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Introduction
EHealth intervention outcomes that address mental health concerns for Indigenous youth are 

limited. Despite the increasing creation and dissemination of eHealth interventions, few stud-

ies exist that have assessed the efficacy or effectiveness of these psychological treatments. 

Fewer studies use rigorous methods to describe outcomes of interventions, resulting in limited 

evidence-based recommendations of the viability of eHealth psychological interventions. The 

provided recommendations were generated from a review of peer-reviewed and grey liter-

ature that described outcomes of various types of eHealth initiatives, as well as community 

member engagement, using qualitative and quantitative assessment methods. Rigorous sys-

tematic reviews and experimental designs were prioritized within the systematic review. Those 

studies that described outcomes for youth, particularly those identified to be Indigenous, were 

also prioritized, although minimal literature for these population groups existed. The authors 

call upon the greater body of literature developed primarily for non-Indigenous people in 

developing these recommendations to provide greater direction than would be possible based 

on the limited Indigenous-specific literature. The community member engagement demon-

strates stakeholder and youth perspectives about what would be useful and practical within 

the contexts that they live and work in. 

What is eHealth and why use it?

For more than 20 years, eHealth initiatives have been ap-

pealing to researchers and practitioners aiming to provide 

accessible and effective services to a larger demographic 

that require mental health intervention. EHealth refers 

to the implementation and delivery of health services 

through the Internet and other related technologies 

(Eysenbach, 2001). This term refers to specific implemen-

tation processes, as well as a greater style of thinking, 

such as an attitude or commitment toward a network of 

global thinking that would improve health care at a local 

level (Eysenbach, 2001). Eysenbach (2001) described 10 

concepts of eHealth that characterized the intention of 

eHealth initiatives and described why an academic or 

practitioner would choose to implement health services 

this way. These principles not only described some advan-

tages of the use of eHealth, but also prioritized concepts 

that must be explored for the continued use of eHealth 

solutions. The proposed “10 e’s in eHealth” are as fol-

lows:

1. Efficiency. By increasing efficiency of services, costs 

can be decreased, particularly through the avoidance 

of duplicate services or unnecessary interventions. 

2. Enhancing quality of care. The quality of care can be 

improved by allowing comparisons between provid-

ers, increasing user quality control, and providing the 

best allocation of services for the user.  

 

 

 

3. Evidence-based. Intervention effectiveness should 

not be assumed but should be based on rigorous 

scientific evaluation. 

4. Empowerment of users. Interventions can make 

knowledge more accessible. 

5. Encouragement of new relationships between 

patient and health professional. Decisions can be 

made in a shared manner and contact with the health 

professional can be more accessible to the patient. 

6. Education. Health professionals and users can be 

educated online.  

7. Enabling information exchange. Communication in a 

standardized way between health care establishments 

can increase proficiency. 

8. Extending the scope of health care. Health care can 

be provided outside of geographical sites. Users can 

access information in multiple ways to easily obtain 

health services. 

9. Ethics. With new practitioner–user interactions, new 

challenges and ethical issues must be explored. 

10. Equity. It is possible that eHealth supports may in-

crease a gap in accessibility to services by requiring 

technology and skills to access health information.  
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In contrast, interventions referred to as mHealth inter-

ventions are a subset of eHealth interventions that focus 

on using mobile technologies, such as cellular phones or 

tablets, as platforms to disseminate interventions (Kazemi 

et al., 2017). MHealth interventions can be delivered using 

mobile applications, text or SMS messaging, GPS tracking 

devices, or other mobile-capable formats. These differing 

mediums will be distinguished from one another when 

necessary throughout this document. 

Relevance of eHealth Interventions for Indigenous Peoples

Indigenous populations tend to have differential access to 

health services and technology in comparison to main-

stream populations (Health Canada, 2015; O’Donnell et 

al., 2016). Many Indigenous communities are in rural or 

remote regions within countries such as Canada, the 

United States, Australia, and New Zealand. The distance 

between these communities and urban centres influenc-

es the level of access to needed health services, such as 

mental health specialists (Kruse, Bouffard, Dougherty, 

& Parro, 2016). Often, the length of travel is too costly 

when considering the time, it takes to travel, lost wages, 

lost time with family, or the financial expenses for travel-

ling to services to be a sustainable solution (Kruse et al., 

2016). In 2010, Maar, Seymour, Sanderson, and Boesch 

put forth a research agenda for eHealth supports with-

in Indigenous communities. They suggested that when 

services are implemented, these are evaluated by exam-

ining basic demographic information (e.g., age and sex) of 

the clientele as well as a basic description of the services 

provided (Maar et al., 2010). It was further suggested that 

each community be surveyed to determine their eHealth 

service preferences, current availability, infrastructure, and 

barriers (e.g., low levels of broadband Internet connectiv-

ity and costs of maintenance). Maar et al. (2010) suggest-

ed that training institutions can provide students with 

technological skills that pertain to eHealth service delivery 

(e.g., setting up teleconferences, video conferencing, and 

website updating) to improve implementation and use of 

such services. 

Few of these research priorities have been examined 

in Indigenous communities within Canada to date, but 

eHealth resources have been examined globally.  

 

Trzesinski and HealthInfoNet (2015) have sur-

veyed Indigenous communities in Australia and 

have identified community needs related to an 

online resource centre to reduce alcohol and 

drug use. The suggestions provided by commu-

nity members included the following:

1. Relying on a strengths-based approach (i.e., 

focusing on positive outcomes and what is 

working as opposed to what the problem is) 

2. Working in collaboration with community 

members 

3. Providing information related to cultur-

al models of health, including information 

about where to go for help

4. Using Aboriginal symbols and terminology

5. Including resources that use plain language, 

including audiovisual content, fact sheets, 

service listings, and shared stories of success 

6. Including community role models (Trzesinski 

& HealthInfoNet, 2015)

Incorporation of community specific needs 

when developing eHealth interventions was 

proposed to benefit the overall usability and 

feasibility of these interventions for Indigenous 

communities. 
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Purpose

The following describes the purpose of this report:  

1. Describe relevant evidence of eHealth intervention 

implementation for Indigenous youth populations in 

Canada, specifically through efforts relating to mental 

health strategies in these four areas: 

a) Health Promotion, Prevention, and Education 

b) Early Identification and Intervention 

c) Crisis Response 

d) Coordination of Care and Care Planning 

2. Extrapolate information about the usefulness and 

feasibility of eHealth intervention implementation, 

through examination of Indigenous and non-Indig-

enous research that may aid in the design of future 

eHealth interventions.   

3. Contextualize research through ongoing engage-

ment with youth and community members. Report 

on community-identified preferences, needs, barriers, 

and prior experiences with eHealth interventions, 

mental health support, and technology usage based 

on community consultations. 

4. Generate evidence-based recommendations for best 

practices of implementing eHealth mental health 

interventions with Indigenous youth populations. 

Method
To embed the reader in the methods used for each portion of this project, the method and results for each of the 

sections are grouped together. Thus, the scoping review methods and results are followed by the community engage-

ment methods and results. 

Review of eHealth Interventions 

A scoping review of published articles that describe and 

evaluate eHealth interventions was conducted. Academic 

databases that were searched include Academic Search 

Premiere, Educational Resources Information Center, 

PubMed, Psychinfo, Psycharticles, ScienceDirect, Social 

Sciences Index, Social Services Abstracts, Social Science 

Research Network, and Web of Science. Search terms 

included smartphone, short message service, SMS, text 

messaging, text message, cellular phone, telemedicine, 

ehealth, e-health, mobile health, electronic health, dis-

tance-based intervention, Internet intervention, Inter-

net-based intervention, telehealth, or teleintervention. 

For the Indigenous-specific findings, articles were located 

using the following search terms: Indigenous, Aboriginal, 

Inuit, First Nation, Métis, Native, or Indian. 

In total, 1,924 articles were found. After the titles were 

initially reviewed, 97 articles were included for abstract 

review. The preliminary review, meta-analyses, system-

atic reviews, and randomized control trials of eHealth 

interventions were included. In order to capture content 

relevant to specific populations (e.g., substance use, 

LGBTQ+, and depression) secondary searches were con-

ducted with population-specific search terms. In total, 

431 abstracts were reviewed, with results from 115 articles 

informing this report. 
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Scoping Review Results
Numerous studies have speculated about common advantages and disadvantages of using eHealth to deliver mental 

health interventions. Although many of these ideas have remained commonly cited since the early implementation 

of eHealth interventions, few have been evidence-based. Many of the proposed advantages to eHealth initiatives 

are also commonly cited disadvantages of using eHealth technology. Some commonly cited advantages have been 

found to be unexpectedly untrue or remain unresolved when rigorously examined. For example, the high cost effec-

tiveness of implementing interventions using eHealth platforms is commonly cited as an advantage; however, when 

examined, it has been found that high initial costs of implementation can actually be more expensive than in-person 

services (Shore, Brooks, Savin, Manson, & Libby, 2007). Many of the advantages and disadvantages described below 

are those that remain commonly described within literature pertaining to eHealth topics, although many are not evi-

dence-based.  

Commonly described advantages. The advantages of 

using eHealth interventions are commonly related to the 

following:

1. Accessibility of interventions to a larger demograph-

ic than in-person services. Most services are free of 

charge, and users can save on travel costs and can 

access an intervention at any time. 

2. Prevention of increased population need due to 

access to information for individuals with mild to 

moderate concerns.

3. Reduced stigma of seeking mental health services for 

users.

4. Cost effectiveness of implementing services to a large 

population. 

5. Promotion of user self-efficacy through self-monitor-

ing and self-management of symptoms.

6. Interventions can be customizable to meet user 

needs.

Commonly described disadvantages. Disadvantages of 

eHealth initiatives have been attributed to the following:

1. Limited research assessing the effectiveness of inter-

ventions reduces the availability of participant out-

comes.

2. Implementation issues related to purchasing and 

continuous use of technology required. 

3. Higher initial costs can reduce the overall cost effec-

tiveness of interventions.

4. Interventions delivered using eHealth strategies may 

not be appropriate for high-needs users. In-person 

services may be required. 

5. High user attrition within interventions when com-

pared to in-person treatment.

6. Limited accessibility for users, such as users not hav-

ing required devices to use a program (e.g., recently 

updated mobile phones and webcam with micro-

phone) or having to travel to reach distance-based 

implementation sites in or near their community. 

For example, clients would be required to travel if 

telehealth services are only available at a community 

nursing station or in an adjacent town. Users must be 

somewhat familiar with the technology being used 

to implement, and communities have to maintain a 

roster of staff that can operate the technology. 

7. Ethical implications of providing distance-based ser-

vices are not fully understood.
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A Note on Cost Effectiveness of eHealth Interventions

Given that the cost of eHealth implementation has been 

described as both an advantage and disadvantage of 

implementing eHealth interventions, further discussion 

of implementation costs is warranted. Some studies have 

examined the cost effectiveness of eHealth resources, 

but, generally, results were variable, and generalizable 

data describing cost effectiveness of eHealth interven-

tions remain limited. Cost effectiveness of eHealth inter-

ventions were largely dependent on the type of treatment 

intervention used as a comparison and the ability to 

provide initially inexpensive materials or technology to aid 

eHealth implementation. Costs were typically based on 

an intervention previously developed; few articles re-

viewed the costs to develop novel eHealth initiatives.   

Hilty et al. (2013) reviewed 21 studies published since 

1998 that examined the cost effectiveness of providing 

telehealth interventions for mental health concerns in 

various populations. Studies varied on how costs were 

calculated. Predominant ways of calculating intervention 

costs were described as such: 

1. Comparing in-person to distance treatment options 

or various types of distance treatment options to 

each other. 

2. Comparing costs of consultations with the amount of 

money invested in the program, otherwise considered 

to be a break-even analysis. This is highly specific and 

can vary on the number of participants using a service 

and the specialized cost for the type of treatment 

completed. 

3. Comparing broader social costs related to quality of 

life, such as clients seeking treatment who are re-

turning to work, reductions of child care costs, travel 

to appointments, and other broader costs associated 

with seeking treatment. This can be completed using 

a budget impact analysis, which examines the finan-

cial consequences of intervention within a health care 

system (Sullivan et al., 2014). 

Overall, costs of in-person services compared to tele-

health mental health care results varied within the report-

ed studies. Authors noted cost effectiveness evaluations 

were highly individual to the specific treatment program 

goals, the type of population accessing services, the loca-

tion of the community seeking treatment, and the imple-

mentation costs embedded within specific organizations. 

A study identified in the Hilty et al. (2013) review com-

pared telehealth interventions and examined cost ef-

fectiveness of each one. Shore et al. (2007) examined 

the costs of providing telehealth and in-person clinical 

interviews to assess mental health concerns for American 

Indians living on a reservation located approximately 600 

miles from the nearest mental health services. Costs of 

the in-person treatment program were calculated in U.S. 

dollars and were incorporated in the cost of travel to the 

community. From the implementation of this telehealth 

program in 2003, using telehealth was approximately 

$1,700 more per year than conducting similar in-person 

interviews. Fixed costs associated with the set-up and 

purchasing of equipment necessary for program imple-

mentation were cited as being a major contributing factor 

to the higher cost of implementing telehealth. However, 

market change can affect these fixed costs, and during 

study implementation, change in the price of these costs 

had decreased over time. It is possible that costs may be 

reduced for similar interventions developed today. 

Telehealth clinical interview time was compared to 

in-person interview time (including travel time). Over-

all, telehealth interviews (131.5 hours) were significantly 

shorter than in-person interviews (352 hours). Total costs 

of the telehealth program were $33,230 compared to 

$31,465 for in-person assessments. Given that fixed costs 

may be lower as the length of program duration increas-

es, the authors predicted that the cost of telehealth in the 

upcoming year would be lower than in-person assess-

ments (Shore et al., 2007).  

The cost to implement an eHealth intervention may 

initially be high; however, the length of time that an 

intervention remains implemented can affect the overall 

cost. For interventions that are provided for longer dura-

tions, the initially higher start-up costs can be mitigated 

throughout the time of implementation. Costs can be 

lowered when the intervention remains relevant to users 

and continues to be used effectively, particularly if the 

intervention reduced later-life mental health concerns 

(Lokkerbol et al., 2014).   

While cost effectiveness is an integral aspect to consider 

when contemplating the development of an interven-

tion, effectiveness and outcomes can similarly inform the 

appropriateness of these interventions. A summary of the 

literature in these areas is provided below. 
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Health Promotion, Prevention, and Education

Numerous interventions have been developed for educa-

tional, prevention, and health promotion purposes. Exam-

ples of two of these interventions, provided in breakout 

boxes, include the Strongest Families educational inter-

vention and MoodGym anxiety prevention intervention. 

The number of eHealth preventions for mental health 

concerns is relatively low in comparison to the number 

of treatment interventions available. While the outcomes 

from these preventions are mixed, some have noted sig-

nificant reductions in the targeted health concern.

Technologies have been used to prevent and problem 

solve issues related to bullying and cyberbullying. In a 

review conducted by Nocentini, Zambuto, and Menesini 

(2015), 13 interventions targeted at preventing bullying or 

reducing victimization were identified. Of these, sev-

en were serious games, which are games that provide 

the user with information and skills while engaging in 

an achievement-oriented game-like interaction. These 

interventions have promoted children’s affective states, 

social connectedness, as well as increasing engagement 

and self-actualization experiences (Nocentini et al., 2015). 

Most of the articles relied on an increased awareness of 

bullying and acceptability of the intervention to users. 

Only four interventions (FearNot!, SMART Talk, NoTrap! 

and KiVa) demonstrated reductions in bullying or cyber-

bullying, and two of these also had an in-person compo-

nent (Nocentini et al., 2015). 

An example of a preventative eHealth solution for men-

tal health is the Competent Adulthood Transition with 

Cognitive Behavioural, Humanistic, and Interpersonal 

Training (CATCH-IT) program, which was developed for 

implementation by primary care physicians for patients 

with sub-threshold depressive symptoms (Kruger et al., 

2017). When clients received a motivational interview (MI) 

and were provided with a description of the website they 

demonstrated greater amounts of time on the website 

and completion of treatment modules over a 2.5-year 

follow-up period (Kruger et al., 2017). However, educa-

tional impairment—not negative thinking or perceived 

social support from friends or family—was reduced, and 

there was no significant difference between groups on 

these measures (Kruger et al., 2017). This study demon-

strated that the inclusion of health professionals into 

eHealth interventions can increase the acceptability and 

capacity to reduce or prevent symptoms, although the 

sustained effects of this may be minimal. These results 

also emphasized the need for long-term assessment of 

the outcomes from preventions.

The importance of comparison groups when assessing 

the outcomes of these interventions is underscored by 

the findings from Espie et al. (2012) who compared an 

mHealth app that utilized cognitive behavioural therapy 

(CBT) strategies for insomnia to a placebo treatment. 

Sleepio, the app, was compared to a treatment as usual 

Strongest Families
(Lingley-Pottie & McGrath, 2008; as cited in Boydell 

et al., 2013)

• Distance education for parenting skills interven-

tion

Population: 

Families of children aged 3 to 12 years

• Experiencing anxiety and conduct disorders

Outcomes: 

Participants feel safe, comfortable, non-stigmatized 

• Significant decreases in diagnoses for anxiety & 

conduct-related disorders 

• Improved dropout rates (decreased from 40%–

60% to about 10%) 

MoodGym 
(Calear, Christensen, Mackinnon et al., 2009)

Prevention of adolescent anxiety using CBT

Outcomes: 

Use of two or more modules associated with a reduc-

tion of depressive and anxiety symptoms 

• A randomized controlled trial (RCT) found reduced 

depressive symptoms for male, but not female, 

participants with depressive symptoms in compari-

son to wait-list participants
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(TAU) group and a placebo control. The placebo treat-

ment, Image Relief Therapy (IRT), was administered using 

the same app platform (Espie et al., 2012). IRT has been 

used in other studies as a non-pharmacological interven-

tion control and known to contain no active components 

of evidence-based interventionw. Although treatment 

outcomes of IRT were not comparable to the reported 

effectiveness of CBT treatment using the app, some posi-

tive results were reported for the IRT treatment condition 

(Espie et al., 2012).

Secondary preventions that identify populations at risk of 

developing depression have also demonstrated mixed re-

sults. For example, a series of studies (Ranney et al., 2016; 

Ranney et al., 2018) demonstrated significant reductions 

in depressive and physical peer violence symptoms for 

adolescents receiving a CBT- and motivational inter-

viewing-based intervention after entering into an emer-

gency department in an initial efficacy study (Ranney et 

al, 2016). However, a larger sample did not demonstrate 

significant results (Ranney et al., 2018). Nevertheless, a 

meta-analysis that examined the results from 10 inde-

pendent samples of depression and anxiety preventions 

demonstrated that universal preventions tend to have a 

slightly larger effect in comparison to preventions that are 

targeted at selective groups of people (Deady et al., 2017). 

Most of these preventions were based on a CBT model, 

but these also include interventions such as acceptance 

and commitment therapy (ACT) and non-specific support 

(e.g., emails or texts from counsellors; Deady et al., 2017). 

While these results suggest that eHealth interventions can 

help prevent some depressive or anxiety symptoms from 

progressing, they did not demonstrate clinically signif-

icant symptom reductions and, therefore, may require 

complementary services to best reduce symptoms.  

EHealth solutions have also been developed for the 

prevention of substance and alcohol use disorders. 

O’Rourke, Humphris, and Baldachchino (2016) identified 

eight studies that assessed electronic communication 

for the reduction of hazardous drinking among youth. 

These authors found that when young drinkers (aged 18 

to 25 years), who were experiencing negative impacts 

from their drinking or were highly motivated, reduced 

their drinking after receiving personalized feedback via 

text (O’Rourke et al., 2016). Having young drinkers rate 

the drinking behaviour of their peers, and providing 

corrective feedback, has been tied to decreased drinking 

frequency and quantities among the youth providing the 

ratings (O’Rourke et al., 2016). However, an unintended 

effect of this feedback was demonstrated when provid-

ing young drinkers with an approximate measure of their 

blood alcohol level, as this practice was associated with 

increased drinking among males (O’Rourke et al., 2016). 

Thus, electronic communication can contribute to lower 

alcohol and substance use, although unintended effects 

can occur with some interventions. 

The majority of eHealth research for suicidal ideation 

and behaviours has focused on developing preventions, 

or treating disorders such as depression, in an attempt 

to address suicidal behaviours and ideations. To demon-

strate, Perry, Werner-Seidler, Calear, and Christensen 

(2016) reviewed literature for eHealth applications for 

suicidal ideation, attempts, or completion and found only 

one study had been completed. The application, Re-

frame-IT, relied on cognitive restructuring, behavioural 

activation, and problem solving to reduce suicidal ide-

ation, clinician- and patient-reported depression, as well 

as helplessness (Perry et al., 2016). An adult host charac-

ter provided education, there were fact sheets and MP3s, 

as well as video diaries of people’s experiences, activities 

to complete, a message board, and a personalized safety 

plan available for each participant on a mobile application 

(Perry et al., 2016). This intervention provided promising 

results.

Indigenous people and mHealth promotion or 
prevention. 

One review of health promotion using mHealth was 

identified for Indigenous populations, and this review was 

limited to Australian Aboriginal people. Brusse, Gardner, 

McAully, and Dowden (2014) identified 10 interventions 

aimed at smoking cessation, sexual health, and otitis 

(infection or inflammation of the ear) medication. These 

studies demonstrated that most interventions used SMS 

or text messaging to provide reminders, education, or 

preventative messages (Brusse et al., 2014). Notably, 

texting was helpful for smoking cessation either by itself 

or in combination with other treatment aspects (Brusse 

et al., 2014). However, across studies, results were mixed 

with some reporting increased healthy behaviours or 

symptom decreases and others reporting no significant 

effects (Brusse et al., 2014). Publications about the use of 

technology within Indigenous populations for prevention 

and health promotion tend to focus on the development 

process without describing the outcomes of the interven-

tion. 



eHealth Reccomendations Report - 11 

Early Identification and Intervention

Within the broad literature base, most eHealth interven-

tions for mental health focus on interventions for mild 

to moderate symptoms. In order to group this review in 

a meaningful way, the following results are presented 

based on the type of technology platform that was used 

to deliver the intervention. Within each section, exam-

ples of interventions that have demonstrated preliminary 

evidence are provided in blue breakout boxes.

Telephone-based Interventions. The use of tele-

phone-based mental health services can be effective, can 

help reduce stigma, and are often more convenient for 

clients than in-person counselling (Boydell et al., 2013). 

Studies have demonstrated that telephone interventions 

have helped to reduce overall distress, anxiety, and de-

pressive disorder diagnoses; reduce obsessive compulsive 

disorder symptoms; as well as improve well-being (Boy-

dell et al., 2013). Reductions in suicidality and improved 

mental state have also been observed with telephone 

interventions (Boydell et al., 2013). 

When implementing interventions using the telephone, 

multiple sessions with a user can facilitate better ther-

apeutic alliance than single-session endeavours. Given 

that a therapeutic alliance can facilitate the creation of 

shared goals and facilitate between-session tasks, having 

a favourable bond with an intervention facilitator may 

increase positive outcomes of the intervention. Tele-

phone-based psychological interventions tend to result 

in the development of a therapeutic alliance better than 

similar synchronous text or chat-based interventions 

delivered online. Increasing the development of this 

relationship over multiple sessions may improve user 

outcomes. 

The leading psychological treatment for addiction is 

motivational interviewing (MI). A recent review of MI using 

technology by Jiang, Wu, and Gao (2017) demonstrated 

that the telephone was the most effective eHealth mode 

of delivery of MI in comparison to the Internet or SMS. 

However, it should be noted that the number of studies 

using web-based or SMS modes were limited (6/25) in 

this study. Two studies compared the use ofMI for can-

nabis delivered via  web-based interventions  to control 

condition with mixed results; where as one study exam-

ined the use of telephone services for adolescents using 

marijuana which demonstrated greater reductions in 

dependence symptoms in comparison to a control group 

. This review also demonstrated a diversity in the methods 

of the eHealth interventions (with sessions ranging from 

15 minutes to 3 hours), combined theoretical bases (e.g., 

CBT and motivational enhancement), and health profes-

sionals delivering the intervention (e.g., clinicians, psy-

chologists, nurses, and students). The authors found that 

MI delivered through the use of technology was just as 

effective, if not more than face-to-face delivery, although 

only two studies directly compared these delivery modes.

Comparatively, Young (2012) found mixed results for out-

comes of telemedicine interventions for substance use 

regarding participation, level of substance use, satisfac-

tion, and resource use among 50 studies. The majority 

of studies (56%) reported that there was partial support 

for increased participation due to the use of telemedi-

cine, 27% were completely supportive, and 18% were not 

supportive of increased participation rates. No studies 

included in the review reported increased substance use; 

61% reported that there was an overall reduction, 25% 

were partially supportive of having reduced substance 

use, and 14% reported no change or non-significant 

changes in comparison to the control group. Participant 

levels of satisfaction were clearer, with 76% of studies 

reporting that telemedicine was supportive, convenient, 

comfortable, or discreet; however, 24% of studies report-

ed reservations or concerns about telemedicine. Tele-

medicine was associated with less frequent contact with 

shorter duration in comparison to face-to-face sessions, 

although the replacement of face-to-face therapy with 

telemedicine was viewed as a disadvantage in some 

studies. Shorter interventions (14 vs. 26 weeks) with syn-

chronous responding were more favourable in terms of 

satisfaction, although asynchronous participant-initiated 

contact was associated with greater participation.

TeleKidCare
(Nelson, Barnard & Cain, 2003; 2006)

• Cognitive behavioural therapy via video confer-

encing

Population: 

Children with depression

Outcomes: 

Similar depressive symptom decreases with face-

to-face treatment

• Clients, parents, & clinicians very satisfied with 

video conferencing 



12 - eHealth Reccomendations Report

Web-based Interventions. Web-based interventions 

include those that are 1) static information on a webpage, 

2) webcam or online chat synchronous content delivery, 

3) self-guided online/interactive intervention content, 4) 

health promotion interventions disseminated using social 

media (e.g., Twitter, Instagram, or Facebook), or 5) online 

peer support forums. Of these methods, delivering inter-

vention content via webcam or through online modules 

had the most support in the literature. Many studies have 

adapted content that were evidence-based and used 

web-based platforms to disseminate information. Many 

web-based approaches to target youth mental health 

concerns, particularly those that used CBT frameworks, 

were found to be effective (Ebert et al., 2015).   

Evidence-based psychological interventions using web-

based technology with a trained therapist were found to 

be similar to in-person treatment methods (Andersson et 

al., 2014). No significant differences were found in a me-

ta-analysis of 13 randomized controlled trials that com-

pared treatments for depression, anxiety, and somatic or 

body-related symptoms (Andersson et al., 2014). These 

results suggest that web-based interventions are a viable 

treatment option when administered by a trained profes-

sional. Children aged 4 to 12 years stated that they found 

online worksheets easier and more convenient to com-

plete in comparison to paper-based worksheets (Boydell 

et al., 2013). 

A meta-analysis of 13 Internet-based CBT studies for 

anxiety and depression demonstrated similar reductions 

in anxiety and depression symptoms as would be expect-

ed with in-person treatment (Ebert et al., 2015). Symptom 

reductions were the greatest for adolescents in com-

parison to children (Ebert et al., 2015). The vast majority 

of these studies (11/13) provided some form of guidance 

within the treatment, which was either therapeutic or 

administrative (Ebert et al., 2015). However, the interven-

tions were mixed in how long they were, ranging from 

brief interventions (< 6–7 sessions) to typical length (> 8 

sessions). 

In a review of web-based interventions, with some 

therapist support for addictive behaviours, mixed results 

were demonstrated in the 16 studies reviewed (Chebli, 

Blaszynski, & Gainsbury, 2016). For smoking and gambling 

behaviours, overall positive effects were demonstrated. 

Alcohol interventions had a positive effect on drinking 

behaviours and resulting negative consequences, al-

though the treatment effect of face-to-face therapy 

was greater in comparison. One study that examined an 

intervention for opioid use demonstrated comparability 

between online and face-to-face interventions, although 

participants preferred the online intervention. Within this 

study there was a large diversity in the theoretical ori-

entation of interventions, although most included some 

form of CBT, MI, or behavioural intervention. The authors 

found that increased levels of technology-assisted thera-

pist contact were associated with better client outcomes. 

Furthermore, women were more likely to adhere to the 

interventions, and middle-aged people were most likely 

to use the online treatment. 

Oosterveen, Tzelepis, Ashton, and Hutchesson (2017) 

Master Your Mood 
(Gerrits, van der Zanden, Visseher et al., 2007; van 

der Zanden, Kramer, Gerrits et al., 2012)

CBT for adolescents and young adults with depressive 

symptoms 

Outcomes: 

RCT demonstrated significant reductions in depres-

sive symptoms in comparison to a wait-list control at 

post-intervention, and 6-month follow-up

iCBT
(de Bruin et al., 2017; Karyotaki et al., 2018; Lenhard et 

al., 2017; Murphy et al., 2017; Vigerland et al., 2016)

Adults diagnosed with depression, trans-diagnostic 

concerns, adolescents with obsessive–compulsive dis-

order (OCD), adolescents with insomnia 

Outcomes: 

RCT demonstrated significant improvement compared 

to control groups

• moderate effect sizes when compared to control 

groups
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identified 45 studies that utilized an eHealth interven-

tion for alcohol (n = 26 studies), smoking (n = 7), phys-

ical activity (n = 4), obesity (n = 4), nutrition (n = 1), and 

multiple behaviours combined (n = 3) among ages 18 to 

35 years. The majority of interventions were using web-

based platforms, and, overall, there were positive effects 

when compared to control groups. When interventions 

for alcohol were examined, a meta-analysis showed a 

reduction in the number of drinks consumed in a week 

was greater in the intervention groups in comparison to 

the control groups. These reductions were similar to the 

face-to-face intervention rates. Thus, web-based services 

appeared to be just as effective, but not more effective, 

when compared to face-to-face interventions, and these 

services had greater improvements when compared to 

receiving little or no intervention.

Retention rates for web-based therapy can range, with 

results suggesting that these typically have lower reten-

tion rates than in-person treatment (Melville, Casey, & 

Kavanagh, 2010). A systematic review of 16 study attrition 

rates for web-based treatments, delivered predominant-

ly to adults, found that rates ranged from 2% to 83%, 

with mean weighted average (corrected for sample size) 

attrition rate of 35%. Age was not found to influence 

these outcomes. Many clients withdrew prior to begin-

ning treatment, thus self-selecting out of receiving the 

intervention. If these clients were not included in attrition 

analyses, attrition rates of web-based interventions would 

lower (Melville et al., 2010).

 

Evidence suggests that interventions delivered using 

online chat rooms, texting, or other methods that facili-

tate synchronous communication with a therapist were 

helpful, although this literature base is minimal. When 

compared to telephone counselling, web-based synchro-

nous communication produced worse outcomes. Unlike 

telephone counselling outcomes, therapeutic alliance 

ratings of web-based services with synchronous commu-

nication is lower than in-person interventions. King, Bam-

bling, Reid, and Thomas (2006) compared single-session 

online communication to the telephone and found that 

youth-reported outcomes were better for those that 

received telephone counselling. 

Few studies have compared synchronous communica-

tion using texting or online chat forums to asynchronous 

communication—such as email or forum posts—although 

it remains hypothesized that synchronous communica-

tion produces better outcomes (Dowling & Rickwood, 

2013). Further research is required to determine if syn-

chronous or asynchronous methods are viable options 

for delivering web-based services. A systematic review 

of six studies that described the best available outcomes 

of these communication methods suggested that nei-

ther perform as well as telephone-based communication 

(Dowling & Rickwood, 2013).

Bite Back: Interactive  
web-based program
(Manicavasagar et al., 2014)

235 youth aged 12 to 18 years living in Australia

Outcomes: 

Significant reduction in depression and stress compared 

to control group. 

• High treatment adherence

• No significant improvements for those that did not 

adhere to treatment or who used intervention less 

frequently

• Program was interesting, fun, and easy to use

Kids Help Phone:  
Synchronous Live Chat 
(Haner & Pepler, 2016)

Canadian youth seeking supports for mental health 

concerns

Outcomes: 

Users tended to have mental health and suicide con-

cerns

tended to not be heterosexual compared to those that 

used phone-based services
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Mobile Phone Applications (apps). Bakker, Kazantzis, 

Rickwood, and Richard (2016) generated 16 recommen-

dations to inform the development of mobile apps that 

may effectively target mental health concerns. Recom-

mendations were made based on a review of available lit-

erature and were intended to guide future mental health 

app development and ongoing research. These recom-

mendations were as follows:

1. Ensure the app is based in a cognitive behavioural 

therapy model of care.

2. The app should address both low mood and anxi-

ety concerns of users. Targeting these concerns will 

increase accessibility and address high co-morbidity 

between these concerns within a trans-diagnostic 

model of care. 

3. Avoid diagnostic labels when designing the app. The 

app should be designed for non-clinical populations, 

as populations experiencing concerns may not have 

a formal diagnosis. Users may not use the app for 

preventative care if diagnostic labels are used. 

4. The app should automatically tailor content to meet 

the user’s needs. Tailored interventions have been 

more efficacious than non-tailored models, such as 

basic self-help materials.

5. The app should incorporate some form of self-mon-

itoring, behavioural reporting, and progress evalua-

tion. Reporting thoughts, feelings, or behaviours can 

align with a CBT model of care, allow the user to 

monitor change, and promote progress evaluation. 

6. The app should recommend pro-social activities for 

the user to engage in. Behavioural activation can 

boost self-efficacy and expand the coping skills avail-

able to the user.  

7. The app should provide some psycho-education to 

increase the mental health literacy of the user. 

8. The app should engage with users in real time to 

help reduce symptoms or distress in the moment of 

the experience. It can provide coping behaviours or 

relaxation techniques. 

9. Daily activities should be explicitly linked to symp-

toms to establish cause-and-effect relationships 

among thoughts, feelings, and behaviours.

10. Encourage limited time on technology devices by 

promoting non-mobile phone-based activities.

11. Promote the use of an app through rewards or in-

ternal triggers. Promote self-motivation motivation 

through positive reinforcement and behavioural con-

ditioning strategies. 

12. Log user data and monitor past app usage. Encourage 

app usage by directing user attention to the personal 

investment in using the app.  

13. Provide the user with reminders to engage with the 

app.

14. Provide a simple and user-friendly app design.

15. Provide supports and links to crisis support services.

16. Conduct experimental trials to establish efficacy be-

fore recommending the app as an effective solution.

A comparison of existing iOS apps (n = 21) demonstrat-

ed that no app met all of the above standards (Bakker et 

al., 2016). A more recent review of anxiety-specific apps 

demonstrated that only half of the available apps offer ev-

idence-based recommendations, and most of these cost 

money (Bry, Chou, Miguel, & Comer, 2018). These anxi-

ety-specific evidence-based strategies included exposure 

(in 1/5 apps) or cognitive restructuring or both (1/5; Bry et 

al., 2018). However, few apps provided any type of psy-

cho-education about anxiety (1/6; Bry et al., 2018). Most 

of the available apps were distraction techniques, such as 

colouring, relaxation exercises (53%), or games (Bry et al., 

2018). 

Despite the drawbacks of these publicly available apps, 

mobile phone interventions, including those delivered 

using apps, may be ideal for adolescents, given that this 

demographic has frequent use and familiarity with mobile 

devices. As described by the Kids Helpline breakout box, 

high school-aged children preferred to use a chat line 

Kids Helpline 
(King et al., 2006; Haner & Pepler, 2017)

• Compared telephone to chat line counselling 

for ages 12 to 17 years

• More males preferred telephone

• High school-aged youth preferred chat line 

services

• Chat line had a greater occurrence of  serious 

risk conversations (i.e., suicide and mental ill-

ness) compared to telephone conversations



eHealth Reccomendations Report - 15 

in comparison to a phone, and they discussed serious 

risk issues more often using this medium. Furthermore, 

when adolescents were asked about preferred methods 

of self-monitoring, the majority of youth indicated they 

preferred to record data using their mobile phone rath-

er than traditional pen and paper recording (Matthews, 

Doherty, Sharry, & Fitzpatrick, 2008). Of those that were 

randomly assigned to self-monitor mood data on pa-

per, it was observed that participants were more likely 

to backdate paper forms or manipulate data than those 

in the mobile phone group. Youth in this study reported 

that recording data using a phone required less effort 

than paper monitoring methods (Matthews et al., 2008). 

Adolescents reported that self-monitoring apps should 

be discrete and the use easy to conceal to increase app 

privacy (Grist, Porter, & Stallard, 2017).

Adolescent treatment preferences may be influenced by 

prior experiences with in-person mental health treatment 

providers. Adolescents that have a greater number of 

negative experiences may prefer an alternative treatment 

method. A qualitative study describing homeless youth 

preferences of mHealth interventions reported favourable 

outcomes. Youth reported that they would potentially 

use such an intervention for self- monitoring, emotional 

support, day-to-day stressor management, online access 

to a therapist, and additional difficulties related to home-

lessness (Adkins et al., 2017).

Few apps have been specifically developed for youth, and 

there is limited evidence to suggest that apps are effec-

tive solutions to reducing mental health concerns for 

adolescents (Dubad, Winsper, Meyer, Livanous, & Mar-

waha, 2018; Grist et al., 2017; Lui, Marcus, & Barry, 2017). 

A review of these apps found only 15 interventions that 

aimed to promote positive mental health in either pread-

olescents or adolescents (Grist et al., 2017). Of these, only 

five articles were identified that reported mental health 

outcomes of participants. A meta-analysis of 36 ran-

domized controlled trials assessed generalized mHealth 

interventions for children and youth, which reported a 

small, but significant, effect for intervention effectiveness 

(Fedele, Cushing, Fitz, Amaro, & Ortega, 2017). In this re-

view, many interventions were targeted at children below 

the age of 5, and the majority did not treat mental health 

concerns.

Research for eHealth interventions that targeted specifi-

cally to populations identified as part of a sexual minority 

or the queer community (LGBTQ+) is limited. Predomi-

nately, eHealth interventions have prioritized youth pop-

ulations but do not seem to target additional age catego-

ries. Alternative interventions to promote mental health 

for LGBTQ+ populations do exist, but rigorous evaluation 

has not been completed on any of the retrieved stud-

ies. The majority of studies retrieved tended to examine 

sexual health interventions, particularly targeted to men 

who have sex with men and HIV transmission (Muessig, 

LeGrand, Horvath, Bauermeister, & Hightow-Weidman, 

2017) or sexual health intervention preference (Green, 

Fisher, Kuper, Andrews, & Mustanski, 2015). 

This literature review retrieved a mobile app study for 

smoking cessation (Baskerville et al., 2018) and some 

computerized cognitive behavioural therapy (CCBT) 

programs (Rainbow Sparkx and Today!) specialized for 

LGBTQ+ populations. These apps demonstrated prelimi-

nary effectiveness (Fleming, Hill, & Burns, 2017; Lucassen, 

Merry, Hatcher, & Frampton, 2015), with LGBTQ+ content 

(such as “My Coming Out Plan”) rated highly. 

In terms of substance use, Kazemi et al. (2017) reviewed 

12 studies utilizing mHealth interventions for secondary 

or relapse prevention of substance and alcohol use. The 

authors found mixed results regarding how mHealth 

strategies contributed to better health outcomes. A com-

parison of these interventions was challenging due to the 

variance among theoretical orientations used, eHealth 

platforms (including websites, SMS, and chat-based ser-

vices), and evaluation methods. The comparison of these 

interventions is further complicated by the assessment of 

outcomes, as most of the studies neglected long-term 

outcomes and used only a pre-post evaluation, with the 

BroTalk 
(Mak, Pratt, Black, & Simon, 2015)

• Live chat service delivered using an app

• Reframes seeking help as an act of strength

Population: 

157 male youth in 21 focus groups throughout 

Alberta, Ontario, and Quebec

Outcomes: 

Youth described barriers to services that may 

impede live chat use. 

• App will be created that simulates text mes-

saging and facilitates contact with a coun-

sellor. 
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longest follow-up being 4 months post-intervention. 

Based on the described results, it seems like the use of 

smart phone accessible formats (e.g., mobile applica-

tion or SMS) were consistently tied to positive outcomes. 

The authors emphasized that the use of the intervention 

rapidly decreased unless there was regular contact and 

prompts that were not initiated by the participant, and 

participants did not use educational information, regard-

less of how it was presented. This review also found that 

when clients had co-occurring depression and alcohol 

use, the use of messaging was associated with decreases 

in depressive scores.

More inclusive reviews of mHealth interventions have 

been completed (i.e., Luxton, June, & Kinn, 2011; Perry et 

al., 2016; Huguet et al., 2016; de la Torre, Castillo, Aram-

barri, López-Coronado, & Franco, 2017; Franco-Martín 

et al., 2018), and these demonstrated that many mHealth 

interventions exist for suicide or self-harm, but few pro-

vided an evaluation of effectiveness of the applications. 

Two specific apps were identified that described the 

development of the app as well as provided an evaluation. 

The iBobbly mHealth application uses acceptance-based 

commitment and mindfulness therapies to reduce sui-

cidality in an Australian Indigenous population (Shand, 

Ridani, Tighe, & Christensen, 2013). This intervention con-

tained three modules: (1) identifying thoughts and group-

ing them based on the frequency of occurrence, and 

creating links between thoughts, feelings, and behaviours; 

(2) regulating thoughts through mindfulness, acceptance, 

and self-soothing (social, cultural, and self-soothing) ac-

tivities; and (3) identifying values that participants would 

like to model and setting small, achievable goals to get 

there. The modules are completed over 6 weeks, and 

participants completed assessments after each module. 

Participants had access to a 24-hour helpline and were 

asked to complete safety contracts before joining the 

study, stating that they would call the helpline if they 

thought they were going to attempt suicide (Shand et 

al., 2013). The evaluation demonstrated that depression 

scores decreased for the iBobbly participants in compar-

ison to a control group (Cohen’s d = 0.71, representing a 

substantial effect; Tighe et al., 2017). Depression scores 

also decreased for the control group when they received 

the intervention after the wait, and the reductions be-

tween groups were not significantly different (Tighe et 

al., 2017). At the end of the intervention, fewer individu-

als (42%) in the iBobbly arm met criteria for depression, 

whereas 58% of controls did; although this difference 

was not statistically significant. A similar pattern for psy-

chological distress was demonstrated. Distress was also 

significantly reduced pre- to post-intervention for the 

intervention group in comparison to the control group, 

which showed a medium to large effect; although the 

decline in controls was not as large. 

Franklin et al. (2016) developed a game-like application 

that relied on evaluative conditioning principles. This app 

aimed to decrease non-suicidal self-injury (NSSI) and 

suicidal ideation by developing an aversion to self-harm 

images and content. The game required people to pair 

NSSI-relevant stimuli (e.g., blood, razors, and skulls) with 

negative words. By pairing these, the hope was that this 

evaluation pattern would become permanent over time, 

with participants being less likely to think NSSI was help-

ful. Participants could use the app as much as they want-

ed, and it took about 1–2 minutes to complete one activi-

ty. The evaluation demonstrated short-term reductions 

in NSSI behaviours, thoughts, and suicide plans; although 

these were not maintained at 1- or 2-month follow-ups. 

The treatment effects increased in a dose-response rela-

tionship related to the frequency of app usage. Decreased 

levels of aversion toward the self (which were developed 

IBobbly 
(Tighe et al., 2017)

• Acceptance and commitment therapy strategies 

and principles

Population: 

61 Indigenous youth (aged 18 to 35 years) living in 

remote communities in Australia

• Experiencing suicidal ideation, depression, psycho-

logical distress, and impulsivity

Outcomes: 

RCT compared intervention to wait-list control

• Suicidal ideation significantly decreased in the 

intervention group (pretest and post-test) 

• Suicidal ideation did not significantly differ from 

control group outcomes

• Psychological distress and overall health improved 

after completion for both groups
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through pairing self-evaluative words with positive stim-

uli) were associated with decreases in self-cutting and 

suicide ideation and plans. The results from the Franklin 

et al. (2016) study demonstrated that it is important to 

assess long-term outcomes for suicide interventions, as 

individuals with suicide ideation tend to re-experience 

symptoms later on, and short-term reduction may not be 

maintained.

Text (SMS) or picture (MMS) Messaging. SMS/MMS 

services have been implemented as stand-alone inter-

ventions but also used to support ongoing mental health 

interventions for youth. An example of a stand-alone 

text-based smoking cessation is provided in the Text-

2-Quit breakout box. Providing therapy using text mes-

saging-based services may facilitate engagement with 

youth, as the platform is familiar and accessible (Gibson 

& Cartwright, 2014). Youth that engaged in this type of 

intervention have reported that privacy, autonomy, ac-

cessibility, control of the process, and anonymity were all 

valued. The text messaging supportive counselling was 

deemed to be valuable for youth participants; though this 

has yet to be explored using a randomized controlled trial 

(Gibson & Cartwright, 2014). 

The use of text messaging for addiction treatment was 

addressed in a review by Keoleian, Polcin, and Gallo-

way (2015). The authors found that the greatest body 

of literature was developed for smoking cessation (n = 

11 studies) interventions, followed by alcohol use (n = 4 

studies). The types of messages included some based-on 

people’s stage of recovery, generalized information about 

the positive influence of healthy eating and sleeping for 

recovery, using distraction as a coping mechanism, and 

supportive or advice-based messages. These messages 

were generally well-received and associated with higher 

abstinence rates for smoking at short-term, but not long-

term, follow-ups. One study found individuals who re-

ceived only text messaging in comparison to web-based 

or web-based with texting interventions had higher rates 

of abstinence. For alcohol text-based interventions, the 

use of texting to provide strategies, safe drinking guide-

lines, and other supports were more effective in reducing 

the number of heavy drinking days than feedback alone. 

Texting that was one component of a comprehensive 

treatment demonstrated good short- and long-term 

outcomes. In the studies that examined age effects, no 

differences were found for any age groups (Keoleian et 

al., 2015).

Quanbeck, Ming-Yuan, Isham, Johnson, and Gustafson 

(2014) found that using text messaging as part of a 

comprehensive intervention for alcohol use disorder 

was associated with reductions in the number of drinks 

per day as well as the number of heavy drinking days. 

Additional components of the comprehensive system 

included assessment and feedback, high-risk location 

monitoring, supportive people, craving coping strategies, 

communication skills training, and pleasurable activities. 

The combination of text messaging and these result-

ed in greater retention in comparison to a stand-alone 

web-based service. The authors suggested that providing 

clients with training in using the device/medium contrib-

utes to a greater success, and they stated that access to 

regular and emergency resources is ideal.

Retention of individuals in text messaging interventions 

for illicit drug and alcohol use was greater than 80% for 

the majority of studies included in a recent review (To-

fighi, Nicholson, McNeely, Muench, & Lee, 2017). These 

interventions lasted from one to eight weeks. Clients in 

these studies rated that having immediate access to a 

health care provider or peer through text messaging was 

highly acceptable, and no concerns about intrusiveness 

were expressed. The authors recommended that future 

interventions should include real-time responses to sup-

port requests.

There is minimal research to suggest how SMS inter-

ventions compare to in-person treatment (Free et al., 

2013). One study demonstrated similar outcomes when 

comparing a technology-assisted CBT treatment for de-

pressive disorders to treatment as usual in youth (Kobak, 

Mundt, & Kennard, 2015). When therapeutic alliance was 

examined for SMS interventions delivered to youth, it was 

found to be comparable to in-person interventions (Han-

ley, 2009). When incorporated as a component of CBT, 

clinicians rated therapeutic alliance higher when they 

Text-2-Quit
(Bock, et al., 2013)

• Smoking cessation intervention

Population: 

Youth living in New Zealand

Outcomes: 

Intervention group had significantly more abstinence 

at day 7 in comparison to the control group.  
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could use online interactive examples and text-based 

prompts, with automated problem solving or supportive 

responses (Kobak et al., 2015). Concerns have been raised 

about the depth of counselling services when provided 

using SMS (William, Bambling, King, & Abbott, 2009). It 

is possible that the facilitation of consistent therapeutic 

tasks using SMS intervention is limited, with the majori-

ty of interventions engaging in relationship building and 

supportive listening (William et al., 2009).

SMS intervention may be best used to support youth 

treatment engagement and consistent participation in 

an alternative intervention, but it may not be best suited 

for sole treatment delivery. If using an SMS-based inter-

vention, it may be best used for supportive counselling, 

between session check-ins, behavioural reminders, or 

positive reinforcement of behaviour. For example, provid-

ing daily reminders for behavioural monitoring or using 

text messaging to set up times for appointments may be 

useful for clients. Receiving a text message reminder to 

complete intervention content or a brief message from 

intervention staff asking about content implementation 

may be helpful. Similar strategies have been found helpful 

for email support (Siau & Shen, 2006). Text messaging to 

facilitate in-person sessions—such as reminders about 

appointment times, being late for an appointment, or 

seeking to schedule an appointment due to a relapse of 

mental health concerns—have been cited to be helpful 

(Nolan, Quinn, & MacCobb, 2011). For youth random-

ly assigned to a 12-week SMS intervention group for 

program drinking, automated positive reinforcement of 

low reported drinking was found to have a reduction in 

post-intervention consumption rates (Suffoletto, Calla-

way, Kristan, Kraemer, & Clark, 2012). Although authors 

reported that results were promising, no significant differ-

ences between the non-intervention control group and 

the intervention group were detected.

The use of an SMS intervention as the sole treatment 

strategy for clients with complex needs may be inap-

propriate. Although some evidence in support of crisis 

counselling using SMS has been published, using this 

as the sole treatment may not be aligned with evidence 

supporting best practices for populations experiencing 

complex needs. Of the programs available, some provid-

ed youth with 24-hour access mobile phone numbers for 

support from intervention staff members. In one pro-

gram, youth could contact staff when in need of support, 

with few limitations placed on the logistics associated 

with client–staff interactions. If 24-hour support is not 

intended to be part of a SMS program strategy, alternative 

treatment strategies to support youth should be explored. 

It is possible that the intervention may be less effective if 

youth have to wait long for a response or do not receive 

a reply in the time that they expect. For youth experienc-

ing severe concerns, providing an alternative emergency 

contact number is required.  

Indigenous people and eHealth early  
identification and interventions.  
Research surrounding the use of technology for health 

services in international Indigenous communities sug-

gested that there are improved outcomes when eHealth 

services were used; however, a lack of comparative stud-

ies made it difficult to develop firm conclusions (Fraser et 

al., 2017). Several studies reported that clients receiving 

telehealth services tended to be satisfied with them (e.g., 

DiGiacomo et al., 2011) due to the accessibility of care; 

although there are often concerns about confidentiality 

and privacy (e.g., Fraser et al., 2017). Most of the evidence 

relates to health services (e.g., Fraser et al., 2017; Jones, 

Jacklin, & O’Connell, 2017; Kruse et al., 2016; Smith, 

Chenhall, McQuire, & Kowal, 2016) and smoking cessa-

tion programs (e.g., Brusse et al., 2014; DiGiacomo et al., 

2011; Johnston et al., 2013).  

Youthline NZ
(Haxell, 2015)

• 24-Hour crisis text messaging support line

Population: 

Youth population in New Zealand; staff consisted of 

volunteers supported by a counsellor

Outcomes: 

No formal evaluation to date

• Positive client feedback 
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Crisis Response

Most articles discussing the issue of technology to pre-

vent suicide acknowledge that the increased accessibility 

of technology-delivered services would be ideal (e.g., de 

la Torre et al., 2017; Luxton et al., 2011), yet few studies of 

interventions specifically target suicidality, and fewer yet 

provide measured outcomes. Within the suicidality-re-

lated studies, most interventions that aimed to prevent 

suicide were not intended for those who were actively 

suicidal. Authors identified that this was due to safety 

issues and were only aimed to target mild to moderate 

suicidal ideation. The most common forms of technology 

used for addressing suicidality are web-based services 

(51.61%), mobility/mHealth services (22.58%), machine 

learning (i.e., computer-generated algorithms to identify 

individuals likely to be suicidal; 23%), social media (12.9%), 

and other forms of technology (9.68%; Franco-Martín et 

al., 2018). These services are aimed at providing training 

to mental health professionals as well as education and 

skills to families and patients about how to address and 

prevent suicidal behaviours (Franco-Martín et al., 2018). 

Luxton et al. (2011) stated that the availability of techno-

logically delivered services (e.g., telephone, online, and 

mHealth) can be especially relevant for individuals with 

suicidal ideation, as it allows crises to be discussed while 

they are happening, regardless of the time or day. How-

ever, it is important to clearly communicate the typical or 

expected response times, especially for mediums that are 

immediate in nature, such as text or email, so that users 

are fully aware of how quickly someone will be in contact 

(Luxton et al., 2011). Furthermore, one potential advan-

tage of online or mHealth intervention is anonymity and 

confidentiality; yet anonymity is not ideal when individ-

uals are actively suicidal. Often when clients are actively 

suicidal, safety measures, such as contacting authorities, 

may be necessary to ensure no harm comes to the indi-

vidual. However, having access to an anonymous service 

may encourage individuals to seek face-to-face services 

(Luxton et al., 2011). Furthermore, King, Nurcombe, Bick-

man, Hides, and Reid (2003) demonstrated that a brief 

telephone call with a trained mental health provider can 

improve mental states and can reduce the level of suicidal 

ideation and suicide immediacy for individuals who are 

actively suicidal.

Indigenous people and eHealth for  
crisis response. 

The application of eHealth technologies to Indigenous 

people experiencing crisis is very limited. One exception 

is the iBobbly application that was developed by Tighe et 

al. (2017)depression, psychological distress and impulsiv-

ity among Indigenous youth in remote Australia. Setting 

Remote and very remote communities in the Kimberley 

region of North Western Australia. Participants Indigenous 

Australians aged 18-35years. Interventions 61 participants 

were recruited and randomised to receive either an app 

(ibobbly for Indigenous youth in Australia using accep-

tance and commitment therapy. The application had 

mixed findings for suicidal ideation. Youth that received 

the treatment on the first implementation had reduced 

suicidal ideation, whereas youth who waited to use the 

app did not have significant reductions (Tighe et al., 2017)

depression, psychological distress and impulsivity among 

Indigenous youth in remote Australia. Setting Remote 

and very remote communities in the Kimberley region of 

North Western Australia. Participants Indigenous Austra-

lians aged 18-35years. Interventions 61 participants were 

recruited and randomised to receive either an app (ibob-

bly. However, average psychological distress and overall 

health improved after youth completed the app (Tighe et 

al., 2017)depression, psychological distress and impulsiv-

ity among Indigenous youth in remote Australia. Setting 

Remote and very remote communities in the Kimberley 

region of North Western Australia. Participants Indigenous 

Australians aged 18-35years. Interventions 61 participants 

were recruited and randomised to receive either an app 

(ibobbly. These findings are too limited to provide any 

specific recommendations about the type of technology 

services that will work differentially or in crisis situations 

with Indigenous people.
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Summary of eHealth Intervention Outcome Review

Empirical evidence supporting the effectiveness of 

eHealth platforms promoting positive mental health out-

comes remains limited. For example, although a system-

atic review identified over 1,500 apps designed to target 

depressive symptoms, only 32 studies could be identified 

in peer-reviewed literature that specifically examined 

apps for depression (Martínez-Pérez, De La Torre-Díez, & 

López-Coronado, 2013). Overall, the evidence supporting 

the available eHealth interventions for those seeking help 

for mental health concerns remains limited within the 

general population, as well as a limited number of repli-

cated experimental designs that have assessed the effects 

of available eHealth treatments.

Many eHealth intervention outcomes have been com-

parable to those obtained from in-person interventions. 

Of these outcomes, few describe specific user outcomes 

or preferences when using in-person or eHealth delivery 

models. Younger, female, and more educated participants 

were significantly more likely to prefer Internet delivery 

rather than in-person interventions for mental health 

concerns, according to an online survey of social media 

preferences (Batterham & Calear, 2017). When these ap-

proaches are compared, it is likely that self-selection for 

an eHealth intervention has been based on user prefer-

ences. For example, those more familiar with the inter-

vention implementation technology may be more likely 

to seek services using that specific platform. For those 

unfamiliar with the platform, it is likely that users would 

select in-person or other service platforms. Despite in-

creased familiarity with intervention technology, evidence 

has suggested that many users of this technology still 

prefer in-person services. Youth populations, for example, 

are commonly cited to prefer eHealth interventions; but, 

when preferences were examined, it was found that most 

preferred in-person treatment (Bradford & Rickwood, 

2014).  

Despite high access and use of both the Internet and cell 

phones, many users preferred not to receive eHealth in-

terventions for mental health services (Musiat, Goldstone, 

& Tarrier, 2014). When asked to speculate about the most 

important feature of mental health interventions, most 

participants reported that the perceived helpfulness 

of interventions were the most important criterion for 

making a treatment choice, and personal support was 

the second-most important. Participants rated any form 

of self-help intervention as less helpful than in-person 

treatment. When eHealth interventions were compared 

to in-person treatments, participants were significantly 

more likely to indicate they would use in-person models 

than mobile apps. There were no significant differences 

between self-help and web-based approaches (Musiat et 

al., 2014). This may suggest that for those accessing psy-

cho-education, it may not matter if participants receive it 

using biblio-therapy (such as self-help books) or web-

based interventions. Despite the increased accessibility of 

mobile apps or web-based interventions, participants did 

not describe this access to increase their likelihood to use 

these interventions. Individuals who had experienced past 

mental health concerns were significantly more likely to 

prefer in-person treatment (Musiat et al., 2014).

Study designs that compared apps to placebo treatments 

were not typically used to assess app effectiveness, 

when apps are empirically assessed at all. It is unknown 

if using app technology may increase placebo effects of 

the treatment administered. Although this may provide 

short-term relief, the reoccurrence of symptoms may be 

greater if no active treatment effect is present.
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Coordination of Care and Care Planning

Platforms used to disseminate eHealth interventions are 

predominantly targeted to users that are directly expe-

riencing and seeking help for mental health concerns. 

There are other uses of eHealth initiatives that can be 

used by service providers or by larger systems dedicated 

to improving mental health outcomes for various popu-

lations. By extending care provision from an individual to 

a health systems level, eHealth interventions may better 

meet the needs of those with mental health concerns. 

Labrique, Vasudevan, Kochi, Fabricant, and Mehl (2013) 

provided 12 applications of eHealth interventions and 

listed which types of platforms may be best suited for 

these needs. The 12 applications for eHealth care were as 

follows:

Application of eHealth Suggested Platforms
Client education and behaviour change communication SMS, MMS, interactive voice response, voice/video com-

munication, web-based learning, apps

Sensors and point-of-care diagnostics Mobile phone camera, GPS, accelerometers, accessory 

sensors/devices for tracking app usage

Registries and vital events tracking Apps, SMS, voice/video communication, web-based

Data collection and symptom reporting Apps, SMS, voice/video communication

Electronic health records Web-based information, interactive voice response, apps

Electronic decision support, including information, 

protocols, algorithms, and checklists

SMS, MMS, video/voice chat, web-based

Provider work planning and scheduling Interactive client lists online, SMS alerts, mobile phone 

calendars 

Provider training and education Web-based information, MMS, SMS, audiovisual clips

Human resource management Web-based information, SMS, voice communication, GPS

Supply chain management GPS, SMS, web-based

Financial transactions and incentives Mobile money transfers, banking services, transfer of 

phone minutes

Telephone. Telepsychiatry demonstrates numerous 

similarities to face-to-face services. For example, in a 

literature review, Boydell et al. (2013) demonstrated that 

diagnoses provided in-person or through telepsychiatry 

were similar 96% of the time. Using telephone services 

can be equally effective for the treatment of depression, 

and clients and their families tended to prefer telepsy-

chiatry services (Boydell et al., 2013). It also enhances the 

ability of clinicians to address complex cases and reduce 

professional isolation for rural or remote clinicians (Boy-

dell et al., 2013). When interventions occurred over multi-

ple sessions, the therapeutic alliance for clients receiving 

services via telephone was comparable to therapeutic 

alliance ratings of those receiving face-to-face services 

(Lingley-Pottie & McGrath, 2008).

SMS/MMS. The majority of interventions that incorporat-

ed SMS messaging used the platform to facilitate remind-

ers or support for face-to-face appointments between 

sessions. Studies have demonstrated that the use of SMS 

for such purposes can be helpful. One study examined 80 

conversations, consisting of 941 messages for a 7-month 

duration, and found that the majority of these (98%) were 

appropriate and topical within a client–counsellor rela-

tionship. Inappropriate messages by youth were those 

that contained content that described specific acts of 

self-harm, substance use, abuse or threats to the thera-

pist, or sexual content (Furber et al., 2011). Text message 

reminders for in-person therapy appointments delivered 

to minority youth demonstrated a significantly higher 

attendance than with outpatient therapy (Branson, Clem-

mey, & Mukherjee, 2013).    

Establishing some client demographic information, such 

as age and gender of youth seeking services, can be help-

ful when tailoring intervention content. Some youth that 

engaged with a 24-hour SMS support line did not state 

their ages, which made providing appropriate therapeutic 

strategies challenging for staff at times. For example, for 

youth seeking support for sexual activity, the age of the 

client must be known as it is necessary to determine if the 

child is at risk of abuse (Haxell, 2015). Given that man-

datory reporting of suspected child abuse must occur, 

mechanisms for reducing some client anonymity for 

those seeking support through text messaging services is 

required.
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Indigenous Populations. Robinson et al. (2015) demon-

strated that within an Alaskan Native and American Indian 

sample, older adults aged 65 to 80 years reported that 

they were not likely to use technology in communicating 

or planning their health services despite having access to 

the Internet. However, most of the respondents, regard-

less of age, stated that email communication with pro-

viders would be helpful, as would online appointment 

scheduling, online prescription refills, and text or email 

screening reminders (Robinson et al., 2015). In 2014, 

Brusse et al. (2014) demonstrated that when SMS or 

texting were being used in smoking cessation or sexual 

health programs, these were often limited to reminders, 

educational messages, or preventative health messages. 

Within Canada, O’Donnell et al. (2016) examined the 

ability to effectively implement eHealth technologies 

in remote and northern Indigenous communities. The 

successful implementation of technology within a com-

munity was suggested to be tied to active community 

support: the community should be closely involved in 

the development, maintenance, and management and 

should be provided with training to use the technology 

(O’Donnell et al., 2016). The use of technology ranges 

within communities and often depended on the services 

available, although it was generally lower in comparison 

to non-Indigenous people in Canada, as was the speed 

and capacity of the available Internet services (O’Don-

nell et al., 2016). The implementation of computer banks 

(i.e., publicly available computers) allowed greater access 

to eHealth for individuals that did not otherwise have 

access, and they are used when they are available within 

communities (O’Donnell et. al., 2016). The use of social 

networking sites increased the social bonds between 

community members in Nunavut, which was viewed as 

stemming from cultural prioritization of interconnected-

ness (O’Donnell et al., 2016). One service, KO Telemed-

icine, which serves over two dozen First Nations com-

munities, demonstrated success in using technology to 

integrate Westernized medicine with Indigenous models 

of care (O’Donnell et al., 2016). Video conferencing can 

be used for professional development on a regular basis 

(O’Donnell et al., 2016). Using mobile technologies, such 

as a webcam and a laptop, can further reduce transpor-

tation difficulties that may be a barrier for treatment, a 

service that was implemented in Fort Severn First Nation 

(O’Donnell et al., 2016). The authors suggested a local 

technological team that could problem solve and deal 

with any technical issues that might arise (O’Donnell et 

al., 2016).
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eHealth Intervention Implementation Considerations
Overall recommendations for telehealth interventions 

have focused on troubleshooting technological concerns 

that arise when implementing distance therapy using the 

telephone or Internet. Many of these considerations over-

lap between literature and community consultations, and 

these are reported accordingly.  

Training. Providing health professionals training about 

and how to use online services before asking them to 

implement these services can foster the use and accept-

ability of these interventions. Initially, staff exposure to the 

technology may be necessary to overcome anxiety about 

the ability for technology to foster appropriate thera-

peutic abilities (Boydell et al., 2013). Notably, adolescents 

demonstrated an adequate therapeutic alliance when 

they used online interventions (Boydell et al., 2013). Fur-

thermore, mental health professionals should be provided 

with adequate training to administer the online programs 

independently, as a lack of trainingwas identified as a bar-

rier to its use and to its effectiveness (Boydell et al., 2013). 

Equipment. Updated computers and software are nec-

essary to have effective online services. The maintenance 

and upgrading of this equipment can be costly (Boydell 

et al., 2013); thus, adequate budgets that anticipate the 

need to regularly update computing systems are required 

for long-term online interventions. Technical difficulties 

stemming from software or firewall difficulties can also be 

a barrier (Boydell et al., 2013). 

It is recommended that when such technology is imple-

mented, knowledge about how to troubleshoot common 

issues with implementation be shared by all those that 

work consistently with this technology. Identified con-

cerns were described as those that related to connectivity 

(such as video delay when using video calls, freezing, 

or pixelated images), hardware, or software of tele-

health interventions (Lee et al., 2015). Staff implementing 

telehealth interventions must be familiar with both the 

intervention content and the platform used for imple-

mentation, including the technology embedded within 

the design. IT support, perhaps with 24-hour access, may 

improve the success of the intervention dissemination.

Protection of Privacy and Informed Consent for Web-

based Interventions. Verification of users and log-in 

information may be necessary to protect the privacy of 

youth (Boydell et al., 2013). Online chat rooms provide 

an ideal environment for ill-intentioned adults to have 

access to vulnerable youth. Moderation of online chat 

forums is also recommended to ensure the suggestions 

that are provided are evidence-based (Boydell et al., 

2013). It is recommended that informed consent models 

be adapted to facilitate service delivery using web-based 

interventions. For interventions that incorporate client 

video conferencing with professionals, research suggest-

ed that informed consent was typically completed in-per-

son, despite the client receiving services that used web-

based models (Chouinard & Scott, 2009). Inter-agency 

standardized consent processes must be maintained. 

Developing and providing detailed privacy, confidentiality, 

and safety mechanisms for the intervention was recom-

mended.

Privacy breaches may lead to  unintended consequenc-

es for specific youth populations. For example, privacy 

breaches associated with unconsented release of con-

fidential health information can affect LGBTQ+ popula-

tions in different ways than their heterosexual counter-

parts (Lemberg, 2017). Unintentional or intentional outing 

of people through their use of eHealth technologies can 

affect psychosocial functioning and have broader conse-

quences to affect other aspects of life, such as career or 

family relations, particularly in regions that do not support 

LGBTQ+ rights (Lemberg, 2017). Interventions targeted 

specifically to these groups, particularly for youth pop-

ulations, may benefit users by being discrete about the 

overall intervention purpose.  

Security of Participant Data. Storing participant infor-

mation has been a documented concern of previous 

mHealth apps. Participant data should be encrypted and 

secured using methods that ensure confidentiality and 

privacy of information, similar to methods that would be 

used for participant data collected in-person. A recent re-

view completed by the United Kingdom’s National Health 

Service (NHS) of health apps that were considered to be 

“safe and trusted” identified that 35 of 79 apps did not 

appropriately encrypt or protect identifiable participant 

information, such as names and birth dates (Huckvale, 

Prieto, Tilney, Benghozi, & Car, 2015). Privacy concerns 

can extend to the use of the app for those experiencing 

mental health concerns, although further research is 

required. In one pilot study, a youth reported not being 

comfortable with using the app entitled “Mobile Mood 

Diary,” as the youth did not want peers to know. Within 

this study, 20 of 21 participants felt that their app data was 

more secure than paper-based charting (Matthews et al., 

2008).
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Developing safety planning and emergency intervention 

guidelines and standards for suicidal clients; providing 

the ability for users to remain anonymous, while also 

engaging in safety planning (e.g., a hierarchy of service 

acquisition if needed when suicidal). Within the studies 

reviewed, most interventions were aimed at preventing 

suicide and were not intended for those who were active-

ly suicidal. Authors identified that this was due to safety 

issues. One attraction of online or mHealth interventions 

was anonymity and confidentiality, yet anonymity was 

not ideal when individuals were actively suicidal. Often 

when clients are actively suicidal, safety measures, such 

as contacting authorities, may be necessary to ensure no 

harm comes to the individual. However, having access to 

an anonymous service may encourage individuals to seek 

face-to-face services (Luxton et al., 2011). Furthermore, 

King et al. (2003) demonstrated that a brief telephone call 

with a trained mental health provider can improve men-

tal states, reduce the level of suicidal ideation, as well as 

reduce suicide immediacy for individuals who are actively 

suicidal. Having clearly defined response times and user 

guidelines for any intervention are needed for any crisis 

situation that may arise.

Monitoring and moderating the content of any social 

forum is necessary to ensure security and appropri-

ateness of the messages. Technological mediums, and 

social networking in particular, present an opportunity for 

networking about the ways to complete suicide. Indi-

viduals on social forums may also provide inappropriate 

suggestions about how to cope with suicidal thoughts 

or impulses. Thus, moderating sites is essential for safety 

and intervention fidelity. Despite the potential for safety 

risks, Franco-Martín et al. (2018) found that interventions 

on social networking sites, such as Facebook, were more 

beneficial than harmful.

Lack of engagement. In a qualitative assessment 

among service providers in Ontario, Boydell et al. (2013) 

demonstrated that service providers were concerned 

that youth would not engage with online services and 

might not have adhered to the treatment program as 

intended. However, a review of the literature suggested 

that there was a high level of engagement with services 

among youth (Boydell et al., 2013). Despite this, website 

users were hesitant to complete initial screening assess-

ments (Boydell et al., 2013). Boydell et al. (2013) also 

demonstrated that there was a lack of desire among ado-

lescents to engage with online services when in crisis due 

to a perception of services being impersonal and imped-

ing the effective communication of emotions..  

Treatment Attrition. Given that participant dropout with 

web-based programs was highest before participants 

began the program, it may be valuable to follow up with 

these participants to determine reasons why. It is possi-

ble that attrition rates may be due to the platform used 

to deliver the intervention. Follow-up services for those 

that did not begin or dropped out of the intervention are 

required. Given that attrition rates are approximately 35%, 

it is possible that a number of participants found the pro-

gram did not meet their needs.



Community Engagement and Consultation
Method

Community member surveys. Community members 

were comprised of two groups: stakeholders and youth. 

The 100 stakeholders were community members that 

worked in health or mental health-related fields or 

that worked within organizations that conduct health 

research, specifically with Indigenous groups within 

Canada. In total, 51 youth were recruited from existing 

Indigenous community committees and organizations. 

Stakeholders and youth were asked to complete an 

online quantitative survey. This survey assessed familiar-

ity with eHealth interventions, perceived acceptability of 

eHealth, access to the Internet and personal commu-

nication devices, perceptions of seeking mental health 

treatment, barriers to seeking treatment and eHealth im-

plementation, perceived preferences for eHealth services, 

potential benefits of eHealth services, and any cultural 

factors that need to be taken into consideration when 

developing an eHealth intervention. 

Focus groups. Focus groups were also conducted with 

two groups of Indigenous youth representing distinct In-

digenous communities and regions across Canada. These 

groups asked the youth about mental health services 

in their communities, barriers to youth seeking men-

tal health treatment, preferences for mental health and 

eHealth services, perceived appropriateness of eHealth, 

suggestions for features that should be included in an 

eHealth intervention, as well as any cultural factors that 

should be included or considered. 

A total of 16 youth from the Assembly of First Nations 

Youth Council and 7 youth representing the Ontario First 

Nations Young Peoples Council participated in these 

focus groups. Interviews were recorded and transcribed. 

Qualitative analyses were completed independently by 

two researchers using open coding procedures in NVivo, 

with high inter-rater agreement of codes.

Results

Youth Consultation Results

Although 51 individual youth consented to the survey, 

only about 35 responses were recorded for each ques-

tion. Specific response rates for individual items will be 

described with the survey results. 

Mental health information seeking. There were 41 youth 

that reported they had thought about looking for mental 

health information independently, and 2 youth reported 

they had not. Out of 31 youth, 27 indicated that they used 

the Internet to find information about mental health. Of 

youth that sought mental health services on the Inter-

net, they tended to do so fairly infrequently, with 17 of 

26 stating they did so less than once per month. Some 

youth stated that they did so when needed, such as when 

they are experiencing new challenges. Out of 26 youth, 

21 stated that they preferred to find information related 

to mental health independently. When they did consult 

the Internet for mental health information, 4 youth stated 

it was not useful, most (n = 13) found the information 

somewhat useful, 4 reported very useful, and 6 stated it 

was extremely useful.
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Of 37 responses, 17 youth indicated they had sought information primarily for themselves, 10 for a friend, 6 for a family 

member, 3 for more than one person, and 3 indicated for others (listed as a teacher, student, and for work purposes). 

When youth (n = 37) were asked where they predominately sought mental health information, most indicated from 

websites (n = 28) or social media (n = 20). A full list of the most commonly used information sources is provided be-

low. 

Where do you seek information about mental health in  
community? 

Number of Respondents 
Selecting Each Response

Websites 28

Social Media 20

Parents/Caregivers 17

Friends 16

Health Providers 16

School (Teachers, guidance counsellor) 15

Mobile Apps 8

Books 4

Television/Movies 3

Not looked for mental health information 2

When youth (n = 35) were asked about how likely they were to seek mental health services if they had mental health 

concerns, 19 youth reported they were either likely or very likely, 14 reported they were either unlikely or very unlikely, 

and 2 reported neither. Graphical representation of this data is provided below. 

Youth Likeliness to Seek Mental Health Support
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Barriers to seeking mental health support. Youth were also asked to rank the top three barriers they perceived to re-

duce the likelihood of youth seeking mental health support in their communities. A total of 36 youth responded to this 

question, and counts for each barrier were tallied below. Some youth did not rank three barriers; instead, selected one 

or two, resulting in an uneven count. Of the barriers provided to youth, 28 reported that stigma (reported as embar-

rassment or believing others would judge them negatively for seeking mental health services) as the highest-ranked 

barrier to mental health. When youth believed the services would not help them, 23 indicated that they would not 

access them, while 20 indicated privacy concerns as a major barrier to seeking mental health support.  

Commonly Cited Barriers to Mental Health Support in Community for Youth

Youth mental health service preferences. Youth were asked about their preferences for mental health services. Of 36 

youth respondents, 16 preferred in-person services with a trained mental health professional, 11 preferred a combina-

tion of in-person and other services, 3 preferred telephone-based or video counselling services, 1 preferred a web-

based service, and 0 wanted to receive information from friends, web-based services, or other resources. There were 

5 youth that preferred services other than those listed in the survey.  

Overall perception of eHealth interventions. Youth were asked about familiarity with eHealth resources to access 

mental health supports. There were 36 youth who responded to this question and most (15 youth) were not famil-

iar with eHealth resources and none were extremely familiar with these resources. The results are described in detail 

below.  

How familiar are you with eHealth resources as a way to access mental health supports? 
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Acceptability. A total of 36 youth responded to a question that asked how acceptable they feel e-Health interventions 

would be for youth in their community. Overall, more respondents indicated that eHealth resources were slightly to 

completely acceptable for community members than not. Results are described below. 

How acceptable do you think eHealth services are for youth in your community? 

Accessibility. One barrier described in the scoping review was a decreased accessibility of eHealth interventions due 

to reduced access to the technology required to deliver the interventions. Respondents were asked in a series of four 

specific questions about the level of access that youth in the community have to specific devices and the Internet. A 

total of 34 participants responded, with the exception of the question about cellphones, which had 35 respondents. 

Results, described below, indicate that most respondents felt that almost all youth in their community had access to 

the Internet on their own device and in the community. Respondents felt that most youth (6o% to 80%) had access to 

a cellphone to make or receive calls and that about half of youth (40% to 60%) had access to a device to download 

apps or use the Internet. This data is based on respondent perceptions of youth technology usage in their respective 

communities. 

Number of Participants Reporting Percentage of Youth in Community Daily Access to Devices

When asked about cellphone device usage, 18 of 33 youth indicated that the majority used Apple products, 5 indicat-

ed they primarily used Android, 9 indicated both were popular, and 1 responded to the category “other” but did not 

provide a comment. 
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Specific eHealth intervention preferences. When asked about various options of eHealth mental health interventions, 

12 of 33 youth indicated they would prefer a mobile phone app (including apps with a chat option to a mental health 

counsellor). There were 10 youth who selected the “other” category; of these, 8 stated that face-to-face counselling 

was preferred, indicating no preferences for eHealth interventions. Some youth (6) stated video conferencing was 

preferred, while a few preferred a texting program (3), or a website (2). No youth preferred telephone-based services 

as their method of eMental health intervention. 

Likelihood of use. Most of the 34 youth indicated they were somewhat likely to use various types of eHealth interven-

tions, including mobile apps, websites, chat-based services with a mental health professional, and telephone-based 

services with a mental health professional. Results are described below. 

Total Youth Likelihood Ratings For Use of Various eHealth Platforms

mHealth usage. When asked about usage of a mobile phone app, most youth (21 of 30 responses) indicated they have 

not used a mobile phone app to improve their mental health. Of the few responses that provided information about 

the apps they have used in the past (6), 5 used the app for either meditation or mindfulness purposes. Of the 9 youth 

who used an app to improve their mental health, 7 indicated they used their preferred app less than once a week, and 

4 used it less than once a month. 

Youth engagement in eHealth interventions. Youth were asked about suggestions to improve engagement with 

eHealth interventions. A total of 29 participants indicated which strategies they felt would be helpful for youth. 

Engagement Strategy Number of Responses
Use of images and infographics 20

Video presentations 18

Simple and easy to read text 17

Music or audio clips with information 17

Animations or gifs 14

Slideshows 7

Youth indicated that culturally specific programming would be valuable to incorporate in eHealth interventions, with 

10 respondents answering this question. Important to include were land-based activities (9), traditional practices (8), 

spiritual or traditional teachings (8), incorporation of First Nations languages (7), and cultural symbols and images con-

sidered useful (4); 2 participants indicated other but did not specify the intervention type.
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Stakeholder Consultation Results

Out of 100 stakeholders, 56 provided responses for the majority of the questions. Within the subsequent results, the 

number of respondents will be clarified if it differs from this. 

Stakeholders were asked how likely youth were to seek mental health if they were experiencing concerns (summarized 

below). For the 53 stakeholders that provided a response, the most common answer was that youth are somewhat 

likely to seek mental health services if needed. 

Likelihood of Youth Seeking Mental Health Services

A total of 56 stakeholders ranked their perception of the most common barriers youth experience when seeking 

mental health services. These commonly mentioned barriers are detailed below; however, the three most commonly 

endorsed were stigma or embarrassment (64%), not thinking the available services will help them (46%), and not think-

ing they need help (38%). 

Barriers to Youth Seeking Mental Health Services
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Perceived youth preferences. Stakeholders were asked which type of mental health service format youth in their 

community or organization prefer. The most common response was a combination of both in-person and dis-

tance-based services (64%). These preferences differ from stakeholder responses about the types of services youth 

access within their community. Stakeholders reported that most youth receive services in-person with mental health 

professionals (50%), followed by accessing information independently (41%), a combination of services (21%), and 

web-based counselling (18%). 

Perceived Youth Service Delivery Preference 

Acceptability. A total of 67 stakeholders described how acceptable they perceive eHealth programs are considered 

in their community. The most common response was that they are acceptable (39%), followed by neutral (22%), and 

completely acceptable (13%). 

Accessibility. The majority of stakeholders (n = 64) stated that most (28%), almost all (40%), or all (6%) of the youth in 

their community had daily access to the Internet on their own personal device. These responses were similar for cel-

lular phone accessibility, where 34% of the stakeholders stated less than half of the youth in their community had daily 

access to a cell phone. Internet access was also commonly available, with 78% of stakeholders stating that most to all 

of the youth in their communities had daily Internet access through personal or public devices. However, access to a 

device that is capable of downloading an application was more varied, as can be seen below.

Youth Access to Mobile Device with App Capability
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Perceived eHealth preferences. Most stakeholders (82%) were not aware of any eHealth interventions implemented 

with youth within their community. Among those who were aware of programs (n = 7), initiatives such as We Matter, 

access to counsellors through social media or online chats, video conferencing, and health monitoring were used. 

The majority of stakeholders thought youth are somewhat likely (51%) or very likely (38%) to access eHealth inter-

ventions in comparison to not at all likely (2%) or extremely likely (10%). Stakeholders also thought the likelihood that 

youth would participate in a solely technology-delivered service similarly (somewhat likely [64%] and very likely [25%]). 

Stakeholders were asked to endorse the type of services they believe would best suit youth needs within their com-

munity or organization. As can be observed below, the most frequently endorsed format was an application with an 

option to chat with a counsellor. 

Suggested Format for Youth Services

Stakeholders were also asked to indicate all of the content formats they think would be useful within an eHealth inter-

vention for youth. These responses are available below.

Recommended Types of Content Within eHealth Interventions

Culturally specific elements. Stakeholders were asked what type of cultural information could be included in an 

eHealth intervention. The graph below demonstrates that most stakeholders endorsed the majority of options provid-

ed. 
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Focus Group Results

Interview questions asked youth to report on useful mental health services in their community, barriers to access-

ing these services, and how eMental health interventions may help or hinder youth seeking mental health support. 

Themes were generated based on each of these topics using thematic analysis. 

Aspects of Useful Mental Health Services. Youth were asked to describe aspects of mental health services in their 

communities that were helpful, useful, or facilitated engagement in services. These were generalized to include a 

range of mental health services (both in-person- and eHealth-related) that youth may access. Sources of mental 

health resources, including general information and support identified to be useful by youth, are health centres, coun-

sellors, psychologists, schools, social media, youth centres, and peer support. Specific aspects of these services were 

reported to facilitate seeking help for mental health.  

Theme Description
Community-based Services should incorporate individually specified community needs. Some youth 

reported they wanted services provided by local community members, while others 

requested mental health services provided by people living outside the region (as a 

way to maintain confidentiality). Regardless of those providing services, they were 

requested to be present within individual communities to promote accessibility and 

reduce barriers. 

Culturally driven Incorporating Indigenous components of mental health care was reported to be 

a priority for youth. Cultural programming, in conjunction with non-Indigenous 

services, was requested. Services were requested to incorporate Two-Eyed Seeing 

approaches, prioritize holistic definitions of well-being, and incorporate traditional 

teachings, land-based activities, and spiritual care.  

Confidential Youth requested services that prioritize confidentiality and privacy of participants, 

particularly when seeking services in less populated regions. It was reported that 

confidentially when seeking services in the community can be difficult for some 

youth. Privacy when seeking support, particularly in remote and rural communities, 

was a priority for youth. 

Individualized Services should be targeted to meet the needs of the individual, rather than use 

a one-size-fits-all approach. Youth expressed the need for requested services to 

target specific concerns within the context of their community.  

Youth-informed All strategies must incorporate the specific needs of youth and tailor services in 

such a way that best meet their needs. Services must embed youth decision making 

and needs. 

Increased Options for  

Services

Given that youth may have different needs, it was requested that multiple formats 

and service types (including face-to-face, peer support, and Indigenous-specific 

programming) are supported. Mental health strategies that are offered in a variety 

of formats were reported to resonate with a broader youth demographic.  

Preventative Care Youth described the need for strength-based programming and community strat-

egies to promote self-care. Suggestions about targeting children at a younger age 

were provided.
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Barriers to Mental Health Services. Youth were asked to list common barriers to accessing mental health services in 

their communities. Themes were generated, based on their responses, and prioritized under accessibility, availability, 

continuity of care, and confidentiality. Perceived stigma and limited training of service providers were also reported by 

youth.  

Theme Description
Service Accessibility For those living in remote or rural communities, accessibility of services was a 

concern. Geographical location of services was a commonly reported barrier, 

with youth reporting the need to travel to receive services. 

Service Availability Services that may meet the needs of youth (or those that were requested) were 

not available to youth in their community. The lack of mental health workers in 

communities also reduced service availability. Some youth reported challenges 

with receiving consistent mental health services due to a limited availability of 

services in their region. 

Continuity of Care When programs or services were provided in the community, youth reported 

they were commonly disrupted (due to staffing, shortages, inconsistent funding, 

and reduced accessibility or usage). Youth requested better continuity of care, 

particularly for programs that are preferred by community members.  

Confidentiality Seeking services in a remote or rural region, particularly those that are provid-

ed by community members, was a concern for some participants. For children 

under the age of 12, parental consent is required, which may reduce service 

seeking for this demographic. 

Perceived Stigma Youth stated that youth may not wish to seek services due to perceived stigma 

associated with it, including lack of trust of workers, reduced perceptions about 

the ability of the professional to help them, and concerns with confidentiality. 

Limited Training Workers in communities may not have proper training to work with complex 

populations or have adequate knowledge of the community where they are 

working.
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Use of an eHealth Intervention for Mental Health. Youth were asked to share perspectives regarding the feasibility of 

eMental health interventions within their communities. Some youth were hesitant to speak for their peers, and they 

provided their own personal perspectives of their use of the services. Overall, youth reported that eHealth interven-

tions may be beneficial to use in conjunction with other health services, but they were hesitant for such initiatives 

to be used as the primary service for youth seeking mental health support. They were hesitant that eHealth options 

would replace in-person services. Themes were generated based on youth preferences of best practices to success-

fully design and implement eHealth services. They are as follows: 

Theme Description
Accessibility Youth reported that eHealth services may reach more youth than face-to-face 

services only if the eHealth services were compatible with devices used by 

youth. Providing services that require the Internet may reduce accessibility, as 

many communities were reported to have slow or reduced Internet access. 

Used in Conjunction with Other 

Services 

Many youth stated they were concerned about eHealth interventions replac-

ing face-to-face services. Many participants reported that providing services 

in conjunction with other service formats may be helpful. Giving youth more 

choices for mental health supports was considered to be helpful. 

Interference with Therapeutic 

Relationship

Some youth were concerned that providing services online would reduce the 

quality of care. Youth reported they were concerned that the quality of the 

relationship between worker and client may be affected due to conversing 

through technology. 

Indigenous-specific Youth were concerned that those providing services may not be Indigenous 

or may not have knowledge of community-specific concerns that affect the 

mental health of youth. 

Confidentiality Youth stated that although providing services may feel more confidential to 

youth, it may be challenging to provide telephone-based services. Text-based 

services were supported. One participant was concerned about the storage of 

data. 

Adequately Promoted Youth stated that eHealth services would need to be well promoted to en-

courage youth involvement. Using social media campaigns and initiating youth 

consultation panels to promote these resources may be better than other 

methods. 

Youth-driven Youth should be involved in all aspects of the project: from project conception 

to service delivery. 
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Recommendations for e-Health Intervention  
Implementation
Based on the available literature, evidence-based recommendations for the most useful type of 

eHealth technology platform cannot be made. Usability and feasibility studies of intervention 

platforms seemed to suggest that the technology that was the most available to the targeted user 

population was the most recommended. Such recommendations are informed from both the lit-

erature review and the community engagement. 

 

Basing eHealth solutions on existing evidence-based 

practices and theories have the potential to strength-

en these interventions. Notably, a review of cognitive 

behavioural therapy (CBT) and behavioural activation 

(BA) that focused mHealth interventions for depression 

demonstrated that adherence to evidence-based practic-

es was low, as only 15% of 12 identified apps adhered to 

CBT principles and practices, and only 18% adhered to BA 

practices (Huguet et al., 2016). Of the identified apps, the 

Depression CBT Self-Help Guide adhered to 75% of the 

CBT criteria, which represents the highest rated applica-

tion reviewed (Huguet et al., 2016). The most commonly 

neglected CBT aspects were monitoring physical sen-

sations, conceptualization, and monitoring behaviours 

(Huguet et al., 2016). Of the identified applications, only 

4 (i.e., 1/3rd) had a mechanism to deal with a high risk of 

suicidality among users (Huguet et al., 2016).

Tailoring content. Participants generally preferred that 

online mental health interventions be tailored to their 

needs rather than generic information (Batterham & Cale-

ar, 2017; Morrison, Yardley, Powell, & Michie, 2012). Youth 

in the focus group stated that a “one size fits all” approach 

should be avoided for eHealth interventions. Personaliza-

tion of the intervention, through input of client informa-

tion (such as name, age, or gender) to modify content, 

can increase the uptake of an intervention. Tailoring the 

content to meet the needs of the client through exposure 

to specialized content needs or by modifying the content 

the user experiences can increase intervention usability 

and feasibility (Wozney et al., 2016).  

Tailoring content can be completed through the target-

ed user characteristics as well. Some interventions have 

been designed for those specifically diagnosed with a 

psychiatric disorder. Diagnoses can inform best practice 

treatment decisions, but these may not be feasible for 

all targeted users accessing an intervention. By clarifying 

what type of population will be using the intervention, 

and understanding what groups are best suited for the 

treatment strategies provided, better interventions can be 

provided. Considerations about severity levels of symp-

toms, access to ongoing care or alternative treatment 

strategies, and how the chosen intervention best meets 

these needs must be made. Information or messages 

sent to clients also need to be tailored to the individual, 

including such features as personalizing it for the individ-

ual’s goals, interests, or needs; providing them with the 

ability to respond directly to the message; and adjusting 

the frequency of messages.

Platform-based development. Intervention content 

should be tailored to the delivery platform. Many resourc-

es describe how to create effective and useful online 

content for consumers. These recommendations provide 

suggestions about the length of content, the writing style, 

language use, and user engagement strategies. For social 

media strategies, information about reviewing and re-

sponding to comments, the use of hashtags, and overall 

how to engage with users through these platforms can 

increase the likelihood the intervention will be favour-

able to youth. It is recommended that prior to delivering 

content for youth, a review of specific strategies used in 

online interventions by platform experts be completed. 

Some strategies about how to tailor intervention content 

to youth are provided by Campbell and Robards (2013).

Integration of multiple forms of media. Reviews of 

adolescent and Indigenous literatures, as well as com-

munity engagement responses, indicated that using more 

engaging formats (such as videos, music, pictures, etc.) 

is recommended. When these are developed, it is sug-

gested that user preferences be considered as well as the 

quality of the medium. Low quality content can affect 

the usability of an intervention. Consulting with content 

experts throughout the development of the intervention 

is required to ensure that the intervention is using up-to-

date technology and that the content is delivered appro-
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priately within the parameters of the chosen platform. 

Using various ways to present content—such as through 

the use of music, videos, animations, and chat forms—has 

been favoured by youth reviewing an online smoking 

cessation intervention (Whittaker et al., 2008) as well as 

among Indigenous populations. 

Sharing of personal stories. The use of technology can 

allow for novel interventions and mediums, such as 

allowing individuals to develop an intimate connection 

with others who have had similar experiences while also 

retaining anonymity and confidentiality. For example, 

numerous online sites provide users with the capacity to 

use avatars when sharing personal stories or discussing 

current feelings (Luxton et al., 2011). This often requires 

users to record short videos and to replace their voice 

with that of an avatar. There are also YouTube videos that 

have been developed by the United States Center for 

Disease Control, as well as videos of individual testimo-

nies, about experiences with suicide and how to man-

age these (Luxton et al., 2011). Within the focus groups, 

youth identified that having available a story of success 

of a community member or an Indigenous person would 

make eHealth interventions more relevant for them. This 

was also identified within the Indigenous literature as an 

integral component. It was stated that these stories could 

be presented through any video, music, written account, 

or mixture. 

Youth preferences. Incorporating identified youth pref-

erences when designing interventions may promote the 

usability and feasibility of eHealth interventions. Specific 

youth preferences for addressing the targeted mental 

health concern must be identified when selecting an 

intervention delivery style. Although there is a potential 

for adolescents to positively endorse mHealth apps, this 

does not mean that they prefer such platforms instead 

of in-person treatment (Bradford & Rickwood, 2014). 

The community engagement results presented here 

demonstrate that almost equal amounts of youth would 

prefer to use in-person services in comparison to using a 

combination of both in-person and technology-delivered 

services. This aligns with evidence from the research, as 

a non-clinical sample (n = 231) of adolescents was asked 

about preferences for mental health treatment platforms, 

and only 16% preferred an eHealth treatment. While 

23.8% of the sample preferred to not seek help at all, 

the majority (58.9%) of participants preferred in-person 

treatment methods (Bradford & Rickwood, 2014). Within 

the community engagement presented here, less than 3% 

of the youth wanted a stand-alone technology-delivered 

service. 

Session frequency and duration. Batterham and Cale-

ar (2017) found that adult participants preferred shorter 

sessions when completing content online. The majority 

of participants (58%; n = 254 of 438) stated that shorter 

10-minute sessions spread over 10 days was preferred 

to one 2-hour session. If sessions had a longer dura-

tion, participants preferred them to be less frequent. For 

sessions that were an hour, participants preferred once a 

week and indicated a willingness to participate in three or 

more sessions (Batterham & Calear, 2017).   

Access to content. Content must be organized in a logi-

cal and structured way. When accessing content, partic-

ipants generally prefer intervention content to be deliv-

ered in a logical order, rather than having access to all 

intervention content at once (Toombs, Unruh, & McGrath, 

2018). Focusing and chunking content in a way that is 

brief and to the point for youth can improve the overall 

clarity of content and can encourage youth to focus on 

one section or strategy, rather than an entire intervention.   
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Synchronous communication and monitoring of client 
data. It is recommended that intervention facilitators en-
gage in synchronous communication with youth who are 
seeking intervention. The community engagement results 
demonstrate that youth and stakeholders identified hav-
ing the option to chat or communicate with a clinician as 
an ideal feature of any intervention that is implemented. 
Regardless if there is a synchronous chat component 
between the user and intervention facilitator, user-input 
content needs to be monitored for safety and security 
reasons. Unmonitored access to mental health interven-
tions may be ineffective or may create lower outcomes 
for youth (Christensen, Reynolds, & Griffiths, 2011). 

For example, some studies have highlighted negative 
experiences with technology for LGBTQ+ populations, 
particularly cyberbullying for youth. The positive value of 
access to social support, obtained through increased en-
gagement in social media platforms, is at times mitigated 
by increased cyberbullying (McConnell, Clifford, Korpak, 
Phillips, & Birkett, 2017; Martin, 2016). Although LGBTQ+ 
youth may use social media similarly compared to other 
peers, they report greater use of security controls as a 
way to manage their outness to social media contacts 
(McConnell et al., 2017). Given that many eHealth inter-
ventions use chat rooms, text messaging, or forums to 
encourage peer support, features should be monitored 
for cyberbullying by clinicians.

Technological mediums, and social networking in par-
ticular, present an opportunity for networking about the 
ways to complete suicide. Individuals on social forums 
may also provide inappropriate suggestions about how 
to cope with suicidal thoughts or impulses. Thus, moder-
ating sites is essential for safety and intervention fidelity. 
Despite the potential for safety risks, Franco-Martín et al. 
(2018) found that suicide interventions that facilitated the 
use of social networking sites, such as Facebook, were 
more beneficial than harmful.

Maintenance of confidentiality. Client monitoring needs 
to be balanced with confidentiality concerns, as youth 
frequently mentioned confidentiality as a primary barrier 
to seeking or receiving help. One draw of online mHealth 
interventions is anonymity and confidentiality, yet ano-
nymity is not ideal when individuals are actively suicidal or 
experiencing other acute mental health concerns. Inter-
vention developers may consider how client safety can be 
ensured when they are experiencing crises, as relying on 
authorities such as police or paramedics may be neces-
sary to ensure no harm comes to the individual or others. 
Consideration of client desire for seeking anonymous 
treatment that would remain anonymous even in a crisis 
should be considered by developers.  

Continuous evaluation. Monitoring user data also pro-

vides an opportunity to evaluate and monitor the effec-

tiveness of an intervention. The literature surrounding 

what types of technology will be beneficial with Indige-

nous populations is limited. Thus, any intervention should 

be continuously monitored to ensure it is achieving its 

intended effects, not inadvertently causing symptoms 

to increase, and is being used as intended. Continuous 

evaluation is thus suggested for any intervention that is 

developed. The health needs of communities can change 

over time, which can reduce the relevancy or usefulness 

of specific interventions. 

Integration of cultural content. Indigenous health and 

well-being models differ from mainstream conceptual-

izations. Incorporating more holistic and Indigenous-spe-

cific content was identified within the literature and in the 

engagement sessions. 

Inclusion of LGBTQ+ specific content. Many LGBTQ+ 

eHealth users may have unique needs when compared to 

other users of an eHealth intervention. For example, con-

tent-specific phrasing or word use may be inappropriate 

for these groups. Content related to family structure, 

relationships, or gender pronouns may require modifi-

cation to be more inclusive for LGBTQ+ users. Referrals 

to additional mental health services made through the 

eHealth intervention can also be specific to LGBTQ+ 

populations. Given that LGBTQ+ users may experience 

higher rates of depression, suicide attempts, non-suicidal 

self-injury, substance use, and physical and sexual abuse 

than their heterosexual counterparts (Lyons, Rozbroj, 

Pitts, Mitchell, & Christensen, 2015), content may require 

modification to be relevant for LGBTQ+ users. Additional 

recommendations, provided in a toolkit for the e-health 

interventions for gay and lesbian populations included: 1) 

a statement about how content was tailored for LGBTQ+ 

populations to reduce invisibility felt by users, 2) use of 

inclusive language, 3) avoid labelling users by their sexual 

identity, 4) use of appropriate imagery and symbols that 

convey inclusive relationships with same-sex partners, 5) 

relevant examples that relate to LGBTQ+ populations, and 

6) content about coming out (Lyons et al., 2015).

Assessing community needs. Indigenous communities 

differ in their level of available resources as well as the 

types of mental health or wellness concerns they might 

experience. Both the literature base and youth in the 

focus groups suggested that having the capacity to target 

interventions to specific community needs is needed for 

services to be used and to be appropriate. A common 

theme identified within the literature and in community 

engagement was the inclusion of community members, 
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especially youth, in the development of the intervention. 

This can provide developers with more youth-specific 

content that can increase uptake or acceptability but also 

allow for a nuanced inclusion of community differences 

in a cultural content. 

Increasing accessibility. Within the Indigenous-specific 

literature and in focus groups, having ready access to 

devices and to the Internet were challenges. Develop-

ing interventions that have a limited need to maintain a 

continuous connection, or streaming content, may be 

more appropriate. Furthermore, having devices that are 

supplied to the user may be another way to increase 

accessibility. 

The type of language that is used can influence the ac-

cessibility of an intervention. Results from the literature 

and community engagement suggest that using plain lan-

guage when developing an intervention can help reduce 

this barrier. Furthermore, incorporating Indigenous lan-

guage, imagery, and symbols can increase accessibility. 

Offered in combination with in-person services. Use 

in-person consultations before initiating eMental health 

interventions. A clear preference for some form of in-per-

son service was displayed in the community engagement 

portion of this project. Therefore, it is recommended that 

eMental health approaches are used to support in-person 

intervention approaches, not replace them.

Align with existing frameworks. EMental health ap-

proaches can be aligned with the Honouring our 

Strengths: A Renewed Framework to Address Substance 

Use Issues Among First Nations People in Canada and the 

First Nations Mental Wellness Continuum Framework to 

best match relevant elements of care. For example, health 

promotion and education-based approaches (Element 

1) and early intervention approaches (Element 2) seem 

to have the most breadth in terms of options. Howev-

er, the current literature is underdeveloped in terms of 

secondary risk reduction (Element 3) and active treatment 

(Element 4). 

Conclusions
Overall, eHealth services are promising interventions for mental health care, but more information is re-
quired to determine if such services are the best solution to address Indigenous youth mental health con-
cerns. Specific research regarding cost effectiveness, youth preferences, and actual mental health needs for 
Indigenous populations are required before specific recommendations regarding intervention use can be 
made. EHealth interventions may be a viable way to facilitate youth engagement in their preferred choice of 
mental health service, but these may not be the best solution to disseminate interventions. 

Focus groups with First Nation stakeholders and youth demonstrated mixed perceptions of eHealth solu-
tions for mental health interventions. Commonly mentioned barriers to accessing mental health services 
included stigma and embarrassment, inappropriate services (e.g., services will not help, or services do not 
meet personal needs), a lack of services, as well as concerns about confidentiality. Certain eHealth solutions 
may be accessible for youth in First Nation communities, as many report having regular, consistent access 
to technology platforms. Despite this access, a large proportion of youth reported wanting to maintain 
face-to-face mental health services, with some stating that technology can be used in a complementary 
way. Ideally, any services developed for First Nations youth would be youth informed, culturally- and com-
munity-based, as well as amenable to individual preferences. 

Taken together, the results from the literature review and the engagement process suggest that eHealth 
interventions may provide some utility within Indigenous communities although caution needs to be exer-
cised in the development and implementation of these services. Community and youth consultation in the 
development of services will contribute to more acceptable and appropriate services. Furthermore, ongoing 
evaluation of any services developed is key to ensuring that the intended effect for these services is taking 
place as the literature in this area is limited. Any technology-based services should be provided in addition 
to existing, or enhanced, face-to-face, community-based services. Future research can examine the fea-
sibility and usability of eHealth interventions available to various Indigenous youth populations as well as 
examine how eHealth interventions may support the promotion of mental health outcomes for Indigenous 
youth. 
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