Supplementary Material 5. Narrative synthesis of intervention characteristics (e.g., guidance type, provider/facilitator, length, theoretical framework, clinical modality/approach, target demographic) and associated socioemotional outcomes.
Comparing a single session DMHI to a multi-session intervention 
No included study directly compared their single session DMHI to a longer, validated, multi-session digital or face-to-face intervention so no comparison could be made. 

[bookmark: _Toc156576687][bookmark: _Toc156766544]Socioemotional outcomes and DMHI guidance 
Guidance provider
We explored the DMHI guidance providers association with the interventions’ efficacy for socioemotional outcomes. The assessment was separated by whether the intervention was guided by a clinician; researcher/academic, or student and the 10 socioemotional outcomes under examination: negative affect, depression, anxiety, stress, loneliness, knowledge/skill development, psychological distress, wellbeing, anger, and positive affect (see Table S1 below). The DMHI guidance provider was deemed efficacious if at least one statistically significant effect on the socioemotional outcome has been reported, while the DMHI guidance provider was deemed ineffective if no significant difference has been found. As available data is limited, efficacy results will be based on observations supported by one study or more. These results are a preliminary exploration examining potential associations and trends of the intervention guidance provider on socioemotional outcomes. Thus, findings do not imply the efficacy of a particular guidance provider and the identified guidance provider may still be effective even if they are associated with no outcome improvement in this review. 

Clinicians
Interventions delivered by mental health clinicians have shown established efficacy in reducing psychological distress (Hawkins et al., 2020; Williams et al., 2021), anxiety (Carbone et al., 2021; Tarquinio et al., 2021), negative affect (Carbone et al., 2021; Tarquinio et al., 2021), depression (Ranta et al., 2019; Tarquinio et al., 2021), as well as effectively promoting knowledge/skill development (Hawkins et al., 2020; Van Orden & Wittink, 2022; Williams et al., 2021). Loneliness yielded mixed results as one study found positive effects (Williams et al., 2021) while another found no or poor effects (Van Orden & Wittink, 2022). Regarding positive affect and wellbeing, interventions delivered by clinicians revealed poor or yet-established efficacy (positive affect: Carbone et al., 2021; Tacca, 2022; wellbeing: Carbone et al., 2021).

Researcher & academics
Interventions delivered by researchers and academic professionals have efficiently reduced stress (Dincer & Inangil, 2021; Wittenberg et al., 2018), anxiety (Dincer & Inangil, 2021), knowledge and skill development (Wittenberg et al., 2018), and psychological distress (Manfield et al., 2021).

Students
Interventions delivered by students (e.g., Doctoral-level students, Masters-level students) resulted in reduced anxiety (Krohner, 2022; Rubin et al., 2022; Sung et al., 2023; Ziadni et al., 2021), loneliness (Rubin et al., 2022; Ziadni et al., 2021), and promoting knowledge and skill development (Krohner, 2022). However, studies delivered by students showed poor or yet-established efficacy in addressing anger (Krohner, 2022; Ziadni et al., 2021), depression (Krohner, 2022; Sung et al., 2023), positive affect (Loveys, 2022; McLean, 2023), and promoting knowledge and skill development (Loveys et al., 2022). Inconsistent efficacy has been reported for interventions delivered by students in addressing negative affect (Loveys et al., 2022; McLean et al., 2023) and stress (Loveys et al., 2022; Rubin et al., 2022), with both established and poor efficacy reported in different studies.

Mixed guidance providers
While not reported in Table A1 (below), two studies (Ganesan et al., 2022; Mental Health Commission of Canada, 2019) delivered interventions via two different types of providers. Ganesan et al. (2022) did not separate by provider type. They found that telecounseling, whether delivered by clinicians or students, significantly reduced anxiety from pre-intervention to post-intervention (p ≤ .001), with greater declines in anxiety in the intervention group compared to the control group (p ≤ .001). The Mental Health Commission of Canada (2019) adopted a Stepped Care 2.0 model, which included online-self-directed support (Step 1-2), real-time peer support intended for those with low needs for support (Step 3), psychoeducation workshops (step 4), and clinician support for high levels of need (Step 5). In this model, care was adjusted based on client preferences with outcomes continually monitored. Although results were not separated by provider type, this stepwise approach was associated with significant improvements in wellbeing (p<.01) and psychological distress (p<.01). 

Complete vs. partial guidance
Most interventions were completely guided (n=20). Only two reported partially guided interventions (Manfield et al., 2021; Mental Health Commission of Canada, 2019), thus, a meaningful and sufficient examination of completely guided versus partially guided interventions is not possible. 

[bookmark: _Toc156576689][bookmark: _Toc156766546]Synchronous vs. asynchronous guidance
Most brief, at least partially, guided DMHIs examined were synchronous (90.91%, n=20), with only one instance of an asynchronous DMHI identified (Williams et al., 2021). Hawkins et al. (2020) provided a DMHI that included both synchronous and asynchronous elements. This again does not allow a comparison between the two modes of delivery. 

[bookmark: _Toc156576690][bookmark: _Toc156766547]Attrition and DMHI delivery
[bookmark: _Toc156576691][bookmark: _Toc156766548]Digital delivery
Participant attrition rates for DMHI have generally been low, but varied depending of digital delivery methodology. On average, online-based interventions experienced an attrition rate of 24.42% (n=4), phone-based interventions exhibited a more than 50% lower mean attrition rate of 11.46% (n=2; Ganesan et al., 2022; Wittenberg et al., 2018) while the lowest mean attrition was found for the most frequently applied method of videoconferencing (9.70%, n=7).
	
[bookmark: _Toc156576692][bookmark: _Toc156766549]Guidance degree
Further differentiation in attrition rates was observed when considering the guidance level of the DHMIs. Partially guided interventions reported a notably higher mean attrition rate of 66.86%, as seen in a single study by Manfield et al. (2021). However, caution is advised in interpreting this finding, as the high rate is derived from a single study and could be an outlier related to unique study specific factors. In contrast, completely guided interventions had a substantially lower mean attrition rate of 10.14% (n=12).

[bookmark: _Toc156576693][bookmark: _Toc156766550]Synchronous vs. asynchronous guidance
When comparing synchronous and asynchronous delivery methods, the mean attrition rate for synchronous interventions was 10.14% (n=12). However, attrition rates for asynchronous and combined synchronous and asynchronous delivery methods were not reported, indicating a gap in the data for these modalities of intervention delivery.

[bookmark: _Toc156576694][bookmark: _Toc156766551]Intervention content and efficacy 
Personalised content in DMHIs has been more efficacious across a broad spectrum of socioemotional outcomes compared to standardised methods, which typically adhere to a manualised protocol. DMHIs allowing participants to personalize the intervention to their own needs were found to be effective in treating a range of socioemotional concerns, including depression (Rubin et al., 2022; Ziadni et al., 2021), psychological distress (Mental Health Commission of Canada, 2019; Williams et al., 2021), anxiety (Rubin et al., 2022; Sung et al., 2023), stress (Rubin et al., 2022; Wittenberg, 2018), loneliness (Rubin et al., 2022: Ziadni et al., 2021; Van Orden & Wittink, 2022; Williams et al., 2021), and knowledge/skill development (Williams et al., 2021; Wittenberg et al., 2018; Van Orden & Wittink, 2022). 

Psychoeducational methods revealed contrasting results. While beneficial for treating depression (Rubin et al., 2022; Tarquinio et al., 2021), psychological distress (Manfield et al., 2021; Mental Health Commission of Canada 2019), anxiety (Carbone et al., 2021; Ganesan et al., 2022; Sung et al., 2023; Tarquinio et al., 2021; Rubin et al., 2022), loneliness (Rubin et al., 2022; Van Orden & Wittink, 2022), stress (Loveys et al., 2022; Rubin et al., 2022) and in enhancing knowledge and skill development (Krohner, 2022; Van Orden & Wittink, 2022), they were found to be ineffective for improving positive (Carbone et al., 2021, McLean et al., 2023, and Loveys et al., 2022) and negative affect (Loveys et al., 2022; McLean et al., 2023).

These results suggest that while personalised DMHIs are efficient across socioemotional domains, standardised interventions such as psychoeducation may have more limited or variable effectiveness, contingent upon the specific outcome being targeted.
	
	
	



	
	
	




Table S1. Intervention guidance provider and associated socioemotional outcomes. 
	Outcome
	Intervention guidance provider 

	
	Mental health clinicians  
	Researcher or academic 
	Students

	Established efficacy

	[bookmark: _Hlk165021264]Negative affect
	Carbone (2021): Vs. WLG, OCG significant ↓ post-int (M(SD)=18.04 (6.30) vs 30.26(8.61), p<.001). Tarquinio (2021): Fear of going to work: Change: ↓ (Z=3.53, p<.001). Maintenance at 1wk f/u: Yes (p-value NR). Fear for personal safety: Change: ↓ (Z=3.40, p<.001. Maintenance at 1wk f/u: Yes (p NR).
	
	Sung (2023): Pre-post Int hopelessness ↑ (dz=0.91, p<.001).

	Depression 
	Ranta (2019):  74% reported baseline depression, ↓ to 42% at 12mos. & stabilising at 41% at 36mos. Of participants retained, 68% reported depression at baseline, which ↓to 40% at 36mos. Tarquinio (2021): Significant depression difference b/w pre- & post-test after 24 hrs. (Z=3.5, p<.001). Scores stable over time b/w 24hrs post & 1wk later (p NR).
	
	Rubin (2022): Vs. WLC, inclusion of compassion component led to meaningful depression ↓ (b=-3.01) at 1wk f/u. Ziadni (2021): Time effect; average depression significantly ↓ over time for both groups (p=.002). ↓ greater for ER vs. WLC (group×time effect; p=.03). Between-group differences showed ER superior to WLC only during mos. 1 & 2 (p=.04 & p=.02).

	Anxiety 
	Carbone (2021): Vs. WLG, OCG significant ↓in state anxiety (M(SD)=36.65(8.35) vs. 48.04(11.51); p<.001). Tarquinio (2021): Significant difference b/w pre- & post-test after 24hrs. (Z=3.63, p<.001). Scores appear to stabilise over time b/w post-test after 24hrs & 1wk later (p NR).
	Dincer (2021): Int ↓ in anxiety (p<.001). Con NS change (p>.05).
	Krohner (2022): Int group medium anxiety ↓ baseline to f/u, (t=3.57, p<.001, d=-0.41), WLC NS ↓ (t=0.47, p=.638, d=-0.06). Significant group x time interaction: Anxiety different b/w Int & Con baseline to 6wk f/u (F=3.65, p=.029). Int ↓ pain-related anxiety baseline to f/u (t=3.27, p=.002, d=-.36), WLC no change (t=.20, p=.840, d=-.02). Group x time interaction change in pain-related anxiety (F=6.02, p=.008), indicating Int group ↓ in pain-related anxiety than WLC (medium effect). Rubin (2022): Vs. WLC, inclusion of a compassion component led to meaningful ↓ in anxiety (b=-3.79) 1wk f/u. Sung (2023); 2wk f/u, anxiety symptoms ↓ (dz=0.40, p=.04). Ziadni (2021): At 3 mos: ER group anxiety ↓ (-4.71, 7.91%) but not WLC (-0.42, 0.7%). Overall anxiety ↓ over time in both groups, with greater reduction in ER group: p=.009. ER superior over WLC.

	Stress 
	
	Dincer (2021): Int ↓ in stress (p<.001). Con NS change (p>.05). Decline in burnout (p<.001). Con NS change. Wittenberg (2018): M stress ↓.09 on distress thermometer.
	Rubin (2022): Vs. WLC, inclusion of compassion component led to meaningful ↓ in perceived stress (b=-3.75) 1wk f/u.

	Loneliness 
	Williams (2021): Significant ↑ social connection post text Int (p<.001).
	
	Rubin (2022): ↓ loneliness at 2wk f/u (b=-2.36). Ziadni (2021): Social isolation: Significant ↓ over time in both groups: p=0.02 Significant group × time interaction: p=.02, indicating reduction in ER group but not WLC.

	Knowledge & skill development
	Hawkins (2020): ↑ in ability to cope b/w following time points: 1) just before to just after (p<.01), 2) just before to 3days after (p<.01), 3) just before to 1mnth after (p<.01) 4) just after to 3days after (p<.05). Van Orden (2022): Perceived knowledge of social engagement ↑ from pre-post (p NR). Pre M(SD)=14.8 (2.59). 2wk post M(SD) =15.6 (2.3).
Williams (2021): Significant ↑confidence in ability to cope (p<.001).
	Wittenberg (2018): Caregiver confidence in healthcare providers communication ↑, except for caregivers of cancer survivors (effects NR). ↑ in caregiver confidence in communication across caregivers in each cohort (Diagnosis; Treatment; End of Life) except for Survivorship cohort.
	Krohner (2022): Post-int most (84.6%) learned new info/skills, with ratings of ≥5 (on 1-7 scale). Int helped gain insight, with ratings ≥4 (on 1-5 scale) provided by most participants (94.7%). Int helped understand emotions, ratings of ≥4 (on 1-5 scale) from most (89.5%). Int gave new symptom knowledge, with ratings ≥4 (on 1-5 scale) from most (68.4%).

	Psychological distress
	Hawkins (2020): ↓in distress from pre- to 28 days f/u (p<.01). Williams (2021): Help seekers levels of psychological distress ↓ following text Int (p<.001).
	Manfield (2021): Pre–post SUD ↓ with large effect Int 1: F=864,597, p<.001, g=2.39). Int 2: ↓in SUD with large effect: F=510.796, p<.001, g=2.49). F/u SUD significant ↓. Int 1: F=7.584, p=.008, g=.46. Int 2: F=12.507, p=.001, g=.55.
	

	Poor or yet-established efficacy

	Anger
	
	
	Krohner (2022): Int small NS ↓ in anger over time (t=1.41, p=.166, d=-.16), & Con unchanged (t=-.12, p=.902, d=.02). Condition x time interaction NS (F= 1.08, p=.151). Ziadni (2021): No anger time or interaction effects (p>.05).

	Depression
	
	
	Krohner (2022): Int unchanged from baseline to f/u (t= -0.08, p=.939, d=0.02), whereas WLC NS, small/medium ↑ in depression over time, (t=-1.70, p=.096, d=0.34). NS group x time interaction: Depression NS different b/w Int & Con from baseline to 6-wk f/u (F=1.41, p=.120). Sung (2023): Depression symptoms did not ↓ significantly (dz= 0.21, p=.19).

	Positive affect
	Carbone (2021): No main group effect (p=.064). Tacca (2022): Mood (positivity- feelings of confidence, clarity, happiness, & absence of fear or anger): NS difference b/w effects of Con & Int (p=.623). However, overall main effects b/w pre- & post positive difference across all groups (p<.001). Mood (arousal – feeling active/excited): Con M arousal ↓ by .027 b/w pre-& post & Int M arousal ↓ by 0.413 b/w pre & post. NS difference b/w Con & Int (p NR) & NS difference overall main effects b/w pre & post (p NR).
	
	Loveys (2022): NS interaction effect of condition & time on optimism (F=.22, p=.807).
McLean (2023): NS effect for time on positive affect (p=.837). NS time × condition interaction effects (all p>.283), no differential outcomes for 2 skills conditions vs. Con.

	Wellbeing
	Carbone (2021): No well-being main group effect.
	
	

	Loneliness
	Van Orden (2022): Loneliness ↑ from pre-post (p NR). Pre M(SD)=49.6(10.85), Post M(SD)=53.4(6.11)
	
	

	Knowledge & skill development
	
	
	Loveys (2022): Awareness of tension skills: Time effect with moderate effect: F=3.06, p=.090. ↑awareness at 2wk f/u (M=7.21) vs. post-session (M=6.49). NS condition effect: F=.22, p=.802. NS time × condition interaction: F=.20, p=.816. Relaxation skills: Moderate level reported post CBSM (M=3.82). NS time effect: F=2.52, p=.123. NS ↑ b/w end of session and 2wk f/u. NS condition effect: F=.24, p=.787. NS condition × time interaction: F=1.08, p=.353.

	Inconsistent efficacy (both established and poor efficacy)

	Negative affect
	
	
	Loveys (2022): Large main effect of time on negative affect (F=26.28, p< 0.001). Lower negative affect at 2wk f/u vs. baseline across all conditions (M=3.89, SE=0.44, 95% CI [3.01, 4.78], range=1–11.67 vs. M=5.79, SE=0.43, 95% CI [4.92, 6.65], range=1–11). NS main effect of condition (F= 0.49, p>.05). McLean (2023): Emotion dysregulation: Main effects for Time on DERS, (F=5.86, p=.017). Negative affect: Main effect for Time, F=346.24, p<.001). NS Time × Condition interaction effects (all p>.283), no different outcomes for 2 skills conditions vs. Con.  

	Stress
	
	
	Loveys (2022): VAS: Significant stress ↓over time: F=33.02, p<.001. Lower stress post CBSM and 2-wk f/u: p<.001 and p=.005, respectively. Greater ↓at CBSM session end than 2 wk f/u: F=43.14, p<.001. NS condition effect: F=2.13, p=.136. NS time × condition interaction: F=0.29, p=.881. PSS: Large time effect on stress ↓: F=30.43, p<.001. Significantly ↓stress 2wk f/u vs. baseline: M=16.80 vs. M=22.15. NS condition effect: F=.56, p=.578. NS condition × time interaction: F=.81, p=.455. 


Note. Dark grey shading=No identified data; ↑=Increase; ↓=Decrease; B/w=Between; CBSM=Cognitive Behaviour Stress Management; Con=Control; ER=Empowered Relief; F/u=Follow-up; Hrs=Hours; Int=Intervention; Mnth=Month; Mos.=Months; NR=Not Reported; NS=Not Significant; OCG=Online Counselling Group; Pre-int=Pre-intervention; Post-int=Post-intervention; PSS=Perceived Stress Scale; SUD=Subjective Units of Distress Scale; VAS=Visual Analogue Scale; vs.=Compared To; WLC=Waitlist Control; Wk=Week; Effects: b=Standardised/Unstandardised Beta Value; CI=Confidence Interval; d=Cohen’s d statistic; dz=Cohen’s dz Equation Based on Mean Difference; F=F Statistic; g=Hedges’ g Statistic; M=Mean; n=Sample Size; NS= Not Significant; SE=Standard Error; SD=Standard Deviation, p=P-value(significance); t=T Test; Z=Z Test. 
Source: Created by authors
 
	
	
	



	
	
	




[bookmark: _Toc156576698][bookmark: _Toc156766555]Brief guided DMHIs as preparatory support 
In the brief, at least partially guided adult DMHIs reviewed, none was explicitly identified as a preparatory phase for longer-term therapy or as a pre-therapy option. However, there was an implicit application of DMHIs in a pre-therapy context in two studies that adhered to a stepped care model (Harris-Lane et al., 2023; Mental Health Commission of Canada, 2019). In these studies, the stepped care approach was utilised to acclimate users who might not yet be ready to engage in more intensive interventions. The Mental Health Commission of Canada (2019) intervention model allowed users to begin with services at a lower intensity level (Steps 1-5), serving as an entry point or gateway to more comprehensive programs if required (Steps 6-9). The flexibility of this approach was tailored to the client's circumstances, allowing for personalised scheduling of sessions and determination of their duration (Mental Health Commission of Canada, 2019). This approach recognised the underlying need of some clients to gradually engage in mental health interventions.

[bookmark: _Toc156576699][bookmark: _Toc156766556]Intervention reengagement options
A notable portion of the interventions (n=17) did not incorporate ongoing support or reengagement options. Conversely, among the interventions that did include referral information and emphasised follow-up support (n=5), the majority (60%, n=3/5) was found to be efficacious in enhancing knowledge and skill development, as well as bolstering coping abilities (Hawkins et al., 2020; Krohner, 2022; Williams et al., 2021), underscoring the potential benefits of including reengagement features in mental health interventions.

[bookmark: _Toc156576700][bookmark: _Toc156766557]Association between intervention length and efficacy 
The investigation into the association between intervention length and socioemotional efficacy revealed no clear correlation. Similarly, no association was found between session length and socioemotional outcomes. In the context of anxiety, where considerable data was available, interventions ranging from as brief as 10-20 minutes (Ganesan et al., 2022; Dincer & Inangil, 2021) were effective in reducing anxiety post-intervention. But this was also found for longer sessions of 60-minutes (Carbone et al., 2021; Sung et al., 2023) or over 90-minutes (Krohner, 2022; Ziadni et al., 2021). Regarding depression, another widely examined outcome, interventions of 60-minutes or less showed mixed efficacy (Rubin, 2023; Sung et al., 2023), but similar inconsistencies were found in interventions exceeding 90-minutes (Krohner, 2022; Tarquinio et al., 2021; Ziadni et al., 2021). Thus, the duration of interventions seems not to be linearly associated with efficacy in socioemotional outcomes, indicating that factors other than session length may play a more pivotal role in determining the effectiveness of DMHIs.

[bookmark: _Toc156576701][bookmark: _Toc156766558]DMHIs and theory  
Most of the included brief, at least partially, guided DMHIs did not refer to an underpinning theoretical orientation (n=16, 72.73%). The remaining six studies each addressed different theoretical approaches (i.e., attachment theory, emotion-based models (Krohner, 2022); common factors theory (Tacca, 2022); self-determination theory (Van Orden & Wittink, 2022); self-efficacy theory (Renauld, 2022); models of stress and coping (Wittenberg et al., 2018); recovery-oriented model with strength-based approach (Mental Health Commission of Canada, 2019), thereby precluding any direct comparisons or conclusive findings across these diverse theoretical frameworks.

[bookmark: _Toc156576702][bookmark: _Toc156766559]DMHIs and clinical tools/approach/modalities usage 
Varied clinical modalities and methods were utilised in the identified brief, at least partially, guided DMHIs. Those with demonstrated efficacy included mindfulness-based interventions (Rubin et al., 2022: Ziadni et al., 2021), cognitive-behavioural therapy approaches (incl. DBT, CBSM; Loveys et al., 2022; McLean et al., 2023) and solution-focused therapy (Hawkins et al., 2020). Interventions utilising single session therapy approaches (e.g., SSC), which combined principles of Solution Focused Brief Therapy (Sung et al., 2023), and recovery-oriented strengths-based approaches (Mental Health Commission of Canada, 2019), were also found to be effective. 

[bookmark: _Toc156576703][bookmark: _Toc156766560]Efficacy and sample demographics 
The assessment of efficacy in relation to sample demographics across studies revealed trends. The participant demographics skewed towards White individuals. In two studies focusing on videoconferencing interventions, following White participants, the second most common ethnic/racial group was Asian (23.7%, Loveys et al., 2022; 17.19% in Sung et al., 2023), and these interventions were effective in reducing stress, negative affect, and anxiety. However, the generalisability of these results to other ethnically diverse groups remains unclear.

Four studies did not report on gender distribution. Of those who did (n=18), most participants were female (Mfemale=71.54%, n=18), raising questions about the applicability of the results to other genders. 

Regarding age, personalised elements and psychoeducation materials in the ‘Connect 4 Caregivers’ videoconferencing program were effective in reducing isolation among caregivers aged 50 and older (Van Orden & Wittink 2022, Mage=62.89). In the middle-aged cohort (40s-50s), psychoeducation was effective in reducing stress outcomes (Loveys 2022; Mage=43.21) and enhancing knowledge/skill development in this age group (Krohner, 2022; Mage=44.64). For people in their 20s and 30s, psychoeducation was particularly effective in reducing anxiety (Rubin et al., 2022; Mage =27.32; Sung et al., 2023, Mage=27.20; Carbone et al., 2021, Mage=34.34; Tarquinio et al., 2021, Mage=33.2) and in improving negative affect (Sung et al., 2023; Mage =27.20 years; Carbone et al., 2021; Mage =34.34; Tarquinio et al., 2021; Mage=33.2). Additionally, interventions with personalised elements were useful in reducing anxiety among young adults (Rubin et al., 2022, Mage=27.32; Sung et al., 2023, Mage=27.20). Overall, these findings suggest that while certain intervention modalities and contents may be effective across various groups, the specific needs, and characteristics of different demographic groups, including age, ethnicity, and gender, need to be considered in the design and implementation of mental health interventions.

DMHI efficacy and individual or group delivery methods
Individual interventions were notably effective in addressing a range of socioemotional outcomes, including depression (Ranta et al., 2019; Rubin et al., 2022; Tarquinio et al., 2021), psychological distress (Hawkins et al., 2020; Williams et al., 2021), negative affect (Carbone et al., 2021; Sung et al., 2023; Tarquinio et al., 2021), , anxiety (Carbone et al., 2021; Krohner, 2022; Tarquinio et al., 2021), stress (Rubin et al., 2022; Wittenberg et al., 2018), loneliness (Rubin et al., 2022; Williams et al., 2021), and knowledge/skills development (Hawkins et al., 2020; Krohner, 2022; Van Orden & Wittink, 2022; Wittenberg et al., 2018). All group-based interventions were linked to positive changes in socioemotional outcomes such as anxiety, stress, and psychological distress (Dincer & Inangil, 2021; Hartley et al., 2023; Manfield et al., 2021; Ziadni et al., 2021). This suggests that while individual interventions excel in addressing a wide range of socioemotional needs, group interventions offer the added benefit of social interaction and systemic family involvement, contributing to their efficacy.



