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Abstract

Background/Objectives: This systematic review evaluated the efficacy and safety of Emo-
tional Freedom Techniques (EFT) for anxiety disorders, compared with conventional and
alternative therapies. Methods: A comprehensive literature search was conducted across
nine electronic databases up to February 2025, including only parallel-group randomized
controlled trials (RCTs) that investigated EFT as a standalone intervention for anxiety
symptoms. The methodological quality of the included studies was assessed using the
Cochrane Risk of Bias 2.0 tool. Results: Seven RCTs with 506 participants were included.
Populations ranged from clinical to non-clinical groups. EFT interventions varied in dura-
tion (1-56 sessions), with control groups including no treatment, supportive interviews,
cognitive behavioral therapy (CBT), breathing therapy, and progressive muscle relaxation.
All six studies comparing EFT to no intervention reported significant reductions in anxiety
symptoms in favor of EFT. Compared to active controls, EFT showed similar or superior
effects to breathing therapy and muscle relaxation but no significant difference from CBT.
Most studies showed “some concerns” in risk of bias, mainly due to self-reported outcomes
and lack of blinding. Conclusions: EFT appears to be a promising and safe complementary
intervention for reducing anxiety symptoms, with additional benefits for related psycho-
logical outcomes. However, methodological limitations and heterogeneity among studies
preclude firm conclusions. High-quality RCTs using standardized protocols and objective
outcome measures are warranted to confirm these findings and to explore the effectiveness
of EFT as an adjunct to conventional therapies.

Keywords: EFT; emotional freedom techniques; anxiety; randomized controlled trial;
clinical evidence; complementary therapy

1. Introduction

Anxiety disorders represent some of the most common mental health conditions
globally, leading to considerable personal distress, diminished quality of life, and greater
demands on healthcare systems [1,2]. The prevalence of anxiety disorders is estimated
to be around 7.3%, but this rate surged to approximately 35.1% during the COVID-19
pandemic [3,4]. These disorders are primarily characterized by excessive and persistent
fear, anxiety, or avoidance of perceived threats, often manifesting as panic attacks [5].
The spectrum of anxiety disorders includes generalized anxiety disorder, panic disorder,
social anxiety disorder, and specific phobias, each presenting distinct clinical features and
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symptom profiles [6,7]. Frequently, individuals with anxiety disorders experience somatic
symptoms such as elevated heart rate, shortness of breath, and muscle tension, which can
significantly impair daily functioning. In a study by Russ et al. [8], even mild levels of
psychological distress—including anxiety—were significantly associated with increased
risk of all-cause mortality in the general population. These findings underscore the necessity
of early identification and effective management of anxiety symptoms, regardless of severity,
to potentially improve not only mental health but also overall survival outcomes.

Conventional treatment for anxiety disorders typically involves pharmacotherapy and
cognitive behavioral therapy (CBT). Pharmacological interventions primarily include selec-
tive serotonin reuptake inhibitors (SSRIs), serotonin—norepinephrine reuptake inhibitors
(SNRIs), and benzodiazepines [9]. While these medications are generally effective in reduc-
ing anxiety symptoms, they are often associated with adverse effects such as headaches,
gastrointestinal disturbances, and sleep-related issues. In contrast, CBT is widely recog-
nized as the most effective form of psychotherapy for anxiety disorders and is notably free
of the side effects commonly observed with pharmacological treatments [10]. However,
CBT can be challenging for some individuals due to limited accessibility, time commitments,
and the intensive engagement required from both therapist and patient.

As a result of these limitations, growing interest has emerged in complementary and
alternative medicine (CAM) approaches, including natural therapies, meditation, yoga,
aromatherapy, music therapy, and Emotional Freedom Techniques (EFT). Among these, EFT
has gained particular attention as a hybrid intervention that combines acupressure—based
on stimulation of meridian points—with elements of cognitive restructuring [11]. During
EFT sessions, individuals focus on specific emotions or traumatic memories while tapping
on major meridian points of the body using their fingertips [11]. This approach integrates
concepts from traditional medicine with modern psychological techniques, offering a novel
and often rapid method for achieving emotional regulation and symptom relief [12].

The proposed mechanisms underlying EFI’s therapeutic effects encompass both
psychological processes—such as exposure and cognitive reframing—and physiological
regulation through acupressure. Notably, research has identified alterations in biological
markers such as cortisol levels and heart rate variability following EFT intervention [13].
EFT has demonstrated efficacy across a wide range of populations, including individuals
with chronic health conditions (e.g., fibromyalgia), students, healthcare professionals,
and the general public. Moreover, it is adaptable to various delivery formats, including
individual, group-based, and virtual platforms [12,13].

Empirical evidence suggests that EFT contributes to improvements in several psy-
chological outcomes, including reduced anxiety and depressive symptoms, decreased
post-traumatic stress disorder (PTSD) symptoms, and enhanced self-efficacy [14,15]. Its
rapid effect and non-reliance on medication have led to its growing adoption as a CAM
for anxiety disorders. Accordingly, the use of EFT has expanded into both clinical and
non-clinical domains. Millions of users engage with virtual EFT content through web-
sites, online sessions, and mobile applications annually [16], and its application has been
extended to fields such as education, organizational psychology, and sports performance.

In a study conducted by Clond et al. [1] in 2016, EFT was found to be effective in
reducing anxiety symptoms compared to both no-treatment and active control conditions.
However, since the review included RCTs focusing on PTSD and was conducted nearly a
decade ago, an updated systematic review specifically evaluating the effectiveness of EFT
for anxiety disorders is warranted. In line with the Diagnostic and Statistical Manual of Mental
Disorders, Fifth Edition (DSM-5), PTSD is categorized separately under trauma- and stressor-
related disorders and is no longer classified as an anxiety disorder [17]. In this review, we
examined clinical trials investigating the efficacy of EFT as an alternative intervention for
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anxiety disorders. This systematic review includes all relevant research published up to
February 2025, thereby encompassing studies conducted during the COVID-19 pandemic
period. We compared outcomes across studies, evaluated methodological limitations
and potential biases, and proposed strategies for enhancing the rigor of future research.
Through this, we aim to offer direction for the advancement of EFT-related research in the
field of anxiety treatment.

2. Materials and Methods
2.1. Protocol and Registration

This systematic review was prospectively registered with the International Prospective
Register of Systematic Reviews (PROSPERO; Registration No. CRD420251079708). The
review process adhered to the guidelines outlined in the Preferred Reporting Items for
Systematic Reviews and Meta-Analyses (PRISMA) statement [18] (see Supplementary
Materials Table S1 for the checklist).

2.2. Data Sources and Searches

A comprehensive literature search was performed across nine electronic databases:
MEDLINE via PubMed, EMBASE, Cochrane Central Register of Controlled Trials (CEN-
TRAL), CINAHL Plus, OASIS, KoreaMed, ScienceON, RISS, and the Korea Citation Index
(KCI). The search included studies published up to February 2025, with no language
restrictions applied.

Search terms included combinations of Medical Subject Headings (MeSH) and key-
words: (“emotional freedom technique” OR “tapping therapy”) AND (“anxiety” OR
“anxiety disorders”) AND (“clinical trial” OR “randomized controlled trial”). Detailed
search strategies for each database are presented in Supplementary Table S2.

2.3. Eligibility Criteria
2.3.1. Study Design

Only parallel-group randomized controlled trials (RCTs) were eligible for inclusion.
Studies employing crossover designs or lacking randomization were excluded.

2.3.2. Population

We included RCTs involving participants with symptoms of anxiety, regardless of
their underlying medical or psychological conditions. No restrictions were imposed based
on age, sex, or country. In line with the DSM-5, PTSD is categorized separately under
trauma- and stressor-related disorders and is no longer classified as an anxiety disorder [17];
therefore, studies exclusively targeting individuals with PTSD were excluded.

2.3.3. Interventions

Included studies evaluated EFT as the sole therapeutic intervention for anxiety. Tri-
als in which EFT was delivered in combination with other therapeutic modalities were
excluded. Only studies implementing EFT in accordance with the second edition of the
official EFT Manual were included; studies deviating from the protocol—such as tapping
on non-meridian points—were not considered [19].

2.3.4. Comparators

There were no limitations on the nature of control interventions. Acceptable compara-
tors included wait-list controls, breathing exercises, and CBT, among others.
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2.3.5. Outcome Measures

The primary outcome was anxiety symptom severity measured by validated psycho-
metric scales, such as the State-Trait Anxiety Inventory (STAI), Revised Children’s Manifest
Anxiety Scale (RCMAS), or the Symptom Assessment-45 (SA-45). The STAI is a widely
used self-report questionnaire that measures both situational (state) and general (trait)
anxiety levels in adults, consisting of separate scales for each dimension. The RCMAS
is a validated self-report inventory designed to assess anxiety symptoms in children and
adolescents, focusing on physiological anxiety, worry/oversensitivity, and social concerns.
The SA-45 is a brief, multidimensional self-report measure evaluating symptoms across
nine domains, including anxiety, depression, hostility, and somatization, commonly used
for clinical and research purposes.

Secondary outcomes included (1) psychological variables such as depression and
anger, (2) self-efficacy, (3) cortisol levels, (4) quality of life, and (5) adverse events.

2.4. Study Selection

Two reviewers (S.H.C. and S.-H.S.) independently screened the titles and abstracts of
all retrieved records to identify potentially eligible studies. Full texts of selected articles
were then reviewed against predefined inclusion criteria. Discrepancies at any stage were
resolved through discussion and consensus.

2.5. Data Extraction Process

Data from the eligible RCTs were independently extracted by two reviewers (S.H.C.
and S.-H.S.) using a standardized data extraction form developed in Microsoft Excel (Mi-
crosoft Corp., Redmond, WA, USA). Extracted information included study characteristics
(authors, publication year, and country), participant demographics, sample size, details of
the EFT and comparator interventions, outcome measures, main findings, and any reported
adverse events. Any disagreements were resolved by a third author (G.L.).

2.6. Risk of Bias Assessment

The methodological quality of the included RCTs was evaluated using the Cochrane
Risk of Bias (ROB) 2.0 tool [20]. This tool assesses potential bias across five domains:
randomization process, deviations from intended interventions, missing outcome data,
measurement of the outcome, and selection of the reported results. Each domain was
rated as “low risk”, “some concerns”, or “high risk”. Two reviewers (S.H.C. and S.-H.S.)
independently conducted the assessments, and any disagreements were discussed and
resolved with a corresponding author (G.L.).

2.7. Data Analysis and Synthesis

Due to significant heterogeneity in control interventions and outcome measures across
the included studies, a meta-analysis was not feasible. Therefore, we conducted a narrative
synthesis to qualitatively summarize and compare study findings.

3. Results
3.1. Study Selection and Characteristics

A total of 120 records were initially identified through database searches (Figure 1).
After excluding duplicate entries, review articles, and studies unrelated to either EFT or
anxiety, the full texts of 17 articles were assessed for eligibility. Following this screening
process, seven RCTs [21-27] met the inclusion criteria and were included in the final
analysis. Sample sizes in these studies ranged from 31 to 120 participants. The EFT
interventions varied considerably in both frequency and duration, spanning from a single-
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session format to daily sessions administered over an eight-week period. Control conditions
included no intervention, supportive interviews, CBT, breathing exercises, and progressive
muscle relaxation techniques. The seven included studies were conducted in the following
countries: Sweden [21], the United States [22,23], Turkey [24,26,27], and South Korea [25].
The characteristics of the seven included studies are summarized in Table 1.

—
Records identified
=
2 via English databases (n =117)
=
(=]
fg via Korean databases (n = 3)
g
=
| S—
v
e Studies after duplicates removed
= (n = 120)
L
S Excluded after screening titles and
»| abstracts (n=103)
— * Reviews (n=2)
o
* Not related to EFT or Anxiety
z  J (n=101)
= Full-text studies assessed for
"B T
- ehigibility (n=17
= gibility ( )
Excluded after reading the full text
. o| (n=10)
. + Study protocol (1 =2)
« RCTs but mixed interventions (n=7)
= . 9 o =
3 v Single-group study (n=1)
E
E Studies included in qualitative
synthesis (n =7)
S

Figure 1. PRISMA flow diagram of the study process. EFT: Emotional Freedom Techniques, PRISMA:
Preferred Reporting Items for Systematic Reviews and Meta-Analyses, RCTs: Randomized Con-
trolled Trials.
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Table 1. Characteristics of the included studies.

First

Patients’ Disease,

Auth Gender (M/F), Age Main Results
&l o)r (M =+ SD), Sample Size EFT Intervention Control Intervention Outcome Measurements (Between-Group Difference, Adverse Events
c ea: (Random- Mean + SD)
ountry ized/Analyzed)
1.
(1) p<0.05(E)74£45,
(€)9.7+55
(2) p<0.05(E)6.9 £44,
1.  Anxiety scale (HADS) (©)91+£51
(1) Anxiety 2.
(2) Depression (1) NS (p=0.30), (E)53.4 + 16.3,
2. Quality of life (SF-36) (C)46.1 +18.8
(1) Physical (2) p<0.01, (E)35.6 =325,
Brattberg G Fibromyalgia women functioning ) §§ (18§ 352(2)?%3) 38.6 L 174
(2008) with anxiety EFT’. n =26, total 56 No intervention, nn = (2) Role—physical Q) 2p6_6 :I: 15’ 6 ' " (E) No AEs occurred
Swed Gender: 0/62 sessions (once aday 5 (3) Bodily pain . ) (C) No AEs occurred
weden Age: 43.8 + 8.8 for 8 weeks) yp @4 NS (p=009),(E)46.7 £19.1,
211 Sample: 86/62 (4) General health (C)37.5 + 2322
(5) Vitality (5) p<0.05 (E)358 £21.7,
(6) Social functioning (C)18.1 + 164
(7) Role—emotional (6) p<0.05 (E)55.8£229,
(8) Mental health (C)42.7 £ 25.1
e (7) p<0.05, (E)65.4 +40.5,
3. Self-efficacy scale (GSE) (©) 472+ 460
(8 p<0.05 (E)66.9 %208,
(C)58.2+21.9

3. NS (p=0.10), (E) 31.6 + 458,
(C) 28.6 == 6.2
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Table 1. Cont.

First
Author
(Year)
Country

Patients’ Disease,
Gender (M/F), Age
(M =+ SD), Sample Size
(Random-
ized/Analyzed)

EFT Intervention

Control Intervention

Outcome Measurements

Main Results

(Between-Group Difference,

Mean =+ SD)

Adverse Events

Church D (2012)
United States
[22]

Non-clinical people with
anxiety

Gender: 17/66

Age: 51.3 £ 12.02
Sample: 83/83

EFT (n = 28), total 1
session

(C1) Supportive
interviews, n= 28,
total 1 session

(C2) No intervention,

n=27

1. Symptom assessment-45

(1) Anxiety

(2) Depression

(8) Hostility

(4) Interpersonal
sensitivity

(5) Obsessive—
compulsive

(6) Paranoid ideation

(7) Phobic anxiety

(8) Psychoticism

9) Somatization

(10) PST

(11) GSI

2. GSalivary cortisol level

L.
@

@

)

@)

©)

(6)

@)

®)

©)

(10)

)

p <0.001, (E) 49.25 + 0.9,
(C1) 55.94 + 0.9,

(C2) 54.44 + 0.94

p <0.01, (E) 51.05 + 0.72,
(C1) 54.59 + 0.73,

(C2) 54.67 + 0.75

p < 0.05, (E) 54.26 + 0.53,
(C1) 56.2 + 0.54,

(C2) 55.97 + 0.55

p < 0.001, (E) 50.93 + 0.59,
(C1) 53.88 & 0.61,

(C2) 54.17 £ 0.62

p <0.01, (E) 51.32 + 0.96,
(C1) 55.77 % 0.98,

(C2) 55.58 == 0.99

p <0.001, (E) 48,51 + 0.76,
(C1)53.01 £ 0.77,

(C2) 52.76 % 0.77

NS (p = 0.51), ()

59.84 - 0.48,

(C1) 60.58 + 0.48,

(C2) 60.45 + 0.49

p < 0.05, (E) 58.97 + 0.35,
(C1) 59.78 + 0.35,

(C2) 60.51 % 0.36

p <0.01, (E) 53.22 + 0.9, (C1)
54.26 + 0.9,

(C2) 57.36 = 0.93

p < 0.001, (E) 47.19 + 0.85,
(C1) 53.21 + 0.87,

(C2) 53.71 =+ 0.89

p < 0.001, (E) 46.62 + 0.88,
(C1) 52.56 + 0.9,

(C2) 53.48 = 0.93

2. p <0.05, not reported
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Table 1. Cont.

First

Patients’ Disease,

Author Gender (M/F), Age Main Results
(Year) (M =+ SD), Sample Size EFT Intervention Control Intervention Outcome Measurements (Between-Group Difference, Adverse Events
Count (Random- Mean + SD)
Ty ized/Analyzed)
(C1) Cognitive 1. (E)52.16 £9.23,
Gaesser AH Students with anxiety Behavioral Therapy, (C1) 54.82 = 5.81,
(2016) Gender: 18/45 (E) EFT, n =20, total ~ n =21, total 3 1. Anxiety scale (RCMAS) (C2)57.93 £+ 6.02, (E) No AEs occurred
United States Age: 10-18 3 sessions (5 months)  sessions (5 months) Evs C1)NS (1 = 0.18 (C) No AEs occurred
[23] Sample: 63/62 (C2) No intervention, (E vsC1) (p=018),
=21 (EvsC2)p<0.01,
(C1vsC2)NS (p=0.12)

Irmak Vural P (2019)
Turkey
[24]

Pregnant women with
anxiety

Gender: 0/120

Age: (E) 27.29 £ 3.97
(C1)27.51 - 4.65
(C2)27.36 £4.19
Sample: 120/120

(E) EFT (n = 35), total
9 sessions (latent
phase; the
intervention was
delivered three times
during each of the
active and transition
phases)

(C1) Breathing
Therapy (n = 35),
total sessions: n.r.
(The intervention
was administered as
needed whenever
uterine contractions
occurred)

(C2) No intervention
(n =50)

1.  Anxiety scale

o)
2
©)
©)

©)

W-DEQ-A
W-DEQ-B
SUDS in latent
hase
SUDS in active
hase
UDS in transition
phase

1.

(1) NS(p=0.861), (E)
56.40 + 16.20,
(C1)54.34 + 12.84, (c2)
55.16 £ 17.43

(2) p<0.01,(E)59.17 +18.52,
(C1) 59.57 + 18.76, (c2)
71.74 + 13.74

(3 NS (p=0.055) between (E)
1.91 +1.52
and (C1) 2.80 £+ 1.81

(4) p<0.001between (E)
2.51 +1.40
and (C1) 4.00 4+ 1.48

(5) p<0.001 between (E)
3.86 + 1.44
and (C1) 5.94 + 1.78




Healthcare 2025, 13, 2180

9of 17

Table 1. Cont.

First

Patients’ Disease,

Author Gender (M/F), Age Main Results
(Year) (M =+ SD), Sample Size EFT Intervention Control Intervention Outcome Measurements (Between-Group Difference, Adverse Events
Count (Random- Mean =+ SD)
Ty ized/Analyzed)
1.
(1) NS (p=0.947), (E)
47.73 £2.39,(C)49.44 £ 2.2
(2) NS(p=0.285), (E)
53.33 4+ 2.072,
(C) 48.75 = 8.87
2.
) (1) NS(p=0.627), (E)
Anxiety scale (STAI) 18.67 & 2.12, (C) 21.56 + 1.81
(1) State anxiety (2) p<0.05 (E)2433 21,
(2) Trait anxiety (C)25.13 + 1.66
STAXI (3 NS(p=0.087), (E)20 £ 1.2,
(1) State anger ©) 18'56 +0.83
Hwab * pati (2) Trait anger 4) NS (p=039), (E)
th}? yup% patients . ) . (3) Anger—controlled 18.53 + 5.07, (C) 18 £ 1.38
with anxiety _ rogressive muscle 5) NS (p = 0.873), (E
ggfﬁi Eg{régozo) Gender: 3/28 Eezz’l gn; (1(%122’:21 4 relaxation, n =16, 4) ﬁnger_PUt ©) 20.8(%7j: 0.87, ). (E) (E) No AEs occurred
[25] Age: (E)50 +13.31, week for 4 weeks) total 4 sessions (once (5) Anger—in (C) 20.06 + 0.92 (C) No AEs occurred
(C)49.67 + 12.20 a week for 4 weeks) Hwabyung scale 3.
sample: 40731 8% Sharacter (1) NS (p=083), (F) 392 + 1.89,
ymptom (C)37.75 £ 1.77
gfg Gome ViAS 2 NS (p=0.65), (E)40.6 + 1.93,
(C) 40.94 £ 2.18
(5) Psych VAS (3) NS (p=0.626), (E)
BDI 39.59 4+ 1.53,
(C) 40.44 + 2.42
(4) NS(p=0.788), (E)
29.07 4+ 0.82,
(C) 29.08 +2.08
(5) NS(p=0.691), (E)

29.01 + 127,
(C)27.04 £1.35

4. NS (p=0.19), (E) 27 + 1.65,
(C) 26.13 £ 3.01
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First Patients” Disease, .
Author Gender (M/F), Age , . Main Results
(Year) (M =+ SD), Sample Size EFT Intervention Control Intervention Outcome Measurements (Between-Group Difference, Adverse Events
Count (Random- Mean + SD)
Ty ized/Analyzed)
1.
. . 1.  Anxiety scale (1) p<0.001, (E)32.25 £ 4.67,
. Nurses with anxiety Y
Dincer B (2021) . _ . . _ C) 64.43 +7.68
Turkey gen.dgg.fs/ 249 . EFT (n = 35), total 1 13\170 intervention (n = 83 S;[JADIS 2) ; <) 0.001, (E) 2.85 + 1.21, oL
[26] € 29 : session ) (C) 7.40 + 1.53
Sample: 80/72 2. Burnout scale
2. p<0.001, (E) 2.48 & 1.06,
(C)3.43+0.76
1.
(1) p<0.001between (E) 3 (2-4)
and (C2) 8 (6-8)
p < 0.001 between (C1) 6
(5-6)
and (C2) 8 (6-8)
(2) p<0.001 between (E) 32
. (28.5-38)
Students with anxiety (C1) Breathing 1.  Anxiety scale ando(gg% gl.O4 (57—%81.5)52
i = 1 SUDS <0. etween
TD&?EE;B (2022) Gender: 8/68 EFT (n=25) total 1 [ herapy (1= 26), §2§ STATA {45-56) D .
[27] Age: 20.36 = 0.81 session (C2) No intervention 3) STAL2 and (C2) 61.04 (57-68.5) .I.
Sample: 78/76 (1 = 25) (4) SAS (3) NS, (p>0.05), (E) 36 (35-42),
(C1) 42 (35-42), (C2) 39.16
(35-42)
(4) p<0.001 between (E) 45
(38-52.5)
and (C2) 84 (68-86.5)
p < 0.001 between (C1) 60

(55.75-70.25)
and (C2) 84 (68-86.5) **

* Hwabyung is a culture-bound syndrome commonly observed in South Korea, characterized by chronic suppressed anger, somatic complaints, and emotional distress. ** The effect size
of EFT on speaking anxiety was larger than that of the Breathing Therapy (Cohen d > 0.8). AEs: Adverse Events, BDI: Beck Depression Inventory, (C): Control group, (E): Experimental
group, EFT: Emotional Freedom Techniques, GSE: General Self-Efficacy scale, GSI: General Symptom Index, HADS: Hospital Anxiety and Depression Scale, n.r.: not reported, NS: No
Significant differences between groups, PST: Positive Symptom Total, RCMAS: Revised Children’s Manifest Anxiety Scale—2, SAS: Speech Anxiety Scale, SE-36: 36-item Short Form
health survey, STAI: State-Trait Anxiety Inventory, STAXI: State-Trait Anger Expression Inventory, SUDS: Subjective Units of Distress Scale, VAS: Visual Analogue Scale, W-DEQ: Wijma
Delivery Expectancy/Experience Questionnaire.
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3.2. Participants

A total of 506 participants with anxiety symptoms were included across the seven
RCTs. Among them, 184 participants were assigned to the EFT intervention group, and 322
to the control groups. Two studies [21,25] involved clinical populations (fibromyalgia and
Hwabyung); four studies [22,23,26,27] included non-clinical populations such as students,
nurses, and the general public; and one study [24] focused on pregnant women.

3.3. EFT Interventions

The number of EFT sessions across the seven studies [21-27] ranged from 1 to 56, with
a mean of 10.7 sessions. The intervention period varied considerably, from a single day to
up to 10 months, indicating a wide range in treatment intensity and duration.

3.4. Control Interventions

Control conditions in the included trials were categorized into two types. First, six stud-
ies [21-24,26,27] included no-intervention groups. Second, five studies employed active
control groups, including supportive interviews [22], CBT [23], breathing therapy [24,27],
and progressive muscle relaxation [25]. Notably, four studies [22-24,27] included both
no-intervention and active control groups for comparison.

3.5. Effects of EFT
3.5.1. Primary Outcome
Anxiety Outcome

All six studies comparing EFT to no-intervention controls [21-24,26,27] reported
statistically significant reductions in anxiety symptoms in favor of EFT. In one study by
Church [22], a single EFT session led to significant improvements in anxiety (p < 0.01)
compared to supportive interviews. However, in another study [23], three EFT sessions
administered over five months did not yield statistically significant differences when
compared with CBT.

Two studies [24,27] compared EFT with breathing therapy. In pregnant women [24],
EFT significantly reduced anxiety as measured by Wijma Delivery Expectancy/Experience
Questionnaire (W-DEQ-B) and Subjective Units of Distress Scale (SUDS) during the active
and transition phases of labor (p < 0.01). Another study [27] demonstrated that both EFT
and breathing therapy significantly reduced anxiety (as measured by STAI, Speech Anxiety
Scale (SAS), and SUDS; all p < 0.001) compared to no intervention, with EFT showing a
larger effect size for speech anxiety (Cohen’s d > 0.8). In the study involving Hwabyung
patients [25], four EFT sessions showed comparable effects to progressive muscle relaxation,
with no statistically significant difference between the two groups in anxiety outcomes.

3.5.2. Secondary Outcomes
Psychological Indicators (Depression and Anger)

Three studies [21,22,25] assessed psychological variables. EFT significantly reduced
depression symptoms compared to no intervention in two studies [21,22]. When compared
to active controls, one study [22] found a significant difference favoring EFT over supportive
interviews, whereas another study [25] reported no significant differences between EFT and
progressive muscle relaxation. In Kwak’s study [25], a significant reduction was observed
only in trait anger (p < 0.05) following EFT, with no difference for other anger dimensions.
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Self-Efficacy

In the fibromyalgia patient group [21], daily EFT sessions over eight weeks did not lead
to a statistically significant improvement in self-efficacy compared to the no-intervention
group (p = 0.10).

Cortisol Levels

Church et al. [22] reported a significant reduction in salivary cortisol following a single
EFT session compared to both supportive interviews and no intervention (p < 0.05).

Quality of Life

Brattberg [21] found statistically significant improvements in five out of eight quality
of life domains—including role—physical, vitality, social functioning, role—emotional, and
mental health (all p < 0.05)—following EFT.

Adverse Events

Only three studies [21,23,25] reported adverse events (AEs), and none reported
any occurrences in either the intervention or control groups. The remaining four
studies [22,24,26,27] did not report on AEs.

3.6. Risk of Bias

Among the seven RCTs included in this review, the overall ROB was judged as “some
concerns” in the majority of studies (n = 5, 71.4%) (Figure 2). One study was rated as
having a low ROB, while another was assessed as high ROB. In five studies [22,24-27],
outcome measurement was rated as “some concerns” primarily due to the lack of assessor
blinding and reliance on self-reported data, which may introduce subjective bias. In
contrast, one study [23] was assessed as having a low ROB across all domains, owing to
its rigorous design, well-implemented intervention, low attrition rate, independent and
blinded pre-post assessments, and comprehensive reporting of outcomes.

Risk of bias domains
D1 | b2 | p3 | Da | D5 |Overall
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D1: Bias arising from the randomization process. .
D2: Bias due to deviations from intended intervention. . High
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D4: Bias in measurement of the outcome.
D5: Bias in selection of the reported result. . Low

Figure 2. Risk of bias assessment for included clinical studies [21-27].
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4. Discussion
4.1. Main Findings and Implications

This systematic review evaluated the effectiveness and safety of EFT as a treatment
for anxiety disorders. Seven RCTs were included. All six studies comparing EFT with no
intervention [21-24,26,27] demonstrated statistically significant improvements in anxiety
symptoms in the EFT groups. However, in the only study comparing EFT with CBT [23],
no significant difference was observed between the two interventions. In contrast, one
trial [24] reported that EFT was significantly more effective than breathing therapy in
reducing anxiety symptoms among pregnant women, and another study [27] found that
although both EFT and breathing therapy outperformed no intervention, EFT yielded a
greater effect size, particularly in reducing speaking anxiety.

The ROB assessment indicated that several included studies exhibited either a high
ROB or raised some concerns across key methodological domains, including randomization
procedures [21,22,24], deviations from intended interventions [21,22,25], missing outcome
data [21,25], outcome measurement [21,22,24-27], and selective reporting of results [21].
These methodological weaknesses may have introduced performance and detection bi-
ases, potentially inflating the estimated effects of EFT on anxiety outcomes [28]. As such,
the findings of this review should be interpreted with caution, considering the possible
influence of these limitations on the reported effectiveness of EFT. To build a more robust
evidence base, future studies should employ rigorous randomized controlled trial designs
with methodological safeguards to minimize bias.

Over the past two decades, the field of EFT research has undergone significant method-
ological refinement. Early studies were often constrained by small sample sizes, hetero-
geneous intervention protocols, and the absence of rigorous control conditions, thereby
limiting both cross-study comparability and the generalizability of results [12]. In con-
trast, more recent investigations—including several highlighted in this review—have
increasingly implemented standardized EFT protocols within well-powered, parallel-group
randomized controlled trials [29]. This shift toward greater methodological rigor facilitates
meta-analytic integration and enhances the alignment of EFT research with evidence-based
medical standards. Furthermore, contemporary trials have begun to focus on clinically rele-
vant populations, incorporate active control groups (e.g., breathing therapy or progressive
muscle relaxation), and utilize validated, standardized outcome measures. Collectively,
these advancements reflect a broader movement toward enhanced scientific validity and
reproducibility within EFT research. As such, EFT is approaching a level of methodological
consistency that supports its potential integration into conventional healthcare systems,
including clinical guideline development, insurance reimbursement frameworks, and
interdisciplinary treatment models.

In South Korea, EFT was officially recognized as a new medical technology in 2017 and
has been listed as a non-reimbursed intervention under the National Health Insurance sys-
tem for the treatment of PTSD [30]. This recognition suggests that the Korean government
acknowledges EFT as a standardized clinical procedure with therapeutic potential for PTSD.
Although currently not reimbursed, such designation represents a transitional phase before
full insurance coverage. With further evidence, EFT may eventually be covered by national
insurance, allowing broader access. Given that anxiety disorders are more prevalent than
PTSD and have a high potential for clinical application, the need for additional research
is evident.

4.2. Limitations and Strengths

A notable strength of this systematic review is the inclusion of studies that employed
a relatively standardized EFT protocol, enhancing its credibility as an evidence-based
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therapeutic option. This review is subject to several limitations. One notable issue is
the considerable heterogeneity in the number and duration of EFT sessions across the
included studies. For instance, one study [21] delivered an extensive protocol consisting of
56 online self-help sessions over an 8-week period—an approach that markedly deviates
from the intervention formats used in other trials. In contrast, the majority of studies
implemented substantially shorter protocols, with the total number of EFT sessions ranging
from one to nine, typically administered over briefer time frames (e.g., a single session or
weekly sessions over four weeks). This variability limits direct comparison across studies
and suggests that findings from shorter interventions may not be generalizable to those
employing prolonged or intensive EFT protocols. Secondly, due to heterogeneity in anxiety
measurement tools and reporting formats, a meta-analysis could not be conducted. Future
research should adopt standardized outcome measures for anxiety and provide detailed
statistical data (e.g., mean values, standard deviations, confidence intervals) to facilitate
quantitative synthesis. Ideally, these data should be made available in supplementary
materials to enhance the reproducibility and utility of future meta-analyses. Thirdly, only
one study was rated as having a low overall ROB, while the remaining six studies were
assessed as having “some concerns”, particularly in the outcome measurement domain.
This issue stems from the exclusive use of self-reported scales for anxiety assessment, which
are subject to potential measurement bias [31]. Incorporating objective biological markers
such as salivary cortisol, serum serotonin, or inflammatory markers (e.g., IL-6, TNF-o) may
enhance the reliability and validity of outcome assessments [32-34].

4.3. Future Perspectives

In clinical practice, anxiety disorders are typically addressed through a multimodal ap-
proach that combines pharmacotherapy, psychotherapy (e.g., CBT), lifestyle modifications,
and behavioral interventions tailored to the patient’s condition [35]. Thus, future studies
should investigate the effectiveness of EFT as an adjunct to conventional therapies and
identify optimal combination strategies. This review included RCTs published up to Febru-
ary 2025, encompassing studies conducted during the COVID-19 pandemic. Although
none of the included trials specifically targeted individuals diagnosed with COVID-19, a
single-arm clinical study by Tambunan et al. [36] investigated the effects of EFT in this
population. The study reported statistically significant reductions in both anxiety and
depression following the intervention. These preliminary findings suggest that EFT may
hold potential in managing psychological distress among COVID-19 patients. Further
research is warranted to strengthen the clinical evidence base and explore the applicability
of EFT across diverse contexts and conditions.

The inherent flexibility of EFT supports its integration across a wide range of delivery
modalities, including mobile applications, digital health platforms [37,38], group-based
programs, self-help formats [22], and as an adjunctive intervention within psychothera-
peutic settings [39]. EFT has also been implemented in various institutional contexts such
as medical, educational, workplace, and correctional environments [8]. In particular, the
increased adoption of telehealth and digital platforms during and after the COVID-19
pandemic has expanded the accessibility and scalability of EFT beyond traditional clinical
settings [38]. This diversity in application underscores the method’s broad generalizability
and adaptability, positioning it as a potentially valuable tool for both treatment and pre-
vention of anxiety-related symptoms across heterogeneous populations. Moving forward,
research should aim to optimize EFT delivery for each modality, identify the specific sub-
groups that benefit most, and develop standardized protocols to facilitate its integration
into comprehensive, multidisciplinary approaches to anxiety management.
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5. Conclusions

This systematic review evaluated the efficacy and safety of EFT for anxiety disorders
by conducting a comprehensive search of nine electronic databases. Seven RCTs comprising
506 participants met the inclusion criteria. The study populations comprised both clinical
groups—including individuals with fibromyalgia, pregnant women, and patients with
Hwabyung—and non-clinical cohorts, such as students and nurses. The intensity of
interventions ranged from a single session to as many as 56 sessions, with control groups
including no treatment, supportive counseling, CBT, breathing exercises, and progressive
muscle relaxation.

Compared to no-treatment controls, six studies demonstrated that EFT significantly
reduced anxiety symptoms. When evaluated against active controls, EFT showed compara-
ble or superior benefits relative to breathing exercises and progressive muscle relaxation,
while no significant difference was observed compared to CBT. Importantly, no serious
adverse events were reported across the studies. Nevertheless, most trials raised some
concerns regarding ROB, largely due to reliance on self-reported measures and limited
assessor blinding. The heterogeneity in populations, interventions, and outcome assess-
ments precluded a formal meta-analysis. Overall, EFT appears to be a safe and rapidly
effective complementary intervention for anxiety reduction. However, further rigorously
designed, adequately powered RCTs with standardized protocols and objective outcome
measures are needed to confirm its comparative effectiveness and clarify its role alongside
conventional treatments.

Supplementary Materials: The following supporting information can be downloaded at https:
/ /www.mdpi.com/article/10.3390/healthcare13172180/s1: Table S1: PRISMA checklist; Table S2:
Search strategies and search terms used in each database.

Author Contributions: Conceptualization, S H.C., S.-H.S. and G.L.; methodology, S H.C. and
S.-H.S.; software, S.-H.S.; validation, S.-H.S.; formal analysis, S.-H.S.; investigation, S.-H.S.; re-
sources, S.H.C. and S.-H.S.; data curation, S.H.C. and S.-H.S.; writing—original draft preparation,
S.H.C. and S.-H.S.; writing—review and editing, G.L.; visualization, S.-H.S.; supervision, G.L.; project
administration, G.L.; funding acquisition, G.L. All authors have read and agreed to the published
version of the manuscript.

Funding: This research received no external funding.
Institutional Review Board Statement: Not applicable.
Informed Consent Statement: Not applicable.

Data Availability Statement: The raw data supporting the conclusions of this article will be made
available by the authors on request.

Conflicts of Interest: The authors declare no conflicts of interest.

1.  Clond, M. Emotional Freedom Techniques for Anxiety: A Systematic Review with Meta-Analysis. . Nerv. Ment. Dis. 2016, 204,

388-395. [CrossRef]

2. Javaid, S.F; Hashim, I.].; Hashim, M.].; Stip, E.; Samad, M.A.; Al Ahbabi, A. Epidemiology of Anxiety Disorders: Global Burden
and Sociodemographic Associations. Middle East Curr. Psychiatry 2023, 30, 44. [CrossRef]

3.  Baxter, A.J.; Scott, KM.; Vos, T.; Whiteford, H.A. Global Prevalence of Anxiety Disorders: A Systematic Review and Meta-
Regression. Psychol. Med. 2013, 43, 897-910. [CrossRef]

4. Delpino, EM.; da Silva, C.N.; Jerénimo, J.S.; Mulling, E.S.; da Cunha, L.L.; Weymar, M.K.; Alt, R.; Caputo, E.L.; Feter, N. Prevalence
of Anxiety during the COVID-19 Pandemic: A Systematic Review and Meta-Analysis of over 2 Million People. |. Affect. Disord.
2022, 318, 272-282. [CrossRef]


https://www.mdpi.com/article/10.3390/healthcare13172180/s1
https://www.mdpi.com/article/10.3390/healthcare13172180/s1
https://doi.org/10.1097/NMD.0000000000000483
https://doi.org/10.1186/s43045-023-00315-3
https://doi.org/10.1017/S003329171200147X
https://doi.org/10.1016/j.jad.2022.09.003

Healthcare 2025, 13, 2180 16 of 17

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31.

Craske, M.G,; Stein, M.B.; Eley, T.C.; Milad, M.R.; Holmes, A.; Rapee, R.M.; Wittchen, H.-U. Anxiety Disorders. Nat. Rev. Dis.
Primers 2017, 3, 17024. [CrossRef]

Locke, A.B.; Kirst, N.; Shultz, C.G. Diagnosis and Management of Generalized Anxiety Disorder and Panic Disorder in Adults.
Am. Fam. Physician 2015, 91, 617-624. [PubMed]

Szuhany, K.L.; Simon, N.M. Anxiety Disorders: A Review. JAMA 2022, 328, 2431-2445. [CrossRef] [PubMed]

Russ, T.C.; Stamatakis, E.; Hamer, M.; Starr, ].M.; Kiviméki, M.; Batty, G.D. Association between psychological distress and
mortality: Individual participant pooled analysis of 10 prospective cohort studies. BMJ 2012, 345, e4933. [CrossRef]
Jakubovski, E.; Johnson, J.A.; Nasir, M.; Miiller-Vahl, K.; Bloch, M.H. Systematic Review and Meta-Analysis: Dose-Response
Curve of SSRIs and SNRIs in Anxiety Disorders. Depress. Anxiety 2019, 36, 198-212. [CrossRef] [PubMed]

Carpenter, J.K.; Andrews, L.A.; Witcraft, SM.; Powers, M.B.; Smits, J.A.].; Hofmann, S.G. Cognitive Behavioral Therapy for
Anxiety and Related Disorders: A Meta-Analysis of Randomized Placebo-Controlled Trials. Depress. Anxiety 2018, 35, 502-514.
[CrossRef]

Mollon, P. Psychoanalytic Energy Psychotherapy; Karnac Books: London, UK, 2005.

Church, D.; Stapleton, P.; Vasudevan, A.; O’Keefe, T. Clinical EFT as an Evidence-Based Practice for the Treatment of Psychological
and Physiological Conditions: A Systematic Review. Front. Psychol. 2022, 13, 951451. [CrossRef]

Bach, D.; Groesbeck, G.; Stapleton, P.; Sims, R.; Blickheuser, K.; Church, D. Clinical EFT (Emotional Freedom Techniques)
Improves Multiple Physiological Markers of Health. |. Evid. Based Integr. Med. 2019, 24, 2515690X18823691. [CrossRef] [PubMed]
Nelms, J.A.; Castel, L. A Systematic Review and Meta-Analysis of Randomized and Nonrandomized Trials of Clinical Emotional
Freedom Techniques (EFT) for the Treatment of Depression. Explore 2016, 12, 416-426. [CrossRef]

Church, D.; Vasudevan, A.; De Foe, A.; Lovegrove, R. Money Attitudes after Clinical Emotional Freedom Techniques: Psychologi-
cal Change in a Virtual vs In-Person Group. Adv. Mind Body Med. 2023, 37, 4-14. [PubMed]

Sebastian, B.; Nelms, J. The Effectiveness of Emotional Freedom Techniques in the Treatment of Posttraumatic Stress Disorder: A
Meta-Analysis. Explore 2017, 13, 16-25. [CrossRef]

American Psychiatric Association; DSM-5 Task Force. Diagnostic and Statistical Manual of Mental Disorders: DSM-5™, 5th ed.;
American Psychiatric Publishing: Arlington, VA, USA, 2013.

Page, M.].; McKenzie, J.E.; Bossuyt, PM.; Boutron, I.; Hoffmann, T.C.; Mulrow, C.D.; Shamseer, L.; Tetzlaff, ] M.; Akl, E.A,;
Brennan, S.E.; et al. The PRISMA 2020 Statement: An Updated Guideline for Reporting Systematic Reviews. BM]J 2021, 372, n71.
[CrossRef]

Craig, G. The EFT Manual, 2nd ed.; Energy Psychology Press: Santa Rosa, CA, USA, 2011.

Sterne, J.A.C.; Savovig, J.; Page, M.].; Elbers, R.G.; Blencowe, N.S.; Boutron, I.; Cates, C.J.; Cheng, H.Y.; Corbett, M.S.; Eldridge,
S.M,; et al. RoB 2: A Revised Tool for Assessing Risk of Bias in Randomized Trials. BMJ 2019, 366, 14898. [CrossRef]

Brattberg, G. Self-Administered EFT (Emotional Freedom Techniques) in Individuals with Fibromyalgia: A Randomized Trial.
Integr. Med. 2008, 7, 30-35.

Church, D.; Yount, G.; Brooks, A.J. The Effect of Emotional Freedom Techniques on Stress Biochemistry: A Randomized Controlled
Trial. J. Nerv. Ment. Dis. 2012, 200, 891-896. [CrossRef] [PubMed]

Gaesser, A.H.; Karan, O.C. A Randomized Controlled Comparison of Emotional Freedom Technique and Cognitive-Behavioral
Therapy to Reduce Adolescent Anxiety: A Pilot Study. J. Altern. Complement. Med. 2017, 23, 102-108. [CrossRef]

Irmak Vural, P,; Aslan, E. Emotional Freedom Techniques and Breathing Awareness to Reduce Childbirth Fear: A Randomized
Controlled Study. Complement. Ther. Clin. Pract. 2019, 35, 224-231. [CrossRef]

Kwak, H.Y.; Choi, E.J.; Kim, J.W.; Suh, HW.; Chung, S.Y. Effect of the Emotional Freedom Techniques on Anger Symptoms in
Hwabyung Patients: A Comparison with the Progressive Muscle Relaxation Technique in a Pilot Randomized Controlled Trial.
Explore 2020, 16, 170-177. [CrossRef]

Dincer, B.; Inangil, D. The Effect of Emotional Freedom Techniques on Nurses’ Stress, Anxiety, and Burnout Levels during the
COVID-19 Pandemic: A Randomized Controlled Trial. Explore 2021, 17, 109-114. [CrossRef] [PubMed]

Dincer, B.; Ozgelik, SK.; Ozer, Z.; Bahgecik, N. Breathing Therapy and Emotional Freedom Techniques on Public Speaking
Anxiety in Turkish Nursing Students: A Randomized Controlled Study. Explore 2022, 18, 226-233. [CrossRef] [PubMed]
Munder, T.; Barth, J. Cochrane’s Risk of Bias Tool in the Context of Psychotherapy Outcome Research. Psychother. Res. 2018, 28,
347-355. [CrossRef]

Church, D,; Stapleton, P.; Mollon, P,; Feinstein, D.; Boath, E.; Mackay, D.; Sims, R. Guidelines for the Treatment of PTSD Using
Clinical EFT (Emotional Freedom Techniques). Healthcare 2018, 6, 146. [CrossRef] [PubMed]

Choi, Y.; Kim, Y,; Choi, S.; Choi, Y.E.; Kwon, O.; Kwon, D.H.; Lee, S.H.; Cho, S.H.; Kim, H. Emotional Freedom Technique versus
Written Exposure Therapy versus Waiting List for Post-Traumatic Stress Disorder: Protocol for a Randomised Clinical MRI Study.
BM]J Open 2023, 13, e070389. [CrossRef]

Adams, A S.; Soumerai, S.B.; Lomas, J.; Ross-Degnan, D. Evidence of Self-Report Bias in Assessing Adherence to Guidelines. Int.
J. Qual. Health Care 1999, 11, 187-192. [CrossRef]


https://doi.org/10.1038/nrdp.2017.24
https://www.ncbi.nlm.nih.gov/pubmed/25955736
https://doi.org/10.1001/jama.2022.22744
https://www.ncbi.nlm.nih.gov/pubmed/36573969
https://doi.org/10.1136/bmj.e4933
https://doi.org/10.1002/da.22854
https://www.ncbi.nlm.nih.gov/pubmed/30479005
https://doi.org/10.1002/da.22728
https://doi.org/10.3389/fpsyg.2022.951451
https://doi.org/10.1177/2515690X18823691
https://www.ncbi.nlm.nih.gov/pubmed/30777453
https://doi.org/10.1016/j.explore.2016.08.001
https://www.ncbi.nlm.nih.gov/pubmed/38345770
https://doi.org/10.1016/j.explore.2016.10.001
https://doi.org/10.1136/bmj.n71
https://doi.org/10.1136/bmj.l4898
https://doi.org/10.1097/NMD.0b013e31826b9fc1
https://www.ncbi.nlm.nih.gov/pubmed/22986277
https://doi.org/10.1089/acm.2015.0316
https://doi.org/10.1016/j.ctcp.2019.02.011
https://doi.org/10.1016/j.explore.2019.08.006
https://doi.org/10.1016/j.explore.2020.11.012
https://www.ncbi.nlm.nih.gov/pubmed/33293201
https://doi.org/10.1016/j.explore.2020.11.006
https://www.ncbi.nlm.nih.gov/pubmed/33309466
https://doi.org/10.1080/10503307.2017.1411628
https://doi.org/10.3390/healthcare6040146
https://www.ncbi.nlm.nih.gov/pubmed/30545069
https://doi.org/10.1136/bmjopen-2022-070389
https://doi.org/10.1093/intqhc/11.3.187

Healthcare 2025, 13, 2180 17 of 17

32.

33.

34.

35.

36.

37.

38.

39.

Hek, K.; Direk, N.; Newson, R.S.; Hofman, A.; Hoogendijk, W.J.G.; Mulder, C.L.; Tiemeier, H. Anxiety Disorders and Salivary
Cortisol Levels in Older Adults: A Population-Based Study. Psychoneuroendocrinology 2013, 38, 300-305. [CrossRef]

Los, K.; Waszkiewicz, N. Biological Markers in Anxiety Disorders. J. Clin. Med. 2021, 10, 1744. [CrossRef]

Humer, E; Pieh, C.; Probst, T. Metabolomic Biomarkers in Anxiety Disorders. Int. J. Mol. Sci. 2020, 21, 4784. [CrossRef]
Gautam, S.; Jain, A.; Gautam, M.; Vahia, V.N.; Gautam, A. Clinical Practice Guidelines for the Management of Generalized
Anxiety Disorder (GAD) and Panic Disorder (PD). Indian ]. Psychiatry 2017, 59 (Suppl. 1), S67-S73. [CrossRef]

Tambunan, M.B.; Suwarni, L.; Setiawati, L.; Mardjan, M. EFT (Emotional Freedom Technique) as an Alternative Therapy to
Reduce Anxiety Disorders and Depression in People Who Are Positive for COVID-19. J. Psiko. Stud. 2022, 11, 59-68. [CrossRef]
Mantri, M.; Sunder, G.; Kadam, S.; Abhyankar, A. A Perspective on Digital Health Platform Design and Its Implementation at
National Level. Front. Digit. Health 2024, 6, 1260855. [CrossRef] [PubMed]

Goldberg, S.B.; Lam, S.U.; Simonsson, O.; Torous, J.; Sun, S. Mobile Phone-Based Interventions for Mental Health: A Systematic
Meta-Review of 14 Meta-Analyses of Randomized Controlled Trials. PLOS Digit. Health 2022, 1, e€0000002. [CrossRef] [PubMed]
Church, D.; Stapleton, P; Sabot, D. App-Based Delivery of Clinical Emotional Freedom Techniques: Cross-Sectional Study of App
User Self-Ratings. JMIR Mhealth Uhealth 2020, 8, €18545. [CrossRef] [PubMed]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual

author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to

people or property resulting from any ideas, methods, instructions or products referred to in the content.


https://doi.org/10.1016/j.psyneuen.2012.06.006
https://doi.org/10.3390/jcm10081744
https://doi.org/10.3390/ijms21134784
https://doi.org/10.4103/0019-5545.196975
https://doi.org/10.30872/psikostudia.v11i1.7104
https://doi.org/10.3389/fdgth.2024.1260855
https://www.ncbi.nlm.nih.gov/pubmed/38665619
https://doi.org/10.1371/journal.pdig.0000002
https://www.ncbi.nlm.nih.gov/pubmed/35224559
https://doi.org/10.2196/18545
https://www.ncbi.nlm.nih.gov/pubmed/32862128

	Introduction 
	Materials and Methods 
	Protocol and Registration 
	Data Sources and Searches 
	Eligibility Criteria 
	Study Design 
	Population 
	Interventions 
	Comparators 
	Outcome Measures 

	Study Selection 
	Data Extraction Process 
	Risk of Bias Assessment 
	Data Analysis and Synthesis 

	Results 
	Study Selection and Characteristics 
	Participants 
	EFT Interventions 
	Control Interventions 
	Effects of EFT 
	Primary Outcome 
	Secondary Outcomes 

	Risk of Bias 

	Discussion 
	Main Findings and Implications 
	Limitations and Strengths 
	Future Perspectives 

	Conclusions 
	References

