webchat”
has become the most common mode, in contrast with
the dominance of real-time telephone and video
consultation in most other countries.6 It is a text-based
online mode initiated by patients and health pro-
fessionals can chat with patients after accepting the re-
quests for consultations, which do not require the two
parties to be present and texting simultaneously: pa-
tients and health professionals can start, pause, and
resume a chat whenever they find convenient. They are
generally limited to 3–30 rounds of conversations over
24–48 h. In 2021, one leading direct-to-consumer tele-
medicine (DTCT) platforms provider reported that
consultations via asynchronous webchats accounted for
98.1% of all online activities on its platform.7

A recent meta-analysis revealed no significant dif-
ference in assessment between video and in-person
consultations for mental and behavioral related prob-
lems.8 Previous research also reported high patient
satisfaction with online consultations using video or
telephone, as well as being more convenient and less
costly.9–11 However, we know of no studies that used
“standardized patients” (SPs, who are actors trained to
simulate patients expressing defined sets of symptoms)
to compare the quality of different modes of consulta-
tions. Instead, they involved physicians assessing real
patients online or/and in-person, with potential partici-
pant biases arising-a “Hawthorne effect”.12 Undisclosed
SPs could overcome the aforementioned problems.

We aimed to compare the quality of care for PPD in
asynchronous webchat (online) and in-person consulta-
tions, and to explore potential reasons for any incon-
sistency between online and in-person diagnoses.
Methods
Study design and participants
This was a cross-sectional, paired design study using
mixed-methods, registered at the Chinese Clinical Trial
Registry (ChiCTR2100045018). All SPs provided written
informed consent. No identifiable data of platforms or
psychiatrists will be disclosed.

We selected the top ten DTCT platforms (Appendix
Table B.1) with the highest active user engagement, all
offering one-on-one consultations for various medical
conditions, including depression. Additionally, we
included one platform exclusively for mental health
conditions due to its significant concentration of spe-
cialists in the management of depression. We selected
psychiatrists using the following criteria: 1) practicing in
provincial capital cities; 2) having at least one online log-
in record on platforms within 6 months of the study
period; 3) offering depression-related consultations via
asynchronous webchats; 4) working in a hospital
department where SPs could have in-person visits. In a
www.thelancet.com Vol 45 April, 2024
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small pilot study, we estimated there might be a 15%
difference in diagnostic accuracy between online and in-
person visits. In a paired design, a minimum of 57 pairs
of online and in-person visits were required.13

Procedures
A script describing a woman with signs and symptoms
indicative of PPD was developed according to a real PPD
case. This was reviewed by a multidisciplinary expert
panel (Appendix C). The script was accompanied by a
quality checklist (Table C.1 and Table C.2 in Appendix)
established in accordance with four guidelines.14–17 The
standardized patients (SPs) must be childbearing-aged
women, in good health and had no mental health
symptoms or had history of depression. Five SPs were
recruited, and trained for 7 days to consistently simulate
the standardized characteristics of our case presentation
(Box 1). In both settings, SPs were trained to provide
standardized responses to the same questions. The
validation processes of PPD case and SPs were detailed
in our prior studies, and SPs have been validated
(Appendix D) as a quality assessment tool in multiple
dimensions.18,19 SPs conducted online and in-person
visits between June 2021 and April 2022; their status
as participants in the research study was not disclosed to
the psychiatrists. After each visit, data were recorded by
SPs within 30 min and were audited by trained super-
visors within 12 h. Cross-quality control checks were
conducted among SPs (Appendix D), discrepancies in
performance or completion of forms were confirmed
with the researcher (LL). The researcher (LL) provided
immediate feedback on the quality of SPs. After being
secondarily verified by the researcher (LL), the data from
the quality checklist were used for results analysis. To
mitigate potential carry-over effects, a minimum of 1
week was required between visits to the same psychia-
trist, and the order of the two visits was random. If the
diagnosis of ‘depression’ or ‘postpartum depression’
Box 1.
Postpartum depression case characteristics

Background: young female (age 23–33), Chinese Han ethnicity, bachelor’s degree
Chief complaint: sleep difficulties, appetite loss, and bad mood, lasting a month
Medical history: at 39 weeks of gestation, the patient gave birth to a healthy baby
began to experience sleep difficulties, decreased appetite, moodiness, and decrease
did not have any suicidal ideation. She has not sought medical help previously.
patient had no history of depression and no family history of mental illness.
Disguise/Role-playing Key Points:

(1) Dressing: Wearing casual and loose-fitting clothes for comfort and warmth.
(2) Gait: Walking with a slow pace, slightly protruding the belly, resembling rem
(3) Facial expression: Tired, with a somewhat indifferent gaze.
(4) Knowledge: Being familiar with perinatal knowledge and the developmental

www.thelancet.com Vol 45 April, 2024
was made explicitly at the online or in-person visit, the
label of ‘correct diagnosis’ was given to the consultation.

SPs (who remained undisclosed) subsequently con-
ducted a further asynchronous webchat with each of the
psychiatrists who made a correct diagnosis in-person but
not online to ask four open-ended questions: Q1) I have
been to your clinic before, but I found that the diagnoses
you gave me in-person differed from the one you pro-
vided me online. May I ask why? Q2) Would a telephone
or video consultation have been better than an asyn-
chronous webchat for my initial consultation? What
about the comparison of telephone/video consultations
with in-person visits? Q3) Do you think it is possible to
achieve the same quality online and in-person? If the
psychiatrist responds that it is not possible, or that online
consultation is inferior to in-person, then ask: What do
you think the difference is (between the two settings)?
Q4) For you, what is the role of online consultations?

Outcomes
We adopted the Institute of Medicine (IOM) definition
of quality framework to measure the quality of care
(Table 1).20 The primary outcome indicators were 1)
diagnosis, and 2) guideline adherence. The secondary
outcome indicators were 1) time, 2) cost, and 3) patient-
centeredness, measured by the Chinese Version of the
Patient Perception of Patient-Centeredness Question-
naire (PPPC-CN).21 We also collected basic characteris-
tics of the psychiatrists (sex, job title) and the online
visits (including the limits on the number of ‘rounds’ of
the asynchronous webchats), and in-person visits
(including names of the cities, levels of the hospitals,
and basic features of the hospitals).

Data analyses
We used McNemar’s test to compare the proportions of
correct diagnoses between the two settings; Wilcoxon
signed-rank test for differences in guideline adherence,
, married, worked as a secretary.
.
girl with a history of lateral episiotomy. Two weeks after delivery, the patient
d energy. She occasionally cried alone, and felt that life was meaningless, but
She did not take any medications or experience any traumatic events. The

Do not wear any jewelry and are not adorned with makeup.
nants of the pregnancy gait shortly after delivery.

status of infants.
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Indicators of
IOM

Outcomes Indicators Definitions of indicators Coding Data
measurement

Primary
outcomes

Effectiveness
& safety

Diagnosis Diagnostic accuracy Diagnoses made by the psychiatrist included “postpartum depression or depression”
(correct diagnosis)

0: no,
1: yes

Quality checklist
for postpartum
depression

Diagnostic Consistency The diagnoses made by the same psychiatrist online and in-person were concordant
(both correct or neither)

0: no,
1: yes

Quality checklist
for postpartum
depression

Guideline
adherence

% of completion of questions
involving clinical history
recommended by guidelines

Number of questions involving clinical history asked by the psychiatrist during the
consultation/all of questions involving clinical history recommended by guidelinesa

0–1 Quality checklist
for postpartum
depression

% of completion of management
decisions recommended by
guidelines

Number of management decisions made by the psychiatrist during the consultation/all
of management decisions recommended by guidelinesb

0–1 Quality checklist
for postpartum
depression

Secondary
outcomes

Timeliness Time Length of waiting time Online From the time the SP sent a request for a consultation to the time the psychiatrist
first responded; In-person: From the time SP arrived at the clinic to the time when
the consultation began

Minutes Questionnaire for
the basic
characteristics of
visits

Duration of consultationc From the end of waiting time to the end of consultation Minutes Questionnaire for
the basic
characteristics of
visits

Efficiency Cost Consultation fee Online: online consultation fees per package; In-person: appointment fee CNYd Questionnaire for
the basic
characteristics of
visits

Overall fee of visit In addition to the consultation fee, the total medical expenses throughout the visit,
including tests and managements. Expenses for transportation and accommodation for
in-person visits were not included

CNYd Questionnaire for
the basic
characteristics of
visits

Patient-
centredness

Patient-
centredness

Scores of PPPC-CNe Mean scores of the overall items and each of the four sub-dimensions of the scale 1–4 PPPC-CN

aQuestions involving clinical history recommended by guidelines: A total of 23 items (see Appendix), developed in accordance with guidelines and validated by the multidisciplinary expert panel.
bManagement decisions recommended by guidelines: A total of five items (see Appendix), developed in accordance with guidelines and validated by the multidisciplinary expert panel. In this study, an
additional management decision online - “referral to in-person” - was collected and reported in the “Comparison of guideline adherence” section of the Result. Only the five management decisions
recommended by the guidelines were used for comparative analysis. cDuration of consultation: To minimize the effect of the SPs’ response speed, the duration between the psychiatrist’s question and the
next SPs’ response was subtracted from the duration of consultation. dCNY: Chinses Yuan, 1 CNY = 0.15 US dollar. ePPPC-CN: The overall Cronbach’s alpha value for the 21 items was 0.922. Higher scores
indicate less patient-centeredness. Four sub-dimensions of PPPC-CN are: “exploring illness experience”, “finding common ground”, “understanding the whole person”, and “enhancing the patient-clinician
relationship”.

Table 1: Quality outcome indicators.
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cost, and time; and paired-t test for differences of mean
scores of PPPC-CN. Odds Ratio (OR) and Cohen’s
d value was used to evaluate the effect size of the dif-
ference in diagnostic accuracy and guideline adherence,
respectively. Cohen’s kappa and Lin’s concordance cor-
relation coefficient (CCC) were used to measure agree-
ment for diagnoses and other outcomes between online
and in-person consultations, respectively. Criteria for
the strength of agreement proposed by Landis et al. and
McBride were used.22,23 Considering the hypothesis that
the missing data are not at random (MNAR), we did not
employ imputation for data analysis, and instead con-
ducted a sensitivity analysis. Benjamini-Hochberg false
discovery rate (FDR) of 0.05 was applied for correction
of p values. All analyses were completed using SPSS
(version 19.0) or R (version 4.1.0). The analysis of CCC
was conducted using the DescTools R packages (version
0.99.44) and the graphs were produced using ggplot2 R
package (version 3.3.5).

We used inductive thematic analysis for the qualita-
tive data derived from the third interactions involving
psychiatrists who offered discrepant diagnoses. Tran-
scripts were imported into Nvivo (version 12.0). Codes
were developed initially based on the first two tran-
scripts of these follow-up visits and then refined by three
of the authors to ensure that they were appropriate for
this study’s context. Two authors independently coded
each transcript and reached consensus by discussion of
variability in coding. Codes were categorized into
themes reflecting psychiatrists’ comments on the dis-
crepancies and other general issues with online and in-
person visits.
www.thelancet.com Vol 45 April, 2024
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Fig. 1: The flow of visited psychiatrists through the study.
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Role of the funding source
The funders of the study had no role in the study design,
data collection, data analysis, data interpretation, or
writing of the report.

Results
Basic characteristics of visits
A total of 171 online visits via asynchronous webchats on
11 platforms and 102 in-person visits at 83 hospitals of 10
www.thelancet.com Vol 45 April, 2024
capital cities (two each in southern, southwestern, south-
eastern, and northeastern China, one in northern, and one
in central) were conducted. A total of 188 psychiatrists
were involved, 85 of whom were visited both online and
in-person (in 69 hospitals). Due to pandemic restrictions
and other factors beyond our control, we failed to conduct
17 online and 86 in-person visits (Fig. 1 and Table 2).

Five of the 11 platforms had a time limit of 24 h for
the asynchronous webchats, with a limit of 48 h for the
5

http://www.thelancet.com


Variables Online visits only
(n = 86)

In-person visits only
(n = 17)

Paired visits
(n = 85)

N % N % N %

Characteristics of psychiatrists

Sex

Male 44 51.2 3 17.6 49 57.6

Female 42 48.8 14 82.4 36 42.4

Job title

Attending physicians or resident physicians 41 47.7 7 41.2 35 41.2

Associate chief physicians 26 30.2 6 35.3 30 35.3

Chief physicians 19 22.4 4 23.5 20 23.5

Characteristics of online visits

Limitation on the number of ‘rounds’

No limitation 57 66.3 NA NA 54 63.5

3–30 rounds 29 33.7 NA NA 31 36.5

Characteristics of in-person visits

Names of cities

Tier-1 citiesa NA NA 6 35.3 21 24.7

Tier-2 cities NA NA 11 64.7 64 75.3

Levels of the hospitals

Tier-3 hospitals NA NA 14 82.4 73 85.9

Tier-2 hospitals and below NA NA 3 17.6 12 14.1

Basic features of hospitals

Specialist hospitals NA NA 5 29.4 21 24.7

General hospitals NA NA 12 70.6 64 75.3

aNames of cities: according to the publication of the National Bureau of Statistics of China.

Table 2: Basic characteristics of visits.

Diagnosis made online

Yes

No

Total

Table 3: The correct diag

Articles
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remaining six. Five of the platforms also had limits on
the number of rounds of chats between patients and
doctors, ranging from 3 to 30 rounds. All 11 platforms
provided online psychological tests (e.g., Patient Health
Questionnaire-9), which were used to assess the mental
states of SPs in 31 of 85 online visits (36.5%). Fifty-eight
of the 69 hospitals visited were Tier-3 hospitals (which
tended to be large hospitals). Only one out of 85 in-
person visits (1.2%) involved health professionals dur-
ing the mental status assessments, which were mostly
completed by SP themselves on computers (52 of 85 in-
person visits; 61.2%). Of note, none of the online or in-
person consultations sought previous medical records
Diagnosis
made
in-person

Total Statistics of
McNemar’s test

p valueFDR

Yes No

7.579 0.0066

62 3 65

16 4 20

78 7 85

noses of paired visits.
from the SPs. There was no evidence that the identity of
the SPs was exposed during any of the consultations.

Comparison of diagnoses
The proportion of correct diagnoses was significantly
lower following online consultation than in-person eval-
uation (76.5% [95% CI 67.5%–85.5%] vs 91.8% [95% CI
85.9%–97.6%]; pFDR = 0.0066; OR = 3.429 [95% CI
1.36–8.616] (Table 3; Fig. 2). There were 66 paired visits
with concordant diagnoses (including no diagnosis of
“depression” in both settings) and 62 paired visits with
correct diagnoses in both settings, with a Cohen’s kappa
value of 0.199 (95% CI −0.026 to 0.424; pFDR = 0.029).
Sixteen psychiatrists offered diagnoses of “depression”
in-person but not online, while three diagnosed
“depression” online but not in-person (Fig. 1).

Of the 20 online visits and seven in-person visits
where “depression” was not diagnosed, psychiatrists
primarily identified “sleep problems,” “mood prob-
lems,” and “anxiety;” three online visits were completed
without any diagnosis. Alternative diagnoses are shown
in Table 4.

Comparison of guideline adherence
The proportion of completed questions relevant to
medical history as recommended by published
www.thelancet.com Vol 45 April, 2024
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Fig. 2: The comparisons of whether the correct diagnosis was made and guideline adherence online and in-person.
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guidelines was lower online than in-person (16.6% [95%
CI 13.8%–19.4%] vs 42.7% [95% CI 39.4%–46.0%]; pFDR
< 0.0001); with a Cohen’s d value of 1.83 [95% CI
1.49–2.15] (Fig. 2). The only exception pertained to
“substances or medicine use” (Fig. 3). The top three
completed questions for both online and in-person was
“duration of symptoms” (online 61.2% [52/85] vs in-
person 94.1% [80/85]), “depressed mood” (online
51.8% [44/85] vs in-person 90.6% [77/85]), and “sleep
quality” (online 45.9% [39/85] vs in-person 90.6% [77/
85]). The question completed least online was “attitudes
towards pregnancy” (2.4% [2/85]); for in-person, “sui-
cidal behaviors” (8.2% [7/85]) was completed least. The
four questions with the greatest discordance for
completion were “sleep quality,” “domestic violence,”
“depressed mood,” and “hopeless,” with proportion
differences of completion of 44.7% (38/85), 40.0% (34/
85), 38.8% (33/85), and 38.8% (33/85), respectively.

The proportion of completed management decisions
recommended by guidelines was lower online than in-
person (16.2% [95% CI 12.4%–20.1%] vs 27.5% [95%
Diagnoses Online (n = 20) In-person (n = 7)

Sleep problems 11 2

Mood problems 7 4

Anxiety 6 3

Neurological problems 1 0

Not naming any diagnosis 3 0

Multiple diagnoses may be made by the same psychiatrist.

Table 4: Alternative diagnoses made by the psychiatrists.

www.thelancet.com Vol 45 April, 2024
CI 22.8%–32.3%]; pFDR < 0.0001); with a Cohen’s
d value of 0.56 [95% CI 0.25–0.86] (Fig. 2). This was true
for all relevant items. “Health education” was the most
common management decision for both online and in-
person visits (55.3% [47/85] vs 34.1% [29/85]; Fig. 4).
The least often completed management decision online
was “further follow up” (2.4% [2/85]), vs 34.1% (29/85)
in-person, whereas 64.7% (55/85) of online visits were
given the “referral to in-person.” The least frequent
management decision in-person was “assessment of
suicidal risk or social support” (8.2% [7/85]), which was
completed online in only 3.5% (3/85) of the consulta-
tions. “Further follow up” was the management deci-
sion with the greatest discordance for completion
(31.8% [27/85]).

Comparison of time and cost
The length of waiting time and the duration of consulta-
tion were significantly longer online than in-person (me-
dian length 37 min [interquartile range, IQR 4.5–210.5] vs
8 min [1–20]; pFDR < 0.0001; median duration 737 min
[IQR 94.5–1535] vs 9 min [7–14]; pFDR < 0.0001). Online
consultation fees for were higher than those for in-person
visits (median 30 CNY [IQR 20–80] vs 16 CNY [10–48.5];
pFDR = 0.00038). Seventy-seven (77) mental health scales
were used in 31 (36.5%) visits online, while 226 scales
were used in 53 (63.4%) visits in-person. SPs (11.8%) were
given prescribed medications and/or other treatments af-
ter ten in-person visits while none were prescribed online.
Combining the consultation fees with tests and manage-
ments, the overall fee of the visits was cheaper online than
in-person (median 30 CNY [IQR 20–80] vs 120 CNY
[15–284.9]; pFDR < 0.0001).
7
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Fig. 3: The proportions of completion of questions involving clinical history recommended by guidelines online and in-person.†p value of
Cohen’s kappa remained significant (<0.050) after correction of false-discovery rate method. §Unadjusted p value <0.050.
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Comparison of patient-centeredness
Indicative of a lower quality of patient-centeredness
online, the mean overall score of PPPC-CN for online
visits and the mean overall scores of each of four sub-
dimensions were higher than in-person encounters
(pFDR < 0.0001; Fig. 5).

Results of sensitivity analysis
No marked differences were found between the results of
completed paired data and imputed data assuming
missing at random, with only the significance test of
difference for the two indicators - the proportion of cor-
rect diagnoses and consultation fee - were not significant
under different offset parameter δ (delta), representing
varying MNAR conditions (Appendix Table E.1).
The results of CCC
The CCC values for all continuous outcomes in quality
of care for both online and in-person settings were
below 50% (Fig. 6). The highest point estimate being the
CCC value for the mean scores of PPPC-CN (28.5%
[95% CI 11.3%–44.0%]); the lowest point estimate was
the CCC value for the duration of waiting for consulta-
tion (−0.6% [95% CI −4.1% to 2.9%]).

Qualitative results regarding the psychiatrists who
did not make the diagnosis of PPD online but did
so in-person
Fifteen of 16 psychiatrists who correctly diagnosed SPs
in-person but not online completed the third interview
via webchats. Eleven were male; one was a resident
www.thelancet.com Vol 45 April, 2024
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Fig. 4: The proportions of completion of management decisions recommended by guidelines online and in-person. †p value of Cohen’s
kappa remained significant (<0.050) after correction of false-discovery rate method.
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physician, seven were attending physicians, four were
associate chief physicians, and three were chief
physicians.
Fig. 5: The mean overall scores of PPPC-CN and of each of t

www.thelancet.com Vol 45 April, 2024
Thirteen of the 15 psychiatrists regarded the dis-
crepancies between online and in-person diagnoses as a
result of a lack of non-verbal information (e.g.,
he four sub-dimensions for online and in-person visits.

9
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Fig. 6: The Lin’s concordance correlation coefficient values and 95% confidence intervals of quality of care (except for diagnosis) online
and in-person.
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expressions, the tone and speed of voice) online
compared to in-person.

An illustrative comment by one psychiatrist: “The
observations and information online are relatively simple,
resulting in conservative diagnoses.”

Another noted: “Definitely the most accurate (diag-
nosis) is (made) in-person consultation, because we can
communicate more thoroughly and in-depth. We can see you
and have a face-to-face interaction with each other, which is
very important. In addition, in fact, we can also notice your
look, your speech and expressions, all of which are non-
verbal information that is crucial to diagnosis and
assessment.”

Eight psychiatrists believed video or telephone con-
sultations were better than asynchronous webchat con-
sultations, though they would still be inferior to in-
person evaluations.

One psychiatrist described time constraints of online
consultations: “It (video or telephone consultation) is
actually limited to 15 min, meaning that it will automati-
cally cease after 15 min, which is very unfavorable for us
psychiatrists.”

The majority of psychiatrists (13/15) suggested that
online consultation could not replace in-person visits
as the latter was more effective, although two psychi-
atrists offered different perspectives: “Online visits
would be able to achieve similar effectiveness as in-person
visits if the medical history and examination results are
uploaded.”

“Most of the time, the effectiveness of online and in-person
consultations is similar. They are simply distinct ap-
proaches. […] It (the effectiveness online and in-person) is
the same! The keys are clinicians’ professionalism and
competence. If the clinician is responsible, he or she will
be attentive whether the consultation is online or in-
person!”

Twelve of the 15 psychiatrists expressed the view
that online consultations served different purposes
from in-person assessments. Online consultation
should be used more for repeat prescriptions, follow-
up or purposes such as providing only brief cogni-
tive therapy. Ten psychiatrists mentioned that the
initial diagnostic assessment should be done in-
person.

“Generally speaking, first diagnoses should be made in-
person. At in-person consultations, the observation of
your status when you describe symptoms, in addition to
the examination at the time, will be more in line with
diagnostic and treatment procedures; the precision and
accurate of the diagnosis and treatment will be better. In
online consultations, I cannot view your status, only the
text. I primarily deliver health services in-person; online is
solely used for follow up. If adjustments to management
are needed after the diagnosis is made and treatment
prescribed at in-person visits, but in-person consultations
are inconvenient due to pandemic restrictions, you choose
online consultations.”

Another stated: “Generally, I recommend in-person
consultation for the first diagnosis. When things get better
over time, online and in-person consultations are similar.
[…] Online is mainly used for health counseling, patient
management, prescription of medication, and so on. For
these purposes, if it is not convenient for you to attend in
person, you can consult online.”
www.thelancet.com Vol 45 April, 2024
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Discussion
To the best of our knowledge, this study represents the
first attempt to employ SPs to consistently evaluate the
quality of care provided by the same psychiatrists in
both online and in-person settings. We found that for
SPs “suffering” from PPD, online consultations utiliz-
ing asynchronous webchats were inferior to in-person
consultations in terms of diagnostic accuracy, adher-
ence to established guidelines, and patient-
centeredness. By incorporating a diverse cohort of 85
psychiatrists from 11 prominent DTCT platforms and
69 hospitals across ten provincial capital cities in China,
results from this study give a glimpse of the current
landscape of psychiatric consultations for PPD.

We found that sixteen out of 85 psychiatrists who
refrained from providing an online diagnosis of PPD
did so when the SPs were seen in-person. Attributing
the online diagnostic errors to the competence of psy-
chiatrists may therefore be inappropriate. Several factors
may have contributed to the differences between the two
modes of consultation. Firstly, nonverbal cues often play
a critical role in establishing clinical diagnoses of mental
disorders.24 Secondly, certain psychiatrists may perceive
online consultations primarily as preliminary evalua-
tions, with the expectation of referring patients for in-
person consultations if necessary, rather than making
definitive diagnoses online.25 For these clinicians, mak-
ing a diagnosis might have been considered a secondary
objective. Indeed, ten out of the sixteen psychiatrists
suggested referrals for in-person visits. Their approach
to online diagnosis may also stem from limited access to
comprehensive information.26 A majority of these
sixteen psychiatrists diagnosed SPs seen online with
broad terms such as “sleep problems”, “mood disor-
ders” and “anxiety” instead of specifying “depression” as
the primary diagnosis. Additionally, some psychiatrists
appeared to have reservations about online consulta-
tions, perceiving them as inferior to in-person encoun-
ters, which could potentially impact their confidence
and performance. However, they were included in the
sample due to their apparent availability for online
consultations.

The study revealed that clinical inquiries recom-
mended in published guidelines were more consistently
addressed in-person compared to online consultations.
Certain inquiries, such as “suicidal ideation” and “do-
mestic violence” were substantially less frequently
explored in online settings, though in-person consulta-
tions also missed key areas of clinical investigation.
Psychiatrists’ reluctance to discuss such sensitive topics
through text-based asynchronous exchanges, conducted
over extended periods of up to 48 h, might contribute to
this discrepancy. The format of asynchronous webchats
appeared to hinder the continuity, flow, coherence, and
comprehensiveness of conversations, potentially leading
to the omission of important but sensitive subjects.27

This contradicts the commonly perceived advantages
www.thelancet.com Vol 45 April, 2024
of online consultations, which include reducing stigma
and facilitating the discussion of sensitive matters.28 It is
noteworthy that our study did not include consultations
conducted through video or telephone, with asynchro-
nous webchat being the predominant mode employed
in China at the time.

While our investigation focused exclusively on PPD,
the results underscore the need for an urgent reevalu-
ation of the appropriateness of using asynchronous
webchats for initial consultation encounters. The re-
strictions imposed by platforms on the number of
rounds and total duration of consultations warrant re-
view. Efforts should be directed towards determining
which clinical conditions or symptoms are suitable for
asynchronous webchats or other forms of online con-
sultations. Clear guidelines for referral to in-person
visits and mechanisms for monitoring the quality of
online consultations are imperative.29 Furthermore,
systematic training must be provided to healthcare
providers and students to equip them better for online
consultations.

This study has limitations. The data collection
occurred during the COVID-19 pandemic when in-
person visits were restricted at times. Additionally, we
could not obtain a comprehensive sampling frame of all
psychiatrists engaged in webchat consultations. No
further consultations were conducted with the three
psychiatrists who correctly diagnosed them online but
not in-person, potentially leading to a loss of
information.

In conclusion, our findings demonstrate that online
consultations using asynchronous webchats for the
evaluation and diagnosis of PPD are inferior to in-
person consultations concerning diagnostic accuracy,
adherence to guidelines, and patient-centeredness. To
harness the potential benefits of online consultations
and to ensure patient safety, urgent and substantial
improvements in their quality are imperative.
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