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Abstract

Background: Online substance-use interventions are effective in producing reductions in harmful-use. However, low user
engagement rates with online interventions reduces overall effectiveness of interventions. Identifying optimal strategies with
which to engage users with online substance-use interventions may improve usage rates and subsequent effectiveness.

Objectives: (1) To identify the most prevalent engagement promoting strategies utilised to increase use of online substance-
use interventions. (2) To determine whether the identified engagement promoting strategies increased said use of online
substance-use interventions.

Review methods: The reviewed followed Cochrane methodology. Databases were searched for online substance-use inter-
ventions and engagement promoting strategies limited by study type (randomised controlled trial). Due to heterogeneity
between engagement promoting strategies and engagement outcomes, meta-analytic techniques were not possible.
Narrative synthesis methods were used.

Results: Fifteen studies were included. Five different engagement promoting strategies were identified: (1) tailoring;
(2) delivery strategies; (3) incentives; (4) reminders; (5) social support. The most frequently reported engagement promoting
strategies was tailoring (47% of studies), followed by reminders and social support (40% of studies) and delivery strategies
(33% of studies). The narrative synthesis demonstrated that tailoring, multimedia delivery of content and reminders are
potential techniques for promoting engagement. The evidence for social support was inconclusive and negative for
incentives.

Conclusions: This review was the first to examine engagement promoting strategies in solely online substance-use inter-
ventions. Three strategies were identified that may be integral in promoting engagement with online substance-use
interventions. However, the small number of eligible extracted studies, inconsistent reporting of engagement outcomes
and diversity of engagement features prevent firmer conclusions. More high-quality trials examining engagement are
required.
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include web-based interventions such as internet-oper-
ated therapeutic software and online counselling and
therapy. Meta-analyses have demonstrated effective-
ness of online and computer-based substance-use
interventions (SUIs) on behaviour change;*’ however,
engagement with the interventions remains a
challenge.®’

Engagement broadly refers to how the user interacts
with the technology, typically measured by web-metric
usage data. Engagement related behaviours include
accessing the intervention website for the first time,
using the intervention website and its features, as well
as revisiting the website.'” Issues such as low login rates
and limited use of intervention features are consistently
reported in the literature with only a minority of par-
ticipants returning to the online intervention.''™!3
Studies suggest a dose—response relationship between
the level of a user’s engagement and the effectiveness of
an online health intervention.'*™"” Whilst this associ-
ation may also be due to reverse causality, such as
when a user experiences better outcomes they are
more likely to engage, it is plausible that engagement
increases effectiveness and online intervention compo-
nents are important strategies to improve rates of
engagement.'® Additional individual and environmen-
tal level factors have also been hypothesised to influ-
ence engagement;'®2° however, this review is focusing
solely on technology-based intervention strategies.

Previous reviews have examined engagement strate-
gies predominantly for internet-based health behaviour
change interventions. An early systematic review by
Crutzen et al.'® examined strategies that facilitated
exposure to internet-delivered health behaviour
change interventions for adolescents. Eight out of 17
of the included studies were targeting substance-use,
utilising strategies of targeted communication, custom-
isation of information, tailoring, professional and peer
support, interactivity, reminders and incentives. Two
studies examining SUIs examined the effectiveness of
engagement promoting strategies (EPSs) compared
with a control, with neither study reporting significant
differences for interactive or tailored features. By the
term ‘tailored’, we refer to a process whereby interven-
tion components are individualised to specific charac-
teristics or needs of users, such as tailoring text
messages to gender or drinking behaviours.”’ When
including all types of health behaviour change interven-
tions the authors reported that multi-component stra-
tegies were the most effective. Brouwer et al.” also
examined exposure to internet-delivered health promo-
tion interventions with qualitative descriptive analyses.
Twenty-seven out of 64 studies in the Brouwer et al.’
study were targeting substance-use including EPSs of
interactivity, peer and counsellor support, email/
phone contact and frequent updates. The authors

reported that the most effective strategies peer and
counsellor support and email or phone contact.

Schubart et al.?? examined internet behavioural
interventions for chronic health conditions in adults,
using a positive deviance approach, where engagement
strategies were compared between five studies with the
highest, and five with the lowest attrition rates.
However, none of the three studies included in the
Schubart et al.** study including SUIs were included
in this comparison. Overall, the authors reported that
tailoring, social support and updated material contrib-
uted to reducing non-engagement. Finally, Alkhaldi
et al.>* conducted a review on the use of prompts to
improve engagement with digital interventions and
reported borderline positive results for prompts com-
pared with no strategy.

Previous reviews have examined EPSs across a broad
range of healthcare issues;”'%**** however, no review
has focused only on online SUIs. With the exception of
Alkhaldi et al..>® who focused on prompts for both
online and offline interventions, no systematic review
has been conducted on EPSs for online interventions
since 2011. Furthermore, with the fast-paced develop-
ment of new technologies, no review has included the
use of smartphone or tablet based interventions.
Finally, there is a lack of reviews considering only
high quality randomised controlled trials (RCTs). As
healthcare interventions moves towards mhealth, this
review addresses the gap in the literature by examining
the most up-to-date EPSs, considering only the studies
of rigorous RCT design, to inform the development of
future interventions.

The aims of this systematic review were: (1) to iden-
tify the most prevalent EPSs utilised to increase use of
online SUIs; (2) to determine whether the identified
EPSs increased engagement with online SUIs.

Method
Design

Systematic review of RCTs, following Cochrane meth-
odology and Preferred Reporting Items for Systematic
Reviews and Meta-analyses (PRISMA) guidelines.”*

The review was registered with PROSPERO
(CRD42016038874).
Definitions

Online health interventions. This review targeted online
health interventions delivered or supported via the
internet.>> This included but was not limited to smart-
phone apps, intervention-based websites, and online-
delivered computer and tablet-based interventions.
The definition of online SUIs also includes online
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interventions which can be used offline (e.g. apps).
Online health interventions are differentiated from digi-
tal interventions, which are not dependent upon deliv-
ery or support from the internet, such as an analogue
pedometer or a CDROM based computer program.?®
Online SUIs were chosen because they represent the
most up-to-date technology which is likely to supersede
analogue (offline) interventions in the future.

Engagement. Engagement was defined by a user’s inter-
action with the intervention. This may be visiting a par-
ticular aspect of the online intervention or completing a
task such as filling out an online diary. Engagement
also included how long or how often the participant
used the online intervention. Previous research examin-
ing engagement has reported a range of engagement
outcomes including: number of logins to the interven-
tion; time-spent on the intervention; specific web-ses-
sions opened and tasks completed.'”*"—’

EPSs. EPSs were defined as any method used to pro-
mote engagement with online SUIs. This includes
prompts, tailoring of the intervention to its users;
social support, online community and gamification fea-
tures. Gamification is defined as the use of gaming com-
ponents in non-gaming settings.*°

Inclusion criteria

The eligibility criteria were selected based on partici-
pants, interventions, comparisons, outcomes and
study designs. A start date of 1990 was chosen as it
corresponds to the time period when the internet
became available.”!

Participants. All individuals accessing an online SUI,
including, but not limited to, individuals accessing
online interventions targeting alcohol reduction and
smoking cessation. No age limit was imposed.

Types of intervention. EPSs delivered as a component of
an online SUIs designed to increase use of said inter-
vention. These were defined from a scoping review of
the literature as prompts, tailoring, social support,
online community and gamification features.

Intervention delivery format. Online SUIs as per the def-
inition above including, but not limited to: mobile
phones; tablets; web-based interventions; wearable
technology with online capability; push notifications
including text-messaging; social networks; online
social support and social media.

Comparisons. (1) Online SUIs offering no engagement
promoting strategies such as tailoring versus no

tailoring; (2) online SUIs offering different levels of
dosage of EPS such as low versus high dose of tailoring;
(3) online SUIs offering alternative EPSs such as
prompts versus tailoring.

Outcome. The main outcome was engagement with
the online SUIs (measured as primary and second-
ary outcomes in included trials). This is typically
reported as means of: number of logins; time spent
on intervention (e.g. minutes); number of pages
viewed; number of sessions completed; number of
web-sessions opened; number of features used and
tasks achieved.

Exclusion

The following were excluded: (1) trials examining
CDROM and computer-based interventions which do
not function in an online capacity; (2) trials where attri-
tion from the trial (defined as drop-out attrition or loss
to follow-up) could not be disentangled from attrition
from the online intervention (defined as non-usage
attrition); (3) studies which compared EPSs between
different online SUIs; (4) studies which compared
EPSs between an online intervention and offline
health intervention. For (3) such studies were excluded
as the effects of EPSs cannot be disentangled from
the active ingredients of the behaviour change
intervention.

Data sources and search methods

The search strategy combined online SUIs with engage-
ment outcomes and EPSs limited by study type (RCT).
The strategy was based on previously published system-
atic reviews on online health interventions and engage-
ment with digital interventions®'**? and, in the case
where systematic reviews had not been conducted on
a specific topic, such as gamification, the search terms
were based on the existing literature.”> The Medline
thesaurus Medical Subject Headings (MESH) terms
were identified, supplemented by keyword searches
and relevant filters. The data extraction tool was
tested by one reviewer (JM) to determine whether 9
studies!”?%2%338 identified from a hand-search of
the literature met the inclusion criteria. The Medline
search terms are listed in Appendix 1.

The following databases were searched: Medline,
PsychInfo, Embase, CENTRAL, CINAHL, Google
Scholar (first 100 citations) and Database of
Abstracts of Reviews of Effects (DARE).
Unpublished literature was searched from OpenGrey
and Index to Theses and Science Citation Index.
Reference lists of included studies were hand searched
and papers citing key papers screened.
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Data collection and analysis

All studies identified were downloaded into EndNote
X7 and duplicates removed. Two members of the
review team independently screened article titles and
abstracts (JM and SFC) in May and June 2016. Full
texts were retrieved for relevant studies and eligibility
assessed. If any discrepancies arose these were discussed
by the two reviewers until a consensus was reached.
Data from eligible papers was extracted into a template
adapted from the Cochrane Collaboration’s tool for
assessing risk of bias.> The extraction form was piloted
using a representative sample of the studies by one
reviewer (JM).

Data synthesis

Reporting was based on PRISMA guidelines.** At
protocol stage, meta-analytic techniques had been
planned; however, they were determined to be inappro-
priate for comparison of the studies in the current
review. This was due to high heterogeneity both in
terms of outcomes as well as for type of EPS evaluated.
The studies included evaluated a broad range of EPSs,
including reminders, incentives and tailoring, and pool-
ing these effects would not have been appropriate.
Equally, there was high variability between outcome
measures, which again were not appropriate for
pooling. Consequently a modified version of narrative
synthesis***! approach was used. Narrative synthesis
is recommended by Cochrane when traditional
meta-analytic approaches are not appropriate.*
As meta-analytic approaches were not appropriate,
selection of a single primary outcome was not necessary
(if studies reported more than one primary outcome),
therefore, all engagement outcomes were reported.

Narrative synthesis adopts a textual approach and
aims to provide both a summary of the knowledge-base
and a rigorous evaluation, providing a robust interpret-
ative synthesis of the effectiveness of the intervention in
question. There were three stages to the modified
approach to narrative synthesis: (1) developing a pre-
liminary synthesis; (2) exploration of relationships in
the data; (3) assessing the robustness of the synthesis
product. A number of different tools and techniques are
available for the stages above, depending on the type of
studies included. At the beginning of the synthesis pro-
cess the available tools and techniques were evaluated
in terms of their relevance to the data by reviewer JM
(see Appendix 2).

Assessment of risk of bias and robustness in
included studies

Risk of bias was determined using the Cochrane’s
Collaboration tool.* Each study included was

evaluated for risk of bias and was coded as low-risk,
high-risk or unclear risk, taking into account random
sequence generation, allocation sequence concealment,
blinding, incomplete data and selective outcome report-
ing. Other bias was considered, including selection bias,
sample size, power and baseline characteristic differ-
ences between groups. A risk of bias summary was
generated (see Appendix 2).

Results
Summary of search results

A total of 511 records were found. After removing
duplicates 342 records were available for abstract
screening. Of these, 48 studies went forward for full-
text review. Thirty-three studies were excluded, the
most common reason being lack of a suitable compari-
son group (see Figure 1).

Characteristics of included studies

In total, 15 studies were included. All of the studies
were computer, web-based interventions (as opposed
to smartphone or tablet). Characteristics of studies
are described in Table 1. Eleven studies targeted
tobacco-use,”” 3> three studies targeted alcohol-
use>>*>3 and one study targeted cannabis-use.”* Two
studies used a factorial RCT design®>* and the remain-
ing studies compared conditions with varying EPS
types. The content and theoretical framework of the
online interventions varied, but at minimum included
information and advice for cutting down. Table 1
details the characteristics of the studies.

Quality of included studies

The studies varied in quality and level of risk (see
Appendix 2). An overall score of quality was calcu-
lated for comparative purposes by summing the ‘low
risk’ scores for each bias category (see Appendix 3).
The studies with the least bias were McClure et al.,>
Houston et al.** and Stoddard et al.’® These studies
reported rigorous methodologies and were of high
quality.

Engagement outcomes were measured automatically
so there was no blinding of outcome data bias. For
missing outcome data, there was low risk of bias overall
due to objective measuring. However, one study*®
excluded 6% of participants who did not log on at all
and another’® excluded 65 people who spent less than
five minutes on the website, which may have introduced
an element of bias. Engagement measures were only
reported in three protocols’’ but were pre-specified in
the methods of 11 papers,??-3%:43:45—48.52=54.56
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§ Records identified through Additional records identified
database searching through other sources
§ (n= 510) (n=1)
-~/ k
i Records after duplicates removed
(n= 342)
H
E WA oA Records excuded
title/abstract + (n = 254)
{n= 342)
Full-text articles assessed I Full-text articles excluded,
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B (n=48) {n=33)
2
= No control n =5
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—_ Studies included in nz16
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3 engagement n =5
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Figure 1. PRISMA flow diagram.

There was potential bias of insufficient power in all
studies as power analyses for engagement were not
reported. Two studies*’>! had sample sizes of below
100 participants. Self-selection bias was found in the
majority of studies, particularly for those who recruited
using online and print advertisement, >#3:#446=54

Research question 1: to identify the most
prevalent EPSs utilised to increase use of
online SUls

Five individual EPSs were identified: (1) tailoring; (2)
reminders (3); delivery strategies; (4) social support; (5)
incentives. An additional category, ‘multi-component’,
was created for studies which compared a basic version
of an app with an enhanced version. Due to this study
design, it was not possible to disentangle the effects of
individual components of EPSs on engagement in these
studies.

The most frequently reported EPS was tailoring,
with seven studies (47%) wusing this technique.

Ten different sub-types of tailoring techniques were
identified (see Table 2). The most frequent sub-type of
tailoring was to level of readiness to quit***>%* (40%
of tailoring studies, n=4) and to self-efficacy and bar-
riers to quitting®=>* (30% of tailoring studies, n = 3).
This was followed by tailoring to abstinence status,>®
goals and motivations for quitting®?’ and testimonials/
success stories (20% of tailoring studies, n =2 for each
sub-type). All other sub-types were included in only a
single study.*

Reminders??33:43:45:46.62 and social sup-
port>#43:43:46.36.62 were ysed in six studies (40%), deliv-
ery strategies®” 33433 in five (33%). All reminders
were via email. The most popular delivery strategy
techniques were using multimedia content*** and vari-
ations on the timing of delivery of content.>*>* Social
support was either peer led,***% therapist led,”* or a
combination of both.*>%? Incentives were used in two
studies,*”*! including rewards contingent on abstinence
or engagement. Two studies used a multi-component
design.*




(panunuod)

edliusis-uou sem
pajueyua ‘sA +-padueyuy (z)

xxx|0UOY

9y} ueyl atow ul passo|

Suminb

noge Supjuiyy
9,08 :}Inb 0} ssauipeay

(pa1odad jou

@S pue ueaw) sieak
§G—GE 1AM 94,05 :98Y
%858 ®dUUM %

(Lsh = +padueyus
‘49T = padueyud

1s1|e1ads juswieal) 03eqo) paules)
B Y}M uonediunwwod pue dnois

poddns |epos e snd ((z) pue (1)) aroqe

3y} PapN|dul + UOISIBA PIDUBYUD i WY
walshs SuiSessaw |lew?a
|euoneanow paysnd paiojie} e snid

‘9A0GR PIPN|IUI UOISIIA PIIUBYUD i WY

$921N0sal |euol}

-BWLIOJU] SI0}[ND|ED I3LLIB] UO}RSSdD
pue ‘@ue|eq [BUOISPIP “YSII AA[DRIAIUI

inb 0} ssauipeal o} pa.ojie} SuiSes
-SaW [euoljeAllow :Sulpnpau| "9)Isqam
Supjows inb palojie) ‘aAdeIRUI T WY

paseq-gam :jewloy |q
0IpeJ ‘SjUBWSILIAApE
pied juiid pue suljuo :usW}INIIAI
eIpaw}|nw/siapulwal/pioddns

|e1dos/3utio|iey/Alnidelalul :(s)sd3
Ayxa)d

-Wo0d SuIseaJdul Jo SWe 33y} (SWIy
slasn

027eq0) SS3[owWs Jnpe :sjuedidiiieq

vsn s10¢

~+padueyua ul sjuedpijed (1) suisoq (1) %LE B|BW 9 ‘662 = |0J1U02) 006 =N 1nbzapaQ :awey (swJe omy) 17y :uSisaqg 037e(0] ‘[e 12 uo}snoH
Ajuo aireuuonsanb :¢ wiy
1dwsane 1nb ay) Jaye yoeqpasy paso| paseq-gam :jew.oj |q
-1e} sn|d ‘an0qe papn|dul padueyud iz WY jund pue auljuo :uaWINIDAY
ydwsane 1nb ayy Jaye pue alojeq (Sutiojiey
sjuawuBisse ASajens Sutuueld palojie} pajueyua "sa diseq) Sullojie} :(s)Sd3
(879 =u :j0J3u0d (z) 9dwane 1unb sy a10j3q ydeqpPa”y (Ajuo aireuuonsanb) jon
«(dV) uonipuod diseq ay} panodal ‘Zz9 =u :8ullojiey paJojiel (1) :(dy) papnjaul diseq T wiy -u0d (€) ‘(-+dy) uoisian pacueyus
ui suedpied ueyy syuaw (1e103 jou :3nb 0} ssauipeay pajueyus ‘zhs =u g6l2POW 38uey)-| (2) ‘(PwweiSoud (dy) Suiu
-ugisse Sujuueld asow ut xis) paja|dwod (08°1TT) sieak 1 28y :Suilo|ie} di1seq) 3y} Suisn awweiSoid paseq-gam -ue|d uolde) UOISIAA JISeq (T) :Swly SpuelIayRN
pa1e|dwod (+dy) uonip sjuawusisse paliodal Jou RUYM % (suoisnjaxa Jaye) uonessad Supjows palojie] sieak G9—81 pase suzyows npe 10z
-u0d padueyua ul syuedpined Suruue|d jo saquny %8E d[eW o 8T =N (N4DS) noA Joy 1Ny Aeis :awey :sjuedpilieg (swae daayl) [y :uSisaqg 037e(0] ‘[e 12 1jeppay|3
80]q gam e pue Suias paseq-gam :jew.oy |g
xxx21520 Y1m pased |05 SI9pUIlBI |IBWS {JUBIU0D Pas]| Ul Supjows wouy [eliajal
-Wod (ulw) JSIA Jo uone 9[e3s julod -euostad ‘elpawninw yum Ajpandelsiul JUBWIINIIAL BIPSWI}NW/SISP
-inp JaySiy pey uolsian T UB UO (T°Z @S) 6 JO 9A0qe papinoid :(UOISIDA paduBYUR) 7 WY -uiwaJi/poddns |eos/Sullojie) :(s)Sd3
pa>ueyus ul suedpieq (z) ueaw :3inb oy ssaulpeay U013235 $924N0S3I B pue umop Suind + pacueyus (g) ‘padueyud (z)
%x2158q Yim pasedwod (urw) 9'z=qs ‘sieah g0z :a8y (668 =2Iseq Joy sadnaead 153q J0j suondnisul das ‘(uoISIBA JISEQ) [0J1U0D DA (T) :SWY
aiow ul pagso| uoisian JISIA Jo uonjeing %96 PUYM % {168 = padueyu3) -Aq-days papnppul :(uoisian diseq) T wiy siqows Jjnpe :sjuediilieq 037870} VSN 10z
pasueyud ui spuedpied (1) (z) suiSoq (1) L6 3|BW O 9TLT=N digise]Ay awen (swue 234yy) DY :udisaq SS9|oWs ‘|e 19 Jayeueq

Suuioje]

'safsiiepeleyd Apnis T a|qeL



(panunuod)

xxx215€q 4um pased
-Wwod (uiw) ISIA Jo uolje
-Inp J3ySiy pey uoisian
pajueyus ul spuedpilied
xxx158Q YUM pasedwod
aiow ul passo| uoisIan
pasueyua uj syuedpieyd

SUSIA JOU ‘44 ,OUI|UO

ulw ‘4 SMalA aSed pue

4 xxB3IB JUBJUOD pasea.nul
uoneSineu pajepiq

QUIUO UIW JO S}ISIA jou
INQ SMBIA BAIE 4, JUIUOD
pue ,.95ed pasealnul
9uo0) aSessaw aAndisalyg
SM3IA B3R

JUBJUO0D JOU 4, dUIUO UIW
‘xxxSM3IA 38ed ‘y,  SUSIA
paseasdul siapuiwal |lews
JRENIE]

ou :s|eluow|}sa} palojie]

(1)

(@

(1

(urw) ysin
Jo uoneinq (z)
suiso (1)

PamaIn
seale Juauod (#)
‘auljuo san
-ulw (€) ‘pamaln
saSed juajuod
(¢) *susin axsqam (1)

(WETRETI=RN

jutod TT ue uo (8°T gS)

8 JO ueaw e papodal
nb 0] ssaulpeay
9'6=QS ‘siedh L€ 98y
%86 ®UYM %
%86 :3|ew %

%'t :shep o€

1Xau ul :3inb o0} ssaulpeay
(Lw1=a9)

sieal gty 198y

%28 BUYM %

%LE 3]eW %

SI9PUIWAI |IBW? ‘4elS YdJeasal

pue 19ad) sdnoi§ 1ioddns paseq

~g3M OM} JUSJUOD BIPIWINW d[Npow

Jinb o1 Suifes, : 3inpow unb 03 Suiu

-ue|d, paJojie} pue dAdeIAIUI ‘papIng
snjd T wie :(UOISIIA PADUBYUD) 7 WY

uonew

(€921 =2Iseq -JOjul UOIJESSI) PUB UMOP INd 0} SN}
09T = padueyu3) ->eid 153¢ papn|dul :(UOISIAA dIseq) T WUy
€LST=N Wwo0d°931jmay) dwey

(ou "sa saf) sjeluownsay

paJojie} Ajjeuostad jo uoisn|pul 4 J0}e4
(ou

'sA saf) s1apuiwal |lews daeoud i€ Jojdeq
(10u 'sa sapio

palepip) Awouoine uoneSiaeu :z Joje4
(jeuoneAllow ‘s d1epIp

/anndunsaid) auoy aSessaw :T Jopeq
Supjows
Supnpal 1oy saidareuss :Suminb o}
sJallieq paniadiad ‘Juawleas) o} sidllieq
paniesad Bunjows Suminb jo syausq
‘Supjows Jo sysi1 ay) :Suissaippe
jeuaew Suliayo swweiSosd uonessad
Supjows paseq jauJaiu| (sd1ydesSowsap

pue jinb o} ssauipeal jo aSejs o)) patojie]

S98T =N 70 dweN

paseq-gam :jew.oy |q
olpel ‘sjuawasiiianpe
pied juud pue suljuo :usWINIdA
eipaw|nw/siapuiwai/ioddns

|e1dos/Sutiojiel/Ayandeldul :(s)sd3
UOISIaN

JISeq (Z) ‘uolsian pasueyua (T) :swly
s1asn

022eq0] Ssajajows }jnpe :suedpilied

(swae omy) |y :udisag

paseq-gam :jewJo} |q
spiodau uejd yieay
pajewoine wodaj paiausp! ;JusawWNIIRI
siapulwal/Suliofiel :(s)Sd3
(ou "sa sah) sjeluow
-13s9) paJojiey Ajjeuosiad (#) ‘(ou
'sa safl) siapuiwal lews aandeosd
(€) ‘(30u 'sa parepip) Awouoine
uonesineu (z) ‘(jeuoiieAlow ‘sa
anndusaid) auoy aSessaly (1) 510}
-JB} UN0} YdB3 JO S|3A3| OM} JO 3UO
0} pasiwopuel syuedidiyed :si0)eq
sijows 1jnpe :syuedpiued
1012} UOIJUBA
-131U1 [3A3]-0M] N0} YIM uSisap
|eLI0}oR} |RUOIDRI) PAsIWOpURY uSisaq

ssayoWs

VSN 800¢
‘|e 19 U0SIaNIS

vsn €10

033eqo| ‘le 3o ain|DdW

‘panuiuo) °t ajqel



(panuinuod)

(%L 08)

8ET=1U PaSIAAL ‘(%fL'GS)

L9T=u
UOISIIA [eUISIIO ‘3IUO ISe3|
e pasn Aseip) swwesSoud
9} JO UOISIAA PaASIADL BY}
Ul xxx19481Y Apuesyiusis

sem Aseip ay1 jo aSesn ay|

£xxSUOI}IAS
-gam alow Ajued

-1juSis pauado uonew
-Jojul ainsodxa 3|Suls pue
xxxSuauodwod Aedys
-J|3s paiojie} yidap-ysiy
Suln34 syuedpied jeyy

pajeanas sashjeue uoissaifay

(92u0

jsea| je pasn

:snowojoydip)
adesn Aieig

juedidiied

9y} Aq pauado

SUOI1I9S UOIJESSD)

Supjows paseq
-gam jo Jaquinp

payiodal

10U :uMmop 1N
0] UOIBAIJOW JO 3INSE3|

()

06 = PasInaL ‘(€°0T)
8°6C = ueaw [euilio a8y
payodal Jou RUYM %

%pEY = PaSINGI
‘006G = [RUISIIO B[EW O

€8 =1:(9]eds 0T—T Uuo
ueaw) }nb 0y uoneanop
(payi0das
J0u=(Qs) sieaf 9y P8y
%6L BUYM %
%0% :3|ew o

s|eoS Jo Juawanalyde

Sulpiemal uo ad1ape pue Supjulp

Suidnpal Joj suoseal uo SuidafpRs

Joj @d1Ape pue ‘/ Aep uo suonenys

¥s14 ypm adod 0} moy uo sdiy pue asn

|0Y0d[e UO }DB(PID) PAIO|IR) P3|ILIdp

‘asn [oyod|e jo Aedsip |earydess pue

95N [0Y0d|e S,[BNPIAIPUI 3Y} UO YIeqpad)

paJojie} 1oys Ajiep aaisuajul aiow
Suipn|pul 3A0qe JO UOISIAA PISIARL T WY

0sS3Nbiu

-y29) SuIMaIAIIUI [BUONBAIIOW UO

paseq y2eqpaay [eoS pue Ateip Supulip

‘Buiuue|d |eoS “yoeqpasy palojie}
“JUBLUSSISSE-J[3S SUDULIP SIPN|IUI IT WY

Adesayy [esnoineyaq saniuSod pue

5sUOIUBAIBIUL J311G PaSNI04-uofin|os

(567 = pasinal Uuo paseq "yIeqpaa} paJo|ie] pajewoine
‘00€ = [euISlQ) yum swweiSoid djay-j3s paseq-1autau]
G666 =N Supjuq Jnoj aSuey) dwey

(dopurwal
Yim poriad 23aM dAl} B J3A0/20U0

1€ ||e) ainsodxa aSessaw Jo Sulwiy :G 10}oe4
(moy/ySiy) adinos

95essaw ay) Jo uonesijeuosiad :4 Jo}eq
(moj/y81y)

$9110)s $5320Nns [e[13yjodAy Jo asn € 10}k
(moj/ys1y) sadessaw

suoiepadxa Adediya palojiey iz Jojdeq
(moj/ySiy) suoirepadxa

)2eqPa3) 3W0IN0 paJo|ie) :T Jo}deq
JuaWIdURYUD AredIYa-§3s pue |oJ}
-uod snjnwis ‘Sunnb Joy suoneaow
Suipnjoul uonuanaid asdejal pue uoljes
-592 Sujows Jo spoylaw |einolneyaq

-9A1IIUS0D UO Paseq UOIUBAIBIUI-BI0)

998T =N pauiodal Jou dwey

paseq-gam :jewloy |q

eW? JuaWHNNIY

(pasueyua “sa |euiS1i0) Sutiojiey :(s)Sd3
IJHEN

pasIAal (z) ‘UOISIDA [eUISIIO (T) SWwly
(y23m jsed
3y} ul aSesane uo Aep sad joyod|e
aind jo (sjewsay/sjew) Sz1/me
UBY} 2J0W PAWINSUOD 10 |Njwiey
paJapisuod [aA3| 1B yuelp oym

J9A0 10 8T) SIULIP }npe :sjueddiied

(swae omy) |y :usisaq

paseq-gam :jewoy |q
spiodal uejd yjjeay pajew
-0INe WOJj P3LYIUIPI :JUIWIINIDAY
15318910435 YdRqPa3/BUliofIe) (5)SdT
aunsodxa agessaw
Jo Suiw (5) ‘@2nos adessaw
3y} Jo uonesijeuossad (4) ‘satiols
ssa2ans |eanaylodAy jo asn (g)
‘saBessaw suonepadxa Aednys (z)
‘suolje}dadxa awodno (1) :siopey
A} Y} JO DD JO S|2A3| OM] JO dUO
0] pasiwopuel sjuedniyied :sio}ey
siqows Jjnpe :sjuediilieq
510128} UOIIUBA
-13)Ul [9A9]-0M) dAl} YUIM uSisap
|BII0}OB) [BUOIDRIY PasIWopuRY :uSisaq

Auewian

|oyod|y €10C |e 18 |Isua]

VSN 800¢

033eqo] ‘|e 19 19yd9.s

‘panupuo) °tT 3jqey



(panunuod)

(L°€) dnous

Ajuo-1x33 ay3 ul syuedpiy
-1ed uey) (6°€) sa|npow
}2eqPad) PAMBIA dIoW
xxAuestjiusis pamain
(elpawn|nw) wue apins

paiyiuosiad ay} ul syuedpilied

xxxC UOIIPUOD yum pased
-wod afesn Jajunod ayale
-81> paseasnul pey 4 pue
€ suolpuo) *(papodal
Jou ejep) T uolHpuOod
yum pasedwod ,,a5esn
|eudnol pue I3}

-unod ayaJtesid pasealnul
pey (7 pue € ‘¢) siap

~UIWAJ |IBWS Y}M SUOIIPUO)

pamain
sa|npouw ydeqpaa,

adesn
|euanol auijuo (z)
‘98esn 191unod
anaJesn (1)
Juawasesua

104 Axoud e sy

pauiodal
10U :UMop Ind
0} UOI}RAIJOW JO dINSEI|
(T°21) 0'9€ = eIpaw
-lnw 4(8°1T)
7'LE = uedw )x3} 38y
%8798 = elpawijjnw
‘%% L8 =1X3) BUYM %
%69 = elpswinw
‘0,8°79 = 1X3} :3[eW 0

(0z=as)

3|ess julod 0T

B U0 §'9 =ueaw :(}inb

0] ssaulpeas Joy Axoud
se) Sumnb ur duapyuo)
€TT=QS ‘sieak ge a8y
%0L BHYM %
%S§S d|ew o

pajodal
Jou swJe usamiag
88C =N
(T6z=1 wie
TGT=¢€ wie
TGT=1¢ wie
HT=T wly)
000T =N

sa|npow
YIeqpasy
3y} ySnouyy Jasn ay) papins ays se
Swweidold sy} paytuosiad ydym e}
s,uewom e jo ydesSojoyd pajewiue ue
papn|pul Jey) ydeqpasy elpawinw g wiy
Sumew
-10§ TWLH ul pajuasaid ydeqpasy :T wly
yIeqpasy pasijeu
-0sJad pue Sujuaauds [oyod|e paseq-gam
dn y38y) joyod|y :dwepN

dnous
poddns auljuo +¢+z+ T Swie f way
951n0d
JusWaSeuRW POOW |EINOIARYI]-IAI}
-1uS0d uossa|-}ySia pue z+ T swie g wly
ajep 3inb o}
pakay VIND ay Jo suondas 0} syul| yum
S|lewa pajewoine + UoISIdA diseq g Wiy
|eusnol sujuo
pue J3junod ayatesid e papnjul os|y
‘spie [ea13ojodewseyd ‘quawaSeuew
pue uonuanaad asdejau ‘saiSajeuss uojy
-essad ‘}nb 0} suoseal :8ulan0d aping
U011eSSI) SUBOWS BUIUO J11.)S 1T WY
B 40 PDWey

paseq-gam :jewuoy |q

QUIJUO JUBWIINIIRY
(etpawnnw

'SA 1X3]) Sa13a1eu)s Yoeqpasy :(s)Sd3I
¥Ieqpas) paseq eipawiijnu

(2) “¥oeqpas) paseq xa} (1) swiy

sJayulp jnpe :syuediilied

(swae omy) |y :uSisaq

paseq-gam :jew.oy |g
YINow JO pJOM/3UIUO :JuIW}INIIRY
2ueping sidesay) auljuo
/Moddns |e1os/s1apuiwal :(S)Sd3
yoddns |e0s + suos
-S9| JuawaSeuew poouw + SIap
-ulwal |1ews +diseq (4) ‘suosss|
JudwWaSeueW poow + SIdpuiwal
lews +Jiseq (g) ‘siapulwal |lew
-9+ 2Iseq (z) ‘uolsian diseq (T) :swly
sa)aJes|d payjows
oym sJasn jauiiul Supjeads
ysi|Su3/ysiueds ynpe :syuediiped
(swJe unoy) 1Dy :udissg

¥Sn 900¢

loyod|y ‘le 19 uewJagan
sai8ajens

Aianijag
anoqe VYsSn 800

UOSIDAIS 93§ B ]9 UO0SI3AIS

anoqe VSN 800¢
1323115 935 ‘e 19 J3YdRIIS

vsn
033eq0| 6002 "|e 19 Zouny

anoqe vsn €10
NI 335 ‘[e 19 aIndW
anoqe vsn s10¢

uejsnoH 99§ ‘|e 3@ uoisnoH

anoqe vsn z1oc
Jayeueq 33s ‘le 19 J3yeueq

slapuiway

‘panunuo) °t 9|qel



(panuinuod)

xxx2UI[UO UIW g/
Jo ueaw e juads uonip

-U0) 03PIA ‘BUI|UO UIWZ L (urw)

o ueaw e juads uonIpuod Ixa HSIA Jo uoneing

SYuoW XIS
pue 231y} je uond|dwod
swuwesSoud ul sdUAIRY
-JIP OU “JIIAIMOH * 4, UOI}

-1puod Suljeusayje ayy
ul ss3| Ajjuediyiusis sem
10 doup ‘uoISSas 1s41 Ay} JBUY

uoia|dwod
swuweisoud (1)

'8 = 03pIA
‘T6T =13}
(%) yuow auo
ulyyum 1inb o3 ssauipeay
(0°zT) T'8h =relpaw
-hinw “(6°'T1)
9°9% = UeaW }x3) :38y

paiodal Jou :PUYM % (00T =u
7z =03pIA 103PIA ‘40T =U :1X3])
‘G0% = 1X3} 3|ewW o H0C=N

payodal
J0U UMOp INd
0] UOI}RAIIOW JO dINSEI|Y
(L'sT=aSs) plo
sieah £ Ty =ueaw :38y
paiodal Jou :_BUYM %
%LS d1eW %

(zeT=>peqpa3}
Suneulsye ‘18T =ydeq
-pa3) aAnewwns

‘GET = [043u0)

g =N

|BJ1JUBPI SEM Swie
0M} 3Y} UIIMIDQ JUBIUOD || “03PIA Aq
pataniap SuiSessaw paiojie} (03pIA) iZ WY
X3} Aq
paJanlap SuiBessaw paJojie} (1xa}) T Wy
5IPPOW
a8uey)-| ay} uo paseq awwesSoid
uolessad Supjows patojie} paseq-gam
uaddois (iqunals :dwey

Ajareusayje adiape
|euossad pue suonsanb paaidal sjued
ued auaym ddeqpasy Suneulslie € wly

suor}

-sanb Suuamsue Ja)e ad3uo je papirosd
YIBQPa3y || NIeqPad) SAIBWWNS 17 WY
10J1u0d 151| Suniem :T wly

Supjulp umop

Sumnd oy d1Ape pue ydeqpady pasi|

-euosiad Sulpnpul g [dpow d8uey)-|

9} Uo paseq sy ulIp wajgqoid ynpe Sui
-1951e) awweiSoid paiojiey ‘uoIssas iy

iesHun
3y ulyum Suiyihiang-joyody awen

paseq-gam :jewloy |q
3UIJUO JUBWINIIRY
(09pin
'sA 1x3) sa1Sajeuls Asanijap :(s)Sd3
saSessaWl paseq elpawiinu
() ‘sa8essaw paseq 1xa} (T) :Swiy
siuedpnaed pajed
-npa 13ys1y 10 Jamo| se pasiios
-3led ‘unb o} pajeanow ‘iapjo
10 sieak 9T ‘sijows :syuedpipied
(swae omy) |y :uSisaq

paseq-gam :jew.oy |g
JUIUO JudWINIIRY
saISajenis (yoeqpaay) Asaniap :(s)sd3
¥Peqpasy
Suneusaye (g) “oeqpasy aanew
-wns (g) ‘|043u0d 11| Jem (1) :swuy
Ayyesyun
PaJapISu0d [9A3] 1B YUBIP OYM
43N0 40 8T) siyulip }npe :spuedpijied
(swue 234y)) 1Dy :udisaq

Jayeueq 9as

anoqe YsSn ¢1oc

|e 13 Jayeueq

poddns |epog
aAoqe vsn €10
2In) 935 ‘[e 39 aun|dW
anoqe VSN 800¢

J9Y33l1S 99§ ‘|e 19 13yd9.41§

spueliayaN
€10C

032eq0| ‘|e 19 yAzouels
Auewian
/SpUBIBYIRN

loyod|y €102 "€ 19 Z|nYdS
anoqe SN €10¢

NI 335 ‘[e 19 aIndW

‘panupuo) °t 3jqel



(panunuod)

papnpuod jou

919M $)S9] |BI1ISIIE]S ‘suol}
-1puod gg pue diseq sy}
uaamiaq Jayip Ajgqeiou jou
pip saSed Juaiayip 0} S)SIA
(TT =ueaw) dnois diseq
|y ul syueddiied ypm
pasedwod uonuaAIBul Y}
uo (8T = ueaw) sajnuiw
ul dw1y alow juads dnous
g9 ays ul syuedijey

wJe [eul§1io ay) ul ueyy
salua Aseip asow LApued
-jusis parv|dwod wue
1eyd 3y} ul syuedniiieyd

(z wue) wue jeuiSiio ayy ul
uey) sa|npow asow Apued
-1j1usis 913|dwod jou pip
(T wJe) wae Suljjasunod
1eyd ayy ul spuediijieq

@

(1

(@

(1

(sjo01)

saged o} susIA (2)
(utw)

1SIA Jo uoneanq (1)

uona|dwod uon

-dwnsuod Aleiq (z)
uory

-31dwod 3jnpow (1)

payodal
jou :3nb 0} ssauipeay
(€01 =@9) 9'€v @8y
169 3UYM %
T°9% 3jew o

payiodal
J0U :UMop Ind
0} UOIJeAIJOW JO dunsealy
(0'0T=aqs) plo
sieah g6z = ueaw :38y
pawiodal Jou PBUYM %
%EGL B|PW %

(789 = @9 ‘169 =>dIseq)
SLET=N

(€6 =041u0d

‘T0T =1eyd + |euls
-10 ‘4TT = |eui5uQ)
80E=N

SENEING
YHM 1eajul pinod A3y} alaym wnloj e
0] ssa2de paaledal sjuedpiied :(gg) ¢ way
Ajuo uonuanaul anoge
3y} paaiadal siuedpiped :(diseq) T wly
s1ows
Suninidad ||ns s|euy [eatulp Jo sisi|
pue $|00} YS14 Paseq-dUIPIAI ‘5|00 YSLI
aApesdul ‘poddns uorjessad Supjows
Joj[asunod T:T ‘sajnpow djay-j|as
‘aping 1inb aurjuo Suipnpul awweiSoid
uonessad Supjows day-J|3s paseq-qam
A05°321J2)0WS BUWEN

syjuow
93y} J3}e UOIUIAIRIUI SUIAIDIBI

sjuedidiped yim [03u0d Isi| Jem i€ wly
Suljjasunod 1eyd noyim

swwelSoud djay -4|3s paseq-gam iz wiy
19D pue | uo paseq suoissas Sul||as
-unod jeyd |enplAipul om} o} dn yum

swuwelsold d|ay-jas paseq-gam :T wiy
‘poliad }93am Xis e Iano
paJanijap sajnpow 1ySia jo Sunsisuod
sayoeosdde .. I 1,19 U0 paseq

awuweiSold djay |35 paiojie} paseq-gam

npayue) dwey

paseq-gam :jew.oj |g

S99
-fojdwa |e1apay 0} |IeW?I :Judw}inidAY
poddns 49ad :(s)sd3

(gg) Hod
-dns |enos +diseq (z) d1seq (1) swly
siayows 030eqo] }npe :syuediilied
(swae omy) |y :uSisaq

paseq-gam :jewloy |q

Juld pue auljuo :uaWHNIAY
(Suijjasunod

1eYd auljuo) adueping isidesayy :(s)sd3
104303 351|
Hem (g) ‘Suijjasunod jeyd + |euid
110 (2) ‘(dwwesSold djay

-}|@s paseq-gam) |euiSiio (T) :swuy
Asyua Apnis 03 Jowid shep o€ ay) Jano
}29M B U0 Ised| Je siqeuued Suisn

(13pjo pue sieak gT) ynpe :spuedidilied

(swue 234yy) 1Y :udisag

SaAIUIU|
VSN 800

037eq0| ‘|e 13 pleppois
anoqe VSN 800

UO0SIdAIS 39S ‘|e 19 UosIanag

pueIaziIMg
ST0C

siqeuue) e 18 gqneyds
9A0qe vsn

zounyy 93§ 6002 °|B 19 zounpy
anoqe ¥Sn ST0¢C

UOISNOH 335 ‘[e 13 uo}snoy

‘panuiuo) °T 3jqeL



pajadxa soapin

O Jaquinu |30} 3y} JO % L9

paisod dnouS HA ‘parpadxa

S03PIA JO JaqUINU

|B10} 3y} JO %89 pajsod

dnou Jy -aysqam ayy o}

soapIA Sunsod jo sppo uo
dnoJS jo 1aye juedyiusis oy

«SUOI}IPUOd OM} J3yl0
UeY} SJUIWWOD 3iow
9peuW UOMIPUOd JAIUUI
Jeuosiad :aduo Ises) je

pajusWIWOod oym 3soy) 104 (z)
sdnou8
}00gade4 0} apew sjuaw

-WOd JO JAQWNU UO SUof
-1puod aAnudUl Suowe
9IUBJBYIP JuedIUSIS

ou :3)dwes padueyus o4 (1)

juawasesus
J0 ainseaw
B Se pasn sem
a)Isgam o} pajsod
SO3PIA JO Jaquinu
juawasesus

10} Axoud e sy

painseaw
SJUBWIWO) pue
S|, Jo Jaquinu
Juawasesua

104 Axoud e sy

payiodal

jou :3inb 0} ssauipeay
19—81 =2aSuel
‘o7 =ueaw :dnoi§ HA
‘86—Tz =2asuel ‘sieak

8¢ = ueaw :dnoJ Hy 38y
%16 :dnois JA

96 :dnoi3 JY PUYM %
%%tz :dnoid JA

{097 :dnous Jy :B|ew o

|e0S ou 0,0€ ‘|e0s
uorPNpal 9,09 ‘|eos
uaulsqe papodal
90T :|e0S Supjows
T'72=QS ‘sieah 1z @8y
%08 BHYM %
%08 :3|_W 9

(€€ =2A ‘5€=2V)
89=N

9 AN}

-U3dUI OU ‘€ 1UOIHPUOD D}
-SINJ}|e ‘€ :UOI}IPUOD |BUOSII
T =u :(unb oy Apeas) € wuy

GT:Al}

-UddU| OU ‘g :UOIHPUOD J1}
-SINJ}[e ‘6 :UOI}IPUOD [BUOSII]

ze=u :(Sun
-)inb 1noge Supuiyy) z way

9T :dAIUIUI

OU ‘TT :UOIIPUOD D1}

-SInJj|e ‘g :UOI}IPUO |BUOS

-12d 0} pasiwopues GE=u
:(nb 03 Apeal jou) T wiy
6L=N

Jauyed payoA, J1ayy jo 1eyy

0} |BIIUIP] JNPAYIS B UO PIdIOJUIAI

alam pue dnouS Jy ay} ui uedpied

e 0} paydjew aiam sjueddipied “snieys

Supjows jo juapuadapul saniuadUl
Aieyduow paniadal syuedpiped :(DA) ¢ way

(uory|iw

Jad sued 4> Jo [9A3] 0)) @ruaunsqe

Supjows JuaaJ uo JUABUNU0D SAAIIUBIUI
Aieysuow paniadal suedpnaed :(Jy) T way

Suppeuy ssauSoud pue yeq

-pasy papinodd ydiym Japlodal yiealq
0D PIseq-1aulajul ue Sem UOIIUIAIAU|
uaAIS JoN :dweN

dnoJS yooqade4

113y} 0} pajsod sysod 06 || uo Sunusaw

-wod Joy Ayieyd 03 pajeuop UL
paed 115 06$ :(2AUIUI dNISINIY[R) € Wiy

dnoJS yooqgade4 Jiay}

0} pajsod sisod 06 |[e uo Sunuawwod
Jo} juedpiyied 0} pajiews AU
pied Y18 06 :(dnnuadUl [euostad) 7 wuy
JAIJUDUI OU T Wiy

suols

-S3S 10}120p 3y} YSE {SUOISSAS UOI}esSI

19) ‘(s1sod) SuiSessaw dnouS ‘uoljessad

10} (,s31831RU1S [3POY [BIN3J03Y)ISURI]

a8ueyd jo aSe}s 0} palo|
-1B] UONJUAAIDIUI Y00gadey e :uoidisag
aloid sniels 03deqo] dwWey

paseq-gam :jew.oy |g
yinow jo plom
‘SJUBIASITIBAPE |BI0] (JUBWIINIDBY
S9AIIURIUI :(S)SdT
‘(DA) dnous jonnuo) paxoj (z) ‘(v)
dnou§ juasunuo) aduaunsqy (1) :swy
SIayows 030eqo] }npe :syuedidilied
(swae omy) |y :uSisaq

paseq-gam :jewuo} |q
JUSWIBSILIBAPE )00(3deS (JUaW}INIAY
S9AIJURdUI :(S)SdT
fyieyd oy
pJed 18 06$ :@AUdUI dNSINIe (€)
‘paed YIS 0G$ :uolpuod [euosiad
(2) ‘annuadul ou (T) :swde AU U|
}inb 0y Apeas
(€) ‘Suminb jnoge Supjuiyl (z) ‘unb
0} Apeal jou (1) :swue dnotS yooqadreq
(pjo sieak Gz—s81)
siayows }npe SunoA :syuedpilied
(suonipuod aAUdUL 334y} JO
3UO 0} PasiWopuel Wie YIes ulylim
‘a8ueyd Jo adeys Aq dnouS yooqadreq
0] pasiwopuel swie 331y} :uol}
-esiwopuel Jo s|aA3| om3) 1)y :usisaq

Suimalniaiu| jeuoneanol W ‘Adesayy jesnoineyaq sausod :g) fuonuaasdiul |eudig g ASa1euis Sunowoud JuswaSesus :SdJ el PI||0JJU0d PAZIWOPURI )Y “TO0 >=xxy ‘TO >=4x ‘G0 >=y :3JON

vsn
oneqo| 6002 °|e 33 sdooig

vsn
020eqo] GTOT ‘|e 1o owey

‘panunuo) °t 3jqeL



Milward et al.

13

Table 2. Prevalence of engagement promoting strategies.

Tailoring 7 (47)
Reminders 6 (40)
Delivery strategies 5 (33)
Social support 6 (40)
Incentives 2 (13)

Research question 2: to determine whether the
identified EPSs increased engagement with
online SUls

Effectiveness of EPSs

Table 3 provides an overview of the effectiveness of
the different strategies. There was a lack of standar-
dised reporting of engagement outcomes which
made pooling of effects an unsuitable technique.

Readiness to quit 4 (40)
Self-efficacy + barriers to quitting 3 (30)
Abstinence status 2 (20)
Testimonials/success stories 2 (20)
Goals/motivation to quit 2 (20)
Interests 1 (10)
Mood/negative affect 1 (10)
Health + lifestyle factors 1 (10)
Preparatory planning 1 (10)
Personalised message source 1 (10)
Email 6 (40)
Multimedia (text/image/video) 3 (60)
Single/staged/alternating feedback 2 (40)
Message tone (prescriptive/motivational) 1 (20)
Navigation autonomy (dictated vs. not) 1 (20)
Peer support 5 (83)
Therapist support 3 (50)
Contingent on abstinence 1 (50)
Contingent on website comments 1 (50)

Where independent effects could be reported, these
are described under the relevant EPS category below.
Unfortunately, due to two studies***® using a multi-
component design comparing a basic with an enhanced
version of a SUI, which included multiple EPSs
together, examination of the effects of the individual
strategies reported in these studies in Table 2 was not
possible. The synthesis below includes only studies
where individual effects of EPS categories could be
reported.
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Table 3. Effectiveness of engagement promoting strategies in

experimental arms.

Tensil et al. 2013

Strecher et al. 2008

McClure et al. 2013

Elfeddali et al. 2012°

Danaher et al. 2013¢

Houston et al. 2015¢

Severson et al. 2008°

Reminders

McClure et al. 2013
Mufioz et al. 2009
Strecher et al. 2008
Danaher et al. 2013¢
Houston et al. 2015°
Severson et al. 2008°
Delivery strategies

Lieberman et al. 2006

Stanczyk et al. 2013

Strecher et al. 2008

1. Abstinence status
2. Goals/motivation to quit

—

. Goals/motivation to quit
(depth outcome
expectations condition)

2. Health + lifestyle (depth

outcome expectations
condition)

3. Self-efficacy + barriers

to quitting®

4. Testimonials/success

stories

5.Personalised source®

1. Testimonials/success
stories

2. Self-efficacy + barriers
to quitting

1. Self-efficacy + barriers
to quitting

2. Mood/negative affect

3. Level of planning

1.Readiness to quit
2. Interests

1. Readiness to quit

1. Abstinence status
2. Readiness to quit

Email
Email
Email
Email
Email

Email

Multimedia (images® vs.
text)

Multimedia (video® vs.
text)

Single exposure® vs.
staged

Yes

Yes

No

Unclear

Unclear

Unclear

Unclear

Yes
Yes
Yes
Unclear
Unclear

Unclear

Yes

Yes

Yes

(continued)

Table 3. Continued.

Schulz et al. 2013¢ Single exposure vs. Unclear
alternating feedback
McClure et al. 2013¢ 1. Dictated order of Unclear
content vs. not
2. Message tone
(prescriptive/
motivational)
Social support
Houston et al. 2015 Peer + therapist support No
Danaher et al. 2013¢ Peer support Unclear
Mufioz et al. 2009 Peer support Unclear
Schaub et al. 2015 Therapist support Unclear
Severson et al. 2008 Peer + therapist support Unclear
Stoddard et al. 2008 Peer support Unclear
Incentives
Ramo et al. 2015¢ Contingent on website Unclear
comments
Stoops et al. 2009 Contingent on abstinence No

“Independent effects reported for specific sub-types.

PStatistical tests not conducted.

“These studies used a multi-component design so eliciting individual effects
was not possible.

9Inconsistent findings reported between engagement measures.

Tailoring

Seven studies reported tailoring as an EPS; four of
these reported data for individual effects of tailoring
as an EPS. 23 Two reported significant increases
in engagement compared with the control condi-
tions,>* one reported increases in engagement meas-
ures compared with control but did not report
statistical tests.*’ There was high variability between
the types of tailoring features used, with 10 different
sub-types included overall (see Table 2). Four out of
seven studies tailored to more than one factor at time,
subsequently, unless specified, results of individual
effects of sub-types must be considered with
caution.>#44%:63

Tensil et al.”> compared two self-help programmes
which provided automated feedback tailored to abstin-
ence status (drinking level). Both original and revised
versions included tailored feedback on participants’
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alcohol-use at baseline, general information on control
strategies and a drinking diary. In the revised version
participants received additional daily tailored feedback
messages on abstinence status and goals/motivations to
quit. The authors reported increased diary usage in the
revised arm compared with those in the original arm.
Individual effects of the tailoring sub-types were not
reported.

Strecher et al.”® used a factorial design allowing for
comparison of sub-types of tailoring EPSs, randomis-
ing participants to one of two levels of five different
treatment components, four of which compared a
high level of tailoring with a low level of tailoring.
The tailoring components were: (1) depth of outcome
expectations (such as health and lifestyle factors and
motivations for quitting); (2) depth of efficacy expect-
ations (such as barriers to quitting); (3) depth of success
stories where participants received a hypothetical story
tailored to the participant; (4) ‘personalised source’
where messages were presented as either friendly or
informal. Analyses revealed that participants receiving
high-depth tailored self-efficacy components and high-
depth personalised source components opened signifi-
cantly more web-sections.

Elfeddali et al.*> compared two versions (low and
high) of a tailored web-based programme targeting
smoking cessation in adults whereby the level of tailor-
ing was manipulated. A questionnaire only control con-
dition was also included. In the low tailored group
respondents received tailored feedback prior to their
quit attempt. Feedback was tailored to: self-efficacy,
readiness and motivations to quit and preparatory
planning. In the enhanced group (AP+) participants
received additional tailored feedback post-quit attempt
to self, efficacy, recovery self-efficacy, mood/negative
affect and level of planning. Providing additional tai-
lored feedback after the quit attempt resulted in more
planning assignments being completed, suggesting that
a higher dose of tailoring, consistent with Strecher
et al.? above, is more effective. However statistical
tests were not completed.

McClure et al.* used a factorial design, randomising
participants to one of two levels of the four experimen-
tal factors. One of these factors was tailored; partici-
pants received three highly tailored testimonials (or
not) targeting self-efficacy. Tailored testimonials did
not significantly affect engagement.

Reminders

Six studies reported reminders as an EPS,29-3:43:45:46.62

Four studies examined the individual effects of use of
reminders, which are reported here. McClure et al.,*
using a high quality factorial design with a large sample
size (n=1865), randomised participants to one of two

levels of four experimental factors. The authors exam-
ined whether reminders increased website visits, content
pages and areas viewed and minutes spent online for an
internet-based  smoking  cessation  programme.
Reminders significantly increased visits, views and min-
utes spent online compared with participants who did
not receive reminders.

Muiioz et al.*” examined a basic version of an online
smoking cessation guide compared with three other ver-
sions of increasing complexity. The basic version
included an instruction guide, cigarette counter and
online journal; the second version included the basic
version plus reminders; the third included version two
plus mood management lessons and the fourth version
included version three plus social support. Conditions
with reminders had significantly higher tool usage (cig-
arette counter and diary usage) than condition one.

Strecher et al.?’ also used reminders in one factor of
their five factor RCT. The authors reported that this
EPS increased engagement; however, this result needs
to be considered with caution as the use of reminders
was combined with a manipulation of delivery strategy
(timing of message source) so the extent to which
reminders were independently associated with engage-
ment is not known.

Finally Houston et al.*® delivered a quit smoking
website, with three arms of increasing complexity:
basic, enhanced and enhanced plus. The enhanced
group included the intervention from the basic arm as
well as the addition of email reminders; the enhanced
plus included the same content as well as a social sup-
port feature. Participants in the enhanced plus logged
in more times than in the basic version, but not com-
pared with the enhanced version, suggesting an effect of
reminders upon engagement.

Delivery strategies

Five studies reported delivery strategies as an EPS. For
the purpose of this review, ‘delivery strategies’ refers to
EPSs which manipulate the type of delivery method of
the intervention, for example, text versus video. Three
out of five of the studies reported increases in engage-
ment.?>*-> Multimedia delivery of information may
be an important delivery strategy to promote engage-
ment, as may be providing information all at once, as
opposed to in stages. However, with the exception of
Strecher et al.”’ the studies in this EPS category were of
low quality (see Appendix 3).

Two of the studies compared text-based with multi-
media-based delivery formats (Lieberman®® and
Stanczyk et al.*). Lieberman®? examined the number
of feedback modules completed in a study examining
text versus multimedia messages for an adult web-based
alcohol  screening and  personalised feedback
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programme. In one arm participants received all feed-
back in HTML text, whilst in the other, feedback was
delivered in multimedia format. The multimedia arm
consisted of a ‘personified guide’, where results were
presented by a photograph of a woman who would
guide participants through the feedback process.
Participants in the multimedia arm viewed significantly
more feedback modules than participants in the text-
only group.

Stanczyk et al.* conducted a RCT examining the
delivery strategy of feedback messages in a single ses-
sion web-based smoking cessation programme.
Participants received feedback either by text or by
video. Participants in the video condition spent signifi-
cantly more time online (minutes) than those in the text
condition.

The three other studies manipulated the delivery
schedule of feedback.?*>-** Strecher et al.?’ used a fac-
torial design randomising participants to one of two
levels of five different treatment components, one of
which was the delivery strategy of the intervention
materials. Participants received the materials either all
at once (single exposure) or over the course of five
weeks. Participants in the single exposure arm opened
significantly more web-sections than participants who
received the content over the course of five weeks.
However, this result needs to be considered with a
caveat: reminders were also included in this factor
and it is not possible to disentangle which EPSs were
having an influencing effect.

Schulz et al.>* conducted an RCT of a web-based,
three session tailored intervention targeting problem
adult drinkers. Participants were randomised to a con-
trol group or the experimental group, which was
divided into two sub-groups: alternating and single
exposure. In the alternating group participants received
alternating questions (three in total) followed by per-
sonal advice. In the single exposure group, participants
answered all the questions and were given the personal
advice all at once. The feedback messages were the
same for both groups. In the alternating condition, sig-
nificantly fewer participants dropped out after the first
session; however, there were no differences in pro-
gramme completion at three and six months.

McClure et al.,*> using a high quality factorial
design, manipulated navigational autonomy where par-
ticipants could view content in any order or a pre-spe-
cified order. The authors also manipulated message
tone, which was either prescriptive (in a didactic tone)
or motivational. Dictated navigation significantly
improved engagement on three out of four measures
(content areas viewed, content pages viewed, cumula-
tive duration), whereas prescriptive message tone sig-
nificantly increased engagement on two out of four
measures (content areas viewed, content pages viewed).

Social support

Six studies reported social support as an
EPS 4446473557763 Eoyr studies examined individual
effects of social support features.**>® Results for the
use of social support as an EPS were inconclusive.
Two studies reported peer social support as an
EPS.>*46-3 Stoddard et al.,’® in a very high quality
study with large sample size (n=1375), examined the
effect of a social bulletin board where users could inter-
act with each other within a self-help smoking cessation
programme. Stoddard reported two engagement out-
comes: visit duration (minutes) and number of visits
to pages; the authors reported an increase in visit dur-
ation but not in visits to pages.

Muiioz et al.*’ also used social support as a strategy,
including in one of the four arms of the trial was
an online social support group. The arm with a social
support feature did have higher engagement (cigarette
counter usage) compared with the arm with only
email reminders as an EPS. However, included in the
arm with social support as an EPS was a cogni-
tive behavioural mood management course, with may
also have had a moderating effect upon engagement,
therefore these results need to be considered with
caution.

Another study reported online therapist guidance as
an EPS. Schaub et al.,>* in a good quality study, exam-
ined whether the addition of chat counselling to a web-
based tailored self-help programme for adult cannabis
users increased feature usage (module and diary com-
pletion). The results for the two engagement outcomes
were conflicting: participants in the chat-counselling
arm did not complete significantly more modules than
those in the original arm. However, participants in the
chat-counselling arm did complete significantly more
diary entries than those in the original arm.

Houston et al.*® included a peer and therapist led
social support group in the enhanced plus condition
of a three arm trial (basic vs. enhanced vs. enhanced
plus) of a quit smoking website and reported that the
addition of a peer and therapist led social support
group did not increase engagement over the enhanced
arm, which included the basic component plus remin-
ders. As reminders in the enhanced arm increased
engagement compared with controls, this suggests an
effect of reminders not of social support.

Incentives

Two studies examined the effectiveness of incentives to
improve engagement.*->? These results were conflict-
ing, with one study reporting increases in engagement
only for participants who had already engaged. These
studies were of low quality and reported small samples
sizes (see Table 2).
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Ramo et al.*® conducted a smoking cessation inter-
vention on Facebook and examined the effect of differ-
ent incentives on the number of likes and comments
posted on the Facebook pages (as a proxy for engage-
ment). There were three incentive conditions: (1) no
incentive; (2) altruistic incentives where a $50 gift
card was given to charity if participants commented
on all 90 posts posted on the group’s Facebook page;
(3) personal incentives where participants were given a
$50 gift card for commenting on all posts. Analyses
reported that there were no differences in engagement
between incentive arms. However, for those who had
already engaged and commented at least once, personal
incentive condition made significantly more comments
than the other two conditions.

Stoops et al.’*> also examined whether incentives
improved engagement with an online smoking cessation
website; however, incentives were not specifically tar-
geting engagement: participants either received incen-
tives contingent on recent smoking abstinence, or
received incentives independent of smoking status.
The authors measured the number of online videos par-
ticipants posted to the website, which captured partici-
pants giving CO readings. There was no significant
effect of group on odds of posting videos to the website.

Multi-component designs comparing a basic
version with an EPS enhanced version

Two studies compared a basic with an enhanced ver-
sion of the intervention.**** The enhanced versions
incorporated a range of EPSs including: interactivity;
tailoring; multimedia; reminders; online therapist guid-
ance and social support. Both studies reported signifi-
cant effects between basic and enhanced versions. Due
to the study designs it was not possible to examine the
effect of the individual strategies, therefore the EPSs in
this category were considered together. Danaher et al.**
compared a basic and enhanced version of a web-based
smokeless tobacco programme targeting 14—25 year
olds. The enhanced version included four additional
strategies compared with the basic self-help programme
(interactivity/tailoring/multimedia/reminders). The
authors reported significant increases in logins and dur-
ation of visits for the enhanced version. In a similar
study, Severson et al.®® examined the use of six different
strategies (interactivity/tailoring/social support/remin-
ders/multimedia) in an enhanced versus basic study
for smokeless tobacco users. Both logins and visit dur-
ation (minutes) were higher in the enhanced version.

Discussion

This systematic review of the effectiveness of engage-
ment promoting strategies in online SUIs has focused

on evidence from RCTs, with the majority of
studies targeting tobacco cessation. This review is
the first to explore which EPSs are effective specifically
in substance-use populations and the first to use
Cochrane Methodology, with previous reviews examin-
ing more generally the health behaviour change
literature.

Five different EPSs were identified: tailoring; remin-
ders; delivery strategies; social support; incentives.
Overall, the strongest evidence points to the use of tai-
loring, email reminders and multimedia and single
exposure delivery strategies to improve engagement.
Social support features demonstrate inconclusive
results and may be effective in promoting some engage-
ment behaviours but not others. Incentives did not
demonstrate effectiveness.

Tailoring demonstrated promising results, which is
consistent with previous research.'®?%® Tailoring has
been hypothesised to be effective because it adapts the
intervention to specific attributes of the user.'” In the
alcohol field tailoring has been demonstrated to
improve the intervention by making it more meaningful
and relatable to the user,®’ increasing their likelihood of
engaging with the intervention content. Tailoring to
self-efficacy demonstrated tentatively positive results,
with a higher dosage of tailoring improving engage-
ment.”>* Tailoring to goals/motivations to quitting
was inconclusive as one study provided positive
results,” but in combination with another tailoring
sub-type (abstinence status). The other study®’ also
included this sub-type in combination with another
(health and lifestyle factors) but did not report an
effect of higher dosage on engagement. Tailoring to a
friendly, personalised source was effective, but was only
examined in a single study,?® as was tailoring to abstin-
ence status.’

There was high variability between the types and
combinations of tailoring features used in this review
(see Table 2) and disentangling which subtypes of tai-
loring EPSs are the most effective remains a challenge.
Therefore these results need to be considered with cau-
tion: Only two studies®”>> examined effects of individ-
ual sub-components in isolation. Elfeddali et al.*> and
Tensil> examined tailoring sub-types of self-efficacy,
abstinence status, goals and motivations, mood and
level of planning in combination, therefore work is
needed to experimentally study the influence of individ-
val tailoring strategies to confirm these findings.
Furthermore, the descriptions of how tailoring was uti-
lised in the studies was often limited, and specific details
on how tailoring was modified in the studies, for exam-
ple how interventions were tailored to ‘self-efficacy’,
were lacking, making it difficult for the design of
future interventions to replicate the effective
components.
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In a recent meta-analysis, the use of reminders to
improve engagement with digital health interventions
showed small but significant results.”® This supports
the findings from the current review. Given the wealth
of research from the broader healthcare field for the
effectiveness of reminders to improve engagement
with healthcare services,®®® there is again a need for
further high quality research to examine the role of
reminders in promoting engagement with online sub-
stance-use interventions.

The methods through which content is delivered
demonstrate potential to increase engagement. Perski
et al.'"® highlight that when users have control over
how they view content, and have free choice over
when they interact with it, evidence points towards
higher engagement rates. Equally, this review found
that multimedia content had higher engagement rates
than simple text based content. This maps onto the
concept of usability and aesthetics, which have been
demonstrated to be key factors in engagement.”®"!
For example content which is well presented and easy
to digest is more likely to be utilised than content which
is difficult to navigate or read, which is supported by
the findings in this review.

Social support, whether by peer or therapist, was an
effective strategy to increase engagement in a previous
review by Brouwer et al.” However, in the current
review, social support features were highly inconclusive
and had differential effects on engagement depending on
which engagement measure was used. This points to spe-
cific EPSs targeting different engagement behaviours.
User engagement research has reported that social or
‘community’ features are highly desired in apps for cut-
ting down alcohol-use.®” With numerous studies point-
ing to social support being a useful tool to promote
behaviour change,n'74 further research is warranted.

It was surprising that the two studies examining the
effect of incentives on engagement did not report posi-
tive results. In the substance-use field, providing vou-
cher or prized-based reinforcement for abstinence from
drugs as well as treatment adherence is effective.’®”>
One potential moderator may be the influence of motiv-
ation level on engagement; in the present review, Ramo
et al.*® saw an increase in engagement compared with
controls only for participants who had already engaged
by posting previously. If incentives work to promote
engagement in users, it may only be in those motivated
to reduce their use already; however, this hypothesis
needs further testing.

The evidence also suggests that using a multi-com-
ponent EPS approach is more effective than a single
EPS. Both studies using this approach demonstrated
an effect of multi-component strategies compared
with no strategies. Furthermore, in the Mufioz et al.*’
study, reminders were significantly more effective

compared with a basic version, but the addition of
social support was more effective than reminders
alone, pointing towards an additive effect of using mul-
tiple strategies.

Various theoretical models have been proposed to
explain the mechanisms behind user engagement with
online health interventions. Persuasive system design
has been influential in the engagement field, proposing
that technology has the capacity to influence, reinforce,
change and shape attitudes or behaviours through sup-
porting users to achieve the main objective of the tech-
nology.”® Techniques such as monitoring, feedback,
tailoring, aesthetic design, novelty, credible source
and social support have been proposed to influence
usage with online interventions.”””’® This model has
been further extended by Short et al.”® to consider indi-
vidual, environmental and technology level factors that
may moderate engagement. In a recent conceptual
review, Perski et al.'® hypothesise that engagement is
directly influenced by the context, content and delivery
of the intervention as well as characteristics of the
population; however, further investigation into these
associations is warranted as evidence is tentative.
Engagement models have been concisely described in
a scoping review by Ryan et al.”’

All the studies were computer web-based, despite the
increasing availability of app-based SUIs downloadable
from the app stores.®” Coupled with a lack of evidence-
based design for these programs,® there is a need for
rigorous evaluation of engagement in app-based inter-
ventions. How people use computer-based interven-
tions may be different from how they use app-based
interventions. For example, whether a smartphone or
computer is being used may influence the amount of
time a user engages with an intervention. Users may
also respond differentially to engagement features
depending on delivery mode. This review was unable
to explore any of these issues; further exploratory work
would be beneficial.

An inductive approach following Cochrane method-
ology was used here to identify EPSs. However, due to
this rigorous approach there may remain EPSs identi-
fied in other frameworks that were not identified in this
review, such as novelty, aesthetics and system credibil-
ity.lg’w’81 Unfortunately, to date, these EPSs have not
been evaluated using a RCT design within the SUI
field, therefore whilst they are potentially promising
techniques, further research is warranted.

One issue which has yet to be defined in the engage-
ment literature is how best to measure it, both quanti-
tively and qualitatively. As this review highlights, many
different measures are used, with no consensus between
researchers, and conflicting results, whereby an EPS
will have antipodal effects on different engagement
measures. Perksi et al.'® suggest that multiple
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dimensions of engagement should be utilised, for exam-
ple self-report, web metrics and physiological or psy-
chophysical correlates of e-health interaction.
However, as Yardley et al.** highlight, we still do not
fully understand what constitutes ‘effective engage-
ment’ and how to measure it. Engagement is a complex
and dynamic behaviour, and it has been argued that
simply ‘increased engagement’ measured via web
metric data as is typical with existing RCTs might not
equate to ‘effective engagement’. For example, non- or
ceased engagement could signify that the intervention
has been effective whilst sustained engagement might
suggest that the user is not learning to self-regulate inde-
pendently and is over-relying on the intervention.
Therefore defining the most appropriate measures of
engagement in the context of each individual interven-
tion is important as a ‘one size fits all’ approach may
disregard nuanced differences between engagement
behaviours.

Limitations

The major strengths of this review are its rigorous
methodology using Cochrane Guidance. However,
fewer studies were identified than expected and meta-
analytic techniques could not be applied as had been
planned. The size of effect of the different strategies
could therefore not be measured across studies, so
reporting of results here is tentative. Further high-qual-
ity trials examining the effect of EPSs need to be con-
ducted, reporting consistent engagement outcomes, in
order for measures of effect to be established.

There was high heterogeneity of engagement out-
comes reported in the studies, an issue which has
been highlighted in previous reviews.”?*?*% Until a
consistent measure of engagement is used by research-
ers, reviews comparing the results of different outcomes
need to be considered cautiously. In the current review,
four studies reported conflicting engagement results
depending on the engagement measure used, demon-
strating the inconsistencies different measures of
engagement can produce. Future work needs to estab-
lish whether there is an optimal ‘engagement outcome’,
or combination of outcomes, for future evaluations to
consider. Brouwer et al.’ reported that different engage-
ment features influenced different engagement behav-
iours, for example, peer support was associated with a
longer website stay and email contact was related to
more logins. This suggests that there may not be one
outcome appropriate for measurement of all types of
engagement strategies.

This review considered only high quality RCTs;
however, it is recognised that as engagement is a com-
plex and multi-faceted issue,** studies employing
other designs also provide important data to the field.

Future work may benefit from consideration of quali-
tative work alongside RCTs to elucidate further the
inconsistencies in findings.

Piloting of search strategy and review of relevance of
techniques for narrative synthesis were conducted by
only one reviewer (JM), potentially introducing bias.

It is noted here that only two of the RCTs in this
review cited engagement as their primary outcome.
Therefore the majority of studies may not have been
powered to detect effects.

The majority of the studies examined adult smoking
populations so the limitations in the generalisability of
these findings are acknowledged. However, as the find-
ings are in line with evidence from other healthcare
areas, the results of this review are potentially applic-
able across the substance-use domain. It is also possible
that the differences in effect of EPSs compared with
controls were due to the EPS arms taking longer to
deliver than controls and therefore required more user
time and engagement. This is most applicable to the
studies which examined an enhanced compared with a
basic version.

Conclusion

This review has identified five strategies used to pro-
mote engagement in online substance-use interventions
and has highlighted that interventions that use tailor-
ing, reminders and multimedia and single-exposure
delivery are potentially effective. The evidence for
social support is highly inconclusive. Incentives need
to be studied more thoroughly. Promoting engagement
is crucial to optimally deliver the harm reduction inter-
ventions in online programmes; however, more consist-
ent reporting of engagement outcomes and further
research are still required.
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Appendix 1. Medline search terms for
engagement promoting strategies for online
substance-use interventions

Terms for online interventions

(phone adj application®*) or (phone adj app) or
smartphone.mp,hw.

(virtual adj reality).mp,hw.

(Second life or secondlife).mp,hw.

(online adj (bulletin adj board*) or bulletinboard* or
messageboard® or (message adj

board*)).mp,hw.

(online or on-line).mp,hw.

exp internet/ or ((internet adj based) or internet-
based).mp,hw.

((web adj based) or web-based).mp,hw.

((world adj wide adj web) or (world-wide-web) or
WWW or (world-wide adj web) or (worldwide adj

web) or website™).mp,hw.

((electronic adj mail) or e-mail* or email*).mp,hw.

(((mobile or cellular or cell or smart) adj (phone* or
telephone*)) or smartphone).mp,hw.

(internet based or internet-based) adjl0 (computer™
or laptop*).mp,hw.

(web adj based or web-based) adjl10 (computer® or
laptop*).mp,hw.

(World wide web or world-wide-web or www or
world-wide web or worldwide web or
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website™).mp,hw.

(E-health or ehealth or electronic health).mp,hw.

(m-health or mobile health or mobilehealth or
mhealth or tablet).mp,hw.

(cyberpsychology or cybertherap* or etherap* or
ecounsel*).mp,hw.

(digital intervention* or mobile device*).mp,hw.

Exp Social media/

(Facebook OR LinkedIn OR Twitter OR Badoo OR
Orkut OR Qzone OR Xing OR Tencent OR Weibo OR

Mixi OR Sina Weibo OR Hyves OR Skyrock OR
Odnoklassniki OR Wer-kennt-wen OR V Kontakte OR

Tuenti OR MySpace).mp,hw.

(interactive adj ((health adj communicat*) or televis*
or video* or technolog* or

multimedia)).mp,hw.

(blog* or web-log* or weblog*).mp,hw.

((chat adj room*) or chatroom*).mp,hw.

AND

Engagement Outcomes

Engagement.mp,hw.

Attrition.mp,hw.

Adherence.mp,hw.

Exp Patient Dropouts/

Exp patient compliance/

(process adj metric*).mp,hw.

website-us*.mp.

website us*.mp.

(Web us* or web-us*).mp.

(website adj5 usage).mp,hw.

(web adj5 usage).mp,hw.

(online adj5 us*).mp,hw.

Usage.mp,hw.

Login*.mp,hw.

log-ins.mp,hw.

(page* adj5 view*).mp,hw.

(module* adj complet*).mp,hw.

(session* adj complet*).mp,hw.

(visit* adjS website*).mp,hw.

((Intervention adj participation) or (website adj par-
ticipation) or (online adj participation) or (web*

adj section* adj open*) or (web adj page* adj visit*)
or (time adj spent adj online)).mp,hw.

AND

Engagement promoting strategies

(prompt*  or  reminder* or  (push adj
notification®)).mp,hw.

((chat adj room*) or chatroom*).mp,hw.

((bulletin adj board*) or bulletinboard* or message-
board* or (message adj board*)). mp,hw.

((social adj support) or (peer adj support) or (online
adj social adj network*) or customi$ation or

(social adj connectivity) or (social adj5 network) or
(social adj media) or (online adjS communit*) or

(chat adj counsel*)).mp,hw.

(social adj bookmark*) or (social adj technolog*) or
(social adj networking adj site*).mp,hw.

tailor®* or personali* or relevan* or individuali* or
feedback or (personali$ed adj feedback).mp,hw.

Gamification or (gam* adj strateg*) or (gam* adj
design).mp,hw.

Incentive* or reinforcement™ or reward*.mp,hw.

(goal adj setting).mp,hw.

monitor*.mp,hw.

(leader adj board) or (leaderboard) or (achievement
adj badge*) or (progress adj report) or (progress

adj chart).mp,hw.

(persuasive adj design adj system*).mp,hw.

Usability.mp,hw.

Novelty.mp,hw.

Aesthetic*.mp,hw.

Medline RCT Filter - Cochrane

randomized controlled trial.pt.

controlled clinical trial.pt.

randomized.ab.

placebo.ab.

drug therapy.fs.

randomly.ab.

trial.ab.

groups.ab.

lor2or3ord4orSor6or7orS8

exp animals/not humans.sh.

9 not 10
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Appendix 2. Tools and techniques for narrative synthesis

Textual description

Groupings and clusterings

Tabulation

Transforming data into a common
rubric

Vote counting as a descriptive tool

Translating data: thematic
analysis

Translating data: content analysis
Graphs, frequency distributions,
funnel plots, forest plots and

L'Abbe plots

Moderator variables and sub-
group analyses

Idea webbing and concept
mapping

Translation as an approach to
exploring relationships®

Qualitative case description®

Investigator and methodological
triangulation®’

Descriptive paragraph of study/
intervention

Organising studies into manageable
groups

Visual presentation of qualitative and
quantitative data

Data transformed into common rubric, for
example, odds ratio for a meta-
analysis

Calculating frequencies of different results
across different studies

Translating the data into common themes
across studies

Translating data into frequencies based
on coding rules

Graphically present relationships within
and between studies

Examining characteristics between and
within studies to explain variability in
primary results

Create visual models to conceptualise and
explore connections across studies

Using qualitative research techniques to
synthesise findings from multiple
studies

Use of descriptive data to explain differ-
ences in statistical findings

Analysing data in relation to the context
in which it was produced, for example,
the disciplinary perspectives and
expertise of the researchers

Yes

Yes

Yes

No

Yes

No

No

No

Yes

No

No

Yes

No

Detailed description of each EPSs will be
presented

Studies will be organised by EPS type as a
means of synthesising the EPS results

Study results and characteristics will be
tabulated

This is not possible as outcome and EPS
types are too heterogeneous to include
in a meta-analysis

Statistically significant results will be
counted for an overview of effect.
Quality of studies will be considered.
This will be completed as a tool for
exploring relationships (see below)

More appropriate for qualitative data

More appropriate for qualitative data

Quantitative data not being used

Variations between the EPS features will
be examined. Populations, motivations
to quit/reduce will be discussed. A
table showing the EPS components of
the evaluated interventions will be
included

Connections across studies will be
explored with textual descriptions

More appropriate for qualitative data

Will be used in conjunction with textual
descriptions to explore the data

More appropriate for qualitative data
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Appendix 3. Quality rating of included studies

Elfeddali et al. 2012 Yes Yes Unclear Yes Unclear Unclear No u/7
Danaher et al. 2012 Yes Yes Unclear Yes Unclear Unclear No u/7
Houston et al. 2015 Yes Yes Yes Yes Unclear Yes No 6/7
Lieberman et al. 2006  Unclear Unclear Unclear Yes Unclear Unclear No 2/7
McClure et al. 2013 Yes Yes Yes Yes Yes Unclear No 5/7
Munoz et al. 2009 Yes Yes No Yes Yes Unclear No u/7
Ramo et al. 2015 Unclear Unclear Unclear Yes Yes Unclear No 2/3
Schaub et al. 2015 Yes Yes No Yes Yes Unclear No u/7
Schulz et al. 2013 Unclear Unclear No Yes Yes Unclear No 2/7
Severson et al. 2008 Unclear Yes Unclear Yes Yes Unclear No 2/7
Stanczyk et al. 2013 Yes Yes Unclear Yes No Unclear No 3/7
Strecher et al. 2008 Unclear Yes Yes Yes Yes Yes No 5/7
Stoddard et al. 2008 Yes Yes Yes Yes Yes Yes No 6/7
Stoops et al. 2009 Yes Yes No No Unclear Unclear No 3/7

Tensil et al. 2013 Yes Yes Yes Yes Yes Unclear No 5/7




