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Abstract

Background: Digital mental health tools (DMHTSs) offer scalable support, but engagement varies. Understanding the shapes
of initiation and ongoing use is essential for effective design and implementation.

Objective: This study aims to synthesize determinants of adults’ initiation and engagement with DMHTSs, organized through
two lenses: (1) psychological factors aligned with the theory of planned behavior (TPB) and (2) design and access features.

Methods: A systematic search of 9 databases (June 2025) identified qualitative and mixed methods primary studies report-
ing end-users’ experiences with DMHTs. Studies were screened and reported in accordance with the PRISMA (Preferred
Reporting Items for Systematic Reviews and Meta-Analyses) guidelines. Quality appraisal used quality assessment with
diverse studies (QuADS). Data were synthesized using a framework-guided thematic approach, mapping findings to TPB
constructs and complementary design and access domains.

Results: A total of 22 studies met inclusion criteria. Findings clustered into 2 interdependent domains. TPB constructs
explained how beliefs, social expectations, and perceived control shaped decisions to start and persist with DMHTs. Design
and access features frequently acted through these same pathways, especially by altering perceived behavioral control (PBC),
with cost, connectivity, device constraints, and time flexibility affecting feasibility, with content design and privacy shaping
perceived value and trust. Perceived fit (goals, cultural or linguistic relevance, and routine alignment) consistently influenced
both initiation and continuation. Several features operated bidirectionally; depending on context, the same feature could
facilitate or hinder engagement.

Conclusions: Engagement with DMHTs is jointly determined by users’ beliefs and the design and access conditions within
which tools are offered. Implementation should pursue a dual strategy, strengthening willingness to seek support (address-
ing attitudes, norms, and perceived control) while engineering low-effort, trustworthy, and context-appropriate experiences.
Priorities include equity-focused policies (data costs, devices, and connectivity), transparent data practices, co-design with
diverse communities, and consistent, theory-informed outcome measures.
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Introduction

Background

Common psychological distress and mental health concerns
are widespread across populations, affecting large numbers
of people at different life stages and placing a sustained
burden on well-being and daily functioning [1]. Despite
the high lifetime prevalence, a substantial treatment gap
persists in traditional in-person services. Multiple, interacting
constraints shape whether people initiate help-seeking. At
the social level, stigma and limited visible role models for
successful help-seeking can suppress motivation to approach
services [2]. This absence of relatable exemplars is often
more pronounced in cultural or contextual minority commun-
ities where norms do not encourage formal mental health
care, which can reduce perceived usefulness or necessity and
weaken attitudes toward help-seeking, with stigma and the
fear of loss of face further suppressing intentions to seek
support [3,4]. Regarding the psychological domain, beliefs
about effectiveness and low confidence in navigating and
accessing the most appropriate care can inhibit first contact
[5.,6]. Structurally, limited-service availability, travel time,
out-of-pocket costs, and workforce shortages reduce practical
access, especially in rural and resource-constrained settings
[7]. Together, these barriers contribute to delayed or foregone
care, meaning that people who could benefit do not receive
support or receive it late.

Technology, as a rapidly expanding field, has been
recognized as a promising approach for enhancing access
to mental health care. Digital mental health tools (DMHTSs)
are proposed as one such approach, offering flexible, private,
and lower-cost entry points that can complement in-person
services [8].

DMHTs

DMHTs refer to technology-enabled support for men-
tal health information, assessment, and self-management
delivered through channels such as mobile apps, web
platforms, SMS text messaging services, and chatbots [9,10].
With continuing advances in digital technology, the use of
these tools within health care has expanded rapidly across
countries and service contexts, spanning psychoeducation,
symptom monitoring, structured therapeutic modules, peer
support, crisis response, and tele-mental health [11,12]. In this
review, DMHTSs are considered in the context of adult users
seeking self-care and well-being support rather than clinical
treatment.

During the COVID-19 pandemic, research observed
significant increases in the uptake of digital services,
underscoring their potential role in maintaining access to
support when traditional pathways are constrained [13].
In that review, self-guided courses showed the highest
uptake across offerings, indicating demand for direct-to-pub-
lic, on-demand options. Prior research has also highligh-
ted benefits of self-guided DMHTs, such as anonymity,
convenience, affordability, and scalability, which may be
especially important for first steps toward support [14].
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Across populations, DMHTs are frequently described as
lowering perceptual and practical barriers to early support
by offering more discreet, flexible, and place-independent
access to help [12,15,16]. This potential appears especially
valuable where stigma and cultural pressure inhibit help-seek-
ing. Gendered expectations illustrate this dynamic. Stud-
ies consistently report that men face stronger stigmatizing
norms around seeking professional help, rooted in beliefs
that managing distress independently signals strength while
seeking support signals weakness [17,18]. DMHTs may
soften these pressures by allowing users to engage privately
and at times and locations that feel safer than in-person
services, including use at home, thereby preserving a sense
of anonymity and control [19,20].

In communities where collective reputation and deference
to public opinion are highly valued, fears of discrimination,
“losing face,” and public stigma can deter formal help-seek-
ing [12,21]. In such settings, accessible psychoeducation
delivered digitally can improve mental health literacy, clarify
symptoms and treatment options, and challenge stigmatizing
beliefs, which in turn can strengthen intentions to seek help
[22,23].

However, the potential benefit of DMHTs can only be
achieved when individuals are willing and able to initiate
and sustain engagement [24]. While DMHTs offer clear
advantages in accessibility and flexibility, public accepta-
bility remains mixed. Preexisting doubts about the effec-
tiveness or rigor of digital interventions, along with prior
negative experiences, are linked to lower motivation to
try or persist with DMHTs [25,26]. When users view
digital delivery as inferior to face-to-face care, they tend
to rate tools as lower in quality, effectiveness, and effi-
ciency, which undermines uptake. Persistent digital exclu-
sion among minority and marginalized communities has
also been documented [27]. A lack of culturally respon-
sive content and insufficient attention to the needs of
specific ethnic communities can further undermine perceived
relevance and increase the burden of engagement [28].
Privacy and confidentiality concerns, especially uncertainty
about data storage and sharing practices, are also prominent
barriers [12,15]. Although privacy worries are not unique
to digital contexts, remote services introduce distinct data
risks that many users perceive as heightened and difficult
to evaluate. Confidence in navigating digital tools further
impacts individuals’ willingness to initiate use and to sustain
engagement. When users have limited prior experience with
self-initiated help or receive minimal guidance, complex or
cluttered interfaces can quickly overwhelm them, lowering
their willingness to continue [15,29].

Existing reviews on the use of DMHTs have tended to
focus on tool formats and design characteristics [30-32] or
on outcomes such as clinical efficacy and cost-effectiveness
[33,34]. Syntheses that center specifically on determinants of
user initiation and early engagement remain limited. Where
engagement has been discussed, psychological determinants
are rarely organized within a coherent theoretical framework
[12,15,35]. Moreover, although theory has long been used
to explain general help-seeking behavior, theory-informed
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examinations focused explicitly on digital mental health
services are comparatively rare [36,37].

This study focuses on initiation and early engagement
and integrates a theory-driven lens by applying the theory
of planned behavior (TPB) to synthesize how attitudes,
subjective norms, and perceived behavioral control (PBC)
operate as barriers or facilitators in DMHT contexts. The
review also analyzes design and access features in parallel
and explores how these features intersect with perceived
control. To our knowledge, this is the first systematic review
to jointly examine theoretical and practical determinants of
adults’ help-seeking intentions and early engagement with
DMHTs.

The TPB

We position the TPB as the primary lens for interpret-
ing initiation and early engagement with DMHTSs, while
acknowledging the relevance of other behavior-change
frameworks. In TPB, behavior is shaped by 3 proxi-
mal determinants, including attitudes toward the behavior,
perceived social expectations (subjective norms), and the
sense that one can carry out the behavior given available
skills and opportunities (PBC) [38,39]. These determinants
influence intentions, and intentions in turn guide behavior
[40].

TPB has been widely used to predict health-related
behaviors, and, in the mental health field, it has most
commonly been applied to understand the factors shaping
help-seeking intentions and behaviors [41]. In particular, it
has informed the early stages of mental health support by
clarifying how willingness to seek professional help may be
influenced. Early work also applied TPB to examine doctors’
intentions to provide support within mental health services,
highlighting its value for understanding clinical decision-
making and its potential to improve service provision [42].
To date, TPB has been widely used in mental health research
to examine help-seeking across a range of mental health
concerns. Across settings, studies have consistently identi-
fied positive associations between TPB constructs, particu-
larly attitudes, subjective norms, and perceived behavioral
control, and intentions to seek professional psychological
support [43.44]. In digital mental health, although relatively
few DMHTSs have been explicitly developed on the basis of
TPB, the framework has increasingly been used to inform the
evaluation of DMHTSs and interventions. In this context, TPB
has most often been applied to better understand, predict, and
support users’ initial uptake and sustained engagement with
digital interventions [45,46].

Other frameworks of behavior theories have also been
used in previous studies to assist mental health services
researchers. These include the Health Belief Model, which
centers on individual beliefs and attitudes, perceived benefits
and barriers, and cues to action and is frequently used in
adherence research, including medication adherence [47].
Moreover, Social Cognitive Theory, which emphasizes
outcome expectations, observational learning, and self-effi-
cacy, is commonly used to inform skills training or disease-
management interventions for serious mental illness [48].
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TPB is adapted in this study, as it is aligned with this
review’s scope. This study focuses on adults without a prior
diagnosis using DMHTSs for general well-being and self-care.
Early decisions to try a tool and to continue beyond ini-
tial contact are intention-sensitive moments, for which TPB
provides a concise account. Moreover, TPB maps onto key
DMHT concerns; attitudes capture evaluations of content
credibility, privacy, and perceived helpfulness; subjective
norms reflect the influence of peers, family, and clinicians
as well as broader stigma; and PBC links directly to usa-
bility, cost, connectivity, and time flexibility that condition
whether people feel able to engage. We read study findings
through the 3 TPB constructs to clarify how participants and
the original authors understand the role of beliefs, social
influence, and control in shaping intentions to initiate and
sustain early engagement with DMHTs.

The limitations of TPB in digital mental health contexts
are also recognized. Although TPB offers a useful frame-
work for understanding intention-related processes, it gives
less prominence to affective and automatic influences (for
example, mood and habit), the intention-to-behavior gap, and
broader structural or logistical determinants that may shape
access to care [40]. TPB is therefore used in this review
as a flexible interpretive guide rather than a strict predic-
tive model. Within this framing, design and access-related
determinants, although not directly specified within TPB,
would be considered in terms of how they may interact
with TPB-informed factors by shaping users’ perceptions,
evaluations, and sense of control and influence initiation and
engagement with DMHTs.

This Study

This review synthesizes factors influencing user initiation
and engagement with DMHTs through 2 connected lenses,
including psychological factors directly aligned with TPB and
practical design and access features that may influence or
intersect with TPB-informed factors. The review is guided by
two questions:

* Review question 1: within the TPB, how do attitudes,
subjective norms, and PBC function as barriers or
facilitators of DMHT use?

* Review question 2: across design and access domains,
what factors function as barriers or facilitators of
DMHT use?

The scope of this study centers on adults who engage with
DMHTs for self-care and well-being rather than clinical
treatment. We consider tools intended for general mental
health support rather than those targeted to a specific
diagnosed condition. Consistent with this focus, we include
primary studies that examine users’ experiences, intentions,
and engagement with tools and exclude papers whose primary
aim is to test treatment efficacy for diagnosed disorders or to
evaluate clinical outcomes.

Although prior reviews have examined determinants of
engagement with DMHTs [1549], and TPB has been
reviewed in relation to mental health help-seeking [41,
50], to the best of our knowledge, none of the reviews
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have integrated a TPB-aligned synthesis of psychological
determinants alongside a parallel analysis of design and
access features specific to initiation and engagement with
DMHTs. This dual-lens approach allows us to distinguish
attitudinal and normative targets for communication from
engineering, service, and policy levers that shape real-world
opportunity and effort.

By mapping evidence to TPB constructs and, in paral-
lel, to concrete product and context features, this review
aims to present findings on factors that shape first use and
continuation. This will inform future development of DMHT's
by translating qualitative insights into actionable priorities
for product design and delivery, including usability, privacy
assurances, and barriers related to cost or connectivity. For
policymakers, this study outlines implications for raising
awareness, reducing stigma, and ensuring the resources
and infrastructure needed to facilitate equitable access and
engagement.

Methods

Overview

This review was designed and reported in accordance with
established methodological guidance for evidence syntheses
of qualitative and mixed methods research, incorporating
Population, Intervention, Comparator, and Outcome (PICO)
for search formulation, PRISMA (Preferred Reporting Items
for Systematic Reviews and Meta-Analyses; Checklist 1) for
study screening and reporting, and quality assessment with
diverse studies (QuADS) for quality appraisal [51-53]. The
review focused specifically on primary research reporting end
users’ experiences with DMH services and tools, enabling the
synthesis of barriers and facilitators to initiation and ongoing
use.

Search Strategy

In June 2025, 9 databases were systematically searched,
including PubMed/MEDLINE, Embase, PsycINFO, Scopus,
Cochrane Central Register of Controlled Trials, CINAHL
Complete, Web of Science Core Collection, ACM Digital
Library, and Google Scholar. Search strategies combined
database subject vocabulary with free text terms for digi-
tal mental health services and tools, user experience and
engagement, barriers and facilitators, and adult populations.
Before screening commenced, a research librarian reviewed
the database coverage and draft strategy. The consultation
followed the Peer Review of Electronic Search Strategies
(PRESS) guideline to enhance sensitivity and precision;
minor refinements were made to improve the strategy [54].
Search strings were drafted in PubMed/MEDLINE and
translated to the syntax of each database; full database-spe-
cific strings are provided in Multimedia Appendix 1. Gray
literature searching followed established recommendations;
the first 200 relevance-ranked Google Scholar results were
screened for eligibility [55].

The PICO framework was used as the conceptual starting
point for formulating the review question in a health context
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and drew on 2 extensions that better matched this topic:
Population, Intervention, Comparator, Outcome, and Context
(PICOC) to make the contextual boundary explicit and
Population, Intervention, Comparator, Outcome, and Study
design (PICOS) to prespecify eligible study designs [51,56,
57]. Operational definitions were as follows. The population
of interest was adults without a recorded diagnosis of a
mental health condition at the time of participation. The
intervention of interest was digital mental health services
and tools, including websites and mobile apps that deliver
psychoeducation, self-help content, or other user-directed
support. Outcomes were users’ experiences of digital services
and tools, including perceived barriers and facilitators,
acceptability, intention to use, engagement, and adherence.
The context was early-stage help seeking and use outside
clinical service delivery; services or tools designed for
clinical service delivery were excluded, as clinical use of
digital mental health support is outside this review’s scope.
Eligible study designs were those that collected primary data
directly from end users. Secondary analyses, review studies,
protocols, editorials, and narrative opinion pieces were not
eligible. Although review articles were excluded from the
synthesis, their reference lists were screened to identify
additional eligible primary studies through backward citation
chasing.

Study Selection

Records identified through the database searches were
imported into Covidence, a web-based collaboration platform
for deduplication and screening. Study selection followed the
PRISMA recommendations, with a PRISMA flow diagram
presenting the document identification, screening, eligibil-
ity assessment, and inclusion [52]. No limits were applied
regarding geography, race, gender, culture, or publication
year at selection; the only limit applied during the search was
the English language.

Screening proceeded in 2 stages against the prespecified
eligibility criteria (Table 1). At the title and abstract stage,
the first authors (NC) screened records to remove clearly
ineligible studies. Articles judged potentially relevant were
retrieved in full. At the full text stage, the first and second
authors (NC and MKL) independently assessed each article
for final eligibility. Studies were excluded at full text if they
included ineligible populations such as participants younger
than 18 years or clinical cohorts with diagnosed mental health
conditions (marked as “Ineligible participant population” in
the PRISMA diagram); if outcomes did not report users’
initial access to digital mental health care or users’ experien-
ces while interacting with the digital service or tool (“Irrele-
vant outcomes”); if the intervention was not a digital mental
health service or tool, including studies limited to traditional
in-person services or general mental health services with-
out specific findings on digital initiation or use (“Ineligible
intervention™); or if the context was clinical service deliv-
ery, including digital tools used within formal treatment or
case management (“Ineligible context”). Any disagreements
between reviewers were resolved through discussion, and
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when consensus could not be achieved, a third reviewer (CG)
aided in the resolution.

Table 1. Characteristics of the included studies (N=22).

Cheng et al

Characteristics

Values?, n (%)

Country
United States
United Kingdom
Australia
Ireland
Sweden

Other countries

6 (27)
3(14)
3(14)
2(9)
209
7(32)

(Canada, Hong Kong [China], Philippines, Korea, Singapore, Egypt, and Uganda)

Study design
Semistructured interviews
Survey
Interview+ survey
Group discussion
DMHT® type
Web-based program
Mobile app
Telehealth
Al chatbot
Target mental health concern
General well-being
Depression
Anxiety

Distress
Self-harm

10 (45)
8 (36)
3(14)
15

9 (41)
6 (27)
3(14)
1(5)

17 (77)
5(23)
3(14)

1(5)
1(5)

4Some studies reported more than one type of digital tool, mental health concern, or participant demographic category, while others did not report
specific information. As such, the total number of mentions and percentages may exceed or fall short of 100%.

PDMHT: digital mental health tool.

Quality Assessment

Methodological quality was appraised using the QuADS
instrument, which is suitable for reviews synthesizing
qualitative, quantitative, and mixed methods evidence [53].
This tool has been used in previous systematic review studies
that assessed qualitative data in the field of mobile health
tools [58]. QUADS comprises 13 criteria scored on a 4-point
scale from 0 (not reported) to 3 (explicit and detailed),
yielding a total score between O and 39. For each included
study, we calculated a percentage score by dividing the
obtained total by the maximum possible score. Consistent
with prior reviews, we classified studies as poor (<25%),
moderate (25%-49.9%), good (50%-74.9%), or high quality
(=75%). Item-level QuADS scores and study-level classifica-
tions are provided in Multimedia Appendix 2.

Data Extraction and Synthesis

Structured extraction spreadsheets were used to capture
study characteristics (design, setting, and country), participant
characteristics, details of the digital mental health tool, and
all author interpretations and participant quotations relevant
to initiation, use, engagement, and continuation of tool use.
Extraction was conducted in NVivo (version 15; Lumivero)
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to support coding and traceability of evidence to source texts,
with a companion spreadsheet to organize study identifiers,
raw excerpts, code labels, and evolving theme definitions
(Multimedia Appendix 3).

An abductive thematic analysis was undertaken. The initial
coding framework was deductively informed by the TPB
to organize evidence under attitude, subjective norms, and
PBC [59]. During the review, practical constraints such as
the technical and logistical access—related factors emerged
frequently and suggested shaping real-world use of digital
tools [60,61]. With the abductive approach, data aligned with
TPB were collected and sensitively analyzed while remain-
ing open to patterns that fell outside the TPB framework.
This approach is appropriate for this study because our
aim was 2-fold: to examine internal factors that inform an
individual’s intention to seek help through digital tools (for
which TPB provides a well-established lens) and to identify
practical conditions that shape tool uptake and continued use
in everyday settings, which are not fully encompassed by
TPB alone.

The first author (NC) coded all included evidence and

wrote analytic memos throughout. The coding and theme
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development followed the 6 phases described by Braun
and Clarke [62], including familiarization, initial coding,
searching for themes, reviewing themes, defining and naming
themes, and producing the synthesis. To enhance validity and
reliability within a single-coder workflow, which is common
and defensible in qualitative evidence syntheses, we used
safeguards, including maintaining an explicit codebook with
definitions and inclusion and exclusion rules, linking every
code to verbatim evidence to ensure auditability, and holding
regular consensus meetings, in which the second and third
authors (ML and CG) reviewed exemplar extracts for each
code and theme and provided feedback, leading to clarifica-
tion and refinement of the coding frame [15,63,64].

For classification of determinants, we defined a factor as
a barrier or a facilitator when an included paper explicitly
labeled it as such or when author interpretations or partici-
pant quotations clearly described the factor as hindering or
enabling initiation, use, engagement, or continuation. For
example, “Another hindrance to access to DMH interventions
cited is the high cost of DMH apps” [60] and “Participants
also stated that it was too expensive as follows: I’'m not sure
I would pay $10 a month for it. when life was crazy” [65]. In
both instances, costs are identified as barriers.

To aid transparency, we report simple counts of how often
a code or theme appeared across the included studies. These

Table 2. Inclusion and exclusion criteria.

Cheng et al

counts describe reporting prevalence rather than importance,
magnitude, or causal influence. Consistent with guidance on
qualitative synthesis, salience was judged on the quality and
richness of supporting evidence, the coherence of the pattern
across contexts, and the contribution of a theme to explaining
variation, not on frequency alone [62,66].

Results

Search and Screening Results

A total of 1668 records were identified through comprehen-
sive searches across 9 databases, including PubMed (n=664),
Embase (n=153), PsycINFO (n=168), Scopus (n=216),
Cochrane Central Register of Controlled Trials (n=16),
CINAHL Complete (n=8), Web of Science (n=112), ACM
Digital Library (n=181), and Google Scholar (n=150; see
Table 2). The search strategy incorporated key terms related
to DMHTs, early-stage mental health support, and adult
populations. Boolean operators and truncation were used to
optimize retrieval, with minor adaptations made to fit the
indexing structures of individual databases.

Criterion Inclusion criteria Exclusion criteria
Population Adults aged =18 years; general population, not currently Individuals <18 years; clinical populations already receiving
engaged in formal/professional mental health treatment professional care (eg, ongoing therapy, inpatient treatment); partici-
pants with diagnosed psychiatric disorders under active treatment;
studies reporting exclusively professional/clinician perspectives
without user-level data
Intervention Digital mental health services/tools designed to support Studies focusing on general digital health without specific evaluation
engagement, including: of digital mental health tools; nondigital or face-to-face-only
interventions; tools designed exclusively for long-term treatment or
* Mental health chatbots . £ y &
relapse prevention, beyond the scope of help-seeking and engagement
* Mobile mental health applications
¢ Web-based programs
* Guided self-help tools
¢ Tele-mental health platforms
Context Mental health support in the initial or ongoing engagement Studies centered on long-term treatment adherence, clinical outcomes,
stages, such as: or relapse prevention as primary outcomes; school-based or workplace
. rograms that do not assess individual-level help-seeking or
* Psychoeducation prog P &
engagement
* Symptom recognition
» Tools facilitating help-seeking motivation or service
initiation
Outcomes Barriers and/or facilitators of digital mental health service use Studies not addressing barriers/facilitators or relevant user
. s perspectives; outcomes limited to clinical efficacy without
» User experience and engagement (initial and ~ . 3 .- . .
) consideration of access, acceptability, or engagement; studies
continuance) presenting perspectives on general (nondigital) mental health services
e Trust, stigma, and perceptions only
e Cultural acceptability and relevance
 Attitudes toward digital mental health tools
Study design Primary research presenting user-level data, including: Systematic reviews, meta-analyses, editorials, or theoretical/

¢ Qualitative (eg, interviews and focus groups)

commentary papers; studies reporting only provider/clinician
perspectives without user voice
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Criterion Inclusion criteria

Exclusion criteria

Mixed methods studies
e Observational studies

¢ Survey-based studies

After removing 362 duplicates (357 through Covidence
[Veritas Health Innovation] and 5 manually), 1306 records
remained for title and abstract screening. Of these, 1212
records were excluded for not meeting the eligibility criteria,
primarily due to lack of relevance to digital tools targeting
adults in early-stage mental health support.

The full texts of 94 studies were assessed, resulting in the
exclusion of 72 studies. Reasons included participants aged
18 years and younger (n=10), absence of relevant outcomes

on factors influencing initial access to DMHTSs (n=6), use
of ineligible interventions such as traditional or in-person
mental health services (n=23), general digital health services
without a mental health focus (n=19), studies centered on
clinical interventions (n=12), unavailable full-text (n=1), and
ineligible publication types such as theses (n=1).

Ultimately, 22 [28,60,61,65,67-84] studies met the
inclusion criteria and were included in the final synthesis
(Figure 1).

Figure 1. PRISMA (Preferred Reporting Items for Systematic Review and Meta-Analyses) flow diagram.

EMBASE (n=153)
Scopus (n=216)

‘Web of Science (n=112)
Google Scholar (n=150)
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Irrelevant title and abstract (n=1212)

Irrelevant records (n wa=72):
Ineligible participant population (n=10)
Irrelevant outcomes (n=6)
Ineligible intervention (n=42)
Ineligible context (n=12)
Unavailable full text (n=1)
Ineligible publication type (n=1)
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ACM Digital Library (n=181)
—/
‘
>
& Reports after duplicate removed
£ (n=1306)
g
@
=
7]
w
Reports after title, abstract and
keywords screening
(n=94)
—
)
=
@
"g
'E Studies included in review
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—

Overview of the Included Articles

The 22 included studies were conducted across 12 countries,
reflecting a broad range of cultural and ethnic contexts,
with the majority based in the United States. Sample sizes
ranged from 10 to 5556 participants, with ages spanning
from 18 to 107 years. Most studies used a qualitative
design, primarily using semistructured interviews to collect
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participants’ perspectives. The DMHTs examined included
web-based programs, mobile apps, telehealth services, and
chatbots. The most commonly targeted concerns were general
well-being, followed by depression and anxiety.

Detailed information on each reviewed study is presented
in Multimedia Appendix 4, and a summary of study charac-
teristics and key findings is provided in Table 3.
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Table 3. Themes aligned with theory of planned behavior constructs.

Theme and subtheme Example Quote Value?, n (%)
Attitude and individual’s evaluations 9 (41)
Negative attitudes 4(18)
L(;\:;;dhr:l;rjtal * “People perceive seeking help for a mental health problem as a sign of weakness rather
seeking than a strength” [60]

* “When presented with the idea of professional help, they immediately say no or
something like ‘why do you think I'm like that?"” [69]
Mistrust toward 3(14)

digital tools .. . . . .
g e “Many participants had low expectations for how useful the intervention was going to

be.” [74]
* “strong negative attitudes toward apps (ie, apps aren’t helpful, are harmful)” [77]
Belief-based 3(14)
rejection e “Many participants believed that depression cannot be prevented” [70]
e “Other strategies work better (for example: praying, alcohol)” [28]
Subjective norms 17 (77)
Stigma 16 (73)
e “Many participants in the study revealed that they felt ashamed of their mental distress
and feared the judgment of others, feelings which had previously prevented them from
seeking help or even talking about their mental health” [74]
* “negative perceptions, myths, and misconceptions associated with mental illness” [60]
Cultural belief 3(14)
» “Sadness and other dysphoric emotions were broadly classified as unhealthy and
unwanted” [74]
* “We have been brought up as Africans, we believe these things [mental health] don’t
exist” [60]
Perceived social 3014
support * “Conversations with family, in particular a partner or spouse, were seen as the impetus
for accessing the DMHSP for the initial online assessment” [71]
* “Hearing from peers with experience of perceived mental health support allowed for
emotional release” [69]

Perceived behavioral control 14 (64)
Autonomy and 523)
gzg;‘mination e “Just turn your computer on and do it that way, it’s not quite as difficult to get yourself

to do it” [74]
e “My mental state has deteriorated. I just have no determination or willpower to do
anything” [70]
Awareness 7(32)
e “Over half of participants did not know that mental health websites and apps existed”
[78]
* “Many young [people] don’t know that these platforms are there. So, [when] they get
problems, they don’t know where to run to” [60]
Perceived fit 8 (36)

* “Participants shared they would only seek help if the service felt 'relevant’ and
“practical’” [67]
* “lack of culturally responsive treatment options and lack of diverse representation within

DMHI® surface content” [28]
Knowledge 7(32)

* “Being unsure what to search and look for online instead of searching for hours for a
website that I am comfortable with” [81]

* “Egyptian students were unfamiliar with e-mental health functionalities and technical
approaches” [78]

2Value reflects only the number of studies in which each theme was identified and does not imply the relative importance or impact of the themes.
PDMHS: digital mental health service.
°DMHI: digital mental health intervention.
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Quality Assessment

The quality and risk of bias of all included studies were
appraised using the QuADS tool (see Multimedia Appendix
2). The methodological quality of the studies ranged from
54% to 87%. Of the total sample, 12 [60,68-71,73,74,76,79-
81,84] studies were rated as high quality (77%-87%), and 10
[28,61,65,67,72,75,77,78,82,84] studies were rated as good
quality (54%-74%). No study was rated as moderate or poor
(ie, below 50%).

Factors Influencing Individual Initiation of
DMHTs

To address the review aim of exploring factors influencing
individuals’ initiation of DMHTSs, a thematic analysis was
conducted, guided by the TPB and supported by inductive
insights. This abductive analysis resulted in 5 major themes,
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including attitudes and individual’s evaluation, subjective
norms and social expectation, perceived behavioral control,
content design and framing, and technical and logistical
access.

Each of the 5 themes is introduced with a brief con-
ceptual definition, followed by the corresponding codes
and illustrative excerpts, along with the number of stud-
ies in which each code was reported. The first 3 themes
align directly with TPB constructs, capturing individuals’
evaluations of DMHTs, the influence of social expectations,
and perceptions of control over access and usage (see
Table 4). The latter 2 themes emerged inductively, highlight-
ing practical and contextual factors shaping users’ experien-
ces with DMHTSs, influencing both initiation and sustained
engagement.

Table 4. Content design and framing factors affecting initiation of digital mental health tools (DMHTSs).

Theme and subtheme Example quote

Value, n (%)

Content design and framing

Content delivery format

15 (68)
5(23)

* “Videos were viewed favorably; students found them easier to engage with than text-based

content.” [73]

+ "When asked about how participants wanted the information on the EMH? platform to be

delivered, most participants suggested videos explaining mental health topics.” [78]

Linguistic style

7(32)

e “Programs were too text heavy, which deterred participation and caused users to lose interest.”

[70]

* “Simplicity of the intervention as a strength, with one participant stating it was ‘straightforward,

and it was just easy to listen to. It wasn‘t like a pain.”” [73]

Embedded features

6 (27)

¢ “Completing an online assessment of their depression and anxiety aided next steps in their mental

health treatment journey.” [71]

¢ “Self-monitoring quizzes and tailored feedback helped users understand how they were feeling

and what could help.” [73]
Human contact options

11 (27)

* “The importance of feeling heard and understood by another human was reported widely across

the data.” [74]

* "The value of interacting with others experiencing similar issues was noted, and awareness of the

shared experience of others was suggested as a facilitator of further help-seeking.” [75]

4EMH: electronic mental health.

Attitude and an Individual’s Evaluations

Attitudinal and individual evaluations influence on initiation
were identified in 9 [28,60,68-72,74,77] of the 22 inclu-
ded studies. Three key patterns emerged, including negative
attitudes toward general mental health, skepticism toward
digital health tools, and belief-based rejection of mental
health support.

Four [28,60,69,72] studies reported that participants
expressed negative attitudes toward seeking professional
mental health support more broadly. These attitudes often
stemmed from framing help-seeking as a sign of personal
weakness. For example, one study noted, “People perceive
seeking help for a mental health problem as a sign of
weakness rather than a strength” [60]. Another participant
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shared, “When presented with the idea of professional help,
they immediately say no or something like ‘why do you think
I’m like that?”” [69].

In 3 [28,70,71] studies, participants demonstrated
predetermined negative attitudes specifically toward DMHTs.
These views were often rooted in low expectations of
usefulness toward digital tools for managing mental health.
One study found, “Many participants had low expectations
for how useful the intervention was going to be” [74], while
another described “strong negative attitudes toward apps (ie,
apps aren’t helpful, are harmful)” [77].

Moreover, 3 [68,74,77] highlighted how deeply held
personal beliefs shaped negative attitudes toward profes-
sional mental health support. Some participants doubted
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the legitimacy or effectiveness of preventive approaches,
believing that mental health conditions like depression could
not be prevented or treated, or seeking alternative coping
strategies. As noted in one study, “Many participants believed
that depression cannot be prevented” [70], and others
expressed a preference for alternatives such as “praying” or
“alcohol” [28].

Summary of Individual Evaluation
Factors

Negative attitudes toward professional mental health support,
often rooted in perceptions of weakness, functioned as
barriers. Similarly, skepticism about the usefulness of digital
tools limited engagement, with low expectations of effec-
tiveness reinforcing avoidance. In addition, belief-based
rejection, such as the view that depression cannot be
prevented or the preference for alternative coping strategies,
further restricted willingness to seek professional support.
These findings suggest that when individuals hold unfavor-
able beliefs or doubts toward mental health care, whether
directed at professionals, digital tools, or the concept of
treatment itself, these evaluations act as barriers to initiation.

Subjective Norms and Social Expectation

Social expectations influencing initiation were identified in
17 [28,60,61,65,67,69-74,76,77,79-81,84] of the 22 included
studies, grouped into 3 subthemes, including stigma, cultural
beliefs, and perceived social support.

Stigma

Stigma emerged in 16 [28,60,61,65,67,69,70,72-74,76,77,79-
81,84] studies as a significant barrier to help-seeking and
initial engagement with mental health support, including
DMHTs. Two distinct forms were identified, societal stigma
and culturally rooted stigma.

Societal stigma refers to general negative perceptions and
social judgment surrounding mental illness or help-seeking,
which often results in individuals feeling shame or fear of
being judged, which inhibits open discussion or action toward
seeking help.

Jardine et al [74] reported, “Many participants in the study
revealed that they felt ashamed of their mental distress and
feared the judgment of others, feelings which had previously
prevented them from seeking help or even talking about their
mental health.”

On the other hand, culturally rooted stigma described in
several studies is often tied to “negative perceptions, myths,
and misconceptions associated with mental illness” [60].
When discussing mental health concerns within the cultural
or ethnic communities, it has been reported that “They start
thinking there’s some sort of witchcraft involved in it, or
you’re crazy basically...” [74].

However, several studies also noted the potential for
online support to mitigate this barrier. Suggesting that
DMHTs “reduce stigma for help-seeking when compared
to traditional mental health programs” [61]. By providing
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greater anonymity, DMHTSs may reduce the risk of judgment,
encouraging help-seeking.

I often go online because I know there is something
wrong, but I don’t want to tell anyone in my real life for
fear that they will judge me or they won’t care and I’ll
just be bothering them. Online help can help me deal
with my problem alone so I will not have to tell anyone.
(A participant in the study by Pretorius et al [81])

Cultural Beliefs

Cultural beliefs surrounding emotional expression also
contributed to negative norms about mental health. In 3
studies, participants described the unrecognition of mental
health issues as “We believe these things [mental health]
don’t exist” [60]. Additionally, the discouraging cultural
context leads to the open expression of sadness and other
difficult emotions, promoting silence or emotional suppres-
sion. This “emotional suppression norm” was often framed
as part of a broader cultural narrative valuing stoicism
or resilience. For instance, “Sadness and other dysphoric
emotions were broadly classified as unhealthy and unwanted”
[74], while another study described the influence of “grind
culture” and “resiliency narratives” that pressured individuals
to “cope with the difficult emotions they were experiencing,
which usually involved keeping them in or not expressing
them” [69,74].

Perceived Social Support

Perceived social support was identified as a facilitator of
initial engagement with DMHTs in 3 studies. Supportive
encouragement from family, peers, and professionals played a
key role in prompting individuals to seek help.

Family support was described as particularly influential
in that conversations with family, in particular a partner or
spouse, were seen as the impetus for accessing the DHMS for
the initial online assessment [71].

Peer influence also emerged as a meaningful factor.
Hearing about others’ experiences helped reduce stigma and
normalize help-seeking behavior, “Hearing from peers with
experience of perceived mental health support allowed for
emotional release” [69]. Additionally, professional encour-
agement could foster more favorable attitudes toward
DMHTs, as seen in “Recommendations from professionals
to mobile DMHTs helped shape a more positive attitude and
intention to seek support” [77].

Summary of Social Expectation Factors

In summary, social expectations strongly shaped initial
engagement with DMHTs. Stigma, both societal and
culturally rooted, was consistently reported as a barrier,
preventing individuals from openly acknowledging mental
distress and seeking support. Cultural beliefs that normal-
ized emotional suppression or denied the existence of
mental health issues further reinforced negative norms,
restricting willingness to engage with digital support. On
the other hand, perceived support from family, peers, and
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professionals provided encouragement, normalized help-seek-
ing, and promoted more positive attitudes toward DMHTs.
In some contexts, the anonymity of online services was
perceived to reduce stigma, thereby transforming a barrier
into an enabler.

Perceptions of Control

The theme of PBC was identified in 14 [28,60,65,67,69-
71,73,76-78,80,81,84] studies and comprised 4 subthemes,
including autonomy and self-determination, awareness,
perceived fit, and knowledge.

Autonomy and Self-Determination

A perceived lack of motivation and control over one’s actions
was commonly reported as a barrier to DMHT engagement
(n=5). Some participants found that digital tools offered a
less intimidating alternative to traditional services, support-
ing greater autonomy in their help-seeking process, “Just
turn your computer on and do it that way, it’s not quite as
difficult to get yourself to do it” [74]. However, studies also
highlighted that when individuals experience mental distress,
initiating any form of support, including digital ones, can feel
effortful and overwhelming, “My mental state has deteriora-
ted. I just have no determination or willpower to do anything”
[70].

Awareness

Lack of awareness of available DMHTs emerged as a
significant barrier in 7 studies. Many individuals were
unfamiliar with the existence of such tools, limiting their
opportunity to initiate engagement, “Over half of participants
did not know that mental health websites and apps exis-
ted” [78] and “Many young [people] don’t know that these
platforms are there. So, [when] they get problems, they don’t
know where to run to” [60].

Perceived Fit

Perceived relevance and personal alignment with the features,
tone, and content of the DMHT were central to partici-
pants’ willingness to initiate use. In 8 [28,60,65,67,71,77,78,
84] studies, participants emphasized that they would only
consider engaging with a digital service if it felt appropriate
to their needs, “Participants shared they would only seek help
if the service felt 'relevant’ and ‘practical.”” [67].

However, determining which tool was best suited to their
circumstances was often challenging. This was particularly
evident among culturally diverse users, “Participants, who
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were yet to enroll in treatment, expressed doubts about
whether recommended treatment options would be helpful
for them” [28] as when scanning through the structure and
content provided in the targeted DMHT, there is a “lack of
culturally responsive treatment options and lack of diverse
representation within DMHI surface content” [28].

Knowledge

Knowledge gaps, both about mental health and how to access
and navigate digital tools, were noted in 7 studies as key
impediments. These included limited mental health literacy,
digital navigation skills, and uncertainty about when and how
to seek help, “Being unsure what to search and look for
online instead of searching for hours for a website that I am
comfortable with” [81].

Additionally, the lack of exposure to digital mental
health interventions was also evident in specific populations,
“Egyptian students were unfamiliar with e-mental health
functionalities and technical approaches” [78].

Summary of Perceptions of Control Factors

In summary, a lack of autonomy, motivation, and self-deter-
mination often acted as barriers, particularly when mental
distress reduced the capacity to take even minimal action.
Conversely, the relative ease and less intimidating nature of
digital platforms could foster greater autonomy and support
self-directed help-seeking.

Awareness of available tools was another critical
determinant; many individuals were simply unaware of
DMHT options, restricting their opportunity for engagement.
Perceived fit further shaped decisions to initiate use, as
participants sought services that felt personally relevant,
culturally responsive, and practically aligned with their
needs. Where fit was lacking, doubts and disengagement
were reported. Finally, gaps in knowledge, including limited
mental health literacy and uncertainty about how to navigate
digital platforms, emerged as substantial barriers, impacting
both initiation and continued engagement.

Content Design and Framing

Content design and framing factors that were identified in 15
[28,60,61,65,68,70,71,73-76,78-80,83] out of the 22 included
studies as factors shaped users’ perceptions of tool usability
and emotional connection. Participants’ feedback highligh-
ted 4 subthemes, content delivery format, linguistic style,
embedded features, and human contact options (Table 5).

Table 5. Technical and logistical access considerations in digital mental health tool (DMHT) use.

Theme and subtheme Example quote

Value, n (%)

Technical and logistical access

Ease of use and navigation

20 (91)
4(19)

* “Positive notes about mobile health interventions included accessibility and convenience.”

[80]

* “Ease of use was critical; the interface needed to be simple, interactive, and easy to

navigate.” [61]
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Theme and subtheme Example quote

Value, n (%)

Technical difficulties 7(32)
* “Broken links and disorganized flow discouraged program use and reduced return rates.”
[70]
* "Some participants commented that technology-related factors, such as not having access to
a personal computer or experiencing internet issues, could also be a barrier to engagement
among students.” [73]
Cost and financial 7(32)
* "In total, 14 % of participants also stated that Cope Notes was "too expensive’ as follows:
'I'm not sure I would pay a month for it...when life was crazy.’" [76]
* “High DMH app costs and lack of payment options were major barriers for young people.”
[60]
Transportation and geography 4(18)
e “Ilive in arural area. there’s nothing here. You have to drive for ages.” [71]
» “Flexibility regarding location; Increased access for people in rural areas/living abroad.”
[83]
Time flexibility 8 (36)
* “you don’t know when your emotional distress may arise, it may pop up anytime.so online
resources could be a timely support." [67]
e “Access was independent of time and place; no appointments needed.” [83]
Privacy and confidentiality 15 (68)
* “E-mental health can afford confidential and anonymous information and support.” [75]
» “Participants felt vulnerable due to uncertainty about who responds and data security.” [60]
Content Delivery Format Emotional tone was also important. Three studies

Participants across 5 studies underscored the importance of
the delivery format in shaping their engagement. Interactive
and visually dynamic formats were generally preferred over
static, text-heavy approaches.

Video-based content was especially favored, with
participants describing it as more accessible and engaging
compared to text.

When asked about how participants wanted the
information on the EMH platform to be delivered, most
participants suggested videos explaining mental health
topics. (As reported by Mamdouh et al [78])

“Videos were viewed favorably; students found them
easier to engage with than text-based content” [73].

In contrast, tools relying primarily on static formats such
as SMS text messaging were perceived as limiting due to
their lack of interactivity and nonverbal cues, “You can’t read
facial expressions” [79].

Linguistic Style

Seven [28,65,70,71,73,75,76] studies explored participants’
perceptions of the linguistic style used in DMHTs. Simplic-
ity and clarity of language were highly valued. Participants
reported that straightforward content helped them remain
engaged, “Straightforward, and it was just easy to listen
to. It wasn’t like a pain” [73]. Conversely, dense or overly
text-heavy content was described as a barrier, “Programs
were too text-heavy, which deterred participation and caused
users to lose interest” [70].
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identified that warm, strength-based, and destigmatizing
language could enhance the user experience and create a
welcoming atmosphere, such as an “Overall bright and
user-friendly atmosphere” [76] or a “Strengths-based lens and
use of destigmatizing language to emphasize SMHI benefits
versus deficit lens” [28]. However, an off-putting or cold tone
risked disengagement, “Of the 14 users, 6 found that the
tone of some of the texts seemed more off-putting rather than
encouraging” [65].

Embedded Features

Six [65,68,71,73,76,80] studies reported that certain
embedded features enhanced users’ interest in initiating and
continuing use of DMHTs. Self-monitoring quizzes were
most commonly highlighted (n=3; [71,73,78]), with partici-
pants noting their role in fostering emotional awareness and
motivating further help-seeking, “It helped me understand
how I was feeling” [73] and “Aided next steps in their mental
health treatment journey” [71]. Data tracking features were
also valued for providing personal insights, such as “Identify
changes in mood over time” [69] and “I can see if there’s a
good trend... maybe I should keep doing this... it was just nice
to be self-aware of what was going on” [80].

Human Contact Options

A strong desire for human connection was reported in 11 [28,
60,61,65,71,73-75,79,80,83] studies, and 2 distinct types of
contact emerged: peer interaction and access to professional
support.

Eight [28,60,61,65,73,75,80,83]  studies indicated
participants’ preference for peer-to-peer interaction features.
Connecting with others who shared similar experiences
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helped users feel less isolated and more validated, “They
were not alone” [73] and “Awareness of the shared expe-
rience of others was suggested as a facilitator of further
help-seeking” [75].

Six [71,74,75,79,80,83] studies documented participants’
desire for optional access to human professionals. While
digital tools were appreciated for their accessibility, many
users noted the lack of empathy and personal accountability
that human interaction provides, “Apps can be ignored. Apps
can be deleted. Apps aren’t people... People would hold you
accountable, people can relate to you” [80]. “Digital tools can
lack the sense of empathy and understanding” [83].

Summary of Content Design and Framing
Factors

In summary, the design and framing of content influ-
enced participants’ perceptions of tool usability and their
emotional connection to DMHTs. Interactive and visually
dynamic delivery formats, particularly video-based content,
were generally facilitators of engagement, while static,
text-heavy, or SMS text messaging—based approaches were
often perceived as barriers. Linguistic style played a dual
role; clear, simple, and destigmatizing language fostered a
welcoming user experience, whereas dense text and a cold or
discouraging tone risked disengagement.

Embedded features such as self-monitoring quizzes and
mood-tracking tools were valued for increasing self-aware-
ness and motivating continued use, though the absence of
meaningful interactive features could act as a limitation.
Additionally, options for human contact emerged as a strong
facilitator, with both peer interaction and access to professio-
nals helping to reduce isolation and provide accountability;
however, their absence highlighted a key shortcoming of fully
digital interventions.

Technical and Logistical Access

Technical and logistical access emerged as a major fac-
tor influencing individuals’ initiation and engagement with
DMHTs, with relevant barriers and facilitators reported in 20
[28,60,61,65,67-71,73-83] out of the 22 included studies. This
theme was further categorized into 6 subthemes, including
ease of use and navigation, technical difficulties, cost and
financial accessibility, transportation and geography, time
flexibility, and privacy and confidentiality.

Ease of Use and Navigation

Participants frequently emphasized the importance of
usability, highlighting that easy navigation was a key factor
in shaping their experience with DMHTs. In 4 [61,73,80,
83] studies, users provided positive feedback regarding the
simplicity of tool interfaces across different DMHT formats.
For instance, one study noted, “Positive notes about mobile
health interventions included accessibility and convenience”
[80]. Such design features were seen as contributing to initial
engagement and continued use [61].

https://mental jmir.org/2026/1/e88731
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Technical Difficulties

Technical challenges were reported in 7 [60,70,73,76-78,83]
studies and were found to hinder both initiation and ongo-
ing engagement. These challenges appeared in 2 distinct
forms. First, in 3 [70,76,78] studies, users encountered issues
such as functional glitches and broken links, which disrupted
the experience and discouraged further engagement. Second,
in the remaining 4 [60,73,77,83] studies, structural access
issues, such as lack of a personal digital device or unstable
internet access, were identified as barriers, “Some partici-
pants commented that technology-related factors, such as not
having access to a personal computer or experiencing internet
issues, could also be a barrier to engagement among students”
[73].

Cost and Financial Accessibility

Financial considerations were highlighted in 7 [28,60,61,65,
69.,81,83] studies. While participants in 2 [81,83] stud-
ies viewed DMHTs as cost-effective alternatives to tradi-
tional in-person services, 5 [28,60,61,65,69] studies reported
concerns about the affordability of subscription-based digital
tools. As one participant remarked, “Too expensive, I’'m not
sure I would pay $10 a month for it... when life was crazy”
[65]. Additionally, a study raised concerns about digital
payment access, particularly for youth, “It was noted that
most apps require credit or debit cards to effect payment, yet
most YP do not possess them” [60].

Transportation and Geography

Transportation and geographic accessibility were discussed
in 4 [60,69,71,83] studies. Three [69,71,83] studies sugges-
ted that DMHTs offered increased flexibility and reach for
individuals in rural or remote areas, “Increased access for
people in rural areas/living abroad” [83]. However, one study
pointed out that digital delivery does not entirely overcome
geographic disparities, especially where internet infrastructure
is weak. Mwaka et al [60] reported that “many rural areas still
have limited internet connectivity.”

Then, also accessibility is the network issue. Whereas
we have a high percentage of internet penetration in
Uganda, we keep on increasing but in terms of the
network in most of the places especially rural settings,
it is very poor. It is a struggle to get a network in
these places. (Quote from a face-to-face focus group
discussion in the study by Mwaka et al [60])

Time Flexibility

The flexibility to engage with services at one’s own pace and
schedule was reported as a major facilitator in 8 [60,65,67,
68,70,73,80,83] studies. Traditional services were described
as time-consuming and rigid, “Lack of time or an inability
to prioritize use was the largest barrier to program use”
[70]. In contrast, DMHTs offered on-demand support, with
one study highlighting, “Access was independent of time
and place; no appointments needed” [83]. This autonomy
was especially valued among individuals with demanding
schedules or limited availability.
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Privacy and Confidentiality

Privacy concerns were one of the most frequently dis-
cussed factors, raised in 15 [28,60,61,65,67,69-71,75,77-79,
81-83] studies. Participants expressed apprehension about
data security and the potential visibility of their personal
information, particularly when services were affiliated with
organizations, “Some respondents reported feeling vulnerable
whenever they use online mental health resources because
they are uncertain of who is responding to their problems,
and the security of their personal information” [60], concerns
were expressed about whether data might be visible to the
organization [61,67].

To address such concerns, several tools incorporated
features to enhance perceived privacy, such as anonymous
user interaction. This was not only well received but also
regarded as a central motivator for engagement, “Maintain-
ing anonymity was viewed as an important motivator not
only among participants who had decided to only complete
online assessment but also among those who had decided to
take up treatment too” [71]. In 7 [67,69,71,75,81-83] studies,
anonymity and confidentiality were highlighted as benefits of
digital delivery, “E-mental health can afford confidential and
anonymous information and support” [75].

Summary of Content Design and Framing
Factors

In summary, usability and simple navigation could serve as
strong facilitators, while technical glitches, broken links, or
lack of digital devices and reliable internet often acted as
significant barriers. Cost-related issues presented a mixed
picture, with some participants valuing digital tools as
affordable alternatives to traditional care, whereas others
perceived subscription fees and digital payment requirements
as prohibitive. Similarly, geographic and transportation
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considerations highlighted that DMHTSs could expand access
for those in rural or remote settings, yet persistent infrastruc-
tural limitations, such as poor connectivity, undermined this
benefit.

Flexibility in time and pace of engagement was one
of the most consistent facilitators, particularly for individu-
als balancing multiple responsibilities, contrasting with the
rigid demands of face-to-face services. Privacy and confi-
dentiality concerns were frequently identified as barriers,
especially regarding data security and organizational visibility
of information. However, when anonymity and confidentiality
were assured, these features strongly motivated engagement.
Thus, factors within this theme often operated dually, with
ease of use, cost, geographic reach, and privacy functioning
as either barriers or facilitators depending on the specific
design and context of implementation.

Discussion

Principal Findings

This review synthesized evidence from 22 qualitative and
mixed methods studies on DMHTs. Findings clustered into 2
domains aligned with the review questions (Figure 1). The
first comprised the TPB: attitudes (individual evaluation),
subjective norms, and PBC. The second encompassed design
and access features, including cost, time flexibility, connec-
tivity, content design, and privacy (Figure 2). These domains
are interdependent: design and access conditions frequently
shape the same pathways specified by the TPB, especially
PBC. Across studies, the same feature often functioned as
either a barrier or a facilitator, depending on users’ contexts,
resources, and goals, underscoring the need for context-sensi-
tive implementation.

Figure 2. Visual summary of factors influencing engagement with digital mental health tools (DMHTs). PBC: perceived behavioral control.
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RQ1. TPB-Related Factors

Across the included studies, factors aligned with the TPB
were consistently reported as important influences on the
initiation and engagement with DMHTs. In this review,
elements classified under subjective norms were discussed
most often, followed by PBC and attitudes. This pattern
mirrors findings from prior work on mental health help
seeking that applied TPB, where subjective norms were the
most frequently reported significant predictor, with attitudes
and PBC also showing consistent associations [41].

Barriers Linked to Attitudes, Subjective Norms,
and PBC

A set of recurring barriers emerged across the studies. First,
negative attitudes toward mental health care and toward
digital tools were often described. Participants in several
studies expressed reluctance to identify as needing support,
noting that help seeking for mental health concerns can
be viewed as a sign of personal weakness, which reduced
willingness to initiate use of any service, including digital
options [60,69]. These observations align with prior TPB-
based reviews showing that a person’s global evaluation of
help-seeking is related to intention formation [41]. Specific
skepticism about the usefulness, trustworthiness, or relevance
of digital tools also appeared as an attitude-related deterrent
to starting use [74].

Second, belief-based rejection of support functioned as a
barrier. Across studies, some participants endorsed beliefs
that emotional distress should be managed on one’s own
or through alternative strategies such as alcohol or other
substances, which reduced the perceived need for formal
or digital support [85,86]. These beliefs map onto attitudes
within TPB but also constrain PBC when self-reliance is
framed as the only acceptable option.

Additionally, social pressures to project toughness,
denying the existence of mental health conditions, and beliefs
that dysphoric emotions should be suppressed or are not
legitimate indicators of a need for care [60,69,74]. In our
sample, these influences appeared particularly prominent
in studies conducted in settings outside Western contexts.
Among the 6 studies [61,62,68,70,77,79] included in this
review that are conducted in non-Western countries, 5
reported stigmas as a salient deterrent to initiating digital tool
use. These counts should be interpreted with caution given
the qualitative nature of the synthesis and the small num-
bers involved. Even so, this pattern is consistent with earlier
evidence that social evaluation and normative pressures have
a strong bearing on help-seeking in collectivist contexts
where interdependence and social approval are highly valued
[21,41.44].

Knowledge gaps about DMHTSs emerged as another barrier
to engagement. Across the included studies, participants
reported either not knowing that digital platforms for mental
health support existed or, even when aware of them, not
knowing how to search for and identify an appropriate option
[60,81]. In settings where digital health is relatively new
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and not yet widely promoted, unfamiliarity with platform
functions and technical approaches further limited use [49,
78]. With the growing number of mental well-being tools,
independent rating systems, and research that assess platforms
against professional standards, an evidence base and the
degree of appropriateness to users’ needs remain at an
early stage [87,88]. In addition, educational elements such
as basic mental health information have not always been
central to implementation strategies, leaving many with a
limited understanding of what digital tools can do and how
they may help, which dampened initial interest [89]. Unlike
traditional care pathways in which clinicians often initiate and
guide help seeking, digital tools frequently require users to
initiate use themselves and to navigate on their own. Field
professionals have raised concerns that insufficient guidance
during early encounters can undermine perceived benefit and
lead users to judge tools as ineffective, thereby reducing the
likelihood of future use [87,90].

Facilitators Linked to Attitudes, Subjective
Norms, and PBC

Perceived social support from peers, family, and professio-
nals emerged as a consistent facilitator through studies.
Encouragement from close others and recommendations by
peers or clinicians with similar lived experience normalized
help-seeking and reduced concerns about judgment, thereby
shifting subjective norms in a favorable direction [69,71,77].
In line with this pattern, studies argue that significant others,
including family, friends, and colleagues, play an important
role in shaping beliefs about help seeking [50]. Similarly, a
study also suggests that opportunities to connect with others
who had faced similar challenges created a sense of normali-
zation and belonging, which increased willingness to try and
persist with digital tools [91]. However, evidence also points
to important boundary conditions. A review study of help-
seeking among Filipinos illustrates a contradictory role of
social networks; in some contexts, the presence of suppor-
tive friends and family may discourage formal help-seeking
because informal support is viewed as sufficient or protective,
dampening perceived need [92].

Perceived fit functions as a clear facilitator across settings
and populations. Participants reported greater willingness
to initiate and continue use when tools felt relevant and
practical, and when content reflected their life circumstan-
ces [65,67]. Cultural and linguistic responsiveness, relatable
examples, and alignment with users’ values enhanced a sense
of personal relevance and trust, which strengthened favorable
attitudes and intentions [28,73,84]. Related evidence indicates
that culturally attuned design and communication from
providers reduce uncertainty about suitability and promote
uptake [12]. In low-resource settings, young people empha-
sized grounding design in local understandings of mental
health and common causes of distress, which improved
perceived usefulness [60]. In TPB terms, perceived fit
supports intention by reinforcing positive evaluations and
increasing PBC when language, features, and examples are
familiar and easy to apply [41]. Alternatively, when fit

JMIR Ment Health 2026 | vol. 13 1e88731 I p. 15
(page number not for citation purposes)


https://mental.jmir.org/2026/1/e88731

JMIR MENTAL HEALTH

is poor, the same pathways may operate in reverse and
discourage engagement.

Factors That Can Operate as Both Barriers
and Facilitators Across Contexts

Stigma was the most frequently discussed of the dual-role
factors that acted in both directions depending on the context,
indicating wide recognition of its relevance to the uptake of
DMHTs. Prior syntheses have identified stigma and embar-
rassment as key obstacles to help-seeking, engagement with
care, and adherence to treatment [93,94]. In several studies
in our sample, users described the weight of social evalua-
tion and the broader idea that “not being mentally well”
attracts judgment, which discouraged help seeking irrespec-
tive of delivery mode [70,74]. At the same time, some
participants viewed digital options as less stigmatizing than
conventional services, since greater privacy and a degree of
anonymity could reduce fear of negative reactions and make
initial contact feel safer [15,95]. Importantly, self-stigma
may still limit action even when anonymity is available;
individuals who internalize negative beliefs about treatment
can be reluctant to seek information online and to approach
in-person services [72,77,96]. Within the TPB, these patterns
suggest that stigma can depress intentions through unfavor-
able attitudes and through perceived social pressure, yet
privacy features and supportive messaging can shift subjec-
tive norms in a favorable direction when users feel protected
and accepted.

RQ2. DMHTs Design- and Access-
Related Factors

Across the included studies, features of DMHTSs related to
design and access shaped both the decision to initiate use
and the capacity to persist. The most consistent patterns
concerned costs, time flexibility and immediacy, geographic
and logistical accessibility, content design and framing, and
privacy and confidentiality

Barriers Linked to Design and Access

Although digital delivery is often promoted as a lower-cost
alternative to in-person care, financial barriers remained
salient. Prior work on in-person care has shown that treatment
fees, travel, and lost wages constrain help-seeking [86,97-99].
In principle, DMHTSs can reduce some of these outlays by
offering low-cost alternatives [16]. In our review, several
studies reflected this potential, noting comparatively low
monetary cost and perceived affordability [69,81,83].

However, most studies that discussed finances still framed
cost as a barrier to initiation and sustained use. Even when
programs are free at the point of use, participants may need a
modern device, stable data plans, and paid features or add-ons
embedded within applications [28,61,65]. Payment systems
that assume credit or debit cards further exclude users in
low-resource settings [60]. Critically, these costs are unevenly
distributed and can reproduce existing inequities, such that a
tool that lowers average cost can still be financially inaccessi-
ble to those with the least capacity to pay [15].
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Facilitators Linked to Design and Access

Time flexibility emerged as a decisive facilitator. Participants
valued round-the-clock availability and the ability to access
support when distress peaks outside standard clinic hours [49,
61,81]. Short, modular activities were seen as easy to fit into
everyday routines, which reduced friction and strengthened
PBC [68]. This immediacy aligns with on-demand patterns
of help-seeking and can transform fleeting motivation into
timely action [100].

DMHTs also reduced travel demands and scheduling
constraints associated with in-person services, a benefit
that is especially meaningful for people in rural or remote
regions [101,102]. In our review, most studies that discussed
geography reported that digital delivery enabled counseling
or self-help beyond local service catchments, including for
people living abroad [69,71,83]. The capacity to access
support more immediately and with fewer logistical con-
straints may enhance users’ perceived sense of control over
when and how they seek help.

Across a range of design formats, participants preferred
interactive and visually engaging content over static text.
Video explanations and audio options were consistently
reported as more accessible and engaging, particularly for
complex topics [73]. Language style mattered as well. Warm,
straightforward, and destigmatizing language lowered the
emotional burden of entry, created a more user-friendly
environment, and encouraged continued interaction [28,65].
These patterns echo prior reviews that link satisfaction with
content presentation to higher engagement and note preferen-
ces for a supportive, not judgmental tone, and multimodal
delivery [15].

Factors That Can Operate as Both Barriers
and Facilitators Across Contexts

Privacy and confidentiality concerns were pervasive, but their
effects were bidirectional. On the one hand, participants
expressed uncertainty about data storage, data sharing, and
the safety of sensitive information, especially when tools
were provided by an employer or other affiliated organiza-
tion [60,67,70]. The degree of transparency around what data
are collected, how they are stored, and who may access
them could influence the development of trust between users
and DMH service providers [67]. From a TPB-informed
perspective, this trust may in turn shape users’ attitudes
toward the tool, contributing to either more favorable or less
favorable evaluations of engagement.

On the other hand, some studies found that digital
delivery increased perceived privacy by allowing anonymous
or low-exposure contact, which made participants more
willing to disclose and to engage compared with face-to-
face encounters [71,75]. Prior work has similarly noted that
anonymity can be especially enabling for those who fear
stigma [93].
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Implications

This review synthesized evidence on DMHTs to identify
common factors that shape users’ engagement and experi-
ence. Translating these findings into practice suggests a
2-track strategy. First, strengthen willingness to seek support
by addressing attitudes, social expectations, and PBC as
outlined in the TPB. Second, design and deliver services that
reduce effort at every step while building trust through clear
communication and dependable safeguards.

Policy has a central role in this agenda. Reducing stigma
and fear around help-seeking, raising awareness of available
services, including digital options, and improving equitable
access are critical. This includes addressing data costs, device
constraints, and connectivity, which can suppress uptake
among people with fewer resources. Policies provide broader
efforts that normalize help-seeking among family members
and the general public can build supportive norms and
produce cumulative benefits over time [50,67]. Schools are
another important setting. Integrating age-appropriate mental
health knowledge and help-seeking skills into the curriculum
can foster open attitudes among young people and improve
early access to support [103]. Structural conditions, such
as data costs, unstable internet access, and limited device
availability, constrain use of DMHTs, particularly in low-
resource settings [60]. Without deliberate mitigation, DMHTSs
can unintentionally widen inequities. The Digital Health
Equity Framework highlights how poverty and restricted
digital access can contribute to poorer health outcomes
[104]. Equity considerations should therefore guide policy,
commissioning, and product development to ensure digital
health benefits are realized across diverse communities.

Developers can use these findings to guide product
choices that support engagement. Usability needs to be
tested and improved for the intended audience, including
simple navigation, stable performance, and timely techni-
cal assistance. Content should be tailored and presented
in a warm and supportive manner that respects diverse
experiences and preferences. Trust requires more than
privacy policies, and users could benefit from plain lan-
guage explanations of what data are collected, how they
are protected, and who can access them. Co-design with
intended user groups, including people from culturally diverse
communities and rural areas, can help ensure that features
align with real needs and contexts [78].

Service providers can apply these insights when match-
ing clients to tools. A key finding across the studies is
that perceived fit strongly influences whether people start
and continue with self-care DMHTSs. Fit includes personal
relevance of goals, cultural and linguistic appropriateness,
and practical alignment with daily routines and constraints.
Providers should assess these elements during intake and
review and support users to select tools with content and
features that feel suitable and relatable.
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Limitations and Recommendations for
Future Research

Several limitations should be considered when inter-
preting the findings. First, although many included
studies involved participants from diverse ethnic back-
grounds, most primary studies did not analyze experiences
separately by cultural group. As a result, it limited the
conclusions this study could draw specific to particular
cultural contexts. Future reviews should prioritize designs
and search strategies that enable analysis by culture,
language, and migration status and should report subgroup
findings in a clear and consistent manner.

Second, most of the studies reviewed were conducted
in resource-limited countries that have strong and stable
economies and greater access to health care and education
[105]. In this review, 82% of the included studies came from
such settings. Our understanding of experiences in lower-
resource contexts remains limited. Factors linked to availabil-
ity and access, such as connectivity, data costs, device access,
and local service integration, are likely to vary across settings
and may shape both uptake and sustained use in different
ways. More research from low- and middle-income countries
and from rural or remote communities is needed to test how
these contextual factors influence engagement.

Third, there was marked inconsistency in how studies
measured satisfaction, engagement, and continued use. This
problem has been observed in earlier reviews of digital
mental health interventions [15,106]. Inconsistent definitions
and instruments reduce comparability across studies, limit the
ability to detect patterns, and make it difficult to combine
results. They can also bias conclusions when similar terms
refer to different constructs or when short follow-up periods
are used to infer sustained engagement.

This review focused primarily on user experience; most
included studies used qualitative designs, such as semistruc-
tured interviews and face-to-face group discussions. These
methods are well suited to explore perceptions and context,
but they limit statistical generalization. The heterogeneity of
designs, samples, and analytic approaches further reduced the
scope for quantitative synthesis. Future quantitative studies
that estimate the statistical impact of the association between
specific factors and engagement with DMHTs would add
value for policy and practice.

A further limitation of this review is that the included
studies were primarily based on one-off interviews and
survey data, with little evidence from other data collection
approaches, such as ecological momentary assessment, diary
methods, or broader longitudinal designs. Although these
approaches were not explicitly excluded by the eligibility
criteria, studies using them may have been underrepresen-
ted in the available literature within this field. The relative
absence of these methods means that the present synthesis is
more reflective of retrospective and cross-sectional accounts
of user experience and may therefore be less able to cap-
ture fluctuations in engagement, moment-to-moment barriers
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to use, and how attitudes or behaviors change over time.
As engagement with DMHTs is often dynamic and shaped
by everyday circumstances, future research would benefit
from incorporating data collection approaches that are able
to capture user experiences as they unfold in context. Such
approaches may provide a richer understanding of when, how,
and why barriers and facilitators emerge across the course of
use.

Finally, stigma emerged in participants’ accounts as a
factor shaping both general help seeking and engagement
with  DMHTs. Prior work suggests that not all stigma
constructs operate equally; for example, negative help-seek-
ing attitudes and personal stigma show stronger and more
consistent associations with reduced support seeking than
some other stigma types [2]. In this review, we considered
attitudes and general stigma, but differential effects of distinct
stigma dimensions (eg, self-stigma, perceived public stigma,
and anticipated stigma) on DMHT uptake and continuation
were not examined. Future research should investigate how
specific stigma types, and their interaction with cultural and
contextual factors, influence adoption and ongoing use.

Conclusion

This review shows that engagement with DMHTs is not
driven by design alone or by beliefs in isolation. Rather,

Cheng et al

attitudes, social expectations, and perceived behavioral
control interact with the practical realities of cost, con-
nectivity, device access, time flexibility, content design,
and privacy. When design and access conditions support
feasibility and trust, they amplify the same TPB pathways that
foster intention and continued use. When they do not, they
undermine them, particularly by eroding perceived control.

For policy and practice, a dual approach is suggested: (1)
strengthen willingness to seek support by addressing attitudes
and norms and by reducing stigma and (2) provide support to
the user journey through reliable connectivity, affordable data
and devices, usable interfaces, culturally and linguistically
appropriate content, and plain-language data protections.

The evidence base remains constrained by concentration
in high-income settings, limited cultural subgroup analy-
ses, and inconsistent engagement measures. Future work
should include studies in lower-resource and rural contexts,
adopt common, theory-informed metrics with appropriate
timeframes, and examine how distinct stigma dimensions
influence both adoption and continuation. Advancing along
these lines will enable DMHTS to deliver equitable, trustwor-
thy, and sustained benefits at scale.
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