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Quality appraisal of primary studies
	First author (year)
	Method/tool used
	Quality/risk of bias findings

	Bastounis (2016)
	Cochrane collaboration risk of bias tool
	“Most ofthe RCTs' were of high quality. In two of the studies (Gillham et al., 2007; Roberts et al., 2010), it was not clear whether clusters' ICC estimation was considered in the analysis. These studies were rated as high-risk in the section of “other bias”. Studies' characteristics related to allocation procedures were taken into account especially for individual RCTs. Given the nature of intervention and control conditions, a complete blinding procedure was impossible; however, given the type of assessment (self-report questionnaires) most of the studies were rated as low-risk in “blinding” sections of the risk of bias tool. Protocols of RCTs' were obtained, where it was possible, in order to assess the fidelity between protocols and trials' reported results. Evidence of selective reporting resulted in rating these studies as high-risk in “selective reporting” section of risk of bias tool.”

	Bradshaw 
(2021)
	Quality Assessment Tool for Quantitative Studies
and Cochrane collaboration risk of bias tool
	“Ten studies received a quality rating of “weak” (see Table 1) due to, in most cases, failure to report blinding, as well as failure to describe the randomization techniques. The remaining two studies, received a “strong” quality rating (Ghaffar et al., 2019; Shinde et al., 2018). Generally, the risk of bias was unclear, with most studies providing little or no information as to selection bias, performance bias and detection bias, and other potential sources of bias (see Supplementary Material 2 for details). Risk of bias was generally low for incomplete outcome data (attrition bias) and selective outcomes reporting (reporting bias).”

	Caldwell (2019)
	Cochrane collaboration risk of bias tool
	“20 of the 137 studies were assessed at being at low risk of bias for both random sequence generation and allocation concealment (appendix p 43). 41 studies reported a suitable randomisation approach but did not report details of allocation concealment. 82 studies were judged as having unclear risk of bias for random sequence generation and allocation concealment.”

	Dray (2017)
	Cochrane collaboration risk of bias tool
	“Assessment of risk of bias is shown in Figures S1 and S2, available online. Of the 57 studies, 44 (77.2%) were rated as high risk for bias overall. Almost all studies were rated as high risk of bias for performance (94.7%) and detection bias (96.5%) because of the nature of the interventions implemented, lack of blinding of key study personnel or participants, and common use of self-report outcome measures. Interrater agreement for risk of bias assessments was strong69 at 0.71.”

	Feiss (2019)
	Cochrane risk-of-bias tool for randomized trials (RoB 2)
	“All 42 studies included in the meta-analyses were assessed for risk of bias using the RoB2 guidelines (see Figs S1 and S2). All but 2 studies (Melnyk et al. 2009, 2013) were rated as high risk for overall bias. This was largely due to the high risk of performance bias as the nature of these interventions make blinding participants extremely difficult and the use of self-report measures is common. Sixteen studies (38.1%) had a low risk of bias arising from the randomization process; the other 26 studies either did not specify an allocation sequence or were one group designs where randomization was not used. Over half the studies (54.8%) incurred a high risk of bias due to lack of adherence to the intervention. These studies either reported high drop-out rates, lack of attendance, or did not provide any information regarding attendance of intervention sessions. The majority of studies (71.4%) had a low risk of bias due to missing outcome data, as most studies included data for all randomized participants, or missing data was not dependent on its true value (e.g., missing data due to participants leaving the school). Less than half (45.2%) of the studies incurred a low risk of detection bias as many studies did not provide details regarding the blinding of those assessing outcome data and whether they were aware of the participants group assignment. Lastly, all studies exhibited some concerns regarding bias in the selection of the reported result, due to lack of preplanned analyses, lack of clarity regarding un-blinding of the data in the cases where outcome assessors were blind to group assignment, and the existence of multiple self-report measures for stress, anxiety, and depressive symptoms.”

	Ferreira-Vorkapic (2015)
	Agency for Healthcare Research and Quality (AHRQ) System to Rate the Stregnth of Scientific Evidence
	“Generally, the RCTs had low AHRQ evidence scores,
with most studies receiving a score of 2b due to the lack of blindness and follow-up, reflecting the reduced quality of reporting in these studies.”

	Fulambarkar (2022)
	Five domains of the  Cochrane collaboration risk of bias tool. Rated domains included (a)  sequence generation, (b) blinding, (c) incomplete
outcome data, (d) reliable measure, and (e) selective
outcome reporting
	“Reliable measure was used in the place of the Cochrane domain ‘other potential source of bias’. For sequence generation, studies were rated as having low RoB (+) if participants were selected using random sampling. For blinding, studies were rated as
having low RoB (+) if outcome measurements were not likely to be influenced by lack of blinding. For incomplete outcome data, studies were rated as having low RoB (+) if dropout rates were similar in all groups and if incomplete outcome data would not introduce systematic differences between groups. For reliable measure, studies were rated as having low RoB (+) if the tools used to measure the treatment outcomes were appropriate and reliable. For selective outcome reporting, studies were rated
as having low RoB (+) if all the possible outcomes were reported. All studies deemed to have high RoB were rated (X) or unclear (?) if the assessors were not certain which method was used. All studies were deemed to have a low RoB with three or more out of five (+) ratings. Table 2 provides a summary of key outcomes reviewed from each study.”

	Gee (2020)
	Adapted methods from Cuijpers et al. (2010) and Moncrieff et al. (2001). 
	“Methodological quality was generally rated as low across both depression and anxiety focused studies. Using the adapted acceptability standards by Cuijpers et al. (2010), 73% of depression intervention studies and 59% of anxiety intervention studies were rated as low quality, so the meta-analyses were re-run comparing acceptable quality vs low quality studies. For trials that recruited based on elevated depression symptoms, the effect size for acceptable quality studies (k= 7) was not significantly different from low quality trials (k=24). There was also no significant difference between the effect sizes in acceptable quality studies (k=7) and low quality studies (k=9) that focused on anxiety symptoms.

Scores on the adapted Moncrieff et al. (2001) quality rating ranged from 14 to 37. Ratings indicated common methodological problems with study design. This included inadequate recording of adverse events in all trials. These continuous scores were not significantly correlated with study effect size for either depression symptoms or anxiety symptoms; inspection of the corresponding scatter plots did not suggest any linear relationship between study quality and effect sizes.”

	Hugh-Jones (2020)
	Cochrane collaboration risk of bias tool
	“The risk of bias was high, although most studies had an
unclear risk of selection bias due to inadequate reporting
of the randomisation procedure. Risk of contamination was
high in 14 studies (70%) (students randomised to groups
within schools) and low in six studies (30%) (cluster randomisation). Blinding of participants and personnel was
difficult as most studies had a wait list or no intervention
control group (k = 15; 75%). Blinding of outcome assessment
was not feasible in 14 studies (70%) as self and parent
report outcome measures were used. Studies which included an outcomes diagnostic interview generally had a low risk of
detection bias as interviewers were blind to the participants’
group (k = 4; 20%). For attrition bias, the risk was generally
low. Nearly all studies had an unclear risk of reporting bias.”

	Kambara (2021)
	Cochrane collaboration risk of bias tool
	“In this review, blind outcome assessments from participants were difficult, since they used self-report scales. Thus, we evaluated the risk bias of blinding outcome assessments as “unclear” in all studies. Many studies demonstrated an unclear risk of bias since most did not report the study protocol. In random sequence generation and incomplete data reporting, approximately half of the studies were evaluated as have a low risk of bias. In both allocation concealment and selective outcome reporting, most studies had an unclear risk of bias. In blinding of participants, 38.9% of studies had a high risk of bias. Moreover, 61.1% studies showed a high risk of bias in other potential threats to validity, as the interventions used in each trial were developed by the authors.”

	Karukivi (2021)
	Cochrane risk-of-bias tool for randomized trials (RoB 2)
	“All but two of the studies (34, 35) lacked transparency regarding how the participants were allocated. Additionally, in all but one study (34), there were problems with adequate prevention of knowledge of the allocated intervention and protection against contamination that could present a source of high or unclear risk of bias. Only three (31, 34, 35) of the eight studies included a comparison intervention or a control group. Bias assessments are reported in Table 2.”

	Ma (2020)
	Cochrane collaboration risk of bias tool
	“Results of the risk of bias assessment are presented in Table 3. Of the 38 trials, only 11 (29%) met at least three of the four main criteria and were categorized as higher-quality studies. 17 trials (45%) described a random component such as a computer random number generator in the sequence generation process. 8 trials (21%) specified the allocation process was concealed. 9 trials (24%) stated blinding of assessors for the outcome measurement. 21 trials (55%) reported the procedure such as intent-to-treat analysis to deal with incomplete outcome data.”

	Sancassiani (2015)
	Not stated
	Not stated

	Werner-Seidler (2021)
	Cochrane collaboration risk of bias tool
	“The quality of the studies reported varied significantly across the studies (see Table 1 for individual study quality ratings). There was evidence of selection bias. Four studies (3%) did not use a randomisation approach that ensured comparability between groups and more than half of the studies (n = 64, 54%) did not provide enough information to evaluate how groups were randomised. A substantial number of studies (n = 50, 42%) reported that the allocation sequence had been adequately generated without risk of bias. The other source of selection bias, allocation concealment, was reported as high in three studies (3%). Approximately 64% of studies (n = 75) did not report enough information to ascertain whether intervention allocations could have been foreseen prior to or during enrolment, with about one third of studies (n = 40) reporting methods ensuring that allocation was concealed to an acceptable standard. Risk of bias of attrition was generally reported with more detail to allow for assessment, with 55 studies (47%) indicating low risk of bias
for addressing incomplete data meaning that the proportion of missing data was comparable across study groups. Twenty-six studies (22%) reported systematic differences in the level of missing data between study conditions, and 37 studies (31%) did not provide enough information to assess level of risk. Bias from selective reporting was challenging to assess, with most studies (n = 96, 81%) not reporting enough information to make an assessment. Ten studies (8%) clearly indicated a high risk of bias, where the statistics reported in the paper did not match
that of the study protocol or a-priori registration details. There were 12 studies (10%) that clearly indicated low risk of bias in terms of selective reporting, with symmetry across intended and completed analyses. Finally, risk of contamination was able to be assessed as either low or high risk across all studies. Forty-two studies (36%) reported low risk of contamination by randomising students to condition at the school level, while the remaining 76 studies (64%) used individual or class level randomisation, meaning that the risk of cross-condition contamination was higher. Although the contamination risk was mitigated in these 43 studies, just under half of these (19; 45%) reported making adjustments using the intraclass correlation coefficient, which means that effects of clustering cannot be ruled out in the remaining 23 studies. As outlined in the Method, studies were divided into high- or lowquality studies overall, with the high-quality criteria being set at having three or more risk of bias categories which were judged as having low risk of bias. There were 33 studies (28%) judged as high quality on this basis, with four studies being judged as having low risk of bias on all five dimensions (Ahlen et al., 2018; Brown et al., 2019; Calear et al.,
2016; Wijnhoven, Creemers, Vermulst, Scholte, & Engels, 2014). The remainder of the studies (n = 85, 72%) were classified as low-quality studies.”






