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Summary
Introduction: This document provides a rapid overview of the literature on the implementation of low
intensity (LI) mental health interventions, assesses the quality of the evidence, effectiveness of
interventions and moderating factors influencing successful implementation.
This review has been produced to assist PHNs to prepare for commissioning low intensity mental
health services within a stepped care framework. LI services minimise (or eliminate altogether)
specialist therapist contact time with service clients; focus on early intervention, self-help and skill
development; may be delivered to individuals, groups, face-to-face, by telephone or online (or in any
combination); are low cost; and can be accessed via referral or self-referral.
Methods: A rapid literature review was conducted to enable a pragmatic and systematic evidence
synthesis appropriate within the short timeframe available.
Results: We found a wide range of LI approaches from brief interventions, group, online and computer
programs with and without support, print and book modalities with and without support. There was
evidence supporting LI interventions for adults, particularly women, and youth. The bulk of evidence
refers to treatment of high prevalence conditions such as anxiety and depression, then alcohol and
substance misuse, including dual diagnosis There was very little evidence for low prevalence
conditions such as schizophrenia and psychosis. For alcohol and substance misuse, there is some
evidence supporting brief interventions, group, computer-based and online approaches.
Examples of effective, low intensity interventions included:
 Improving Access to Psychological Therapies (IAPT) in the UK (a system approach that provides
low intensity through to higher intensity interventions),
 NewAccess in Australia (individual treatment delivered by non-mental health professionals),
 MindSpot (Australian online clinic approach),
 MoodGYM (Australian online program for adolescents and adults), and
 The BRAVE Program (Australian online program for children and adolescents).
Discussion: Encouraging evidence was found for LI interventions being effective and deliverable by
non-mental health professionals in some cases and as such providing a cost-effective alternative to
higher intensity therapies. There is, however, little evidence of efficacy for some population groups,
particularly Aboriginal and Torres Strait Islanders and Culturally and Linguistically Diverse peoples.
The context in which interventions have been delivered may limit their applicability within the
Australian context. For example, programs such as IAPT may not translate easily from the “unitary”
UK National Health System to the fragmented policy and provider systems in Australia. Important
operational information such as costs, referral systems and the operation of LI interventions within a
stepped-care model tends to be missing from the literature.
LI interventions may prove to be in important part of the solution to psychological ill-health but they
are only one component of a responsive and effective regional service model. Not all LI interventions
will work for all consumers, a stepped-care framework is needed, with non-response requiring prompt
identification and escalation to increased treatment intensity or type.
Finally, this report describes a rapid review of a fast moving and extensive field. Many recent
developments may prove useful or ineffective when appropriate and high quality research becomes
available.
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Executive Summary
Purpose
The purpose of this document is to provide a rapid overview of the literature on the implementation
of low intensity (LI) mental health interventions, to assess the quality of the evidence, the
effectiveness of interventions and moderating factors which influence successful implementation.
This review has been produced to assist PHNs to prepare for commissioning low intensity mental
health services within a stepped care framework. LI services minimise (or eliminate altogether)
specialist therapist contact time with service clients; focus on early intervention, self-help and skill
development; may be delivered to individuals, groups, face-to-face (FTF), by telephone or online (or
in any combination); are low cost; and can be accessed via referral or self-referral.
Limitations
This rapid review is based on published research about LI mental health interventions and is, of
necessity, dependent on the availability and quality of published research. Hence, it is a review of the
state and findings of research on LI interventions. It cannot assess interventions which have not been
evaluated or where the only evidence comes from poor quality studies. Such interventions must be
classified as unproven, not ineffective.
Whilst the objective of the review was to assess evidence of LI interventions that were established,
not pilot studies, the search revealed a nascent field of research, with much of the evidence focused
on LI trials and their efficacy, with far less focus on implementation, training, policy or key success
factors. Whilst many interventions employ evidence-based therapies such as Cognitive Behavioural
Therapy (CBT), the interventions themselves have not been fully evaluated for implementation
fidelity, cost or therapeutic efficacy and thus their evidence must be rated as low. This does not
question the therapeutic approach per se, rather that there is not enough evidence to conclude that
an intervention is proven.
Findings
Evidence was found for a wide range of LI approaches from brief interventions, group, online and
computer programs with and without support, and print and book modalities with and without
support. There was evidence supporting its use for adults, particularly women, and youth populations.
The bulk of evidence concerns treatment of high prevalence conditions such as anxiety and
depression, then alcohol and substance misuse, including dual diagnosis. There was very little
evidence for low-prevalence conditions such as schizophrenia and psychosis.
A few interventions have been more fully tested. These include IAPT from the UK, where trained
paraprofessionals deliver LI CBT to people within a stepped-care framework. IAPT has well-structured
training, supervision, assessments, and mechanisms for stepping up the intensity of treatment and
evaluation. At present IAPT represents a clear evidence-based approach to delivering LI mental health
services to more people and results in indirect cost savings. The implementation of a similar program
would require investment in the recruitment, training and supervision of a new workforce of
paraprofessionals. NewAccess is an Australian pilot of the LI CBT portion of the IAPT scheme, that is,
it operates without the stepped care framework that encompasses IAPT. NewAccess shows promise
for the Australian context with a 67.5% recovery rate and impressive rates of male participation, which
was attributed to improving accessibility – no-costs paid by clients and services were embedded within
CRRMH Rapid Literature Review – Low Intensity Mental Health Services – January 2017
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existing health and social services. The evidence for the NewAccess program comes from an external
evaluation which did not provide details on methodology or controls, thus the evidence can only be
described as poor at present.
In online/computer program LI interventions, the e-mental health CBT-based program MoodGYM is
supported by the most evidence, however, the amount of evidence is in large part due to the relative
maturity of the program. It has been shown to be effective for anxiety and depression (evidence
ratings of five and four respectively), for adult men and women and youth, and is available in five
languages. The Brave Program for child and adolescent anxiety also has strong evidence to support its
efficacy.
The (passive) provision of psychoeducational material holds promise too, with a small but significant
benefit. It addresses the need to reach many people, to increase mental health literacy and to
encourage help-seeking. Good mental health literacy is positively associated with the use of LI
interventions.
The e-clinic approach of MindSpot and This Way Up also has a good evidence base. MindSpot is an
established e-clinic service which provides telephone and online supported CBT for the treatment of
anxiety and depression. It has achieved large clinical effects and significant reach, with 82% of
participants not currently in contact with mental health services, and both rural and remote and
Aboriginal and Torres Strait Islander (ATSI) populations access MindSpot at a level that reflects their
representation in the Australian population. This Way Up is an established clinic which reports a
completion rate of 75%, which is an important determinant of effectiveness. This Way Up sends
reminders, offers choice of course and timing, and imposes a modest financial cost, contributing to
improved adherence.
Mobile phone/tablet apps are another avenue for delivering LI mental health services. This review
found that whilst there is a very large number of mental health apps available, the number that are
based on evidence and evaluated apps is quite small. This burgeoning space has many possibilities,
but needs to be navigated with care. The CBT-based app myCompass has been shown to be an
effective tool for treating mild to moderate depression and anxiety.
For alcohol and substance misuse, there is some evidence for brief interventions, group, computerbased and online approaches. CBT in combination with motivational interviewing (MI) has been shown
to be effective for reducing risky drinking both in brief intervention and with online/computer based
interventions such as SHADE. Of the 23 online interventions listed on the Beacon website, there is
good evidence for two interventions for alcohol: Check Your Drinking (education based) and Unit Check
which provides personalised feedback. Notably, community (real world), as opposed to, research
populations have complex problems, dual diagnoses and comorbid mental, physical and sometimes
social problems. While complex needs are outside the scope of this review, consumers with dual
diagnoses such as depression and alcohol abuse may benefit from brief interventions combining CBT
and MI, amongst adult, student and female consumers. The main value of LI in this context may be in
providing an initial entry point into services.
The populations that responded most to LI interventions included women, adults and youth. There is
a shortage of literature concerning ATSI and Culturally and Linguistically Diverse (CALD) peoples. A
number of studies showed promise for LI mental health interventions for people living with chronic
diseases such as heart conditions, with improvement of symptoms of depression. There is some
evidence related to rural and remote populations, where great promise is held for online LI
CRRMH Rapid Literature Review – Low Intensity Mental Health Services – January 2017
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interventions. Notably, MindSpot has a rural and remote and ATSI participation rate similar to their
representation in the Australian population. However, this needs to be balanced against the fact that
internet and mobile phone coverage in rural and remote areas remains patchy, with high dropout
rates and slow download speeds. The Stay Strong app is one culturally adapted motivational care
planning tool for use with ATSI people, and good evidence of efficacy and a user-friendly format.
Moderating factors
Adherence is a moderator of clinical efficacy, and this is often a weakness of online-only therapeutic
approaches. It has been suggested that supported self-help (online, computer program or print/book
modalities) will assist adherence and thus efficacy. The evidence for therapist support is mixed, with
different meta-analyses and reviews finding either improvement or no change in efficacy.
The context wherein interventions have been undertaken may limit their applicability within the
Australian context. For example, programs such as IAPT may not translate as easily from the unitary
National Health System of the UK to the fragmented provider and policy systems of Australia.
Workforce implications
Whilst some studies highlighted the need to train therapists and/or support people properly to deliver
LI interventions, and evidence showed clinical outcome variability due to varying clinician
competence, most studies lacked detail about training. Studies did report that LI interventions have
been delivered by a range of people from clinicians to paraprofessionals, teachers and parents.
Further research is needed to examine the evidence on the training needs for the LI mental health
workforce. The evidence from the well-established IAPT service is that an extensive training,
supervision and monitoring framework underpins service fidelity and good patient outcomes.
Economic implications
Both IAPT and NewAccess reported good cost-benefits. Group interventions were reported to
decrease clinician to client ratios and thus costs, with one study indicating that individual therapy was
1.5 times the cost of group, though other studies found similar costs between group and individual.
Online LI interventions show much cost-effective promise as they can be delivered unsupported or
with support (although some evidence suggests supported self-help is likely to be more effective) –
the mode of which can be FTF or by phone, email, or online conversation. Book-based CBT
(bibliotherapy) was found to be cost-effective.
Gaps in the evidence
Evidence gaps with respect to LI interventions include research regarding minority populations, low
prevalence conditions, fit within stepped care models, weak evidence only to support most LI
interventions, and use of LI interventions in rural and remote areas.
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Key points for LI interventions
LI interventions:
Access

 may increase access to populations that are unable or unwilling to access
normal intensity mental health services. The ability to self-refer likely to be
necessary.

Fidelity

 when structured and evidence-based, may improve intervention fidelity.

Modality

 across a number of modalities (FTF, phone, online) may reduce stigma and
increase consumer agency and choice.

Workforce

 programs such as IAPT or NewAcess will require development of a new
workforce, including training, supervision and governance structures.
 new skills and work practices will be needed from the primary care and
community workforce.

Stepped care

 will not work for all consumers, thus monitoring and referral to increased
intensity or alternate treatments is needed, such as a stepped care
framework provides.

Regional
service model

 may prove to be an important part of the solution to mental ill-health, but
are only one component of a responsive and effective regional service model.

e-mental
health

 the forthcoming Australian Government Digital Mental Health Gateway
should assist health professionals. This may support better care and increase
access, but will require local adoption within regional primary (mental)
health care systems.
 The eMHPrac portal may support training of primary care workforce.
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1

Introduction

This rapid review of published evidence was commissioned by a collective comprising Central and
Eastern Sydney Primary Health Network (PHN), Eastern Melbourne PHN, Murrumbidgee PHN, North
Coast PHN, Perth South PHN and Tasmania PHN hereafter referred to as “the collective”. The review
was requested in order to assess the evidence underpinning low intensity (LI) mental health services
to meet the Australian Government’s requirement that PHNs improve the targeting of psychological
interventions to support people with, or at risk of, mild mental illness.
Importantly the Australian Government’s response to the National Mental Health Commission’s
Review of Mental Health Programmes and Services (2014) specifically outlined that future planning
would take into consideration patients’ needs over administrative convenience; would have a stepped
care approach with patients moving to more or less intensive services according to their needs; that
early intervention would be a key feature; and better use would be made of online/computer-based
therapies (see also Appendix A).
Low Intensity Mental Health Interventions: definition
LI mental health services are intended to increase access to evidence-based psychological
therapies in order to enhance mental health and wellbeing on a community-wide basis using the
minimum intervention required for maximum benefit.
Compared with high intensity, low intensity interventions:






reduce the amount of time the practitioner is in contact with the patient via:
fewer/shorter sessions (brief – FTF, by telephone or online (or in any combination)); or
seeing more individuals at one time (group); supporting individuals to use self-help
materials (self-help books, computer or online programs and apps); facilitating
engagement with community or voluntary resources; and/or
use practitioners specifically trained to deliver LI interventions (paraprofessionals, peer
supporters, voluntary sector); and/or
use less intensive resources (self-paced, own time, bite sized psychoeducational
material); and/or
provide rapid access to preventative and early intervention LI treatments (including
referral and self-referral options).

LI interventions typically focus on early intervention, self-help and skill development (valuing
between session homework) in simple, brief and accessible ways (modalities: FTF, telephone,
group, computer, online, app).
Compared with traditional services, LI interventions increase:






access and/or speed of access to treatment;
the total number of people who can access treatment;
service flexibility, responsiveness and capacity;
patient choice; and
cost-effectiveness of services.
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The LI definition has been adapted from Bennett-Levy et al. (2010) and incorporates feedback from
the collective and the Australian Government guidance document for PHNs1.
The Australian Government noted that essential features of the new LI mental health services
commissioned by PHNs would: target low intensity needs within a stepped care approach; provide an
efficient and less costly alternative to existing higher-cost psychological services such as Medicare
based Better Access; and that services would supplement the Digital Mental Health Gateway when it
is established.
When considering low intensity interventions, it is worth considering what is “normal intensity” within
the Australian context. Normal intensity psychological support services currently on offer within the
Australian system, include the Medicare Benefits Scheme (MBS)-supported Better Access Initiative.
Better Access requires a GP mental health plan and six FTF treatments with a psychologist or
accredited social worker which may be extended by a further four sessions. Furthermore, through
Access to Allied Psychological Services (ATAPS), a more intensive scheme, patients are eligible for a
maximum of 12 sessions per calendar year - six time-limited sessions with an option for a further six
sessions following a mental health review by the referring GP. Sessions can be individual and/or group
therapy sessions. ATAPS provides patients with assistance for short-term intervention. In addition,
ATAPS patients are also eligible for up to 12 separate group therapy services, within a calendar year,
involving 6-10 patients (separate from the individual services and do not count towards the 12
individual services per calendar year).
This review uses a rapid review methodology to address the following research questions:
1. What is currently known about LI psychological interventions for people with, or at risk of,
mental health problems but who are functional (i.e. there is nothing to suggest that they are
not coping with most everyday activities)?
a. What empirical evidence is there that LI interventions are effective?
b. What is the strength of the evidence?
c. What are the operational details (including cost) of effective services?
d. What are the reported outcomes of effective services?
e. What mediating factors impact on effectiveness?
f. For whom are services effective?
2. How do effective LI services fit into stepped care models of mental health service provision?
3. What evidence is there that these services are being delivered appropriately to the right
people at the right time?
4. Are these services able to refer consumers on to a more appropriate service when necessary?
LI interventions and services that have been prioritised in this review are those available to the
community (i.e. not pilot studies) including digital interventions. Evidence of the effectiveness of
these services is considered for populations and sub-groups such as children and young people, ATSI
and CALD, paying particular attention to factors such as age, location, and alignment with the ‘stepped
care’ and ‘person-centred’ approach.

1

Accessed from Australian Government Department of Health website - PHN Primary Mental Health Care
Flexible Funding Pool Implementation Guidance – 2. Low intensity mental health services for early intervention.
http://www.health.gov.au/internet/main/publishing.nsf/content/2126B045A8DA90FDCA257F6500018260/$Fi
le/2PHN%20Guidance%20-%20Low%20Intensity%20services.PDF
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This report summarises evidence about:












2

the effectiveness of LI treatments;
high prevalence, low prevalence, alcohol/substance misuse, dual diagnosis conditions;
types of interventions;
modes of delivery;
populations such as children and young people, ATSI and CALD peoples;
the moderators/contextual factors that may affect the success of interventions such as age,
socioeconomic status and location (rural, regional, metropolitan);
the workforce requirements for LI interventions including peer workers and peer groups,
training and skills, supervision and support;
costs and cost effectiveness;
the fit of treatment within a stepped care model;
any evidence gaps; and
the implications of National and State or Territory policies and infrastructure.

Methods

A rapid review was conducted based on the methodology described by Khangura et al. (2012). This
method enables a pragmatic and systematic evidence synthesis appropriate for the short timeframe
(approximately five weeks) and for informing decisions in a health care context2. The detailed search
strategy and method of selection of publications is provided in Appendix B – Detailed Methods.

3

Results

Firstly, we note that a key goal of this literature review was to identify which LI non-pharmacological
interventions for common mental health conditions have a solid evidence base. We note that the
National Institute for Health Care and Excellence (NICE) has clear guidelines on this (NCCMH, 2011a,
NCCMH, 2010) which are outlined in Box 1. We have structured the results to reflect interventions
for conditions of high prevalence, low prevalence and alcohol/substance abuse or dual diagnosis,
ordered by decreasing intensity, that is, from the most to least intensive, from the perspective of time
spent with a clinician and cost. Each decrease in intensity represents opportunities to reduce costs,
decrease demand on the expert psychological workforce (a limited resource) and increase access for
underserved populations.
Another note is that whilst all the LI interventions discussed are evidence-informed (based on effective
treatments such as CBT), the review focusses on the proof that the intervention works. That of efficacy
of implementation, looking at modality and dose/titration, fidelity, workforce requirements, clinical
and functioning outcomes, cost-effectiveness, conditions treated, population, contextual factors and
moderators of impact. Evidence gaps were also identified in the process.

2

The gold-standard, a systematic review, while offering a more comprehensive and accurate representation of
healthcare evidence demands a much more time, around a year, to conduct. A narrative review is another
comprehensive approach utilising structured searching and quality assessment, demanding more time than is
practical for the time-frame of a rapid review. Hence some pragmatic streamlining in regard to search strategies,
quality assessment of studies and handling of analysis to fit the timeframe is needed.
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Box 1 – NICE guidelines for LI mental health interventions

3.1

The evidence for the effectiveness of LI mental health treatments

The search found a large literature on the evaluation of LI mental health services. After selection of
publications, as detailed above, 11 reviews and 31 studies were included in the review (see Figure B1,
Appendix B – Detailed Methods). Among the included literature computerised and web-based
interventions received the most attention. According to the systematic and narrative reviews the
quality of evidence is highly variable, however, there have been a large number of RCTs. Many reviews
and constituent studies conclude that the evidence looks promising but that more research is needed
for verification. However, as interventions are very varied in their mode of delivery and the treatment
approaches they combine, the conditions they address, who delivers them and who the users are, it
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is difficult to make a simple statement about the effectiveness of LI services as a whole. Appendix C
summarises details of the studies included in this rapid review and the evidence of their effectiveness.

3.2

High prevalence (depression and anxiety conditions)

For high prevalence conditions such as anxiety and depression, there is strong evidence for the efficacy
of LI CBT approaches (Cuijpers et al., 2010, Cuijpers et al., 2011, Ernst and Young, 2015, Haug et al.,
2012, Mukuria et al., 2013, Zhou et al., 2016). LI CBT approaches have been trialled using a broad
range of modalities including FTF or phone with a trained facilitator, online, mobile and print/book
modes with and without support (via phone or FTF).
Several interventions employed psycho-educational approaches as either a preventative measure or
as a form of self-help treatment. Occasionally, Interpersonal Psychotherapy (IPT), Behavioural
Activation (BA), or Motivational Interviewing (MI) LI interventions were employed; hence there is less
evidence to support these approaches. Frequently, studies do not explicitly state the treatment
theory underpinning the intervention. From other studies excluded from the review, it appears that
Dialectical Behaviour Therapy (DBT) has been tested in higher intensity situations.
LI brief intervention CBT – FTF, phone
Brief intervention LI-CBT services use trained facilitators to deliver CBT-based therapies over the
phone or FTF; these include aspects of the UK’s Improving Access to Psychological Therapies (IAPT)
and Beyondblue’s NewAccess program in Australia (which mirrors a component of IAPT). Both have
assessment components that are key to stepping up or down therapeutic intensity.
Improving Access to Psychological Therapies
IAPT is the strongest evidence-based service model for LI-CBT services. Notably IAPT constitutes a
broader stepped care approach, inclusive of assessments, from watchful waiting, through guided selfhelp (CBT bibliotherapy or computerised CBT with FTF or over-the-phone support), phone support,
and then higher intensity CBT with or without medication (see Box 2). A non-significant increase in
quality-adjusted life years at the IAPT test site compared to control sites, reaching a primarily female
(73%) and white population (98%) has been reported (Mukuria et al., 2013). Notably an increased
drop-out rate was reported for youth and those with poorer baseline mental health (Mukuria et al.,
2013). The IAPT program introduced a self-referral element in 2009, initial reports suggested that this
improved access, in particular for black and ethnic minority groups (Clark et al., 2009). The intention
of the IAPT program was to improve access to psychological services rather than reduce costs. Indeed,
test sites had higher delivery costs (average costs ₤4.33 per minute higher than similar services), but
the program was considered to be cost effective within the NICE threshold range of acceptable costs
(Parry et al., 2011). IAPT was able to demonstrate great therapeutic outcomes after one year; of the
19,395 patients treated, 40.3% showed reliable recovery and 63.7% showed reliable improvement
(Gyani et al., 2013). Greater rates of recovery were found to be associated with greater adherence to
the IAPT model and greater rates of step-up referrals when necessary. The cost benefits associated
with increased recovery are likely to be gained through savings in physical healthcare, greater
workforce productivity and improved quality of life (Layard and Clark, 2015).
NewAccess
NewAccess delivers six free CBT sessions FTF or by phone, tailored to the consumer’s needs (Ernst and
Young, 2015). NewAccess was designed to be part of a stepped model of care, targeting people with
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low to moderate needs but the “program relies on a regionally integrated stepped system of mental
health care for full utilisation of its potential, and this system is not yet fully functioning in Australia”
(p.14).

Box 2 – Improving Access to Psychological Therapies

The Ernst and Young (2015) independent evaluation of NewAccess lacked any information on study
participants and methodology, thus the quality of evidence must be rated as low. However, the
evaluation found NewAccess to be appropriate and effective for the Australian service delivery
environment (with test sites in the Australian Capital Territory, New South Wales and South Australia),
which is more fragmented than the unitary NHS environment in the UK, and the evaluation
demonstrated that “evidence-based guided self-help for anxiety and depression could be delivered by
trained and supervised community members, who were not necessarily mental health professionals
(p. 7).” The study reports a recovery rate of 64.1-71.9%, with male participants reaching 35-47% across
CRRMH Rapid Literature Review – Low Intensity Mental Health Services – January 2017

18

different test sites. This high level of male participation was attributed to the moderating factors that
the intervention was free of charge and was embedded in both health and social care systems which
captured more potential consumers, with venues that were easy for men to access. Moreover, it was
found to be economically viable with a benefit-cost ratio of 1.5 ($1 cost results in $1.50 of estimated
benefits, as measured from the viewpoint of Australian society as a whole).
Group-based treatment
The evidence on LI group-based approaches was limited and diverse. Promising results in terms of
efficacy and cost-reduction came from trials rather than established services. Group-based treatment
may work better with certain population sub-groups such as youth (schools) and those with co-morbid
chronic disease such as cancer or cardiac problems.
For group-based CBT, a small trial found it to be as equally effective as individual CBT (which costs 1.5
times more per patient), and patients attained similar clinical improvement in depressive symptoms
and reported satisfaction of the treatment (Brown et al., 2011). For older adults with co-morbid
depression and anxiety, a small study found group-based CBT using a manual (print material support
as a memory aid) was effective, with 26.47% meeting the recovery criteria at six-week follow-up (Bains
et al., 2014a). Notably, Bains and co-authors (2014) classified six group CBT sessions with the support
of three clinicians as low intensity. In addition, group CBT combined with MI was found to decrease
depression, increase confidence and improve (positive) health perceptions when treating people with
chronic conditions co-morbid with depression (Turner et al., 2014).
For youth, schools are seen as a convenient and familiar setting for group-based treatments. A study
of adherence to the MoodGYM program found higher adherence in the monitored setting of the
school context (Calear et al., 2013).
Online forums represent a virtual group-based LI intervention, a search of the Beacon website
revealed none with a strong evidence base. The peer moderated Mood Garden (moodgarden.org) had
most supporting evidence but still only one RCT. For more on online forums, see Appendix D.
CBT-based self-help and supported self-help (multiple modalities)
Online, mobile and print-based delivered CBT-based self-help are often evaluated comparing with and
without support and will be discussed together. Firstly, it is clear that CBT-based self-help has a strong
evidence base as noted above. Three meta-analyses (covering 84 studies) concluded that there were
no significant differences between self-help and FTF delivery of CBT-mediated therapies in clinical
outcomes (Cuijpers et al., 2010, Cuijpers et al., 2011, Haug et al., 2012) and in functional outcomes
including quality of life measures (Haug et al., 2012, 56 studies). These studies employed the following
modalities – books/workbooks, computer programs, online and audio materials. Notably, self-guided
CBT for depressive symptoms yielded an effect size of 0.28 post-treatment and 0.23 at 12 months
(Cuijpers et al., 2011). For reduction of anxiety symptoms, a meta-analysis of 56 studies reported a
substantial effect size of 0.78 compared with placebo or waitlisted controls, but no significant
difference compared to FTF treatments (Haug et al., 2012).
Where support was provided it varied from brief personal contact, support via phone, to email and
FTF. Some caution was raised about the “real world” applicability of these carefully controlled trials.
A key moderator observed by Haug et al. (2012), was that given the high drop-out rate in many studies,
the results indicated these low-intensity approaches were somewhat less effective than specialized
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CBT such as Better Access, highlighting the need to fit them within a stepped care model, with regular
assessment and guidelines for stepping up treatment intensity.
Computer and online programs
There is good evidence for reduction of symptoms using online CBT approaches for specific groups
such as women with post-natal depression (Ashford et al., 2016, Milgrom et al., 2016) and
children/youth (Calear and Christensen, 2010, Calear et al., 2013). Also, there was good evidence
(albeit small trials) for brief supported CBT-based treatment of Obsessive Compulsive Disorder (OCD),
panic disorder and agoraphobia (Kobak et al., 2015, Marchand et al., 2007).
A review and meta-analysis by Zhou et al. (2016) reports clear evidence supporting brief online CBT
leading to short-term reduction of depressive symptoms, whilst highlighting a need for further
research around longer-term benefits. Moreover, positive moderators included therapist support,
being female and “lower dysfunctional attitude.” Another review and meta-analysis found positive
moderators for mental health literacy and awareness of online interventions, however mixed results
for stigma, rural residence and privacy concerns (Meurk et al., 2016). In a study of a youth intervention
using MoodGYM in schools, rural residence was positively associated with adherence, along with
higher levels of depression/poorer self-esteem pre-treatment (Calear et al., 2013). Moreover, for
MoodGYM, adherence was improved in monitored settings such as schools (Neil et al., 2009b). A metaanalysis of MoodGYM for depression found a small effect size, confounding moderators, and overall
poor adherence rates, leading the authors to suggest its best use is as a population-level intervention
(Twomey and O'Reilly, 2016). For an overview of MoodGYM, see Figure 1.
Figure 1 – Overview of the MoodGYM program

One of the fundamental characteristics and methodological challenges in the evaluation of treatments
delivered online or through apps is related to participant attrition. Although there is strong evidence
suggesting that MoodGYM reduces symptoms of depression and anxiety among those who complete
the program, other studies have showed that less than 1% of people who access the public site of their
own initiative go on to complete all five modules, while 22.5% completed the program in a trial setting
(Christensen et al., 2004). This is not uncommon among trials of e-health programs, and has been
referred to as the “law of attrition” (Eysenbach, 2005). It has suggested that the best response to this
phenomenon is to identify the factors associated with attrition, and to define the sub-groups of people
who persist with online treatments and for whom it eventually “works.” Gilbody et al. (2015) found in
a large scale trial that computer-based CBT did not greatly improve depressive symptoms over GP care
alone, due to limited uptake and use (attrition), despite phone support.
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Another issue related to online treatments is the necessity of access to an internet connection.
Although approximately 83% of households in Australia have internet access (ABS, 2014), the quality
of internet connections often varies by geographical location. As online treatments continue to
develop and integrate interactive elements such as videos, the quality of the internet connection
required is increasing, which may pose challenges for people residing in rural and remote regions (who
are often a target audience for these programs).
Beacon is a website (beacon.anu.edu.au, see Table 1 and Appendix D) wherein a panel of health
experts categorise, review and rate websites and mobile applications, that takes into account evidence
for the e-health initiatives and provides links and references. Beacon is not currently being updated
and thus it’s possible that some other programs may have increased their evidence base in the past
year. Generally speaking, according to Beacon, there is a lack of evidence to support most of the online
CBT (and other psychological approaches). This is largely due to the fact that technological advances
are occurring more quickly than research trials can be conducted, hence new online resources are
often created and made available before an evidence base is established, with evaluations of these
programs occurring progressively. The only interventions with strong or very strong evidence are This
Way Up – Generalised Anxiety Disorder Course (supported) for adults, MoodGYM
(moodgym.anu.edu.au) for the treatment of depression or anxiety in adults and adolescents and The
BRAVE Program for the treatment of anxiety disorders in children and adolescents (see Figure 2,
brave4you.psy.uq.edu.au).
There is, however, good evidence to support e-couch
(ecouch.anu.edu.au), This Way Up – Depression Course (supported), and a Dutch language program,
Kleur je leven. It should be noted, however, that the amount of evidence available in support of
MoodGYM is largely due to the maturity of the program. Notably the modules of MoodGYM must be
completed in sequence, which may present a barrier to adherence and/or completion. Other
programs may be equally effective and may be better suited to some users but they may have not
been around as long to have built up such an extensive evidence base.
Figure 2 – Overview of The BRAVE Program

The e-clinic approach of MindSpot and This Way Up also has a good evidence base and are active
clinical services (not trials). Mindspot provides telephone and online supported CBT for the treatment
of anxiety and depression (see Table 1). It has achieved large clinical effects (d: 0.7-2.4) and significant
reach, with 82% of participants not currently in contact with mental health services, and both rural
and remote and ATSI populations accessing MindSpot at a level that reflects the national statistics
(Titov et al., 2016). According to the MindSpot website most of their programs are supported by
evidence from RCTs (see Table 1). This Way Up, an established clinic which has a reported completion
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rate of 75%, notes that adherence to course completion is an important determinant of effectiveness
and that adding reminders, choice of course and timing, and financial cost can significantly improve
adherence (Hilvert-Bruce et al., 2012).
Figure 3 – Overview of the MindSpot e-clinic

Mobile apps – Phone/Tablet
A systematic review of eight studies found that whilst firm conclusions could not be drawn, mental
health apps had the potential to be effective in reducing depression, anxiety, stress and possibly
substance use (Donker et al., 2013). With widespread access and usage of devices, treatment
accessibility may be greatly increased via apps. The authors noted that of 3000+ mental health apps
available at the time of review, only eight had an evidence base, and only two were publically
available. They proposed investing in public education, further research and development, and
consideration of industry regulation.
The CBT-based app myCompass (also available as an online or computer program) was found to be an
effective tool for reduction of mild to moderate depression and anxiety (Proudfoot et al., 2013).
Additionally, myCompass was found to improve self-efficacy and this was associated with reductions
in symptoms of depression, anxiety and stress (Clarke et al., 2014). Another study found that the CBTbased MEMO app was an acceptable format for delivering mental wellbeing messages to adolescents
and that young people found these messages helpful (Whittaker et al., 2012).
Figure 4 – Overview of the MyCompass app
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Table 1 – Summary of online resources
Name and URL

Service provided

Evidence
rating

Strengths

Weaknesses

Further information

Online and computer-based programs
MoodGYM
moodgym.anu.edu.au

CBT online self-help treatment for
depression and anxiety in adolescents
and adults (has been used as a
computer-based program in schools).

4* (for
anxiety)
5* (for
depression)

Shown to be effective for
anxiety and depression.
MoodGYM has been used in
schools with teachers
facilitating which appears to
have encouraged adolescents,
particularly in rural areas, to
use the program.
No referral needed.

myCompass
mycompass.org.au/

CBT, IPT, problem solving and positive
psychology self-help treatment for
mild to moderate anxiety, depression
and stress in adults (available as a
mobile app or online program).

2*

Website: Easy for users and
health providers to find
information about the
program.

Website: Home page
not very easy to
navigate in order to find
more information for
the potential user to
judge if MoodGYM is
right for them. There
doesn’t appear to be
any information
specifically for health
providers.

Free.

Claims of effectiveness
based on 1 RCT.

Free.

Referral needed – used
on therapist’s premises.

Available via DVDROM in English.

Therapists have shown
some reluctance to

Currently undergoing
commercial

Available in Chinese,
Dutch, English,
Finnish and
Norwegian
languages.

Available in English.

Comes under the Black Dog
Institute banner – a
recognised player in the
mental health field.
No referral needed.

Self Help for Alcohol/ other
drug use and Depression
resource (SHADE),
newcastleinnovationhealth.
com.au/capabilities/

CBT and MI computer-based program
for comorbid depression and alcohol
or cannabis misuse for people 16 yrs
and over.

3

SHADE has been shown to be
more clinically effective than
FTF treatment long-term.
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Name and URL

Service provided

Evidence
rating

depression-and-drug-usetreatmentshade#.WGxvyn2PZ3u

The BRAVE Program
brave4you.psy.uq.
edu.au/

CBT online prevention and treatment
program for anxiety in children and
teenagers.

5*

Strengths

Weaknesses

Further information

Good acceptability found
among program users.

prescribe the
intervention.

development (see
website).

Website: Easy for users and
health providers to find
information about the
program – with 20-minute
trial and short demos of
programs available.

Teenagers and children
are directed to get the
permission to their
parents to use the
program. This may be a
barrier to use.

Free

Website: Information
mainly presented as
dense text with
relatively small writing
– may be hard to
negotiate when
experiencing a mental
health problem.

Free.

Separate programs
for children (8 to 12
yrs) and teenagers
(12 to 17 yrs).
English language.

Children and teenagers are
directed to different pages
designed to appeal to the age
group.
Program for parents available
to help them support their
children.
No referral needed.
Sites supplying multiple treatment options
e-couch
ecouch.anu.edu.au

Online self-help treatment using CBT,
IPT, relaxation and physical activity.
Programs for depression, social
anxiety, GAD and worry, relationship
breakdown, and loss and grief for
adolescents and adults.

3* (for
depression,
relationship
breakdown
and loss and
grief)
2* (for social
anxiety)

Programs use a variety of
approaches.

English language.

1* (for GAD)
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Name and URL

Service provided

Evidence
rating

Strengths

Weaknesses

Further information

There doesn’t appear to
be any information
specifically for health
providers.
More evidence required
in regard to efficacy in
treating anxiety.
e-headspace

Online and telephone support and
advice for adolescents (12 to 25 yrs)
and source of information.

0

Group chat sessions allow
users to ask questions
anonymously.

Group chat sessions (including records
of past sessions which provide
information on a wide variety of areas
of interest to young people).
Mental Health Online
mentalhealthonline.org.au

Information on mental health
disorders and how to get help.
Online CBT programs aimed at adults
with the option of support for:
GAD online
OCD Stop!
Panic Stop!
PTSD Online
SAD Online

Website: There doesn’t
appear to be any
information specifically
for health providers.

Free (if user calling
from a mobile phone,
which will incur a
charge, e-headspace
offers to return the
call).
English language.

2* (for OCD
Stop!)

Online assessment.

Option of phone, email or
online support.

1* (for all
others)

Website: several ways to get
to the same information.
Health professionals can
access programs free of
charge.

More evidence required
in regard to efficacy of
programs.

Option of email therapist
support.
No referral needed.
Assessment report (e-PASS
summary) can be printed out
to enable users to show it to
their GP.
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Name and URL
MindSpot
mindspot.org.au/

Service provided

Evidence
rating

Strengths

Assessment online or via telephone,
information/education and/or referral
to other services.

5** (for
Wellbeing
and
Wellbeing
Plus)

Online referral service
available to health
professionals but self-referral
also appears permissible.

Online CBT treatment courses:
Wellbeing - for adults, 26 yrs and over
(depression and anxiety)
Wellbeing Plus - for people 60 yrs and
over (depression and anxiety)
Mood Mechanic - for young adults, 18
to 25 yrs (depression and anxiety)
OCD - for adults with mild to moderate
symptoms

Weaknesses

Further information
Free.
CBT, education,
practical exercises,
with weekly contact
with a therapist
(online or via phone),
3-month follow-up.

2** (for OCD
and PTSD)
1** (for
Mood
Mechanic
and
Indigenous
Wellbeing)

English language.

PTSD - for adults with mild to
moderate symptoms
Indigenous Wellbeing - for ATSI adults
(depression and anxiety).
OnTrack
ontrack.org.au

Provides information, advice,
(assessment) quizzes) and programs
mostly for adults:
OnTrack Alcohol
OnTrack Alcohol and Depression

0 (for all)

Self-assessment ‘quizzes’ for
levels of drinking, mood,
relationship health and
potential psychotic
symptoms.

Lack of research
evidence for programs
– OnTrack Alcohol
currently recruiting
research participants.

Free.
English language.

OnTrack Depression
OnTrack Families and Friends (for adult
carers of people with a mental illness)
OnTrack Flood and Storm Recovery
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Name and URL

Service provided

Evidence
rating

Strengths

Weaknesses

Further information

N/A

Some information provided in
video form.

Lots of information on
all kinds of physical,
mental and social issues
– may be
overwhelming.

Free.

Phone apps and selfhelp courses have no
support provided.

$59 per course with 3
months’ online
access; $59.99 for
mobile apps.

OnTrack Get Real (for young people
(14 yrs and over) who may be in the
early stages of psychosis).
ReachOut

Aimed at young people.

au.reachout.com

Provides information and links to
resources.

Page specifically for parents to
help them provide support.

The Toolbox – categorised lists of links
to a variety of mobile apps aimed at
young people.

Pages specifically aimed at
health professionals with
resources for support
workers.

Online forums
ReachOut NextStep to suggest possible
users to possible lines of help

English language.

Mobile Apps:
ReachOut Breathe
ReachOut WorryTime
This Way UP
thiswayup.org.au/

Online CBT, IPT treatment courses:
GAD, OCD, panic disorder,
agoraphobia, social phobia,
depression, comorbid anxiety and
depression.
Mobile Apps: Managing depression,
Overcoming Anxiety and Depression,
Mastering Generalised Anxiety,
Mastering OCD, Panic, Social Phobia,
Obsessive Compulsive Disorder.
Programs for schools.

Supported
courses:

Self-assessment test.

5* (for GAD)

Self-referral to unsupported
courses permissible.

3* (for
depression)

Supported online courses cost
no more than unsupported.

2* (for
comorbid
depression
and anxiety,
panic
disorder)

Course structure outlined for
each.

When self-referring
only unsupported
courses are available. If
the course proves
unsuccessful such
people may not have
anyone following their
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Name and URL

Service provided

Evidence
rating

Strengths

0 (for
agoraphobia,
OCD, social
phobia,
unsupported
programs
and apps)

Weaknesses

Further information

progress and keeping
them in treatment.

English language.

Some information may
be out-of-date.

Does not offer
treatment or
support.

Sites linking to treatment options
Beacon

Provides links to a wide variety of
online programs and mobile apps.

N/A

Has a clear and easy to
understand evidence rating
system to show which
programs and apps have the
most research support.

Is not currently being
updated.
English language.

Mind Health Connect
mindhealthconnect.org.au

Links to wide variety of online
programs and mobile apps to address
mental health problems.

N/A

Provides information.
Mood monitor and guide to link users
to help.
eMHPrac
emhprac.org.au/services/

Links to a wide variety of online
services and provides training.
Focus is for primary health care
workers.

N/A

‘Mood Monitor’ which
suggest links to possible lines
of help depending on
responses (however, response
headings do not seem
particularly relevant to
questions)

Difficult to navigate
with overly busy pages
which may be
overwhelming to users
with mental health
problems.

Resource guide for health
professionals. Other parts of
eMHPrac website provide
education and training in emental health.

Does not offer
treatment or
support.
English language.

Does not offer
treatment.
English language.

*According to ratings of beacon.com.au, **According to the number of RCTs reported to have been conducted and to have shown good efficacy by the MindSpot website
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Print
A small study for youth with OCD found that therapist guided CBT workbooks were an effective brief
LI intervention, which achieved significant reduction in symptoms, similar to a longer group treatment
(Bolton et al., 2011). A small trial found support for brief intervention therapist-guided CBT workbooks
for panic disorder and agoraphobia (Marchand 2007), with similar results as for 14 standard FTF CBT
sessions.
CBT-based books or bibliotherapy has a strong but older evidence base and thus lies beyond the scope
of this rapid review, however longstanding books on prescription schemes have been running in the
UK (Farrand and Woodford, 2010)– the largest is the Reading Well program (reading-well.org.uk) run
by the Reading Agency. A pilot scheme with a CBT-based book list for Australian audiences is running
in western NSW in conjunction with public libraries and the CRRMH (booksonprescription.com.au).
Passive psycho-educational information (online, print)
In a meta-analysis, brief passive psycho-educational interventions were found to reduce symptoms of
depression significantly, though no significant differences were observed for distress and a shortage
of anxiety disorders precluded judgement (Donker et al., 2009). Moreover, the effect size for
reduction of symptoms across depression and distress was 0.2. Whilst this is a small beneficial effect,
the intervention can be delivered by non-professionals and may easily form part of existing primary
care and general practices, as an initial step in the stepped care model and a tool for patient
engagement in the care of their own mental health. Nevertheless, Beacon finds that only one online
program, BluePages (Australia, bluepages.anu.edu.au), has good supporting evidence and none have
strong or very strong evidence (See Appendix D).
Provision of psycho-education to cancer sufferers was found to help reduce distress and increase selfmanagement, however the authors noted that participants with lower education levels may need
more support (Chambers et al., 2014).
Indeed, psycho-educational material and mental health promotion activities related to its use may be
key LI engagement tools for health and support professionals, for whom clinical work is outside their
scope of practice. For ATSI health and support workers, their preference for using e-mental health
tools was in the health educational space over therapy-based approaches since they felt this type of
work was beyond their scope of practice, confidence and comfort zone (Bennett-Levy et al., 2017).
Also these workers noted that video (e.g. YouTube) was a particularly favoured medium to engage
them in learning opportunities. Bennett-Levy et al (2017) highlighted a need for more research and
development of health promotional e-mental health resources, for health professionals whose roles
are non-clinical or not in mental health.

3.3

Low prevalence conditions

A Cochrane review of brief versus standard CBT for schizophrenia found no studies that compared
brief CBT to standard CBT for people with schizophrenia and the literature on brief CBT for psychosis
was "practically non-existent" (Naeem et al., 2015b). Further, the Beacon website lists only one online
intervention (and no mobile apps) for psychosis: OnTrack Get Real. OnTrack Get Real is a CBT-based
intervention for adolescents and young adults who are experiencing early psychosis or feeling they
are losing touch with reality but Beacon finds no supporting evidence. The UK NICE guidelines suggest
a more intensive 16 sessions of CBT (NCCMH, 2014), also some studies question the benefit of CBT
over other therapies such as supportive therapy (Buckley et al., 2015, Jones et al., 2012), thus
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recommendation of LI services for low prevalence conditions lacks an evidence base at the present
time.
DBT – supported
DBT Coach is a smart-phone app, utilising dialectical behavioural therapy (DBT) as a support for FTF
therapy to address substance use in people with border-line personality disorder (Donker et al., 2009).
It is questionable whether the FTF plus the DBT Coach app could be classified as low intensity (the FTF
element was not included as part of the review), however it may be viewed as a low intensity
supplemental treatment for people with more complex clinical and therapeutic needs.

3.4

Alcohol/substance misuse and/or dual diagnosis

LI interventions for people with a substance use problem and a mental health issue, that include
support and have established referral processes may have a place within a stepped-care model. LI
interventions may provide an alternative entry into services for people resistant to finding help
through more traditional channels. However, due to the complex nature of the dual diagnosis more
intensive services are likely to be needed.
LI brief intervention CBT – FTF, phone
A brief intervention combining CBT with MI was trialled in Australia, with the observation that both
brief and longer term treatment produced reduction in depressive symptoms and alcohol
consumption, with longer term treatment producing better but not statistically significant outcomes
(Baker et al., 2014). The authors concluded that the best initial approach should be an integrated
(depression and alcohol) focus, followed by integrated or alcohol-only focused sessions. They
considered brief intervention a useful, though often not sufficient, first-step to help people
contextualise alcohol misuse and depressive symptomology.
A brief intervention combining CBT with motivational enhancement therapy (MET) was found to
produce positive benefits (self-reported reduced risky drinking) for student participants and their
peers (Conrod et al., 2013), and the authors noted that the intervention was delivered by specially
trained teachers. A similarly conceived trial to reduce substance misuse found reduced conduct
problems, depressive (significant) and anxiety (non-significant) symptoms over two years’ follow-up
(O'Leary-Barrett et al., 2013).
A study comparing a women’s only group compared to mixed gender had equal success in reducing
substance misuse, however women valued the single gender environment and the discussion of
women’s issues (Greenfield et al., 2014).
Computer-based and online
For addressing alcohol misuse, computer-based interventions have the potential to provide
interventions at a population level, with initial findings supporting their effectiveness in reducing
problematic alcohol use in tertiary students and young people. The treatments assessed in a review
of 16 studies included interactive website, assessment and feedback, video clips, and information
(including printed), and were found to be as effective as brief in-person interventions, with the added
advantage of potential greater population reach (Tait and Christensen, 2010).
A study into co-morbid depression and alcohol misuse revealed that an integrated CBT and MI
program (SHADE, http://newcastleinnovationhealth.com.au/capabilities/depression-and-drug-useCRRMH Rapid Literature Review – Low Intensity Mental Health Services – January 2017
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treatment-shade#.WGxvyn2PZ3u) was more effective when delivered as a computer program versus
by a therapist, with particular benefits for reduction of alcohol use (Kay-Lambkin et al., 2011). This
was equally acceptable to rural and urban participants (Kay-Lambkin et al., 2012), and sustained
results to 12 months (Kay-Lambkin et al., 2009). However, clinician uptake was less than consumer
receptivity (Kay-Lambkin et al., 2014).
A study of Reduce Your Use, a CBT-based program to reduce cannabis use, found a reduction in use
(non-significant), but acknowledged an average completion rate of just over half of the six modules of
the online educational intervention (Rooke et al., 2013). Beacon found that more conclusive studies
are needed to support the use of this intervention (see Appendix D).
The Beacon website lists 23 online interventions aimed at reducing alcohol consumption, cannabis use
or substance misuse more generally. Beacon finds that there is good evidence for only two
interventions for alcohol: Check Your Drinking (education based, www.checkyourdrinking.net) and
Unit Check which provides personalised feedback (www.unitcheck.co.uk). The interventions listed are
aimed at various age groups and variously use education, CBT, MI, personalised feedback, peer
support and gaming approaches. One, however, is an online counselling service (with no evidence)
that may be an intervention for remote delivery rather than being low intensity. In addition, Beacon
lists one mobile App and ReachOut lists a further two as available to assist with reducing alcohol
consumption. The ReachOut listed apps receive good ratings from users and health professionals,
however, no research evidence has been found to support the use of any of the apps (see Appendix D
for details).
Apps phone/tablet
A small trial found that an app which promoted self-monitoring techniques (including mood, stress,
alcohol and cannabis use) led to increased emotional self-awareness and decreased mild depressive
symptoms in youth, with authors suggesting it is a good first step in the stepped care model over
watchful waiting and would enable users to share this data with general practitioners (Kauer et al.,
2012).

3.5

Which consumers or population groups?

Groups most often targeted by low-intensity interventions are adults and children.
Gender
Women tend to be greater users than men of these services. While the NewAccess program had a
relatively high reported male participation rate (35% to 47%), this was attributed to the moderating
factor that the intervention was embedded in both health and social care systems which captured
more potential consumers with venues easy for men to access (Ernst and Young, 2015).
Children and youth
Beacon indicates there is strong evidence for the online CBT-based BRAVE program for the reduction
of anxiety symptoms (Calear and Christensen, 2010), however all trials involved at least some clinician
support and this program is now available as a self-help only site, with no published evidence to
support self-help alone efficacy (to date, results may be published in due course). A small trial of a
parent-delivered CBT and clinician-supported program (book-based) was found to be effective for
treatment of anxiety (Thirlwall et al., 2013).
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ATSI
There is generally a lack of literature relevant to ATSI peoples. MindSpot offer an online Indigenous
Wellbeing course (https://mindspot.org.au/indigenous-wellbeing-course) for ATSI adults which they
report was well accepted by users and resulted in a 40 to 50% reduction in anxiety and depression
symptoms on average. An RCT does not appear to have been done. A study of website traffic also
found that the proportions of Indigenous users in rural and remote areas reflected proportions of
indigenous people in the Australian community (Titov et al., 2016).
The Stay Strong App (Dingwall et al., 2015) is a culturally adapted e-mental health application based
on the Stay Strong motivational care planning (MCP) tool developed by the Aboriginal and Islander
Mental Health Initiative (AIMhi). Based on CBT principles, this LI treatment combines motivational
interviewing with problem solving, differing from other approaches by using a holistic, strengthsbased approach with pictorial tools. The tool involves four steps, discussion about family, exploration
of strengths and stressors followed by goal setting. The brief intervention is designed to be delivered
opportunistically in primary care settings by non-mental health professionals. An RCT showed that
MCP resulted in significant improvements in wellbeing, decreased substance misuse and better selfmanagement in Indigenous consumers with chronic mental illness, with benefits sustained over 18
months (Nagel et al., 2009). The Stay Strong app uses plain English with audio support and excellent
use of pictorial tools to increase accessibility of the tool.
Figure 5 – Overview of the Stay Strong app

Training for use of the Stay Strong App is provided free of charge by eMHPrac. Dingwall et al. (2015)
highlighted the value of the training in increasing the perceived knowledge of eMH and confidence of
use in service providers in the Northern Territory. Follow-up support is also provided by eMHPrac and
is considered highly important for translating knowledge into practice.
CALD
There is a lack of evidence in the literature with respect to CALD peoples. The literature search yielded
a small UK study found that a culturally adapted Positive Health Programme for post-natal depression
was an acceptable intervention to British South Asian women (Masood et al., 2015).
Leibowitz (2010) provides an overview of the issues which still hold true to date. Barriers to access
pose the biggest issue to a population which is diverse. It is recommended that a social marketing
approach (see www.thensmc.com) be taken to reach these groups, that is a structured approach that
seeks to understand this population well and effect perception and behaviour change, with the aim of
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improving health and decreasing inequality. Effort needs to be directed at reducing barriers to access
and increasing incentives.
Some common barriers to access highlighted were:
• Poor prior experience of health services, culturally inadequate with poor care leading to a loss
of confidence in mental health services.
• Lack of knowledge of services and how to access them, compounded by language and literacy
barriers.
• Stigma associated with help seeking.
• Different cultural concepts and attitudes to mental health.
• Different preferences for treatment context – GP, community or other trusted place.
• Peer influence is high, with much value given to word of mouth.
Leibowitz et al. also note some possible solutions:
• Choice of venue for treatment (GP, library, community or employment settings)
• Referral, including self-referral. Notably the introduction of a self-referral component to IAPT
led to increased participation by men, black and other ethnic minority groups (Clark et al., 2009).
• Use of targeted services, including people who speak the language of target groups (health
professionals or interpreters).
• Training of health professionals (including non-mental health professionals) in cultural
competence and mental health (such as Mental Health First Aid).
• Use of targeted materials, with attention paid to literacy levels per se – plain English versions
and availability of other languages and audio versions.
• Marketing of services to increase awareness of services and decrease stigma within
communities, in particular use of local media (radio, TV, print) and online.
• Mental health promotion work to provision of psychological interventions as 1st step in stepped
care model.
• Peer supporters, offer training to enable this group to signpost others to local services.
Further, LI services may be advantageous to attracting participation from CALD peoples since it may
be more acceptable and provide a soft entry approach into mental health services with stepping up in
intensity from there as appropriate (provided the assessment and stepping up frameworks are in
place).
LGBTIQ
The initial literature review did not yield any reference to LGBTIQ peoples. We do note two online
resources – Out & online (outandonline.org.au/) and Q-life (qlife.org.au/) which provides early
intervention peer support online and via the phone.
Co-morbid chronic disease
In the UK, in particular a number of interventions appear to be aimed at people with physical health
problems. For patients with chronic heart conditions, co-morbid with depression, group CBT and MI
was found to decrease depression, increase confidence and improve health perceptions (Turner et al.,
2014).
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3.6

Contextual/Moderating Factors

Where possible, moderating or contextual factors that affected results, have been drawn from the
studies.
Age
Age of participant was generally found not to affect clinical outcomes of digital interventions (KayLambkin et al., 2011, Kay-Lambkin et al., 2012, Haug et al., 2012), acceptability (Kay-Lambkin et al.,
2011, Kay-Lambkin et al., 2012) or adherence (Proudfoot et al., 2013). Although Kay-Lambkin et al.
(2012) found older people were more likely to complete more modules of the SHADE program for
comorbid depression and substance misuse.
Gender
Whilst female participation in trials was high, gender did not appear to be a moderating factor in most
cases (Kay-Lambkin et al., 2011, Kay-Lambkin et al., 2012, Proudfoot et al., 2013). However, in schools,
being female was associated with greater adherence to the MoodGYM program (Neil et al., 2009b).
Similarly in a meta-analysis, Zhou et al. (2016) found females with sub-threshold depression
responded better to online CBT.
Socioeconomic status
Adherence to the myCompass program was not associated with education levels (Haug et al., 2012,
Proudfoot et al., 2013) nor employment (Proudfoot et al., 2013). On the other hand, Chambers et al.
(2014) found cancer sufferers with a low level of education responded better to a psychologist
delivered brief intervention compared to self-help with minimal support provided by a nurse.
Rural and Remote
There was little evidence about the application of interventions in rural and remote settings and
indeed whether the effectiveness of interventions was affected by being in an urban or rural
environment. Moreover, in a review of online interventions for anxiety and depression Meurk et al.
(2016) found living in a rural area variously acted as a facilitator, a barrier or was non-significant in
regard to using online services. However, Meurk et al. (2016) reported only four out of the 29 studies
they included provided any information on rurality of location and only three compared locations.
Similarly, of the studies included in the current review only five of 31 studies commented on the effect
of living in a rural setting. Neil et al. (2009b) and in a separate study Calear et al. (2013) found a greater
adherence by adolescents living in rural areas to MoodGYM than their urban counterparts, while
others found rurality was not associated with non-adherence to online CBT (Newby et al., 2013),
response to computerised or therapist delivered CBT (Kay-Lambkin et al., 2011) or acceptability of
computerised treatment (Kay-Lambkin et al., 2012).
Access
Despite the evidence that computer-based, online and mobile therapies may provide an effective and
acceptable way of delivering treatment to people in rural and remote areas, access may still be
difficult. It is well known that internet service and mobile phone coverage are often very poor, with
frequent drop-out of service and very slow download and upload speeds. Donker et al. (2013)
considered that the problems of battery failure, poor connectivity and app freezing were common and
reduced the usefulness of mobile apps. Computer program interventions may provide a more practical
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option where internet and phone coverage is insufficient. It may be a more viable option to make
programs available off-line, such as post-download, or at the premises of a local service provider or to
supply the program (e.g. on a memory stick) for upload and use at home.
For some groups, notably ATSI people, access to computers and computer literacy may be low.
Nevertheless, the use of mobile phones has been found to be widespread among the Indigenous
community (Zander et al., 2016). Moreover, young Indigenous Australians in particular have
demonstrated enthusiasm for social media and digital technology (Rice et al., 2016). Therefore, mobile
apps may be an appropriate delivery method for this group.
The ability to self-refer is likely to be an important success factor. For example, self-referral was
identified as the crucial element in the engagement of black and ethnic minority people in the UK’s
IAPT program (Clark et al., 2009). A more proactive role in engaging people in need of services is likely
to be more successful. White (2010) refers to this as ‘more greeting, less bouncing’; in which people
are encouraged to use services and made to feel there are services available for them rather than a
more passive approach of referral and passing on of people to other services.
In order to be able to self-refer people need to be able to know that the services exist hence services
need to be promoted. Of course health care professionals, particularly GPs, also need to be aware of
LI options. In the UK, the IAPT branding was developed and promoted widely via advertisements on
buses and TV, websites, pens in GPs surgeries, shopping bags and sports event promotions (BennettLevy and Battersby, 2010).
Mental health literacy
Mental health literacy was positively associated with use of online interventions but also stigma which
encouraged people to seek online rather than FTF help (Meurk et al., 2016). Nevertheless, Proudfoot
et al. (2013) found that users of the myCompass program with the lowest baseline mental health selfefficacy showed greatest improvement in mental health self-efficacy.
Pre-existing disorder
More severe levels of depression were associated with better responses to online treatments (Zhou
et al., 2016) and completion of more MoodGYM modules by adolescents outside of schools (Neil et
al., 2009b). Alternatively, Neil et al. (2009b) also found that a history of depression and the level of
dysfunctional thinking pre-intervention did not affect adherence whether MoodGYM was undertaken
in schools or in the community. The same authors found lower anxiety levels were associated with
adherence but this only applied in schools. Proudfoot et al. (2013) found adherence to myCompass
program was not associated with clinical history symptoms at baseline, whereas Haug et al. (2012)
found no association between type of disorder and outcomes.
Level of therapist support
There is mixed evidence in regard to the level of support provided for those engaged in self-help
interventions. Meta-analysis results indicated therapist supported self-help was more efficacious
(Zhou et al., 2016). On the other hand, another meta-analysis found guided self-help better than nonguided but non-significantly with no relationship between treatment length, number of sessions, the
amount and type of therapist contact (Haug et al., 2012). For the well-established and effective IAPT
service, therapist support is embedded within its model of care.
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3.7

Workforce training and supervision

Therapists/LI practitioners
Therapists need to be properly trained to deliver programs effectively (Layard and Clark, 2015). In
research specifically designed to look at the effect of therapist competence on outcomes of CBT 48%
of the variation in results were found to be attributable to the competence of the therapist (Ginzburg
et al., 2012). In a systematic review, Montgomery et al. (2010) found no studies that compared the
outcomes of CBT when delivered by professional CBT therapists and when delivered by a
paraprofessional meaning that it is unclear as to what skills are needed to deliver LI-CBT
appropriately.
Many studies included in this review do not include any detail about the expected qualifications,
training or supervision of therapists who deliver programs or provide guidance and support. Nonhealth mental health professionals or partly trained psychologists have been used to provide self-help
support (Bilich et al., 2008, Kobak et al., 2015, Milgrom et al., 2016, Thirlwall et al., 2013), deliver group
sessions (Anderson and Rees, 2007a, Miller et al., 2011), brief interventions (Chambers et al., 2014,
Conrod et al., 2013, Marchand et al., 2007, O'Leary-Barrett et al., 2013), and NewAccess (Ernst and
Young, 2015). For example, school teachers, counsellors or other associated staff were considered
able to deliver group and brief group sessions (Conrod et al., 2013, Miller et al., 2011, O'Leary-Barrett
et al., 2013) or facilitate the use of MoodGYM (Neil et al., 2009b) to students in schools. Postgraduate
clinical psychology students were employed to deliver a group intervention for OCD (Anderson and
Rees, 2007a) and Lifeline staff supplied minimal contact when a self-help manual was being used to
treat depression (Bilich et al., 2008). The level of training and supervision, if any, these people received
appeared to vary considerably and was not always apparent. Conrod et al. (2013) and O'Leary-Barrett
et al. (2013) describe a two- to three-day training workshop and regular supervision for school
teachers whereas in the study by Miller et al. (2011) also using school teachers, they were trained but
do not appear to have received any supervision. Similarly, the postgraduate students in the Anderson
and Rees (2007a) study appeared to be trained but not supervised. The Lifeline staff in the Bilich et
al. (2008) study appeared to receive no program-specific training or supervision, though were skilled
and well trained per se. None of the studies described the required skills in any detail. A separate
literature search and direct contact with authors would be required to find information pertinent to
the required skills.
Two studies considered the qualifications and prior experience of the therapists. Thirlwall et al.
(2013), investigated an intervention in which parents were fully guided to deliver CBT to their children
using a self-help book. It was found in this case that prior experience did not significantly affect
outcomes. It must be noted that all the therapists regardless of qualifications and experience had
undertaken a specific training course and received the same level of regular supervision. On the other
hand Kobak et al. (2015), investigated the effectiveness of BT Steps when people received support
from a qualified CBT therapist compared to a lay-person or no support. No training was described for
the lay-people involved but they were supervised by the CBT therapist who could be consulted “as
needed”. The study found no significant difference in clinical outcomes amongst all the groups.
Importantly, however, the support provided did not involve counselling.
It should be noted that IAPT requires 45 days of training of paraprofessionals (one day per week over
one year) and also noted that other programs had shorter training times and requirements (Richards,
2010). Moreover, with IAPT as an established service that delivers LI-CBT within a stepped care model,
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its training and supervision models are proven in practice. IAPT LI practitioners are also supported
with on-the-job training putting knowledge into practice under the supervision of trained
professionals (Clark, 2011). The four key sections of the IAPT LI curriculum are:
1.
2.
3.
4.

Engagement and assessment
Evidence-based LI treatments
Values, policy, culture and diversity
Working within employment, social and healthcare contexts.

IAPT LI practitioners have ongoing support with at least two-three hours of supervision per week (case
management, group supervision, individual supervision).
NewAccess has developed a training curriculum based upon the IAPT model. Ernst and Young (2015)
recommended that the existing infrastructure for training and supervision of NewAccess be
maintained and expanded in any future roll out. They also noted that a mental health qualification
need not be essential, rather that candidates be selected on a mixture of personal characteristics, life
experience and education.
In the e-mental health clinic space training and supervision is also paramount, for example Mindspot
employs qualified psychologists with a mental health background, training them intensively for four
weeks, followed by two to three hours per week supervision over the next two to three months, and
at least one hour per week thereafter (Titov, pers.comm). This underscores that LI practitioners will
need to have safe, effective training in mental health, cultural competence, modes of referral
(stepping up), and the LI interventions they will deliver.
Other primary care health professionals
Therapists/LI practitioners are not the only workforce to consider in the delivery of LI interventions,
particularly when considering the crucial role in the provision of psycho-educational material, mental
health promotion and awareness-raising of treatment options and intensities. The provision of good
psycho-educational material in a variety of engaging formats will lead to increased mental health
literacy, assist in the promotion of behaviours that promote good mental health, and highlight options
for treatment should they be required. Reynolds et al. (2015) have developed a conceptual framework
to highlight the use of e-mental health resources in primary health care, with five clinical practice
models, of which several are clear LI interventions, including promotion and coaching.
Other primary health care professionals present an opportunity to provide mental health promotion
and signpost pathways to care including LI interventions, to do this effectively they need to be aware
of resources and LI treatments available. The Commonwealth supported initiative e-mental health in
practice (eMHPrac, www.emhprac.org.au, see Box 3) provides such training and information. In a
study into the barriers and enablers to uptake of e-mental health resources and tools by ATSI health
workers, Bennett-Levy et al. (2017) found that non-clinical workers favoured the use of psychoeducational material for the promotion of good mental health and wellbeing, and acknowledged that
therapeutic tools was outside their scope of practice. This represents an important LI activity that may
improve mental health literacy, awareness of and access to services. Thus training and marketing of
resources to primary health care professionals is very important, as is providing guidelines on critically
appraising resources. Currently eMHPrac provides a resources guide3 for GPs to use which highlights

3

http://www.emhprac.org.au/site/assets/files/1120/emh_programs_services_booklet_updated.pdf
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key e-mental health resources and tips on how to appraise them for suitability in practice and to
individual consumers.
The training of other primary care health professionals should also consider how LI interventions fit
within the stepped care framework, with assessment and referral pathways included, in particular
mechanisms for stepping up in intensity when treatment is not working for an individual.

3.8

Outcome and Evaluation Measures

Tools used to measure outcomes were quite diverse in the literature. It should be noted that there
are consistent tools for assessing consumer progress in the IAPT and NewAccess schemes, that comply
with the NICE Guidelines. They both employ routine monitoring of outcomes. NewAccess uses the
Generalised Anxiety Disorder (7-item scale, GAD7) and the Kessler-10 (K10) Australian-developed test
of psychological distress (10-item scale focussed on the signs and symptoms of depression and/or
anxiety). IAPT employs the Patient Health Questionnaire-9 (PHQ-9) for depression and GAD7 for
anxiety, as does MindSpot. Outcomes measures are fundamental to LI services, allowing monitoring
of patient outcomes and evaluation of services with respect to this. In the UK there is a central system
to monitor outcomes, so that they can be compared across practitioners and across services. The
NewAccess has a high level of measurability with clear metrics and reporting systems to assess
progress and effectiveness, with demonstrator sites similarly compared.
Box 3 – e-Mental Health in Practice (eMHPrac)
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IAPT demonstrated strong therapeutic outcomes after one year, however, Gyani and colleagues
(2013) found variability in outcomes by services. Moreover, Green et al. (2014) found outcome
variability by practitioner, and found that compliance with NICE treatment guidelines was associated
with improved outcomes. IAPT was able to respond and remediate because they were monitoring this
information; this has led to increased program fidelity and improvements in patient outcomes.

3.9

Costing and cost effectiveness

Other than for IAPT and NewAccess (as outlined above) very little information was found on the cost
of implementing interventions or cost-effectiveness. In a systematic review, Meurk et al. (2016) note
that slightly higher healthcare costs have been associated with online CBT but the authors do not state
what treatment the intervention was being compared with. Of studies included in the current review,
Brown et al. (2011) found the overall costs of group interventions to be similar to that for individual
treatment. A systematic review considered the cost-effectiveness of computerised CBT using studies
published 1966 to 2004 (hence was not included in this review). This systematic review found that
while there was some evidence the programs included (Beating the Blues, Overcoming Depression: a
five areas approach, FearFighter, Cope, BT Steps) were cost-effective there was a great deal of
uncertainty of the reliability of the results in a real world setting (Kaltenthaler et al., 2006).
Nevertheless, Beating the Blues was found to achieve the lowest cost per Quality Adjusted Life Year
(QALY) of all the interventions considered. The age of this data means that the applicability to present
day is questionable. Another systematic review of online CBT which included more recent studies but
of conditions that fell outside the inclusion criteria (e.g. eating disorders, female sexual dysfunction
and irritable bowel syndrome), found little evidence on cost-effectiveness but that online CBT has
“more than 50% probability of being cost-effective compared with no treatment or conventional CBT
when willingness to pay for an additional improvement is zero” (Hedman et al., 2012, p. 745).

3.10 Evidence gaps
For e-mental health services, much of the research focus has been on efficacy of programs, with less
evidence on how to facilitate the safe, effective and sustainable translation into practice. A review
found that of 1081 studies in this area, the research did not focus explicitly on policy development
and implementation planning, rather most was from the e-service point of view (Meurk et al., 2016).
Meurk and colleagues (2016) highlighted the evidence gaps and the need for research on community
and policy maker perspectives on e-mental health services; greater demographic data and diverse
population reach; and the treatment preferences (including modalities) of varying populations.
Within the literature there is very little discussion about how specific LI interventions fit into the
stepped care model and, more concerning, what referral systems are in place should the intervention
fail to be effective. Among the included literature, it seems that most people not helped by an
intervention were not assisted to find further help. Just four studies mentioned either referral or
additional help when the intervention was not successful (Baker et al., 2014, Bolton et al., 2011, Ernst
and Young, 2015, Milgrom et al., 2016). Milgrom et al. (2016) provided most detail. When delivering
the online MumMoodBooster program to women with postnatal depression they talked about
monitoring throughout the study for the need for a crisis intervention and then followed up
participants post-intervention. It is not clear whether this level of care would be provided outside of
a study context. It may be, however, that a different search strategy that specifically looked for

CRRMH Rapid Literature Review – Low Intensity Mental Health Services – January 2017

39

publications concerning stepped care and referral pathways may have produced more information in
this area.
How effective many of the interventions would routinely be is questionable; as Haug et al. (2012)
argued for the MumMoodBooster program. We noted in the methods section (see Appendix B) that
it was difficult to discern whether studies were investigating effectiveness in a real world setting or
proof of concept. It may be that the ‘idealised’ practises used for studies are not necessarily routinely
implemented. For example, Coote and MacLeod (2012) found that the level of effectiveness achieved
with their self-help manual was lower than that achieved in a previous study. The authors believed
this was due to fewer therapist phone contacts. Even in the case of NewAccess (Ernst and Young, 2015)
it is not known what effect a broader role of the service may have on implementation practices and
what effect these changes, may in turn, have on outcomes. Furthermore, the practicalities of
scalability and operationalisation of interventions are not discussed within the evidence of
intervention effectiveness literature. What information may be attainable in this area is likely to fall
outside the scope of a literature review.
Table 2 summarises the evidence from the literature review, with an evidence rating, strengths and
weaknesses to the treatment approaches, full details of the literature reviewed can be found in
Appendix C. The evidence rating for modalities cited should be used with caution as they combine
evidence for different populations, specific disorders and versions of the type of therapy. The table
indicates only what evidence has been found for the modality in general not that all versions of the
therapy have evidence for their effectiveness.

3.11 Limitations
This rapid review has been prepared in a very short period of time, with pragmatic steps taken to cover
the breadth of a large body of evidence, with more than two and half thousand articles identified in
the initial search, then filtered for suitability. Thus some articles and reviews may have been missed.
Despite the large body of evidence, gaps in evidence emerged throughout the course of the review
and the authors have sought to fill these where possible and acknowledge the limitations otherwise.
The field of LI interventions is a dynamic field, with much knowledge growth and change that the
literature has yet to catch up with. Stakeholder interviews with key leaders in this field may yield
further insight and practical advice for the commissioning of LI services.
In order to cover some of the scope of this review, there is analysis and discussion from proof of
concept studies as well as established services. Early studies and clinical trials are based on idealised
cohorts and conditions; thus caution must be exercised when considering how these findings translate
in real world services.
Should LI interventions reach beyond provision of psycho-educational resources, LI services start to
become the domain of a mental health service, with appropriate training, supervision, governance
and support mechanisms. The workforce and training needs are extremely important and whilst
touched on in this review, represent another field of investigation and thus beyond the scope of this
rapid review.
As highlighted above, there is also a lack of: specific evidence for ATSI and CALD populations;
information on the skills required for delivering interventions and the cost-effectiveness of
interventions.
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Table 2 – Summary of evidence included in current review
Type of
intervention

Conditions
treated

Population groups
treated

Brief CBT

Anxiety disorders

Adults, children
and adolescents,
cancer patients
and caregivers,

2

Substance
misuse*

adults, adolescents

4

Anxiety disorders

Adults, children

3

Mood disorders

Adults, cardiac
patients

2

Mixed anxiety and
depression

Older adults (65+
yrs)

1

Substance misuse

women

2

Anxiety and mood
disorders

Not specified

1

Group CBT

Individual
delivered by
non-mental
health
professional

Evidence
rating*

Weaknesses

Key messages and other comments

May be delivered by nonmental health professional

Response to treatment
may not be as good as
longer treatment in
the short-term

Significant improvement in clinical
symptoms and functioning in longer term,
comparable to longer treatment obtained
in some studies.
The use of printed materials may enhance
treatment.

May be delivered by nonmental health
professional.
Found to have good
acceptability even with
people who said they
would prefer individual
therapy at start.
Intervention embedded in
both health and social care
systems which captured
more potential clients.

More effective for
anxiety than
depression when
treating mixed
conditions.

Significant improvement in clinical
symptoms and non-significant
improvement in functioning, comparable
to individual treatment obtained in some
studies.
Women appreciated single gender group.

Program relies on a
stepped care system
which is aspirational.

Was able to attract relatively more male
clients.

Problems with batterylife, connectivity and

Although overall evidence is good, the
evidence does not apply to individual
apps.

May self-refer

(NewAccess)

Mobile Apps

Strengths

Delivered by non-mental
health professional.
Anxiety disorders

adults

5

Mood disorders

Adults,
adolescents,

5

Appear to have good
acceptability, particularly
to adolescents.
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Type of
intervention

Conditions
treated

Population groups
treated

Evidence
rating*

Strengths

Weaknesses

Key messages and other comments

Can be accessed without
referral.

apps freezing may
affect success.

Significant improvement in clinical
symptoms obtained in some studies.
Less evidence that apps are effective in
improving functioning.

Online and
computerised
self-help
programs

Anxiety disorders

Adults, children
and adolescents

5

Mood disorders

Adults, children
and adolescents

5

Adults,
adolescents

5

Substance
misuse**

High levels of user
acceptability have been
demonstrated.
Can be accessed without
referral.

High severity of
symptoms may be a
barrier to adherence
(although evidence is
inconsistent.
Clinicians may be
reluctant to refer
clients to computerbased treatments.

Significant improvement in clinical
symptoms and functioning obtained in
some studies.
Although overall evidence is good, the
evidence does not necessarily apply to
individual programs. Most evidence for
MoodGYM (anxiety and mood disorders),
The Brave Program (anxiety disorders),
and SHADE (substance misuse).

Poor internet
connections may be a
barrier to accessing
online programs.
Print based

Anxiety disorders

Parents of children
with an anxiety
disorder

2

May be a viable alternative
to internet-based
interventions.

Mood disorders

adults

3

May also provide a
supplementary treatment
to enhance other
modalities.

May not be as
effective as a brief
intervention for people
with a low level of
education

Some evidence suggests supported selfhelp is more efficacious.

*See Appendix D for explanation of evidence rating system (5 indicates most evidence) – also see comment at end of section 3.10 about use of this table
**Including comorbid alcohol misuse and depression
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4

Discussion

This rapid review is based on published research about LI mental health interventions and is, of
necessity, dependent on the availability and quality of published research. Hence, it is a review of the
state and findings of research on LI interventions. It cannot assess interventions which have not been
evaluated or where the only evidence comes from poor quality studies. Such interventions must be
classified as unproven, not ineffective.
The context in which interventions have been undertaken and the health system and service
arrangements may also limit their applicability in the Australian community. Some studies undertaken
by world class research teams with highly selected clients may not translate easily into settings where
clinicians are pressed for time and expected to respond to a wide range of demands from patients
with complex needs and co-morbid conditions. For these reasons we have made it clear when research
is conducted by normal practitioners with normal populations. Programs such as IAPT conducted in a
National Health System may not translate easily to the Australian context of fragmented policy and
provider systems. Importantly, IAPT was not undertaken as a low-cost option but as a vehicle for
increasing access to psychological services. Improving access to psychological services are considered
to lead to indirect physical healthcare costs savings, improved quality of life and workforce
productivity.
Key evidence gaps are described above but include the lack of research on LI interventions in minority
populations (including ATSI and CALD), the role of LI interventions within community or stepped care
mental health systems, the absence of solid research on all but a minority of online interventions and
apps, and the lack of research on the use of these programs in rural and remote communities. If such
programs are to be used more widely, health and social care professionals will need to be confident
and willing to “prescribe” LI interventions and to advise consumers about their availability and value.
One further evidence gap concerns the use of LI CBT based treatments for consumers with
schizophrenia either as an adjunct to pharmaceutical treatments or as an alternative to more
intensive CBT. We found no evidence for the effectiveness of LI CBT for this group.
The Australian Government has proposed that LI interventions should be part of stepped care
approaches that are increasingly common in the literature but largely absent in practice. The essence
of such models is that they focus on a defined population and recognise that a high proportion of
people with common mental health conditions do not access professional care in any year. They are
characterised by features including a strong focus on increasing access; the priority they give to
interventions such a bibliotherapy or online CBT with minimal support that require little or no
therapist time; the insistence on regular assessment of consumer progress; and, the mechanisms for
increasing or decreasing the intensity of care as needed. These systems are rare but there is evidence
about the IAPT system in the UK and there is a trial of a similar model adapted for Australian
circumstances entitled NewAccess. We were unable to access a peer reviewed research report of the
NewAccess trial and so cannot come to a firm conclusion about its effectiveness.
The strongest evidence for LI interventions was found in a wide range of LI CBT based treatments
delivered by a trained facilitator using phone, FTF, etc. for adult patients with anxiety and depression.
There is evidence that it is effective to deliver such interventions to groups, particularly to young
people in school settings where the therapist cost per consumer may be relatively low without
compromising outcomes.
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A still lower level of intensity is exemplified by online CBT based treatments with little or no therapist
support, hence supported or unsupported. There is good evidence that supported self-help CBT-based
programs may achieve clinical and functional outcomes as effective as FTF CBT by some consumers
with common mental health problems. The therapeutic element is contained in a paper or electronic
“manual” and can be accessed at the convenience of the consumer avoiding both direct and
opportunity costs of attending an appointment, whether individual or group. Such treatments may be
limited by Internet access problems but do not depend on the availability or capability of therapists.
The least expensive options supported by research evidence available to a purchaser include mobile
apps and passive psycho-education, sometimes referred to as bibliotherapy. Available evidence
suggests that the vast majority of apps have not been evaluated. Online and print psycho-educational
have been shown to contribute to a reduction in depressive symptoms, although the results for
anxiety are not as clear.
Real, in contrast with, research populations have complex problems, dual diagnoses and comorbid
mental, physical and sometimes social problems. While complex needs are outside the scope of this
review, consumers with dual diagnoses such as depression and alcohol abuse may benefit from brief
interventions combining CBT and MI, amongst adult, student and female consumers. Online
interventions may prove more effective that FTF treatments in reduction of risky alcohol use. There is
also evidence that LI interventions may reduce depressive symptoms amongst patients with a variety
of chronic diseases.
A number of key points need to be made about the potential of LI interventions and treatments in
Australia are:
1. These LI approaches may help increase access to care for those unable or unwilling to access
normal intensity services. This may be the majority of potential consumers in a defined population.
The ability to self-refer likely to be necessary.
2. Evidence-based LI interventions, however delivered, may help overcome the problem of provider
variability, poor fidelity or consistency in the intervention.
3. LI services may help tip the balance from provider to consumer since the consumer can use the
service when they wish, at their own pace and they may do with less fear or risk of stigma. It may
also provide them with new choices and agency in their care.
4. The IAPT program, if copied in Australia, will require the development of a new workforce of
training facilitators and a supervision and support arrangement that is not currently available, though
NewAccess provides such a framework. The existing primary care and community workforce will also
need to develop new skills and working practices.
5. Some LI interventions have well demonstrated effectiveness but they do not work for every
consumer. Within a stepped care framework non-response to the LI treatment is identified promptly
and a more intensive or appropriate treatment is instigated.
6. The Australian Government has promised a Digital Mental Health Gateway to help health
professionals navigate the plethora of tested and unproven online therapies. This may support better
care and increase availability but will need to be adopted within regional primary (mental) health
care systems.
7. LI interventions may prove to be in important part of the solution to psychological ill health but they
are only one component of a responsive and effective regional service model.
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Appendix A – Stepped Care
Stepped care involves the provision of care at differing levels of intensity as required by the consumer.
The intensity of service provided is based upon the consumer’s needs, the severity of illness and their
preferences. Hence it is a person-centred model. Monitoring of outcomes and appropriate referral
on to other services with decisions made in consultation with the consumer and their carers are key
features of the model (Bower and Gilbody, 2005, Department of Health, no date).

Figure A1 – Example of a simple stepped-care model for a person with a common mental illness
(adapted from Bower and Gilbody (2005))
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Appendix B – Detailed Methods
Search strategy
A stepped systematic search of databases was performed, in which progression to the next search
step was instigated if insufficient evidence was found to answer the research question/s. The
Cochrane Library, PsycInfo, PsycEXTRA, EMBASE, and Medline databases were searched using the
terms listed below. It is recognised that limiting the search to a few databases may mean that some
relevant publications are missed and may introduce publication bias (Ganann et al., 2010). However,
when conducting rapid reviews, it is considered better to spend the limited time on quality assessment
and synthesising evidence rather than exhaustive searching (Oxman et al., 2006). However, some
publications that potentially fitted the inclusion criteria cited within included publications were also
incorporated into the review. The combination of database searching and following citations is
considered a more time effective method of covering the breadth of the literature (Hopewell et al.,
2007).
The search terms employed were:
1. low intensity OR cognitive behave* therapy OR dialectical behave* therapy OR Self-help OR
e-mental health OR m-health OR NewAccess
2. mental OR psychological
3. brief OR online OR group OR web-based OR phone OR telephone
4. evaluat* OR therapy OR intervention OR treatment OR program*
5. controlled
6. #1 AND #2 AND #3 AND #4 AND #5 (AND review (when searching specifically for reviews))
For the second round of searches, focussing on original studies, the search was restricted to
publications from 2011 and the following terms were added:
7.
8.
9.
10.
11.

alcohol OR drug OR substance
misuse OR abuse
#7 AND #8
Anxiety OR depression
#6 AND #9 AND #10

Note these last searches, which restricted the searches to the last few years and most common
conditions, were not applied to the Cochrane Library search which allowed the inclusion studies
earlier than 2011 and for a broader range of conditions to still be included. Reviews identified in the
search necessarily included papers published in earlier years.
It was noted during the analysis of the data that there was a dearth of studies related to ATSI and
CALD peoples. Hence a third search was conducted in the PsycInfo, PsycEXTRA, EMBASE, and Medline
databases:
12. Aboriginal OR Indigenous OR ATSI OR culturally and linguistically diverse OR CALD
13. #6 AND #12
This search failed to identify any additional relevant papers.
Selection of publications
The database searches yielded 2540 publications comprising 1048 reviews and 1492 studies. A
summary of the selection process is provided in Figure 1.
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Inclusion criteria:








LI interventions (group, self-help, FTF, telephone, or online)
Interventions aimed at people at risk from or with mild mental health disorders (i.e. people
who are able to function well in everyday activities)
Interventions addressing drug and alcohol use problems
Psychological interventions
Psycho-educational interventions
Real world implemented interventions
Peer-reviewed and grey literature

Exclusion criteria:











Interventions for people with significant disability who need help with everyday activities of
daily living (including inpatients)
Interventions falling outside the usual mental health remit (e.g. accommodation and
employment support, acupuncture, mindfulness, relaxation, physical activity and music or art
therapy)
Interventions addressing suicide and self-harm, behavioural problems, eating disorders,
smoking cessation and gambling
Non-English language papers
Publications prior to 2006
Poor quality studies
Unpublished studies
Pilot studies
Studies from countries other than Australia, New Zealand, United Kingdom, Canada and the
USA

Unfortunately, many systematic reviews included a mixture of studies included and excluded by the
criteria. Most problematic were reviews that conflated the type of condition being treated (often
non-mental health issues) and reviews that conflated people with high and low levels of function
which were omitted in both cases. Some flexibility with the inclusion/exclusion criteria was necessary
to allow reviews capturing mainly relevant studies to be included. Reviews were included if they:




contained studies prior to 2006 in addition to studies post 2006
contained some studies conducted in European countries other than the UK
included relaxation or mindfulness interventions in addition to psychological interventions
(providing that psychological interventions were the focus of treatment

All reviews that contained studies that combined treatment of conditions that did not satisfy criteria
with treatment of conditions that did were excluded.
Included studies were classified according to methodology (i.e. randomised-controlled trials (RCTs),
quasi-experimental and observational studies) as a proxy for quality assessment of studies and
prioritised for analysis in the following order:
i. Systematic reviews
ii. High-quality RCTs and recent primary studies (studies covered in the systematic reviews
identified were excluded to avoid duplication)
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iii. Good quality quasi-experimental and observational studies (studies covered in the
systematic reviews identified were excluded to avoid duplication)
iv. Editorials or other commentaries if highly relevant and other sources of information
exhausted.
v. Grey literature and guidelines (identified by PsychExtra and EMBASE, relevant websites or
citations in included publications).
Figure B1 – Flowchart of publication selection
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Due to the limited time allowed for the review it has not been possible to include all the studies
identified in the database searches. A further 27 publications had not been examined in enough detail
to make a final decision on inclusion or exclusion. An attempt was made to include a variety of studies
in regard to format of the intervention, types of disorder addressed and the target treatment group.
Additional references were sought to extend analyses and to respond to queries and suggestions from
the collective.
Data synthesis and analysis
Studies were mapped according to location, population served, conditions treated and study type
using a matrix. Evidence for the effectiveness of the interventions and how well they fitted into a
stepped care model of service provision was then analysed. As the body of evidence was built
earlier stages of the search and selection of publications were reanalysed in order to fill gaps in
evidence.
In addition to meet the requirements of the collective, information about the workforce and the skills
needed to effectively deliver services was collected and summarised.
Drafts were reviewed by subject experts and the team which commissioned the review and further
evidence was incorporated into the final version.
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Appendix C – Summary of Included Reviews and Studies
N.B. blank box indicates either no information available or not applicable
Brief Interventions
Reference

Overall finding

Study details

Operational details

Naeem et al.
(2015a)

No studies
compared brief CBT
to standard CBT for
people with
schizophrenia and
the literature on
brief CBT for
psychosis
"practically nonexistent" (p. 14)
"…an integrated BI
should be
considered as a
useful (but often
not sufficient) first
step, to help
contextualize
possible
associations
between alcohol
misuse and
depressive
symptomatology."
(p. 289)

Systematic
review
0 studies

Intervention focus:
schizophrenia/
psychosis

RCT
284
Participants

Intervention focus:
alcohol misuse and
depression.
Treatment group: 16
years+ with ≥ 4 drinks
per day average for
males and ≥ 2 drinks
per day average for
females.
Treatment: MI and
CBT (based on
manual available
from authors).
Study groups: 4
groups: brief
integrated
intervention (BI); BI

Baker et al.
(2014)

Location:
Australia
(Newcastle
and Brisbane)

Therapist
details

Outcomes

Mediating
factors

Clinical: Significant
reduction in alcohol
use and symptoms of
depression was
found for all groups
at all test points (18
weeks and 6, 12, 24
and 36 months. The
longer interventions
were more effective
in the short-term but
they were not
significantly better in
the longer term. The
single focus and
integrated longer
interventions
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Additional
information

Some participants
were receiving
other treatment
for alcohol misuse
or depression.
"…for those with
continuing
problems, the
best approach
seems to be
further sessions of
MICBT with either
an integrated- or
an alcohol-focus."
(p. 289)
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Brief Interventions
Reference

Overall finding

Study details

Operational details
with 9 extra sessions
with an alcohol focus,
BI with 9 extra
sessions with a
depression focus, BI
with 9 extra sessions
with an integrated
focus
Duration/contact
with therapist: Basic
BI was a single
session (group 1),
other 3 groups had 9
extra sessions

Bolton et al.
(2011)

"The findings
demonstrate the
benefits of CBT
emphasizing
cognitive
interventions for
children and
adolescents with
OCD and suggest
that relatively lower
therapist intensity

RCT
96
Participants
Location: UK

Intervention focus:
OCD
Treatment group:
children and
adolescents
Treatment: Brief CBT,
full CBT and wait-list.
The brief intervention
was accompanied by
a multi-section
workbook.

Therapist
details

Outcomes

Mediating
factors

produced similar
results but the
alcohol focused
intervention tended
to produce slightly
better results in
terms of alcohol
consumption.
Functional: Global
functioning increased
for all groups at all
test points (18 weeks
and 6, 12, 24 and 36
months. The longer
interventions were
more effective in the
short-term but they
were not significantly
better in the longer
term.
Clinical: Symptoms
significantly
improved in both
treatment groups
compared to control.
There was no
significant difference
in the results of the
different length
treatment groups.
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This study also
relevant to printbased self-help.
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Brief Interventions
Reference

Overall finding

Study details

delivery with use of
therapist-guided
workbooks is an
efficient mode of
delivery." (p. 1269)

Chambers et
al. (2014)

"Results from the
current study have
implications for
oncology service
providers. First,
they suggest that
many distressed
patients with
cancer and their
caregivers may
benefit significantly
from a singlesession nurse
psychoeducation
intervention that
can be delivered by
telephone and
supported by highquality selfmanagement
materials. Second, a

RCT
690
participants
Location:
Australia
(Queensland
and NSW)

Operational details
Treatment was
modified to take into
account
developmental level
and other individual
factors.
Study groups: brief:
average contact 5
sessions, full: average
contact 12 sessions
Intervention focus:
cancer-related
distress
Treatment group:
cancer patients and
caregivers
Treatment: self-help
using a printed
information kit
covering various
aspects of health care
management
(including healthy
life-style strategies
and stress
management) and a
CD of relaxation
exercises vs CBT brief
intervention
delivered via phone
with behavioural

Therapist
details

Outcomes

Mediating
factors

Additional
information

Low-education
users in selfhelp group did
not experience
significant
improvement
in levels of
distress but
those in brief
physiologist
intervention
group did.

Participants in the
self-help group
received a followup phone call 3
weeks after their
session. If they
scored 7 or more
on the global
psychological
distress measure
(DT) at this time
they were
referred to
additional
support as
necessary.

Acceptability: 93%
completed single
self-help session and
53% completed brief
intervention

Self-help =
nurse;
brief =
psychologist

Clinical: Participants
in both groups
experienced similar
reductions in levels
of distress particularly cancerspecific distress.
Reductions in
distress were
significant except for
people with loweducation levels in
the self-help group.
Recruitment strategy
meant that active
help seekers were
recruited. Active
help-seekers may be
more likely to
amenable to
adopting the skills
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Brief Interventions
Reference

Overall finding

Conrod et al.
(2013)

subgroup of
patients,
particularly those
with lower
education, may
require more indepth focused and
long-term support
from a mental
health
professional." (p.
E264)
Found the
intervention was
able to produce
positive benefits for
both high risk
students involved in
the intervention
and their peers and
that it was feasible
for the selective
brief interventions
to be administered
by specially trained
teachers.

Study details

Cluster RCT
2643
participants
Location: UK

Operational details
exercises to be
performed as
'homework'.
Therapist
contact/duration:
self-help = 1 session
(mean session
duration 47 min);
brief intervention = 5
sessions (mean
session duration 46
mins)
Intervention focus;
alcohol misuse
Treatment group;
High risk school
students (year 9 mean age 13.7 yrs)
Treatment: Brief
intervention
administered within
schools with
therapist manual and
student workbook.
Programs (4 versions
for 4 personality
types) contained CBT
and motivational
enhancement
therapy (MET)
personality trait

Therapist
details

Outcomes

Mediating
factors

Additional
information

and strategies being
advocated compared
to people who do
not seek help.

School
teachers,
counsellors
and
educational
specialists
2 to 3-day
workshop
training
outlining the
theoretical
framework,
evidencebase, and the
psychoeducational,
motivational
and cognitive-

Clinical: High risk
students in
intervention schools
reported 29% lower
likelihood of
drinking, 43% lower
likelihood of binge
drinking and 29%
lower chance of
problem drinking
behaviour compared
to high risk students
in control (no
intervention)
schools. The
intervention was
associated with
delayed progression
to risky drinking
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Brief Interventions
Reference

Overall finding

Study details

Operational details

Therapist
details

Outcomes

targeted components
for depression, panic
anxiety and
impulsivity.
Intervention included
goal-setting
exercises. Alcohol
and drug use a minor
focus of intervention.
Duration/therapist
contact: 2 group
sessions of 90 min

behaviour
components
of the
program
including how
to administer,
personalityspecifically,
CBT and MET.
An extra day
of counselling
training was
provided for
those without
previous
training in
these skills.

behaviours. Benefits
also appeared to be
passed on to low risk
students in the
intervention school
who did not
personally receive
the intervention.
Acceptability: Fewer
intervention schools
than control schools
dropped out of the
study or otherwise
reported they were
experiencing
problems. Less than
1% of students
declined to
participate and some
students were
unable to attend
sessions due to time
and resource
constraints - 83% of
high risk students in
intervention schools
participated.
Clinical: No
difference was found
between the
effectiveness of the

Minimum of 4
hrs
supervision
with feedback
while
undertaking a
full 'test'
intervention.
Marchand et
al. (2007)

"These results
suggest that a brief
program, supported
by self-help

Controlled
study
86
participants

Intervention focus;
panic disorder with
agoraphobia

Psychologists
and a
psychology
graduate

Mediating
factors
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Evaluated by the
therapists
delivering the
intervention.
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Brief Interventions
Reference

Overall finding

Study details

materials, that
shortens the time
Location:
during which the
Canada
patient suffers from
this problem may
be a good option
for the treatment of
panic disorder." (p.
613)

Operational details

Therapist
details

Outcomes

Treatment group:
adults with moderate
to severe panic
disorder and
agoraphobia
Treatment: CBT selfhelp manual with
brief contact and
with and without
partner (spouse or
other close relative
or friend) help
compared to
standard 14 sessions
CBT (no manual). All
interventions
included: information
on PDA and panic
symptoms, breathing
retraining,
interpretations of
bodily sensations
during panic attacks,
interoceptive
exposure, in-vivo
exposure and
prevention.
Duration/therapist
contact: brief contact
- 7-x 1 h sessions;
partner (when

student, and a
psychiatric
resident.
All had
experience
and specific
training in CBT
for PDA.
At least one
supervised
practice case
for each
intervention
group and
regular
individual
supervision
throughout
(doesn't say
who by).

different
interventions (for
PDA symptoms,
agoraphobic
avoidance, panic
frequency, fear of
fear symptoms,
global severity and
state anxiety).
Results were
maintained or
improved further at
6-month follow-up.
Functional: At 6month follow-up:
51% of participants
achieved high endstate functioning;
36% attained
moderate end-state
functioning; and 11%
still assessed as low
end-state
functioning.
Acceptability: 90%
completion rate

Mediating
factors
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Brief Interventions
Reference

O'LearyBarrett et al.
(2013)

Overall finding

"This study
demonstrates that
brief, personalitytargeted
interventions
delivered by
educational
professionals can
have a sustained
and clinically
significant impact
on a range of
internalizing and
externalizing
symptoms in a highrisk sample in realworld conditions, as
well as modest,
personality-specific
intervention
effects, particularly
on conduct
symptoms in
impulsive youth."
(p. 919)

Study details

Cluster RCT
1024
participants
Location: UK

Operational details
involved) 1 x 20 min
session (to explain
role); standard
contact - 14 x 1 h
sessions
Main focus of
intervention was
substance misuse but
the focus of this
analysis was
internalising and
externalising
problems
Other details same as
for Conrod et al.
(2013)

Therapist
details

Outcomes

Same as for
Conrod et al.
(2013)

Clinical: Over the
two years of followup, high-risk
participants reported
lower levels of
internalizing
problems (symptoms
of depression
(significant) and
anxiety (nonsignificant) and
suicide
ideation(significant))
compared to the
control group.
Functional: Over the
two years of followup, significantly
fewer behavioural
issues were reported
for high-risk
participants in
intervention group
compared to control
group.

Mediating
factors
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Also relevant to
group
interventions.
Relied on selfreporting.
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Group Interventions
Reference

Overall finding

Study details

Operational details

Therapist
details

Outcomes

Anderson
and Rees
(2007b)

"The results of this
study indicate that
OCD can be
effectively treated
in a group using
CBT. A major
advantage of this
type of treatment
approach is the
reduction in
therapist time and
thus the cost and
time efficiency of
the treatment." (p.
136)

RCT
63
participants
Australia
(WA)

Intervention focus:
OCD
Treatment group:
adults
Treatment: group
CBT vs individual CBT
with identical
protocols (wait list
control)
Duration/therapist
contact: 10 x 2 h
sessions, group with
2 therapists and
individual with 1

Postgraduate
clinical
psychology
students
Supervision: All
sessions videorecorded for
review by a
clinical
psychologist
experienced in
treatment of
OCD (an
author).

Clinical: Individual
and group delivery
significantly
improved clinical
OCD and depression
symptoms.
Individual delivery
indicated better
results postintervention (41%
found to have
recovered compared
to 20% for group
delivery) but this
difference was
largely lost at 1month follow-up
(23% satisfied
criteria for recovery
(individual)
compared to 22%
(group).
Functional: nonsignificant
improvements in
general functioning
found for group and
individual therapy
and in quality of life

Mediating
factors
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Authors
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greater
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may be seen in
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term.
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Group Interventions
Reference

Bains et al.
(2014b)

Overall finding

“This study suggests
that the group
approach shows
promise as a clinical
intervention with
mixed anxiety and
depression in older
adults.” (p. 1063)

Study details

Pre- and posttest (no
control
group)
41
participants
Location: UK

Operational details

Intervention focus:
mixed anxiety and
depression
Treatment group:
older adults (over 65
yrs)
Treatment: Group
psychoeducation and
CBT (manual-based);
participants
encouraged to do
homework tasks; 3
therapists per group
(facilitator, cofacilitator and
observer).

Therapist
details

Outcomes
found for all 3
groups.
Acceptability: overall
81% completion rate
(attrition was lower
for the group (13%)
than the individual
therapy (19%)
Clinical: Significant
improvement in
anxiety and
wellbeing was found
but no significant
improvement in
depression
symptoms (including
6-week follow-up)
Acceptability: 17%
drop-out rate

Mediating
factors

Additional
information

Level of
attendance
did not
significantly
affect
outcomes

Duration/contact
with therapist: 6
weekly 2 hr sessions
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Group Interventions
Reference

Overall finding

Study details

Operational details

Brown et al.
(2011)

“No significant
differences were
found
in depressive and
distress symptoms
between group and
individual CBT at
post-treatment and
follow-up.” (p. 355)

Pre- and posttest
130
participants

Intervention focus:
depression
Treatment group:
adults
Treatment: Group
CBT compared to
individual CBT
according to local
practice at each
service (37 therapists
involved)
Duration/contact
with therapist: Group
– 10 to 12 weekly
sessions (8 to 12
people); individual –
6 to 18 sessions

The women's only
group provided an
effective treatment
format for
addressing

RCT
158
participants

Greenfield
et al. (2014)

Location: UK

Location: USA

Intervention focus:
substance use
Treatment group:
women

Therapist
details

Outcomes

Mediating
factors

Additional
information

Clinical: significant
improvement in
symptoms of
depression for
individual and group
CBT

Master's degree
that included
training in
psychopatholog
y, 2 yrs

Acceptability:
participants in both
group and individual
treatment were
equally satisfied or
to drop-out. Of
those receiving
group treatment and
who stated a
preference for
individual therapy at
the start, 53% said
they preferred group
therapy at the end.
Cost-effectiveness:
similar level of total
costs was incurred
for group and
individual
Clinical: No
significant difference
in reduction of
substance misuse significant
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were free to
undertake
other
therapies.
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Group Interventions
Reference

Overall finding

Study details

substance abuse
issues. The women
attending women
only groups valued
the single gender
environment and
the discussion of
women's issues.

Masood et
al. (2015)

The treatment was
acceptable to the
women who
“reported feeling
calmer and more
relaxed when
dealing with their
children.”

Postintervention
qualitative
study (testing
feasibility and
acceptability)
17
participants
Location: UK
(Manchester

Operational details

Therapist
details

Outcomes

Treatment: CBT
based 'Women's
Recovery Group' with review of
previous week and
preparation for the
coming week's skills
to be practiced.
Control was similar
but was a mixed
gender group and did
not cover gender
specific issues.
Group size ≤3.
Duration/therapist
contact: 12 x 90 min
sessions over 12
weeks (intervention
and control)
Intervention focus:
postnatal depression
Treatment group:
British South Asian
women
Treatment: Group
CBT
Duration/contact
with therapist:
attended at least 4
sessions with average
attending 6.6 (no

experience
treating SUDs,
and 1 yr group
therapy
experience.
Supervision:
sessions were
video-taped and
some (random
selection) were
rated by
independent
raters and
supervised by 1
of 2 authors.

reductions found for
both groups.
Acceptability: no
significant difference
in group stability or
attendance between
groups. However,
the women in the all
women groups
indicated they found
it 'extremely helpful'
or 'very helpful' to
have a women's only
group and to cover
women's issues.

Mediating
factors

Additional
information

Acceptability: found
to be acceptable to
the women who
indicated
experiencing
positive attitude,
behaviour and selfconfidence changes.
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Group Interventions
Reference

Miller et al.
(2011)

Overall finding

Reductions in levels
of anxiety
experienced by the
children could not
be attributed to
taking part in the
program.

Study details

Operational details

and
Lancashire)

details on the
maximum number)

Cluster RCT
533
participants

Intervention name:
FRIENDS for Life
Intervention focus:
Anxiety
Treatment group:
children 10-12 yrs
(including
Indigenous)
Treatment: CBT
manualised program
for classroom
delivery. It includes a
Group Leader's
manual and Child
Workbook. Children
are guided through
group and individual
activities to increase
understanding of
anxiety and
associated symptoms
and learn coping
strategies.
Adaptations were
made to make the
course more
appropriate and

Location:
Canada

Therapist
details

Outcomes

teacher and a
school
counsellor or
First Nations
Support Worker

Clinical: Both the
intervention and
control group
reported decreased
symptoms of anxiety
(for those with
elevated levels). The
results were the
same regardless of
indigeneity.

Training
workshops
covered
information on
anxiety,
prevention and
early
intervention,
the research
study as well as
delivering the
program
(although it is
stated that
training is not
essential for
teachers
delivering the
program)

Mediating
factors
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Group Interventions
Reference

Turner et al.
(2014)

Overall finding

"A group
secondaryprevention
programme that
integrates
behavioural and
mood management
strategies leads to
decreased
depression,
increased
confidence, and
improved health
perceptions in
depressed cardiac
patients." (p. 153)

Study details

RCT
275
participants
Location:
Australia
(Melbourne)

Operational details
engaging for
Indigenous children.
Duration/therapist
contact; 9 sessions
over 9 weeks
Intervention name:
Beating Hearts
Problems program
Intervention focus;
Depression
Treatment group:
cardiac patients
Treatment:
Integrated CBT and
motivation
interviewing addressed other
healthy lifestyle
measures (smoking
cessation, diet,
physical activity,
anger, social support)
as well as anxiety and
depression.
Maximum group size
- 9 people. Control
group received usual
medical care for
cancer patients.
Duration: 8 weeks

Therapist
details

Outcomes

Mediating
factors

Additional
information

Clinical: Intervention
resulted in
significantly
decreased
depressive
symptoms (for those
with depression
after cardiac event)
compared to
treatment as usual
group and this this
significant difference
was maintained at
12-month follow-up.
Intervention group
also felt more
confident in
managing their
symptoms of
depression and
anger. The
intervention group
also had larger
improvements in
and increased

Authors
suggest that
the mixed
composition
group - with
and without
symptoms of
depression
may mean
that patients
without
depression act
as positive
role models.
In addition,
focusing on
other aspects
of health care
may help to
destigmatise
and avoid
overly
focusing on
mood.

"Overall, the
present
findings
suggest that
this low
intensity
intervention
may be a
beneficial step
in a stepped
care protocol,
following
immediately
on from
cardiac
rehabilitation.
" (p. 160)
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depression
similar to
more intensive
depressionfocused
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Group Interventions
Reference

Overall finding

Study details

Operational details

Therapist
details

Outcomes

Mediating
factors

confidence in
managing anxiety.
Acceptability: Nearly
40% attended less
than 1/2 of the
sessions.

Additional
information
for cardiac
patients.

Individual delivered by non-mental health professional
Reference

Overall finding

Study details

Operational details

Therapist
details

Outcomes

Ernst and
Young
(2015);
beyondblue
.org.au/
get-support/
newaccess

"This independent
evaluation of
NewAccess found
that the program
was appropriate
and effective in the
Australian service
delivery
environment.
Crucially, it showed
that evidencebased guided selfhelp for anxiety and
depression could be
delivered by trained
and supervised
community
members, who

No
information
on methods

Intervention name:
NewAccess
Intervention focus:
anxiety and
depression
Treatment: 6 (free)
CBT sessions (FTF or
phone) tailored to
the client's needs
(often self-referred)

Non-mental
health
professionals
trained coaches

Clinical: 64.1 to
71.9% recovery rate
(varied with location)
Acceptability: ease of
access and no cost
identified as
attractive to clients
Cost effectiveness:
found to be
economically viable
with a benefit-cost
ratio of 1.5 ($1 cost
results in $1.50 of
estimated benefits)

Location:
Australia
(ACT, North
Coast NSW
and SA
(metropolitan
and regional)
test sites)

Trained to
deliver the
intervention but
no details of the
training
provided

Mediating
factors

Additional
information
Intervention
embedded in
both health and
social care
systems which
captured more
potential clients
with venues
easy for men to
access – but
Below target
proportion of
males at some
test sites (35%
to 47%).
"The program
was designed to
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Individual delivered by non-mental health professional
Reference

Overall finding

Study details

Operational details

Therapist
details

Outcomes

Mediating
factors

were not
necessarily mental
health
professionals." (p.
7)

Additional
information
fit within a
system of
stepped care, as
recommended
by the National
Mental Health
Commission
Review Report.
It targets people
with lowmoderate needs
but can step-up
those requiring
more
assistance." (p.
7) "
The program
relies on a
regionally
integrated
stepped system
of mental health
care for full
utilisation of its
potential, and
this system is
not yet fully
functioning in
Australia." (p.
14)
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Mobile Apps
Reference

Overall finding

Study details

Operational details

Therapist
details

Outcomes

Mediating
factors

Additional
information

Donker et al.
(2013)

"In summary,
although a firm
conclusion cannot
yet be drawn, the
current systematic
review suggests
that mobile apps
for mental health
have the potential
to be effective in
reducing
depression, anxiety,
stress, and possibly
substance use for
individuals
experiencing these
symptoms. Given
“…the widespread
usage of mobile
and smartphones
and increasing
uptake of tablet
devices, mHealth
has the potential to
increase treatment
accessibility
globally. The
difference in the

Systematic
review
8 studies
(Pre-posttest, RCT)
Quality
judgement:
Generally low
quality
Location: not
clear but
refers to
‘Mobile Stress
Management’
only being
available in an
Italian
language
version.

Intervention name:
Mobilyze!
Intervention focus:
Depression
Treatment group:
adults
Treatment: BA
Duration/therapist
contact: 8 weeks –
with support

Mental health
professional
(Mobilyze!,
Mobile-type,
Get Happy
Program, DBT
Coach), no
support (Mobile
Stress
Management)

Clinical: Postintervention:
Mobiliyze! was found
to significantly
reduce symptoms of
depression. No
difference between
intervention and
control groups'
symptoms of
depression, anxiety
and stress (pre- and
post-test) - although
control group
received similar
treatment. Get
Happy Program was
Found to
significantly reduce
symptoms of
depression. Mobile
Stress Management
was found to
significantly reduce
anxiety and increase
coping skills. DBT
Coach (in
conjunction with

Problems with
battery-life,
connectivity
and apps
freezing may
affect success.
Authors suggest
more mobile
nature may
increase
adherence
compared to
web-based
interventions.
However, some
studies
provided
Monetary
rewards for
participation
which may have
inflated
adherence
rates.

Mobilyze!, DBT
Coach and Get
Happy Program
were pilot
studies. Authors
considered
there was a
general lack of
good quality
evidence for the
many apps
freely available.

Intervention name:
DBT Coach
Intervention focus:
substance use
Treatment group:
adults with
borderline
personality disorder
Treatment: DBT used
in conjunction with
FTF DBT therapy
Duration/therapist
contact: 10 to 14
days – with support
Intervention name:
mobile-type
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Mobile Apps
Reference

Overall finding
volume of
commercial apps
compared to the
small number of
tested evidencebased apps is
striking. It warrants
the need for public
education and
further
development and
research into
evidence-based
mental health apps
and consideration
of industry
regulation." (p. 9)

Study details

Operational details
Intervention focus:
Depression
Treatment group:
Adolescents
Treatment:
emotional selfawareness
Duration/therapist
contact: 2 to 4 weeks
– with support
Intervention name:
Mobile Stress
Management
Intervention focus;
Stress
Treatment group:
Female oncology
nurses
Treatment: stress
inoculation training
Duration/therapist
contact: 6 days to 4
weeks – no support

Therapist
details

Outcomes

Mediating
factors

Additional
information

FTF) was found to
significantly reduce
substance use,
depression, global
symptom severity
and increase
confidence in use of
opposite action
skills.
Acceptability:
Moderate to high
rates of adherence
and satisfaction rates
reported. Drop-out
rates, when reported
12.5% to 34.3%.

Intervention name:
Get Happy Program
Intervention focus:
Depression
Treatment group:
adults
Treatment: CBT
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Mobile Apps
Reference

Kauer et al.
(2012)

Overall finding

"In summary,
mobile phones are
well suited to firststep interventions,
providing an
alternative to
watchful waiting
and allowing young
people to provide
accurate
information to their
GPs about their
mood and stress"
(p. 13)

Study details

RCT
114
participants
Location:
Australia
(Melbourne,
Goulbourn
Valley and
AlburyWodonga)

Operational details
Duration/contact
with therapist: 8
weeks – with support
Intervention name:
mobiletype program
(version 4)
Intervention focus:
mild or severe
depression,
emotional or mental
health problem
(indicated by GP or
Kessler Psychological
Distress Scale score
of more than 16).
Treatment group:
adolescents (14 to 24
years)
Treatment: mobilephone selfmonitoring program.
Self-assessment
entries could be
submitted anytime,
between 8am and
10pm beep
reminders sent as
prompts (random
intervals) - questions
on current activities,
location, mood,

Therapist
details

Outcomes

Mediating
factors

Clinical: selfmonitoring using the
intervention
program increased
awareness of
emotions and led to
reduced symptoms
of depression.
Functional:
Intervention
program did not
reduce rumination
compared to control.
Acceptability: 56%
completed the
minimum 'dose' of at
least 2 completed
questionnaires per
day for at least 14
days in intervention
group (53% in
control group)
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Additional
information

"Self-monitoring
techniques may
provide an
alternative to
watchful waiting
as a first-step
intervention in
the steppedcare approach.
Mobile phones
are ideally
suited to this
purpose, as the
mobiletype
program can be
downloaded to
patients’ own
mobile phones
to help young
people
understand and
manage mild
depressive
symptoms.
Detailed
information
about patients’
mental health in
73

Mobile Apps
Reference

Proudfoot et
al. (2013);
Clarke et al.
(2014)

Overall finding

"The myCompass
program is an
effective public
health program,
facilitating rapid
improvements in
symptoms and in
work and social
functioning for
individuals with
mild-to-moderate
mental health
problems."
(Proudfoot et al, p.
1)

Study details

RCT
720
participants

Operational details
recent stressful
events and
responses,
companions, alcohol
and cannabis use,
sleep, exercise and
diet. Questions
varied depending on
time of day. Control
group used a similar
app but without
questions on mood,
stress, alcohol and
other cannabis use).
Duration: test period
up to 34 days
Intervention name:
myCompass program
Intervention focus;
depression, anxiety
and stress
Treatment group:
adults (18-75 yrs)
with self-reported
mild to moderate
symptoms
Treatment:
automated CBT
intervention for
common mental
health problems via

Therapist
details

Outcomes

Mediating
factors

Additional
information
recent weeks is
then uploaded
to GPs in an
easy-to-read
format, saving
time in
appointments
and allowing
progression to
more intensive
second-step
interventions
when needed."
(pp. 12-13)

Clinical: Rapid and
significant
improvements in
symptoms of
depression, anxiety
and stress was
observed
(significantly better
than 2 control
groups). myCompass
use was associated
with improved
mental health selfefficacy (as
measured by an

Adherence to
the program
was not
associated with
demographic
groupings,
clinical history
or baseline
symptom and
functioning
scores. Those
with the lowest
baseline MHSE
showed
greatest
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Demographics of
users: 70%
female; mean
age around 40
yrs; 85%
employed; 58%
university
graduate or
higher
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Mobile Apps
Reference

Overall finding

Study details

Operational details
the internet on
mobile phones or
computer’s.
Attention control
participants accessed
a program matched
to myCompass that
did not provide
management advice
or therapeutic
strategy information.
Wait-list control also
used.
Duration/contact
with therapist: 7
weeks – no support

Whittaker et
al. (2012)

Demonstrated that
the format was an
acceptable format
for delivering
mental wellbeing
messages to
adolescents and
that young people
find these messages
helpful.

RCT
1348
participants
Location:
New Zealand
(Auckland)

Intervention name:
MEMO
Intervention focus:
Depression
Treatment group:
adolescents (13 to 17
yrs)
Treatment: CBTbased: 2 mobile
phone messages

Therapist
details

Outcomes

Mediating
factors

instrument (MHSE)
developed by
authors in an
associated study also described in
Clarke et al) which in
turn was associated
with improvement in
symptoms of
depression, anxiety
and stress.
Functional: work and
social functioning
improvements
associated with use
of myCompass
compared to control
groups.
Acceptability: 28%
attrition rate postintervention.
Clinical: Relied on
self-reporting rather
than clinical
measures but those
in the intervention
group reported
MEMO as helping
them to be more
positive, get rid of
negative thoughts,

improvement in
MHSE.
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Additional
information

Females were
more likely to
perceive the
intervention as
useful.
Relied on selfreporting to
measure
outcomes.
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Mobile Apps
Reference

Overall finding

Study details

Operational details
(text, celebrity
videos, videos with
other teens, and
animated cartoon
delivered in several
short episodes) sent
per day and access to
a mobile website
(access continued
after the 9 weeks of
intervention
messages). Attention
control received
same number and
type of messages but
with a different topic.
Duration/contact
with therapist: 9
weeks – no support

Therapist
details

Outcomes

Mediating
factors

Additional
information

relax, solve
problems, to have
fun and deal with
issues in school (all
key CBT messages).
However, similar
proportions of the
intervention and
control groups
reported knowing
where to go for help.
Acceptability: 74%
viewed at least half
of the messages;
nearly 30% viewed
most or all
messages; 39%
shared messages
with at least one
other person. The
celebrity video
messages were most
liked (by 78%) and
the text massages
least liked (by 60%).
82% found MEMO
useful and 91%
would recommend it
to a friend
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Online and Computerised Self-Help Interventions
Reference
Overall finding
Study details
Ashford et
al. (2016)

"The review
suggests that
computer- or webbased
interventions for
perinatal maternal
health issues may
be promising, but
are part of a still
developing field"
(p. 145)

Operational
details
Systematic
Intervention
review
focus: promotion
9 studies
of mental
1591
wellbeing and
participants
stress
RCTs,
management,
modified
address antenatal
partially
and/or
randomised
postpartum
preference
depression.
trial, pre-test- Treatment group:
post-test
pre- and
studies
postpartum
without a
women (including
control group. women who have
miscarried,
Quality
terminated the
judged to be
pregnancy due to
average to
foetal anomaly, or
high.
had a still-birth).
Treatment: webLocations:
based x 7;
USA and
computer
Australia (1),
program x 2; CBT x
New Zealand 5, BA x 1;
(1), UK (2),
biofeedback and
Germany (2), mindfulness x 1;
USA (3),
and relaxation and
Switzerland
stress
(1)
management x 1,

Therapist
details

Outcomes
Clinical:
overall results
indicated
reduced
depression
but any
improvement
for anxiety
was not
significant

Mediating
factors

Additional information
3 studies would have been
excluded on the basis of
intervention (mindfulness and
other relaxation techniques) and
a further 3 on the basis of
location (Germany and
Switzerland)
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Online and Computerised Self-Help Interventions
Reference
Overall finding
Study details

Calear and "Our findings
Christensen provide early
(2010)
support for the
effectiveness of
internet-based
intervention
programs for
anxiety and
depression in
children and
adolescents and
suggest that they
can be delivered in
a variety of
settings." (p. S14)

Systematic
review
8 studies (4
interventions,
2022
participants
RCT,
controlled
trial (nonrandom), pretest-post-test
studies
without a
control group

Operational
details
or no therapeutic
approach
specified x 1
Contact with
therapist: 6
interventions
included contact
with specialist
(FTF, phone, email
or real-time
online) which was
usually once a
week
Duration: 4 to 17
weeks
Intervention
names: Anxiety
(BRAVE-ONLINE),
depression
(Project CATCH-IT,
Grip op je dip
online),
depression and
anxiety
(MoodGYM)
Treatment group:
children and
adolescents
Treatment: CBT
(BRAVE-ONLINE
with reading

Therapist
details

Outcomes

Clinical: all
reported
anxiety
and/or
depression
symptoms
were reduced
postintervention

Mediating
factors

Additional information

2 studies would have been
excluded on the basis of date of
publication (both 2005), one
study published in a non-English
language
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Online and Computerised Self-Help Interventions
Reference
Overall finding
Study details
Location: Not
specified but
Grip op je dip
in Dutch

Operational
Therapist
details
details
materials,
questions, games
and quizzes;
CATCH-IT with
explanations of
concepts,
adolescent stories,
skill-building
exercises,
feedback and
internet-based
rewards;
MoodGYM with
information,
animated
demonstrations,
quizzes and
exercises; Grip op
dip online with
moderated group
chat sessions,
reading and
exercises)
Delivery approach;
CATCH-IT
delivered in
primary-care
setting and
MoodGYM may be
school-based

Outcomes

Mediating
factors

Additional information
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Online and Computerised Self-Help Interventions
Reference
Overall finding
Study details

Meurk et
al. (2016)

No overall
conclusion appears
to be reached
about web-based
interventions as
such. However,
the following
conclusion is
reached
"Successfully
establishing emental health care
within the health
system will depend
on the skilful
coordination of
activities
within clinical,
community,
research and
development, and
policy-making
realms." (p. 14)

Tait and
Web-based
Christensen interventions have
(2010)
the potential to
provide

Operational
details
Duration: 5-14
sessions
Systematic
Intervention
review
name: MoodGYM,
30 studies
Managing Your
(93% RCT,
Mood, Anxiety
observational, Online but mostly
or caseno name
control
Intervention
studies; 2%
focus: anxiety and
qualitative
depression
studies)
Treatment groups:
Various age
Location: not groups
specified but
Treatment: CBT,
search
IPT
strategy
allowed
Norway,
Sweden, and
Finland in
addition to
Australia, UK
and Canada

Systematic
review
16 studies

Intervention
focus: problematic
alcohol use (2

Therapist
details

Outcomes

Clinical:
similar results
in reducing
alcohol

Mediating
factors

Additional information

Stigma,
mental
health
literacy, and
awareness of
web-based
interventions
were found
to be
facilitators
for using
interventions.
Residing in a
rural area
was
associated
with mixed
findings
(facilitator,
barrier and
nonsignificant),
concern for
privacy had
similar results

Studies tended to attract: more
females and people from higher
socio-economic groups (where
information provided)
One study found that slightly
higher health care costs were
associated with internet-based
CBT (doesn't say what this was
compared with).
Refers to the "imperative' of
including e-mental health into a
stepped care model but does not
elaborate on how this happens.

2 studies concerned smoking
cessation and 4 studies were
published before 2006
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Online and Computerised Self-Help Interventions
Reference
Overall finding
Study details
interventions at a
population level,
with initial findings
supporting their
effectiveness in
reducing
problematic
alcohol use in
tertiary students
and young adults.

Zhou et al.
(2016)

"There has been
substantial
evidence that iCBT
intervention has a
superior shortterm efficacy
compared to the
results of control
groups, while its
long-term efficacy
of iCBT for
subthreshold
depressive
symptoms is
inconclusive and
must be examined
in further
research." (p. 1)

Randomised
comparisons
Quality of
studies
appears to be
questionable
but it is
unclear
Location:
Australia,
New Zealand,
USA and UK
Systematic
review and
meta-analysis
RCTs
Quality
unclear
Location:
unclear

Operational
details
studies concerned
tobacco use)
Treatment group:
Young adults
Treatment:
interactive
website,
assessment and
feedback, video
clips, information
(including printed)

Intervention
focus:
subthreshold
depression
Treatment:
Internet delivered
CBT (iCBT)
Duration: 5-10
sessions
Contact with
therapist: level of
support varied (no
support, weekly
email, weekly
phone contact,
reminders by
platform)

Therapist
details

Outcomes

Mediating
factors

Additional information

Therapist
supported
resulted in
greater
efficacy,
females and
those with
"lower
dysfunctional
attitude" also
responded
better

Authors argue that CBT delivered
online provides a lower intensity
intervention and hence fits the
NICE guidelines as a first step
treatment approach.

consumption
compared to
brief inperson
interventions

Clinical:
significant
short-term
reduction of
symptoms of
depression
and anxiety
but long-term
findings were
inconsistent.
Functional:
significantly
improved
social
functioning
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Online and Computerised Self-Help Interventions
Reference
Overall finding
Study details
Calear et
al. (2013)

"Participants in the
intervention
condition who
completed at least
20 exercises of the
MoodGYM
program displayed
stronger
intervention
effects at postintervention and 6month follow-up
then those who did
not." (p. 343)

Cluster,
stratified RCT
(randomised
at school
level)
1477
participants
Location:
Australia

Operational
details
Intervention
name: MoodGYM
(as part of
YouthMood
Project)
Intervention
focus: anxiety and
depression
Treatment group:
Adolescent
(school years 9 to
11)
Treatment: CBT
for adolescent
school-based
population
Duration: 5
modules with 29
exercises

Therapist
details

Outcomes

Mediating
factors
Clinical:
Those most
Fewer
likely to
symptoms of adhere to the
anxiety and
program
depression
were: in year
were
9, lived in a
recorded in
rural area,
the test group precompared to
treatment
the wait-list
had higher
control group, levels of
these
depression or
significant
self-esteem.
differences
remained at 6
months.
Significant
symptom
reduction was
recorded for
both low and
high
adherers.
However,
higher levels
of symptom
reduction
were found in
those with
higher levels
of adherence.

Additional information
20 or more exercises completed =
high adherence, 19 or fewer
exercises completed = low
adherence
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Online and Computerised Self-Help Interventions
Reference
Overall finding
Study details
KayLambkin et
al. (2009)

“Computer-based
treatment,
targeting both
depression and
substance use
simultaneously,
results in at least
equivalent 12month outcomes
relative to a ‘live’
intervention. For
clinicians treating
people with
comorbid
depression and
alcohol problems,
[brief
interventions]
addressing both
issues appear to be
an appropriate and
efficacious
treatment option.
Primary care of
those with
comorbid
depression and
cannabis use
problems could
involve computerbased integrated

RCT
97
participants
Location:
Australia
(Hunter
Region, NSW)

Operational
details
Intervention
name: SHADE
(Self-Help for
Alcohol and other
drug use and
Depression)
therapy
Intervention
focus: depression
and substance
misuse
Treatment group:
people with
comorbid
depression and
alcohol or
cannabis misuse
(16+ yrs)
Treatment:
participants
underwent a brief
FTF intervention
(manualised) and
then randomly
assigned to either:
no further
treatment, FTF
version of SHADE
(CBT and MI), or
the computer-

Therapist
details
Psychologist
(for relevant
groups)
Supervision:
all sessions
recorded –
20%
randomly
selected and
evaluated by
an
independent
psychologist

Outcomes
Clinical: FTF
and
computerbased
treatment
had similar
levels of
efficacy at 12month followup. However,
those in FTF
group
experienced a
more
immediate
reduction in
their
symptoms of
depression
but also had
higher
relapse rates
at 3- and 12month followups.
Both versions
of the
therapy were
found to have
at least
moderate

Mediating
factors

Additional information
Also relevant to brief
interventions
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Online and Computerised Self-Help Interventions
Reference
Overall finding
Study details
interventions for
depression and
cannabis use, with
brief regular
contact with the
clinician to check
on progress.” (p.
378)

Operational
details
based program
version
Contact with
therapist: Brief
initial intervention
– 1 session, FTF
SHADE – 9
sessions;
computer-based
SHADE - 1 brief
session per week
Duration: 3months

Therapist
details

Outcomes

Mediating
factors

Additional information

effect sizes in
reducing
alcohol
consumption
or cannabis
use.
Nevertheless,
computerbased SHADE
appeared to
be more
effective than
FTF in
reducing
cannabis use
at 12-months.
Whereas, FTF
appeared to
be more
effective at
reducing
alcohol
consumption.
Both
treatment
groups were
significantly
more
effective than
the brief
intervention.
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Online and Computerised Self-Help Interventions
Reference
Overall finding
Study details
KayLambkin et
al. (2011)

“Over a 3-month
period, CBT/MI
was associated
with a better
treatment
response than
supportive
counselling. CAC
therapy was
associated with
greater reduction
in alcohol use than
therapist-delivered
treatment.” (p.
S44)

RCT
274
participants
Location:
Australia
(urban
(Newcastle
and Gosford)
and rural
(Cessnock,
Wyong,
Orange,
Cowra,
Bathurst)
NSW)

Operational
details
Intervention
name: appears to
be SHADE but
doesn’t mention
the name
Intervention
focus: depression
and substance
addiction
Treatment group:
people with
comorbid
depression and
alcohol or
cannabis misuse
(17+ yrs).
Treatment: I brief
FTF session and
then randomly
assigned to either:
FTF CBT and MI,
clinician assisted
computerised CBT
and MI, or personcentred
(supportive
counselling)
therapy
(manualised
design for all)

Therapist
details
Psychologist

Outcomes
Clinical:
computerised
and FTF CBT
and MI had
similar levels
of efficacy in
reducing
symptoms of
depression
and alcohol
use which
were
significantly
greater than
the efficacy of
the personcentred
therapy.
Computerised
CBT and MI
was
associated
with a 2.5
times greater
decrease in
alcohol
consumption
than the FTF
version.
The decrease
in cannabis

Mediating
factors
“Rurality,
age, sex and
treatment
preference
for therapistdelivered
approaches
were not
associated
with
treatment
response” (p.
S49)

Additional information
Authors believed, due to the
generic nature of the content,
the computerised CBT and MI
could be supported by many
health or primary care workers
rather than a qualified
psychologist.
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Online and Computerised Self-Help Interventions
Reference
Overall finding
Study details

KayLambkin et
al. (2012)

“We have shown
that computerized
cognitive
behavioral
therapy/
motivational
interviewing is
associated with
similar
improvements in
depression and
alcohol and
cannabis use as
face-to-face
alternatives and
that this modality
of treatment is
acceptable to

RCT
163
participants
Location:
Australia
(urban, rural
and remote
NSW)

Operational
details
Contact with
therapist: 9
weekly 60 minute
sessions for FTF
CBT and MI, and
person-cantered
therapy. For
computerised CBT
and MI minimal
therapist
assistance.
Duration: 9 weeks
for all groups.
Intervention
name: SHADE
Intervention
focus: depression
and substance
misuse
Treatment group:
people with
comorbid
depression and
alcohol or
cannabis misuse
Treatment: as for
Kay-Lambkin et al.
(2011)
Contact with
therapist: 10 x 60
min sessions for

Therapist
details

Outcomes

Mediating
factors

Additional information

use was not
significantly
different
among the
groups (all
resulted in
significant
reduction).

Intern or
registered
psychologist

Acceptability:
treatment
preference
prior to start
of treatment
did not affect
adherence.
Older people
tended to
complete
more
sessions.

Acceptability
of treatment
was not
associated
with sex, age
or rurality.
Rural and
urban
participants
did not differ
in regard to
their
preference
for FTF or
computerised
treatment.
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Online and Computerised Self-Help Interventions
Reference
Overall finding
Study details
people in both
rural and urban
locations, including
those whose
preference is for
face-to-face
therapy.” (p. 273)

KayLambkin et
al. (2014)

Clinicians appeared
to be reluctant to
use SHADE to treat
clients despite
clients being
willing.

Observational
study –
looking at
adoption of
SHADE by
clinicians
Participants:
13 clients and
77 clients

Operational
details
FTF groups; the
computerised
group undertook
their treatment at
the research clinic
and had 15 mins
with therapist at
end of session
Duration: 10 to 15
weeks
Intervention
name: SHADE
Intervention
focus: depression
and substance
misuse
Treatment:
computerised
delivery of CBT
and MI completed
at clinicians’

Therapist
details

Outcomes

Mediating
factors

Training: 2hr
training and
information
session
provided to
participating
clinicians

Acceptability:
clinicians
employed
SHADE with
only 34% of
the clients
despite 80%
of clients
indicating
they were
willing to use
computerised
therapy.
12/13 used
SHADE to
some extent
but with only
1 client. On
average
SHADE was
introduced at

Clinicians
indicated
having lowlevels of
computer
anxiety. The
authors
therefore
believed the
low-levels of
employment
was not due
to lack of
comfort with
computer
technology.

Additional information
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Online and Computerised Self-Help Interventions
Reference
Overall finding
Study details

Kobak et
al. (2015)

"Results support
the use of online
self-help for the
treatment of
moderate to
moderately severe
OCD." (p. 6)

RCT
87
participants
Location: USA

Operational
details

Intervention
name: BT Steps
Intervention
focus: OCD
Treatment group:
16-32 score on
Yale-Brown OCD
scale
Treatment: CBT
self-help
treatment - no
formal therapy
provided by
contact person
(support,
encouragement,
trouble-shooting
problems),
program includes
introductory
video, written
text, inactive
exercises and
assessment.
Contact with
therapist: 3
groups, no
support, weekly

Therapist
details

CBT therapist
or lay-person
depending on
group
Supervision:
A CBT
therapist was
available for
the layperson to
consult, if
they thought
it was
necessary

Outcomes
session for
and 5/10
sessions.
Clinical:
Significant
improvement
in symptoms
for all 3
groups and
no significant
difference
between the
groups.
Participants
who complied
more fully
tended to
achieve
better results.
Acceptability:
Participants
indicated high
levels of
satisfaction
with program
(98% agreed
or strongly
agreed that
they were
satisfied).
73% of those

Mediating
factors

Additional information

Participants tended to have a
higher level of education than the
general population.
Authors envisage BT Steps being
used unsupported, but when
users do not respond to email
prompts, contact by a lay-coach
could be made and escalate to
CBT therapist contact if
necessary.
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Online and Computerised Self-Help Interventions
Reference
Overall finding
Study details

Milgrom et
al. (2016)

"MumMoodBooste,
is an effective
treatment option
for women
clinically diagnosed
with PND." (p. 1)

RCT
43
participants
Location:
Australia

Operational
details
phone support by
non-therapist and
weekly phone
support by CBT
therapist
Duration: 9-step
program at user's
pace
Intervention
name:
MumMoodBooster
Intervention
focus: postnatal
depression
Treatment group:
postnatal adult
women diagnosed
with depression
Treatment:
interactive online
intervention
('workbook,
videos, goal
setting, selfmonitoring tools
with printable
elements; access
to a library of
additional
information and
peer-based web

Therapist
details

Outcomes

Mediating
factors

Additional information

that received
support
thought they
needed
support.

Graduate
psychology
trainees,
clinical
psychologists
and a health
psychologist
Training: The
support role
and
expectations
were
explained by
a senior
psychologist,
trainees
worked
through the
program (as if
they were a
client), read
the manual,

Clinical: At
12-week
follow-up,
79% of the
intervention
group no
longer had
diagnosable
depression
compared to
18% of
control
group. The
intervention
group also
experienced a
significantly
greater
reduction in
the severity
of symptoms
compared to
the control.

32% of the intervention group
and 81% of control group
indicated they had accessed
other support.
All participants (intervention and
control) received 'safety calls' at
baseline, 3, 5, 9 and 12 weeks
(last two calls post-intervention)
in which an assessment was done
to identify if there was a need for
crisis intervention referral. For
the intervention group this was
done by the usual telephone
contact.
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Online and Computerised Self-Help Interventions
Reference
Overall finding
Study details

Operational
details
forum) with
telephone
support. Partners
were also able to
access, at the
participant’s
invitation, a
separate partner
support website.
The control group
underwent
'treatment as
usual'. The
treatment
received
depended on
what the
nominated health
care professional
(usually GP or
Maternal and
Child Health
Nurse) thought
appropriate.
Duration: 6
sessions at own
pace but
encouraged to
complete in 6
weeks

Therapist
details
and observed
other's
undertaking
support calls
Supervised by
senior
psychologists.

Outcomes

Mediating
factors

Additional information

Functional:
The
intervention
had no
significant
effect on
relationship
with partner
at 12 weeks
but a medium
effect on
parenting
self-efficacy.
Acceptability:
86% of
women in the
intervention
group
completed all
sessions and
all completed
4 or more
sessions
(mean 5.7
sessions), 4.3
scheduled
coaching calls
completed,
57% posted
comments to
forum, mean
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Online and Computerised Self-Help Interventions
Reference
Overall finding
Study details

Neil et al.
(2009a)

“Adherence is
greater in
monitored settings,
and the predictors
of adherence differ
between settings.
Understanding
these differences
may improve
program
effectiveness and
efficiency.” (p.1)

Comparison
of 2 groups
(school and
general
community)
8207
participants
(1000 in 30
schools)

Operational
details
Contact with
therapist:
maximum of 30
minutes per week
contact with
therapist to
encourage
compliance and
give support and
guidance without
counselling

Therapist
details

Intervention
name: MoodGYM
Intervention
focus: depression
and anxiety
Treatment group:
adolescents
Treatment: online
CBT, participants
in 2 groups,
school-based
program or in
general
community
Therapist contact
in schools:

For school
setting:
teacher
provided with
a manual

Outcomes

Mediating
factors

Additional information

of 4/8 articles
accessed
from library,
76% of
partners
accessed their
support
website. 90%
indicated
they were
satisfied with
the program
and the
coaching
phone calls.
Looked at
mediating
factors for
adherence
Adolescents
completed
significantly
more of the
program in a
school setting
compared
with those in
the general
community.
However,
when those in
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Online and Computerised Self-Help Interventions
Reference
Overall finding
Study details

Operational
details
maintenance of
classroom order,
information,
support and
referral advice if
required (but no
counselling)
Therapist contact
in community: not
explicitly stated
but appears to
zero
Duration: 5
modules

Therapist
details

Outcomes

Mediating
factors

Additional information

the
community
completed at
least 2
modules
there was no
difference in
adherence.
In schools:
being female,
lower anxiety
levels and
living in a
rural area was
associated
with
adherence.
In the
community:
adolescents
with higher
levels of
depression
were found to
be more likely
to complete
more
modules.
In both
groups: no
association

CRRMH Rapid Literature Review – Low Intensity Mental Health Services – January 2017

92

Online and Computerised Self-Help Interventions
Reference
Overall finding
Study details

Newby et
al. (2013)

“The intervention
was effective but in
a real world setting
adherence was
low. Further
efforts need to
made in improving
adherence.”

RCT
Study 1: 93
participants,
Study 2: 136
participants
Location:
Australia

Operational
details

Therapist
details

Outcomes

Intervention
name: Worry and
Sadness Program
Intervention
focus: mixed
anxiety and
depression
Treatment group:
adults
Treatment: online
brief CBT,
instructional
stories with
graded exposure
tasks to perform
plus additional
information (e.g.
FAQs, recovery
stories, sleep,
assertiveness,
structured
problem solving)

was found
between
outcomes and
history of
depression
and level of
dysfunctional
thinking preintervention.
Practice
Clinical Study
Manager
1: The
(qualifications intervention
not detailed) group
or clinical
experienced
psychologist
significant
when clinical reductions in
advice was
their PHQ-9,
requested or GAD-7 and KK-10 and
10 scores and
PHQ-9 scores postdeteriorated. intervention
had
Practice
significantly
manager was lower scores
supervised by compared to
the clinical
the wait-list
psychologist
control group
(who
experienced
nonsignificant

Mediating
factors

Additional information

No predictive
factors for
drop-out
were
identified
(considered:
age, preintervention
PHQ-9, GAD7, WHODAS-II
and K-10
scores, type
of prescribing
clinician and
rurality).
However,
users were
more closely
monitored in
the RCT pilot
compared to

The authors developed,
administered and evaluated the
program.
For study 2 users were referred
by a GP, psychologist, medical
specialist, nurse or other allied
health specialist.
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Online and Computerised Self-Help Interventions
Reference
Overall finding
Study details

Operational
Therapist
details
details
Contact with
therapist Study 1:
10 weeks, 6
lessons; "regular"
phone and/or
email contact until
lesson 2
completed and
then only if K-10
or PHQ-9 scores
deteriorated or at
user requested
contact. For study
1 an average time
of 23.37 min total
time (email and
phone) per
participant in
intervention group
was estimated.
Contact with
therapist Study 2:
90 days; email
reminders sent if a
date nominated
for lesson
completion was
not met. It
appears to have
been up to the
user's supervising

Outcomes
reductions).
Treatment
gains were
maintained at
3 months
with some
possible slight
improvement.
Clinical study
2: Significant
improvement
for
completers in
GAD-7, PHQ9, K-10 and
WHODAS-II
scores.
Results also
indicated that
those that
dropped out
after
completing at
least 2
lessons also
gained some
benefit
(based on
improvement
in K-10 score).

Mediating
factors
the real
world study.

Additional information
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Online and Computerised Self-Help Interventions
Reference
Overall finding
Study details

Rooke et
al. (2013)

“Outcomes of the
current study
suggest that

RCT
225
participants

Operational
details
clinician if they
received any other
support. The
supervising
clinician was
alerted by email if
the user missed a
date or their K-10
scores rose to
over 30 (severe)
or by greater than
0.5 S.D. and were
informed of
progress each
lesson.

Intervention
name: Reduce
Your Use: How to

Therapist
details

Outcomes
Acceptability
Study 1: High
levels of
satisfaction
was indicated
by
intervention
group in a
survey
(average
score
25.64/30
where 30
perfect
score), high
adherence
(89%)
Acceptability
Study 2:
41.2%
completed all
lessons
(average of
4.21 lessons
completed) completers
highly
satisfied.
Clinical:
Intervention
group

Mediating
factors

Additional information

Potential participants were
excluded if they: had received
formal treatment for cannabis

CRRMH Rapid Literature Review – Low Intensity Mental Health Services – January 2017

95

Online and Computerised Self-Help Interventions
Reference
Overall finding
Study details
Reduce Your Use
holds promise in
assisting
individuals who
wish to quit or
reduce their
cannabis use" (pp.
10-11)

Location:
Australian
study with
participants
in Australia,
New Zealand,
UK, USA and
'other
countries'

Operational
Therapist
details
details
Break the
Cannabis Habit
Intervention
focus: Cannabis
use
Treatment group:
adults who had
used cannabis at
least once in
previous month
Treatment: 6
modules of online
self-guided CBT based on a FTF
intervention found
to be effective.
Control 6 modules
of educational
information
Duration: own
pace but
automated
request to
complete postintervention
assessment was
first sent at 6
weeks

Outcomes
significantly
reduced their
number of
cannabis
smoking days
and by more
than the
control
group. At 6week and 3month followup, there
were fewer
participants
in the
intervention
group than
the control
group who
had used
cannabis in
the past
month,
however,
these
differences
were nonsignificant.
Acceptability:
The
intervention

Mediating
factors

Additional information
use in the previous 3 months;
were frequent users (at least
weekly) of other illicit drugs; or
had a mental illness likely to
interfere with participation.
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Online and Computerised Self-Help Interventions
Reference
Overall finding
Study details

Operational
details

Therapist
details

Outcomes

Mediating
factors

Additional information

group
completed an
average of 3.5
modules.

Print-Based Self-Help
Reference
Overall finding
Bilich et al.
(2008)

Study
details
RCT
252
participants

Findings showed
that supported
bibliotherapy may
effectively be used
for the treatment of Location:
depression in some Australia
cases.

Operational details

Therapist details

Outcomes

Intervention name: The
Good Mood Guide: a selfhelp manual for depression
Intervention focus;
Depression
Treatment group: Adults
with mild to moderate
depression
Treatment: An especially
developed CBT self-help
manual (control group with
no manual or contact) was
used with readings and
activities
Contact with therapist:
randomly assigned to
groups: minimum contact
(1 x 5min phone call per
week - administered
assessment instruments
and checked progress
without counselling),

Minimal contact
group - trained
Lifeline staff;
Assisted self-help
group psychologist or
supervised intern
psychologist

Clinical: The people
in the two
intervention groups
(minimal contact and
assisted self-help)
both experienced a
significant decrease
in symptoms of
depression postintervention. Those
in the assisted selfhelp group
experienced a
greater
improvement.
Improvement was
maintained at 1month follow-up.
Those in the no
contact group
experienced
reduction in their

Training: Minimal
contact - no further
training; Assisted
self-help workshop to
develop skills in
solution-focused
skills coaching
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Mediating
factors

Additional
information
36% were on
antidepressant
medication;
14% were
receiving
other
psychothera
py
treatment.
Authors
suggest the
intervention
is a viable
alternative
for
Australians
unable to
access
internet
based
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Print-Based Self-Help
Reference
Overall finding

Coote and
MacLeod
(2012)

"GAP appears to be
a potentially
effective approach
to enhancing wellbeing and reducing
depression
symptoms, which
fits well with the
drive to promote
well-being and
provide accessible,
cost-effective
interventions for
people with
depression." (p.
313)

Study
details

Cross-over
design (waitlist control
received
GAP after
the first
stage of the
study had
been carried
out)
55
participants
Location: UK

Operational details
assisted self-help (1 x
30min phone call per week
- assisted completion of
book tasks, helping with
problem solving and goal
setting in addition to
administering assessment
instruments and checking
progress), or no contact
Duration: 8 weeks
Intervention name: Goalsetting and Planning (GAP)
Intervention focus:
Depression
Treatment group: longterm depressed adults
Treatment: 3-part manual
with worksheets. The
manual discusses wellbeing and teaches planning
and goal-setting strategies
to improve well-being emphasising positive
functioning rather than
directly addressing
depression.
Duration: 5 weeks
Contact with therapist: One
short phone call at end of
week 2 to check progress
and provide minimal

Therapist details

Outcomes

Mediating
factors

Additional
information
interventions
.

Authors
suggest
more
telephone
contact may
have
increased
positive
results (a
previous
study had
included 4
phone
contacts) to
encourage
adherence
and provide
more
support with
goal setting.

No
comparison
control for
follow-up
results.

symptoms but the
gain was not
significant.
Acceptability: 37%
did not complete

Clinical: Overall,
post-intervention
GAP participants
experienced a
significant decrease
in symptoms of
depression. Results
maintained at 5week follow-up.
Functional: Overall,
post-intervention
GAP participants
experienced a
significant increase
in life satisfaction
and positive
attitudes. Results
maintained at 5week follow-up.
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Authors
frame GAP as
a 'first-step'
intervention
for
depression.
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Print-Based Self-Help
Reference
Overall finding

Morgan et
al. (2013)

People receiving
Mood Memo emails
tended to increase
their self-help
behaviours more
than the control
group but this did
not translate to
improvement in
symptoms of
depression.

Study
details

RCT
1736
participants
Location:
Australian
study with
participants
in: UK,
Australia,
Canada,
Ireland, New
Zealand and
USA

Operational details
support (no counselling)
and assistance in goal
setting.
Intervention name: Mood
Memos
Intervention focus:
Depression
Treatment group: adults
with wide range of
symptom severity
Treatment: Messages
emailed twice weekly
outlining self-help
strategies and
implementation tips.
Control group received
information on depression
but no action suggestions.
Duration: 6 weeks – no
support

Therapist details

Outcomes

Clinical: No
significant difference
between the
intervention and
control groups was
found for
depression,
physiological distress
and psychological
functioning
outcomes.
Functional: The
intervention group
were more likely to
engage in self-help
behaviour than the
control group (small
to moderate effect).
Acceptability:
Viewing of emails
dropped off at
similar rates for the
intervention and
control groups. 42%
viewed 9 or more
emails, 21% viewed
5 to 8 emails and
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Mediating
factors

Additional
information

Around 1/3
of
participants
were
receiving
another
treatment
for
depression
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Print-Based Self-Help
Reference
Overall finding

Thirlwall et
al. (2013)

"Full guided parentdelivered CBT is an
effective and
inexpensive firstline treatment for
child anxiety." (p.
436)

Study
details

RCT
194
participants
Location: UK
(Berkshire)

Operational details

Intervention focus: Anxiety
Treatment group: children
(7 to 12 yrs) with an anxiety
disorder
Treatment: Intervention
used a CBT-based self-help
book aimed at parents to
help their children. The
study looked at two levels
of support: brief and full.
Wait-list control group.
Duration: 8 weeks
Contact with therapist:
Brief- 2 FTF sessions and 4
phone sessions; full- 4 FTF
and 4 phone sessions

Therapist details

varying levels of
qualifications and
experience (clinical
psychology
trainees, CBT
diploma students,
trained clinical
psychologists,
assistant
psychologists, postgraduate
psychology
students,
psychology
graduate,
psychiatrist)
One-day training
on delivering the
intervention
(included
presentations,
discussions, group
activities and role
play).

Outcomes
38% viewed 4 or
fewer emails.
Clinical: The full
guided intervention
resulted in 2x as
many children
recovering from
their primary anxiety
disorder diagnosis
and 3x as many
children recovering
from all anxiety
disorder diagnoses
compared to control
group. The briefintervention did
result in some
improvements but
generally wasn't as
effective.
Improvements was
mostly maintained at
6-month follow-up.

Mediating
factors

Additional
information

Therapist
experience
did not
significantly
affect
clinical
outcomes

Supervision: 2-hour
group sessions with
a clinical
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Print-Based Self-Help
Reference
Overall finding

Study
details

Operational details

Therapist details

Outcomes

Mediating
factors

Additional
information

psychologist (an
author) once per
week. FTF and
phone sessions
recorded and
monitored for
adherence.

Systematic Reviews with a Mix of Formats
Reference

Overall finding

Study details

Operational details

Therapist
details

Outcomes

Cuijpers et
al. (2010)

No significant
difference found
between FTF and
self-help outcomes.

Systematic
review and
meta-analysis
21 studies,
218 self-help
participants
and 239 FTF
participants
Review of
comparison
of FTF and
self-help
therapies design of
studies
included not
specified.

Intervention focus:
depression, phobias,
panic
Treatment group:
adults
Treatment: self-help
book x 15, standalone computer
program x 4, webbased intervention x
3, audio-recording x 2
compared with
individual and group
FTF sessions
Contact with
therapist: brief
personal contact only
x 5, brief personal

Specific
training
in 15
studies

Clinical: no
significant
difference
between FTF
and self-help
outcomes.
Acceptability
drop-out rate
was higher for
self-help
interventions
but the
difference was
not significant

Mediating factors
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Additional information
All but 2 studies were
older than 2006, 3 studies
were conducted using
university students
suggesting they may not
have been real world
interventions.
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Systematic Reviews with a Mix of Formats
Reference

Cuijpers et
al. (2011)

Donker et al.
(2009)

Overall finding

"This study showed
that self-guided
psychological
treatment has a
small but significant
effect on
participants with
increased levels of
depressive
symptomatology."
(p. 6)

Study details

Operational details

Quality: "notoptimal" (only
one meet all 4
criteria used
and 4 met 3
of 4)

contact and phone
contact x 7, phone
contact only x 5,
email contact only x
3, brief FTF support
at therapist's office
where computerbased treatment was
undertaken alone
Duration: not
specified for self-help

Location:
USA, UK,
Australia
Canada and
Sweden
Meta-analysis
7 studies,
1362
participants
RCTs
Location:
USA,
Netherlands,
Germany and
UK

Quality:
acceptable
Potentially brief
Systematic
passive
review and
psychoeducational
meta-analysis
interventions are an RCTs

Therapist
details

Outcomes

Mediating factors

Additional information

Intervention focus:
Depression
Treatment group:
Adults
Treatment: all CBT,
online x6, books x 1
Contact with
therapist: No support
Duration: not
specified

Clinical: metaanalysis
indicated a
small but
significant
improvement in
symptoms of
depression

Conclusion suggests
studies were not carried
out in real world
conditions.

Intervention focus:
anxiety and
depression

Clinical: The 3
studies aimed at
reducing
depression

Authors consider
psychoeducation may be
a feasible first step to
engage people in taking
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Authors considered that
the next step was to find
out whether these type
of interventions can be
used within the stepped
care model context.
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Systematic Reviews with a Mix of Formats
Reference

Haug et al.
(2012)

Overall finding

Study details

Operational details

inexpensive first
step for people
with anxiety or
depression. They
can have a small
beneficial effect on
reducing
symptoms, can be
delivered by nonprofessionals and
may easily form
part of existing
primary care and
general practice
services and form
part of the stepped
care approach.
"…we conclude that
self-help,
particularly when
delivered via
computer
software/Internet,
is effective in the
treatment of
anxiety disorders.
The results suggest
that self-help
treatment provides
treatment results
that are similar to

4 studies, 340
intervention
participants
and 354
control
participants
Location: not
stated

Treatment:
psychoeducational
information passively
provided online,
mailed, or within
leaflets

found
significant
reductions in
symptoms. The
other study
aimed to reduce
psychological
distress and
found no
significant
effect. No RCTs
for anxiety
found.

Systematic
review and
meta-analysis
RCTs with a
control
and/or
comparison
group
56 studies

Intervention name:
BT STEPS, Beating the
Blues - others not
named
Intervention focus:
anxiety disorders:
panic disorder/
agoraphobia, social
phobia, PTSD/acute
stress disorder,
mixed anxiety and
depression, specific
phobia, GAD, OCD

Clinical: Selfhelp achieved
similar
significant
improvement in
clinical
symptoms
compared to
FTF but effect
was a little
smaller. When
measured the
effects

Location not
specified

Therapist
details

Outcomes

Mediating factors

Additional information
care of their mental
health.
Half of studies prior to
2006

No relationship
between
treatment length/
number of
sessions and
outcomes found.
No relationship
between
therapist contact
(type and time)
and outcomes
found (guided
self-help nonsignificantly
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Most studies prior to
2006, no information on
location of studies.
Findings indicated
internet and computerbased interventions were
more effective than bookbased self-help.
However, the authors,
advise caution as there
were differences in
recruitment and level of
guidance (hence may not
be directly comparable).
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Systematic Reviews with a Mix of Formats
Reference

Overall finding
those found in
general, nonspecialized
psychological
treatments for
anxiety disorders."
(p. 443)

Study details

Operational details
and mixed anxiety
disorders
Treatment group:
Any treatment group
Treatment: various
self-help formats:
book/written
manual, computer
software, internet
based on CBT
Duration: variable
Contact with
therapist: highly
variable - with and
without contact
including via phone,
online discussion,
email, FTF

Therapist
details

Outcomes

Mediating factors

remained at
follow-up.
Functional: No
difference in
quality of life
measures
achieved by
self-help
compared to
FTF.
Acceptability:
mean attrition
rate for selfhelp treatments
was acceptable
at 16.5% but
high in several
studies

better than pure
self-help). Age
(but average age
mid-30s),
education levels,
and type of
disorder not
related to
outcomes.
Attrition rates
found not to be
related to
publication year,
study sample,
self-help format,
therapist contact,
nor diagnosis.

Additional information

"Given that the dropout
rate in many of the
reviewed studies was
high and that results
indicated that this
treatment was somewhat
less effective than
specialized FTF
treatments, such as CBT,
the best model for
implementation is
probably through a
stepped care treatment
model, giving patients not
benefitting from self-help
treatment the
opportunity to receive
other types of
treatment." (p.443)
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Appendix D – Open Access Available Mobile Apps,
Online Programs and Forums
Evidence ratings (based on system used by beacon.com.au)
5 = 3 or more RCTs reporting positive effect
4 = 3 RCTs reporting positive effect
3 = 2 RCTs reporting positive effect
2 = 1 RCT reporting positive effect
1 = No RCT but evidence form other types of studies reporting positive effect
0 = No studies found
-1 = Evidence to suggest intervention is ineffective

Mobile Apps
Abbreviations: I&DU – ongoing internet and data-usage necessary; ?I&DU – unknown whether
ongoing internet and data-usage was necessary.
(n.b. English language unless otherwise indicated and for adults unless otherwise indicated)
Mobile Apps - Source: au.reachout.com – The Toolbox is a collection of mobile apps and an
online facility which helps people to work out their health and wellbeing goals and connect
them with an appropriate app.
Name and URL

Treatment area
claims

Cost

Mode of operation

Evidence
rating

1 Giant Mind
au.reachout.com/sites/
thetoolbox/appslist/
1-giant-mind
Beat Panic
au.reachout.com/sites/
thetoolbox/appslist/
beat-panic
Breathe2Relax
au.reachout.com/sites/
thetoolbox/appslist/
breathe2relax
eCBT
au.reachout.com/sites/
thetoolbox/appslist/
ecbt-mood
Happify
au.reachout.com/sites/
thetoolbox/appslist/

Stress, anxiety

Free
?I&DU

Guided meditation

0

Panic disorder

$1.29
$I&DU

CBT, breathing
techniques

0

Stress, anxiety,
anger

Free
?I&DU

Breathing techniques

0

Depression

$1.29
?$I&DU

CBT

0

Stress, anxiety,
general wellbeing

Free
I&DU

Education and
assessment

0
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Mobile Apps - Source: au.reachout.com – The Toolbox is a collection of mobile apps and an
online facility which helps people to work out their health and wellbeing goals and connect
them with an appropriate app.
Name and URL
happify
Headspace
au.reachout.com/sites/
thetoolbox/appslist/
headspace
Hello Sunday Morning
au.reachout.com/sites/
thetoolbox/appslist/
hello-sunday-morning
In Hand
au.reachout.com/sites/
thetoolbox/appslist/
in-hand
Mindfulness Meditation
au.reachout.com/sites/
thetoolbox/appslist/
mindfulness-meditation
Mindshift
au.reachout.com/sites/
thetoolbox/appslist/
mindshift
MyCalmBeat
au.reachout.com/sites/
thetoolbox/appslist/
my-calm-beat
Optimism
au.reachout.com/sites/
thetoolbox/appslist/
optimism
Panic attack aid lite
au.reachout.com/sites/
thetoolbox/appslist/
panic-attack-aid-lite
Pause
au.reachout.com/sites/
thetoolbox/appslist/
pause
Rays Night Out
au.reachout.com/sites/
thetoolbox/appslist/
rays-night-out
ReachOut Breathe
au.reachout.com/sites/
thetoolbox/appslist/

Treatment area
claims

Cost

Mode of operation

Evidence
rating

Panic disorder,
stress, anxiety

Free
I&DU

Guided meditation

0

Alcohol
consumption

Free

Social motivation,
education

0

Stress, low mood,
general wellbeing

Free
?I&DU

Activities

0

Stress

$2.49

Guided meditation,
mindfulness techniques

0

Anxiety

Free

Not specified

0

Resilience, stress

Free

Breathing techniques

0

Depression,
bipolar and other
mental health
conditions
Panic disorder

Free
I&DU

Monitoring of moods
with the facility to email
reports to own therapist

0

Free
?I&DU

Breathing and distraction

0

Anxiety, stress
management

$2.99

Guided breathing,
soothing sounds,
relaxation techniques

0

Alcohol
consumption

Free

Education

0

Stress, anxiety,
panic disorder

Free

Breathing techniques

0
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Mobile Apps - Source: au.reachout.com – The Toolbox is a collection of mobile apps and an
online facility which helps people to work out their health and wellbeing goals and connect
them with an appropriate app.
Name and URL
reachout-breathe
ReachOut WorryTime
au.reachout.com/sites/
thetoolbox/appslist/
reachout-worrytime
Relax with Andrew
Johnson Lite
au.reachout.com/sites/
thetoolbox/appslist/
relax-with-andrewjohnson-lite
Self Help for Anxiety
Management
au.reachout.com/sites/
thetoolbox/appslist/
self-help-for-anxietymanagement
Smiling Mind
au.reachout.com/sites/
thetoolbox/appslist/
smiling-mind
Stop Breathe and Think
au.reachout.com/sites/
thetoolbox/appslist/
stop-breathe-and-think
Stop Panic and Anxiety
au.reachout.com/sites/
thetoolbox/appslist/
stop-panic-and-anxiety
Super Better
au.reachout.com/sites/
thetoolbox/appslist/
superbetter
WellMind
au.reachout.com/sites/
thetoolbox/appslist?
wellmind
Whats Up
au.reachout.com/sites/
thetoolbox/appslist/
whats-up

Treatment area
claims

Cost

Mode of operation

Evidence
rating

Anxiety, stress

Free

Scheduled worry time

0

Stress

Free
?I&DU

Relaxation training

0

Stress, anxiety

Free

Breathing techniques and
closed social network

0

Stress, general
wellbeing

Free

Guided meditation,
mindfulness

0

Anxiety

Free
I&DU

Mindfulness

0

Panic disorder,
anxiety

Free

CBT, breathing
techniques, education

0

Resilience

Free
?I&DU

Gaming techniques

0

Depression,
anxiety, stress

Free
?I&DU

Education

0

Panic disorder,
anxiety, stress,
depression

Free
I&DU

Thought tracking,
mindfulness, education,
relaxation

0
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Mobile apps - Source: beacon.anu.edu.au
Name and URL

Treatment area
claims

Cost

Mode of operation

Evidence
rating

Breathe2Relax
t2health.org/apps/
breathe2relax
M3Screen – WhatsMyM3

Stress

Free

0

Depression,
Bipolar Disorder,
GAD, PTSD

Fee for
mobile
app
version
US$4.99
per
volume

Education, stress
management including
relaxation
Education – mobile app
or website (Spanish as
well as English)
3 ‘volumes’
CBT, motivational
enhancement therapy

0

Personal
tracking/monitoring –
symptoms, medication,
events
Online support forum
CBT, IPT, problem
solving and positive
psychology – mobile app
or website
Self-monitoring – mobile
app or website

0

CBT and stress
management including
relaxation

0

whatsmym3.com

Mobile MORE Field Guide
to Life
hazelden.org/web/
public/mobile_more_
field_guide.page
Moody Me
medhelp.org/land/
mood-diary-app

Alcohol and
substance abuse

Depression, GAD

Free

myCompass (Australia)

Depression,
stress, GAD

Free

Depression,
bipolar disorder,
GAD
PTSD (aimed at
military
veterans)

Free

mycompass.org.au/

Optimism
findingoptimism.com

PTSD Coach
ptsd.va.gov/public/
pages/ptsdcoach.asp

Free

1

2

0

Other available mobile Apps
Name and URL

Treatment area claims

Cost

Mode of
operation

The Check
youthbeyondblue.com/
help-someone-youknow/thecheckin
Mind the Bump
mindthebump.org.au/
High Res
At-ease.dva.gov.au/
highres/#!/home

For people wanting to
supporting someone with
suspected MH issues

Free

Advice/education 1

Stress, wellbeing (for
those expecting a baby)
Stress, resilience (exdefence force – Australia)

Free

Mindfulness

0

Free

CBT

0
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Online programs and websites
Online programs - Source: beacon.anu.edu.au
Name and URL

Treatment
area claims

Cost

Mode of operation

Evidence
rating

After the Injury

PTSD (parents
of children
with traumatic
injury)
PTSD and
other mental
health
conditions (US
soldiers,
returning from
Iran and
Afghanistan,
their families
and health
professionals)
Alcohol

Free

Education

1

Free

CBT, education

0

Free

1

Alcohol

Free

CBT with relapse
prevention and
moderated peer
support
Education

Phobias,
Free
claustrophobia
Resilience
Free
(families who
have
experienced a
child
bereavement)
Bipolar
Free
disorder
(adolescent
and adult)

CBT (Dutch)

0

Education

0

Education

0

Depression
(child,
adolescent,
adult, older
adult)
GAD, anxiety
and
depression

Free

Education (Norwegian
as well as English)

3

Fee
applies

CBT

0

aftertheinjury.org

afterdeployment
afterdeployment.org/

Alcohol Help Center
alcoholhelpcenter.
net/

AlcoholScreening.org

0

alcoholscreening.org

Angstweg.nl (Netherlands)
angstweg.nl

Bereavement Experience
Journal
experiencejournal.
childrenshospital.
org/?cat=25

Bipolar Disorder Education
Program
blackdoginstitute.org.au/
public/bipolardisorder/
bipolareducationprogram
.cfm

BluePages (Australia)
bluepages.anu.edu.au

CBT Self Help Therapy
cbt-self-helptherapy.com/welcometo-cbt-self-help-therapy/
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Online programs - Source: beacon.anu.edu.au
Name and URL

Treatment
area claims

Cost

Mode of operation

Evidence
rating

Check Your Drinking

Alcohol

Free

3

Cannabis use
(adolescents)
Alcohol and
cannabis
(adolescents
around 13 yrs)
Alcohol
(adolescents
around 13 yrs)

Free

Education,
personalised feedback
(French and Spanish as
well as English)
CBT, education

Free

Education

2

Free

Education

2

Substance
abuse

Free

0

Depression

Free

Professional real-time
online counselling
(Vietnamese as well as
English)
CBT, online support
group

Depression
(child and
adult)

Free

Psychoeducation and
narrative therapy

0

Depression

Free

Education with
downloadable
workbook

0

Depression

Free

CBT

0

Alcohol

Free

CBT, education

1

Alcohol

Free

Motivational
interviewing

2

Alcohol

Free

Education, CBT (Dutch)

1

Depression,
relationship
breakdown,
loss and grief
(adolescents
and adult)

Free

CBT, relaxation,
physical activity

3

checkyourdrinking.
net

Clear Your Vision
clearyourvision.org.au/

Climate Schools – Alcohol
and Cannabis Education
climateschools.
com.au

Climate Schools – Alcohol
Education
climateschools.
com.au

Counselling Online
counsellingonline.org.au

Depression Center
(Canda/USA)

0

0

depressioncenter.net/

Depression Experience
Journal
experiencejournal.
childrenshospital.org/
?cat=22

Depression Learning Path
(UK)
clinicaldepression.co.uk/
learning_path.htm#time

Depression Online
Mentalhealthonline
.org.au/

Down Your Drink
downyourdrink.
org.uk/

Drinker’s Check-Up (USA)
drinkerscheckup.
com

Drinktest.nl
drinktest.nl/

e-couch
ecouch.anu.edu.au
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Online programs - Source: beacon.anu.edu.au
Name and URL

Treatment
area claims

Cost

Mode of operation

Evidence
rating

e-couch – Social Anxiety
Program

Social Anxiety
(adolescents
and adults)
GAD
(adolescent
and adult)
Alcohol

Free

CBT, IPT, relaxation,
physical activity

2

Free

CBT, IPT, relaxation,
physical activity

1

Free

0

Substance use

Free

Education,
personalised feedback
(Dutch)
Education (Swedish)

Fear of spiders
(expanding to
other phobias)
Resilience,
suicide
bereavement
(families,
people
bereaved by
suicide or
supporting
someone at
risk of suicide)
Depression
(adolescent
and young
adult)
OCD –
specifically
hoarding

Free

Graded exposure

1

Free

Lifestyle, relaxation,
physical activity,
positive psychology

0

Free

CBT (Dutch)

2

Free

0

Alcohol

Free

Depression

Free

Yahoo group, CBT,
education, (max
members 105-115
others put on waiting
list)
CBT, motivational
interviewing (Dutch as
well as English)
CBT (Dutch)

Depression
(child,
adolescent
and adult)
Social Anxiety,
resilience
Resilience

Free

Education (Chinese as
well as English)

0

Free

CBT, education

0

Free

CBT

0

ecouch.anu.edu.au

e-couch (GAD)
ecouch.anu.edu.au

eentjeteveel.be
eentjeteveel.be/

eScreen

0

escreen.se

Feardrop
feardrop.com/

Grief and Loss Support
Program
Suicidecallbackservice
.org.au/Grief-and-losssupport-program.html

Grip Op Je Dip Online
gripopjedip.nl

H-C (Compulsive Hoarding
Community)
health.groups.
yahoo.com/group/H-C/

Jellinek alcohol self-help
course
jellinek.nl/english

Kleur je leven

2

3

kleurjeleven.nl/

Little Prince is Depressed
(Hong Kong)
depression.edu.hk

Living Life to the Full
llttf.com

Living Well Feeling Well
swinburne.edu.au/
lss/swinpsyche/
etherapy/programs/
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Online programs - Source: beacon.anu.edu.au
Name and URL

Treatment
area claims

Cost

Mode of operation

Evidence
rating

GAD –
therapist
assistance
recommended
for moderate
to severe
problems
OCD –
therapist
assistance
recommended
for moderate
to severe
problems
Panic disorder
– therapist
assistance
recommended
for moderate
to severe
problems
PTSD –
therapist
assistance
recommended
for moderate
to severe
problems
Social anxiety
– therapist
assistance
recommended
for moderate
to severe
problems
Depression
(middle to
older CALD
adults)
Stress
(adolescent)
Alcohol

Free for
self-help

CBT with clinical
support available for
$120

1

Free for
self-help

CBT with clinical
support available for
$120

2

Free for
self-help

CBT with clinical
support available for
$120

1

Free for
self-help

CBT with clinical
support available for
$120

1

Free for
self-help

CBT with clinical
support available for
$120

1

Free

Education (Italian and
Greek as well as
English)

1

Free

Education, online peer
interaction
CBT (Dutch)

0

Bipolar
disorder

Free

Mood monitoring and
social rhythm therapy

1

wellbeing/

Mental Health Online –
GAD online
mentalhealthonline.
org.au/

Mental Health Online –
OCD Stop!
mentalhealthonline.
org.au/

Mental Health Online –
Panic Stop!
mentalhealthonline.
org.au/

Mental Health Online –
PTSD Online
mentalhealthonline.
org.au/

Mental Health Online –
SAD Online
mentalhealthonline.
org.au/

MIDonline
midonline.com.au/

Mind Your Mind (Canada)
mindyourmind.ca/

MInderDrinken.nl

Free

1

minderdrinken.nl/

MoodChart
moodchart.org/
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Online programs - Source: beacon.anu.edu.au
Name and URL

Treatment
area claims

Cost

Mode of operation

MoodGYM

Depression
(adolescent
and adult)
GAD
(adolescent
and adult)
Depression,
Bipolar
Disorder, GAD,
PTSD
PTSD

Free

CBT (Chinese, Dutch,
5
Finnish and Norwegian
as well as English)
CBT (Chinese, Dutch,
4
Finnish, Norwegian as
well as English)
Education – mobile app 1
or website (Spanish as
well as English)

Depression,
stress, GAD

Free

Alcohol
(adolescent 11
to 14 yrs)
OCD
(adolescents)

moodgym.anu.edu.au

MoodGYM – Anxiety
moodgym.anu.edu.au

M3Screen – WhatsMyM3
whatsmym3.com

My Trauma Recovery

Free

Free (fee
for mobile
app
version)
Free

Evidence
rating

Social Cognitive Theory

0
2

Free

CBT, IPT, problem
solving and positive
psychology – mobile
app or website
Online game

Free

Peer support

0

Panic disorder, Free
GAD
(adolescent
and adult)
Alcohol
Free

CBT

2

CBT, education

0

Depression
and alcohol
comorbidity
Depression

Free

CBT, education

0

Free

CBT, education

0

Resilience

Free

CBT, education

0

Early
psychosis or
for those
feeling they
are losing
touch with
reality
(adolescents
and young
adults)

Free

CBT

0

trauma.vast.uccs.edu

myCompass (Australia)
mycompass.org.au/

N-squad
nsquad.rice.edu/

OCD Youth
arcvic.com.au/ourservices/online-services

Online Anxiety Prevention
Program (Australia)
www2.psy.uq.edu.au/
~jkweb/

OnTrack Alcohol

1

ontrack.org.au

OnTrack Alcohol and
Depression
ontrack.org.au

OnTrack Depression
ontrack.org.au

OnTrack Flood and Storm
Recovery
ontrack.org.au

OnTrack Get Real
ontrack.org.au
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Online programs - Source: beacon.anu.edu.au
Name and URL

Treatment
area claims

Optimism
findingoptimism.com

Panic Center (Canada)
paniccenter.net

Panic Online Step 1
(Australia)

Cost

Mode of operation

Evidence
rating

Depression,
Free
bipolar
disorder, GAD
Panic disorder, Free
agoraphobia
Panic disorder Free

Self-monitoring –
mobile app or website

0

CBT

1

Education

2

Alcohol
(parents of
adolescents)
Cannabis use

Free

Education

0

Free

Self-regulation and
self-control (German)

2

Cannabis use

Free

1

Resilience
(adolescents)

Free

CBT, motivational
interviewing,
education
CBT – online game

Depression,
(adolescent
and adult)

Free

Education

0

Stress
(adolescents)

Free

1

Cocaine use

Free

Stress management
including relaxation
(German)
CBT, self-control
principles (German)

PTSD (child
and
adolescent)

Free

CBT, cognitive and
resiliency theory

2

Stress

Free

CBT, education

1

GAD, social
anxiety,
phobias,
separation
anxiety
disorder (Child

Free

CBT

5

swinburne.edu.au/lss/
swinpsyche/etherapy/
programs.html

Parenting strategies
parentingstrategies.net

Quit the Shit
quit-the-shit.net/
qts/start.do

Reduce Your Use
reduceyouruse.org.au

ROC: Reachout Central
(Australia)

1

roc.reachout.com.au/
flash/index.html

Self-Care Depression
Program: Antidepressants
Skills Workbook
carmha.ca/publications/
resources/asw/SCDP
AntidepressantSkills.pdf

SNAKE Training
snake-training.de/

Snow Control
(Switzerland)

0

snowcontrol.ch/

So You’ve Been in an
Accident
kidsaccident.psy.
uq.edu.au

Stress Gym
depressiontoolkit.org/
stressgym/

The BRAVE Program
brave4you.psy.uq.
edu.au/
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Online programs - Source: beacon.anu.edu.au
Name and URL

The Lowdown (New
Zealand)

Treatment
area claims
and
Adolescents)
Depression
(adolescents)

Cost

Mode of operation

Evidence
rating

Free

Education with online
and text-based support
available
Supported
Referral from GP
needed
CBT
Supported
Referral from GP
needed
CBT
Supported
Referral from GP
needed
CBT
Supported
Referral from GP
needed
CBT
Education with stress
management

0

thelowdown.co.nz/

This Way Up – Depression
Course

Depression

This Way Up – Generalised
Anxiety Disorder Course

GAD

This Way UP – Mixed
Depression and Anxiety
Course

Comorbid
anxiety and
depression

$59

This Way Up – Panic
Disorder Course

Panic disorder

$59

This Way Up Schools –
Managing Stress

Stress
(adolescent
around 13 yrs)

Free

Alcohol

Free

Education

2

Alcohol
(adolescents
and adults)
Alcohol (USA
Veterans)

Free but
limited
access
Free

Personalised feedback

3

Motivational
interviewing

1

CBT

0

CBT

0

CBT

0

thiswayup.org.au/
schools/courses/
managing-stress/

THRIVE (Tertiary Health
Research Intervention Via
Email)

$59

$59

3 (no
evidence for
unsupported)

5 (no
evidence for
unsupported)

2 (no
evidence for
unsupported)

2 (no
evidence for
unsupported)

1

lamp.health.curtin.
edu.au/thrive/
baselinetest.php

Unitcheck
unitcheck.co.uk

Veteran’s Drinker’s Checkup
veterandrinkerscheckup.
org/

Wellbeing Course
(Depression)
ecentreclinic.org/
?q=WellbeingCourse

Wellbeing Course (GAD)
ecentreclinic.org/
?q=WellbeingCourse

Wellbeing Course (Panic)

Depression,
Free
social phobia,
panic disorder,
worry
GAD, social
Free
phobia, panic
disorder,
worry
Panic disorder Free

ecentreclinic.org/
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Online programs - Source: beacon.anu.edu.au
Name and URL

Treatment
area claims

Cost

Mode of operation

Evidence
rating

Social anxiety

Free

CBT

0

GAD

Free

CBT

1

Depression,
GAD (families,
caregivers of
children and
adolescents)

Free

Education

2

?q=WellbeingCourse

Wellbeing Course (Social
Phobia)
ecentreclinic.org/
?q=WellbeingCourse

What? Me Worry!?!
cci.health.wa.gov.au/
resources/infopax.
cfm?Info_ID=46

Youth Mental Health: A
Parent’s Guide
ymhonline.com/
loginpage.asp

Other available websites/programs
Name and URL

Treatment area
claims

Cost

Mode of
operation

Evidence
rating

SenseAbility
beyondblue.org.au/
healthy-places/
secondary-schools-andtertiary/senseability/
download-sensibility

Emotional and
psychological
resilience
(adolescents)

For classroom or
other structured
environment

0

OCD? Not Me!
ocdnotme.com.au/

OCD
(adolescents)

Free
download or
$80 full Skills
kit or $30
version that
detail the
program
Not clear

0

HeadStrong
blackdoginstitute.org.au/
public/education/
headstrong.cfm

Mood disorders
(adolescents)

Education,
activities
including support
for parents
Classroom-based
education and
activities

Free
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Online forums
Online forums – source: beacon.anu.edu.au
Name and URL

Focus

Cost

Mode of operation

Evidence
rating

Bipolar UK e
Community
bipolaruk.org.uk/
e-community/
Cocaine User
Helping Hand

Bipolar Disorder

Free

0

Substance abuse
– cocaine

Free

Forums at Psych
Central
forums.psychcen
tral.com/

Depression,
Bipolar Disorder,
GAD (adult or
teenage chat
rooms)
Substance abuse

Free

Bipolar UK trained
moderator.
Registration with
personal details required
Employee moderator.
Registration required to
patriciate (open to view)
Community member and
mental health
professional moderators.
Registration required

0

1

Methadone
Support
Community
methadonesuppo
rt.org/forum.htm
l
Mood Garden
Depression,
moodgarden.org Bipolar Disorder,
GAD
Netdoctor forums Depression, panic
for depression
disorder, GAD
netdoctor.co.uk/i
nteractive/
discussion/Gener
al-depressionf1.html
No More Panic
Panic Disorder
nomorepanic.co.
uk

Free

Owner and volunteer
(non-professional)
moderators.
Registration required to
patriciate (open to view)

0

Free

Peer moderator.
Registration required

2

Free

Non-mental health
professional moderators.
Registration required to
patriciate (open to view)

0

Free

0

OCD-UK Forum
ocdforums.org/

OCD (adult and
young adult)

Online PPMD
Support Group
ppdsupportpage.
com/
RD4U (Road for
You)
rd4u.org.uk/

Postpartum
mood disorders

Fee for fullaccess (message
board access
free)
Free

Owner and international
volunteer moderators.
Registration required to
patriciate (open to view)
Volunteer peer
moderators.
Registration required to
patriciate (open to view)
Peer moderator.
Registration required to
patriciate (open to view)
Peer moderators.
No registration required

0

Resilience in the
context of
bereavement
(adolescent/youn
g adult)

Free
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Online forums – source: beacon.anu.edu.au
Name and URL

Focus

Cost

Mode of operation

Evidence
rating

RethinkTalk
rethink.org/talk/

Depression,
Bipolar Disorder,
psychosis
Social anxiety

Free

Non-mental health
professional moderators
Registration required
Non-mental health
professional moderators.
Registration required to
patriciate (open to view)

0

Social Anxiety
Support Forum
socialanxietysupp
ort.com/forum/

Free
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