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Abstract
Background: Technological interventions used to treat illnesses and promote health are grouped under the umbrella term of
digital therapeutics. The use of digital therapeutics is becoming increasingly common in mental health. Although many technologies
are currently being implemented, research supporting their usability, efficacy, and risk requires further examination, especially
for those interventions that can be used without support.
Objective: This review aims to identify the evidence-based, self-directed, technology-based methods of care that can be used
in adult patients after they are discharged from mental health services. The interventions reviewed are automated with no human
input required (either at the patient’s or at the technology’s end), so the patients can implement them without any support.
Methods: A systematic review was conducted according to the PRISMA (Preferred Reporting Items for Systematic Reviews
and Meta-Analyses) and PROSPERO (International Prospective Register of Systematic Reviews) guidelines in 3 databases:
PubMed, Web of Science, and OVID. The inclusion criteria were self-directed, automated, and technology-based interventions
related to mental health, primarily for adults, having a solid evaluation process. The interventions had to be self-directed, in that
the participants could use the technology without any external guidance.
Results: We identified 36 papers that met the inclusion criteria: 26 randomized controlled trials, 9 nonrandomized controlled
trial quantitative studies, and 1 qualitative study. The technologies used included websites, automated text messaging, phone
apps, videos, computer software, and integrated voice response. There were 22 studies focused on internet-based cognitive
behavioral therapies as a therapeutic paradigm compared with the waitlist, web-based human-delivered therapy, and other
interventions. Among these studies, 14 used paradigms other than the internet-based cognitive behavioral therapy. Of the 8 studies
comparing guided and unguided digital care, 3 showed no differences, 3 favored guided interventions, and 2 favored unguided
interventions. The research also showed that dropout rates were as high as 80%, citing potential problems with the acceptability
of the suggested technologies.
Conclusions: There is limited research on the efficacy and suitability of self-directed technology-based care options for mental
health. Digital technologies have the potential to bridge the gap between ambulatory care and independent living. However, these
interventions may need to be developed collaboratively with the users to encourage their acceptability and to avoid high dropout
rates.
(JMIR Ment Health 2021;8(11):e27404) doi: 10.2196/27404
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Introduction
Background
Health care systems have changed dramatically over the last 50
years. The COVID-19 pandemic has specifically disrupted the
traditional health care delivery model. New methods of care
have been developed that can be delivered safely and that
complement and improve the way treatment is provided both
in and outside the physician’s office. The technological
interventions used to treat illnesses and to promote health are
grouped under the umbrella term of digital therapeutics [1].
There is a growing interest in digital therapeutics and their
applications in the field of mental health. Digital forms of
treatment have been investigated in various domains of mental
health treatment, including psychotherapy, treatment of addictive
behavior,
medication
adherence,
e-therapy,
obsessive-compulsive disorder, and posttraumatic stress disorder
[2-6]. Maintenance of health and prevention of relapse are key
concerns in mental health. For example, it is estimated that as
many as one-third of patients with depression relapse during
the 18 months following their recovery [7]. Mental health
practitioners require not only tools that can treat their patients
in the short term, but also postdischarge tools that will maintain
health and prevent relapse. Digital therapeutics, if designed and
evaluated appropriately, can be used independent of the health
care providers and after having left the care of mental health
services [8]. Accessibility is a key advantage of digital
therapeutics. Patients who do not have access to traditional care
or those who may face stigma in their communities for accessing
mental health services can use digital therapeutics to obtain
mental health care and avoid these problems [9]. This allows a
distinctive approach to mental health practice that may improve
the health of not only the individual, but also the entire
population, through a better allocation of resources.
It is, therefore, essential to evaluate digital interventions
regarding their usability, efficacy, and risk before they are
recommended to the public [8]. Patients discharged from mental
health services have access to many digital therapeutic options
in the free market. They often ask physicians about these
technologies and expect their technical appraisals [8]. Physicians
are also understandably reluctant to endorse products that may
not have been evaluated scientifically.

Objective
Digital therapeutic methods raise issues of privacy,
confidentiality, and the possible weakening of the
clinician-patient relationship. Therefore, such technologies may
not be accepted by potential users. It has also been suggested
that the discord between the systematic nature of new
technologies and the psychiatrists’ professional culture may
lead to a disruption in mental health practice [10]. Therefore,
there is a need for evidence-based research into digital
therapeutics. Although other systematic reviews have examined
the evidence for self-guided interventions in the past, those
reviews differ in some respects to this review. Many focused
on only 1 mental health condition (eg, depression), studied only
1 digital modality (eg, internet-based cognitive behavioral
therapy [iCBT]), or examined interventions that were not truly
https://mental.jmir.org/2021/11/e27404
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independent or self-directed [11-15]. The aim of this review is
to identify the self-directed digital technologies (eg, apps and
websites) used to treat mental health conditions in adults with
published evidence of evaluation at any level (qualitative or
quantitative). The motivation was to find evidence-based digital
therapeutics that could be used by patients after their discharge
from mental health services. Once the patients are discharged,
they may not remain under the guidance of mental health care
professionals. Therefore, we sought the interventions that were
suitable for independent use by the patients.

Methods
The research question for this study can be summarized as
follows: What self-directed digital therapeutic options can be
used by adult patients receiving psychiatric care and what is
the evidence supporting their effectiveness?

Inclusion and Exclusion Criteria
The inclusion criteria were: (1) the studies evaluated a
technology that was an internet-based or remote
communication-based intervention for mental health, (2) the
studies had at least 1 part or group that was self-directed (ie,
the patient could perform the intervention on their own), (3) the
study participants were at least 18 years of age, and (4) the
studies had an evaluation component (ie, the effect,
acceptability, usability, or feasibility of the technology-based
intervention was studied). The studies were excluded if: (1)
their primary outcome was not related to mental health or to
participants with a mental health diagnosis; (2) the intervention
was not completely automated (ie, required other human input
for the treatment to be administered in full); (3) they had a group
therapy or group forum component, as this was not deemed
truly independent because group work often requires mediation
and moderation by a specialist. However, the studies were not
excluded if the assistance provided was carefully documented
as entirely technical in nature (ie, not considered part of a
therapeutic treatment).
When including the studies in this review, we enforced a strict
self-directed criterion. Studies were only included if a digital
intervention was given to at least 1 study group without any
notable human support. We defined human support as any
interaction between the patient and the health care team, which
can be interpreted as a treatment that is psychologically
beneficial. This was done to simulate the conditions of real-life
practice in which the patients would use these technologies
independently, without any support.

Database Review
Three primary databases were used in this review: PubMed,
Web of Science and OVID. The primary purpose of using OVID
was to identify papers not captured by PubMed and Web of
Science, using the National Library of Medicine’s MEDLINE
and former HealthSTAR databases (per the OVID description
page). However, as all the articles that were found in OVID
either overlapped with PubMed or were ultimately excluded by
our criteria, we felt assured that we had thoroughly assessed the
current literature on the aforementioned topic. Appropriate
keywords, including MeSH (Medical Subject Headings) terms,
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were used in searching the databases. The search was conducted
on November 8, 2019 and included articles from the respective
databases’ inception. The earliest study dated back to 1995.
However, only the articles published in English were included
in the study. The review broadly followed the PRISMA
(Preferred Reporting Items for Systematic Reviews and
Meta-Analyses) and PROSPERO (International Prospective
Register of Systematic Reviews) guidelines [16]. Conventional
systematic review methods were applied to this paper, including
screening by title and abstract, as well as full text review. We
applied a double-coding systematic review procedure, with 2
separate reviewers assessing each article. We also followed the
PRISMA guidelines and completed the checklist [16].
Automated tools, beyond conventional bibliographical methods,
were not used in this study. Database software was used to
organize and review the studies [17].

Saad et al

Levels of Evidence
This review uses the Oxford Centre for Evidence-Based
Medicine—levels of evidence (LOE) [18]. Oxford Centre for
Evidence-Based Medicine has set out a methodology for
systematizing the process of evaluating evidence. A number
and letter grading system is used, with a designation of 1a being
the highest level (for systematic reviews with homogeneity)
and a rating of 5 being the lowest (expert opinion and qualitative
only studies).

Results
Overview
A total of 889 articles were identified on searching the databases.
Using the PRISMA screening process, 36 studies were included
in this review: 26 (72%) were randomized controlled trials
(RCTs), 9 (25%) were non-RCT quantitative studies, and 1
(3%) was a qualitative study. This process flow has been
illustrated in Figure 1.

Figure 1. PRISMA (Preferred Reporting Items for Systematic Reviews and Meta-Analyses) flow diagram for each step of the screening process.

Many studies were identified as iCBTs; therefore, these studies
were examined as a group. Tables 1 and 2 describe the
interventions studied, whereas further information about the
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studies has been summarized in Multimedia Appendix 1
[2,19-39] and Multimedia Appendix 2 [40-53].
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Table 1. Description of interventions found in the 22 internet-based cognitive behavioral therapy (iCBT) studies examined.
Author (year)

Type of study

Intervention

Number and type of sessions

Description of study design

Batterham et al
[19] (2018)

RCTa

FindMindKit: email delivered,

18 modules in total, with 2
symptom-specific modules: for
symptoms of fear disorders, distress or mood disorders, suicidal
ideation, and substance disorders.
Modules have scenarios and a
fictional character serving as a
role model and as an expert narrator. Modules were followed by
a worksheet for practice.

Participants were divided into 3
groups: one receiving the personalized FindMindKit modules, one
receiving the generalized modules, and an attention control
group that received access to a
control mental health program.

Berger et al [20]
(2017)

RCT

Velibra: CBT-based web program 6 sessions: transdiagnostic meafor anxiety
sures of treating anxiety, a form
of treatment that applies similar
principles across mental disorders without tailoring to specific
diagnoses (eg, same treatments

The intervention group had access to Velibra; the control group
received access after the study
was completed.

CBTb- and web-based modules

for GADc and social phobia).
These could be tailored automatically following the user’s responses.
Berger et al [21]
(2011)

RCT

Deprexis: self-help iCBT website

10 modules and a summary session: the content is mainly textbased, with illustrations, exercises, and user response feedback.
Subsequent content is automatically tailored by the program.

All the participants had access to
Deprexis. The unguided group
received access without support.
The guided group also received
a scheduled weekly email feedback with a therapist and the
freedom to contact that therapist
at will.

Botella et al [22]
(2016)

RCT

Smiling is fun: web-delivered,
CBT-based self-help program for
the treatment of depression [38].

No sessions; the website contains Both the intervention groups had
general multimedia, images, and access to Smiling is fun. One of
an interactive platform.
the intervention groups also had
access to EEG,d EKG,e and
ACTf sensors to monitor the
users’ cognitive, physiological,
and physical states, as well as
provide feedback. The control
group did not have access to
iCBT or the sensors.

Brettschneider et al Cross-sectional
[23] (2015)

Web-based text and video program 8 sessions: has scenarios and a
All participants used the profor social anxiety
fictional character serving as a
gram; there was no control condirole model, who also provides
tion.
automatically generated feedback

Christensen et al
[24] (2014)

RCT

Website with CBT-based program 10 sessions, having 1 session per
for anxiety
week: CBT education and CBT
techniques (weeks 1-7), relaxation (weeks 8-9), and physical
activity promotion (week 10)

The study had 4 parts. The active
condition only used the website.
The control condition was a
website that provided only general information on anxiety and
general health. The call condition
had a weekly telephone call, with
a progress check and a reminder
to use the program. The email
condition had a weekly reminder
via email, with similar content as
the call condition.

Donker et al [25]
(2013)

Randomized controlled noninferiority
trial

MoodGYM: focus on dysfunction- Each group used 1 of the 3 proal thinking and self-esteem train- grams for a 4-week period.
ing [26]; CBT e-couch: deals with
negative thoughts and behavioral

This was a 3-part study that
compared 2 new iCBT programs
to MoodGYM (as a control) for
4 weeks.

activation; IPTg e-couch: focusing
on roles and interpersonal deficits
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Author (year)

Type of study

Intervention

Number and type of sessions

Description of study design

Ebert et al [54]
(2015)

RCT

Internet-based recovery training,
focusing on psyhoeducation and
mindfulness for the treatment of
insomnia, with automated, adaptive, and tailored feedback based
on user response

6 sessions

The intervention group used the
program; the control group was
a waitlist condition.

Gilbody et al [26]
(2017)

RCT

MoodGYM: iCBT focused on
dysfunctional thinking and selfesteem training

6 modules released sequentially,
lasting approximately 30-45
minutes each. The participants
were asked to complete 1 session
per week.

The intervention group also received 8 phone calls from a
graduate-level support worker,
which consisted of introducing
the participant to MoodGYM
(first call), provide motivation
and help identify the barriers to
engagement (second to seventh
call), and then consolidate the
information and discuss the next
steps (eighth call). Control group
received MoodGYM without
phone calls (no guidance).

Gosling et al [27]
(2018)

RCT

SHUTih: web- and CBT-based
N/Ai
treatment for insomnia with modules and a sleep diary; HealthWatch: interactive lifestyle website
having general health information
(eg, nutrition)

Two-part study comparing
SHUTi with HealthWatch.

Hagatun et al [28]
(2018)

RCT

SHUTi: see Gosling et al [27]; ed- N/A
ucation website: emulates the information presented by general practitioners on insomnia

Two-part study comparing
SHUTi with an education website (control group).

Hagatun et al [29]
(2019)

RCT

SHUTi: see Gosling et al [27];
N/A
website: information on sleep hygiene and insomnia education

Two-part study comparing
SHUTi with an informational
website (control group).

Lien et al [30]
(2019)

Posthoc analysis of
RCT

SHUTi: see Gosling et al [27];
N/A
website: information on sleep hygiene and insomnia education

Posthoc analysis of Hagatun
(2019) comparing morning versus evening persons (ie, persons
with either diurnal or nocturnal
sleeping habits) in the same
treatment groups as the study of
comparison.

Lintvedt et al [31]
(2013)

RCT

MoodGYM: see [26]; BluePages: N/A
website with over 400 pages of
evidence-based information on
depression

Two-part study: the intervention
group had access to both
MoodGYM and BluePages. The
control group was a waitlist condition with no intervention.

Lokman et al [32]
(2017)

RCT

CDMIs,j based on CBT techniques 3-4 web-based, unguided selfhelp modules

Two-part study comparing CDMIs to a waitlist control condition.

Loughnan et al
[33] (2019)

RCT

MUMentum: pregnancy-focused, 4-week unguided programs
CBT-based program for antenatal
depression and anxiety (illustrated,
story-based exercises)

Two-part study comparing a

Mewton et al [34]
(2013)

Cross-sectional

This Way Up: fully automated,
unassisted web-based CBT program

N/A

All the participants were offered
access to This Way Up.

Moloney et al [35] Cross-sectional
(2019)

SHUTi [27]

9 weeks

All the participants had access to
SHUTi.

Noguchi et al [36]
(2017)

Simplified iCBT: 5-minute exer-

N/A

Three-part study comparing
iCBT, sEFM, and a waiting list
control group.

RCT
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to feel negative thoughts and
emotions without judgment

TAUk control group with an intervention group that was provided access to MUMentum.
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Author (year)

Type of study

Intervention

Number and type of sessions

Proudfoot et al
[37] (2013)

RCT

myCompass: fully automated self- 12 modules, 10 minutes each in Participants were randomly
help monitoring system, completed length, comprised of skill-build- placed in 3 groups: the myvia mobile phone or computer
ing activities.
Compass intervention group; the
attention control group, which
received a control mental health
program; and the waitlist group
that did not receive access to the
intervention until after the study
period.
Participants were either TSG,m

Romero-Sanchiz et RCT
al [38] (2017)

Smiling is fun: CBT-based, selfhelp program for depression [22]

N/A

Van Kessel et al
[39] (2016)

MSInvigor8: CBT-based internet
program

8 sessions for each group

RCT

Description of study design

or were provided with LITG,n
which involved emails sent from
a therapist offering support with
the program.
Two-part study: MSInvigor8Plus received regular email support from a trained clinical psychologist, while MSInvigor8Only did not receive any support
except the iCBT program.

RCT: randomized controlled trial.

b

CBT: cognitive behavioral therapy.

c

GAD: generalized anxiety disorder.

d

EEG: electroencephalogram.

e

EKG: electrocardiogram.

f

ACT: actigraphy.

g

IPT: interpersonal therapy.

h

SHUTi: sleep healthy using the internet.

i

N/A: not applicable.

j

CDMI: complaint-directed mini-intervention.

k

TAU: treatment as usual.

l

sEFM: simple mindfulness exercise.

m

TSG: totally self-guided.

n

LITG: low-intensity therapist guidance.
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Table 2. Description of the interventions found in the non–internet-based cognitive behavioral therapy studies.
Study designs and author (year) Treatment paradigm

Intervention technology

Description

Aardoom et al [40] (2016) Psychoeducation

Website

Featback was a website that offered psychoeducation
and general information on eating disorders, along
with monitoring and tailored feedback (automatically
by the program) on progress. Examined 4 dimensions:
(1) body dissatisfaction, (2) concern with body weight
or shape, (3) unbalanced nutrition and dieting, and (4)
binge eating and compensatory behaviors. Therapist
support was by email, teleconferencing, or chat.

Bernstein et al [41] (2016) CBTb

Automated text messages
(and phone)

All participants received a brochure on the benefits of
quitting smoking and a phone number for a smokers’
quitline. Intervention participants also received 4
weeks of nicotine patches and gum, a referral faxed
to a quitline, and enrollment in SmokefreeTXT, an
automatic texting library of 128 texts. Five random
messages were sent per day. The evaluation used

RCTsa

EMA,c allowing users to send feedback to the automated system about mood, craving, use, or health care
contact.
Constant et al [42] (2014)

Informational only

Automated text messages

Intervention involved automated text messages starting
on the first day. 13 timed text messages were sent with
reminders to take medication and to provide information on bleeding, cramping, and side effects. This was
compared with SOC,d which was abortion counseling
(eg, information on mifepristone side effects), administration of mifepristone on site, self-administration at
home (1-2 days), and follow-up clinical assessment
(2-3 weeks). Intervention group received both the intervention and the SOC.

Kannisto et al [43] (2017)

Informational only

Automated text messages

Intervention was Mobile.Net, a tailored SMS text
message system designed for medication adherence
and outpatient care in adult patients with psychosis.
Participants received semiautomatic texts for 12
months (approximately 10/month, 2-25 text messages)
based on preferences. They could decide the amount,
timing, frequency, and the content of the messages.

Kleiboer et al [44] (2015)

Problem-solving therapy

Website

Five-part study that looked at varying levels of support
with an internet-based, PSTe for depression and anxiety
called Allesondercontrole, which had 5 weekly lessons
with exercises guiding on problem-solving in a structured format. Condition 1 received no support, condition 2 received support upon request and condition 3
received weekly support from a coach. Condition 4
did not receive the internet-based treatment but did
receive nonspecific support via chat or email. Condition 5 was a waitlist condition with access to a website
containing psychoeducation about depression and
anxiety.

Mason et al [45] (2012)
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Social cognitive theory

Website

Tailored advice consisted of an advice report based
on several variables (eg, sex, previous quit attempts,
current health, etc). Participants reported a quit date
(past or future) and received a progress report 4 weeks
later, which included baseline variables, quit date reminders, slip-ups, and changes in variables. Standard
reports were generated using similar algorithms but
with default content and modal responses and were all
identical. Advice reports could be accessed and filled
out at the iQUIT website.
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Study designs and author (year) Treatment paradigm

Intervention technology

Description

Website

Three-part study that compared 2 types of cognitive
bias modification programs, as well as comparing them
to a waitlist condition. Both intervention groups received access to a website that introduced photographic
illustrations and audio recordings depicting everyday
situations, and then the patients were instructed to
imagine the situations. In the Imagery CBM group,
the situations always ended positively. In the Control
CBM group, the situations ended positively half the
time and negatively in the other half.

Pictet et al [46] (2016)

CBMf

Sherman et al [47] (2012)

Psychoeducation, crisis inter- Videos; Phone support
vention model

4-part RCT receiving either: usual care, usual care and
videos, telephone counseling, or telephone counseling
and videos. Usual care involved office or inpatient
visits, offering education, support group access and
options for referral. Psychoeducational videos were
offered in the institution or in the home, with 4 phasespecific videos on coping with breast cancer diagnoses.
Telephone counseling consisted of 4 phase-specific
telephone calls conducted by a nurse interventionist
trained in telephone counseling approaches. These
were also on coping with breast cancer.

Non-RCT quantitative studies
Ahmedani et al [48] (2015) Motivational interviewing and Computer tablet with app
CBT

Intervention was a handheld tablet in which an animated narrator interacts with the participants by user input.
Responses by the participants on the tablet would lead
to varying responses by the program, allowing for
branching down unique pathways and feedback tailored
specifically to the user. This system combined motivational interviewing and CBT models. Intervention was
delivered via a handheld computer tablet with headphones.

Kipping et al [49] (2016)

HealthCheck was a patient portal that allowed access
of patients to their health care. It included access to

Informational only

Website

EMR,g the ability to request medication renewals on
the web, view upcoming appointments and educational
materials, and access to communication with the
providers.
Piette et al [50] (2013)

Informational only (medication adherence)

IVRh

CarePartner program (Depression Version) was an
IVR system that monitored the patients’ depression
symptoms using PHQi-9 and provided advice to improve medication adherence and prompt clinical follow-up. Suicidal ideation led to an alert to the clinical
team, instructions to call 911 or the provider, or a suicide hotline. Faxes were sent to the providers when
there was a sharp rise in PHQ-9 or medication adherence problems.

Pratap et al [51] (2018)

Cognitive control, problem- App
solving therapy, informational

Three-part study that compared 3 different self-guided
phone apps for the treatment of depression. The first
group used a video-game inspired app called Project
EVO, a cognitive-based program designed to modulate
cognitive control abilities. The second app was an
iPSTj program. The third was daily health tips (HTips),
a program designed to provide information control to
overcome depressed mood through self-care and
physical activity. Each app had daily reminders. All
programs were self-guided
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Study designs and author (year) Treatment paradigm
Stein et al [52] (2012)

Intervention technology

Description

Informational only (medication adherence)

Computer software

CommonGround was a computerized support system
that the participants could use before a medication
visit. It included an introductory video about recovery
from mental illness and brief videos of patients discussing their recovery. It was followed by a customized
survey of the patient’s concerns, decisional balance,
and trade-off exercises.

Informational only

App

Ginger.io was a smartphone app with a web-based
dashboard with notifications to complete regular clinical surveys, occasional satisfaction surveys, and with
health tips (eg, self-care activities) related to depression
and anxiety 3-4 times a week. The dashboard allowed
for the monitoring of patient app use. Participants used
this app while continuing collaborative care treatment,
which was care with a general practitioner, a care
manager, and a psychiatric consultant.

Qualitative study
Bauer et al [53] (2018)

a

RCT: randomized controlled trial.

b

CBT: cognitive behavioral therapy.

c

EMA: ecological momentary assessment.

d

SOC: standard of care.

e

PST: problem-solving treatment.

f

CBM: cognitive bias modification.

g

EMR: electronic medical record.

h

IVR: integrated voice response.

i

PHQ: patient health questionnaire.

j

iPST: internet-based problem-solving therapy.

Studies Using iCBTs
Overview
We identified 22 studies that used iCBT (summarized in Table
1 and Multimedia Appendix 1). All these studies incorporated
an internet-based program (either via a website or via a program
downloaded from a website) that followed cognitive behavioral
principles for the treatment of various psychological conditions.
Although the websites and programs varied in their content,
they all provided access to cognitive behavioral therapy–based
modules. In most programs, the users could provide feedback.
The sample sizes varied from 39 to 2413. The targeted
populations had diagnoses that varied from insomnia to anxiety
and depression. Most studies were RCTs in design (18/22, 82%);
14% (3/22) were cross-sectional, and 5% (1/22) were a posthoc
analysis of 1 RCT. While most of the studies were rated 1b for
LOE, several were rated as 2b or 2c because they had small
sample sizes, had a single part with no comparison, or because
they did not report the P values or CIs [23,34,35].
iCBT studies could be further subcategorized based on the type
of comparison that was made. Of the 18 RCT studies in this
category, 6 (33%) compared iCBT against a waitlist condition
[2,20,31-33,37]; 5 (28%) studies compared unguided
intervention with guided controls [21,24,26,38,39]; 8 (44%)
studies compared iCBT with other types of interventions
[19,25,27-30,36,37]; 1 (6%) study used a sensor-based approach
and compared it to unguided iCBT without a sensor [22]. The
3 non-RCT studies were cross-sectional studies that used a
https://mental.jmir.org/2021/11/e27404
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single group to assess the feasibility, accessibility, and
preliminary effectiveness of iCBT programs [23,34,35]. The
iCBT studies were categorized and reviewed in more detail
based on their study design.

Studies Using iCBT: RCTs With a Waitlist Condition
Group
A total of 6 RCT studies used a single comparison: participants
with access to an iCBT program against participants who either
did not have access to any intervention or those who received
access to the intervention after the study was completed (ie,
waitlist) [20,31-33,37,54]. These studies have been reviewed
in Table 1 and Multimedia Appendix 1. They were categorized
separately from the other RCTs because of concerns regarding
the use of waiting lists for a comparison group, as waiting lists
are not comparable with placebo interventions [55]. Berger et
al [20] demonstrated significant decreases in depression, anxiety,
and other mental health measures when compared with a waitlist
condition, with many of the participants no longer warranting
the diagnoses of anxiety disorders after 6 sessions. Ebert et al
[54] showed greater improvement in insomnia measures than
the waitlist control group, along with more participants
achieving a symptom-free state and improving on secondary
measures such as depression and sleep quality. Lokman et al
[32], who compared mini-cognitive behavioral therapy–based
interventions to a waitlist, found a significant decrease in
depression, anxiety, and sleep-related problems and a higher
well-being in the intervention group. Loughnan et al [33] found
that iCBT produced moderate to large effect reductions in
anxiety and psychological distress compared with a waitlist
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condition group. Finally, Lintvedt et al [31] demonstrated lower
levels of depressive symptoms, negative thoughts, and improved
depression literacy compared with a waitlist control group.

Studies Using iCBT: RCTs Compared With Guided
Interventions
A valuable approach is to compare an unguided technological
intervention to a similar intervention completed under the
guidance of a trained professional. Five studies in this review
used this strategy and have been summarized in Table 1 and
Multimedia Appendix 1 [21,24,26,38,39]. In 2011, Berger et
al [21] showed an improvement in depression symptoms when
compared with a waitlist condition, with no significant
difference seen whether the iCBT intervention was guided by
a psychotherapist or not. Christensen et al [24] did not observe
improved anxiety outcomes on generalized anxiety disorder at
6- or 12-month periods on any measures (guided or unguided,
iCBT, or non-iCBT treatment), but did find higher completion
rates in the 3 study arms that used phone or email guidance.
Gilbody and colleagues showed an improvement in depression
(by PHQ-9) in the guided group over the unguided group at 4
months but not at 12 months [26]. Romero-Sanchiz et al [38]
were able to show cost-effectiveness per point improvement on
Beck's Depression Inventory (BDI-II) and quality-adjusted life
years in the self-directed and therapist-supported groups when
compared with care as usual, although it was more pronounced
in the self-directed group than in the therapist-intervention
group. Van Kessel et al [39] found greater reductions in fatigue
in the guided group than in the unguided group but observed
no significant differences in anxiety or depression.

Studies Using iCBT: RCTs Compared With Other
Interventions
Another effective strategy to demonstrate the utility of unguided
iCBT is to compare it with other psychological interventions.
These studies have been reviewed in Table 1 and Multimedia
Appendix 1 [19,25,27-30,36,37]. Donker et al [25] compared
a specific unguided iCBT program against other unguided iCBT
programs. They found that although there were no differences
between the 3 groups at baseline or follow-up, their dropout
rates varied. Gosling et al [27] demonstrated that the
insomnia-based iCBT program sleep healthy using the internet
lead to greater improvements on measures of anxiety (at posttest
and at 6-month follow-up) than a website with general health
tips. In 2018, Hagatun et al [28] again showed sleep healthy
using the internet’s superiority over a patient education website
on measures of anxiety. They also showed improvements in the
measures of insomnia [29]. A posthoc analysis of this study
team’s research in 2019 demonstrated that this effect was not
mediated by whether a person was a morning or an evening
person (ie, persons with either diurnal or nocturnal sleeping
habits) [30]. Noguchi et al [36] did not find any differences
between iCBT and mindfulness-based training on depression
measures.

Studies Using iCBT: RCT Comparing Self-guided
Intervention With or Without Sensors
One study used a novel intervention strategy added to iCBT,
which is reviewed in Table 1 and Multimedia Appendix 1 [22].
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Botella et al [22] compared 2 intervention groups. Although
both groups had access to an iCBT program for depression
(Smiling is fun), one group also had access to
electroencephalogram, electrocardiogram, and actigraphy
sensors to monitor the physiological states and to provide
feedback to the users. There was also a comparison with the
waitlist control. This study found that the most effective
treatment for depression was the sensor group, followed by the
nonsensor intervention group [22].

Studies Using iCBT With a Cross-sectional Study Design
Three studies used a single-part, cross-sectional study approach,
and have been summarized in Table 1 and Multimedia Appendix
1 [23,34,35]. Brettschneider et al [23] observed less social
anxiety and depressive symptoms over an 8-week iCBT
program, with a dropout rate of 26% (10/39). Mewton et al [34]
found lower scores on the measures of psychological distress
and disability after a 6-course lesson, with greater adherence in
older adults (>60 years old) than in younger adults. Moloney
et al [35] were able to show positive and significant
improvements in US women on measures of insomnia, sleep
quality, depression, and the likelihood of using medication after
a 6-week intervention.

Non-iCBT Digital Therapeutic Studies
The other 14 studies in this review, which did not use iCBT,
were categorized into RCTs, non-RCT quantitative studies, and
qualitative studies.

RCTs With Non-iCBT Interventions
We identified 8 RCTs, which have been summarized in Table
2 and Multimedia Appendix 2. The RCTs were heterogeneous
in nature. They encompassed several types of interventions,
including websites, automated text message systems, and videos.
The websites varied in content, although many of them provided
access to psychoeducation modules, with some allowing users
to provide their feedback. One website allowed the patients to
create tailored advice reports that were generated based on user
responses to preset questions [45]. Automated text messaging
services allowed the participants to receive programmed text
messages in the form of reminders, education, and questions
about mood, craving, or use [20,41-43]. In one study, the
participants could respond to text messages, allowing for
ecological momentary assessment, or the immediate reporting
of participants’ behaviors in real time [41]. One study provided
videos for the participants to watch at home [47].
The sample size varied from n=60 to n=1758. The targeted
populations included those with mental health diagnoses, as
well as healthy participants who were measured using a mental
health–related outcome (ie, adjustment). Although most of the
studies were rated 1b for LOE, both the Bernstein and Sherman
studies were given a 2b LOE rating because they had small
sample sizes and the results did not report CIs [41,47].
Of the 8 RCTs, 4 (50%) had a waitlist group. Of these 4 studies,
2 (50%) had no other comparison [42,43], whereas the other 2
(50%) used at least one other comparison group [40,47]. There
were 38% (3/8) of studies that compared unguided interventions
with guided interventions [40,44,47]. In addition, 38% (3/8) of
JMIR Ment Health 2021 | vol. 8 | iss. 11 | e27404 | p. 10
(page number not for citation purposes)

JMIR MENTAL HEALTH
studies compared a novel technological approach to usual care
(ie, psychoeducational websites, brochures, or usual care)
[41,45,46].
Aardoom et al [40] showed that Featback (a website using
psychoeducation principles) was superior to a waitlist condition
with regard to bulimic-related psychopathology. Bernstein et
al [41] demonstrated that 47% (14/30) of the intervention group
showed a 7-day smoking abstinence at 1-month compared with
10% (3/30) in the control group, but this effect was less
significant at 3 months (9/30, 30% vs 4/30, 13%). Constant et
al [42] reported lower anxiety using the Hospital Anxiety and
Depression Scale score in women in the intervention group (ie,
the group receiving automated text messaging for medical
abortion self-management) and that these women were better
prepared for the side effects of their medication. Kannisto et al
[43] looked at recruitment and attrition, finding that one-third
of those screened were eligible, but two-thirds of the eligible
patients refused. Many were involved in the data retrieval stage,
but very few were followed up at the postal survey stage.
Participants mentioned a lack of interest, lack of mobile use
adherence, or the lack of ability to use a mobile device as the
main influences on their adherence. Kleiboer et al [44], who
examined the effect of an internet-based problem-solving
therapy, found that weekly, scheduled guidance by a trained
professional had a small but significant effect on depressive
symptoms compared with an internet-based problem-solving
therapy–only intervention. All the groups showed improvement
posttreatment. Mason and colleagues, who used a website-based
advice report to quit smoking, did not find a difference in
prolonged smoking abstinence between a tailored advice report
group and a standardized advice report control group, regardless
of the socioeconomic status and whether the participants were
smoking at baseline or had recently quit [45]. Pictet et al [46]
showed that positive scenarios had a considerable effect on
whether a treatment (here, a website-based cognitive bias
modification program) was effective. Finally, Sherman et al
[47] compared 4 groups that received psychoeducational videos
with varying levels of support and showed that although there
were improvements in all groups in adjustment to illness, there
were no significant differences among the groups in the
adjustment scores.

Non-RCT Quantitative Studies With Non-iCBT
Interventions
We identified 5 non-RCT quantitative studies, as summarized
in Table 2 and Multimedia Appendix 2. Study designs included
feasibility, cohort, and case-control studies. The intervention
types included an application program, a website, phone apps,
computer software, and integrated voice response (IVR), which
is a technology that allows a computer to interact with humans
through the use of voice and dual tone, multi-frequency tone
input via a keypad.
The application program allowed for an interactive experience
between the user and the program. Notifications and surveys
were also used [48]. One study used a website design that
allowed the portal access to patients receiving mental health
services, looking at their use, appointment keeping, and mental
health recovery measures [49]. This portal included
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psychoeducational materials that the patients could access, as
well as information about their appointments. One study used
a computer software program that the participants could
download at home [52]. Another study used IVR, which allowed
the participants to receive automated phone calls where they
could provide feedback to the system on their depression
symptoms [50].
The sample size varied from n=75 to n=3158. The populations
included those with mental health diagnoses, such as depression,
anxiety, or psychosis. Each study examined a different outcome.
Ahmedani et al [48] used scales to evaluate the interventions
(eg, patient health questionnaire; PHQ-9). They found that there
was a statistically significant reduction in depression scores,
along with a one-third decrease in the number of patients having
moderate to mild depression scores in the study cohort. Kipping
et al [49] examined the use, recovery measures, and surveys for
interventions. Their study showed an increased activation of
service users and caregivers, with improved recovery scores
(based on mental health recovery measures domains). The users
were more likely to attend scheduled appointments than the
nonusers. Piette et al [50] used IVR to reach the patients and
measured the call completion rates between 4 different disease
groups, showing that depression had the lowest call completion
rates among the 4 disease groups (314/442, 71%), and the call
completion rates decreased over time with the increased severity
of mental health. Pratap et al [51] compared phone apps and
found that they could decrease the depressive symptoms in
participants, with no significant differences between the types
of apps used. Stein et al [52] focused on medication adherence
and found that the users of their program did not have higher
medication adherence than the nonusers. Although 3 studies
were rated at a 2b LOE (individual data and cohort studies), the
study by Stein et al [52] was given a 3b rating because it was a
case-control design that did not control the treatment allocation.

Qualitative Study With Non-iCBT Intervention
We identified one qualitative study, as summarized in Table 2
and Multimedia Appendix 2. Bauer et al [53] reported on a pilot
feasibility and acceptability study (N=17) of Ginger.io, a
smartphone app with a web-based dashboard designed to offer
support and activities related to anxiety and depression in adults
diagnosed with these conditions. The primary outcome was the
participants’ use of the app and their survey completion rates.
As a qualitative study, it was given level 5 on the LOE.
Although all 17 participants used it at first, only 6 (35%) used
it for 8 weeks. Many reported feeling satisfied with the app
(11/17, 67%) and found it easy to use (13/17, 77%), but few
reported concerns (2/17, 13%). Despite this, 88% (15/17) of the
participant completed all the weekly symptom measures before
discontinuing the use of the app.

Discussion
Principal Findings
This review highlights the potential of digital interventions to
improve mental health, as well as the areas where new research
is required. The main challenges include the heterogeneity of
interventions and the low-quality comparators. Patient-related
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issues that were identified include high dropout rates, variable
efficacy, and a lack of safety evaluations.
We identified 36 studies that examined various types of digital
therapeutics. Six studies (17%) had a single group and 30 (83%)
used between-group comparisons. Of the 9 studies that compared
a digital treatment against a waitlist, only one did not find a
beneficial effect from the use of a digital therapeutic (ie,
medication adherence [52]), whereas all others showed a positive
effect on primary outcomes. However, these findings must be
interpreted with caution; although waitlists have often been
used as control conditions when assessing psychotherapy, they
are not equivalent to the placebo group in a pharmacological
study and may not be a suitable comparison to show
effectiveness in this context [55]. Patients know that they are
not receiving an intervention, that they may not receive any
alternative support, or they may be frustrated by being on a
waitlist. In addition, many psychiatric disorders worsen with
time if left untreated. To demonstrate that digital therapeutics
are a viable alternative to other treatments, future research into
these programs should focus on using groups that are
comparable with the intervention, instead of using the lack of
any intervention as a control group.
Eight studies compared an unguided intervention to varying
levels of support from a trained professional. Of these, 5 studies
found a difference between the guided and unguided groups
(with 3 favoring the guided interventions), and 2 did not find
any difference. The treatment effects varied across studies in
terms of their quality, size, and duration. One study found effects
on depressive symptoms at 4 months that were not sustained at
12 months [54]. Another study found an effect on fatigue but
not on depression [39]. These findings warrant further study to
ascertain the specific factors that influence the effectiveness of
such interventions.
There are many potential explanations for the variable effects
of treatment. Perhaps the most salient point and indeed the
reason why a meta-analysis could not be done is that studies
are too heterogeneous. As the tables show, they differ in their
target populations (eg, external population vs clinical setting),
severity of disease, nature of the interventions, length and
structure of the assessments used, reminders used, the cultural
and ethnic backgrounds of study participants, and the social
support structures that ultimately may help explain why some
interventions seemed to work better than others.
Most studies compared self-guided interventions against each
other or to other treatment methods, which included educational
websites and traditional treatment with a mental health team.
In these studies, digital therapeutic interventions were
comparable with psychoeducational websites in mental health
outcomes. When interventions were compared with standard
of care, this term was usually not well-defined, preventing any
conclusions to be extended outside the context of the specific
study.
Of the 36 studies examined, 22 were identified as iCBT,
showing the popularity of this modality of web-based
psychotherapy compared with other psychological paradigms.
This therapeutic approach appears to be a preferred treatment
method, with many randomized studies having large sample
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sizes. However, many studies have compared these interventions
against other digital technologies or waitlist conditions, which
may not be comparable. Digital technologies are relatively new,
and this fact may limit the body of research available. While
iCBT is driving most of the research available, there are also
other types of psychotherapy delivered digitally that warrant
further study.

Strengths and Limitations
This review focused specifically on self-directed automated
interventions that patients could implement without a therapist.
Independent technology-based care options can be implemented
at minimal cost by the organizations and patients and can be
done at home, without having to access hospital or clinic
resources. The immediate availability of these technologies has
important advantages regarding the access and universality of
care. Their potential accessibility is far broader than other
methods of care delivery, contributing to equality in health care.
They can be adapted to monitor compliance and side effects of
medications, and to consolidate the gains obtained through
individual psychotherapy, group psychotherapy, or
psychoeducation after the discharge from health care services,
thus liberating the time and resources used in follow-up and
potentially preventing relapse. The study participants often
reported satisfaction with technology-based care and attributed
benefits to the intervention [53]. The universal accessibility of
these types of interventions can help reach patients who are
unable to receive traditional care because of the lack of local
resources or the stigma attached to mental health, thus providing
a low-barrier alternative to their care [56].
The methods used to evaluate technology-based care may differ
from those for traditional RCT methods. This is partly due to
the way in which technology is constantly being updated. A
study by Desveaux et al [57] notes that the rigor by which we
evaluate health care systems is usually applied to a static, fixed
intervention, which is in direct conflict with the dynamic and
ever-changing nature of technology. RCTs, by definition, require
blinding, and this is often not possible in psychotherapy and
digital therapeutics. RCTs with blinding are the benchmark in
interventions such as medication because of the lack of
contextual factors affecting their use, and the context of the
intervention is vital in the development of the intervention itself
[57]. This includes factors related to the interaction between
the technology and the user, the environmental factors, and the
access to technology. Therefore, the user must be a crucial part
of not only the evaluation of the intervention, but also its design.
The evaluation of new digital therapeutics requires a
combination of traditional RCT methodology and novel methods
of evaluation that consider the adaptive nature of
sociotechnological systems of technology-based care.
Research and advice on how these novel methods of evaluation
should be like can currently be found in the literature, with some
going as far as having designed models such as the multiphase
optimization strategy and sequential multiple assignment
randomized trial evaluation system [58]. These 2 approaches
apply various strategies (such as the use of screening and
refining phases or time-varying adaptive interventions) that
account for the changing needs of digital interventions and of
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their target population [58]. Other researchers have described
several criteria that would help evaluate digital health
interventions, including the application of a multidisciplinary
approach (ie, clinical and behavioral intervention, as well as
computer and engineering science), or the notion of adopting
the iterative approach (ie, several cycles of development and
optimization), such as the accelerated creation-to-sustainability
model [59,60]. Advocates of digital interventions should also
consider aspects such as safety, data security, and engagement
[61].
Although the aim of this study was to evaluate self-directed
interventions, several studies had a part with some
human-assisted support. The effect of this therapist support
suggests that human interaction may play a role in the
acceptability of these programs. For example, although Aardoom
et al [40] found no significant differences in the improvement
of eating disorder symptoms between participants in the 3
intervention groups, qualitative data suggest that participants
who received therapist support showed more satisfaction with
the intervention. A similar trend in which satisfaction and
engagement increased with human support was found in other
studies [47,53,54].
Guided treatments can have different qualitative effects than
unguided treatments, but these differences are not always
detected and require further study. It may be that both unguided
and guided treatments are effective but in different ways and
for different groups of patients. However, a notable limitation
of some of the unguided interventions is that many have
technical support, raising the question of whether a simple call
from a nontrained professional provides some therapeutic
benefit. In this regard, it may be that some of the study
procedures that examined unguided interventions were not truly
unguided. Therefore, these interventions might not have as much
of a therapeutic effect as the studies suggested. A similar trend
in which satisfaction and engagement increased with human
support was found in other studies [47,53,54].
The attrition rates varied between the studies. Previous studies
have shown dropout rates of up to 80% [62]. In our review,
Kannisto et al [43] found that despite having only 4.8% dropout
at baseline, more than half of the intervention participants
(52.45%) did not complete the final study surveys. Bauer et al
[53] found a similar trend: the use was 100% of the participants
in the first 4 weeks but dropped off to 35% of the participants
by 8 weeks (a loss of 65% in 4 weeks). Piette et al [50] found
that call completion rates were lower in depression when
compared with other medical conditions such as diabetes or
cancer, suggesting higher dropout rates in mental health
interventions. Batterham et al [19] found that only 34% of the
participants completed most intervention models.
Although many studies have shown high dropout rates, there
are a couple of important points to note regarding adherence to
these types of interventions. First, though the dropout rates in
automated community-based interventions are likely to be high,
the resources needed to reach those individuals who would
otherwise not have any other form of treatment are relatively
low. This suggests that there is merit in delivering self-guided,
low-intensity technological interventions in this subgroup. It is
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also worth noting that there are many reasons why the dropout
rates may be high, and although it is likely that many are
negative, it is entirely possible that some of these reasons could
be positive. For example, if someone feels that they have
benefited from the program and stops early, or if they recover
before the program has concluded, they may have dropped out
because of this improvement. Given the heterogeneity of the
studies, we could not identify a particular patient who would
benefit more from these interventions. However, as more
information becomes available and more RCTs are published,
the profile of an ideal patient who responds well to digital
interventions can be defined [63,64].
Perhaps the greatest limitation of this review is that technology
changes at a rapid pace and despite the authors’ attempts to
consider a broad range of interventions, new technology-based
care methods are constantly being developed and evaluated.
Some of these evaluations may not have been published yet or
may even remain unpublished if the results are not positive.
This is an expanding field, and it is likely that more research
will be published in the future.
As digital therapeutics become more available, there is a need
to establish acceptable guidelines and evidence-based
approaches to determine the efficiency and suitability of
technology-based treatments. This need has already been
recognized. The American Psychiatric Association has
established the App Evaluation Model, which is a set of
guidelines that help health care providers evaluate the safety,
benefits, and potential harms of phone apps [8]. Safety issues
would include: implementing safeguards on patient data and
potential data sharing, scientific review of the content, and
continuous evaluation of the potential harms via a user or
provider feedback system [65]. Lagan et al [66] developed a
framework to translate these qualitative guidelines into objective
metrics using a set of standardized questions, facilitating access
to critically evaluated apps for providers as well as general
audiences. The development of guidelines is crucial to not only
orientate clinician advice on digital therapeutics, but also to
direct research to those areas that require it while ensuring safe
practices for the patients.

Conclusions
The use of technology-based interventions in health care is
increasing, but there needs to be more specific outcomes to
assess their efficacy over time and the maintenance of those
gains. In addition, although there are many papers that examine
the use of technology-based interventions, reducing the list of
research articles to those that only have fully self-guided
interventions shows that considerably less research is addressing
the issues mentioned above. To be effective, the interventions
should be developed in collaboration with the users. This is
evidenced by the fact that dropout rates were high in most of
the studies evaluated in this review. Studies on culturally and
linguistically diverse communities have found that co-design
of mental health services can help recognize and account for
the issues related to trust, power differential, communication,
and confidentiality regarding the relationships between the
researchers and the communities and users of their interventions
[67]. Other research has also found the benefit of co-design in
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children and young people, as well as in specific mental health
program designs [68-70].
Current research suggests that the effectiveness of
technology-based care interventions is superior to that of waitlist
controls and other interventions. However, to show their
effectiveness over traditional psychiatric care, the studies should
use comparison groups that are comparable with the intervention
studied, thus avoiding waiting lists or other nonintervention
parts.

Saad et al
Self-directed interventions may lead to lower costs and fewer
hours spent by health care providers in supporting a treatment.
These interventions will also become accessible to people
lacking access to health care, such as those who live far from
health care centers, those who cannot travel because of disability
or family commitments, or those who cannot afford traditional
care. In times of crisis or quarantine, these methods of care can
become crucial instruments to deliver treatment. For many
people, technology-based care methods are their first point of
access to care. Thus, self-directed digital therapeutics can
contribute to health care equality.

Acknowledgments
This research did not receive any specific grant from funding agencies in the public, commercial, or not-for-profit sector.

Conflicts of Interest
None declared.

Multimedia Appendix 1
Summary of the characteristics of the 22 internet-based cognitive behavioral therapy studies.
[PDF File (Adobe PDF File), 370 KB-Multimedia Appendix 1]

Multimedia Appendix 2
Summary of data extracted from non–internet-based cognitive behavioral therapy studies.
[PDF File (Adobe PDF File), 367 KB-Multimedia Appendix 2]

References
1.
2.

3.

4.

5.

6.

7.

8.
9.

10.

Cho CH, Lee HJ. Could digital therapeutics be a game changer in psychiatry? Psychiatry Investig 2019 Feb;16(2):97-98
[FREE Full text] [doi: 10.30773/pi.2019.01.20] [Medline: 30808114]
Ferreri F, Bourla A, Mouchabac S, Karila L. e-Addictology: an overview of new technologies for assessing and intervening
in addictive behaviors. Front Psychiatry 2018 Mar 01;9:51 [FREE Full text] [doi: 10.3389/fpsyt.2018.00051] [Medline:
29545756]
Steinkamp JM, Goldblatt N, Borodovsky JT, LaVertu A, Kronish IM, Marsch LA, et al. Technological interventions for
medication adherence in adult mental health and substance use disorders: a systematic review. JMIR Ment Health 2019
Mar 12;6(3):e12493 [FREE Full text] [doi: 10.2196/12493] [Medline: 30860493]
Bourla A, Mouchabac S, El Hage W, Ferreri F. e-PTSD: an overview on how new technologies can improve prediction
and assessment of Posttraumatic Stress Disorder (PTSD). Eur J Psychotraumatol 2018 Feb 06;9(sup1):1424448 [FREE
Full text] [doi: 10.1080/20008198.2018.1424448] [Medline: 29441154]
Ferreri F, Bourla A, Peretti C, Segawa T, Jaafari N, Mouchabac S. How new technologies can improve prediction, assessment,
and intervention in Obsessive-Compulsive Disorder (e-OCD): review. JMIR Ment Health 2019 Dec 10;6(12):e11643 [FREE
Full text] [doi: 10.2196/11643] [Medline: 31821153]
Sucala M, Schnur JB, Constantino MJ, Miller SJ, Brackman EH, Montgomery GH. The therapeutic relationship in e-therapy
for mental health: a systematic review. J Med Internet Res 2012 Aug 02;14(4):e110 [FREE Full text] [doi: 10.2196/jmir.2084]
[Medline: 22858538]
Simon GE, Von Korff M, Ludman EJ, Katon WJ, Rutter C, Unützer J, et al. Cost-effectiveness of a program to prevent
depression relapse in primary care. Med Care 2002 Oct;40(10):941-950. [doi: 10.1097/00005650-200210000-00011]
[Medline: 12395027]
App evaluation model. American Psychiatric Association. 2018. URL: https://www.psychiatry.org/psychiatrists/practice/
mental-health-apps/app-evaluation-model [accessed 2021-11-06]
Leung R, Hastings JF, Keefe RH, Brownstein-Evans C, Chan KT, Mullick R. Building mobile apps for underrepresented
mental health care consumers: a grounded theory approach. Soc Work Ment Health 2016;14(6):625-636 [FREE Full text]
[doi: 10.1080/15332985.2015.1130010] [Medline: 29056878]
Bourla A, Ferreri F, Ogorzelec L, Peretti C, Guinchard C, Mouchabac S. Psychiatrists' attitudes toward disruptive new
technologies: mixed-methods study. JMIR Ment Health 2018 Dec 14;5(4):e10240 [FREE Full text] [doi: 10.2196/10240]
[Medline: 30552086]

https://mental.jmir.org/2021/11/e27404

XSL• FO
RenderX

JMIR Ment Health 2021 | vol. 8 | iss. 11 | e27404 | p. 14
(page number not for citation purposes)

JMIR MENTAL HEALTH
11.

12.

13.

14.

15.
16.
17.
18.
19.

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

Cuijpers P, Donker T, Johansson R, Mohr DC, van Straten A, Andersson G. Self-guided psychological treatment for
depressive symptoms: a meta-analysis. PLoS One 2011;6(6):e21274 [FREE Full text] [doi: 10.1371/journal.pone.0021274]
[Medline: 21712998]
Karyotaki E, Riper H, Twisk J, Hoogendoorn A, Kleiboer A, Mira A, et al. Efficacy of self-guided internet-based cognitive
behavioral therapy in the treatment of depressive symptoms: a meta-analysis of individual participant data. JAMA Psychiatry
2017 Apr 01;74(4):351-359. [doi: 10.1001/jamapsychiatry.2017.0044] [Medline: 28241179]
Domhardt M, Geßlein H, von Rezori RE, Baumeister H. Internet- and mobile-based interventions for anxiety disorders: a
meta-analytic review of intervention components. Depress Anxiety 2019 Mar;36(3):213-224. [doi: 10.1002/da.22860]
[Medline: 30450811]
Fischer R, Bortolini T, Karl JA, Zilberberg M, Robinson K, Rabelo A, et al. Rapid review and meta-meta-analysis of
self-guided interventions to address anxiety, depression, and stress during COVID-19 social distancing. Front Psychol 2020
Oct 28;11:563876 [FREE Full text] [doi: 10.3389/fpsyg.2020.563876] [Medline: 33192837]
Richards D, Richardson T. Computer-based psychological treatments for depression: a systematic review and meta-analysis.
Clin Psychol Rev 2012 Jun;32(4):329-342. [doi: 10.1016/j.cpr.2012.02.004] [Medline: 22466510]
Welcome to the Preferred Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA) website!. PRISMA.
URL: http://www.prisma-statement.org/ [accessed 2021-11-06]
Mendeley [computer software] v 1.19.3. Mendeley. URL: https://www.mendeley.com/?interaction_required=true [accessed
2021-11-06]
Oxford Centre for Evidence-Based Medicine: Levels of Evidence. Centre for Evidence-Based Medicine. 2009. URL: https:/
/www.cebm.net/2009/06/oxford-centre-evidence-based-medicine-levels-evidence-march-2009/ [accessed 2021-11-06]
Batterham PJ, Calear AL, Farrer L, McCallum SM, Sze Cheng VW. FitMindKit: randomised controlled trial of an
automatically tailored online program for mood, anxiety, substance use and suicidality. Internet Interv 2018 Jun;12:91-99
[FREE Full text] [doi: 10.1016/j.invent.2017.08.002] [Medline: 30135773]
Berger T, Urech A, Krieger T, Stolz T, Schulz A, Vincent A, et al. Effects of a transdiagnostic unguided Internet intervention
('velibra') for anxiety disorders in primary care: results of a randomized controlled trial. Psychol Med 2017 Jan;47(1):67-80.
[doi: 10.1017/S0033291716002270] [Medline: 27655039]
Berger T, Hämmerli K, Gubser N, Andersson G, Caspar F. Internet-based treatment of depression: a randomized controlled
trial comparing guided with unguided self-help. Cogn Behav Ther 2011;40(4):251-266. [doi: 10.1080/16506073.2011.616531]
[Medline: 22060248]
Botella C, Mira A, Moragrega I, García-Palacios A, Bretón-López J, Castilla D, et al. An internet-based program for
depression using activity and physiological sensors: efficacy, expectations, satisfaction, and ease of use. Neuropsychiatr
Dis Treat 2016 Feb 23;12:393-406 [FREE Full text] [doi: 10.2147/NDT.S93315] [Medline: 27042067]
Brettschneider M, Neumann P, Berger T, Renneberg B, Boettcher J. Internet-based interpretation bias modification for
social anxiety: a pilot study. J Behav Ther Exp Psychiatry 2015 Dec;49(Pt A):21-29. [doi: 10.1016/j.jbtep.2015.04.008]
[Medline: 26005201]
Christensen H, Batterham P, Mackinnon A, Griffiths K, Kalia Hehir K, Kenardy J, et al. Prevention of generalized anxiety
disorder using a web intervention, iChill: randomized controlled trial. J Med Internet Res 2014 Sep 02;16(9):e199 [FREE
Full text] [doi: 10.2196/jmir.3507] [Medline: 25270886]
Donker T, Bennett K, Bennett A, Mackinnon A, van Straten A, Cuijpers P, et al. Internet-delivered interpersonal
psychotherapy versus internet-delivered cognitive behavioral therapy for adults with depressive symptoms: randomized
controlled noninferiority trial. J Med Internet Res 2013 May 13;15(5):e82 [FREE Full text] [doi: 10.2196/jmir.2307]
[Medline: 23669884]
Gilbody S, Brabyn S, Lovell K, Kessler D, Devlin T, Smith L, REEACT Collaborative. Telephone-supported computerised
cognitive-behavioural therapy: REEACT-2 large-scale pragmatic randomised controlled trial. Br J Psychiatry 2017
May;210(5):362-367. [doi: 10.1192/bjp.bp.116.192435] [Medline: 28254959]
Gosling JA, Batterham P, Ritterband L, Glozier N, Thorndike F, Griffiths KM, et al. Online insomnia treatment and the
reduction of anxiety symptoms as a secondary outcome in a randomised controlled trial: the role of cognitive-behavioural
factors. Aust N Z J Psychiatry 2018 Dec;52(12):1183-1193. [doi: 10.1177/0004867418772338] [Medline: 29717621]
Hagatun S, Vedaa Ø, Harvey AG, Nordgreen T, Smith OR, Pallesen S, et al. Internet-delivered cognitive-behavioral therapy
for insomnia and comorbid symptoms. Internet Interv 2018 Jun;12:11-15 [FREE Full text] [doi: 10.1016/j.invent.2018.02.003]
[Medline: 30135764]
Hagatun S, Vedaa Ø, Nordgreen T, Smith OR, Pallesen S, Havik OE, et al. The short-term efficacy of an unguided
internet-based cognitive-behavioral therapy for insomnia: a randomized controlled trial with a six-month nonrandomized
follow-up. Behav Sleep Med 2019;17(2):137-155. [doi: 10.1080/15402002.2017.1301941] [Medline: 28345961]
Lien M, Bredeli E, Sivertsen B, Kallestad H, Pallesen S, Smith OR, et al. Short and long-term effects of unguided
internet-based cognitive behavioral therapy for chronic insomnia in morning and evening persons: a post-hoc analysis.
Chronobiol Int 2019 Oct;36(10):1384-1398. [doi: 10.1080/07420528.2019.1647435] [Medline: 31368382]

https://mental.jmir.org/2021/11/e27404

XSL• FO
RenderX

Saad et al

JMIR Ment Health 2021 | vol. 8 | iss. 11 | e27404 | p. 15
(page number not for citation purposes)

JMIR MENTAL HEALTH
31.

32.

33.

34.

35.

36.

37.

38.

39.

40.

41.

42.

43.

44.

45.
46.

47.

48.

49.

Lintvedt OK, Griffiths KM, Sørensen K, Østvik AR, Wang CE, Eisemann M, et al. Evaluating the effectiveness and efficacy
of unguided internet-based self-help intervention for the prevention of depression: a randomized controlled trial. Clin
Psychol Psychother 2013;20(1):10-27. [doi: 10.1002/cpp.770] [Medline: 21887811]
Lokman S, Leone SS, Sommers-Spijkerman M, van der Poel A, Smit F, Boon B. Complaint-directed mini-interventions
for depressive complaints: a randomized controlled trial of unguided web-based self-help interventions. J Med Internet Res
2017 Jan 04;19(1):e4 [FREE Full text] [doi: 10.2196/jmir.6581] [Medline: 28052840]
Loughnan S, Sie A, Hobbs M, Joubert A, Smith J, Haskelberg H, et al. A randomized controlled trial of 'MUMentum
Pregnancy': internet-delivered cognitive behavioral therapy program for antenatal anxiety and depression. J Affect Disord
2019 Jan 15;243:381-390. [doi: 10.1016/j.jad.2018.09.057] [Medline: 30266030]
Mewton L, Sachdev PS, Andrews G. A naturalistic study of the acceptability and effectiveness of internet-delivered cognitive
behavioural therapy for psychiatric disorders in older australians. PLoS One 2013 Aug 12;8(8):e71825 [FREE Full text]
[doi: 10.1371/journal.pone.0071825] [Medline: 23951253]
Moloney ME, Martinez AI, Badour CL, Moga DC. Internet-based cognitive behavioral therapy for insomnia in appalachian
women: a pilot study. Behav Sleep Med 2020;18(5):680-689 [FREE Full text] [doi: 10.1080/15402002.2019.1661249]
[Medline: 31470745]
Noguchi R, Sekizawa Y, So M, Yamaguchi S, Shimizu E. Effects of five-minute internet-based cognitive behavioral therapy
and simplified emotion-focused mindfulness on depressive symptoms: a randomized controlled trial. BMC Psychiatry 2017
Mar 04;17(1):85 [FREE Full text] [doi: 10.1186/s12888-017-1248-8] [Medline: 28259151]
Proudfoot J, Clarke J, Birch M, Whitton AE, Parker G, Manicavasagar V, et al. Impact of a mobile phone and web program
on symptom and functional outcomes for people with mild-to-moderate depression, anxiety and stress: a randomised
controlled trial. BMC Psychiatry 2013 Nov 18;13:312 [FREE Full text] [doi: 10.1186/1471-244X-13-312] [Medline:
24237617]
Romero-Sanchiz P, Nogueira-Arjona R, García-Ruiz A, Luciano JV, García Campayo J, Gili M, et al. Economic evaluation
of a guided and unguided internet-based CBT intervention for major depression: results from a multi-center, three-armed
randomized controlled trial conducted in primary care. PLoS One 2017 Feb 27;12(2):e0172741 [FREE Full text] [doi:
10.1371/journal.pone.0172741] [Medline: 28241025]
van Kessel K, Wouldes T, Moss-Morris R. A New Zealand pilot randomized controlled trial of a web-based interactive
self-management programme (MSInvigor8) with and without email support for the treatment of multiple sclerosis fatigue.
Clin Rehabil 2016 May;30(5):454-462. [doi: 10.1177/0269215515584800] [Medline: 25952587]
Aardoom J, Dingemans A, Spinhoven P, van Ginkel JR, de Rooij M, van Furth EF. Web-based fully automated self-help
with different levels of therapist support for individuals with eating disorder symptoms: a randomized controlled trial. J
Med Internet Res 2016 Jun 17;18(6):e159 [FREE Full text] [doi: 10.2196/jmir.5709] [Medline: 27317358]
Bernstein S, Rosner J, Toll B. A multicomponent intervention including texting to promote tobacco abstinence in emergency
department smokers: a pilot study. Acad Emerg Med 2016 Jul;23(7):803-808 [FREE Full text] [doi: 10.1111/acem.12990]
[Medline: 27146116]
Constant D, de Tolly K, Harries J, Myer L. Mobile phone messages to provide support to women during the home phase
of medical abortion in South Africa: a randomised controlled trial. Contraception 2014 Sep;90(3):226-233. [doi:
10.1016/j.contraception.2014.04.009] [Medline: 24850188]
Kannisto K, Korhonen J, Adams C, Koivunen M, Vahlberg T, Välimäki MA. Factors associated with dropout during
recruitment and follow-up periods of a mHealth-based randomized controlled trial for mobile.net to encourage treatment
adherence for people with serious mental health problems. J Med Internet Res 2017 Feb 21;19(2):e46 [FREE Full text]
[doi: 10.2196/jmir.6417] [Medline: 28223262]
Kleiboer A, Donker T, Seekles W, van Straten A, Riper H, Cuijpers P. A randomized controlled trial on the role of support
in internet-based problem solving therapy for depression and anxiety. Behav Res Ther 2015 Sep;72:63-71. [doi:
10.1016/j.brat.2015.06.013] [Medline: 26188373]
Mason D, Gilbert H, Sutton S. Effectiveness of web-based tailored smoking cessation advice reports (iQuit): a randomized
trial. Addiction 2012 Dec;107(12):2183-2190. [doi: 10.1111/j.1360-0443.2012.03972.x] [Medline: 22690882]
Pictet A, Jermann F, Ceschi G. When less could be more: investigating the effects of a brief internet-based imagery cognitive
bias modification intervention in depression. Behav Res Ther 2016 Sep;84:45-51. [doi: 10.1016/j.brat.2016.07.008] [Medline:
27485252]
Sherman DW, Haber J, Hoskins CN, Budin WC, Maislin G, Shukla S, et al. The effects of psychoeducation and telephone
counseling on the adjustment of women with early-stage breast cancer. Appl Nurs Res 2012 Feb;25(1):3-16. [doi:
10.1016/j.apnr.2009.10.003] [Medline: 20974079]
Ahmedani BK, Crotty N, Abdulhak MM, Ondersma SJ. Pilot feasibility study of a brief, tailored mobile health intervention
for depression among patients with chronic pain. Behav Med 2015;41(1):25-32. [doi: 10.1080/08964289.2013.867827]
[Medline: 24313728]
Kipping S, Stuckey MI, Hernandez A, Nguyen T, Riahi S. A web-based patient portal for mental health care: benefits
evaluation. J Med Internet Res 2016 Nov 16;18(11):e294 [FREE Full text] [doi: 10.2196/jmir.6483] [Medline: 27852556]

https://mental.jmir.org/2021/11/e27404

XSL• FO
RenderX

Saad et al

JMIR Ment Health 2021 | vol. 8 | iss. 11 | e27404 | p. 16
(page number not for citation purposes)

JMIR MENTAL HEALTH
50.

51.

52.

53.

54.

55.

56.

57.

58.

59.

60.

61.

62.

63.

64.

65.

66.

67.

68.
69.

Piette J, Rosland A, Marinec N, Striplin D, Bernstein S, Silveira M. Engagement with automated patient monitoring and
self-management support calls: experience with a thousand chronically ill patients. Med Care 2013 Mar;51(3):216-223
[FREE Full text] [doi: 10.1097/MLR.0b013e318277ebf8] [Medline: 23222527]
Pratap A, Renn BN, Volponi J, Mooney SD, Gazzaley A, Arean PA, et al. Using mobile apps to assess and treat depression
in Hispanic and Latino populations: fully remote randomized clinical trial. J Med Internet Res 2018 Aug 09;20(8):e10130
[FREE Full text] [doi: 10.2196/10130] [Medline: 30093372]
Stein BD, Kogan JN, Mihalyo MJ, Schuster J, Deegan PE, Sorbero MJ, et al. Use of a computerized medication shared
decision making tool in community mental health settings: impact on psychotropic medication adherence. Community
Ment Health J 2013 Apr;49(2):185-192 [FREE Full text] [doi: 10.1007/s10597-012-9528-8] [Medline: 22837104]
Bauer AM, Iles-Shih M, Ghomi RH, Rue T, Grover T, Kincler N, et al. Acceptability of mHealth augmentation of
collaborative care: a mixed methods pilot study. Gen Hosp Psychiatry 2018;51:22-29 [FREE Full text] [doi:
10.1016/j.genhosppsych.2017.11.010] [Medline: 29272712]
Ebert DD, Berking M, Thiart H, Riper H, Laferton JA, Cuijpers P, et al. Restoring depleted resources: efficacy and
mechanisms of change of an internet-based unguided recovery training for better sleep and psychological detachment from
work. Health Psychol 2015 Dec;34S:1240-1251. [doi: 10.1037/hea0000277] [Medline: 26651465]
Bandelow B, Reitt M, Röver C, Michaelis S, Görlich Y, Wedekind D. Efficacy of treatments for anxiety disorders: a
meta-analysis. Int Clin Psychopharmacol 2015 Jul;30(4):183-192. [doi: 10.1097/YIC.0000000000000078] [Medline:
25932596]
Donker T, Petrie K, Proudfoot J, Clarke J, Birch MR, Christensen H. Smartphones for smarter delivery of mental health
programs: a systematic review. J Med Internet Res 2013 Nov 15;15(11):e247 [FREE Full text] [doi: 10.2196/jmir.2791]
[Medline: 24240579]
Desveaux L, Shaw J, Wallace R, Bhattacharyya O, Bhatia RS, Jamieson T. Examining tensions that affect the evaluation
of technology in health care: considerations for system decision makers from the perspective of industry and evaluators.
JMIR Med Inform 2017 Dec 08;5(4):e50 [FREE Full text] [doi: 10.2196/medinform.8207] [Medline: 29222075]
Collins LM, Murphy SA, Strecher V. The Multiphase Optimization Strategy (MOST) and the Sequential Multiple Assignment
Randomized Trial (SMART): new methods for more potent eHealth interventions. Am J Prev Med 2007 May;32(5
Suppl):S112-S118 [FREE Full text] [doi: 10.1016/j.amepre.2007.01.022] [Medline: 17466815]
Murray E, Hekler EB, Andersson G, Collins LM, Doherty A, Hollis C, et al. Evaluating digital health interventions: key
questions and approaches. Am J Prev Med 2016 Nov;51(5):843-851 [FREE Full text] [doi: 10.1016/j.amepre.2016.06.008]
[Medline: 27745684]
Mohr D, Lyon A, Lattie E, Reddy M, Schueller S. Accelerating digital mental health research from early design and creation
to successful implementation and sustainment. J Med Internet Res 2017 May 10;19(5):e153 [FREE Full text] [doi:
10.2196/jmir.7725] [Medline: 28490417]
Batterham PJ, Calear AL, O'Dea B, Larsen ME, J Kavanagh D, Titov N, et al. Stakeholder perspectives on evidence for
digital mental health interventions: implications for accreditation systems. Digit Health 2019;5:2055207619878069 [FREE
Full text] [doi: 10.1177/2055207619878069] [Medline: 31565238]
Twomey C, O'Reilly G, Byrne M, Bury M, White A, Kissane S, et al. A randomized controlled trial of the computerized
CBT programme, MoodGYM, for public mental health service users waiting for interventions. Br J Clin Psychol 2014
Nov;53(4):433-450. [doi: 10.1111/bjc.12055] [Medline: 24831119]
Marshall JM, Dunstan DA, Bartik W. Effectiveness of using mental health mobile apps as digital antidepressants for
reducing anxiety and depression: protocol for a multiple baseline across-individuals design. JMIR Res Protoc 2020 Jul
05;9(7):e17159 [FREE Full text] [doi: 10.2196/17159] [Medline: 32623368]
Connolly SL, Miller CJ, Koenig CJ, Zamora KA, Wright PB, Stanley RL, et al. Veterans' attitudes toward smartphone app
use for mental health care: qualitative study of rurality and age differences. JMIR Mhealth Uhealth 2018 Aug 22;6(8):e10748
[FREE Full text] [doi: 10.2196/10748] [Medline: 30135050]
Huckvale K, Nicholas J, Torous J, Larsen M. Smartphone apps for the treatment of mental health conditions: status and
considerations. Curr Opin Psychol 2020 Dec;36:65-70 [FREE Full text] [doi: 10.1016/j.copsyc.2020.04.008] [Medline:
32553848]
Lagan S, Aquino P, Emerson MR, Fortuna K, Walker R, Torous J. Actionable health app evaluation: translating expert
frameworks into objective metrics. NPJ Digit Med 2020;3:100 [FREE Full text] [doi: 10.1038/s41746-020-00312-4]
[Medline: 32821855]
O'Brien J, Fossey E, Palmer VJ. A scoping review of the use of co-design methods with culturally and linguistically diverse
communities to improve or adapt mental health services. Health Soc Care Community 2021 Jan;29(1):1-17. [doi:
10.1111/hsc.13105] [Medline: 32686881]
Thabrew H, Fleming T, Hetrick S, Merry S. Co-design of eHealth interventions with children and young people. Front
Psychiatry 2018 Oct 18;9:481 [FREE Full text] [doi: 10.3389/fpsyt.2018.00481] [Medline: 30405450]
Bevan Jones R, Stallard P, Agha SS, Rice S, Werner-Seidler A, Stasiak K, et al. Practitioner review: co-design of digital
mental health technologies with children and young people. J Child Psychol Psychiatry 2020 Aug;61(8):928-940. [doi:
10.1111/jcpp.13258] [Medline: 32572961]

https://mental.jmir.org/2021/11/e27404

XSL• FO
RenderX

Saad et al

JMIR Ment Health 2021 | vol. 8 | iss. 11 | e27404 | p. 17
(page number not for citation purposes)

JMIR MENTAL HEALTH
70.

Saad et al

Hickie IB, Davenport TA, Burns JM, Milton AC, Ospina-Pinillos L, Whittle L, et al. Project synergy: co-designing
technology-enabled solutions for Australian mental health services reform. Med J Aust 2019 Oct;211(Suppl 7):S3-S39.
[doi: 10.5694/mja2.50349] [Medline: 31587276]

Abbreviations
iCBT: internet-based cognitive behavioral therapy
IVR: integrated voice response
LOE: levels of evidence
MeSH: Medical Subject Headings
PRISMA: Preferred Reporting Items for Systematic Reviews and Meta-Analyses
PROSPERO: International Prospective Register of Systematic Reviews
RCT: randomized controlled trial

Edited by J Torous; submitted 23.01.21; peer-reviewed by A Bourla, P Batterham, T Saheb; comments to author 07.03.21; revised
version received 26.07.21; accepted 12.08.21; published 26.11.21
Please cite as:
Saad A, Bruno D, Camara B, D’Agostino J, Bolea-Alamanac B
Self-directed Technology-Based Therapeutic Methods for Adult Patients Receiving Mental Health Services: Systematic Review
JMIR Ment Health 2021;8(11):e27404
URL: https://mental.jmir.org/2021/11/e27404
doi: 10.2196/27404
PMID:

©Anthony Saad, Deanna Bruno, Bettina Camara, Josephine D’Agostino, Blanca Bolea-Alamanac. Originally published in JMIR
Mental Health (https://mental.jmir.org), 26.11.2021. This is an open-access article distributed under the terms of the Creative
Commons Attribution License (https://creativecommons.org/licenses/by/4.0/), which permits unrestricted use, distribution, and
reproduction in any medium, provided the original work, first published in JMIR Mental Health, is properly cited. The complete
bibliographic information, a link to the original publication on https://mental.jmir.org/, as well as this copyright and license
information must be included.

https://mental.jmir.org/2021/11/e27404

XSL• FO
RenderX

JMIR Ment Health 2021 | vol. 8 | iss. 11 | e27404 | p. 18
(page number not for citation purposes)

