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ABSTRACT KEYWORDS
Background: Self-help psychological interventions show great Meta-analysis; self-help;
potential to close the treatment gap for depressive symptoms low-and-middle-income;

in low-and middle-income countries (LMICs). The current depressive symptoms;
meta-analysis investigated the pooled effect of self-help inter- ~ Mterventions
ventions for people with depressive symptoms in LMICs and
moderators of these psychological interventions.

Method: PubMed, Cochrane Register of Randomized Controlled
Trials, PsychInfo, Embase, and Sabinet databases were searched
between June 2021 and December 2022 to select studies that
met pre-defined inclusion criteria. A coding protocol was used
to retrieve and code relevant data from selected studies. We
measured publication bias and assessed the study quality using
the Cochrane Risk of Bias tool. The program ‘Comprehensive
Meta-Analysis’ (CMA) was used for the data analysis. Overall
effect sizes were calculated to assess the effectiveness of self-
help programs for depression.

Results: Eighteen studies were included in the meta-analysis.
Self-help interventions were found to have a medium positive
effect on depressive symptoms at post-test (Hedges' g = 0.74)
and at follow-up (Hedges' g = 0.82). There was evidence for
publication bias. Larger effects were found for studies that
were conducted in lower-middle income countries, had at least
mild depression as inclusion criterion, reported less than 30%
attrition, did not use relaxation techniques, had a low or
medium risk of bias, and that used a booklet form of
intervention.

Conclusion: This meta-analysis suggests that self-help interven-
tions have a positive effect on people with depressive symp-
toms in LMICs. The findings could inform the design and
implementation of mental health interventions that could pre-
vent or treat depression.
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Introduction

An estimated 280 million people suffer from depression (World Health
Organization (WHO), 2023). Most people with depression are found in
low-and-middle-income countries (LMICs), and with limited access treat-
ment (Moitra et al., 2022; WHO, 2023). A mental health report by the
WHO (2022), shows that mental health conditions are widespread, under-
treated, and poorly addressed due to insufficient resources. There is a
large discrepancy between the demand for mental health services and
available trained professionals in LMICs (WHO, 2022). For instance, com-
pared to the global average of 3.96 psychiatrists per 100,000 people in
high-income countries, there are 0.04 to 0.30 psychiatrists per 100,000
people in LMICs (Rathod et al., 2017). These professionals are mostly
based in urban areas and may not be accessible to those in rural areas,
creating a treatment gap which is exacerbated by other factors such as
poverty, conflict, social inequalities, limited budget for mental health,
limited infrastructure, and low self-worth (Rathod et al., 2017).

Given the severe consequences of depression, including significant losses
in health and functioning (Boulanger et al., 2009; Katon et al., 2007), and
poor medication adherence (Zhou et al., 2022), it is important to address
the treatment gap for depression and ensure timely access to those in
need. Timely provision of treatment for depression has been directly linked
to improved response rates, reduced illness and disability, and lower mor-
tality (Bukh et al., 2013; Dominiak et al., 2021). However, traditional forms
of treatment, such as face-to-face therapy or individual methods, may not
be feasible for effectively addressing or treating depression in LMICs due
to the barriers mentioned above.

In the past two decades, there has been an increase in research focused
on self-help treatments for depressive symptoms. Self-help approaches may
be guided or unguided and may be delivered in various formats, such as
online or via paper manuals (Chamberlain et al., 2008). There are several
advantages of self-help treatments which could make them more feasible
for LMICs. Participants usually apply self-help interventions at a convenient
place and time, reducing transport costs and travel time to treatment
centers and giving patients privacy, which may reduce stigmatization and
improve access (Ma et al., 2021). Self-help interventions do not necessarily
require contact with professionals, therefore, people in LMICs could still
get help despite the shortage of trained staff. Self-help interventions have
been found to be effective in treating mild to severe depressive symptoms
when compared to no-treatment controls in randomized controlled trials
(RCTs) (Andersson et al., 2019; Cuijpers et al., 2019; Matcham et al,,
2014). Thus far, most studies have been conducted in high-income coun-
tries, but there is increasing research on self-help interventions in LMICs
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with promising findings (Arjadi et al., 2015; Fu et al., 2020; Martinez et
al.,, 2018; Naslund et al., 2017).

The present study aims to systematically review the results of these
studies and to perform a meta-analysis on the effectiveness of self-help
interventions to treat depressive symptoms in people from LMICs. To our
knowledge, there are three previous meta-analyses that investigated the
effectiveness of self-help interventions for depressive symptoms in LMICs
(Fu et al., 2020; Karyotaki et al., 2023; Kim et al., 2023). One of the
meta-analytic studies investigated participants who experienced both
depressive symptoms and substance misuse (Fu et al., 2020) and the other
two studies included participants who experienced both depressive and
anxiety symptoms (Karyotaki et al., 2023; Kim et al., 2023). These
meta-analyses showed that digital self-help interventions were moderately
effective in treating depressive symptoms. These findings are encouraging
regarding the use of self-help programs for the treatment of depressive
symptoms in LMICs. However, all three meta-analyses investigated only
digital psychological interventions.

The current meta-analysis investigated the effectiveness of both guided
and unguided self-help interventions delivered in different formats (e.g.
booklet, digital, etc.) and focused on the treatment of depressive symp-
toms, (including depressive disorders). The current meta-analysis also
aimed to investigate whether selected sociodemographic and clinical vari-
ables might account for the differential effect of the intervention on the
outcome.

Methodology

The study is approved as part of a larger study on (interventions for
depressive symptoms) by the University of Botswana Ethics Committee
and Health Research and Development Committee of the Ministry of
Health in Botswana (Ref: HPDME 13/18/1).

Search strategy

We used the Preferred Reporting Items for Systematic Reviews and Meta-
Analyses statement (Moher et al., 2009) to develop a methodological
framework and protocol. Using pre-defined search terms, we searched the
following databases: PsycINFO, Embase, PubMed, Cochrane Register of
Randomized Controlled Trials, and SABINET African Journals. The search
strategy included search words related to depression; self-help programs;
various types of self-help programs and LMICs including all countries
listed under LMICs (World Bank Group, 2021) (See Supplementary appen-
dix for an overview of the search terms).
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The search was conducted between June 2021 and December 2022. We
did not include date as a filter; therefore, all articles ever published on
the topic could be retrieved. Firstly, duplicates were removed using Zotero,
a reference management tool. Secondly, titles and abstracts of relevant
studies were reviewed by 4 independent researchers, each researcher screen-
ing a portion of the studies. Articles of studies that were considered
relevant were retrieved for the second screening where the 4 researchers
each reviewed a portion of the full articles. After the second screening,
the excluded articles were screened again by a different researcher. If
studies met the inclusion criteria, the articles were included in the coding
process for the meta-analysis. When researchers were uncertain about
including an article after the full text screening, it was discussed with the
other researchers and a decision was made.

Inclusion and exclusion criteria

The inclusion criteria were: (1) evaluation of a self-help intervention; (2)
treatment for depressive symptoms/disorder, (3) study participants were
16 years or older (4) study participants came from a LMIC, (5) articles
were written in English, (6) the effect sizes of the collected data were
clearly stated in the article and/or retrieved by the authors and/or there
was pre- and post-treatment data to calculate the effect size.

Regarding the first criterion, study design could be RCT or pre-post.
Studies that examined either guided or unguided forms of self-help pro-
grams were included. Regarding the second criterion, treatment had to be
specifically focused on depression/depressive symptoms/disorder or listed
depression, depressive symptoms, or depressive disorder as one of the
primary outcome variables. Therefore, inclusion was based on what the
individual studies reported as the intervention target/s or outcome/s.
Regarding criterion six, the data required to calculate effect sizes included
means, standard deviations, confidence intervals (CIs), and other data
such as F t and p values. Where there was no data to calculate effect
sizes, we contacted the authors to obtain the information. When we did
not get a response from the authors the article was excluded.

After removing duplicates, there were barely any issues related to mul-
tiplicity. If several studies reported findings from the same data, the study
with the most relevant data, based on comprehensiveness of data presented
in relation to the outcome variable, was included in the meta-analysis and
the information from the other articles could be used to fill in gaps.
Additionally, in studies that utilized several measures for depressive symp-
toms, the one with the most comparable and best-validated outcomes,
based on psychometric properties, was selected. In cases where studies
included multiple interventions and a control group (Gao et al., 2018;
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Taleban et al., 2016; Tulbure et al., 2018), we included the most intensive
intervention.

Coding and data extraction

A coding protocol was developed and used to retrieve and code all
relevant data from the selected studies (k=18). First, a selection of arti-
cles (k=6) was coded by two independent researchers. The mean per-
centage of agreement was 93% for all study features excluding the quality
criteria. Thereafter, the same two researchers consulted the same articles
(k=6) to resolve the disagreements. Most of the disagreements concerned
one of the researchers coding the data as missing, while the other
researcher coded valid information. The remainder of the studies (k=12)
were coded by one researcher and then checked by another researcher
who only looked at missing data and filled in the missing data where
possible.

We retrieved and coded the following information related to the out-
come variables: Cohen’s d and standard deviation, lower and upper bound
of the confidence interval (CI) of Cohen’s d, pre- and post-test depression
scores including the mean and standard deviation of the intervention
group and, in case of an RCT, also of the control group. Confidence
intervals were estimated using the inverse variance method.

Other relevant information retrieved and coded included the following
variables: year of publication, the country and continent, which classifi-
cation of LMICs (i.e. low-income country, lower-middle-income country,
upper-middle-income country), journal in which the article was published,
first and last year of data collection, number of participants at pre-and
post-test for intervention and control group, attrition (at each time point
of the study), percentage of female participants and female completers,
mean age and standard deviation of age of all participants, screening
criteria of the individual studies for the intervention (i.e. severe depressive
symptoms at baseline, mild depressive symptoms at baseline, no screening
of depressive symptoms at baseline), comorbidities of participants (i.e.
people without comorbidity, people with comorbidity), intervention target
(depression, depression and other), type of intervention (CBT/stress man-
agement, mindfulness), guidance (unguided, guided), type of guidance (i.e.
telephone, chat, other, multiple combined methods), type of guidance
provider (i.e. psychologist, trained counselor, other), content of guidance
(i.e. answering questions about the self-help program, giving feedback on
assignments, motivate participants, a combination), intervention duration
in hours, form of the intervention (i.e. booklet, smartphone app, Internet-
based, other), type of control group (i.e. waitlist-control, care as usual,
psychoeducation), type of analysis (i.e. Intention to Treat (ITT), per
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protocol), study quality and risk of bias (via the Cochrane Risk of Bias
tool, elaborated below).

Moderators

The following possible moderators were investigated: study location, first
year of participant recruitment, percentage of females, intervention duration
in hours, mean age, attrition percentage, intervention provider, comorbidity,
intervention type, intervention target, mild to severe depressive symptoms/
depression/depressive disorder at baseline as inclusion criterion, use of
relaxation technique, CBT technique, stress management, motivational
interviewing, whether intervention targeted a single disorder, if intervention
was guided, type of guidance, content of guidance, intervention form, type
of control group, type of analysis and study quality (see Table 2).

The assumptions for meta-regression were checked (normality and lin-
earity) to perform the moderator analyses with continuous variables.
However, none of the variables met both assumptions. Therefore, for
statistical reasons, continuous variables were transformed into categorical
variables for the moderator analysis. The categories were decided carefully
based on both statistical and content-related reasons. The variable first
year of recruitment was categorized into two periods based on a median
split: 2013-2016 and 2017-2020. Similarly, the variable intervention dura-
tion was grouped into two categories: 0-12h and 12.1-22.6h based on a
median split and mean age was categorized into 16-31.65 and 31.66—
42years, also based on a median split. The variable percentage of females
was categorized into three categories: 0%-50%, 51%-75%, and 76%-100%.
Finally, attrition percentage was separated into two categories: below 30%
and 30% and higher.

Risk of bias

The ‘Cochrane Risk of Bias assessment tool 2’ (RoB 2; Higgins & Green,
2011), was used to assess the risk of bias for RCTs. The RoB 2 assessment
tool assesses the risk of bias based on five domains and another repre-
senting the sum score. The following domains were scored: (1)
Randomization process, (2) Deviations from intended interventions, (3)
Missing outcome data, (4) Measurement of the outcome, (5) Selection of
the reported result and (6) Overall bias. The overall risk of bias is calcu-
lated by adding the results of the five domains. Based on the questions
defined by the tool, the researchers rated, for each domain, whether there
was: (1) low risk of bias, (2) some concerns, (3) high risk of bias. The
overall risk of bias was calculated based on all the individual domains
and rated: (1) low risk of bias, (2) some concerns, (3) high risk of bias.
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Two people rated the risk of bias of the studies (each person rating a
portion of the 18 articles). Six studies were rated by both authors and the
percentage of agreement for these six studies was 98%.

Statistical analysis

The program ‘Comprehensive Meta-Analysis’ (CMA, version 4) was used
for the data analysis. Overall effect sizes were calculated to assess the
effectiveness of self-help programs for depression in LMICs when compared
to control groups. To measure the effect size, we calculated Hedges g by
entering relevant data in CMA which mainly included effect sizes from
individual studies, standard deviations, sample sizes as well as other avail-
able data (e.g. F, t or p values) for both the intervention and control
groups. The effect sizes were classified as small (0.20-0.49), moderate
(0.5-0.79) and large (0.8+) (Cohen, 1992). The overall effect size was
calculated using the inverse variance method. Outliers (studies with an
extremely large effect size and standardized residual >3) were identified
and adjusted by replacing them with the nearest non-outlier value (Lipsey
& Wilson, 2001).

In CMA, a correlation between pre- and post-test should be indicated
for each study. Since this correlation was rarely reported in study papers,
this was set at 0.5 (based on Follman et al., 1992). Setting the correlation
at 0.5 ensured that studies that did not report the correlation between
pre- and post-test are not excluded (Follman et al., 1992). Additionally, a
moderate correlation of 0.5 strikes a balance between two extremes: a
correlation of 0 (no relationship between pre- and post-test scores) and
1 (perfect relationship between pre- and post-test scores).

Heterogeneity between studies was assumed; therefore, a random-effects
model was adopted to calculate a pooled effect size. To measure hetero-
geneity among included studies, Q, and I? statistics were calculated. A
significant Q indicated significant inconsistency and heterogeneity among
the studies. I? shows the amount of heterogeneity, with an I? of 25% rep-
resenting low heterogeneity, 50% medium heterogeneity and over 75% high
heterogeneity. Two-tailed p-values of <.05 were used within the analysis.

A mixed effect model was used for the moderator analysis. To combine
the studies in one subgroup, we applied the random effects model, and
the fixed effects model was used when comparing across subgroups
(Borenstein et al.,, 2009). We set the options for the mixed and random
effects in CMA to not assume a common among-study variance component
across subgroups (do not pool within-group estimates of tau-squared).

To investigate the presence of publication bias in this meta-analysis, a
funnel plot and Egger’s test of the intercept (Egger et al., 1997) was conducted.
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A significant Egger’s test of the intercept indicated publication bias within
the study. In addition, Duval and Tweedies trim and fill analysis (2000) was
used to estimate missing data due to publication bias and, when there was
missing data, studies were imputed to correct this. Thereafter, an adjusted
effect size was calculated.

Results

The electronic search retrieved 2569 articles (Figure 1). A total of 1065
duplicates were removed, and 1504 articles were screened based on titles
and abstracts. We removed 1209 articles based on title and abstract and
screened 295 articles based on full text. In total, 25 articles met the inclu-
sion criteria. Further screening excluded 3 articles that presented the same
data as another included study from the same authors. We excluded
another 4 studies that were either not randomized (k=2) or had a pre-
post design (k=2). A total of 18 studies were included in the meta-analysis.

Deviation from protocol

While the original inclusion criteria allowed for the inclusion of studies
that were uncontrolled, there were too few of these types of studies in

Atrticles identified through: Embase, PsychInfo,
PubMed, Sabinet and Cochrane Register of
Randomized Controlled Trials
(n=2569)

Duplicates removed
(n=10635)

Articles screened on title and abstract (n= 1504)

Articles excluded based
on abstract and title
screening (n=1209)

Articles screened for eligibility based on full text
(n=295)

Articles excluded based
’| on full text screening
(n=270)

Articles included based on full text (n=25) Intervention type (n= 128)

Population t; =63
Atticles excluded based opulation type (n= 63)

on:

Same data as another
included study from same
authors) (n=3)

Not RCT design (n=4)

v

Setting type (n=48)
Outcome type (n=19)

Publication type (n=12)

Articles included in the meta-analysis (n=18)

Figure 1. Flow diagram of study inclusion and exclusion.
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the current study to run a separate analysis and have a meaningful com-
parison. Therefore, the 4 studies (2 not randomized and 2 had a pre-post
design) were excluded from the final analysis; thus, the final analysis was
only based on RCTs.

Study characteristics

Table 1 presents an overview of the characteristics of all included studies.
Relatively many of the studies were conducted in China (k=7). Other
studies were conducted in Iran (k=2), Lebanon (k=2), Pakistan (k=2),
Colombia (k=1), India (k=1), Indonesia (k=1), Romania (k=1), and
Thailand (k=1). Regarding the recruitment period, participants were
recruited between the years of 2013-2020 (k=12/18). The mean of the
mean age of participants across studies was 29years (SD = 7.18; range of
the mean: 21years—42years, k=16). Out of 15/18 studies that reported on
gender distribution; two studies included only females while most (13)
included females and males. The percentage of females in the included
studies was on average 67.86% (range: 7.67%-100%).

Most of the studies (k=15/18) utilized CBT/stress management and
the rest of the studies utilized mindfulness (k=3). A total of 11 inter-
ventions were guided while seven studies did not specify if the interven-
tions were guided or unguided. A total of eight studies reported on the
duration of the interventions which ranged from 2h to 22.6h. The most
used measures of (symptoms of) depression were the Patient Health
Questionnaire-9 (PHQ-9; k=4/18) and the Beck Depression Inventory II
(BDI-IT; k=4/18).

Regarding follow-up, 13/18 studies had one follow-up while the rest
did not have a follow-up. Most studies had a standard care control con-
dition (k=8/18). A total of 3532 participants were randomized to inter-
vention and control conditions (range 20-617; k=18). The percentage of
drop-out from the RCT studies ranged from 0% to 50.5% with a mean
of 13.3% (k=8).

Quality of included studies

Figure 2 presents the quality ratings. The studies were rated based on 5
criteria of the RoB 2 as described in the method section. Regarding the
overall risk of bias, (k=3/18) studies were classified as low risk of bias,
(k=6/18) were classified with high risk and the majority (9/18) ‘some
concerns. Only k=2/18 studies rated as low risk on all criteria, k=3/18
studies rated low risk on all but one criterion, and k=4/18 rated as high
risk on 1 criterion. The rest (k=9/18) of the studies had more than 2
scores of either 1 (some concerns) or a combination of ‘some concerns

and ‘high risk
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Figure 2. Quality of included Studies.

Main hypothesis: intervention effectiveness

The overall effect size of self-help programs (k=18) on the improvement
of depressive symptoms in LMICs was Hedges' g = 0.74, 95% CI [0.59,
0.89], p < .001 (Figure 3). This result represents a moderate effect size
according to the classification of Cohen (1992). The effect sizes for the
individual studies ranged between small (k=5/18), moderate (k=7/18) and
large (k=6/18). We identified 1 outlier (Latif et al. (2021) and replaced
it with an effect size of 2.10 with SE = 0.39 (Lipsey & Wilson, 2001).
Additionally, heterogeneity was substantial and significant (Q=89.48, p <
.001, ’=81%). This result suggests that not all studies in the analysis
shared a common effect size.

Regarding follow-up period (k=11), the overall effect size was some-
what larger with overall Hedges’ g = 0.82, 95% CI [0.63, 1.01], p < .05
(Figure 4). The effect sizes for the individual studies based on follow-up
results ranged between small (k=1/11), medium (k=4/11) and large
(k=6/11).
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Figure 3. Intervention effect sizes — Pre-test-post-test.

Publication bias

The funnel plot was inspected and clearly showed that studies were missing
on the left side of the plot (Figure 5), suggesting publication bias. Egger’s
regression test of the intercept was performed and found to be significant
(Hedges’ g = 1.60, 95% CI [0.50, 2.70], t (16) = 3.08, p = .01), also sug-
gesting publication bias. Furthermore, we performed Duval and Tweedie’s
trim and fill analysis which showed that 7 studies needed to be filled on
the left side of the plot (as shown by black dots in Figure 5). After filling
the 7 missing studies, the adjusted effect size was Hedges’ g = 0.48, 95%
CI [0.45, 0.51]. Overall, there appears to be evidence of publication bias
in this meta-analysis; studies with smaller effect sizes are missing.

Moderators of intervention effect

Table 2 presents the results of the moderator analysis. The point estimate
Hedges’ g was retrieved from the mixed effects analysis and the Q statistic
indicated whether there is a difference between the subgroups. The results
regarding study location (categories: lower-middle-income and upper-mid-
dle-income [k=18]) showed a larger effect size for studies conducted in
lower-middle-income countries and heterogeneity was significant. Similarly,
we found that studies that had ‘at least mild depression at baseline’ as an
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Figure 4. Intervention effect sizes- follow-up.

Funnel Plot of Standard Error by Hedges' g

Standard Error

Hedges's g
Key

e Added by Trim and Fill
o Included studies

Figure 5. Funnel plot of standard error by Hedges' g.

inclusion criterion (compared to no baseline score for depressive symptoms
or only severe depression at baseline as inclusion criterion) showed a
larger effect size (k=18) and heterogeneity was significant.
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Table 2. Moderators of intervention effect on depression.

Moderator Subgroup 2k Hedges' g b95%Cl  <Q for difference
Location Lower middle income 8 0.95 0.69, 1.21 4.20%
Upper middle income 10 0.63 0.47, 0.79
First year of 2007-2016 6 0.82 0.60, 1.04 3.47
recruitment 2017-2020 6 0.56 0.39, 0.72
Percentage of females 0%-50% 2 0.64 0.43, 0.85 233
51%-75% 7 0.90 0.59, 1.22
76%-100% 6 0.63 0.43, 0.82
Intervention duration 0-12hours 3 0.95 0.29, 1.61 2.60
12.1-22.6 hours 3 0.38 0.18, 0.59
Mean age 0-31.65years 9 0.71 0.48, 0.93 0.02
31.66-42years 7 0.74 0.46, 1.01
Attrition percentage  Below 30% 6 1.02 0.71, 1.33 595%
30% and above 2 0.32 -0.14, 0.79
Intervention provider Psychologist 1 0.76 0.17, 1.34 1.50
Trained counselor 7 0.64 0.44, 0.84
Other 4 0.99 0.45, 1.53
Comorbidity Without comorbidity 14 0.72 0.55, 0.90 0.32
With comorbidity 4 0.81 0.55, 1.07
Intervention type CT/Stress management 15 0.77 0.60, 0.94 0.20
Mindfulness 3 0.63 0.06, 1.21
Intervention target Depression 9 0,77 0.55, 0.99 0.07
Depression and other 9 0.73 0.45, 1.00
Depression at No depression/depressive 5 0.46 0.38, 0.54 14.00*
baseline as symptoms/disorder
inclusion criterion  Yes, at least mild depressive 10 0.89 0.66, 1.11
symptoms
Yes, clinical diagnosis 3 0.79 042, 1.16
Relaxation technique No 1 0.91 0.68, 1.15 8.72*
Yes 74 0.50 0.36, 0.65
CBT technique No 5 0.68 0.17, 118 0.10
Yes 13 0.76 0.60, 0.92
Stress management No 9 0.78 0.56, 1.00 0.20
technique Yes 9 0.71 0.51, 0.91
MI technique No 16 0.77 0.60, 0.94 3.58
Yes 2 0.51 0.30, 0.72
Meditation technique No 1 0.86 0.63, 1.09 2.10
Yes 74 0.60 0.35, 0.86
Intervention single Only depression intervention " 0.73 0.53, 0.92 0.13
disorder Depression and other disorder 7 0.80 047, 1.12
intervention
Intervention guided  Unguided 4 0.84 0.45, 1.23 0.17
Guided 13 0.75 0.58, 0.92
Type of guidance Telephone 2 137 -0.01, 2.75 0.85
Chat 3 0.74 0.34, 113
Other 1 0.70 0.30, 1.09
Multiple combined methods 3 0.77 0.31, 1.23
Guide content 1.Answer questions (about self-help 3 1.01 0.24, 1.78 6.27
program)
2.Give feedback on assignments 2 0.72 0.39, 1.05
3.Motivate participants 1 0.91 0.55, 1.23
Both 1&2 1 1.26 0.23, 2.28
Both 2&3 1 1.10 0.81, 1.40
Both 1&3 4 0.66 0.39, 0.93
Intervention form Booklet 2 1.02 0.79, 1.26 2401*
Smartphone app 5 0.48 0.45, 0.51
Audiotape 1 0.60 0.06, 1.13
Internet based 5 0.95 0.47, 1.43
Control group Waiting list 7 0.68 0.45, 0.92 0.48
Standard care 8 0.77 0.51, 1.03
Psychoeducation 2 0.86 0.35, 1.38
Analysis type ITT¢ 10 0.82 0.61, 1.03 4.01
Per protocol 2 0.70 0.38, 1,01
Both 1 and 2 3 0.52 032, 0.72
(Continued)
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Table 2. Continued.

Moderator Subgroup %k Hedges' g b95%Cl  <Q for difference
Cochrane total score  Low risk 3 0.73 0.29, 1.18 8.70
Some concerns 9 0.89 0.60, 1.18
High risk 6 0.48 0.45, 0.51

2% = number of studies (studies that didn't report about the moderator are left out of the analysis).
bLower and upper limit of 95% Confidence Interval.

Q for differences between subgroups.

4TT: Intention to Treat.

*Significant moderator (p < .01).

“Significant moderator (p < .05).

Additionally, the results regarding attrition (categories: below 30%; 30%
and above [k=8]) showed a larger effect size for studies that reported less
than 30% attrition and heterogeneity was significant. Interventions that
did not include relaxation techniques (categories: no, yes [k=18]) had a
larger effect size and heterogeneity was significant. Intervention form was
also a significant moderator (categories: booklet; smartphone app; Internet-
based; audiotape [k=13]). The results showed the largest effect size for
studies that used the booklet form of interventions and heterogeneity was
significant. Internet-based interventions also had a large effect. There were
no significant differences between the subgroups regarding the rest of the
moderators that were investigated.

Discussion

This meta-analysis examined studies that used self-help psychological
interventions to address depressive symptoms amongst 3532 participants
in LMICs. Our first aim was to investigate the effectiveness of these
interventions. A total of 18 studies with an RCT design were included in
the meta-analysis.

We found that participants who took part in these interventions reported
significantly lower levels of depressive symptoms at both post-test and
follow-up compared to those in the control groups, with moderately high
effect sizes. The effect sizes found in this meta-analysis were comparable
to those reported in other recent meta-analyses (Fu et al., 2020; Karyotaki
et al., 2023; Kim et al., 2023). However, we identified evidence of publi-
cation bias, which led to a smaller corrected effect size.

Our second aim was to determine if certain characteristics of the par-
ticipants, studies, or interventions influenced the effects of the interven-
tions. We identified five significant moderators: study location (study
characteristic), mild depressive symptoms at baseline as inclusion criterion
(study characteristic), attrition (study characteristic), use of relaxation
technique (intervention characteristic), and intervention form (intervention
characteristic). Our findings revealed that interventions conducted in
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lower-middle-income countries had a larger effect size compared to those
conducted in upper-middle-income countries. To date, no studies have
extensively studied the disparities between lower and upper middle-income
countries regarding the effectiveness of psychological interventions.

Another significant moderator was mild depressive symptoms as an
inclusion criterion. Studies that included participants who had at least mild
depressive symptoms, yielded large effect sizes while those that included
only participants with severe depression yielded moderate effect sizes.
Studies that did not screen for depression at baseline yielded a small effect
size. A recent systematic review by Elias et al. (2024) found that high
baseline depression severity influenced treatment response Such findings
emphasize the importance of screening for depressive symptoms at baseline.

The findings of this meta-analysis also showed that attrition may influ-
ence intervention effects. We found that studies with less than 30% attrition
had a larger effect size. Similarly, Forbes et al. (2023) found that when
patients engaged more with interventions their symptoms significantly
improved. These results suggest that the longer participants are retained
in the interventions, the better the outcome.

Another significant moderator was the use of relaxation exercises in
interventions to reduce depressive symptoms. Studies using this technique
had significantly smaller effect size. This aligns with Furukawa et al.
(2021), who discussed that including relaxation techniques in depression
interventions might not be beneficial. Intervention format was another
significant moderator in the current meta-analysis. The results showed a
large effect size for studies that used the booklet format or internet-based
interventions, compared to interventions using smartphone applications.
We did not find literature comparing the effectiveness of the booklet
format of interventions with internet, smartphone apps or other formats
in LMICs. The effect of internet-based interventions in reducing depressive
symptoms in our study is larger in comparison to previous research (Fu
et al.,, 2020; Karyotaki et al., 2023; Kim et al., 2023).

Other factors, such as the use of CBT techniques, did not moderate
intervention effect in the current meta-analysis. This finding is inconsistent
with a previous meta-analysis that found the use of CBT techniques to
improve intervention effect (e.g. Vally & Maggott, 2015). The use of guid-
ance within self-help interventions was not found to be a moderator in
the current meta-analysis, which varies from other studies (Bennett et al,,
2019; Ye et al., 2014).

Limitations

This meta-analysis has several limitations. First, the evidence of publi-
cation bias, potentially indicated that studies with smaller effect sizes
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were not included in the analysis. Therefore, while our results are encour-
aging, they should be interpreted with caution. Second, we only included
studies published in English, potentially excluding studies published in
other languages in LMICs which may have influenced the publication
bias. Third, there was heterogeneity in the measures used to assess for
depressive symptoms across studies. Fourth, some of the studies included
did not screen for depression at baseline. The findings, however, show
that it is more useful to enroll people with depressive symptoms, regard-
less of severity, in psychological interventions for depression than to
enroll people who may not have depressive symptoms. Another limitation
of the current study is that the meta-analysis only analyzed and reported
data from RCTs, making comparisons with other study designs difficult.
Furthermore, we only included peer-reviewed studies published in aca-
demic journals. It is likely that due to barriers to publishing in inter-
national peer-reviewed journals, particularly for researchers or practitioners
in LMICs, our analysis may have missed important findings. In addition,
the studies in the meta-analysis were categorized as low, medium or
high risk of bias. The majority of the studies were categorized as medium
risk, meaning that high-quality studies are needed to draw robust con-
clusions regarding the effects of self-help interventions in LMICs.

Positive aspects

The positive aspects of this study include that it is one of the few
meta-analyses conducted on self-help interventions in LMICs. Secondly,
it is timely considering the growing burden of depressive symptoms,
emphasizing the importance of immediate treatment. Additionally, the
findings of this study could encourage further research on self-help inter-
ventions and their effects on mental health outcomes in LMICs. Moreover,
these results highlight the potential for integrating cost-effective self-help
interventions into clinical practice, thus reducing the need for extensive
human resources.

Recommendations for future research

Based on the results of this meta-analysis, we recommend that future
studies should focus on performing and publishing high-quality studies
that assess the effectiveness of self-help interventions. These studies should
move beyond piloting to implementing interventions at a large scale and
integrating them into routine care. LMICs should prioritize research fund-
ing and cover publication fees, especially in Africa where the population
suffering from depression is growing and there is a lack of studies on
this topic.
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Additionally, we recommend screening for depressive symptoms at base-
line as a critical step in interventions for depression in LMICs. This will
ensure that only those with depressive symptoms are enrolled in the
interventions and can benefit from them. It would be especially beneficial
for future studies to compare the effectiveness of interventions that use
the same standardized measurement tools for evaluation of depressive
symptoms. It is important that these tools are comparable validated mea-
sures. Future studies should also investigate the reasons for high attrition
in self-help interventions to retain more participants and improve mental
health outcomes, thus increasing the power of the studies. Regarding the
format of interventions, it is recommended to further explore booklet or
internet-based formats as well as specific aspects of guidance (e.g. pro-
viding feedback, motivation, and clarification) or no guidance that might
improve intervention effects.

The inconsistent findings regarding the use of relaxation techniques
suggest the need for further research in this area. It is premature to exclude
relaxation techniques since previous studies have recommended them for
the treatment of depressive symptoms (e.g. Jorm et al, 2008; Li et al,
2020; Nicolussi et al., 2016). Lastly, future studies could investigate specific
components of CBT techniques or other treatment modalities to identify
components that are more effective in treating depressive symptoms.

Conclusion

The aim of this meta-analysis was to examine the effectiveness of self-
help psychological interventions in reducing depressive symptoms in par-
ticipants in LMICs. We also investigated moderators of intervention effect.
Overall, self-help psychological interventions had a moderately high effect
on the treatment of depressive symptoms. Effectiveness was related to the
income status of the country, mild depressive symptoms at baseline as
inclusion criterion, intervention format, not using a relaxation technique
and low attrition. We recommend further research that can inform mental
health policies to disseminate and scale up psychological interventions
in LMICs.

Acknowledgements

We thank Nora Idris and Hannah de Jonckheere for helping with developing and running
the search terms, screening and coding the articles; Reia Lee and Charlotta Henkel for
assistance with screening the articles.

Disclosure statement

No potential conflict of interest was reported by the author(s).

45



INTERNATIONAL JOURNAL OF MENTAL HEALTH . 23

ORCID

Boitumelo Vavani http://orcid.org/0000-0001-7097-8686

References

* = study in meta-analysis)

Andersson, G., Titov, N., Dear, B. E, Rozental, A., & Carlbring, P. (2019). Internet-delivered
psychological treatments: From innovation to implementation. World Psychiatry, 18(1),
20-28. https://doi.org/10.1002/wps.20610

Arjadi, R., Nauta, M. H., Chowdhary, N., & Bockting, C. L. H. (2015). A systematic
review of online interventions for mental health in low and middle income countries:
A neglected field. Global Mental Health, 2, el2. https://doi.org/10.1017/gmh.2015.10

*Arjadi, R., Nauta, M. H., Scholte, W. E, Hollon, S. D., Chowdhary, N., Suryani, A. O,
Uiterwaal, C. S. P. M., & Bockting, C. L. H. (2018). Internet-based behavioural acti-
vation with lay counsellor support versus online minimal psychoeducation without
support for treatment of depression: A randomised controlled trial in Indonesia. The
Lancet Psychiatry, 5(9), 707-716. https://doi.org/10.1016/52215-0366(18)30223-2

Bennett, S. D., Cuijpers, P, Ebert, D. D., McKenzie, S. M., Coughtrey, A. E., Heyman, I,
Manzotti, G., & Shafran, R. (2019). Practitioner Review: Unguided and guided self-help
interventions for common mental health disorders in children and adolescents: A
systematic review and meta-analysis. Journal of Child Psychology and Psychiatry, and
Allied Disciplines, 60(8), 828-847. https://doi.org/10.1111/jcpp.13010

Borenstein, M., Hedges, L. V., Higgins, J. P. T., & Rothstein, H. R. (2009). Introduction
to meta-analysis. John Wiley & Sons.

Boulanger, L., Zhao, Y., Bao, Y., & Russell, M. W. (2009). A retrospective study on the
impact of comorbid depression or anxiety on healthcare resource use and costs among
diabetic neuropathy patients. BMC Health Services Research, 9(1), 111. https://doi.
org/10.1186/1472-6963-9-111

Bukh, J. D., Bock, C., Vinberg, M., & Kessing, L. V. (2013). The effect of prolonged
duration of untreated depression on antidepressant treatment outcome. Journal of
Affective Disorders, 145(1), 42-48. https://doi.org/10.1016/j.jad.2012.07.008

Chamberlain, D., Heaps, D., & Robert, I. (2008). Bibliotherapy and information prescrip-
tions: A summary of the published evidence-base and recommendations from past and
ongoing books on prescription projects. Journal of Psychiatric and Mental Health Nursing,
15(1), 24-36. https://doi.org/10.1111/j.1365-2850.2007.01201.x

Cohen, J. (1992). A power primer. Psychological Bulletin, 112(1), 155-159. https://doi.
org/10.1037//0033-2909.112.1.155

*Cuijpers, P, Heim, E., Ramia, J., Burchert, S., Carswell, K., Cornelisz, I., Knaevelsrud,
C., Noun, P, Klaveren, C., Hof, E., Zoghbi, E., Ommeren, M., & Chammay, R. (2022).
Effects of a WHO-guided digital health intervention for depression in Syrian refugees
in Lebanon: A randomized controlled trial. PLOS Medicine, 19(6), €1004025. https://
doi.org/10.1371/journal.pmed.1004025

Cuijpers, P, Noma, H., Karyotaki, E., Cipriani, A., & Furukawa, T. A. (2019). Effectiveness
and acceptability of cognitive behavior therapy delivery formats in adults with depres-
sion: a network meta-analysis. JAMA Psychiatry, 76(7), 700-707. https://doi.org/10.1001/
jamapsychiatry.2019.0268

Dominiak, M., Antosik-Wojcinska, A. Z., Baron, M., Mierzejewski, P., & Swiecicki, L.
(2021). Recommendations for the prevention and treatment of postpartum depression.
Ginekologia Polska, 92(2), 153-164. https://doi.org/10.5603/GP.a2020.0141

46



24 (&) B.VAVANIETAL.

Duval, S., & Tweedie, R. (2000). Trim and fill: A simple funnel-plot-based method of
testing and adjusting for publication bias in meta-analysis. Biometrics, 56(2), 455-463.
https://doi.org/10.1111/j.0006-341x.2000.00455.x

Egger, M., Smith, G. D., Schneider, M., & Minder, C. (1997). Bias in meta-analysis detected
by a simple, graphical test. BMJ, 315(7109), 629-634. https://doi.org/10.1136/bm;.315.7109.629

Elias, A., Seward, N., & Lund, C. (2024). Predictors, moderators and mediators of psy-
chological therapies for perinatal depression in low-and middle-income countries: A
systematic review. Global Mental Health, 11, €10,1-15. https://doi.org/10.1017/gmh.2024.3

Follman, D, Elliot, P.,, Suh, I., & Jeffrey, C. (1992). Variance imputation for overviews of
clinical trials with continuous response. Journal of Epidemiology, 45(7), 769-773.

Forbes, A., Keleher, M. R., Venditto, M., & DiBiasi, F. (2023). Assessing patient adherence
to and engagement with digital interventions for depression in clinical trials: systematic
literature review. Journal of Medical Internet Research, 25, e43727 https://doi.
org/10.2196/43727

Fu, Z., Burger, H., Arjadi, R., & Bockting, C. L. H. (2020). Effectiveness of digital psy-
chological interventions for mental health problems in low-income and middle-income
countries: A systematic review and meta-analysis. The Lancet. Psychiatry, 7(10), 851-864.
https://doi.org/10.1016/52215-0366(20)30256-X

Furukawa, T. A., Suganuma, A., Ostinelli, E. G., Andersson, G., Beevers, C. G., Shumake,
J., Berger, T., Boele, E. W,, Buntrock, C., Carlbring, P, Choi, I, Christensen, H.,
Mackinnon, A., Dahne, J., Huibers, M. J. H., Ebert, D. D., Farrer, L., Forand, N. R,
Strunk, D. R., ... Cuijpers, P. (2021). Dismantling, optimising, and personalising inter-
net cognitive behavioural therapy for depression: A systematic review and component
network meta-analysis using individual participant data. The Lancet Psychiatry, 8(6),
500-511. https://doi.org/10.1016/52215-0366(21)00077-8

*Gao, L., Curtiss, J., Liu, X., & Hofmann, S. G. (2018). Differential treatment mechanisms
in mindfulness meditation and progressive muscle relaxation. Mindfulness, 9(4), 1268-
1279. https://doi.org/10.1007/s12671-017-0869-9

*Guo, Y., Hong, Y. A, Cai, W, Li, L., Hao, Y., Qiao, J., Xu, Z., Zhang, H., Zeng, C., Liu,
C., Li, Y., Zhu, M., Zeng, Y., & Penedo, E J. (2020). Effect of a WeChat-based inter-
vention (Run4Love) on depressive symptoms among people living with HIV in China:
A randomized controlled trial. Journal of Medical Internet Research, 22(2), e16715.
https://doi.org/10.2196/16715

*Heim, E., Ramia, J. A, Hana, R. A,, Burchert, S., Carswell, K., Cornelisz, I., Cuijpers,
P, El Chammay, R., Noun, P, van Klaveren, C., van Ommeren, M., Zoghbi, E., & Van't
Hof, E. (2021). Step-by-step: Feasibility randomised controlled trial of a mobile-based
intervention for depression among populations affected by adversity in Lebanon. Internet
Interventions, 24, 100380. https://doi.org/10.1016/j.invent.2021.100380

Higgins, J. P. T., & Green, S. (2011). Cochrane handbook for systematic reviews of inter-
ventions. Version 5.1.0 [updated March 2011]. The Cochrane Collaboration.

Jorm, A. E, Morgan, A. J., & Hetrick, S. E. (2008). Relaxation for depression. The Cochrane
Database of Systematic Reviews, 4, CD007142. https://doi.org/10.1002/14651858.
CD007142.pub2

*Ju, R., Chiu, W,, Zang, Y., Hofmann, S. G., & Liu, X. (2022). Effectiveness and mecha-
nism of a 4-week online self-help mindfulness intervention among individuals with
emotional distress during COVID-19 in China. BMC Psychology, 10(1), 149. https://
doi.org/10.1186/s40359-022-00831-7

Karyotaki, E., Miguel, C., Panagiotopoulou, O. M., Harrer, M., Seward, N., Sijbrandij, M.,
Araya, R., Patel, V., & Cuijpers, P. (2023). Digital interventions for common mental

47



INTERNATIONAL JOURNAL OF MENTAL HEALTH . 25

disorders in low- and middle-income countries: A systematic review and meta-analysis.
Global Mental Health, 10, e68. https://doi.org/10.1017/gmh.2023.50

Katon, K., Lin, E. H., & Kroenke, K. (2007). The association of depression and anxiety
with medical symptom burden in patients with chronic medical illness. General Hospital
Psychiatry, 29(2), 147-155. https://doi.org/10.1016/j.genhosppsych.2006.11.005

Kim, J., Aryee, L. M. D,, Bang, H., Prajogo, S., Choi, Y. K., Hoch, J. S., & Prado, E. L.
(2023). Effectiveness of digital mental health tools to reduce depressive and anxiety
symptoms in low- and middle-income countries: systematic review and meta-analysis.
JMIR Mental Health, 10, e43066. https://doi.org/10.2196/43066

*Kirupa, P, Rai, P, & Bhat, S. (2015). A pilot trail: Effectiveness of bibliotherapy on
quality of life, psychological distress and depression among patient with chronic leg
and foot ulcer in Mangalore. Journal of Health and Allied Sciences NU, 05(01), 009-013.
https://doi.org/10.1055/s-0040-1703854

*Latif, M., Awan, F, Gul, M., Husain, O. M., Husain, I. M., Sayyed, K., Magsi, T., Naz,
S., Aylem, O., Phiri, P, Irfan, M., Ayub, M., & Naeem, F. (2021). Preliminary evaluation
of a culturally adapted CBT-based online programme for depression and anxiety from
a lower middle-income country. The Cognitive Behaviour Therapist, 14, e36. https://doi.
org/10.1017/51754470X21000313

Li, M., Wang, L., Jiang, M., Wu, D, Tian, T., & Huang, W. (2020). Relaxation techniques
for depressive disorders in adults: A systematic review and meta-analysis of randomised
controlled trials. International Journal of Psychiatry in Clinical Practice, 24(3), 219-226.
https://doi.org/10.1080/13651501.2020.1764587

Lipsey, M. W,, & Wilson, D. B. (2001). Practical meta-analysis. Sage.

*Liu, G., Wang, S., Liao, J., Ou, P,, Huang, L., Xie, N., He, Y, Lin, J,, He, H. G., & Hu,
R. (2021). The Efficacy of WeChat-based parenting training on the psychological
well-being of mothers with children with autism during the COVID-19 pandemic:
Quasi-experimental study. JMIR Mental Health, 8(2), e23917. https://doi.
org/10.2196/23917

*Ma, Y., She, Z, Siu, A. E Y, Zeng, X., & Liu, X. (2018). Effectiveness of online mind-
fulness-based interventions on psychological distress and the mediating role of emotion
regulation. Frontiers in Psychology, 9, 2090. https://doi.org/10.3389/fpsyg.2018.02090

Ma, L., Huang, C.,, Tao, R., Cui, Z., & Schluter, P. (2021). Meta-analytic review of online
guided self-help interventions for depressive symptoms among college students. Internet
Interventions, 25, 100427. https://doi.org/10.1016/j.invent.2021.100427

Martinez, P, Rojas, G., Martinez, V., Lara, M. A., & Pérez, J. C. (2018). Internet-based
interventions for the prevention and treatment of depression in people living in devel-
oping countries: A systematic review. Journal of Affective Disorders, 234, 193-200. https://
doi.org/10.1016/j.jad.2018.02.079

Matcham, E, Rayner, L., Hutton, J., Monk, A., Steel, C., & Hotopf, M. (2014). Self-help
interventions for symptoms of depression, anxiety and psychological distress in patients
with physical illnesses: A systematic review and meta-analysis. Clinical Psychology
Review, 34(2), 141-157. https://doi.org/10.1016/j.cpr.2014.01.005

Moher, D., Liberati, A., Tetzlaff, J., & Altman, D. G. (2009). Preferred reporting items for
systematic reviews and meta-analyses: The PRISMA statement. PLOS Medicine, 6(7),
€1000097. https://doi.org/10.1371/journal.pmed.1000097

Moitra, M., Santomauro, D., Collins, P. Y., Vos, T., Whiteford, H., Saxena, S., & Ferrari,
A.J. (2022). The global gap in treatment coverage for major depressive disorder in 84
countries from 2000-2019: A systematic review and Bayesian meta-regression analysis.
PLOS Medicine, 19(2), €1003901. https://doi.org/10.1371/journal.pmed.1003901

48



26 (&) B.VAVANIETAL.

*Naeem, F, Sarhandi, I., Gul, M., Khalid, M., Aslam, M., Anbrin, A., Saeed, S., Noor,
M., Fatima, G., Minhas, E, Husain, N., & Ayub, M. (2014). A multicentre randomised
controlled trial of a carer supervised culturally adapted CBT (CaCBT) based self-help
for depression in Pakistan. Journal of Affective Disorders, 156, 224-227. https://doi.
0rg/10.1016/j.jad.2013.10.051

Naslund, J. A., Aschbrenner, K. A., Araya, R,, Marsch, L. A., Uniitzer, ], Patel, V., &
Bartels, S. J. (2017). Digital technology for treating and preventing mental disorders in
low-income and middle-income countries: A narrative review of the literature. The
Lancet Psychiatry, 4(6), 486-500. https://doi.org/10.1016/52215-0366(17)30096-2

Nicolussi, A. C., Okino, S. N., Coelho, C. E. M., & De Paula, J. M. (2016). Relaxation
with guided imagery and depression in patients with cancer undergoing chemotherapy.
Cogitare Enfermagem, 21(4), 1-10.

Rathod, S., Pinninti, N., Irfan, M., Gorczynski, P, Rathod, P., Gega, L., & Naeem, F.
(2017). Mental health service provision in low- and middle-income countries. Health
Services Insights, 10, 1178632917694350. https://doi.org/10.1177/1178632917694350

*Perera, C., Salamanca-Sanabria, A., Caballero-Bernal, J., Feldman, L., Hansen, M., Bird,
M., Hansen, P, Dinesen, C., Wiedemann, N., & Valliéres, F. (2020). No implementation
without cultural adaptation: A process for culturally adapting low-intensity psycholog-
ical interventions in humanitarian settings. Conflict and Health, 14(1), 46. https://doi.
org/10.1186/s13031-020-00290-0

*Shahsavan, F, Akbari, N., Gharraee, B., Abolghasemi, J., & Khedmat, L. (2021). The
effect of internet-based guided self-help cognitive-behavioral therapies on Iranian wom-
en’s psychological symptoms and preferred method of childbirth. Perspectives in
Psychiatric Care, 57(1), 138-147. https://doi.org/10.1111/ppc.12535

*Songprakun, W., & McCann, T. V. (2012). Evaluation of a cognitive behavioural self-help
manual for reducing depression: A randomized controlled trial. Journal of Psychiatric
and Mental Health Nursing, 19(7), 647-653. https://doi.org/10.1111/j.1365-2850.
2011.01861.x

*Taleban, R., Zamani, A., Moafl, M., Jiryaee, N., & Khadivi, R. (2016). Applications of
text messaging, and bibliotherapy for treatment of patients affected by depressive symp-
toms. International Journal of Preventive Medicine, 7, 46. https://doi.org/10.4103/2008-
7802.177889

*Tulbure, B. T., Andersson, G., Séligean, N., Pearce, M., & Koenig, H. G. (2018). Religious
versus conventional internet-based cognitive behavioral therapy for depression. Journal
of Religion and Health, 57(5), 1634-1648. https://doi.org/10.1007/s10943-017-0503-0

Vally, Z., & Maggott, C. (2015). Evaluating the outcome of cultural adaptations of cog-
nitive-behavioural therapy for adult depression: a meta-analysis of treatment studies in
developing countries. International Journal for the Advancement of Counselling, 37(4),
293-304. https://doi.org/10.1007/s10447-015-9244-5

World Bank Group. (2021). World Bank country and lending groups. https://datahelpdesk.
worldbank.org/knowledgebase/articles/906519-world-bank-country-and-lending-groups

World Health Organization (WHO). (2022). Mental disorders. https://www.who.int/news-
room/fact-sheets/detail/mental-disorders

World Health Organization (WHO). (2023). Depressive disorders (depression). https://www.
who.int/news-room/fact-sheets/detail/depression

Ye, X., Bapuji, S. B., Winters, S. E., Struthers, A., Raynard, M., Metge, C., Kreindler, S.
A., Charette, C. ], Lemaire, J. A., Synyshyn, M., & Sutherland, K. (2014). Effectiveness
of internet-based interventions for children, youth, and young adults with anxiety and/
or depression: A systematic review and meta-analysis. BMC Health Services Research,
14(1), 313. https://doi.org/10.1186/1472-6963-14-313

49



INTERNATIONAL JOURNAL OF MENTAL HEALTH . 27

*Ying, Y., Ji, Y., Kong, F, Wang, M., Chen, Q., Wang, L., Hou, Y., Yu, L., Zhu, L., Miao,
P, Zhou, J.,, Zhang, L., Yang, Y., Wang, G., Chen, R, Liu, D., Huang, W,, Ly, Y., Lou,
Z., & Ruan, L. (2023). Efficacy of an internet-based cognitive behavioral therapy for
subthreshold depression among Chinese adults: A randomized controlled trial.
Psychological Medicine, 53(9), 3932-3942. https://doi.org/10.1017/S0033291722000599

*Zhao, C., Wampold, B. E., Ren, Z., Zhang, L., & Jiang, G. (2022). The efficacy and
optimal matching of an Internet-based acceptance and commitment therapy interven-
tion for depressive symptoms among university students: A randomized controlled trial
in China. Journal of Clinical Psychology, 78(7), 1354-1375. https://doi.org/10.1002/
jelp.23329

Zhou, Y., Huo, Q., Du, S., Shi, X,, Shi, Q., Cui, S., Feng, C., Du, X., & Wang, Y. (2022).
Social support and self-efficacy as mediating factors affecting the association between
depression and medication adherence in older patients with coronary heart disease: a
multiple mediator model with a cross-sectional study. Patient Preference and Adherence,
16, 285-295. https://doi.org/10.2147/PPA.S337634

50



51



