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Introduction
Digital mental health resources, such as 
smartphone applications, online platforms, chat 
forums, teletherapy, and AI-driven services, have 
gained popularity over the last decade. These 
innovations show potential to address the mental 
health burden in India and reducing the treatment 
gap, but not all of them are supported by evidence. 

This brief is the third in a series of briefs about 
digital mental health and explores the extent of 
adoption in India, the evidence supporting such 
interventions, and recommendations for the near 
future.

Evidence also supports reliable diagnosis for 
psychiatric illnesses over video consultations1. 
There is insufficient evidence for the validity of 
diagnosing mental illnesses through audio-
based telephone interviews5.

Research about counselling via 
videoconferencing shows that this approach is as 
effective as face-to-face counselling for anxiety6, 
panic disorder7, post-traumatic stress disorder in 
veterans8, and depression9. A review of 
telephone-based counselling for depression and 
anxiety reported a medium to large effect size on 
symptom severity through telephone-based 
counselling10. A review did not find a difference 
between face-to-face consultations and 
videoconferencing for therapeutic alliance as 
rated by the patient or the therapist11.

There are gaps in literature around specific 
populations, a mix of telemedicine and face-to-
face consultations, and the difference between 
video consultations and audio-only 
consultations.

ISSUE BRIEF April 2025

1

Categories of tools in this brief

Treatment tools
Tools or interventions that support treatment 
including:
• In-person interventions carried out digitally
• Digital alternatives to treatment
• Additional non-professional support such as 

chat rooms and peer support
• Treatment aids that supplement treatment 

such as using virtual reality to support 
therapy

Monitoring tools
Manual or automatic tools to track or monitor 
mental health-related parameters such as 
mood, medication, and sleep.

Electronic health records

In-person interventions carried 
out digitally

Digital interventions that are a variant of commonly 
used in-person treatment fall under this category, 
and include telemedicine and online consultations, 
crisis helplines, asynchronous store-and-forward 
telepsychiatry (ATP), and alternative treatment 
such as mindfulness interventions delivered online.

Telemedicine involves consultations over audio or 
audio-video platforms and includes psychiatric 
consultations and counselling. For psychiatric 
consultations, evidence has shown online 
consultations via videoconferencing to be as 
effective as face-to-face consultations in terms of 
symptom reduction and satisfaction with care1,2,3,4.

In India, there has been an uptake of audio and 
video modalities by the government to scale 
and expand mental health services across the 
country. The National Tele Mental Health 
Programme, also called Tele MANAS, is a 
government tele mental health service that has 
53 cells in 35 states and UTs12. Another 
government initiative, eSanjeevani, is a video-
based consultation system that also allows for 
prescription of medicines13. Tele MANAS has 
been integrated with eSanjeevani so that 
psychiatrists can prescribe medicines virtually 
to users of Tele MANAS. 

However, primary care professionals attending 
to eSanjeevani consultations are overworked 
and do not have sufficient time for online 
consultations in addition to their primary care 
practice14. Training of more healthcare 
professionals is of paramount importance, and 
purely focusing on improving digital services is 
not sufficient. 

SCARF also introduced a mobile telepsychiatry 
unit in 2010, delivering telepsychiatry to an 
entire district through a bus that contains a 
consultation room with video equipment and a 
pharmacy15. 



Crisis helplines have some evidence indicating 
improvements in immediate outcomes such as 
level of distress, degree of suicidal urgency, and 
depression status16. Evidence supports a 
significant decrease in suicidal ideation and 
improvement in mental state from the beginning 
to the end of a call, with a substantial reduction in 
the proportion of individuals at risk of suicide. 
Studies in this review largely found that a sizable 
portion of calls ended in resolution of distress or 
successful referral to mental health services. 
Apart from immediate outcomes, some studies 
measured short-term distal effects, but these 
studies faced significant drop-out rates. Evidence 
supporting long-term change is lacking, both in 
India and globally.

A study conducted in India noted that a little less 
than 10% of the callers expressed suicidal 
ideation17. Over half of the individuals given 
outpatient referrals kept the appointment, 
indicating the effectiveness of crisis helplines as a 
way of promoting help-seeking in vulnerable 
populations, and the importance of having 
outpatient services that responders can easily 
refer individuals to. Mindfulness interventions delivered online 

have limited evidence. Studies in other parts of 
the world show a small but significant impact 
on mild depression, anxiety, well-being, and 
stress22. The few studies that exist in India are 
not robust. 
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In India, a centre in Maharashtra evaluated 94 
asynchronous consultations for feasibility and 
referral patterns. A definitive diagnosis could 
not be reached in 5%. However, the accuracy 
of the diagnosis arrived at by ATP was not 
evaluated21.

Asynchronous store-and-forward 
telepsychiatry could utilise specialist time 
more efficiently, but does not have cost-
effectiveness, feasibility, and acceptability 
trials in India. Implementing such a method 
would also require investing in infrastructure 
such as video recording equipment, storage 
infrastructure and good internet access. This 
method is likely to face the same challenges 
as eSanjeevani – overworked primary care 
professionals, poor internet connectivity, and 
lack of video-based infrastructure, but a small-
scale trial could evaluate its effectiveness and 
cost-effectiveness when compared to 
consultations through Tele MANAS.

In India, there are several non-governmental 
helplines across states at varying levels of 
functioning. Some states, like Assam, 
Chhattisgarh and Kerala, have crisis helplines 
set up by the government. In addition to these 
helplines, in 2020, the Ministry of Social 
Justice and Empowerment set up a helpline 
called KIRAN in 13 languages. KIRAN is now 
merged with Tele MANAS18. 

Most helplines only run during specific periods 
of the day, and not 24x7. Non-governmental 
helplines cite shortage of manpower, burnout, 
and lack of funding as the challenges to 
running a helpline successfully. 

Asynchronous store-and-forward telepsychiatry 
(ATP) involves recording of patient interviews by 
the primary care provider and forwarding it to a 
psychiatrist who can view it in their own time and 
provide treatment guidance. Evidence supporting it 
is limited, with preliminary evidence indicating 
improvement in depression and post-traumatic 
stress symptoms19. 

Evidence about patient satisfaction is also limited, 
with one study reporting satisfaction with ATP that 
was high but lower than satisfaction with 
synchronous telemedicine20. 

Digital alternatives to 
treatment

This category includes alternatives to in-person 
treatment that do not involve any professional 
guidance. Commonly used approaches that fall 
under this category are digital therapies 
(internet-based Cognitive Behavioural Therapy), 
self-care apps, artificial intelligence (AI) chatbots 
used for support or therapy, and AI-based tools 
that are not explicitly directed as mental health 
but are being used so (e.g., ChatGPT).  

Internet-Based Cognitive Behavioural Therapy 
(iCBT) refers to a form of therapy that uses 
online platforms to deliver evidence-based 
cognitive-behavioural therapy (CBT) 
interventions adapted to self-guided use. CBT is 
a widely used therapeutic approach that focuses 
on identifying and changing negative thought 
patterns and behaviours. iCBT involves tools 
such as mobile apps that guide an individual 
through the steps of CBT.



It is supported by evidence for depression, anxiety 
disorders, obsessive compulsive disorder, severe 
health anxiety, irritable bowel syndrome, eating 
disorders, cannabis use, and pathological 
gambling23,24,25,26. Reviews found iCBT to produce 
similar effect sizes as in-person conventional CBT 
in adults26,27. However, a large fraction of studies 
on iCBT are based in the United States and 
provide little information in the way of cultural 
background factors.

responses from scratch. Generative chatbots are 
inherently risky as the responses are generated on 
the fly. While both exist in the mental healthcare 
field and have different effects, studies often do 
not differentiate between the two. 

A recent study found a generative chatbot 
developed specifically for therapy to be as 
effective as gold-standard therapy. Safety was 
prioritised with the research team being at hand 
and ready for risk management of participants in 
acute crises31. A meta-analysis found a significant 
effect of AI chatbots on depression and distress, 
with generative chatbots and chatbots integrated 
with mobile/messaging applications being more 
effective32. A meta-analysis of a limited number of 
randomised controlled trials indicates that 
chatbots have a statistically significant but 
clinically insignificant effect on depression when 
compared to treatment as usual, a significant 
effect on stress when compared to a waitlist, no 
effect on anxiety when compared to an 
intervention that solely provided information on 
anxiety, and mixed results about positive and 
negative affect33. A review of AI chatbots 
indicated potential benefits in improving mental 
and emotional well-being and facilitating 
behaviour change. Usability, user engagement, 
and integration into healthcare were identified as 
areas of concern34. 
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Rule-based AI chatbots are presently available 
in Indian App stores. These apps are generally 
based on cognitive behavioural therapy 
techniques to structure conversations and use 
natural language processing to make the 
conversation more human-like. Commonly 
used examples of rule-based AI chatbots are 
Wysa and Woebot. Both Wysa and Woebot 
have research studies backing their use, but 
several of the studies conducted so far have 
either been funded by the respective 
organisation or involved employees as 
researchers. Wysa has launched a Hindi 
version of the chatbot, an important step in 
improving access to the chatbot among non-
English speakers. As per the census in 2011, 
over 528 million Indians speak Hindi, and 
around 300 thousand speak English35. 

Apart from AI chatbots, basic chatbots are also 
increasingly being deployed on WhatsApp by 
crisis services. Examples are the Tele MANAS 
chatbot launched in Jammu & Kashmir and the 
iCALL chatbot. These chatbots offer resources 
on mental health and well-being and 
encourage users to seek help. 

Several web platforms and phone apps claim 
to provide iCBT, many of which are available 
in India. 

iCBT can be carried out with minimal 
involvement of a professional. It is promising 
as it is backed by evidence and significantly 
reduces therapist time per patient. For iCBT to 
be used effectively in mental healthcare in 
India, iCBT apps will need to be regulated to 
ensure that quality therapy is provided. iCBT 
content will need to be adapted to the Indian 
context and languages. Options that do not 
require internet access should be developed 
to improve equity.

Self-care apps using meditation without the 
involvement of a professional have a mixed 
evidence base, with some studies showing a small 
effect for perceived stress, symptoms of 
depression and anxiety, life satisfaction, quality of 
life, burnout, and psychological well-being28. 
Adherence was poor, and adverse effects such as 
increased anxiety, depression, psychotic 
symptoms, dissociation/depersonalisation, and 
cognitive anomalies were present in about a 
quarter of the population using the apps29. 

Plenty of self-care apps are available in app 
stores. In October 2024, the Indian 
government released a Tele MANAS 
application, which offers comprehensive 
services ranging from educational resources 
and success stories to self-help resources and 
a means to connect with healthcare 
professionals30.

AI chatbots are seen as a promising step in 
mental healthcare. AI chatbots can be classified 
into two categories: rule-based chatbots and 
intelligent chatbots. Rule-based chatbots use 
some predefined rules to structure the 
conversation, while intelligent chatbots generate



AI chatbots hold promise because of their ability to 
emulate human conversation and the potential ease 
of access and scaling up in the Indian setting with its 
limited mental health professionals. A recent study in 
England that used AI chatbots found increased 
referrals to mental health services, particularly among 
minorities36.

AI chatbots that have not been developed specifically 
for healthcare are also being used to seek healthcare 
information and support. Examples are ChatGPT and 
Bard, AI chatbots that generate responses based on 
questions asked in a conversational format. These 
chatbots are sometimes seen as a helpful tool by 
users but have an inherently higher risk of unsuitable 
or harmful responses37,38. 

More research is needed to find safe ways to leverage 
AI chatbots in mental health treatment. Limited public 
health funds could be used for research about the 
effectiveness, safety, and applicability of existing 
chatbots to the Indian mental health context. 
Regulations that evaluate and control which chatbots 
enter the market are needed.  

Additional non-professional support

Online chat rooms, peer-to-peer/non-professional 
individual chats, and online peer support meets are 
often used by people with mental health concerns. 
Research about these alternatives is scarce. Limited 
evidence about chat rooms indicates that they are 
beneficial for improving psychological perspectives 
and self-efficacy and encouraging help-seeking 
behaviour, especially when they are moderated40,41. 
None of these options are widespread in India. 

Treatment aids

This category of digital tools includes virtual reality to 
supplement therapy and clinician decision support 
tools to help primary care physicians diagnose and 
treat mental illnesses. 

Virtual reality (VR) has been studied primarily as 
exposure therapy to simulate real-world situations 
that trigger anxiety in the form of phobias, social 
anxiety, and post-traumatic stress disorder. Evidence 
suggests that VR is effective in supplementing 
exposure therapy for specific phobias, social anxiety, 
and posttraumatic stress disorder, with an effect 
comparable to standard evidence-based 
approaches42,43,44,45. VR-based therapy, however, 
comes with the risk of depersonalisation or 
derealisation; a study found transient symptoms of 
depersonalisation or derealisation in individuals after 
the use of VR headsets46. While these effects were 
transient, in susceptible populations, a more 
prolonged or severe effect might be seen. 

In India, a small number of clinics offer virtual reality 
enabled therapy, but the technology is not 
widespread. Validated and open access VR 
applications that can be used in research or in practice 
are lacking, a challenge that implies applications 
have to be developed from scratch and validated in 
clinical trials. This makes the process time- and 
resource-intensive and not feasible given the lack of 
evidence that VR alternatives will be more effective 
or cost-effective than traditional modes of 
treatment. 

Clinician decision support is beneficial to expand 
mental healthcare to non-specialist clinicians, 
especially in rural or remote areas. Diagnostic tools 
that use algorithms or flow-charts that lead to 
relevant modules make it easier for clinicians to 
navigate a complex web of symptoms and 
diagnoses. Studies about the Mental Health Gap 
Action Programme (mhGAP), a diagnostic guide for 
non-specialist clinicians, demonstrated improved 
knowledge, attitudes and confidence post-training, 
and improved symptoms and engagement with 
care47. The mhGAP is also available in a mobile 
phone app format. 
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In India, the use of clinician decision support 
has been limited to a few research trials, with 
only one trial testing a digital application for 
clinician support. The trial, conducted at 3 
centres in Himachal Pradesh, Uttarakhand and 
Jammu & Kashmir, involved an application 
used by non-psychiatrists in remote locations 
to diagnose psychiatric conditions. The 
diagnostic system consisted of an initial 
screening module, followed by modules for 18 
mental health conditions. The application was 
found to have good sensitivity and reliability 
across disorders48. A similar tool was 
developed for children and adolescents which 
demonstrated moderate to substantial 
agreement for all disorders except psychosis 
for 50 patients49.

Monitoring

Several types of monitoring tools exist. They can be 
broadly categorised as tools that require manual 
updating and automatic monitoring or tracking 
tools. 

Manual tracking tools include medication tracking 
apps, mood/sleep monitoring, and journalling. Not 
much evidence exists about the effectiveness of 
mood/sleep monitoring or digital journalling in 
improving mental health outcomes. Evidence 
supports medication tracking apps improving 
adherence to medical regimens50.



Automatic monitoring tools include digital pills, 
digital phenotyping, and monitoring and 
surveillance by other entities such as social media 
organisations. Digital pills are pills with sensors 
that detect whether medication is taken or not. 
Some evidence shows that digital pills are effective 
in determining whether the medication was taken 
or not, but not that digital pills lead to better 
adherence. Digital pills also pose ethical challenges 
around patient autonomy and privacy51. 

Digital phenotyping is the use of personal digital 
devices for moment-by-moment monitoring to 
create a profile of the person. In the field of mental 
health, digital phenotyping takes on the form of 
using data collected automatically in the 
background by smart devices including phones and 
smart watches as proxies of behaviour and mental 
health. This data includes language used, 
movement, biomarkers such as heartrate etc. to 
develop a model of the user’s mental health using 
machine learning. Digital phenotyping is being 
studied increasingly across the world, with 
evidence supporting its use for mood disorders, 
anxiety disorders, schizophrenia, and substance 
use52. 

Conclusion

It is important to direct attention and resources to 
the solutions most likely to improve mental 
healthcare as it currently stands in India. The 
situation is characterised by a dearth of trained 
professionals, reduced access to quality healthcare 
in remote areas, insufficient buy-in for task sharing 
in primary healthcare, high stigma, and shortage of 
resources required to improve public mental 
healthcare. Given this setting, the most promising 
digital interventions are those that can reduce the 
burden on available professionals, improve access 
to high quality care, and use lesser resources. 

Limited access to digital devices and the internet in 
rural or low-income areas threatens to increase the 
healthcare gap between those in different socio-
economic strata. Digital illiteracy can be countered 
through user-friendly interfaces, easy-to-
understand instructions, and providing necessary 
support or training to enhance digital literacy, 
backed by user studies and research. There are no 
regulations in India assessing the effectiveness and 
safety of digital healthcare tools, and this needs to 
change. These regulations could include evaluating 
safety, adherence to the claims they make and their 
advertising, and accuracy of the information 
provided with respect to the current evidence for 
the tools in question. Regulations around liability in 
the case of adverse outcomes will also need to be 
determined through discussions around who is 
responsible when technology goes awry. 

While digital tools can enhance mental wellbeing in 
resource-poor settings, they cannot be seen as a 
complete solution to the mental health treatment 
gap. Public health and intersectoral solutions to 
improve access to conventional treatment remain 
important and should not fall by the wayside. 
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In India, manual tracking apps are widespread, 
digital pills are not in use, and surveillance by 
other social media organisations such as Meta is 
present but not localised to India. Digital 
phenotyping, considering its promise in making 
mental healthcare more efficient, is a focus of 
research in India, with a multi-site study 
indicating its effectiveness for schizophrenia53. 
Further, studies to evaluate the reliability and 
cost-effectiveness of digital phenotyping should 
be conducted.

Electronic Health Records

Electronic health records are digital versions of all 
patient health data and are considered important in 
the process of achieving universal health care. They 
have the potential to make healthcare more 
efficient, cost-effective, and accessible. 

The Indian government is promoting the 
creation of electronic health records and has 
launched the Ayushman Bharat Digital Mission 
(ABDM). The Ayushman Bharat Digital Mission 
calls for the creation of a Unique Health 
Identifier (UHID), a unique identification number 
for each individual linking to the electronic 
health record of that individual. 

A project has been initiated through which ABDM 
health records will be created for all healthcare 
facilities at 100 microsites (a collection of over 
1000 or 500 healthcare facilities) across the 
country54.  The project is now expanding with 
120 microsites active so far55.

The Karnataka government has a system called 
e-Manas, a mental healthcare management 
system. An aspect of e-Manas is the creation of 
a  record for service users across inpatient and 
outpatient care, including treatment, supported 
admissions, and patient history, but it is unclear 
whether this will be integrated into the 
Ayushman Bharat Digital Missions UHIDs56. 
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