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Abstract

Background: Mental health problems among children and adolescents increased in recent years, while mental health
services are overburdened with long waiting lists. eHealth interventions, that is, interventions delivered digitally via apps
or websites, offer a promising approach to prevent and efficiently treat emerging mental health problems in youth. Over
the past years, rapid technological progress has led to diverse eHealth interventions for youth mental health. However, a
structured overview of effective eHealth elements and mechanisms through which interventions aim to improve mental
health is lacking. The aim of this pre-registered systematic review is to identify elements of eHealth interventions that
improve mental health and well-being in children and adolescents aged 10–25 from both clinical and general populations.

Methods: This systematic review conducted in April 2023 in accordance with the Preferred Reporting Items for Systematic
Review and Meta-Analysis guidelines identified 108 studies and 103 distinct interventions between 2011–2023. The overall
sample size was 33,435 participants (30.7% male, mean age= 18.4 years, SD= 2.5). Most studies (64.8%) were randomized
controlled trials (RCTs) to test the interventions. The remaining studies utilized a pre-post or group-comparison design
(non-RCTs).

Results: The interventions were heterogeneous in design, method of delivery, target group and outcome measures. Overall,
77.7% of the studies showed a positive significant association between eHealth intervention and mental health or well-being.
Elements that were often related to improved mental health and well-being were cognitive behavioural therapy (CBT) or
self-monitoring as therapeutic principles, blended approaches combining eHealth with traditional therapy, peer/parental
involvement and technological gamification elements, such as rewards.

Conclusions: Elements of youth eHealth interventions that appear to positively impact mental health or well-being are (a)
CBT-based, (b) self-monitoring (c) blended interventions, (d) peer or parental involvement or (e) gamification. Future direc-
tions for the development and implementation of eHealth interventions for youth are discussed.
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Introduction
Adolescence includes the life transition from childhood to
adulthood and is marked by an increased vulnerability to
mental health problems.1 Currently, an estimated 13–25%
of European adolescents suffer from depression or
anxiety.2 Current societal challenges, demands and major
crises such as the COVID-19 pandemic, may further
increase the risk of mental health problems.3–6 One of the
major challenges ahead is the overburdened healthcare
system; timely identification and treatment of mental
health problems are difficult, with a shortage of healthcare
professionals, long waiting lists for treatment and lack of
effective prevention strategies.7 Moreover, stigma asso-
ciated with mental health problems and help-seeking, and
complex ‘pathways to care’ further delay treatment.8,9

Overall, for adolescents with mental health problems, it
may take several years to be diagnosed and receive
adequate treatment.10,11 Therefore, alternative, easily
accessible and sustainable approaches to promote resilience
and prevent the onset of mental health problems in children
and adolescents are urgently warranted.12,13

A promising approach to prevent and treat mental health
problems and to build resilience in adolescents is eHealth.
eHealth can be defined as ‘health services and information
delivered or enhanced through the Internet and related tech-
nologies’.14 Advantages of eHealth compared to
face-to-face therapy for mental health problems include
lower invasiveness, potential higher cost-effectiveness,
lower threshold for help-seeking and efficient delivery of
therapy.15,16 The field of eHealth for mental health has
evolved rapidly, with an enormous increase in the number
of eHealth interventions in recent years.17,18 This has
resulted in a diverse range of existing eHealth interventions,
varying in design, mode of delivery, content and mechan-
isms through which interventions aim to improve mental
health. However, most eHealth interventions lack scientific
substantiation.19 To develop evidence-based future-proof
and sustainable eHealth interventions it is essential to
understand which elements are effective. In this study, we
review the literature on different elements (mode of deliv-
ery, therapeutic principles, blended intervention and/or
involvement of others and interactive elements) of
eHealth interventions aimed at enhancing mental health or
well-being in children and adolescents.

Elements of eHealth interventions

The first element we investigate in this review is the mode
of delivering interventions, that is, via smartphone applica-
tions, web-based or text messages. Earlier eHealth interven-
tions targeting mental health were mainly computerized
versions of cognitive behavioural therapy (CBT) or
included additional telecommunications (i.e. text messages
or emailing) to face-to-face therapy. Some contemporary

eHealth interventions still include these elements.
However, the rapid technological development and the
rise of mobile technology in the last decade led to the devel-
opment of eHealth interventions via websites or smartphone
applications. Currently, there are around 20,000 mental
health apps in the app store and the popularity continues
to grow.20 Importantly, providing eHealth interventions
appears particularly useful and feasible for youth, since
the vast majority (∼95%) of adolescents in the United
States and Europe have access to smartphones or laptops.21

The second element in this review includes the thera-
peutic principles of eHealth interventions. According to
recent systematic reviews of randomized controlled trials
(RCTs), most eHealth interventions for youth are based
on CBT and are related to improved mental health in chil-
dren and adolescents.22,23 CBT is a treatment approach
that aims to identify and modify maladaptive patterns of
thinking, emotional responses and behaviours.24 An essen-
tial element of CBT is the learning and application of adap-
tive coping strategies, such as seeking social support,
self-acceptance, positive distractions and problem solving.
In adolescents, CBT is commonly used to treat depressive
symptoms and disorders and has been found to be effective
in reducing mental health problems and increasing well-
being in youth.25,26

The efficacy of eHealth interventions based on other
therapeutic principles than CBT, such as positive psych-
ology, mindfulness or self-monitoring, are less frequently
investigated, resulting in inconclusive evidence.27 However,
there is empirical evidence on these therapeutic principles in
regular care (non-eHealth contexts), which might be interest-
ing to study further. Specifically, positive psychology is the
scientific study of what makes life most worth living, focusing
on both individual and societal well-being.28 Interventions
based on positive psychology specifically aim to enhance
well-being instead of reducing psychopathological symptoms
and can be used to complement clinical psychological inter-
ventions for mental health symptoms. Well-known examples
of positive psychology interventions include practicing
gratitude or forgiveness, being kind to others, writing
about positive, meaningful or successful experiences and
finding flow. Systematic reviews and meta-analyses found
positive psychology interventions to be effective in increasing
well-being, as well as decreasing depression and anxiety
symptoms.29,30 Moreover, originating from Buddhist practice
and philosophy, mindfulness can be described as the state
of being attentive to and aware of what is taking place in
the present.31 Interventions to increase mindfulness often
include meditation or relaxation practices and have been
related to various mental health and well-being outcomes,
both in adults32 and youth.33 Furthermore, self-monitoring
can be used as an element to improve mental health by
enhancing emotional self-awareness.34,35 Self-monitoring
is nowadays mostly done via the experience sampling
method (ESM) using the smartphone of the participant.
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ESM includes the repeated assessment of mood, behaviour
and context per day. The collection of data on momentary
positive and negative affect multiple times per day is
thought to enhance self-insight and self-management,
allowing for early identification of mood problems. Mood
patterns can reveal important information for both the par-
ticipant and the therapist if applied in a clinical setting.35

The third element in this review is the addition of
face-to-face therapy or inclusion of parents/peers in eHealth
interventions. eHealth interventions can be administered as
stand-alone (e.g. patients themselves play a mindfulness
app), supported by peers or parents or blended in combination
with face-to-face therapy. Recent reviews suggest that inter-
ventions are more likely to be effective when they include a
face-to-face component compared to self-administered inter-
ventions.22,23 However, conclusive evidence based on more
studies is needed.

Lastly, the fourth element in eHealth interventions
include advanced gamification or interactive elements.
Technological advancements have resulted in the develop-
ment of chatbots and serious gamification.36,37 Chatbots are
automated artificial intelligence (AI)-driven software.
Through interactive interfaces, people can engage in con-
versations with chatbots via text or speech. Chatbots
recently emerged in psychotherapy, providing guided psy-
chotherapy via automated script-based dialogue.36 In
adults, chatbot-delivered psychotherapy seems to reduce
depressive symptoms.38 Gamification refers to the use of
gaming elements in healthcare and digital health. It involves
serious gaming, that is, teaching skills or knowledge
through games and integrating game-like elements, such
as earning points, rewards, challenges, group competition,
to engage and motivate users in their healthcare activ-
ities.39–41 A meta-analysis of 42 studies showed a positive
effect of gamification onmental health in children, adolescents
and adults.36 The effect was consistent across platforms
(smartphone vs website) and goals of the game (mental
health enhancement, physical health enhancement or learn-
ing). Similarly, gamification was effective in samples with
different characteristics, that is, age and clinical status, indi-
cating the potential of gamification in eHealth interventions
in diverse populations.

Taken together, despite a strong increase in eHealth tools,
it is not yet clear which elements improve mental health and
well-being in children and adolescents. Previous systematic
reviews suggest that eHealth interventions are effective in
improving mental health and well-being, but these interven-
tions are mostly limited to CBT targeting depression and
anxiety.22,23,42 Other therapeutic principles, such as positive
psychology, mindfulness or self-monitoring and other mea-
sures of mental health problems and well-being are not
taken into account. This focus on CBT-based interventions
leaves a significant gap in our understanding of how these
alternative therapeutic approaches, which may offer unique
benefits, contribute to mental health outcomes. Moreover,

the rapid technological advancements and heightened inter-
est in eHealth due to the COVID-19 pandemic have likely
increased the variety and number of eHealth interventions
beyond those previously reviewed. Therefore, there is a
pressing need to evaluate these emerging interventions to
identify which elements are most effective across different
therapeutic approaches and outcomes.

Aims

In this systematic review, we describe elements of eHealth
interventions aiming to reduce mental health problems and
enhance well-being in children and adolescents aged 10–25
years both from clinical and general populations. We expli-
citly chose this broad age range from adolescence to young
adulthood to provide a complete review that reflects the
diversity of eHealth interventions available across different
developmental stages (instead of focusing on only one
developmental stage). This is in line with recent work that
expanded the definition and timeframe of adolescence to
include young adulthood, because adolescence mostly
extends into the early 20 s, as more youth in modern soci-
eties are postponing traditional adult responsibilities such as
starting a family, securing full-time employment or pur-
chasing a house. By systematically exploring a broad
range of therapeutic principles, we aim to provide a com-
prehensive understanding of the effective components of
eHealth interventions. In particular, we include studies on
eHealth interventions (both RCTs and non-RCTs) based
on different therapeutic principles, assessing a wide range
of mental health and well-being outcomes in clinical
samples and samples from the general population.
Understanding these elements is important for advancing
the field, as it can inform the development of more targeted
and effective eHealth solutions. First, we describe the ele-
ments of existing eHealth interventions, including the (a)
mode of delivery, that is, smartphone application, web-
based or text messages, (b) therapeutic principle of the
intervention, such as CBT, mindfulness and positive psych-
ology, (c) blended interventions and/or involvement of
others, such as parents or peers and (d) interactive elements,
such as chatbots or gamification. Second, we describe the
mental health and well-being outcomes. Finally, we evalu-
ate the effect of the different elements in improving mental
health or well-being in children and adolescents.

Method

Search strategy and selection criteria

This systematic review is conducted and reported in accord-
ance with the Preferred Reporting Items for Systematic
Review and Meta-Analysis guidelines (Moher et al.,
2009). Hypotheses and methods were pre-registered in
PROSPERO (https://www.crd.york.ac.uk/prospero/display_
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record.php?ID=CRD42023404110). The search was con-
ducted in 02/2022 and updated in 04/2023 by the medical
library of the Erasmus MC Rotterdam, The Netherlands.
The electronic databases Embase, Medline ALL, PsycINFO,
Web of Science, Cochrane and Google Scholar were used
(see online supplemental materials A1 and A2 for search
string queries).

Inclusion criteria included studies that investigated
eHealth interventions aimed at reducing mental health pro-
blems (e.g. depression, anxiety and stress) or improving
well-being in children and adolescents aged 10–25 years.
Additionally, studies were included if they assessed the
intervention effects using quantitative measures of mental
health or well-being rather than qualitative approaches.

Exclusion criteria were: (a) focus on a very specific target
group (e.g. pregnant teenagers or paediatric patients), (b)
no digital intervention, (c) intervention primarily targeting
the support system of children/adolescents (e.g. parents),
(d) evaluation via qualitative data, (e) no English article
or full-text availability or (f) study protocols, systematic
reviews, letters, case reports or conference abstracts.

Figure 1 provides an overview of the selection process
and the reasons for exclusion. After the initial search, dupli-
cates were manually removed. All remaining articles were
assessed for relevance based on titles and abstracts. To
ensure a robust selection process, five independent
reviewers (SvE, ED, FB, MvdE, AV) participated, with a
mean interrater reliability of 81.3%, indicating a strong

Figure 1. PRISMA flow diagram of the search and selection process.
PRISMA: Preferred Reporting Items for Systematic Review and Meta-Analysis.
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level of agreement. Any discrepancies were resolved
through consensus between two reviewers (SvE, ED).
Full-text papers of the included 108 articles were independ-
ently assessed by two reviewers (SvE, ED) with a strong
mean interrater reliability of 94.4%. Data extraction from
all included papers was carried out by LdV, with validation
and cross-checking performed by SvE and ED.

Data extraction and quality assessment

Data on descriptives, design, elements and efficacy were
extracted from the included studies. Quality assessment
and risk of bias in the included studies were performed
using the national institute of health Quality Assessment
tool (https://www.nhlbi.nih.gov/health-topics/study-quality-
assessment-tools). This tool consists of a checklist with
14 (RCT) or 12 (non-RCT: pre-post/group comparison
studies) questions, which can be answered with ‘yes’, ‘no’,
otabr ‘cannot determine/not reported/not applicable’. To
determine the quality rating of the studies, scores were
assigned based on the percentage of items answered ‘yes’:
>80% was considered good, 60–80% was considered fair,
and <60% was considered poor quality (see online
supplemental materials for details). The quality assessment
was conducted by three reviewers (SvE, ED, LdV). Each
study was evaluated by two reviewers. Initially, the
reviewers individually rated the studies and, in case of incon-
sistencies between ratings, the differences were resolved
through discussions until agreement was reached.

Results

Characteristics of studies and participants

In total, 108 studies were included. Table 1 shows the
characteristics of the included studies. The studies were
published between 2011 and 2023. The overall sample
size was 33,435 participants. The average age of the parti-
cipants ranged from 9.5 to 24.3 years, resulting in a mean
age of 18.4 (SD= 2.5). The proportion of males was on
average 30.7%. Studies were mostly conducted in Europe
(knumber of studies= 34/108) followed by North America
(k= 33/108), Oceania (k= 23/108), Asia (k= 17/108) and
Africa (k= 1/108). Quality assessment indicated that a
small proportion (17%) of the RCTs were considered to
have poor quality, 64% had fair quality, and 19% had
good quality (see Table A3 in the online supplemental
materials). Of the non-RCTs, 50% of the studies had poor
quality, and respectively, 37% and 13% of the studies had
fair or good quality (see Table A4 in the online supplemental
materials). Regarding power, among the RCTs, 53% (37/70)
had an adequate sample size for detecting differences with at
least 80% power. In non-RCTs, 32% (12/38) reported sufficient
power. Over all studies, this means that 55% of the studies did
not have an adequate sample size to detect effects. Furthermore,

only 54% (58/108) of the studies pre-registered their methods
and analyses.

The 108 studies, including 103 distinct interventions,
include a description of 112 evaluations of interventions
(i.e. four studies compared two different interventions).
The interventions Grow It! and Headspace were evaluated
three times in different studies and samples, and the inter-
ventions Bite Back, CARE, EMIcompass, Intellect, and
Whitu were each evaluated twice. Few eHealth interven-
tions (24/103, 23.3%) were developed in co-creation or
co-design with youth. The duration of the interventions
differed substantially and ranged from a single session
to 300 days, with an average of 54.4 days (SD= 46.2,
median= 42 days).

Of the included studies, 70 (64.8%) were RCTs, 35
(32.4%) used a pre-post design (non-RCT), and the remaining
three were group comparisons (non-RCT). Of the RCTs, 34
had a passive control group (assessment-only, k= 12, or a
waitlist group, k= 22) and 37 studies had an active
control group (attention-matched intervention, k= 27) or
treatment as usual, k= 10). We report RCT results separ-
ately from non-RCT results because RCTs offer more rigor-
ous control over confounding variables, reducing bias and
providing clearer insights into the efficacy of interventions.
The target population differed. Several studies (43/108;
39.8%) recruited children and adolescents from the general
population, whereas 35.2% of the studies (38/108) included
children or adolescents in clinical outpatient settings, and
25.0% (27/108) targeted participants at risk for mental
health problems, such as adolescents exposed to family vio-
lence or those with parents diagnosed with mood disorders.

Elements

Tables 2 and 3 display the results regarding the elements of
eHealth interventions in respectively RCT and non-RCT
studies.

1. Mode of delivery. Approximately half of the interven-
tions (54/103, 52.4%) were delivered through smart-
phone applications and this increased substantially
over time (see Table 2) and Figure 2). Furthermore,
36/103 interventions (35.0%) delivered the intervention
via websites, whereas seven studies, mostly older
studies, utilized text messages. The remaining studies
used a combination of either applications and websites
(k= 4) or websites and text messages (k= 2).

2. Therapeutic principles. The different therapeutic princi-
ples of the interventions can be found in Figure 3. The
interventions mostly included CBT (57/103, 53%), self-
monitoring of daily mood (17/103, 13%), mindfulness
(14/103, 13%) or positive psychology (10/103, 9%).
The remaining interventions included content based
on a range of theories and therapies, including motiv-
ational interviewing, dialectical behavioural therapy,

Dietvorst et al. 5

https://www.nhlbi.nih.gov/health-topics/study-quality-assessment-tools
https://www.nhlbi.nih.gov/health-topics/study-quality-assessment-tools
https://www.nhlbi.nih.gov/health-topics/study-quality-assessment-tools
https://journals.sagepub.com/doi/suppl/10.1177/20552076241294105
https://journals.sagepub.com/doi/suppl/10.1177/20552076241294105
https://journals.sagepub.com/doi/suppl/10.1177/20552076241294105
https://journals.sagepub.com/doi/suppl/10.1177/20552076241294105
https://journals.sagepub.com/doi/suppl/10.1177/20552076241294105
https://journals.sagepub.com/doi/suppl/10.1177/20552076241294105


Ta
bl
e
1.

D
es
cr
ip
tiv
e
ch
ar
ac
te
ri
st
ic
s
of

in
cl
ud

ed
st
ud

ie
s
in

th
e
sy
st
em

at
ic
re
vi
ew

.

R
ef
er
en
ce

In
te
rv
en
tio
n

Co
-c
re
at
io
n

R
eg
is
tr
at
io
n

R
CT

In
te
rv
en
tio
n
gr
ou
p

Co
nt
ro
l
gr
ou
p

A
ge

A
ge

Q
ua
lit
y

Co
un

tr
y

G
ro
up

N
% m
al
e

M
ea
n

SD
R
an
ge

N
% m
al
e

M
ea
n

SD
R
an
ge

Ty
pe

A
bo
od
y
et

al
.

43
20
20

G
G
B
I

N
.R
.

√
√

IS
R

G
.P
.

48
0.
0

23
.3

1.
5

19
–
28

42
0.
0

23
.8

1.
5

19
–
28

A
O

71
%

A
ki
n-
Sa
ri
et

al
.

44
20
22

G
G
co
v

N
.R
.

×
√

TU
R

G
.P
.

25
22
.2

22
.2

7.
1

18
–
63

22
18
.5

24
.7

8.
5

18
–
63

W
L

64
%

A
lv
ar
ez
-J
im
en
ez

et
al
.

45
20
20

M
O
ST
+

√
√

×
A
U
S

A
.R
.

15
7

23
.0

19
.1

2.
3

16
–
25

–
–

–
–

–
–

64
%

A
na
st
as
ia
do
u
et

al
.

46
20
20

TC
A
pp

N
.R
.

×
√

ES
P

C.
P.

53
9.
4

17
.3

3.
5

N
.R
.

53
7.
7

18
.9

7.
8

N
.R
.

TA
U

50
%

A
nd
re
w
s
et

al
.

47
20
22

Cl
im
at
e
Sc
ho
ol
s

√
√

√
A
U
S

G
.P
.

12
72

N
.R
.

13
.6

N
.R

N
.R
.

12
67

N
.R

13
.5

N
.R

N
.R
.

A
O

79
%

A
rp
s
et

al
.

48
20
18

N
.R

√
×

×
N
ZL

G
.P
.

57
15
.0

18
.1

1.
7

16
–
21

62
15
.0

18
.1

1.
7

16
–
21

A
M

86
%

B
ab
ia
no
-E
sp
in
os
a
et

al
.

49
20
21

N
.R

×
×

×
N
O
R

C.
P.

25
44
.0

13
.1

2.
9

8–
17

–
–

–
–

–
–

79
%

B
ad
es
ha

et
al
.

50
20
23

Sa
nv
el
lo

×
√

×
G
B
R

A
.R
.

5
0.
0

16
.2

0.
8

15
–
17

–
64
%

B
an
ni
nk

et
al
.
a

51
20
14

E-
he
al
th
4U

th
×

√
√

N
LD

G
.P
.

39
2

56
.9

15
.8

0.
7

15
–
16

43
4

51
.4

15
.8

0.
7

15
–
16

A
O

64
%

B
an
ni
nk

et
al
.
b

51
20
14

E-
he
al
th
4U

th
+

co
ns
ul
ta
tio
n

×
–

√
N
LD

G
.P
.

43
0

56
.0

16
.0

0.
7

15
–
16

43
4

51
.4

15
.8

0.
7

15
–
16

A
O

B
oh
le
be
r
et

al
.

52
20
16

Co
m
pa
ni
on

ap
p

√
×

×
CH

E
G
.P
.

61
9

49
.0

17
.1

1.
8

15
–
17

51
5

15
–
17

A
O

79
%

B
ru
eh
lm
an

et
al
.

53
20
20

N
od

×
√

√
U
SA

G
.P
.

10
0

43
.0

18
.7

0.
3

18
–
25

12
1

38
.0

18
.7

0.
4

18
–
25

W
L

71
%

B
uc
ci
et

al
.

54
20
18

A
ct
is
si
st

√
√

√
G
B
R

C.
P.

24
62
.5

20
.2

7.
4

16
+

12
25
.0

18
.3

7.
0

16
+

A
M

71
%

B
ur
ck
ha
rd
t
et

al
.
a

55
20
15

B
ite

B
ac
k

N
.R
.

√
√

A
U
S

G
.P
.

94
0.
0

13
.8

1.
6

12
–
18

90
0.
0

13
.8

1.
6

12
–
18

A
M

79
%

B
ur
ck
ha
rd
t
et

al
.
b

55
20
15

B
ite

B
ac
k

N
.R
.

–
√

A
U
S

G
.P
.

72
10
0.
0

14
.6

0.
4

12
–
18

54
10
0.
0

14
.6

0.
4

12
–
18

A
M

Cl
iff
e
et

al
.

56
20
20

Sl
ee
pi
o

N
.R
.

×
×

G
B
R

C.
P.

39
28
.0

15
.6

1.
2

14
–
17

–
–

–
–

–
–

71
%

(c
on
tin
ue
d)

6 DIGITAL HEALTH



Ta
bl
e
1.

Co
nt
in
ue
d.

R
ef
er
en
ce

In
te
rv
en
tio
n

Co
-c
re
at
io
n

R
eg
is
tr
at
io
n

R
CT

In
te
rv
en
tio
n
gr
ou
p

Co
nt
ro
l
gr
ou
p

A
ge

A
ge

Q
ua
lit
y

Co
un

tr
y

G
ro
up

N
% m
al
e

M
ea
n

SD
R
an
ge

N
% m
al
e

M
ea
n

SD
R
an
ge

Ty
pe

D
ea
dy

et
al
.

57
20
16

D
EA

L
pr
oj
ec
t

N
.R
.

√
√

A
U
S

A
.R
.

60
40
.0

21
.9

2.
3

18
–
25

44
41
.0

21
.6

2.
1

18
–
25

A
M

57
%

D
ie
tv
or
st
et

al
.
a

58
20
22

G
ro
w
It!

I
√

√
×

N
LD

G
.P
.

46
2

32
.0

16
.7

3.
1

12
–
25

–
–

–
–

–
–

71
%

D
ie
tv
or
st
et

al
.
b

58
20
22

G
ro
w
It!

II
√

–
×

N
LD

G
.P
.

73
3

19
.0

18
.7

3.
7

12
–
25

–
–

–
–

–
–

D
on
ov
an

et
al
.
a

59
20
17

B
R
A
VE
-O
N
LI
N
E

N
.R
.

×
√

A
U
S

C.
P.

34
44
.4

9.
5

1.
4

7–
12

29
44
.4

9.
5

1.
4

7–
12

W
L

57
%

D
on
ov
an

et
al
.
b

59
20
17

B
R
A
VE
-O
N
LI
N
E

N
.R
.

–
√

A
U
S

C.
P.

44
39
.4

13
.9

1.
7

12
–
18

27
39
.4

13
.9

1.
7

12
–
18

W
L

Fi
sh

et
al
.

60
20
19

H
ea
ds
pa
ce

×
×

√
U
SA

G
.P
.

33
4.
0

21
.0

N
.R

18
–
48

39
4.
0

21
.0

N
.R

18
–
48

A
O

71
%

Fi
tz
pa
tr
ic
k
et

al
.

61
20
17

W
oe
bo
t

N
.R
.

×
√

U
SA

A
.R
.

34
21
.0

22
.6

2.
4

18
–
28

36
7.
0

21
.8

2.
2

18
–
28

A
M

64
%

Fl
et
t
et

al
.

62
20
20

H
ea
ds
pa
ce

×
√

√
N
ZL

G
.P
.

12
4

29
.0

17
.9

0.
5

17
–
20

12
6

33
.0

17
.9

0.
5

17
–
20

W
L

71
%

Fl
et
t
et

al
.
a

63
20
19

H
ea
ds
pa
ce

×
√

√
N
ZL

G
.P
.

72
33
.3

20
.2

3.
1

18
–
41

75
27
.4

19
.8

1.
1

18
–
25

A
M

86
%

Fl
et
t
et

al
.
b

63
20
19

Sm
ili
ng

M
in
d

×
–

√
N
ZL

G
.P
.

63
28
.6

20
.2

4.
0

18
–
49

75
27
.4

19
.8

1.
1

18
–
25

A
M

Fr
oh
lic
h
et

al
.

64
20
21

Ta
ke

Ca
re

of
M
e

N
.R
.

×
√

CA
N

A
.R
.

11
4

30
.7

24
.8

4.
4

18
–
35

10
8

33
.3

24
.3

4.
3

18
–
35

A
M

86
%

G
on
sa
lv
es

et
al
.

65
20
21

PO
D
A
dv
en
tu
re
s

N
.R
.

×
×

IN
D

A
.R
.

24
8

50
.0

15
.6

N
.R

13
–
19

–
–

–
–

–
–

57
%

H
ae
ge
r
et

al
.

66
20
22

A
CT

da
ily

N
.R
.

×
×

U
SA

C.
P.

11
18
.2

23
.6

5.
1

20
–
38

–
–

–
–

–
–

71
%

H
au
g
et

al
.

67
20
17

re
ad
y4
lif
e

N
.R
.

×
×

CH
E

G
.P
.

87
7

41
.7

17
.4

2.
7

16
+

–
–

–
–

–
–

79
%

H
au
g
et

al
.

68
20
21

Sm
ar
tC
oa
ch

N
.R
.

√
√

CH
E

G
.P
.

75
0

43
.6

15
.4

1.
0

14
–
17

72
3

46
.1

15
.5

1.
0

14
–
17

A
O

86
%

H
es
hm

at
i
et

al
.
a

69
20
23

N
.R

N
.R
.

×
√

U
SA

G
.P
.

51
31
.9

N
.R
.

N
.

18
–
22

55
31
.9

N
.R
.

N
.

18
–
22

A
M

64
%

(c
on
tin
ue
d)

Dietvorst et al. 7



Ta
bl
e
1.

Co
nt
in
ue
d.

R
ef
er
en
ce

In
te
rv
en
tio
n

Co
-c
re
at
io
n

R
eg
is
tr
at
io
n

R
CT

In
te
rv
en
tio
n
gr
ou
p

Co
nt
ro
l
gr
ou
p

A
ge

A
ge

Q
ua
lit
y

Co
un

tr
y

G
ro
up

N
% m
al
e

M
ea
n

SD
R
an
ge

N
% m
al
e

M
ea
n

SD
R
an
ge

Ty
pe

H
es
hm

at
i
et

al
.
b

69
20
23

N
.R

N
.R
.

–
√

U
SA

G
.P
.

54
31
.9

N
.R
.

N
.R

18
–
22

55
31
.9

N
.R
.

N
.

18
–
22

A
M

H
id
es

et
al
.

70
20
19

M
us
ic
eS
ca
pe

√
√

√
A
U
S

G
.P
.

85
21
.2

20
.0

2.
6

16
–
25

84
20
.2

19
.9

2.
4

16
–
25

W
L

79
%

H
ilt

et
al
.

71
20
21

CA
R
E

N
.R
.

×
×

U
SA

A
.R
.

80
53
.8

14
.0

1.
0

12
–
25

–
–

–
–

–
–

79
%

H
oe
k
et

al
.

72
20
12

In
te
rn
et
-b
as
ed

gu
id
ed

se
lf-
he
lp

in
te
rv
en
tio
n

N
.R
.

√
√

N
LD

C.
P.

22
31
.8

15
.8

N
.

12
–
21

23
17
.4

16
.4

N
.R

12
–
21

W
L

57
%

H
on
g
et

al
.

73
20
18

R
A
W

H
A
N
D

N
.R
.

×
×

KO
R

C.
P.

15
46
.7

24
.4

5.
4

10
–
40

15
46
.7

22
.5

2.
1

10
–
40

–
43
%

H
ub

er
ty
et

al
.

74
20
19

Ca
lm

×
√

√
U
SA

G
.P
.

41
12
.2

20
.4

2.
3

18
+

47
8.
5

21
.9

6.
3

18
+

W
L

50
%

Je
on
g
et

al
.

75
20
20

B
ra
ke

of
m
y
m
in
d

√
×

×
KO

R
C.
P.

3
0.
0

N
.R
.

N
.R

15
–
19

–
–

–
–

–
–

43
%

Jo
ls
te
dt

et
al
.

76
20
18

B
iP

A
nx
ie
ty

N
.R
.

×
×

SW
E

C.
P.

19
37
.0

10
.5

1.
6

8–
12

–
–

–
–

–
–

71
%

Jo
ne
s
et

al
.

77
20
20

M
oo
dH

w
b

√
×

×
G
B
R

A
.R
.

43
21
.0

16
.3

2.
4

13
–
23

–
–

–
–

–
–

79
%

Ka
ry
ot
ak
i
et

al
.

78
20
22

IC
ar
e
Pr
ev
en
t

√
×

√
N
LD

C.
P.

48
20
.8

21
.8

2.
7

18
+

52
17
.3

22
.1

2.
5

18
+

TA
U

64
%

Ka
ue
r
et

al
.

34
20
12

M
ob
ile

Tr
ac
ki
ng

of
Yo
un

g
Pe
op
le
’s

Ex
pe
ri
en
ce
s

×
√

√
A
U
S

C.
P.

69
22
.1

18
.5

3.
2

14
–
24

49
37
.0

17
.4

3.
2

14
–
24

A
M

93
%

Ke
nn
y
et

al
.

79
20
20

Co
pe
Sm

ar
t

N
.R
.

√
√

G
B
R

G
.P
.

38
5

43
.0

16
.0

0.
7

15
–
18

17
5

27
.0

16
.2

1.
0

15
–
18

A
O

71
%

Kr
am

er
et

al
.

80
20
14

Pr
at
en
O
nl
in
e

N
.R
.

√
√

N
LD

C.
P.

13
1

20
.6

19
.4

1.
6

12
–
22

13
2

22
.0

19
.6

1.
8

12
–
22

W
L

57
%

La
tti
e
et

al
.

81
20
20

In
te
lli
Ca
re

N
.R
.

√
×

U
SA

G
.P
.

20
15
.0

24
.2

6.
0

18
+

–
–

–
–

–
–

79
%

(c
on
tin
ue
d)

8 DIGITAL HEALTH



Ta
bl
e
1.

Co
nt
in
ue
d.

R
ef
er
en
ce

In
te
rv
en
tio
n

Co
-c
re
at
io
n

R
eg
is
tr
at
io
n

R
CT

In
te
rv
en
tio
n
gr
ou
p

Co
nt
ro
l
gr
ou
p

A
ge

A
ge

Q
ua
lit
y

Co
un

tr
y

G
ro
up

N
% m
al
e

M
ea
n

SD
R
an
ge

N
% m
al
e

M
ea
n

SD
R
an
ge

Ty
pe

Le
nh
ar
d
et

al
.

82
20
14

B
iP

O
CD

×
√

×
SW

E
C.
P.

21
38
.1

14
.4

2.
6

12
–
17

–
–

–
–

–
–

71
%

Le
vi
n
et

al
.
a

83
20
20

N
.R

×
×

√
U
SA

A
.R
.

45
22
.1

21
.8

5.
9

18
+

45
20
.0

21
.7

3.
3

18
+

W
L

64
%

Le
vi
n
et

al
.
b

83
20
20

N
.R

×
–

√
U
SA

A
.R
.

46
26
.1

22
.3

4.
6

18
+

45
20
.0

21
.7

3.
3

18
+

W
L

Le
vi
n
et

al
.c

83
20
20

N
.R

×
–

√
U
SA

A
.R
.

45
33
.3

23
.3

6.
1

18
+

45
20
.0

21
.7

3.
3

18
+

W
L

Li
nd
qv
is
t
et

al
.

84
20
20

N
.R
.

×
√

√
SW

E
C.
P.

38
18

16
.6

1.
1

15
–
18

38
21

16
.5

1.
1

15
–
18

A
M

79
%

Li
ttl
et
on

et
al
.

85
20
19

N
.R
.

N
.R
.

×
√

U
SA

C.
P.

22
0

22
.5

6.
0

18
–
42

24
0

22
.5

6.
0

18
–
42

A
M

86
%

Li
u
et

al
.

86
20
22

Xi
ao
N
an

×
×

√
CH

N
A
.R
.

41
41
.5

23
.4

1.
8

19
–
28

42
47
.6

22
.8

1.
7

19
–
28

A
M

86
%

Ly
zw

in
sk
i
et

al
.

87
20
19

M
y
St
ud

en
t

M
in
df
ul
ne
ss

A
pp

×
√

√
A
U
S

G
.P
.

45
26
.0

20
.2

N
.R

18
–
24

45
39
.0

20
.2

N
.R

18
–
24

A
M

93
%

M
ac
Is
aa
c
et

al
.

88
20
21

Jo
yP
op

√
×

×
CA

N
G
.P
.

15
6

21
.2

19
.0

2.
9

16
–
38

–
–

–
–

–
–

50
%

M
an
ic
av
as
ag
ar

et
al
.

89
20
14

B
ite

B
ac
k

N
.R
.

√
√

A
U
S

G
.P
.

62
35
.5

15
.5

1.
6

12
–
18

92
30
.4

15
.3

1.
7

12
–
18

A
M

57
%

M
ar
ch

et
al
.

90
20
18

B
R
A
VE

Se
lf-
H
el
p

√
×

×
A
U
S

A
.R
.

44
25

31
.8

13
.0

3.
0

7–
17

–
–

–
–

–
–

79
%

M
as
on

et
al
.

91
20
21

Pe
er

N
et
w
or
k

Co
un

se
lin
g-
tx
t

N
.R
.

×
√

U
SA

A
.R
.

34
33
.0

15
.2

1.
4

13
–
18

35
33
.0

15
.2

1.
4

13
–
18

W
L

64
%

M
as
on

et
al
.

92
20
23

CB
T-
tx
t

N
.R
.

×
√

U
SA

A
.R
.

53
17
.0

22
.0

2.
0

18
–
25

49
17
.0

22
.0

2.
0

18
–
25

W
L

71
%

M
cC
al
l
et

al
.

93
20
18

O
ve
rc
om

e
So
ci
al

A
nx
ie
ty

N
.R
.

×
√

CA
N

A
.R
.

30
37
.0

21
.5

4.
1

17
–
46

35
20
.0

22
.1

6.
5

17
–
46

W
L

64
%

M
el
vi
n
et

al
.

94
20
19

B
ey
on
dN

ow
√

×
×

A
U
S

C.
P.

36
33
.3

19
.9

6.
0

16
–
42

–
–

–
–

–
–

64
%

(c
on
tin
ue
d)

Dietvorst et al. 9



Ta
bl
e
1.

Co
nt
in
ue
d.

R
ef
er
en
ce

In
te
rv
en
tio
n

Co
-c
re
at
io
n

R
eg
is
tr
at
io
n

R
CT

In
te
rv
en
tio
n
gr
ou
p

Co
nt
ro
l
gr
ou
p

A
ge

A
ge

Q
ua
lit
y

Co
un

tr
y

G
ro
up

N
% m
al
e

M
ea
n

SD
R
an
ge

N
% m
al
e

M
ea
n

SD
R
an
ge

Ty
pe

M
en
s
et

al
.
a

95
20
22

G
ro
w
It!

√
√

×
N
LD

G
.P
.

47
6

23
.9

16
.2

3.
0

12
–
25

–
–

–
–

–
–

71
%

M
en
s
et

al
.
b

95
20
22

G
ro
w
It!

√
–

×
N
LD

G
.P
.

81
4

17
.2

18
.5

3.
4

12
–
25

–
–

–
–

–
–

N
a
et

al
.

96
20
22

M
En
do
rp
hi
ns

√
√

×
KO

R
G
.P
.

35
34
.3

21
.7

1.
7

18
–
25

–
–

–
–

–
–

79
%

N
ag
am

its
u
et

al
.

97
20
22

M
ug
im
ar
u

N
.R
.

√
√

JP
N

G
.P
.

71
37
.9

N
.R
.

N
.R

13
–
18

72
37
.9

N
.R
.

N
.R

13
–
18

A
O

71
%

N
ew

m
an

et
al
.

98
20
21

La
nt
er
n

N
.R
.

√
√

IN
D

C.
P.

11
7

69
.2

20
.1

1.
7

18
–
30

10
5

68
.6

19
.7

1.
4

18
–
30

W
L

71
%

N
ic
ol

et
al
.

99
20
22

W
-G
en
Z

N
.R
.

√
√

U
SA

C.
P.

10
10
.0

14
.7

1.
7

13
–
17

7
0.
0

14
.8

1.
7

13
–
17

W
L

86
%

N
ic
ol
ai
do
u
et

al
.

10
0

20
21

Fr
ie
nd
s

×
×

×
CY
P

G
.P
.

20
55
.0

N
.R
.

N
.R

9–
10

21
47
.7

N
.R
.

N
.

9–
10

A
O

86
%

N
or
dh

et
al
.

10
1

20
21

IC
B
T

N
.R
.

√
√

SW
E

C.
P.

51
20
.0

13
.6

2.
0

10
–
17

52
27
.0

14
.5

2.
1

10
–
17

TA
U

79
%

O
’D
ea

et
al
.

10
2

20
20

W
eC
lic
k

×
√

√
A
U
S

G
.P
.

98
13
.3

14
.8

1.
0

12
–
16

95
13
.7

14
.9

0.
9

12
–
16

W
L

93
%

O
fo
eg
bu

et
al
.

10
3

20
20

N
.R
.

N
.R
.

×
√

N
G
A

A
.R
.

56
44
.2

24
.2

5.
2

17
+

56
55
.8

23
.8

4.
4

17
+

A
O

57
%

O
ng

et
al
.

10
4

20
22

In
te
lle
ct

N
.R
.

√
√

SG
P

G
.P
.

14
9

34
.2

21
.7

2.
1

18
–
30

16
1

29
.0

21
.5

2.
0

18
–
30

A
M

71
%

Pa
zC
as
tr
o
et

al
.

10
5

20
22

N
.R
.

N
.R
.

√
√

CH
E

G
.P
.

75
0

43
.6

15
.4

1.
0

14
+

72
3

46
.1

15
.5

1.
0

14
+

A
O

79
%

Pi
nt
o
et

al
.

10
6

20
16

eS
M
A
R
T-
M
H

N
.R
.

√
√

U
SA

A
.R
.

12
33
.0

22
.0

2.
5

18
–
25

16
33
.0

22
.0

2.
5

18
–
25

A
M

71
%

R
an
ne
y
et

al
.

10
7

20
18

iD
O
VE

N
.R
.

×
√

U
SA

A
.R
.

58
41
.4

14
.8

1.
2

13
–
17

58
41
.4

15
.1

1.
1

13
–
17

A
M

93
%

R
au
sc
he
nb
er
g
et

al
.

10
8

20
21

EM
Ic
om

pa
ss

×
×

×
N
LD

C.
P.

10
30
.0

20
.3

3.
8

14
–
25

–
–

–
–

–
–

79
%

R
ei
d
et

al
.

10
9

20
11

m
ob
ile
ty
pe

N
.R
.

√
√

A
U
S

C.
P.

68
22
.1

17
.4

3.
2

14
–
24

46
37

18
.5

3.
2

14
–
24

A
M

79
%

(c
on
tin
ue
d)

10 DIGITAL HEALTH



Ta
bl
e
1.

Co
nt
in
ue
d.

R
ef
er
en
ce

In
te
rv
en
tio
n

Co
-c
re
at
io
n

R
eg
is
tr
at
io
n

R
CT

In
te
rv
en
tio
n
gr
ou
p

Co
nt
ro
l
gr
ou
p

A
ge

A
ge

Q
ua
lit
y

Co
un

tr
y

G
ro
up

N
% m
al
e

M
ea
n

SD
R
an
ge

N
% m
al
e

M
ea
n

SD
R
an
ge

Ty
pe

R
ei
ni
ng
ha
us

et
al
.

11
0

20
23

EM
Ic
om

pa
ss

×
×

√
D
EU

C.
P.

46
23
.9

21
.3

2.
8

14
–
25

46
30
.4

22
.0

2.
1

14
–
25

TA
U

79
%

R
ic
e
et

al
.

11
1

20
18

R
eb
ou
nd

√
×

×
A
U
S

C.
P.

42
50

18
.5

2.
1

15
–
24

–
–

–
–

–
–

86
%

R
ic
kh
i
et

al
.
a

11
2

20
15

LE
A
P
pr
oj
ec
t

N
.R
.

√
√

A
U
S

A
.R
.

18
22
.2

15
.3

N
.R

12
–
18

13
7.
69

15
.2

N
.R

13
–
17

W
L

50
%

R
ic
kh
i
et

al
.
b

11
2

20
15

LE
A
P
pr
oj
ec
t

N
.R
.

–
√

CA
N

A
.R
.

15
46
.7

21
.0

N
.R

19
–
24

16
37
.5

20
.9

N
.R

19
–
24

W
L

R
ig
gs

et
al
.

11
3

20
18

M
ar
iju
an
a

eC
H
EC
KU

PT
O
G
O

N
.R
.

×
√

U
SA

A
.R
.

14
4

54
.9

20
.0

2.
0

18
+

15
4

47
.4

20
.0

2.
0

18
+

A
M

58
%

R
od
ri
gu
ez
-D
e-
D
io
s
et
al
.

11
4

20
21

Co
m
pD

ig
N
.R
.

×
×

ES
P

G
.P
.

12
6

53
.5

13
.2

1.
0

12
–
16

11
8

53
.5

13
.2

1.
0

12
–
16

A
O

58
%

R
on
ce
ro

et
al
.

11
5

20
19

G
G
R
O

×
√

√
ES
P

G
.P
.

51
25
.5

22
.9

9.
2

18
–
65

46
10
.9

20
.1

2.
7

18
–
65

W
L

33
%

R
us
hi
ng

et
al
.

11
6

20
21

B
R
A
VE

√
√

√
U
SA

G
.P
.

50
9

33
.7

N
.R
.

N
.R

15
–
24

52
1

33
.7

N
.R
.

N
.R

15
–
24

A
M

67
%

R
ya
n
et

al
.

11
7

20
22

N
.R
.

N
.R
.

×
×

U
SA

C.
P.

27
15
.0

N
.R
.

N
.R

12
–
17

–
–

–
–

–
–

50
%

Sa
ka
ta

et
al
.

11
8

20
22

R
es
ili
en
ce

N
.R
.

√
×

JP
N

A
.R
.

10
93

42
.0

21
.6

3.
0

18
–
39

–
–

–
–

–
–

67
%

Sc
hl
os
se
r
et

al
.

11
9

20
18

PR
IM
E

N
.R
.

×
√

U
SA

C.
P.

22
60
.0

24
.3

2.
6

16
–
36

21
65
.0

23
.8

4.
5

16
–
36

TA
U

58
%

Sc
hu

lte
et

al
.

12
0

20
22

B
oo
ze
bu

st
er

√
√

√
N
LD

G
.P
.

25
2

12
.3

22
.9

3.
3

18
–
30

25
1

12
.4

23
.1

3.
5

18
–
30

A
M

67
%

Sc
hw

in
n
et

al
.

12
1

20
21

Va
m
os

N
.R
.

×
√

U
SA
PR

I
G
.P
.

32
1

39
.4

14
.2

1.
1

12
–
15

32
3

39
.5

14
.0

1.
1

12
–
15

A
O

58
%

Se
rl
ac
hi
us

et
al
.

12
2

20
21

W
hi
tu

√
×

×
N
ZL

G
.P
.

20
25
.0

21
.3

3.
3

16
–
25

–
–

–
–

–
–

58
%

Se
th
i
et

al
.
a

12
3

20
13

M
oo
dG

YM
N
.R
.

×
√

A
U
S

C.
P.

21
38
.0

20
.3

1.
4

18
–
25

23
43
.0

19
.5

1.
3

18
–
25

A
O

58
%

(c
on
tin
ue
d)

Dietvorst et al. 11



Ta
bl
e
1.

Co
nt
in
ue
d.

R
ef
er
en
ce

In
te
rv
en
tio
n

Co
-c
re
at
io
n

R
eg
is
tr
at
io
n

R
CT

In
te
rv
en
tio
n
gr
ou
p

Co
nt
ro
l
gr
ou
p

A
ge

A
ge

Q
ua
lit
y

Co
un

tr
y

G
ro
up

N
% m
al
e

M
ea
n

SD
R
an
ge

N
% m
al
e

M
ea
n

SD
R
an
ge

Ty
pe

Se
th
i
et

al
.
b

12
3

20
13

M
oo
dG

YM
N
.R
.

–
√

A
U
S

C.
P.

23
17
.0

20
.8

1.
2

18
–
25

23
43
.0

19
.5

1.
3

18
–
25

A
O

Se
th
i
et

al
.c

12
3

20
13

M
oo
dG

YM
N
.R
.

–
√

A
U
S

C.
P.

22
31
.0

19
.6

1.
4

18
–
25

23
43
.0

19
.5

1.
3

18
–
25

A
O

Sh
ri
er

et
al
.

12
4

20
14

M
O
M
EN

T
N
.R
.

×
×

U
SA

A
.R
.

27
30
.0

19
.2

N
.R

15
–
24

–
–

–
–

–
–

50
%

Sh
ro
ff
et

al
.

12
5

20
23

YE
S

√
√

×
U
SA

G
.P
.

89
4

39
.9

N
.R
.

N
.R

11
–
17

–
–

–
–

–
–

67
%

Si
lk
et

al
.

12
6

20
20

Sm
ar
tC
A
T2
.0

√
×

×
U
SA

C.
P.

34
50
.0

11
.4

1.
6

9–
14

–
–

–
–

–
–

58
%

Sr
iv
as
ta
va

et
al
.

12
7

20
20

Sm
ar
tte
en

N
.R
.

×
√

IN
D

C.
P.

11
81
.8

16
.0

1.
5

13
–
19

10
70
.0

16
.1

1.
3

13
–
19

TA
U

67
%

St
al
la
rd

et
al
.

12
8

20
18

B
lu
el
ce

√
×

×
G
B
R

C.
P.

44
9.
0

16
.0

1.
4

12
–
17

–
–

–
–

–
–

83
%

St
ev
en
s
et

al
.

12
9

20
22

Ko
ot
h

×
×

×
G
B
R

A
.R
.

30
2

12
.6

16
.7

N
.R

13
–
21

–
–

–
–

–
–

75
%

Su
ffo
le
tto

et
al
.

13
0

20
21

M
oS
T-
M
H

N
.R
.

√
√

U
SA

C.
P.

34
21
.0

18
.7

0.
4

18
+

18
0.
0

18
.7

0.
5

18
+

TA
U

67
%

Su
n
et

al
.

13
1

20
22

M
in
df
ul
ne
ss

√
√

√
CH

N
A
.R
.

57
26
.3

22
.2

2.
7

18
+

57
26
.3

22
.2

2.
7

18
+

A
M

58
%

Su
n
et

al
.

13
2

20
22

SM
E

√
√

√
CH

N
G
.P
.

15
2

55
.9

12
.8

1.
1

N
.R
.

23
8

52
.5

13
.3

1.
2

N
.R
.

W
L

67
%

Ta
ka
ha
sh
i
et

al
.

13
3

20
19

SP
SR

S
N
.R
.

√
×

JP
N

A
.R
.

22
72
.7

20
.0

0.
6

18
–
24

–
–

–
–

–
–

58
%

Th
ab
re
w
et

al
.

13
4

20
22

W
hi
tu

√
√

√
N
ZL

G
.P
.

45
6.
7

22
.7

3.
7

16
–
30

45
13
.3

24
.6

3.
7

16
–
30

W
L

67
%

To
h
et

al
.

13
5

20
22

In
te
lle
ct

N
.R
.

√
√

SG
P

G
.P
.

13
5

27
.7

22
.9

6.
3

18
–
59

12
9

21
.7

22
.0

4.
3

18
–
59

A
M

58
%

To
po
oc
o
et

al
.

13
6

20
19

Ite
ra
pi

N
.R
.

√
√

SW
E

C.
P.

35
9.
0

17
.5

1.
1

15
–
19

35
0.
0

17
.5

1.
2

15
–
19

A
M

67
%

To
ro
k
et

al
.

13
7

20
22

Li
fe
B
uo
y

N
.R
.

√
√

A
U
S

C.
P.

22
8

16
.7

21
.4

2.
2

18
–
25

22
7

14
.5

21
.7

2.
2

18
–
25

A
M

83
%

(c
on
tin
ue
d)

12 DIGITAL HEALTH



Ta
bl
e
1.

Co
nt
in
ue
d.

R
ef
er
en
ce

In
te
rv
en
tio
n

Co
-c
re
at
io
n

R
eg
is
tr
at
io
n

R
CT

In
te
rv
en
tio
n
gr
ou
p

Co
nt
ro
l
gr
ou
p

A
ge

A
ge

Q
ua
lit
y

Co
un

tr
y

G
ro
up

N
% m
al
e

M
ea
n

SD
R
an
ge

N
% m
al
e

M
ea
n

SD
R
an
ge

Ty
pe

va
nR

os
m
al
en
-N
oo
ije
ns

et
al
.

13
8

20
17

Fe
el
th
e
Vi
B
e

N
.R
.

√
√

N
LD

A
.R
.

20
5.
0

18
.4

3.
6

12
–
25

20
0.
0

18
.2

3.
0

12
–
25

TA
U

33
%

va
nV
oo
rh
ee
s
et

al
.

13
9

20
20

CA
TC
H
-I
T

N
.R
.

√
√

U
SA

A
.R
.

19
3

N
.R
.

15
.4

1.
5

13
–
18

17
6

N
.R
.

15
.4

1.
5

13
–
18

A
M

83
%

W
ai
te

et
al
.

14
0

20
19

B
R
A
VE

O
N
LI
N
E

N
.R
.

√
√

G
B
R

C.
P.

30
46
.7

14
.2

1.
4

13
–
18

30
23
.3

15
.2

1.
3

13
–
18

W
L

58
%

W
eb
b
et

al
.

14
1

20
22

CA
R
E

N
.R
.

√
√

U
SA

A
.R
.

72
38
.9

13
.7

0.
9

12
–
15

80
43
.8

13
.8

0.
9

12
–
15

A
M

50
%

W
eb
b
et

al
.

14
2

20
21

CA
R
E

N
.R
.

×
×

U
SA

G
.P
.

80
53
.8

14
.0

1.
0

12
–
15

–
–

–
–

–
–

67
%

W
ei
nt
ra
ub

et
al
.

14
3

20
22

N
.R
.

N
.R
.

×
×

U
SA

C.
P.

31
38
.7

15
.1

1.
5

13
–
17

–
–

–
–

–
–

58
%

W
hi
te
si
de

et
al
.

14
4

20
19

A
nx
ie
ty
Co
ac
h

N
.R
.

×
×

U
SA

C.
P.

8
25
.0

12
.6

2.
8

8–
17

–
–

–
–

–
–

67
%

W
hi
tta
ke
r
et

al
.

14
5

20
17

M
EM

O
N
.R
.

√
√

N
ZL

G
.P
.

42
6

31
.7

14
.3

0.
9

13
–
17

42
9

31
.7

14
.3

0.
9

13
–
17

A
M

83
%

W
ilj
er

et
al
.

14
6

20
20

Th
ou
gh
Sp
ot

√
√

√
CA

N
G
.P
.

24
1

18
.9

22
.9

3.
4

17
–
29

24
0

19
.6

23
.2

3.
1

17
–
29

TA
U

67
%

W
is
m
an

et
al
.

14
7

20
23

N
.R
.

N
.R
.

√
√

N
LD

C.
P.

21
23
.8

16
.5

1.
3

13
–
18

18
22
.2

16
.3

1.
2

13
–
18

TA
U

83
%

Za
nd
en

et
al
.

14
8

20
12

M
YM

N
.R
.

√
√

N
LD

C.
P.

12
1

16
.5

20
.8

2.
2

16
–
25

12
3

14
.6

21
.0

2.
3

16
–
25

W
L

67
%

Zh
en
g
et

al
.

14
9

20
21

R
EA

P
N
.R
.

√
√

CH
N

G
.P
.

48
5

52
.3

13
.5

0.
5

N
.R
.

46
9

52
.3

13
.5

0.
5

N
.R
.

A
O

58
%

N
ot
e:
N
.R
:n

ot
re
po
rt
ed
;G

ro
up

:G
.O
./
A
.R
./
C.
P.
;G

.O
.:
ge
ne
ra
lp

op
ul
at
io
n,

A
.R
:a
tr
is
k,
C.
P.
:c
lin
ic
al
po
pu

la
tio
n;

Ty
pe
:W

L/
TA
U
/A
O
;W

L:
w
ai
tli
st
,T
A
U
:t
re
at
m
en
t
as

us
ua
l,
A
O
:a
ss
es
sm

en
t
on
ly
,A

M
:a
tte
nt
io
n
m
at
ch
ed
.T
he

co
un

tr
y

ab
br
ev
ia
tio
ns

ca
n
be

fo
un

d
at
ht
tp
s:
//
en
.w
ik
ip
ed
ia
.o
rg
/w
ik
i/
IS
O
_3
16
6–
1_
al
ph
a-
3.
Q
ua
lit
y
=
>8
0%

ye
s
an
sw

er
s
w
er
e
co
ns
id
er
ed

go
od

(g
re
en
),
60
%
–
80
%

w
er
e
co
ns
id
er
ed

fa
ir
(y
el
lo
w
)a
nd

<6
0%

w
er
e
co
ns
id
er
ed

po
or

qu
al
ity

(r
ed
).

R
eg
is
tr
at
io
n:

pr
e-
re
gi
st
ra
tio
n
by

m
ea
ns

of
a
cl
in
ic
al

tr
ia
l
re
gi
st
ra
tio
n
fo
r
R
CT

or
an
al
ys
es

pr
e-
re
gi
st
ra
tio
n.

Dietvorst et al. 13

https://en.wikipedia.org/wiki/ISO_3166&ndash;1_alpha-3
https://en.wikipedia.org/wiki/ISO_3166&ndash;1_alpha-3


Ta
bl
e
2.

R
es
ul
ts
of

ra
nd
om

iz
ed

co
nt
ro
lle
d
tr
ia
ls
on

el
em

en
ts
of

eH
ea
lth

in
te
rv
en
tio
ns
.

R
ef
er
en
ce

In
te
rv
en
tio
n

D
ur
at
io
n

El
em

en
ts

Ef
fi
ca
cy

M
et
ho
d

Pr
in
ci
pl
es

G
am

ifi
ca
tio
n

B
le
nd

ed
O
th
er
s
in
vo
lv
ed

M
en
ta
l
he
al
th

W
el
l-
be
in
g

A
bo
od
y
et

al
.

20
20

G
G
B
I

14
A
pp

CB
T

–
–

–
√

√

A
ki
n-
Sa
ri
et

al
.

20
22

G
G
co
v

12
A
pp

CB
T

–
–

–
√

–

A
na
st
as
ia
do
u
et

al
.

20
20

TC
A
pp

84
A
pp

CB
T,
se
lf-
m
on
ito
ri
ng

w
ith

fe
ed
ba
ck

B
ad
ge
s,
po
in
ts

Th
er
ap
y

–
×

×

A
nd

re
w
s
et

al
.

20
22

Cl
im
at
e
Sc
ho
ol
s

6
se
ss
io
ns

W
eb
si
te

CB
T

–
Cl
as
sr
oo
m

–
×

–

B
an
ni
nk

et
al
.

20
14

E-
he
al
th
4U

th
1
se
ss
io
n

W
eb
si
te

Ta
ilo
re
d
fe
ed
ba
ck

–
Cl
as
sr
oo
m

–
√

√

B
an
ni
nk

et
al
.

20
14

E-
he
al
th
4U

th
+

co
ns
ul
ta
tio
n
w
ith

nu
rs
e

1
se
ss
io
n

W
eb
si
te

Ta
ilo
re
d
fe
ed
ba
ck

–
Cl
as
sr
oo
m
,
th
er
ap
y

–
√

×

B
ru
eh
lm
an
-S
en
ec
al

et
al
.

20
20

N
od

28
A
pp

Po
si
tiv
e
ps
yc
ho
lo
gy
,
m
in
df
ul
ne
ss
,
CB

T
–

–
–

×
–

B
uc
ci
et

al
.

20
18

A
ct
is
si
st

84
A
pp

CB
T,
se
lf-
m
on
ito
ri
ng

w
ith

fe
ed
ba
ck

–
–

–
√

×

B
ur
ck
ha
rd
t
et

al
.

20
15

B
ite

B
ac
k

42
W
eb
si
te

Po
si
tiv
e
ps
yc
ho
lo
gy

–
Cl
as
sr
oo
m

–
×

×

D
ea
dy

et
al
.

20
16

D
EA

L
pr
oj
ec
t

28
W
eb
si
te

CB
T,
m
ot
iv
at
io
na
l
in
te
rv
ie
w
in
g

–
–

–
√

–

D
on
ov
an

et
al
.

20
17

B
R
A
VE
-O
N
LI
N
E

70
W
eb
si
te

CB
T

G
am

es
Th
er
ap
y

Pa
re
nt
s

–

Fi
sh

et
al
.

20
19

H
ea
ds
pa
ce

14
A
pp

M
in
df
ul
ln
es
s

B
ad
ge
s,
po
in
ts
,
bu

dd
ie
s

–
–

√
–

Fi
tz
pa
tr
ic
k
et

al
.

20
17

W
oe
bo
t

14
A
pp

CB
T,
ch
at
bo
t

R
ew

ar
ds

–
–

√
×

Fl
et
t
et

al
.

20
19

H
ea
ds
pa
ce

10
A
pp

M
in
df
ul
ln
es
s

B
ad
ge
s,
po
in
ts
,
bu

dd
ie
s

–
–

√
√

Fl
et
t
et

al
.

20
19

Sm
ili
ng

M
in
d

10
A
pp

M
in
df
ul
ln
es
s

×
–

–
√

√

Fl
et
t
et

al
.

20
20

H
ea
ds
pa
ce

92
A
pp

M
in
df
ul
ln
es
s

B
ad
ge
s,
po
in
ts
,
bu

dd
ie
s

–
–

√
√

H
au
g
et

al
.

20
21

Sm
ar
tc
oa
ch

15
4

W
eb
si
te
,
te
xt
m
es
sa
ge
s

So
ci
al

co
gn
iti
ve

th
er
ap
y

R
ew

ar
ds
,
po
in
ts
,c
om

pe
tit
io
n

–
–

√
×

H
au
g
et

al
.

20
17

re
ad
y4
lif
e

18
3

W
eb
si
te
,
te
xt
m
es
sa
ge
s

So
ci
al

co
gn
iti
ve

th
er
ap
y

R
ew

ar
ds
,
po
in
ts
,c
om

pe
tit
io
n

–
–

√
√

H
es
hm

at
i
et

al
.

20
23

N
.R
.

15
A
pp

Po
si
tiv
e
ps
yc
ho
lo
gy

–
–

–
–

×

H
es
hm

at
i
et

al
.

20
23

N
.R
.

15
A
pp

Po
si
tiv
e
ps
yc
ho
lo
gy

+
m
ed
ita
tio
n

–
–

–
–

×

H
id
es

et
al
.

20
19

M
us
ic
eS
ca
pe

30
A
pp

M
us
ic
,
se
lf-
m
on
ito
ri
ng

w
ith

fe
ed
ba
ck

–
–

–
×

×

H
oe
k
et

al
.

20
12

N
.R
.

35
W
eb
si
te

Pr
ob
le
m
-s
ol
vi
ng

–
–

–
×

–

(c
on
tin
ue
d)

14 DIGITAL HEALTH



Ta
bl
e
2.

Co
nt
in
ue
d.

R
ef
er
en
ce

In
te
rv
en
tio
n

D
ur
at
io
n

El
em

en
ts

Ef
fi
ca
cy

M
et
ho
d

Pr
in
ci
pl
es

G
am

ifi
ca
tio
n

B
le
nd

ed
O
th
er
s
in
vo
lv
ed

M
en
ta
l
he
al
th

W
el
l-
be
in
g

H
ub

er
ty
et

al
.

20
19

Ca
lm

56
A
pp

M
in
df
ul
ne
ss
,
CB

T
–

–
–

√
√

Ka
ry
ot
ak
i
et

al
.

20
22

IC
ar
e
Pr
ev
en
t

49
W
eb
si
te

CB
T

–
–

–
×

×

Ka
ue
r
et

al
.

20
12

M
ob
ile

Tr
ac
ki
ng

of
Yo
un

g

Pe
op
le
’s
Ex
pe
ri
en
ce
s

A
pp

Se
lf-
m
on
ito
ri
ng

w
ith

fe
ed
ba
ck

–
–

–
√

√

Ke
nn

y
et

al
.

20
20

Co
pe
Sm

ar
t

28
A
pp

ES
M

–
–

–
×

×

Kr
am

er
et

al
.

20
14

Pr
at
en
O
nl
in
e

5
se
ss
io
ns

W
eb
si
te

So
lu
tio
n-
fo
cu
se
d
br
ie
f
th
er
ap
y

–
–

–
√

–

Le
vi
n
et

al
.

20
20

42
W
eb
si
te

A
CT

–
–

–
√

√

Li
nd

qv
is
t
et

al
.

20
20

56
W
eb
si
te

Ps
yc
ho
dy
na
m
ic
th
er
ap
y

–
Th
er
ap
y

–
√

√

Li
ttl
et
on

et
al
.

20
19

9
se
ss
io
ns

W
eb
si
te

CB
T

–
Th
er
ap
y

–
√

–

Li
u
et

al
.

20
22

Xi
ao
N
an

11
2

A
pp

Ch
at
bo
t
ba
se
d
on

CB
T

–
–

–
√

×

Ly
zw

in
sk
i
et

al
.

20
19

M
y
St
ud

en
t
M
in
df
ul
ne
ss

A
pp

77
A
pp

M
in
df
ul
ne
ss

–
–

–
√

√

M
an
ic
av
as
ag
ar

et
al
.

20
14

B
ite

B
ac
k

42
W
eb
si
te

Po
si
tiv
e
ps
yc
ho
lo
gy

–
–

–
√

√

M
as
on

et
al
.

20
21

Pe
er

N
et
w
or
k
Co
un

se
lin
g-
tx
t

28
Te
xt
m
es
sa
ge
s

Pe
er

ne
tw
or
k
Co
un

se
lli
ng
-t
xt
:
fo
cu
se
s
on

pe
er

re
la
tio
ns

–
–

Pa
re
nt
s

√
√

M
as
on

et
al
.

20
23

CB
T-
tx
t

28
Te
xt
m
es
sa
ge
s

CB
T

–
–

–
√

–

M
cC
al
l
et

al
.

20
18

O
ve
rc
om

e
So
ci
al

A
nx
ie
ty

28
W
eb
si
te

CB
T

–
–

–
√

×

N
ag
am

its
u
et

al
.

20
22

M
ug
im
ar
u

14
A
pp

CB
T

–
–

–
√

×

N
ew

m
an

et
al
.

20
21

La
nt
er
n

92
W
eb
si
te

CB
T

–
Th
er
ap
y

–
√

–

N
ic
ol

et
al
.

20
22

W
-G
en
Z
(W

oe
bo
t
fo
r

ad
ol
es
ce
nt
s)

84
A
pp

Ch
at
bo
t
ba
se
d
on

CB
T,
in
te
rp
er
so
na
l

ps
yc
ho
th
er
ap
y,
an
d
di
al
ec
tic
al
be
ha
vi
ou
r

th
er
ap
y

–
–

–
×

×

N
or
dh

et
al
.

20
21

IC
B
T

10
se
ss
io
ns

W
eb
si
te

CB
T

–
Th
er
ap
y

Pa
re
nt
s

√
√

O
’D
ea

et
al
.

20
20

W
eC
lic
k

28
A
pp

CB
T

A
va
ta
rs
,
se
ri
ou
s
ga
m
e

–
–

×
√

O
fo
eg
bu

et
al
.

20
20

70
W
eb
si
te

CB
T

–
Th
er
ap
y

–
√

–

O
ng

et
al
.

20
22

In
te
lle
ct

9
A
pp

–
–

–
√

√

(c
on
tin
ue
d)

Dietvorst et al. 15



Ta
bl
e
2.

Co
nt
in
ue
d.

R
ef
er
en
ce

In
te
rv
en
tio
n

D
ur
at
io
n

El
em

en
ts

Ef
fi
ca
cy

M
et
ho
d

Pr
in
ci
pl
es

G
am

ifi
ca
tio
n

B
le
nd

ed
O
th
er
s
in
vo
lv
ed

M
en
ta
l
he
al
th

W
el
l-
be
in
g

Co
gn
iti
ve

di
ss
on
an
ce
,
se
lf-
co
m
pa
ss
io
n

ap
pr
oa
ch
es

Pa
zC
as
tr
o
et

al
.

20
22

15
4

W
eb
si
te

So
ci
al

co
gn
iti
ve

th
er
ap
y

–
–

–
√

×

Pi
nt
o
et

al
.

20
16

eS
M
A
R
T-
M
H

84
W
eb
-b
as
ed

(a
va
ta
r
di
gi
ta
l
th
er
ap
eu
tic
)

CB
T

A
va
ta
r,
se
ri
ou
s
ga
m
e
to

le
ar
n
sk
ill

–
–

×
–

R
an
ne
y
et

al
.

20
18

iD
O
VE

56
Te
xt
m
es
sa
ge
s

m
ot
iv
at
io
na
l
in
te
rv
ie
w
in
g,

CB
T

–
–

–
√

–

R
ei
d
et

al
.

20
11

m
ob
ile
ty
pe

14
–
28

A
pp

Se
lf-
m
on
ito
ri
ng

w
ith

fe
ed
ba
ck

–
G
P

–
×

√

R
ei
ni
ng
ha
us

et
al
.

20
23

EM
Ic
om

pa
ss

42
A
pp

Co
m
pa
ss
io
n
fo
cu
se
d,

CB
T

–
Th
er
ap
y

–
√

√

R
ic
kh
i
et

al
.

20
15

LE
A
P
pr
oj
ec
t

56
W
eb
si
te

Sp
ir
itu

al
ly
in
fo
rm

ed
pr
in
ci
pl
es

–
–

–
√

×

R
ig
gs

et
al
.

20
18

M
ar
iju
an
a

eC
H
EC
KU

PT
O
G
O

42
W
eb
si
te

Pe
rs
on
al
iz
ed

fe
ed
ba
ck

+
PB

S
–

–
–

√

R
on
ce
ro

et
al
.

20
19

G
G
R
O

15
A
pp

CB
T

–
–

–
√

√

R
us
hi
ng

et
al
.

20
21

B
R
A
VE

56
Te
xt
m
es
sa
ge
s

CB
T

–
–

–
×

×

Sc
hl
os
se
r
et

al
.

20
18

PR
IM
E

84
A
pp

CB
T,
be
ha
vi
ou
ra
l
ac
tiv
at
io
n,

m
in
df
ul
ne
ss

–
Co
ac
h

Pe
er
s

√
√

Sc
hu

lte
et

al
.

20
22

B
oo
ze
bu

st
er

42
A
pp

PN
F,

M
I,
an
d
PB

S
–

–
–

×
–

Sc
hw

in
n
et

al
.

20
21

Va
m
os

∼
13
5

A
pp

So
ci
al

le
ar
ni
ng

th
eo
ry
,
M
I,
an
d
bi
cu
ltu

ra
l

co
m
pe
te
nc
e

–
–

–
√

√

Se
th
i
et

al
.

20
13

M
oo
dG

YM
35

W
eb
si
te

CB
T

–
Th
er
ap
y

–
√

–

Sr
iv
as
ta
va

et
al
.

20
20

Sm
ar
tte
en

84
A
pp

CB
T
an
d
se
lf-
m
on
ito
ri
ng

w
ith

fe
ed
ba
ck

Se
ri
ou
s
ga
m
e
to

le
ar
n
sk
ill
s

Th
er
ap
y

–
√

√

Su
ffo
le
tto

et
al
.

20
21

M
oS
T-
M
H

92
Te
xt
m
es
sa
ge
s

po
si
tiv
e
ps
yc
ho
lo
gy
,
CB

T,
D
B
T

–
–

–
√

×

Su
n
et

al
.

20
22

M
in
df
ul
ne
ss

fo
r
G
ro
w
th

an
d

R
es
ili
en
ce

30
A
pp

M
in
df
ul
ln
es
s

–
Th
er
ap
y

Pe
er
s

√
√

Su
n
et

al
.

20
22

Sh
ar
in
g
M
in
d
an
d

En
jo
ym

en
t
(S
M
E)

30
A
pp

Fa
m
ily

ba
se
d

B
ad
ge
s,
po
in
ts
,
pe
rs
on
al
iz
at
io
n

–
Pa
re
nt
s

√
×

Th
ab
re
w
et

al
.

20
22

W
hi
tu

28
A
pp

Po
si
tiv
e
ps
yc
ho
lo
gy
,
CB

T
B
ad
ge
s,
av
at
ar
s

–
–

√
√

To
h
et

al
.

20
22

In
te
lle
ct

8
A
pp

CB
T

–
–

–
√

–

(c
on
tin
ue
d)

16 DIGITAL HEALTH



Ta
bl
e
2.

Co
nt
in
ue
d.

R
ef
er
en
ce

In
te
rv
en
tio
n

D
ur
at
io
n

El
em

en
ts

Ef
fi
ca
cy

M
et
ho
d

Pr
in
ci
pl
es

G
am

ifi
ca
tio
n

B
le
nd

ed
O
th
er
s
in
vo
lv
ed

M
en
ta
l
he
al
th

W
el
l-
be
in
g

To
po
oc
o
et

al
.

20
19

Ite
ra
pi

56
W
eb
si
te

CB
T

–
Th
er
ap
y

–
√

–

To
ro
k
et

al
.

20
22

Li
fe
B
uo
y

42
A
pp

D
B
T

–
–

–
√

×

va
nR

os
m
al
en
-N
oo
ije
ns

et
al
.

20
17

Fe
el

th
e
Vi
B
e

84
W
eb
si
te

Ps
yc
ho
ed
uc
at
io
n,

pe
er
-s
up

po
rt

–
–

–
×

–

va
nV

oo
rh
ee
s
et

al
.

20
20

CA
TC
H
-I
T

W
eb
si
te

CB
T
an
d
in
te
rp
er
so
na
l
ps
yc
ho
th
er
ap
y

–
–

Pa
re
nt
s

×
–

W
ai
te

et
al
.

20
19

B
R
A
VE

fo
r
te
en
ag
er
s

O
N
LI
N
E

70
W
eb
si
te

CB
T

–
Th
er
ap
y

Pa
re
nt
s

×
–

W
eb
b
et

al
.

20
22

21
A
pp

M
in
df
ul
ne
ss

–
–

–
√

–

W
hi
tta
ke
r
et

al
.

20
17

M
EM

O
63

M
ob
ile

ph
on
e

CB
T

–
–

–
×

–

W
ilj
er

et
al
.

20
20

Th
ou
gh
Sp
ot

18
3

M
ob
ile

an
d
w
eb

ap
p

In
fo
rm

at
io
n
ab
ou
t
ne
ar
by

m
en
ta
l
he
al
th

an
d
w
el
ln
es
s
se
rv
ic
es
,

se
lf-
m
on
ito
ri
ng

–
–

–
√

×

W
is
m
an

et
al
.

20
23

6
se
ss
io
ns

W
eb
si
te

Em
ot
io
n
re
gu
la
tio
n
an
d
CB

T
–

Th
er
ap
y

–
√

√

Za
nd

en
et

al
.

20
12

M
as
te
r
yo
ur

m
oo
d

(M
YM

)

42
W
eb
si
te

CB
T

–
–

Pe
er
s

√
√

Zh
en
g
et

al
.

20
21

R
EA

P
14

A
pp

Ph
ys
ic
al

ac
tiv
ity

–
–

–
√

×

N
ot
e:

×
:
no
(t
)
si
gn
ifi
ca
nt
,
–
:
no

ou
tc
om

e
fo
un

d/
no
t
av
ai
la
bl
e,

√
:
ye
s,
si
gn
ifi
ca
nt
.
*D

ur
at
io
n
is
in

da
ys
,
un

le
ss

ot
he
rw

is
e
sp
ec
ifi
ed
.

A
CT
:
ac
ce
pt
an
ce

an
d
co
m
m
itm

en
t
th
er
ap
y;
D
B
T:
di
al
ec
tic
al

be
ha
vi
ou
r
th
er
ap
y;
M
I:
m
ot
iv
at
io
na
l
in
te
rv
ie
w
in
g;

PB
S:

pr
ot
ec
tiv
e
be
ha
vi
ou
ra
l
st
ra
te
gi
es
;
PN

F:
pe
rs
on
al
iz
ed

no
rm

at
iv
e
fe
ed
ba
ck
.

Dietvorst et al. 17



Ta
bl
e
3.

R
es
ul
ts
of

no
n-
R
CT

st
ud

ie
s
on

th
e
el
em

en
ts
of

eH
ea
lth

in
te
rv
en
tio
ns
.

R
ef
er
en
ce

In
te
rv
en
tio
n

D
ur
at
io
n

El
em

en
ts

Ef
fi
ca
cy

M
et
ho
d

Pr
in
ci
pl
es

G
am

ifi
ca
tio
n

B
le
nd

ed
O
th
er
s
in
vo
lv
ed

M
en
ta
l
he
al
th

W
el
l-
be
in
g

A
lv
ar
ez
-J
im
en
ez

et
al
.

20
20

M
O
ST
+

7–
63

W
eb
si
te

St
re
ng
th
s
ba
se
d
ap
pr
oa
ch

Se
ri
ou
s
ga
m
e
to

le
ar
n
sk
ill
s,
ch
at

w
ith

pe
er
s

–
Pe
er
s

√
√

A
rp
s
et

al
.

20
18

N
.R
.

28
Te
xt
m
es
sa
ge
s

Po
si
tiv
e
ps
yc
ho
lo
gy

–
–

–
×

√

B
ab
ia
no
-E
sp
in
os
a
et

al
.

20
21

N
.R
.

98
A
pp

CB
T

–
Th
er
ap
y

Pa
re
nt

√
–

B
ad
es
ha

et
al
.

20
23

Sa
nv
el
lo

35
A
pp

CB
T

–
Th
er
ap
y

–
×

×

B
oh
le
be
r
et

al
.

20
16

Co
m
pa
ni
on

ap
p

30
0

A
pp

CB
T

–
–

–
×

×

Cl
iff
e
et

al
.

20
20

Sl
ee
pi
o

∼
60

A
pp

,w
eb
si
te

CB
T

–
–

–
√

–

D
ie
tv
or
st
et

al
.

20
22

G
ro
w
It!

Co
ho
rt
I

42
A
pp

CB
T,
ES
M

Se
ri
ou
s
ga
m
e
(c
ha
lle
ng
es
)
to

le
ar
n

sk
ill
,
po
in
ts
,
gi
fts
,c
ha
t
w
ith

pe
er
s,
pe
rs
on
al
iz
at
io
n

–
–

√
√

D
ie
tv
or
st
et

al
.

20
22

G
ro
w
It!

Co
ho
rt
II

21
A
pp

CB
T,
ES
M

Se
ri
ou
s
ga
m
e
(c
ha
lle
ng
es
)
to

le
ar
n

sk
ill
,
po
in
ts
,
gi
fts
,c
ha
t
w
ith

pe
er
s,
pe
rs
on
al
iz
at
io
n

–
–

√
√

Fr
oh
lic
h
et

al
.

20
21

Ta
ke

Ca
re

of
M
e
vs

ps
yc
ho
ed
uc
at
io
n

co
nt
ro
l
pr
og
ra
m

56
W
eb
si
te

ES
M
,
CB

T,
m
ot
iv
at
io
na
l
in
te
rv
ie
w
in
g

–
–

–
√

√

G
on
sa
lv
es

et
al
.

20
21

PO
D
A
dv
en
tu
re
s

21
A
pp

Pr
ob
le
m
×
so
lv
in
g

G
am

ifi
ed

st
or
ie
s

–
–

√
√

H
ae
ge
r
et

al
.

20
22

A
CT

da
ily

14
A
pp

A
cc
ep
ta
nc
e
an
d
co
m
m
itm

en
t
th
er
ap
y,

ES
M

–
–

–
√

√

H
ilt

et
al
.

20
21

CA
R
E

21
A
pp

ES
M
,
m
in
df
ul
ln
es
s

–
–

–
√

–

H
on
g
et

al
.

20
18

R
A
W

H
A
N
D

21
A
pp

Ex
po
su
re

an
d
re
sp
on
se

pr
ev
en
tio
n

Se
ri
ou
s
ga
m
e
to

le
ar
n
sk
ill
s

–
–

√
–

Je
on
g
et

al
.

20
20

B
ra
ke

of
m
y
m
in
d

N
.R
.

A
pp

Th
eo
ry

of
pl
an
ne
d
be
ha
vi
ou
r

–
–

–
√

–

Jo
ls
te
dt

et
al
.

20
18

B
iP

A
nx
ie
ty

84
W
eb
si
te

CB
T

–
Th
er
ap
y

Pa
re
nt
s

√
√

Jo
ne
s
et

al
.

20
20

M
oo
dH

w
b

60
A
pp

,w
eb
si
te

CB
T,
po
si
tiv
e
ps
yc
ho
lo
gy
,
be
ha
vi
ou
ra
l

ch
an
ge

th
eo
ry

–
–

Pa
re
nt
s

×
×

La
tti
e
et

al
.

20
20

In
te
lli
Ca
re

56
A
pp

CB
T

–
–

–
√

√

Le
nh

ar
d
et

al
.

20
14

B
iP

O
CD

84
W
eb
si
te

CB
T

–
Th
er
ap
y

Pa
re
nt
s

√
–

(c
on
tin
ue
d)

18 DIGITAL HEALTH



Ta
bl
e
3.

Co
nt
in
ue
d.

R
ef
er
en
ce

In
te
rv
en
tio
n

D
ur
at
io
n

El
em

en
ts

Ef
fi
ca
cy

M
et
ho
d

Pr
in
ci
pl
es

G
am

ifi
ca
tio
n

B
le
nd

ed
O
th
er
s
in
vo
lv
ed

M
en
ta
l
he
al
th

W
el
l-
be
in
g

M
ac
Is
aa
c
et

al
.

20
21

Jo
yP
op

28
A
pp

Se
lf
×
re
gu
la
tio
n,
ES
M
,j
ou
rn
al
,b
re
at
hi
ng

ex
er
ci
se
s,
ga
m
e,

ar
t

Se
ri
ou
s
ga
m
e
to

in
du

ce
fl
ow

–
–

√
√

M
ar
ch

et
al
.

20
18

B
R
A
VE

Se
lf-
H
el
p

14
0

W
eb
si
te

CB
T

–
–

–
√

–

M
el
vi
n
et

al
.

20
19

B
ey
on
dN

ow
61

A
pp

Sa
fe
ty
pl
an

–
Th
er
ap
y

–
√

√

M
en
s
et

al
.

20
22

G
ro
w
It!

21
–
42

A
pp

ES
M
,
CB

T
Se
ri
ou
s
ga
m
e
(c
ha
lle
ng
es
)
to

le
ar
n

sk
ill
,
po
in
ts
,
gi
fts
,c
ha
t
w
ith

pe
er
s,
pe
rs
on
al
iz
at
io
n

–
–

√
√

N
a
et

al
.

20
22

M
En
do
rp
hi
ns

7
A
pp

B
eh
av
io
ur
al

ac
tiv
at
io
n

–
–

–
√

–

N
ic
ol
ai
do
u
et

al
.

20
21

Fr
ie
nd

s
42

W
eb
si
te

CB
T

–
–

–
√

√

R
au
sc
he
nb

er
g
et

al
.

20
21

EM
Ic
om

pa
ss

21
A
pp

Co
m
pa
ss
io
n
fo
cu
se
d
in
te
rv
en
tio
n,

CB
T

–
Th
er
ap
y

–
√

×

R
ic
e
et

al
.

20
18

R
eb
ou
nd

84
W
eb
si
te

Po
si
tiv
e
ps
yc
ho
lo
gy
,
m
in
df
ul
ne
ss
,

st
re
ng
th
×
ba
se
d
in
te
rv
en
tio
n

Se
ri
ou
s
ga
m
e
to

le
ar
n
sk
ill
s

Th
er
ap
y

Pe
er
s

√
√

R
od
ri
gu
ez
-D
e-
D
io
s
et

al
.

20
21

Co
m
pD

ig
1
se
ss
io
n

A
pp

N
ar
ra
tiv
e
pe
rs
ua
si
on

th
eo
ry

B
ad
ge
s,
po
in
ts
,
pe
rs
on
al
iz
at
io
n

Cl
as
sr
oo
m

–
√

√

R
ya
n
et

al
.

20
22

30
Te
xt
m
es
sa
ge
s

B
ri
ef

ca
ri
ng

te
xt
m
es
sa
ge
s

–
–

–
√

–

Sa
ka
ta

et
al
.

20
22

R
es
ili
en
ce

tr
ai
ni
ng

56
A
pp

CB
T

Se
ri
ou
s
ga
m
e
to

le
ar
n
sk
ill
s

–
–

√
√

Se
rl
ac
hi
us

et
al
.

20
21

W
hi
tu

14
A
pp

CB
T,
po
si
tiv
e
ps
yc
ho
lo
gy

B
ad
ge
s,
av
at
ar
s

–
–

√
×

Sh
ri
er

et
al
.

20
14

14
A
pp

M
ot
iv
at
io
na
l
en
ha
nc
em

en
t
th
er
ap
y

–
Th
er
ap
y

–
√

–

Sh
ro
ff
et

al
.

20
23

YE
S

1
se
ss
io
n

W
eb
si
te

‘P
ro
je
ct
Pe
rs
on
al
ity
’
(w
hi
ch

te
ac
he
s
th
at

pe
rs
on
al

tr
ai
ts
ar
e
m
al
le
ab
le
),
‘T
he

A
B
C
Pr
oj
ec
t’
(w
hi
ch

te
ac
he
s
va
lu
es

×
ba
se
d
ac
tiv
ity

en
ga
ge
m
en
t
to

el
ic
it

pl
ea
su
re

an
d
ac
co
m
pl
is
hm

en
t)
,
an
d

‘P
ro
je
ct
CA

R
E’

(w
hi
ch

te
ac
he
s
th
e

be
ne
fi
ts
of

se
lf
×
ki
nd

ne
ss

in
so
ci
al

an
d
ac
ad
em

ic
su
cc
es
s)

–
–

–
√

–

Si
lk
et

al
.

20
20

Sm
ar
tC
A
T2
.0

56
A
pp

CB
T

R
ew

ar
ds
,
po
in
ts

Th
er
ap
y

–
√

√

St
al
la
rd

et
al
.

20
18

B
lu
el
ce

84
A
pp

D
B
T,
CB

T,
m
oo
d
di
ar
y

–
Th
er
ap
y

–
√

–

St
ev
en
s
et

al
.

20
22

Ko
ot
h

30
W
eb
si
te

D
ig
ita
l
pr
of
es
si
on
al

an
d
pe
er

su
pp

or
t

–
–

–
√

√

(c
on
tin
ue
d)

Dietvorst et al. 19



Ta
bl
e
3.

Co
nt
in
ue
d.

R
ef
er
en
ce

In
te
rv
en
tio
n

D
ur
at
io
n

El
em

en
ts

Ef
fi
ca
cy

M
et
ho
d

Pr
in
ci
pl
es

G
am

ifi
ca
tio
n

B
le
nd

ed
O
th
er
s
in
vo
lv
ed

M
en
ta
l
he
al
th

W
el
l-
be
in
g

Ta
ka
ha
sh
i
et

al
.

20
19

SP
SR

S
35

A
pp

B
eh
av
io
ur
al

ac
tiv
at
io
n

–
–

–
√

×

W
eb
b
et

al
.

20
21

CA
R
E

21
A
pp

M
in
df
ul
ne
ss
,
ES
M

–
–

–
×

–

W
ei
nt
ra
ub

et
al
.

20
22

63
A
pp

Fa
m
ily

fo
cu
se
d
th
er
ap
y,
CB

T
Se
ri
ou
s
ga
m
e
(c
ha
lle
ng
es
),

re
w
ar
ds
,
po
in
ts

–
Pa
re
nt
s

√
√

W
hi
te
si
de

et
al
.

20
19

A
nx
ie
ty
Co
ac
h

84
A
pp

,w
eb
si
te

Pa
re
nt
×
Co
ac
he
d
Ex
po
su
re

Th
er
ap
y
(P
C

×
Ex
p)

–
Th
er
ap
y

Pa
re
nt
s

×
–

N
ot
e:

×
:
no
(t
)
si
gn
ifi
ca
nt
,
–
:
no

ou
tc
om

e
fo
un

d/
no
t
av
ai
la
bl
e,

√
:
ye
s,
si
gn
ifi
ca
nt
.
*D

ur
at
io
n
is
in

da
ys
,
un

le
ss

ot
he
rw

is
e
sp
ec
ifi
ed
.

20 DIGITAL HEALTH



acceptance and commitment therapy and family focused
therapy. One-third of the interventions (35/103, 33%)
combined content from different therapeutic principles,
for example, both CBT and positive psychology. For
more information on the intervention elements used in
the studies, see Table A5 in the online supplemental
materials.

3. Blended interventions and/or involvement of others. In 32
studies (28.6%), eHealth interventions were studied in a
blended form, either by offering additional sessions with
a therapist (26/32), classroom teaching (5/32), or in com-
bination with a coach (1/32) or general practitioner (1/32).
In 12 studies, parents were involved in the eHealth inter-
vention and in five studies peers were involved.

4. Interactive elements. In three interventions (3/103) a
chatbot was included. The chatbots were Woebot
(Fitzpatrick et al., 2017; Nicol et al., 2022) and
XiaoNan (Liu et al., 2022). Both chatbots are
CBT-based and help adolescents to understand and
regulate their emotions, thoughts and behaviours via tai-
lored conversations.

Of the 103 interventions, 21 (20.4%) included one or
more gamification elements (see online supplemental
material A6). In 12 interventions, serious games were
included to learn a specific skill, such as coping, exposure
or communication. In 11 interventions, rewards, like
badges or virtual gifts were included to enhance adherence.
Similarly, in nine interventions the participants could earn
points. In six interventions, participants could choose an

avatar or personalize the intervention in another way.
Finally, there was the opportunity to interact with peers,
via a chat or buddy system in three interventions.

Mental health and well-being outcomes

Different outcome measures were used for mental health and
well-being (see Figure 4 and Table A5 in the online
supplemental materials). The most frequent mental health
outcome measures included depressive symptoms or disorder
(in 56% of the evaluations of interventions one or more mea-
sures of depression were included), anxiety (43%), alcohol use
(13%) and stress (22%). The most frequent outcome measures
of well-being included general well-being, such as quality of
life or positive affect (32%), self-efficacy/self-esteem (16%),
resilience (6%) and mindfulness (7%).

All studies included a follow-up assessment shortly or dir-
ectly after the intervention to assess the intervention effects. In
addition, 48 studies of interventions (45%) included one or
more extra follow-up assessments. This follow-up time was
on average 4.0 months (SD=3.2, range=1–18 months).

Effects of eHealth intervention on well-being and
mental health

Overall, 77.7% (84/108 studies) of the studies reported a
significant positive association between the eHealth inter-
vention and one or more mental health or well-being
outcome measures. The percentage of studies showing a
positive effect of the eHealth intervention on mental

Figure 2. Mode of delivery used to deliver interventions by year. Note that the search was until April 2023, but in this figure, we included
studies until 2022 to only include complete years.
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health or well-being varied based on the elements (mode of
delivery, therapeutic principles, blended intervention and/or
involvement of others, interactive elements) as described
below.

1. Effects of mode of delivery

Of the 62 studies on interventions delivered via smart-
phone apps, 50 showed improved mental health or well-
being (80.6%). Among the 37 web-based interventions,
28 studies showed improved mental health or well-being
(75.7%). Interventions utilizing text messages improved
mental health or well-being in 85.7% (six out of seven) of
the studies. Finally, four out of six intervention studies
(66.7%) combining different modes of delivery, for
example, smartphone application and web-based) showed
an improvement in mental health or well-being.

2. Effects of therapeutic principles

Figure 5 shows the therapeutic principles of the inter-
ventions in four categories (CBT, self-monitoring, mindful-
ness and positive psychology) and the proportion of studies

reporting improved mental health or well-being. A darker
color indicates a higher proportion of studies that reported
a significant positive effect of the eHealth intervention on
the outcome measure. In 58% of the studies, a positive sig-
nificant association between CBT and any mental health or
well-being measure was reported. Similarly, across all out-
comes, 59% of the studies reported improved mental health or
well-being due to interventions including self-monitoring.
Interventions based on mindfulness showed positive signifi-
cant associations with mental health and well-being in 50%
of the studies and interventions based on positive psychology
only in 32% of the studies.

Besides the four described therapeutic principles, a large
part of the studies included interventions based on other
therapeutic principles, including motivational interviewing,
dialectical behavioural therapy, acceptance and commit-
ment therapy, or family focused therapy. The percentage
of interventions based on these therapeutic principles that
showed a positive significant association with mental
health or well-being was not computed as this is uninforma-
tive due to the limited number of studies.

Taking into account the sustainability of intervention
effects, we looked at the 48 intervention trials that

Figure 3. The number of interventions that included the different therapeutic principles.
Note: Principles mentioned in only one article are not included in this figure. All therapeutic principles are listed in online supplemental
material A6.
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Figure 4. Pie charts of different mental health (top) and well-being outcomes (bottom) used in the included studies to assess the efficacy of
the different interventions.
Note: Elements mentioned in three or less studies are not considered in this figure but are listed in online supplemental material A6.

Dietvorst et al. 23

https://journals.sagepub.com/doi/suppl/10.1177/20552076241294105


included one or more additional follow-up assessments.
Thirty of these trials included a CBT intervention, and 70%
still showed effects on well-being and mental health 4
weeks to 6 months later. There were not enough follow-up
assessments for other intervention elements to be able to say
anything about sustainability.

3. Effects of blended interventions and/or involvement of
others

Eighty studies provided the intervention as a stand-
alone, and 60 (75%) of these showed a significant improved
mental health or well-being. In 22/25 studies (88%) that
combined the eHealth intervention with face-to-face
therapy, there was an improvement in mental health or well-
being. Additional classroom teaching, or sessions with a
general practitioner (Reid et al., 2011) or coach (Schlosser
et al., 2018), improved mental health or well-being in four of
the six (67%) studies. The majority of the studies that involved
parents (8/11, 72.7%) or peers (5/5100%) in the intervention
showed an improvement in mental health or well-being.

4. Effects of interactive elements

Of the three interventions that included a chatbot, two
studies showed reduced depression61,86 versus.99 Of the
interventions with one or multiple gamification elements,
88.5% (23/26) reported improved mental health or well-
being, compared to 74.4% (64/86) of interventions without
gamification.

Discussion
There is an enormous increase in available eHealth applica-
tions, mounting over 20,000 mental health apps in the app
store.20 However, few of them have a solid scientific body
of evidence. In this systematic review, we evaluated scien-
tific studies on eHealth interventions for mental health and
well-being in children and adolescents and reviewed which
elements (mode of delivery, therapeutic principles, blended
intervention and/or involvement of others, interactive ele-
ments) are effective in improving mental health and well-

Figure 5. Effect of the therapeutic elements on mental health and well-being outcomes. The colours in the cells show the proportion of
studies that reported improvements in mental health or well-being. A darker color indicates higher proportion of studies that reported a
significant positive effect of the eHealth intervention on the outcome measure.
Note: Interventions often included multiple therapeutic principles (e.g. CBT and mindfulness) and studies often included multiple outcome
measures (e.g. depression, anxiety and quality of life). The results were reported separately for each therapeutic principle and each
outcome measure. Therefore, the numbers in the heatmaps do not add up to the total evaluations of studies.
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being. In total, 103 distinct interventions over a total of
33,435 participants were studied. Overall, in 77.7% of the
studies eHealth interventions were related to improved
mental health or well-being. Elements that were often
reported to result in improved mental health and well-being
were CBT and self-monitoring as therapeutic principle, a
blended approach of combining eHealth with traditional
therapy, parent/peer involvement and gamification ele-
ments, such as rewards. This suggests that these elements
can be effective in enhancing mental health and well-being
in youth via eHealth interventions. However, the quality of
the studies varied, and the majority of the studies did not
have sufficient power to detect an effect. These results
emphasize that eHealth is often studied and can be effective
in improving mental health and well-being in youth, but the
quality of the research design and methodology should be
taken into account.

Effective elements of eHealth interventions

In contrast to what can be found in the app store, all of the
here described apps were based on scientific insights.
Compared to the earlier reviews mainly focusing on
CBT,22,23,42 we evaluated a diverse range of therapeutic
principles including CBT (57%), self-monitoring (13%),
mindfulness (13%) and positive psychology (11%). One
third of the interventions combined multiple therapeutic
principles. We found that over half of the studies examining
CBT-based eHealth interventions (58%) reported a signifi-
cant improvement of mental health or well-being. This is
comparable to findings described in earlier reviews.22,23,42

However, CBT-based interventions differed widely in
their exact content. Due to large heterogeneity in the exact
content and outcome measures, we did not dive into these
differences. However, we expect that disorder-specific
content may enhance the efficacy of an eHealth CBT-based
intervention. Furthermore, whereas for anxiety and depressive
disorders specific content related to mental health and a long-
term treatment might be needed,25,26 improvements in well-
being may require other content and possibly shorter interven-
tions. Future research with standardizedmeasures per outcome
is needed to effectively compare such CBT-based eHealth
interventions.

Significant improvements in mental health and well-being
were reported in 59% of studies of eHealth interventions that
included self-monitoring. The working mechanism of self-
monitoring is improving mental health by enhancing emo-
tional self-awareness, self-insight and self-management.34,35

However, accurate self-monitoring depends on sufficient com-
pliance; that is, participants should complete mood surveys
when requested. Yet, adherence and compliance are challen-
ging in both offline and online interventions.150 Options to
maximize compliance include active monitoring of compli-
ance and personalizing questionnaires. In clinical settings, self-
monitoring can be stimulated as part of a collaborative process

between the patient and clinician, in which discussion of mood
surveys is part of the treatment.151 Importantly, there were
more non-RCT studies that reported a positive effect of self-
monitoring (79% of 42 studies) than RCTs (30% of 27
studies; see online supplemental material A5). Although we
did not conduct a meta-analysis and these results are not dir-
ectly comparable, the difference in effectiveness between
non-RCTs and RCTs is noteworthy. In RCTs, bias is
reduced and cause-effect relationships between interventions
and outcomes can be interpreted with more certainty than in
non-RCTs. However, insights from studies in a less controlled
environment (‘real world studies’ such as pre-post designs)
on the intrinsic motivation for sustained engagement with a
preventive app is essential if eHealth interventions are
to be made publicly available for wider implementation.
Therefore, evaluations in RCTs and non-RCTs could lead to
different pieces of the puzzle in understanding the working
mechanisms and effects of eHealth interventions.

Interventions based on mindfulness and positive psych-
ology showed a positive significant effect on mental health
or well-being in respectively 50% and 32% of the studies.
The findings on mindfulness are partly in line with a
meta-analysis of 20 studies on the effect of face-to-face
mindfulness on anxiety, depression and stress among chil-
dren.33 The authors found that mindfulness had positive
effects in 5/20 studies and reported a moderate meta-
analytic effect of mindfulness (d= 0.37). The diversity
in duration and exact content of mindfulness interventions
differed. Therefore, the optimal conditions to benefit from
mindfulness are not clear yet and need further investiga-
tion. Similarly, the effectiveness of positive psychology
interventions in increasing mental health and well-being
need future research.29,30 Interventions based on positive
psychology specifically aim to enhance well-being and
can be used to complement clinical psychological inter-
ventions for mental health problems.28 An explanation
for the relatively low percentage of effective interventions
could be the diverse positive psychology interventions,
from practicing gratitude or forgiveness, being kind to
others, writing about positive or meaningful experiences,
to finding flow. This indicates that more research is needed
to the effective elements within positive psychology.

Reviewing studies on blended eHealth interventions
seem to suggest effectiveness. Combining eHealth interven-
tions with face-to-face therapy, 88% of the studies showed
improved mental health or well-being. Furthermore, 73% of
the studies with involvement of parents showed an
improvement in mental health or well-being, whereas all
five interventions with involvement of peers showed posi-
tive effects. These findings are in line with earlier
reviews22,23 and indicate the potential importance of
human interaction, and especially peers, in eHealth inter-
ventions for youth mental health.

Finally, interactive or gamification elements, such as
rewards or avatars, were only included in 20% of the
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interventions described in this review. These elements
might improve mental health or well-being: a slightly
larger percentage of interventions with gamification ele-
ments showed improved mental health and well-being
(89% versus 74% of interventions without gamification),
replicating the consistent positive effects of gamification
in the review of Cheng and colleagues.36 One explanation
of the mechanism behind the effects of gamification is
that gamification increases adherence to the eHealth inter-
vention due to positive reinforcement via rewards or
points. This mechanism may be similar to face-to-face
CBT where progress is recognized and rewarded in
various ways, for example, using a sticker chart or praising
the progress of behavioural change.152 Positive reinforce-
ment as part of the therapist toolkit is associated with
higher self-esteem and self-efficacy.153 In contrast to
face-to-face CBT that is mostly individual, gamification
in eHealth interventions allows for team elements, such as
contact with peers, to further increase adherence and user
experience.36,41 This indicates that gamification appears
to have potential in eHealth interventions for mental
health in youth. For a more detailed discussion about the
role of gamification in eHealth see the focused review of
Cheng and colleagues.36

Strengths, limitations and future directions

In this systematic review we extend previous reviews22,23,42

by including the most recent eHealth studies and more
diverse interventions and outcome measures. For
example, whereas Garrido et al.22 and Hollis et al.42 only
included RCTs to assess the efficacy of eHealth interven-
tions, we included both RCTs and non-RCT studies to
review newer interventions with more advanced technol-
ogy; for new interventions, (pilot) non-RCT studies are
often the first step to test efficacy and RCTs are not
always available.

This study also has limitations. First, a quantitative
meta-analysis to test the effect size of different elements
of the eHealth interventions was not possible, because the
studies were too heterogeneous in study methods, out-
comes, therapeutic principles, analyses and reported effect
sizes. To increase opportunities for meta-analyses, we
advocate for strict adherence to standardized reporting of
eHealth interventions and evaluations, such as CONSORT-
EHEALTH.154 These guidelines require complete reporting
of the theoretical framework of the intervention, as well as
content, duration, mode of delivery, involvement of others,
outcome measures, implementation and analyses methods.

Without a meta-analysis we could not directly compare
results between studies. Instead, we report the proportion
of studies that found significant effects of interventions on
mental health and well-being. However, publication bias
could have influenced the results and limited the generaliz-
ability of our findings. Studies with significant outcomes

are more likely to be published, while those with null or
negative results may remain unpublished. The high percent-
age of studies that reported a significant positive association
between the eHealth intervention and one or more mental
health or well-being outcome measures (77.7%) could indi-
cate a publication bias. This selective reporting can lead to
an overestimation of effects and limit the interpretation of
effective elements. Second, we focused on the effects of
single elements of eHealth interventions. However, most
eHealth interventions included multiple elements; for
example CBT, self-monitoring and gamification. By
describing the individual effects, it is possible that we
miss the interactive effects of the different elements.
Therefore, future research should study the potential accu-
mulative effect of specific combinations of different
eHealth elements on mental health and well-being.
Conducting factorial designs or intervention mapping
approaches could provide insights into the specific mechan-
isms underlying these interactions.155,156

Furthermore, although we grouped the therapeutic prin-
ciples into commonly used definitions, such as CBT or
mindfulness, the operationalization differed in various
ways. For example, the content of CBT interventions
widely differed between studies (e.g. conversations with
chatbot, group-sessions or psychoeducation). Also, the dur-
ation of the intervention (8–300 days) differed widely. It is
possible and likely that these differences in operationaliza-
tion lead to differences in outcomes. The adherence to stan-
dardized reporting of eHealth interventions and evaluations
as described above could help to further investigate associa-
tions between intervention designs and outcomes.

In addition, pre-registration should play an important
role in new eHealth studies. Pre-registration can be seen
as an indicator of the dedication to be transparent, rigorous
and reproducible. The process of publicly registering study
plans, hypotheses and methods, before conducting the
study mitigates biases and enhances credibility of find-
ings.157 Of the studies included in this review only 54%
of the studies was pre-registered. Furthermore, a substantial
number of the studies had poor quality ratings. This could
have affected the findings, as poor-quality studies may
introduce various biases and errors that skew results. The
high proportion of studies with poor quality, particularly
among the non-RCT studies (50%), indicate the need for
more high-quality research in this field. Similarly, power
was not sufficient or not reported in 55% of the studies, lim-
iting the reliability of the findings. Therefore, the overall
conclusions drawn from this review should be considered
with caution, and future research should focus on improv-
ing study quality to provide more evidence on the effective-
ness of eHealth interventions.

In this review we included studies in adolescents
between 12–25 years of age, and to be able to generalize
the results to different populations, we included studies
with adolescents from the general population, at-risk

26 DIGITAL HEALTH



youth and clinical samples. The distribution of samples
across these categories was mostly equal (39.8% general
population, 35.2% clinical samples and 25.0% at risk for
mental health problems). However, in other aspects the
results could be less generalizable to the whole population.
For example, the studies mostly included older adolescents
(mean age of 18.4 years) mostly females (mean= 69.3%),
and mostly adolescents from Europe and the United
States. This indicates that future studies to eHealth interven-
tions should include more diverse samples with respect to
these sample characteristics.

Another important aspect to take into account is the per-
spective of youth on eHealth interventions themselves.
Incorporating this perspective is important to ensure inter-
ventions are appealing for the target audience and
working as intended.158,159 However, in most of the
studies included (77%) the involvement of youth or
co-creation was not reported or not included in the develop-
ment of eHealth interventions. Earlier experience with
co-creation of the Grow It! intervention app160 in our
research group proved this approach valuable in under-
standing the world through the lens of future generations.
Co-creation can be applied in different ways, depending
on the desired involvement of the youth in the different
stages of developing an eHealth intervention. For
example, incorporating youth perspectives in eHealth
development can be done through discussion groups and
iterative feedback sessions to optimize an intervention
that is already developed. Alternatively, in what is also
called Participatory Action Research, youth are included
at the start of the study and act as experience experts
during all stages of the developmental process.161

Involving youth in some way in the process helps to
ensure the intervention is user-friendly and relevant and
this can enhance the effectiveness of the eHealth interven-
tion. Therefore, we recommend co-creation with youth in
the development of future eHealth interventions.

Furthermore, in recent years, the field of youth mental
health has seen significant advancements through the inte-
gration of technology. This technological progress allows
the inclusion of advanced elements in eHealth interven-
tions, such as the use of generative AI and integration of
large language models (LLMs) into mental healthcare.162

An application of LLMs in mental health care are chatbots.
As described, the chatbot Woebot seems to positively affect
adolescent mental health.61,99 Woebot is based on CBT and
uses generative AI to chat with users and to deliver perso-
nalized, in-the-moment support. The quick developments
in the field of AI and LLM hold promise for creating
more interactive, engaging and effective mental health
interventions. These technologies can potentially provide
scalable, accessible mental health support, bridging gaps
in traditional care and reaching underserved populations.
As AI continues to evolve, future research should focus
on optimizing these tools, ensuring ethical standards and

evaluating long-term impacts on youth mental health out-
comes. For the opportunities and risk for AI-driven inter-
ventions in mental health see recent publications.162

Technological advances can be used to further personalize
interventions. Personalization can increase the involvement
and therefore the efficacy of an intervention. For example,
adolescents’ feeling of control can be enhanced by having
them decide who will be involved (e.g. parent, peer, therap-
ist) in different modules. Just-in-time adaptive interventions
(JITAI) take personalization a step further. Unlike traditional
interventions that follow a fixed schedule or set of rules,
JITAIs dynamically adjust the intervention based on real-
time data regarding an individual’s current state or needs.
The intervention can thus continuously evolve and delivers
the right type of intervention precisely when it is needed.
This adaptive approach aims to optimize its impact on the
individual’s mental health and well-being.163

The next challenge of eHealth tools is to implement such
tools in (clinical) practice.164 While eHealth interventions
hold significant promise for youth mental health, several
challenges can hinder their successful implementation.
For example, ensuring the privacy and security of users is
crucial. To mitigate privacy risks, during the development
of eHealth tools, attention should be paid to the anonymity
of user data and adherence to strict data protection regula-
tions, that is, the general data protection regulation.165

Another challenge is the availability and continuity of
technological support. If needed, support should be avail-
able for healthcare providers and users, but also continuous
updates are needed to maintain the eHealth intervention.166

Another important aspect of implementation is the target
group. eHealth tools developed to be integrated in the clin-
ical context have their own challenges such as the prefer-
ence of patients and health-care professionals, and legal
and ethical considerations.167 Preventive eHealth tools
aimed to be publicly available require a different dissemin-
ation strategy and face challenges in adoption and
scale-up.164 This review points to promising directions for
effective eHealth interventions. However, the implementa-
tion of such tools in different groups remains challenging
and requires future research. An eHealth implementation
guideline has been developed that can help assess the deter-
minants of successful eHealth intervention prior to the
implementation.166

Conclusion
Most of the 108 reviewed studies, covering 103 eHealth
interventions, showed positive effects of eHealth interven-
tions on mental health or well-being in children and adoles-
cents. Specific elements of eHealth interventions that often
enhance mental health or well-being include CBT, self-
monitoring, a blended approach, involvement of parents
or peers and gamification. More research to these potential
effective elements and the accumulative effect of specific
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combinations of different elements, with standardized
outcome measures are needed to understand under which
circumstances and in which target groups eHealth interven-
tions can be implemented in clinical practice and as pre-
ventive tool. With the continuing developments in
technology, the development of eHealth interventions is
expected to accelerate in the near future.

Key points and relevance

• Youth mental health problems are increasing and mental
health services are overburdened. eHealth tools can be
promising to address mental health problems.

• Rapid technological progress has led to diverse eHealth
interventions.

• A structured overview of effective eHealth elements
through which interventions aim to improve mental
health and well-being is lacking.

• We show elements of eHealth interventions aimed at
improving mental health and well-being in children
and adolescents aged 10–25 years from clinical and
general populations.

• This review suggests that CBT and self-monitoring as
therapeutic principles, blended interventions in combin-
ation with face-to-face therapy or the involvement of
parents or peers, and gamification elements, such as
rewards, can be effective elements of eHealth interven-
tions for children and adolescents.
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