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Abstract 

Empirical support for the use of Therapist-Assisted Internet-Delivered Cognitive 

Behavioural Therapy (TAICBT) for the treatment of generalized anxiety disorder (GAD) 

has been rapidly growing. Research has generally supported the inclusion of therapeutic 

guidance in TAICBT; however, the specific role of the internet therapist is yet to be well 

understood. The current study aimed to enhance understanding of the nature of therapist-

assistance by examining: 1) therapist behaviours in emails sent to clients treated with 

TAICBT for GAD and the extent to which these qualitatively overlap with behaviours 

described in face-to-face therapy; and 2) if therapist behaviours in the current study 

(using a larger and more diverse therapist sample) compared to therapist behaviours 

reported in a past study of TAICBT for GAD (Paxling et al., 2013). The relationship 

between therapist behaviours and treatment outcome, treatment satisfaction, and 

therapeutic alliance was also examined. Data was collected as part of an open trial 

investigating a 12 module TAICBT program delivered to 107 clients seeking treatment 

for symptoms of GAD. TAICBT was provided by 21 registered therapists or 31 graduate 

students; therapist-assistance was delivered through secure e-mails. The Generalized 

Anxiety Disorder-7 (GAD-7), Penn State Worry Questionnaire (PSWQ), and Patient 

Health Questionnaire-9 (PHQ-9) were administered pre-, mid-, and post-treatment and 

the Therapeutic Alliance Questionnaire (TAQ) was administered mid- and post-

treatment. Data analysis occurred in two stages: 1) qualitative content analysis of 

therapist e-mails sent to clients in order to identify therapist behaviours and 2) 

quantitative analysis using the results of the qualitative analysis and client outcome data. 

Nineteen therapist behaviours were coded and these behaviours qualitatively overlapped 
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with therapist behaviours observed in face-to-face therapy literature. Alliance Bolstering 

was the most frequently coded therapist behaviour. Eight therapist behaviours were 

found that largely overlapped with behaviours reported by Paxling et al. (2013); 

however, the frequency of these behaviours varied substantially between studies. 

Questionnaire Feedback was significantly and negatively associated with change scores 

on both the GAD-7 (r = -.266) and the PSWQ (r = -.296) at post-treatment, reflecting 

that therapists provided more frequent feedback on weekly mood ratings and self-report 

questionnaires when clients demonstrated less improvement on the GAD-7 and PSWQ. 

Post-treatment change scores on the PSWQ were also negatively associated with 

Psychoeducation (r = -.311) and Task Prompting (r = -.305), reflecting that these 

therapist behaviours were also more frequent when clients demonstrated less 

improvement on the PSWQ. Repair of Potential Alliance Ruptures was the only therapist 

behaviour that was significantly and positively associated with higher client ratings of 

enjoyment communicating with their therapist (r = .267) and scores on the TAQ (r = 

.267). No significant correlations were found between treatment outcome, treatment 

satisfaction, and therapeutic alliance. Therapist e-mails received during the first two 

modules by treatment completers contained significantly more instances of statements 

coded as Course Procedure and Goal Setting than e-mails received during the first two 

modules by treatment non-completers. Overall, preliminary evidence was found to 

suggest that: 1) there is both overlap and variability in terms of therapist-assistance 

provided in face-to-face therapy and across different TAICBT programs, and 2) the 

relationship between therapist behaviours, treatment outcome, therapeutic alliance, and 

treatment satisfaction is complex and needs to be examined further.  
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CHAPTER 1: Introduction 

1.1 Overview 

Generalized Anxiety Disorder (GAD) affects the lives of many Canadians 

(Pearson, Janz, & Ali, 2013).  Despite the fact that empirically supported treatments, 

such as cognitive behavioural therapy (CBT), have been widely established for GAD, 

many individuals continue to report barriers to accessing appropriate treatment (Kohn, 

Saxena, Levav, & Saraceno, 2004). Therefore, in order to decrease unnecessary suffering 

among individuals with undertreated GAD, research is needed to explore both the 

existing barriers to treatment and possible solutions to improving access to appropriate 

psychological care.  

In the literature review that follows, a discussion of the prevalence of mental 

disorders in general and GAD in particular will be followed by a review of the evidence 

for the efficacy of CBT for GAD. Next, the issue of the undertreatment of mental 

disorders, particularly GAD, will be addressed, followed by a review of identified 

barriers to accessing treatment. The review will then transition into a discussion of the 

use of internet-delivered therapy as one method of improving access to psychological 

treatment. More specifically, the following review will focus on one type of internet 

intervention, Therapist-Assisted Internet-delivered Cognitive Behavioural Therapy 

(TAICBT). Evidence to support the effectiveness of TAICBT for GAD will be 

presented, followed by a review of the importance of therapist guidance in TAICBT. In 

order to assist in determining the specific role of the therapist in TAICBT and the impact 

of the therapist in terms of treatment outcome, a brief review of the literature on therapist 

factors in face-to-face therapy will first be presented, followed by a review of therapist 
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factors in TAICBT. Finally, the limitations in our current knowledge regarding therapist 

behaviours in TAICBT will be presented, contributing to the argument for the need for 

additional research.  

1.2 Prevalence of Mental Disorders 

Mental illness negatively affects the lives of many people across the globe. 

According to a prevalence study completed by Kessler, Berglund, Demler, Jin, and 

Walters (2005), approximately 46% of American citizens will suffer from at least one 

mental disorder in their lifetime, 28% will suffer from two or more mental disorders in 

their lifetime and 17% will suffer from three or more. High rates of mental illness have 

been found in other countries as well (Bijl et al., 2003). For example, Bijl et al. (2003) 

found that approximately 17-29% of survey respondents across five countries (Canada, 

Chile, Germany, the Netherlands, and the United States) reported suffering from a 

mental disorder in the previous 12 months. Recent research from Statistics Canada has 

also confirmed high prevalence rates of mental health disorders in Canada, particularly 

depression, anxiety, and substance use (Pearson et al., 2013). Amongst the mental 

disorders currently recognized by the Diagnostic and Statistical Manual of Mental 

Disorders (5th ed.; DSM-5; American Psychiatric Association, 2013), mood and anxiety 

disorders are the most commonly experienced amongst the general population (Kessler 

et al., 2005).  

1.3 Generalized Anxiety Disorder (GAD) 

Among the anxiety disorders, generalized anxiety disorder (GAD) deserves 

specific attention because of growing research that demonstrates not only the common 

occurrence of this anxiety disorder, but also the overall burden that GAD has on the lives 
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of those who suffer with this disorder (American Psychiatric Association, 2013; Haller, 

Cramer, Lauche, Gass, & Dobos, 2014; Kessler, Keller, & Wittchen, 2001; Kessler & 

Wittchen, 2002; Koerner et al., 2004; Pearson et al., 2013). GAD is characterized by 

persistent and excessive worry and anxiety about multiple activities or events that causes 

significant distress or impairment (American Psychiatric Association, 2013). The 

lifetime prevalence of GAD is cited at 5% in the DSM-5 (American Psychiatric 

Association, 2013) and has previously been demonstrated to be as high as 7% (Kessler et 

al., 2001; Kessler & Wittchen, 2002). A Canadian Community Health Survey conducted 

through Statistics Canada found that 8.7% of Canadians reported meeting the criteria for 

GAD in their lifetime (Pearson et al., 2013; Statistics Canada, 2013).  

GAD often has a long-term and unremitting course associated with significant 

psychological and physiological impairment (Kessler et al., 2001; Koerner et al., 2004). 

A number of studies have found that GAD (as well as subthreshold symptoms of GAD)  

is one of the most common presenting mental health concerns in primary care settings 

and results in work impairment (e.g., missed days) comparable to such severe health 

conditions as cancer (see reviews by Haller et al., 2014; Koerner et al., 2004). GAD is 

also associated with high rates of comorbidity with other mental disorders (Kessler et al., 

2001), particularly depression (Brown, Campbell, Lehman, Grisham, & Mancill, 2001). 

The high prevalence rates of mental disorders in general, and anxiety disorders in 

particular, have led researchers to focus their efforts on first of all, establishing 

empirically supported treatments and second of all, determining the best ways to 

disseminate these treatments and make them accessible to the individuals who could 

benefit from them the most. The current review will focus specifically on the evidence 
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for the effectiveness of one type of psychological treatment for the reduction of 

symptoms of GAD: Cognitive Behavioural Therapy (CBT).   

1.3.1 Efficacy of CBT for GAD. In a recent meta-analysis of 41 studies 

involving psychological treatments for GAD (the majority of the studies included 

examined the effects of CBT), Cuijpers et al. (2014) found that the pooled effect size of 

the treatment groups compared with control groups was large. Cuijpers et al. (2014) also 

found evidence that CBT showed lasting effects at follow-up as well as some evidence 

for superiority over other interventions, particularly applied relaxation. Due to the 

limited number of studies available directly comparing CBT to other psychological 

interventions and psychopharmacology, Cuijpers et al. (2014) were unable to draw 

conclusions about the differential effects. However, in terms of psychological 

interventions, CBT is typically considered the “gold standard” for the treatment of 

anxiety disorders, including GAD (Bolognesi, Baldwin, & Ruini, 2015; Otte, 2011) and 

evidence for the superior effects of CBT versus “treatment-as-usual” has been previously 

demonstrated (e.g., Hunot, Churchill, Silva de Lima, & Teixeira, 2007). 

A previous review of the treatment literature for GAD completed by Hunot et al. 

(2007) found that 46% of individuals who participated in CBT showed a clinical 

response at post-treatment compared to 14% of individuals in the wait-list/ treatment-as-

usual groups, including significant reductions in anxiety, worry, and depressive 

symptoms. A meta-analysis conducted by Mitte (2005) also found that CBT was more 

effective for the treatment of GAD (in terms of reduction of symptoms of anxiety, 

reduction in associated depressive symptoms and improved quality of life) in comparison 

to two types of control conditions: 1) wait-list, and 2) placebo pill (which was considered 
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to involve the “common factors” of expectation and hope). Individual randomized 

control trials have also found that CBT is more effective for the treatment of GAD in 

comparison to wait-list (e.g., Ladouceur et al., 2000) and standard care plus bi-weekly 

supportive phone calls (Stanley et al., 2009). Moreover, a recently published structured 

review of the research on psychological interventions in the treatment of GAD concluded 

that despite the existence of a number of different options in terms of interventions 

which have demonstrated beneficial effects in treating GAD (e.g., mindfulness 

techniques, psychodynamic approaches, interpersonal emotional processing therapy), 

CBT currently remains the recommended first choice intervention (Bolognesi et al., 

2015). 

1.4 The Issue of Undertreatment 

Despite growing research on effective treatments for mental disorders, including 

CBT for GAD, a large gap has been identified worldwide between the prevalence of 

mental disorders (i.e., need for treatment) and the number of individuals who are actually 

receiving treatment (Bijl et al., 2003; Kohn et al., 2004). Bijl et al. (2003) analyzed 

survey data from five countries (Canada, Chile, Germany, the Netherlands, and the 

United States) and found that one to two thirds of people with serious mental disorders 

do not receive treatment of any kind, with the gap between severity of mental disorder 

and treatment being the largest in the United States.  Evidence for the existence of a gap 

between need and treatment has also been demonstrated recently for Canadian citizens 

(Sunderland & Findlay, 2013). Results from a recent Canadian Community Health 

Survey conducted through Statistics Canada found that many Canadians continue to 

report that their mental health needs are either completely unmet (12%) or only partially 
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met (21%). Moreover, respondents to this survey were most likely to report their 

medication needs being met and least likely to report their need for counselling/therapy 

as being met (Statistics Canada, 2013; Sunderland & Findlay, 2013).  

GAD, in particular, is associated with very low rates of help-seeking behaviour. 

In their review of community-based psychiatric epidemiology studies, Kohn et al. (2004) 

found that 57.5% of individuals suffering from GAD did not receive treatment. 

Individuals with symptoms of GAD often wait for years (if ever) before having their 

symptoms properly diagnosed and treated (Kessler et al., 2001; Koerner et al., 2004). In 

fact, it has been found that it is often the physiological symptoms of anxiety that cause 

individuals with GAD to seek treatment rather than the psychological symptoms, which 

may result in misdiagnosis by medical professionals (Kessler & Wittchen, 2002). 

Inadequate treatment of mental disorders in general, and specifically of GAD, has been 

shown to be associated with significant personal, social, and economic burden (see 

reviews by Collins, Westra, Dozois, & Burns, 2004; Koerner et al., 2004). As Collins et 

al. (2004) argued, the suffering of individuals with untreated or inadequately treated 

GAD is especially troubling given that research has demonstrated  that there are effective 

treatments which significantly reduce the symptoms of GAD and improve overall quality 

of life (such as research supporting the efficacy of CBT reviewed in chapter 1.3.1). 

Given the gap between research demonstrating effective treatments for a number 

of mental disorders, including GAD, and actual access to these treatments, researchers 

have begun to focus on the importance of gaining a better understanding of the barriers 

to accessing empirically supported treatments, as well as specific solutions to 

overcoming these barriers (e.g., Collins et al., 2004). The purpose of the following 
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literature review will be to 1) discuss common barriers to accessing psychological 

interventions, 2) discuss how using the internet to deliver therapy can be one method of 

overcoming these barriers, and 3) explore factors that contribute to the effectiveness of 

one specific type of internet therapy called Therapist-Assisted Internet-delivered 

Cognitive Behavioural Therapy (TAICBT).  

1.4.1 Barriers to accessing treatment. Given the low rates of accessing 

treatment amongst individuals with GAD discussed above, it is essential to gain a better 

understanding of barriers that may discourage or prohibit individuals from accessing 

psychological treatment. Barriers to accessing treatment for mental health concerns can 

include individual/personal barriers, provider barriers, and systemic barriers (see Collins 

et al., 2004 for a review). Common individual barriers to accessing treatment that have 

been identified in the research literature include such factors as reluctance to disclose 

personal problems, fear of stigma associated with mental illness, living distance from 

mental health treatment centres, and inconvenience of appointment times for individuals 

who are juggling multiple responsibilities and have restrictive schedules (Collins et al., 

2004; Marks, Kenwright, McDonough, Whittaker, & Mataix-Cols, 2004; Richards & 

Timulak, 2012). Common provider barriers include such factors as underdetection of 

symptoms, an over focus on potential physiological etiology, and lack of willingness and 

skill in treating mental health symptoms (Collins et al., 2004). Common systemic 

barriers to accessing treatment include such factors as limited numbers of trained mental 

health professionals, long waiting lists, and high costs (Collins et al., 2004; Marks et al., 

2004; Richards & Timulak, 2012). The results of a national survey on mental health and 

well-being conducted in Australia (Issakidis & Andrews, 2002) found that amongst 
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individuals who experienced symptoms of anxiety, perceived a need for treatment, but 

did not actually seek treatment; the most commonly cited reasons for not seeking 

treatment included: 1) a preference for managing the symptoms on their own (54.9%), 2) 

not knowing where to get help (13.9%), 3) a belief that nothing would help reduce their 

symptoms (12.2%), 4) feeling afraid to ask for help and/or concern of what others would 

think of them if they sought help (10.4%), 5) being unable to afford the cost of help 

(7.8%), 6) asking for help but not receiving it (3.7%), and 7) getting help from a non-

professional source (13.5%). Results of a recent Canadian Community Health Survey 

(Statistics Canada, 2013; Sunderland & Findlay, 2013) found that 19% of perceived 

unmet or partially met mental health needs were attributed to features of the Canadian 

health care system (e.g., “help not readily available,” “language problems”) and 73% to 

what was considered “personal circumstances” (e.g., “didn’t know how or where to get 

this kind of help,” “haven’t gotten around to it yet,” “job interfered,” “didn’t have 

confidence in the health care system or social services,” “couldn’t afford to pay,” 

“insurance did not cover,” “afraid of what others would think”). However, it is important 

to note that some of the barriers in this study that were classified as representing 

“personal circumstances,” have been classified by other researchers as evidence of 

systemic barriers, such as inability to afford high fees for mental health services and lack 

of readily available information about where and how to access appropriate services. 

With improved understanding of the nature of these barriers, there has been a 

corresponding increase in research efforts to find ways to help people overcome these 

barriers, including the development of innovative approaches to deliver psychotherapy, 

such as the use of the internet. 



9 

 

1.5 Using the Internet to Deliver Therapy 

 Over the past decade there has been an incredible growth in the use of the 

internet as a means of both seeking and receiving help for mental health problems 

(Barak, Klein, & Proudfoot, 2009; Ritterband et al., 2003) and internet based 

interventions have been used to address such diverse issues as anxiety disorders 

(Christensen, Batterham, & Calear, 2014), depression (e.g., Richards & Richardson, 

2012), health anxiety (e.g., Hedman et al., 2013), pathological gambling (e.g., Carlbring, 

Degerman, Jonsson, & Andersson, 2012), pain (e.g., Bender, Radhakrishnan, Diorio, 

Englesakis, & Jadad, 2011), bulimia nervosa (e.g., Sánchez-Oritiz, Munro, Stahl et al., 

2011), erectile dysfunction (e.g., Andersson et al., 2011), grief (e.g., Kersting, Kroker, 

Schlicht, Baust, & Wagner, 2011), procrastination (e.g., Rozental, Forsell, Svensson, 

Andersson, & Carlbring, 2015) and many other difficulties related to both physical and 

mental health. There are a number of factors which have likely contributed to this 

growing trend, including the increasingly popular perception that the internet represents 

a legitimate tool for social activities, vast improvements in technology, attention paid to 

increasing privacy and protection for internet based activities, the development by 

professional organizations of ethical guidelines specific to internet activities, the 

publication of research on the use of internet based interventions, and the development of 

programs aimed at training professionals in the use of the internet in their helping 

activities (Barak et al., 2009). Moreover, it has been suggested that using the internet to 

deliver psychological interventions is one way to overcome some of the previously 

discussed barriers to accessing effective treatment (Hadjistavropoulos, Alberts, Nugent, 

& Marchildon, 2014; Ritterband et al., 2003).  
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The internet has the ability to reach many people across the globe and individuals 

seeking help over the internet are able to do so in any place of their choice, at any time, 

and at significantly less cost than in-person services (Ritterband et al., 2003). Data 

gathered by Statistics Canada (2010a) show that in 2009, more than 80.3% of all 

households in Canada had access to the internet and that 69.9% of individuals use the 

internet as a means of seeking out health related information (Statistics Canada 2010b).  

Therefore, for those individuals who wish to take a more central role in the management 

of their own physical and mental health (a trend that has been increasing in recent years), 

or wish to address their mental health problems privately, the internet proves to be an 

important resource (Fox & Fallows, 2003; Leach, Christensen, Griffiths, Jorm, & 

Mackinnon, 2006). Additionally, the level of anonymity provided by the internet can 

help individuals avoid fears associated with the stigma surrounding seeking therapy 

(Spek et al., 2007). It has also been demonstrated that use of the internet can significantly 

cut down on the per-client time required of therapists while still maintaining efficacy, 

therefore addressing directly some of the systemic barriers to effective services related to 

limited available trained professionals and wait list times (Marks et al., 2004; Wright et 

al., 2005). 

There are a number of different ways that the internet can be utilized to provide 

some form of psychological intervention (Andersson, 2009; Anderson, et al., 2008; 

Barak et al., 2009). These differing methods include using the internet as a means of 

communicating with an actual therapist or support person (e.g., via e-mail), providing 

psychoeducational information via a website, or developing interactive internet computer 

systems for guiding individuals through an intervention program without the assistance 
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of any real live person (Andersson, 2009; Anderson et al., 2008). Some internet-

delivered interventions have been developed to include all three of these approaches 

(Andersson, 2009; Anderson et al., 2008).  

Barak et al. (2009) argue that despite the substantial growth in research and 

practice related to using the internet to deliver therapy, there continues to be lack of 

consensus related to the terminology used to describe internet therapy and lack of 

consistency in what actually is involved in internet therapy programs. Despite the fact 

that this type of lack of clarity is not uncommon for a relatively new area of research and 

practice, Barak et al. (2009) argue that more efforts towards more standardized language 

and practice are needed in order to improve research and practice in this field. More 

specifically, the lack of consistency in terminology, as well as the current heterogeneity 

of internet based interventions makes it, “difficult to identify what the essential 

‘defining’ and ‘active’ components of the programs and tools are” (Barak et al., 2009, p. 

5). The following review will focus specifically on one type of internet intervention, 

Therapist-Assisted Internet-delivered Cognitive Behavioural Therapy (TAICBT), and 

will assist in further exploring the specific factors that contribute to the effectiveness of 

this approach. 

1.5.1 Therapist-Assisted Internet-delivered Cognitive Behavioural Therapy 

(TAICBT).  Internet-delivered psychological interventions are often based on the 

principles of CBT, due to the fact that this highly structured therapeutic approach targets 

specific and measureable symptoms and behaviours and proceeds in a systematic 

manner, making it comparably better suited to translation into an interactive yet 

standardized computer based program (Ritterband et al., 2003). TAICBT utilizes both 
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psychoeducational information and CBT treatment material focused on either a specific 

mental disorder or set of symptoms to create structured online modules (commonly 

between four to 12 modules) that clients work through typically at a pace of one module 

per week (Hadjistavropoulos et al., 2011). The modules commonly include a number of 

different types of multimedia features, such as text, photos, animation, and video 

(Hadjistavropoulos et al., 2011). In addition to going through the online material, clients 

are also asked to complete various offline exercises to facilitate learning 

(Hadjistavropoulos et al., 2011) and to encourage them to practice newly learned skills in 

the context of real life circumstances (e.g., relaxation exercises, printing off and 

completing a thought record, practicing real life exposures, etc.). TAICBT also includes 

the use of a specified therapist who directs therapeutic activities remotely (i.e., through 

either e-mail or telephone contact) and provides the client with support and 

encouragement as they move through each module (Hadjistavropoulos et al., 2011). 

Although the frequency of this contact can vary between different TAICBT programs 

(Klein et al., 2009), it commonly occurs once per week (Hadjistavropoulos et al., 2011). 

1.5.2 Evidence for the effectiveness of TAICBT.  Despite being a relatively 

new area of research and practice, evidence continues to emerge to support the 

effectiveness of TAICBT for the treatment of anxiety disorders (Andrews, Cuijpers, 

Craske, McEvoy, & Titov, 2010; Cuijpers et al., 2009; Reger & Gahm, 2009; Spek et al., 

2007). A number of meta-analyses have been conducted which have found that internet-

delivered CBT is effective in reducing symptoms of anxiety and that the effectiveness is 

comparable to traditional face-to-face CBT (Andrews et al., 2010; Cuijpers et al., 2009; 

Reger & Gahm, 2009; Spek et al., 2007). Evidence also exists to support the 
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effectiveness of TAICBT specifically for the treatment of GAD (Berger, Boettcher, & 

Caspar, 2014; Mewton, Wong, & Andrews, 2012; Paxling et al., 2011; Robinson et al., 

2010; Titov et al., 2009).  

In order to explore evidence for the effectiveness of TAICBT for GAD in more 

depth, it is important to examine evidence from randomized control trials (RCTs) that 

have been conducted comparing the effectiveness of TAICBT for GAD to a waiting-list 

condition (Paxling et al., 2011; Robinson et al., 2010; Titov et al., 2009). Titov et al. 

(2009) conducted an RCT in which 48 participants meeting the diagnostic criteria for 

GAD were randomly assigned to either a TAICBT treatment condition or a waiting-list 

control condition. Treatment completion rate was 75% and treatment group participants 

reported clinically significant change on symptom measures, including the Penn State 

Worry Questionnaire (Cohen’s d = .96), Generalized Anxiety Disorder-7 Item Scale 

(Cohen’s d = 1.24), and Patient Health Questionnaire-9 Item Scale (Cohen’s d = .86). 

Robinson et al. (2010) randomized 150 participants with GAD into three conditions: 

clinician-assisted ICBT, technician-assisted ICBT (technicians were supervised by 

experienced clinicians), and delayed treatment and found that both treatment groups 

demonstrated significantly reduced scores on the Penn State Worry Questionnaire 

(Cohen’s d = 1.06 for clinician-assisted and 1.06 for technician-assisted) and 

Generalized Anxiety Disorder-7 Item Scale (Cohen’s d = 1.05 for clinician-assisted and 

1.25 for technician-assisted), compared to the delayed treatment condition, but did not 

significantly differ from each other. Both treatment conditions had high completion rates 

(74% for clinician-assisted and 80% for technician assisted). Paxling et al. (2011) 

randomized 89 participants with GAD into either a TAICBT group or waiting-list control 
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and demonstrated clinically significant symptom reduction (as measured by the Penn 

State Worry Questionnaire; Cohen’s d = 1.11) for the treatment group that was 

comparable to the results found by Titov et al. (2009). Moreover, Paxling et al. (2011) 

included one and three year follow-up measures which indicated that symptom 

improvements were generally sustained over time. 

More recently, Berger et al. (2014) conducted an RCT in which they examined 

the effectiveness of an individually tailored TAICBT program which targeted symptoms 

of multiple anxiety disorders in comparison to standard disorder-specific TAICBT. 

Berger et al. (2014) randomized 132 participants into one of three conditions: 1) 

disorder-specific treatment, 2) tailored treatment and 3) waiting-list. Participants in both 

treatment conditions participated in eight weeks of TAICBT (therapist contact involved a 

scheduled weekly e-mail). Participants in the disorder-specific treatment condition 

participated in a standard TAICBT program for GAD, Social Anxiety Disorder (SAD), 

or Panic Disorder (PD), depending on presenting diagnosis. In contrast, the content of 

the tailored treatment program was individualized based on participants` specific 

presenting anxiety symptoms (based on self-report). For example, a participant who 

reported excessive worry characteristic of GAD and panic symptoms would receive 

tailored information from both the GAD and PD TAICBT programs. Both treatment 

groups showed significant symptom reductions in comparison to the waiting-list control 

group and no significant differences were found on outcome measures between the two 

treatment groups. Treatment gains were found to be maintained at six-month follow-up. 

There were also no significant differences in adherence and completion rates between the 

two treatment groups. Therefore, this study provided some preliminary evidence for the 
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effectiveness of an individually tailored TAICBT program for symptoms of anxiety. 

However, further research is needed before this approach can be considered as effective 

as disorder-specific TAICBT, especially for clients with symptoms of GAD given that 

the number of participants in this study who met criteria for GAD was very small (10 in 

the tailored condition and 11 in the disorder-specific condition).  

Due to the fact that GAD is highly comorbid with other disorders, other 

researchers have also begun to explore the effectiveness of transdiagnostic TAICBT 

programs in order to treat comorbid disorders concurrently. While the tailored program 

used by Berger et al. (2014) targeted only anxiety symptoms, Newby et al. (2013) 

conducted an RCT examining the effectiveness of a six-lesson TAICBT program for 

individuals with co-occurring GAD and depression. Newby et al. (2013) randomly 

assigned 99 participants to either the treatment condition or waiting-list control 

condition. Large effect sizes were found for primary outcome measures and results were 

maintained at three-month follow-up. Moreover, treatment adherence was high (89%). 

When Newby et al. (2013) examined the effectiveness of the same program in a primary 

care setting (n = 136), they also found large effect sizes, but program completion was 

low (41%). Amongst participants in the primary care setting who did not complete the 

entire program, however, 30% still experienced symptom reduction.  

A recent RCT examining the effectiveness of a TAICBT program designed to be 

individually tailored to address comorbidities in primary-care patients with a principal 

anxiety disorder also found significant improvements on primary outcome measures in 

comparison to a control group (Nordgren et al. 2014). Although not specific to GAD, 

this study also adds to the evidence for the effectiveness of TAICBT programs 
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addressing the issue of comorbidities. Additional evidence for the efficacy of a 

transdiagnostic approach to TAICBT for anxiety disorders was demonstrated in a 

previous RCT conducted by Johnston, Titov, Andrews, Spence, and Dear (2011).  

A number of meta-analyses have also supported the effectiveness of TAICBT for 

the treatment of depression symptoms (Andersson & Cuijpers, 2009; Andrews et al., 

2010; Richards & Richardson, 2012; Spek et al., 2007). Promising results have also been 

obtained in terms of demonstrating the effectiveness of TAICBT for a number of other 

anxiety disorders including panic disorder (e.g., Klein, Richards, & Austin, 2006), social 

anxiety disorder (e.g., Hedman et al., 2011), and obsessive-compulsive disorder (e.g., 

Andersson et al., 2012; Andersson et al., 2015). Moreover, given that TAICBT research 

is a relatively new area of inquiry, studies are continuing to emerge at a rapid pace to 

investigate the effectiveness of this intervention for a number of diverse mental and 

physical health concerns, including posttraumatic stress disorder (e.g., Spence et al., 

2011), postpartum depression (e.g., Pugh, Hadjistavropoulos, Hampton, Bowen, & 

Williams, 2015), chronic somatic conditions (e.g., van Beugen et al., 2014), and health 

anxiety (Hedman, Andersson, Lekander, & Ljótsson, 2015). Research has also begun to 

emerge to explore the use of TAICBT for older adults (e.g., Zou et al., 2012), the use of 

TAICBT for childhood anxiety (e.g., March, Spence, & Donovan, 2009; Sonja, Spence, 

& Donovan, 2009) and exploring the possible use of ICBT for the prevention of GAD 

(e.g., Christensen, Batterham, Mackinnon et al., 2014). It is clear that the development 

and evaluation of a variety of TAICBT programs for different mental disorders and 

populations is a timely and important area of inquiry in clinical psychology that deserves 

further research attention.  
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In addition to examining RCTs and meta-analyses, it is important to consider the 

available evidence for the effectiveness of TAICBT in clinical settings, due to the fact 

that highly controlled studies typically include conditions, such as strict exclusion 

criteria, which are not representative of typical clinical practice (Streiner, 2002). A 

recent study by Hadjistavropoulos, Pugh, et al. (2014) examined the effectiveness of 

TAICBT in clinical practice. In this open-trial study, a total of 221 clients participated in 

TAICBT for GAD (n = 112), depression (n = 83), or panic (n = 26). The results of this 

study demonstrated a significant reduction in anxiety, depression, stress, and 

impairment; as well as significant improvement in quality of life for the entire sample. 

Significant reductions in disorder-specific symptoms were also demonstrated for 

participants in the GAD program, participants in the depression program, and 

participants in the panic program. Similar to the study discussed previously by Newby et 

al. (2013) which found that adherence to treatment was lower in a clinical setting 

compared to adherence rates found in RCTs,  Hadjistavropoulos, Pugh, et al. (2014) 

found that only 53% of clients completed all 12 of the treatment modules. However, 

follow-up measures completed by 26% of treatment non-completers indicated that they 

had experienced significant symptom reduction, suggesting that early withdrawal from 

treatment is not necessarily indicative of treatment failure (Hadjistavropoulos, Pugh, et 

al., 2014). Significant symptom improvement amongst treatment non-completers was 

also demonstrated by Newby et al. (2013). Williams and Andrews (2013) also 

demonstrated significant symptom improvement for treatment non-completers in their 

study on the effectiveness of ICBT for depression in primary care. Additional evidence 

for the effectiveness of TAICBT in clinical practice has been demonstrated by the results 
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of a large (n = 1500) study by Ruwaard, Lange, Schrieken, Dolan, and Emmelkamp 

(2012) and a review by Andersson and Hedman (2013), which included four controlled 

trials and eight open studies.  

 1.5.3 The importance of therapist guidance for the effectiveness of TAICBT. 

It appears that utilizing computers and the internet to deliver psychological interventions 

does not make the need for therapists obsolete, as there is emerging evidence to suggest 

that including human support and contact into online therapy may be important for 

outcome (Andersson, 2009). Spek et al. (2007) conducted a meta-analysis of 12 

randomized controlled trials of ICBT for symptoms of anxiety and depression and found 

TAICBT to be more effective than self-administered ICBT (i.e., no therapist support). 

Another meta-analysis which included 12 studies of internet-based treatment specifically 

focused on depression also found evidence to support the conclusion that the inclusion of 

therapist support increases the effectiveness of internet-based interventions (Andersson 

& Cuijpers, 2009). The results of these meta-analyses are consistent with research that 

has found that in addition to typically demonstrating poorer outcomes, internet-based 

interventions that do not include therapist assistance (including “open access” websites) 

have higher rates of treatment dropout (Christensen, Griffiths, & Farrer, 2009; 

Farvolden, Denisoff, Selby, Bagby, & Rudy, 2005).  

 Despite the fact that the majority of research thus far supports the notion that 

therapist support is important for increasing the effectiveness of ICBT, a study 

conducted by Berger, Caspar, et al. (2011) failed to find any significant difference in the 

effectiveness of therapist-assisted versus unguided ICBT for social phobia. Berger, 

Hämmerli, et al. (2011) also failed to demonstrate that TAICBT was significantly more 
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effective than unguided ICBT for the treatment of depression. However, in their 

explanation of these findings, Berger, Hämmerli, et al. (2011) highlight the fact that it is 

difficult to make conclusions about the impact of therapist guidance on outcome when it 

is not always made clear what exactly therapist guidance entails across different studies. 

For instance, Berger, Hämmerli, et al. (2011) suggest that their failure to find statistically 

significant differences between the therapist-assisted versus unguided ICBT treatment 

conditions may be related to poor quality of therapist guidance. In describing the content 

of the assistance provided by the therapists in their study they stated, “the feedback was 

brief and relatively generic in nature. Its content was focused on the self-help program 

and did not include individualized support or advice on idiosyncratic issues. The primary 

purpose of the feedback was to motivate participants to keep working their way through 

the program. This differs from other approaches, especially high-intensity-guided 

interventions, in which clinicians engage more actively and individually with each 

participant in discussions on concrete therapeutic strategies” (p. 262). This research 

suggests the need for more detailed descriptions of what actually constitutes the content 

of therapeutic guidance, a concept that will be explored in more depth later in this 

review. 

In their recent review of 37 RCTs examining the efficacy of ICBT for anxiety 

disorders, Mewton, Smith, Rossouw, and Andrews (2014) found that although the 

evidence supporting the necessity for therapist guidance in ICBT programs remains 

mixed (therefore, inconclusive), the current research evidence suggests that even if 

therapist guidance is not necessary for immediate therapeutic gains, there is emerging 

evidence to suggest that it may be more important for longer-term maintenance of 
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improvements and maximizing client treatment adherence. For example, Furmark et al. 

(2009) compared therapist guided ICBT with unguided ICBT (which involved a CBT 

manual adapted to be presented as online modules with correspondent homework 

assignments) for social anxiety. Both groups demonstrated similar reductions in 

symptoms immediately following treatment. However, at one-year follow-up, the 

therapist-guided ICBT group demonstrated better long-term improvements.  

In addition to evidence reviewed above that supports the importance of therapist 

assistance for effective outcome in ICBT, there is also qualitative evidence to suggest 

that clients participating in ICBT place a high level of value on having the opportunity to 

interact with a therapist (Richards & Timulak, 2012). In their qualitative study on client-

identified helpful versus hindering events in TAICBT and self-administered ICBT for 

depression, Richards and Timulak (2012) found that clients in the TAICBT group 

reported a number of helpful events specifically related to therapist assistance, such as 

encouragement, receiving advice and guidance, opportunity for disclosure, being 

acknowledged and listened to, and the provision of compassion. As a result of direct 

client feedback, Richards and Timulak (2012) concluded that, “the role of the responsive 

therapist, beyond the established CBT interventions, seems to be highly valued for 

participants” (p. 258). Moreover, the role of the responsive therapist may actually protect 

against and serve the function of repairing any ruptures in treatment adherence and 

motivation (Richards & Timulak, 2012). Donkin and Glozier (2012) conducted a 

qualitative study exploring clients’ reports of what helped motivate them to persist in a 

fully automated online intervention program for depression and found that clients 

reported a number of hindering aspects of the program (i.e., barriers to motivation) that 
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appeared to be related to the absence of therapist support. For example, several clients 

reported that they felt frustrated by the lack of personalization of the automated online 

program (Donkin & Glozier, 2012). Donkin and Glozier (2012) also reported how, “the 

perceived unidirectional relationship between the user and the program also led 

participants to consider that how they engaged in the program was irrelevant and 

decreased their motivation to continue. They felt that the computer offered little in terms 

of support, interaction, and feedback” (Factors that Reduced Engagement with the 

Program, para. 5). One client described this in the following way, “Because you need a 

bit of feedback...It’s a bit of an empty system, because...you know...you put out a few 

stories about your thoughts and experiences, but you know...nothing comes back” 

(Donkin & Glozier, 2012, Factors that Reduced Engagement with the Program, para. 6). 

Other clients who participated in this study reported that this unidirectional relationship 

between the user and the program reduced the level of accountability and resulted in 

lower feelings of obligation to log on to the system (Donkin & Glozier, 2012). Some 

clients even struggled to consider this program as actual therapy because they did not 

perceive any therapeutic relationship (Donkin & Glozier, 2012). 

1.6 Therapist Factors in Face-to-Face Therapy 

As demonstrated above, emerging evidence has supported the importance of 

therapist support in ICBT. However, it is important to go beyond the simple question of 

whether or not therapist support is important to beginning to address questions related to 

what specific factors are important for therapist support to have a beneficial impact. In 

order to begin to explore this further, I will first review research on therapist factors in 
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face-to-face therapy and then move on to review existing research on specific therapist 

factors in TAICBT. 

There has often been a significant divide amongst psychotherapy researchers 

when it comes to the topic of what makes therapy work (Ahn & Wampold, 2001; 

Castonguay & Beutler, 2006; Hill, 2006). On one side of this debate, you have 

researchers who emphasize the importance of specific therapeutic techniques, while 

researchers who emphasize the so called “common factors” of therapy (e.g., therapeutic 

alliance, the healing context) are typically positioned on the opposing side (Ahn & 

Wampold, 2001; Castonguay & Beutler, 2006; Hill, 2006). While a comprehensive 

review of research on specific versus common factors in psychotherapy is beyond the 

scope of this review, there has been interesting research emerging from this body of 

literature regarding the role that the therapist plays, if any, in contributing to 

psychotherapy outcome.  

The term “therapist effect” has been used to describe the way that therapeutic 

support is given in the context of psychotherapy and who specifically is providing the 

support (Almlöv, Carlbring, Berger, Cuijpers, & Andersson, 2009). There is evidence to 

suggest that a proportion of the variance in treatment outcome can be attributed to 

therapist effects (e.g., Crits-Christoph et al., 1991; Crits-Christoph & Mintz, 1991; 

Huppert et al., 2001; Kim, Wampold, & Bolt, 2006; Wampold & Brown, 2005). 

However, the amount of variance in outcome that can be attributed to therapist effects 

has varied significantly across studies (with some studies finding no significant effect; 

e.g., Elkin, Falconnier, Matrinovich, & Mahoney, 2006a)  depending on methodological 

factors (e.g., statistical analyses used, sample size, and outcome measures) and this has 



23 

 

led some researchers to question whether or not there is enough evidence to suggest that 

there is a reliable and significant “therapist effect” that has a true impact on treatment 

outcome (Crits-Christoph & Gallop, 2006; Elkin et al., 2006a; Soldz, 2006). It is clear 

that further research based on sound methodology is still needed to clarify this issue 

(Crits-Christoph & Gallop, 2006; Elkin, Falconnier, Matrinovich, & Mahoney, 2006b; 

Soldz, 2006). Despite these apparent inconsistencies in research support, there continues 

to be a strong belief amongst both clinicians and researchers alike that some therapists 

are better than others and this has an impact on client change. For example, in the 

context of their review on the importance of the therapist, Teyber and McClure (2000) 

stated, “In many studies, what therapists say and do in the therapy hour that promotes a 

good working alliance has proven to be the most important contributor to change and 

positive treatment outcome” (p. 70). 

1.6.1 Specific therapist variables in face-to-face therapy. In addition to 

research reviewed above that treats the therapist as a random factor that may or may not 

predict variance in outcome, other research has focused on which specific therapist 

variables may influence psychotherapy process and outcome. In other words, what 

specific factors make a good therapist? Interestingly, despite years of research on 

psychotherapy, researchers are only in the beginning stages of answering the question of 

what makes a therapist effective, a point that was the focus of an article in the American 

Psychological Association’s Monitor on Psychology which discussed the emerging 

efforts of a group of psychotherapy experts who have joined together to collaboratively 

answer the questions of what characteristics make some therapists more effective than 

others (Novotney, 2013). While this article states that, “the chapters on the therapist 
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effect are still several years away from being written” (Novotney, 2013, p. 51), it is 

important to review existing research that might help answer the question of what makes 

a therapist effective. 

1.6.2 Therapist demographic variables. There is little to no evidence to suggest 

that specific demographic variables of therapists (e.g., age, gender, religion, race, marital 

status, professional training/degree) account for a significant amount of the variance in 

psychotherapy outcome (Beutler et al., 2004; Blatt, Sanislow, Zuroff, & Pilkonis, 1996; 

Huppert et al., 2001; Wampold & Brown, 2005). There is some evidence to suggest that 

the number of years of overall clinical experience a therapist has may be related to 

psychotherapy outcome, however, these results have been inconsistent across studies 

(Beutler et al., 2004; Crits-Christoph et al., 1991; Huppert et al., 2001; Wampold & 

Brown, 2005). In addition to examining therapist demographic variables, other 

researchers exploring the topic of therapist variables have examined such factors as the 

personal traits of highly effective therapists, the therapeutic relationship, and therapists’ 

use of specific therapeutic techniques (e.g., Beutler et al., 2004; Castonguay & Beutler, 

2006; Jennings & Skovholt, 1999). The concept of the therapeutic relationship, as well as 

specific therapist behaviours that involve the use of empirically supported therapeutic 

techniques are of particular relevance to this review and will therefore be explored in 

more depth. 

1.6.3 Therapeutic alliance. The therapeutic alliance (also referred to as the 

working alliance or the therapeutic relationship) has a longstanding history of being 

considered a crucial factor in psychotherapy that affects both process and outcome 

(Catty, 2004; Horvath & Bedi, 2002; Lambert & Barley, 2002; Norcross, 2002). A recent 
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meta-analysis found that the therapeutic alliance was a robust, but moderate (r = 0.275) 

predictor of treatment outcome, accounting for around 7.5% of the variances in treatment 

outcomes (Horvath, Del Re, Flückiger, & Symonds, 2011). In their discussion of these 

results, Horvath et al. (2011) state that despite the fact that therapeutic alliance has only 

been demonstrated to account for a relatively modest proportion of the overall variability 

in treatment outcomes, “the magnitude of this correlation, along with therapist effects, is 

one of the strongest and most robust predictors of treatment success empirical research 

has been able to document” (p. 15). Therefore, it is clearly important to review what is 

involved in the therapeutic alliance and how therapists contribute to this alliance. 

The concept of the therapeutic alliance can be traced back to psychoanalytic 

theory (Bordin, 1979; Catty, 2004; Horvath & Bedi, 2002). However, the importance of 

the therapeutic alliance has since been incorporated into a number of different 

therapeutic models (Cathy, 2004; Horvath & Bedi, 2002; Lambert & Barley, 2002) and 

is often considered to be the, “quintessential common ground shared by most 

psychotherapies” (Horvath & Bedi, 2002, p. 37). It is difficult to provide a precise and 

universal definition of the concept of therapeutic alliance due to differences in how it is 

used across authors and theoretical models; therefore, it is best thought of as a general 

and inclusive concept (Horvath & Bedi, 2002; Stiles & Wolfe, 2006) which broadly 

refers to, “the quality and strength of the collaborative relationship between client and 

therapist in therapy” (Horvath, 2001, p. 365). Bordin (1979) proposed a now commonly 

cited three part model of the therapeutic alliance, which Catty (2004) describes as 

“pantheoretical” due to the fact that in addition to the traditional psychoanalytic 

conceptualization of the therapeutic alliance, this model encompasses the aspects of the 
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therapeutic alliance that are emphasized in cognitive and behavioural models of therapy. 

Bordin’s (1979) three key components of the therapeutic alliance are: 1) agreement on 

goals, 2) tasks, and 3) bonds. According to this model, it is important that both the 

therapist and the client mutually agree on the overall goals of therapy (Bordin, 1979). 

Tasks refer to the active components of the therapy session (i.e., behaviours and 

processes) that are aimed at helping the client progress towards achieving therapeutic 

goals (Bordin, 1979; Lambert & Barley, 2002). For a strong therapeutic alliance to 

occur, both the client and the therapist must mutually agree that these specific tasks are 

both relevant and important for change (Bordin, 1979; Lambert & Barley, 2002). Finally, 

the term “bonds” refers to the interpersonal processes (e.g., respect, acceptance, and 

mutual trust) that are essential in creating a positive attachment (i.e., therapeutic 

relationship) between the client and the therapist to ensure that they can work effectively 

together (Bordin, 1979; Lambart & Barley, 2002).    

Despite the evidence that supports an association between therapeutic alliance 

and treatment outcome (e.g., Horvath et al., 2011), researchers have not been able to 

establish causality due to the fact that the therapeutic alliance is not a phenomenon that 

easily lends itself to experimental manipulation (Catty, 2004; Del Re, Flückiger, 

Horvath, Symonds, & Wampold, 2012). At this point, there are differing arguments 

concerning whether or not the therapeutic alliance is facilitative or curative. In other 

words, does the therapeutic relationship facilitate engagement with the treatment (which 

then causes client change) or does the therapeutic relationship cause client change in and 

of itself (Catty, 2004)? Moreover, researchers are still seeking to determine which 

specific factors may influence the alliance-outcome correlation, such as the client, the 
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therapist, the client-therapist match, or early symptom improvement (DeRubeis, 

Brotman, & Gibbons, 2005).  

 In terms of the effect that therapists have on the quality of the therapeutic 

alliance, there is evidence to suggest that: 1) therapists’ contributions to the therapeutic 

alliance are extremely important; 2) some therapists are consistently better than others at 

developing strong therapeutic alliances with their clients, and 3) clients of therapists who 

are more skilled at developing strong therapeutic alliances tend to have better outcomes 

(Del Re et al., 2012; Horvath et al., 2011). Ackerman and Hilsenroth (2001; 2003) 

conducted two systematic reviews of research studies which reported a quantifiable 

relationship between therapist variables and measures of therapeutic alliance. Their first 

review (Ackerman & Hilsenroth, 2001) examined which personal attributes of therapists 

and specific therapist techniques have been shown to have a negative impact on the 

therapeutic alliance. Ackerman and Hilsenroth (2001) found that therapist personal 

attributes which have been shown to negatively impact ratings of therapeutic alliance 

include being rigid, uncertain, exploitive, critical, distant, tense, aloof, and distracted. 

Therapist techniques which were found to negatively impact the therapeutic alliance 

included structuring therapy too rigidly, failure to structure therapy at all, inappropriate 

self-disclosures, overly managing, inflexible transference interpretations, inappropriate 

use of silence, belittling the client, and the use of superficial interventions (Ackerman & 

Hilsenroth, 2001). Therapist personal attributes which were found to have a positive 

impact on ratings of therapeutic alliance included being perceived as flexible, 

experienced, honest, respectful, trustworthy, confident, interested, alert, friendly, warm, 

and open (Ackerman & Hilsenroth, 2003). Therapist techniques which were found to 
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have a positive impact on ratings of therapeutic alliance included exploration, depth, 

reflection, support, noting past therapy success, interpreting accurately, facilitating the 

expression of affect, being active, affirming, understanding, and attending to the client’s 

experiences (Ackerman & Hilsenroth, 2003). 

1.6.4 Therapist competence and adherence. Interest in the “therapist effect” in 

CBT has tended to focus more specifically on the concepts of competence and adherence 

(Kazantzis, 2003; Paxling et al., 2013). The underlying assumption in CBT is that it is 

the specific therapeutic techniques that impact outcome and therefore, a competent CBT 

therapist is one who is able to appropriately adhere to the cognitive-behavioural 

theoretical model and prescribed technical rules found in CBT treatment manuals 

(Kazantzis, 2003; Webb, DeRubeis, & Barber, 2010). It is also important to note that the 

concept of developing a good therapeutic alliance, as described above, is also central to 

the definition of competence in CBT (Kazantzis, 2003; Newman, 2010; Waller, 2009). In 

a review of the literature conducted by Kazantzis (2003), the concept of competence in 

CBT is expanded beyond simply adhering to a treatment manual to include aspects of 

facilitating a constructive therapy relationship and applying CBT techniques skillfully, 

which includes being able to determine when and when not to use specific interventions 

based on individual client’s factors. Moreover, the Cognitive Therapy Rating Scale 

(CTRS; Young & Beck, 1980; 1988), one of the most widely used measures of therapist 

competency in CBT, (Kanzantzis, 2003; Trepka, Rees, Shapiro, Hardy, & Barkham, 

2004) includes items assessing general interpersonal and relationship variables (e.g., 

therapist understanding, interpersonal effectiveness) as well as items assessing the 
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skillful use of specific cognitive therapy techniques (e.g., setting an agenda, focusing on 

key cognitions and behaviours). 

Interestingly, despite the common argument that “therapist drift” (i.e., failing to 

adhere to the CBT model in a competent way) can negatively affect client outcome (e.g., 

Waller, 2009), there remains a lack of strong empirical evidence linking CBT 

competence and therapist adherence directly to treatment outcome (Trepka et al., 2004; 

Webb et al., 2010). In their meta-analysis of 36 studies which examined therapist 

competence or adherence in relation to treatment outcome, Webb et al. (2010) found that 

neither variability in adherence nor competence were significantly associated with client 

outcome. However, given the large differences in effect sizes across the studies included 

in their meta-analysis, Webb et al. (2010) suggested that the results be interpreted with 

caution as they theorized that there could be different explanations for the nonsignificant 

results, including methodological differences in the studies included. For example, 

moderator analyses revealed that studies which found larger effect sizes either 

specifically targeted clients with depression or failed to control for the influence of 

therapeutic alliance. The suggestion that different client populations may benefit more or 

less from stricter therapy protocol adherence has also been supported elsewhere, such as 

in a study by Huppert, Barlow, Gorman, Shear, and Woods (2006) which found that 

amongst clients with panic disorder who had low levels of motivation, stricter adherence 

to the therapy protocol was actually associated with poorer outcome. Huppert et al. 

(2006) related their findings with the results of a study by Castonguay, Goldfried, Wiser, 

Raue, and Hayes (1996), who reported that in CBT for depression, therapists sometimes 

increased their adherence to specific CBT techniques (e.g., focusing on distorted 
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cognitions) in reaction to ruptures in the therapeutic alliance, which resulted in poorer 

outcome.  

Trepka et al. (2004) conducted a study examining the relationship of therapist 

competence (measured with the Cognitive Therapy Rating Scale) and therapeutic 

alliance with client outcome in a cognitive therapy for depression research clinic and 

found that therapist competence was significantly associated with reduction of 

depressive symptoms. Therapeutic alliance was also found to be associated significantly 

with reduction of depressive symptoms. However, in regression analyses, competence 

was no longer significantly related to client outcome after controlling for therapeutic 

alliance (but the reverse remained significant).  

 In their review of the literature, Westra, Constantino, Arkowitz, and Dozois 

(2011) pointed out that research examining the competence-outcome association has 

been especially limited with regards to anxiety disorders.  In their study of four therapists 

providing CBT to 32 clients with GAD, Westra et al. (2011) found preliminary evidence 

to suggest that some therapists are more effective than others (i.e., in terms of better 

client outcomes) and that more effective therapists demonstrated higher competence 

ratings. Mediation analyses suggested that client mid-treatment outcome expectations 

played an important role in the competence-outcome association, with higher therapist 

competence early on in the delivery of CBT being associated with higher client outcome 

expectations and higher client outcome expectations being associated with better 

treatment outcomes (Westra et al., 2011). Given the preliminary nature of this study, 

additional research on the nature of competence-outcome association specifically in the 

context of treatment for anxiety disorders is needed (Westra et al., 2011).   
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1.7 Empirically Supported Components of Therapy for Anxiety Disorders 

As part of the continuing efforts of researchers to determine what specifically 

therapists are doing in therapy that is effective (i.e., what works?), a task force was 

created to review the available literature (including previous reports from both the 

Division 12 Task Force on Empirically Supported Treatments and the Division 29 Task 

Force on Empirically Supported Therapy Relationships) in an attempt to provide some 

conclusions and recommendations for clinical practice (Castonguay & Beutler, 2006). 

This task force, entitled “The Task Force on Empirically Based Principles of Therapeutic 

Change” aimed to avoid the “either/or” position described previously that many 

researchers and clinicians take in regards to the question of whether treatment technique 

versus therapeutic relationship factors account for the most change in therapy 

(Castonguay & Beutler, 2006). Instead, they wanted to explore, “the possibility that 

relationship, participant factors, and treatment procedures were effective and interactive; 

that the conjunction should be “and” not “or” when describing things that produce 

change” (Castonguay & Beutler, 2006, p. v, emphasis in original). A particular strength 

of the work published by this task force is the fact that it divided its review and 

recommendations based on specific diagnostic category. The following review will 

therefore focus specifically on the summaries and recommendations presented by this 

task force which are specific to the treatment of anxiety disorders. 

1.7.1 Relationship factors in treating anxiety disorders. In their chapter 

reviewing the research on relationship factors in treating anxiety disorders, Stiles and 

Wolfe (2006) begin by stating that there is a lack of research examining the therapist-

client relationship, specifically for clients presenting with anxiety disorders. Stiles and 
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Wolfe (2006) point out that most research has assumed that the therapeutic relationship 

works in much the same way across different diagnostic categories and most of the 

recent research on anxiety disorders has focused on treatment outcome rather than 

treatment process. Therefore, Stiles and Wolfe (2006) reviewed the four general 

elements of the therapy relationship outlined by the Empirically Supported Relationships 

(ESR) Task Force (Steering Committee, 2001) which have been demonstrated through 

research to be associated with effective treatment and summarized how these four 

elements may apply to the treatment of anxiety disorders. Stiles and Wolfe (2006) make 

the argument that, “we must assume, in the absence of compelling contrary evidence and 

in concert with most other relationship researchers, that relationship factors important in 

psychotherapy generally are important in the treatment of anxiety disorders in particular” 

(p. 156). Based on these assumptions, Stiles and Wolfe (2006) described four core 

treatment principles related to the therapeutic relationship. The first principle states that 

in order to facilitate therapeutic change for anxiety disorder clients, the therapist must 

establish and maintain a strong positive therapeutic alliance. The second principle is 

specific to group therapy for anxiety disorder clients, and directs therapists to facilitate 

and maintain group “cohesion,” a concept that refers to the alliance between all members 

of a group. The third principle refers to the importance of therapists both experiencing 

and communicating empathy (i.e., an understanding of the client’s experiences from their 

point of view) towards their clients. The fourth principle is similar to Bordin’s (1979) 

emphasis on the importance of mutually agreed upon goals and expectations for therapy 

and highlights the importance of monitoring the level of involvement in the therapeutic 

process in order to ensure that both the therapist and the client remain mutually 
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committed. The ESR Task Force (Steering Committee, 2001) also outlined seven further 

elements of the therapeutic relationship that emerged through their literature review that 

they deemed to be promising and probably effective: 1) positive regard, 2) congruence or 

genuineness, 3) repair of alliance ruptures, 4) management of countertransference, 5) 

appropriate therapist self-disclosure, 6) quality of relational interpretation, and 7) the 

provision of feedback. 

Given that the therapeutic relationship principles outlined above fail to include 

step-by-step instructions of how a therapist should behave specifically in therapy, Stiles 

and Wolfe (2006) also propose the concept of “therapist appropriate responsiveness” as a 

general treatment principle. By “responsiveness” they are referring to therapists acting in 

ways that are affected by the individual client and context of the therapeutic encounter. 

However, they emphasize that it is not any type of responsiveness that is most effective, 

rather “appropriate responsiveness,” which they define as “doing what is required to 

produce some positive, beneficial, or desired effect, as judged from the perspective of the 

treatment approach and the participants’ purposes in the encounter” (p. 158). For 

example, in some contexts “appropriate responsiveness may involve refusing to comply 

with a client’s requests” (Stiles & Wolfe, 2006, p. 158-159) because the therapist judges 

that they would be counter to the therapeutic goals or harmful in some way to the client. 

1.7.2 Technique factors in treating anxiety disorders. Also as part of the Task 

Force on Empirically Based Principles of Therapeutic Change, Woody and Ollendick 

(2006) reviewed and summarized evidence supporting specific therapeutic technique 

factors in treating anxiety disorders. Based on their review, they proposed the following 

10 principles as guidelines for clinicians working with clients with anxiety disorders. 
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Principle one states that therapists need to actively challenge maladaptive and anxiety-

provoking thought patterns through a process of questioning the evidence. Principle two 

states that therapists should encourage clients to utilize behavioural experiments 

explicitly designed to test out the validity of their maladaptive thinking patterns. 

Principle three directs therapists to use exposure techniques to reduce the intensity of 

clients’ experience of anxiety in specific situations. Principle four directs therapists to 

encourage clients to reduce avoidance of feared situations. Principle five encourages 

therapists to help clients build specific skill sets in order to be able to more effectively 

cope with feared situations such as social skills, relaxation skills, and problem solving 

skills. Principle six states that anxiety disorder treatments are more effective if the 

therapist is directive and therapy is structured and action-oriented. Principle seven states 

that treatment needs to focus on specific behavioural change. Principle eight directs that 

treatment for anxiety disorders is most effective if it is time-limited and relatively intense 

in its dosage (i.e., sessions scheduled closer together versus more spaced out in time). 

Principle nine states that effective treatments for anxiety disorders are ones that utilize 

emotionally evocative procedures (i.e., the client should actually be encouraged to 

experience their anxiety). Lastly, principle 10 states that the focus of therapy for anxiety 

disorders should be primarily intrapersonal in nature (i.e., focus on change in the client’s 

internal experiences). It is important to acknowledge the fact that these 10 principles 

appear to simply highlight key components of CBT for anxiety disorders, which is a 

structured, time-limited, goal-oriented approach that is collaborative in nature and 

focuses on building skills related to addressing problematic cognitions and behaviours 

contributing to the development and maintenance of anxiety symptoms (Olatunji, Cisler, 
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& Deacon, 2010). Given that CBT is still considered the “gold standard,” first line 

treatment for anxiety disorders such as GAD (Bolognesi et al., 2015), it is not surprising 

that these 10 principles/guidelines for clinicians working with clients with anxiety 

disorders (Woody & Ollendick, 2006) are consistent with a CBT approach.  

1.8 Therapist Factors in TAICBT 

The research reviewed above which explores therapist factors is specific to 

research examining traditional face-to-face therapy. Given that providing therapy via the 

internet is a relatively new and innovative therapy modality, it seems unwise to simply 

assume that the same variables that impact the success of face-to-face therapists also 

impact the success of internet therapists in the exact same manner. Instead, it is prudent 

for researchers to direct their attention to the question of, first of all, what specific 

therapist factors affect treatment outcome in TAICBT and second of all, determine if 

these differ in any significant way from therapist factors in face-to-face therapy. The 

following sections will review the research available thus far that can help answer these 

questions. 

Despite being a relatively new area of practice, some recent research has 

explored therapist effects at play in TAICBT and whether specific aspects of therapist 

support contribute to differences in client outcomes. As reviewed above, the majority of 

available research thus far has supported the idea that the presence of therapist support 

versus completely self-directed or automated online therapy programs tends to increase 

the effectiveness and acceptability of ICBT programs (Andersson, 2009; Andersson & 

Cuijpers, 2009; Spek et al., 2007). However, it appears as if it may not actually matter 

who it is who is providing the support to clients.  
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Amlöv et al (2009) conducted a study examining differences in outcome variance 

resulting from therapist effects using data from two independent studies on TAICBT for 

depression. Amlöv et al (2009) sought to determine whether differences in client 

outcome could be at least partially attributable to the specific therapist (n = 10) providing 

therapeutic guidance.  While Amlöv et al (2009) failed to find any significant therapist 

effect on specific measures of depression and anxiety symptom reduction (e.g., Beck 

Depression Inventory, Beck Anxiety Inventory), they found evidence of a significant 

therapist effect on a more general measure of overall quality of life (Quality of Life 

Inventory). In an attempt to explain these results, Amlöv et al (2009) suggest that 

perhaps the more standardized, text-based components of TAICBT which directly target 

specific symptom outcomes are less sensitive to therapist effects, whereas general 

support and guidance provided by therapists regarding aspects of quality of life issues 

above and beyond the standardized treatment protocol (i.e., additive) may be 

differentially effective depending on who is providing the support. Amlöv et al (2011) 

examined the impact of therapist effects on the variance in outcome in TAICBT for 

anxiety disorders (i.e., GAD, PD, and social phobia) and failed to find significant results. 

However, Amlöv et al (2011) found one significant intra-class correlation effect for the 

Beck Anxiety Inventory (BAI), which they suggested may indicate the possibility that 

client outcome on the BAI may have been influenced by the effect of individual 

therapists. However, they suggested that these results need to be interpreted with caution 

due to several methodological limitations of the study, including lack of statistical 

power. Amlöv et al (2011) suggested that more research on therapist effects in TAICBT 

is needed before reliable conclusions can be made. 
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Also in an attempt to explore whether or not who specifically provides the 

support in TAICBT makes a significant difference, Titov et al. (2010) conducted an RCT 

comparing clinician versus technician assistance in internet treatment for depression. In 

this study, the technician had no qualifications in health provision or counselling (but 

was supervised by a qualified clinician), followed a guidance script, and was instructed 

to provide “encouragement and support” but was not permitted to give “clinical advice” 

above and beyond the script. The supervising clinician was an experienced and 

registered psychiatrist and was provided with the same guidance script as the technician, 

but also, “instructed to actively engage with each participant in treatment including goal 

setting, problem solving, and discussion of strategies for overcoming hurdles to 

progress” (Titov et al., 2010, p. 3-4). Both treatment groups demonstrated significant 

symptom reduction compared to a delayed treatment control group, however, there were 

no significant differences in outcome between the treatment groups. An identical study 

design was used by Robinson et al. (2010) comparing clinician versus technician 

assistance in internet treatment for GAD with comparable results demonstrating that both 

the clinician-assisted and technician-assisted (supervision provided by a clinician) 

treatment groups achieved significant symptom reduction compared to the delayed 

treatment control group, with no significant differences in outcome between the 

treatment groups. Although these two studies provide preliminary evidence that 

clinicians and technicians may be equally effective in providing support in the context of 

TAICBT (at least in the case where technicians are supervised by experienced 

clinicians), one significant limitation is that both studies based their results on support 

given by only one technician and one clinician. Additional studies with larger and more 
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variable samples of technicians and clinicians are clearly needed before overall 

conclusions can be made. 

1.8.1 Frequency and medium of therapist contact. One significant source of 

variability in therapist supported internet interventions can be the amount, frequency, 

and immediacy of the support/response provided by therapists (Klein et al., 2009). 

Palmqvist, Carlbring, and Andersson (2007) conducted a systematic review in which 

they examined studies on TAICBT which report the amount of support time therapists 

spent with clients and found a significant correlation between amount of contact and 

treatment effect size (rho = 0.75, p < 0.05). However, they noted that many studies have 

failed to report in great detail the specific amount of time therapists spend in contact with 

clients and suggest that this needs to be remedied in future research in order to be able to 

make conclusions about exactly how much therapist contact is necessary (Palmqvist et 

al., 2007). Klein et al. (2009) conducted a study in which they examined the impact of 

frequency of therapist contact on treatment outcomes in TAICBT for panic. In their 

comparison of infrequent contact (one time per week) and frequent contact (minimum of 

three times per week), they found that frequency of contact beyond once per week did 

not significantly affect treatment outcome and that both conditions resulted in significant 

symptom reduction. They also found that frequency of therapist contact did not 

significantly affect clients’ ratings of therapeutic alliance or treatment satisfaction. 

However, one limitation is that they failed to control for length of therapists’ e-mail and 

therefore, Klein et al. (2009) suggested that it could be possible that therapists in the 

infrequent contact condition, “compensated for the lack of frequent contact by writing 

more detailed and lengthier e-mail messages” (p. 111). 
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Recently, Lindner et al. (2014) explored whether the medium used for contact 

between therapist and client in TAICBT was important in terms of impact on therapeutic 

outcome and therapeutic alliance. In their preliminary trial, Lindner et al. (2014) 

randomly assigned 38 participants with major depression to a TAICBT program with 

therapist support provided either by telephone or via e-mail. Significant symptom 

reduction was demonstrated at post-treatment for both groups and no significant 

differences were found between groups in terms of outcome. There were also no 

significant differences found between groups in terms of client-rated therapeutic alliance. 

The results of this study suggest that the medium used for therapist-client 

communication in TAICBT does not have an impact on outcome. However, due to the 

small sample size, additional studies are needed in order to explore this further. 

1.8.2 Therapeutic alliance in TAICBT. Despite initial concerns that a strong 

and positive therapeutic alliance would not be able to be achieved through internet based 

interventions due to lack of face-to-face contact (Hanley & Reynolds, 2009), a number 

of studies have demonstrated that clients in TAICBT report developing strong working 

alliances with their therapists that are comparable to traditional face-to-face therapy 

(Andersson et al., 2012; Andersson et al., 2015; Cook & Doyle, 2002; Klein, Austin et 

al., 2009; Klein, Mitchell et al., 2009; Knaevelsrud & Maercker, 2006; Reynolds, Stiles, 

& Grohol, 2006; Sucala et al., 2012). Interestingly, one study even found that clients 

receiving TAICBT rated the therapeutic alliance (as measured by the Working Alliance 

Inventory) as stronger than compared to traditional face-to-face therapy (Cook & Doyle, 

2002). However, there have been inconsistent results regarding this finding as another 

study by Kiropoulos et al. (2008) found that clients reported higher levels of enjoyment 
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when communicating with a therapist face-to-face compared to clients communicating 

with their therapist via the internet. This result was similar to a study conducted by 

Leibert, Archer, Munson, and York (2006) which found that both levels of satisfaction 

and ratings of working alliance were high for clients receiving internet therapy but not as 

high as those found in previous studies of face-to-face therapy. 

 Although research was presented earlier in this review which indicates that 

therapeutic alliance has been demonstrated to have an impact on treatment outcome in 

face-to-face therapy (Del Re et al., 2012; Horvath et al., 2011), the evidence is less clear 

for TAICBT. There have been some studies which support an association between 

ratings of therapeutic alliance in TAICBT and treatment outcome (e.g., Jasper et al., 

2014; Knaevelsrud & Maercker, 2006). For example, a recent study examining 

therapeutic alliance in a TAICBT program for chronic tinnitus found a moderate 

association between agreement on therapeutic tasks as measured by the Working 

Alliance Inventory – Short Revised and outcome measures (Jasper et al., 2014). 

However, a study by Andersson et al. (2012) failed to find any significant correlation 

between therapeutic alliance and treatment outcome, despite overall high ratings of 

alliance. Andersson et al. (2012) noted that the measure of therapeutic alliance that they 

used in this study (i.e., Working Alliance Inventory) was developed to measure facets of 

the therapeutic alliance consistent with Bordin’s (1979) model, which was originally 

developed to explain therapeutic alliance in face-to-face therapies. It could be that the 

therapeutic alliance as theorized by Bordin (1979) is less important for outcome in 

internet based therapies (Andersson et al., 2012). Additional research is needed to 

establish whether or not the concept of “therapeutic alliance” can be conceptualized in 
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the exact same manner across face-to-face therapies and internet-based therapies, or 

whether or not there may be theoretical and practical differences at play (Andersson et 

al., 2012). Andersson et al. (2012) also suggest that it may be that therapist behaviours in 

general differ significantly between internet-based and face-to-face therapy, with most 

therapist interaction in TAICBT consisting of encouraging remarks and validation of 

homework completion. The topic of what therapist behaviours are present in TAICBT is 

important to review further. 

1.8.3 Therapist behaviours in TAICBT. Although there is a rapidly growing 

amount of research exploring the effectiveness of TAICBT and the importance of 

therapist support in TAICBT, research is only now beginning to emerge related to what 

specifically it is that therapists are actually doing when they are providing support to 

clients via the internet. Specific issues unique to training and competency for providing 

psychological support via the internet have begun to be discussed in the research 

literature and have predominately focused on ethical considerations (e.g., assessing risk 

and duty to warn, confidentially, record keeping, etc.) and competency using computer-

mediated communication (e.g., typing skills, skills in written expression, knowledge of 

computer shorthand, communicating empathy via text, use of emoticons, etc.; Mallen, 

Vogel, & Rochlen, 2005). Andersson et al. (2008) suggest that in addition to being 

knowledgeable about the principles of CBT and how to effectively guide clients through 

this treatment approach, it is also essential for internet therapists to be good 

communicators in general, and more specifically, highly skilled in written expression. 

This differs from the emphasis on verbal and non-verbal communication skills typically 

highlighted for therapists providing support to clients face-to-face. 
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Despite a growing acknowledgement that providing support to clients via the 

internet involves unique training considerations (e.g., Mallen et al., 2005), the need for 

specific training of internet therapists has yet to be structured (i.e., manualized) and 

thoroughly evaluated (Andersson et al., 2008). A limited number of studies have been 

published which describe the training instructions that are provided to therapists learning 

to provide support in TAICBT (e.g., Hadjistavropoulos et al., 2011; Hadjistavropoulos, 

Thompson, Klein, & Austin, 2012). However, few studies have been published which 

document in detail the nature and content of the actual support provided. One exception 

to this is a recently published case study on TAICBT for depression (Pugh, 

Hadjistavropoulos, Klein, & Austin, 2014) which provides rich examples of the content 

of both client and therapist e-mails, providing the reader with insight into what these 

types of therapeutic exchanges look like in TAICBT programs.  

To date, few research studies have been published which examine the specific 

content of e-mails sent to clients by therapists as part of TAICBT programs. Sánchez-

Ortiz, Munro, Starup, Treasure, and Schmidt (2011) conducted a content analysis of e-

mails sent by therapists to clients completing a TAICBT program for bulimia nervosa. 

The content of these e-mails were coded into three broad categories: 1) cognitive-

behavioural comments (i.e., specific references to problematic thoughts and strategies for 

challenging or coping with thoughts and feelings), 2) supportive comments (i.e., 

acknowledging, empathetic expression, validating, normalizing, encouraging), and 3) 

technical or study related comments (i.e., related to technical problems with the internet 

program or the research process). The results of this study indicated that the content of 

therapist e-mails was predominately supportive in nature, with 95.4% of therapist e-
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mails containing at least one supportive comment, 14.3% containing at least one 

cognitive-behavioural comment, and 13.6% containing at least one technical/study 

related comment. Sánchez-Ortiz, Munro, Starup et al. (2011) argued that experienced 

therapists’ use of more supportive comments versus cognitive-behavioural techniques in 

their e-mails could potentially be due to a number of different factors. For example, 

therapists’ use of supportive comments could reflect an attempt to build a positive 

therapeutic alliance with clients, it could be that clients’ e-mails do not include enough 

detail to reply using specific cognitive-behavioural comments, or it could be that the role 

of the TAICBT therapist is predominately to facilitate engagement with the internet-

based therapy program that provides CBT content rather than provide therapy 

themselves (Sánchez-Ortiz, Munro, Starup et al., 2011). Moreover, Sánchez-Ortiz, 

Munro, Starup et al. (2011) note that they could not comment on whether these TAICBT 

therapists’ behaviours differed significantly from face-to-face CBT without having 

comparable study results reporting on the frequency of supportive versus cognitive-

behavioural comments uttered by therapists in face-to-face sessions. 

Paxling et al. (2013) conducted a content analysis of e-mails sent by therapists to 

clients as part of a TAICBT program for GAD. The treatment program consisted of eight 

modules designed to be completed on a weekly basis and included common components 

of CBT for GAD, including applied relaxation, worry exposure, problem solving, and 

cognitive restructuring. The modules included homework exercises and clients sent an e-

mail to their therapist at the end of each week which included answers to questions about 

their progress in the program and any of their own feedback or questions they wanted to 

ask their therapist. The therapists sent back an e-mail with responses to questions raised 
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by the client, as well as feedback on homework. The therapists were instructed to focus 

their communication on adherence to the program, answering questions about the 

program, and providing recommendations on how specific therapeutic techniques 

included in the modules could be best utilized by the client.  

A total of 490 e-mails sent to 44 clients from three therapists were analyzed. 

Through the process of content analysis, eight different therapist behaviours were coded 

(see Paxling et al., 2013, p. 285, Table 2): 1) deadline flexibility (e.g., “You’ll get 

another couple of days to finish the task.”) , 2) task reinforcement (e.g., “Well done!”), 

3) alliance bolstering (e.g., “How nice that you’ve had a good week.”), 4) task prompting 

(e.g., “Good luck with the next task.”), 5) psychoeducation (e.g., “Worrying is part of 

generalized anxiety disorder.”), 6) self-disclosure (e.g., “I’ve also had trouble 

sleeping.”), 7) self-efficacy shaping (e.g., “The more you practice this, the more often 

you’ll be able to notice the thoughts.”, and 8) empathetic utterance (e.g., “I understand 

that you...”). The process of developing these final eight coded categories began with 

two coders analysing a small sample of four therapist e-mails, from which they derived 

an initial five coding categories. Three additional coding categories were derived after 

analyzing another five e-mails. The remaining therapist e-mails were coded into these 

eight categories. When all of the e-mails had been coded, a frequency matrix was 

constructed. Therapist behaviours were rated on a dichotomous scale as either present (1) 

or not present (0). Paxling et al (2013) indicated that e-mails containing more than one 

behaviour from the same category were represented twice or more in the data set only if 

the behaviours occurred in separate paragraphs. Repeated statements within the same e-

mail were conjoined into one unit of therapist behaviour. Interrater reliability of the 
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coding was tested through a process of randomly selecting therapist e-mails sent to 10 

clients, all of which were coded by two independent raters. Interrater reliability was high 

for all codes, with the exception of psychoeducation (non-significant correlation between 

the raters; r = .61, p = .06). 

Paxling et al. (2013) found that the therapist behaviours most frequently included 

in e-mails were task reinforcement (with 40% of e-mails containing at least one instance 

of this behaviour) and self-efficacy shaping (34%). They suggested that this finding 

indicates that the role of the therapist in TAICBT is primarily to provide, “positive 

reinforcement for progress and independence in relation to the treatment content and 

application of the treatment ingredients in real life” (Paxling et al., 2013, p. 284). 

Paxling et al. (2013) examined the correlations between the frequencies of these 

coded therapist behaviours, module completion, and treatment outcome. They found that 

task reinforcement (r = .70), task prompting (r = .42), self-efficacy shaping (r = .64), and 

empathetic utterance (r = .49) were all significantly and positively correlated with 

module completion. Only two specific therapist behaviours were significantly correlated 

with treatment outcome as measured by change scores on the Penn State Worry 

Questionnaire (PSWQ): deadline flexibility (r = -.37) and task reinforcement (r = .41), 

providing preliminary support to suggest that task reinforcement can be considered a 

positive and effective therapist behaviour in TAICBT whereas deadline flexibility can be 

considered a negative and ineffective therapist behaviour (Paxling et al., 2013).  No other 

significant correlations between therapist behaviours and treatment outcome were found. 

This study by Paxling et al. (2013) represents an important first step in beginning 

to clarify, first of all, what therapist behaviours are present in TAICBT; and how these 
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behaviours potentially affect treatment outcome. These are questions that are important 

to answer in order to clarify what the role of a TAICBT therapist is and what makes a 

competent TAICBT therapist (questions which are vital to improve training programs). 

However, given that this is the first study of this kind, additional research is clearly 

needed before we can feel confident in understanding this relatively new and unique 

therapist role and its impact on treatment outcome. Moreover, there are several 

limitations to the study by Paxling et al. (2013) that need to be addressed in future 

research in order to be able to generalize these results. 

Perhaps the most significant limitation of the study on therapist behaviours in 

TAICBT for GAD conducted by Paxling et al. (2013) is the extremely limited nature of 

their therapist sample. Their analysis of therapist behaviours present in e-mails sent to 

clients is limited to e-mails sent by only three therapists with very similar demographics. 

All three therapists who participated in this study were males in their 30s who were in 

their last term of the same clinical psychology programme (5-year Master of Science; 

Paxling et al., 2013). Therefore, it is unclear whether therapists who differ in terms of 

age, sex, training, and experience level would also differ in terms of therapist behaviours 

demonstrated in the e-mails they send to clients as part of TAICBT. 

Another limitation to this study is that the eight codes for therapist behaviours 

were developed based on preliminary analysis of a very small sample of therapist e-mails 

(n = 9) and the remaining e-mails were fit into this coding scheme. It is unclear whether 

any evidence of additional therapist behaviours that did not fit within the eight coding 

categories was found in the process of analysing the remaining 481 e-mails. Therefore, it 

is uncertain whether additional therapist behaviours may have been missed or 
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disregarded in the final analysis. Additionally, Paxling et al. (2013) stated that the final 

eight codes were finalized after, “a consensus decision was made following a discussion 

of the clinical relevance of the derived categories” (p. 283). It is unclear what this 

process involved and whether or not any consideration was given to existing research on 

effective therapist behaviours in the context of face-to-face therapy in order to consider 

whether similar therapist behaviours might be present in TAICBT. 

1.9 Purpose and Objectives of the Current Study 

The purpose of the current study was to further contribute to the research 

exploring therapist behaviours in TAICBT for GAD. More specifically, the current study 

aimed to address the following six research questions:  

1) Is there evidence of the same types of therapist behaviours that are identified 

during face-to-face therapy in the e-mails provided to clients from therapists as 

part of a TAICBT program for GAD?  

2) Can the results of the study on therapist behaviours in TAICBT for GAD by 

Paxling et al. (2013) be replicated (in terms of types of therapist behaviours 

present in e-mails and frequency of occurrence) using a larger and more diverse 

therapist sample?  

3) Are there any differences between the content of therapist e-mails sent to clients 

who terminated treatment prematurely (i.e., non-completers) versus treatment 

completers?  

4) Is there any association between the frequency of specific types of content in 

therapist e-mails sent to clients as part of a TAICBT program for GAD and 

treatment outcome (i.e., change scores on the outcome measures)?  
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5) Is there any association between the frequency of specific types of content in 

therapist e-mails sent to clients as part of a TAICBT program for GAD and client 

ratings of therapeutic alliance and treatment satisfaction?  

6) Is there any association between client ratings of therapeutic alliance and 

treatment outcome (i.e., change scores on the outcome measures)?  

CHAPTER 2: Methodology 

2.1 Ethics 

The data required for the current study was previously collected through the 

Online Therapy Unit for Service, Education, and Research (USER) as part of a larger 

research project initiated and supervised by Dr. Heather Hadjistavropoulos, Department 

of Psychology, University of Regina. This research project is titled, “An evaluation of 

patient access to, satisfaction with, and outcomes resulting from online therapy,” and 

ethics approval was originally granted by the University of Regina Research Ethics 

Board for the collection of this data on September 21, 2010. As per the requirements of 

the University of Regina Research Ethics Board, annual status reports have been 

submitted by Dr. Heather Hadjistavropoulos to ensure renewal of ethics approval with 

the most recent renewal of approval being granted on April 14, 2015.  

2.2 Participants  

Data was collected as part of a previously conducted study (described above) 

from two groups of participants: 1) e-therapists who provided TAICBT for GAD through 

the Online Therapy USER and 2) clients who participated in the TAICBT for GAD 

program through the Online Therapy USER. 
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2.2.1 E-therapists. Participants for this study included all e-therapists who 

provided TAICBT for GAD through the Online Therapy USER from October, 2010 

through to May, 2013 (n = 52). Individuals trained through the Online Therapy USER as 

TAICBT e-therapists fell into two groups: 1) registered therapists (i.e., community and 

university-based) and 2) student providers. To qualify to be trained as a TAICBT e-

therapist through the Online Therapy USER, registered therapists were required to meet 

the following criteria: a) be registered/licensed in psychology, social work or nursing, 

and b) have prior training or experience using CBT to treat depression, panic, or GAD. A 

total of 21 registered or provisionally registered therapists (seven trained in psychology, 

nine trained in social work and five trained in nursing) participated. For students to 

qualify to be trained as a TAICBT e-therapists through the Online Therapy USER, 

student providers were required to meet the following criteria: a) be a graduate student in 

clinical psychology or social work; b) have a minimum of 400 hours of clinical training; 

and c) have prior experience using CBT to treat depression, panic, or GAD. A total of 31 

student providers participated. In terms of additional demographics, six of the e-

therapists were male and the remainder were female.  

2.2.2 TAICBT therapist training. Prior to providing TAICBT for clients 

through the Online Therapy USER, all registered or licensed therapists and student 

providers were required to complete a one day training workshop developed and 

facilitated by the Online Therapy USER staff (see Hadjistavropoulos et al., 2012 for a 

description of the development of the training workshop and pilot study). This required 

workshop included six main training components. First, trainees were provided with an 

introduction of the rationale behind online therapy and the research which supports its 
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use and effectiveness. Second, trainees were educated on the Online Therapy USER 

policies and procedures. Third, trainees were educated on ethical considerations in the 

provision of TAICBT. Fourth, trainees were educated on strategies for online 

communication. Fifth, trainees were taken through the Online Therapy USER website in 

order to become familiar with the website content and functions. Lastly, trainees were 

given time to practice responding to examples of online therapy client e-mails and to 

discuss these responses as a group. After completing the training workshop, both 

registered/licensed and student TAICBT e-therapists contracted to provide monitored 

service to clients through the Online Therapy USER. For student providers, this involved 

supervision provided by a registered doctoral psychologist, as well as additional 

supervision and consultation provided by the Online Therapy USER staff. For 

community providers who were already registered professionals, monitored services took 

the form of regular consultation with the Online Therapy USER staff. All student and 

community TAICBT e-therapists signed a contract agreeing to contact any clients 

assigned to them through the Online Therapy USER website at least once per week. In 

emails, therapists were instructed to provide support, encourage clients to engage in 

assigned activities and answer any client questions related to program content. Therapists 

were to contact clients once a week by email while the client was engaged in therapy.  

When clinically indicated, therapists could decide to email clients more than once per 

week or call clients (e.g., if they were concerned about client safety, engagement in 

treatment or understanding of material). 

2.2.3 Clients. Participants included all clients (n = 107) who participated in the 

TAICBT for GAD program through the Online Therapy USER (start date for first client 
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was October 24, 2010 and end date for final client was May 30, 2013), including both 

treatment completers (clients who completed all modules; n = 59) and non-completers 

(clients who did not complete all modules; n = 48). Clients were all individually 

screened to participate in the TAICBT for GAD program by Online Therapy USER staff 

(see Hadjistavropoulos et al., 2011 for a description of the client screening and informed 

consent process). Clients were screened to ensure that they met threshold or subthreshold 

criteria for GAD, which was determined using a cut-off score of five on the Generalized 

Anxiety Disorder - 7 (GAD-7; Spitzer, Kroenke, Williams, & Lowe, 2006). This cut-off 

score was used as it reflects the presence of self-reported anxiety in at least the mild 

range (Spitzer et al., 2006) and the Unit aims to prevent symptom deterioration in those 

with mild symptoms as well as treat clinically significant symptoms of anxiety 

(Hadjistavropoulos, Pugh, Hesser, & Andersson, 2015). Clients were also screened for 

exclusion if they met any of the following criteria: a) risk of self-harm or suicidality, b) 

past or present symptoms of mania or psychosis, or c) comorbid primary substance-

related disorders. Client screening was conducted via telephone using the Mini-

Neuropsychiatric Interview Plus (Sheehan et al., 1998), which is a semi-structured 

interview used to assess DSM-IV disorders. Additional inclusion criteria for participation 

required clients to be, a) 18 years of age or older, b) a Saskatchewan resident, c) have 

access to a computer and printer in a private location, c) comfortable using computers, e-

mail, and the internet, d) comfortable with text-based communication, e) agreeable to 

working on therapy modules once a week for 12 weeks, f) able to consent to notify a 

physician of participation in TAICBT, g) not participating in other psychotherapy, and h) 

on a stable dose of psychotropic medications for at least a month. Overall, 75.9% of 
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clients who participated in TAICBT for generalized anxiety had a diagnosis of GAD and 

50% also had a comorbid diagnosis.  

2.3 Intervention 

The Online USER’s TAICBT for GAD treatment program is based on a licensed 

TAICBT program developed by Swinburne University’s National eTherapy Centre in 

Australia (http://www.swinburne.edu.au/lss/swinpsyche/etherapy/). The development of 

this TAICBT service has been described by Hadjistavropoulos et al. (2011). The GAD 

online treatment program consisted of 12 modules designed to be completed at a rate of 

one module per week, although in practice the vast majority of clients required more 

time to complete all modules (see Hadjistavropoulos et al., 2014, Figure 1, for an 

overview of the program content by module). The online program began with 

psychoeducation about GAD and subsequently presented psychoeducational material and 

client exercises related to addressing cognitive (e.g., identifying and challenging 

maladaptive thoughts) and behavioural (e.g., relaxation, problem solving, exposure) 

strategies for managing the symptoms of GAD. Regular client check-ins were included 

at the beginning of each module. The final module included information on relapse 

prevention. 

2.4 Data 

 All e-mails sent by e-therapists to a total of 107 clients who participated in the 

TAICBT for GAD program were downloaded from the Online Therapy USER database 

and de-identified by a volunteer research assistant (to ensure that the primary researcher 

was unable to identify clients and therapists). The following information was also 

gathered from the Online Therapy USER database for all clients who participated in the 
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TAICBT for GAD program: a) participant demographics, b) information on client usage 

of the program (i.e., number of treatment modules completed, number of times the client 

logged into the website, number of e-mails sent by clients), and c) results from treatment 

outcome measures and client ratings of treatment satisfaction and therapeutic alliance 

(see chapter 2.5 on measures below). Client data was de-identified prior to the primary 

researcher having access, and client data was linked to corresponding e-therapist e-mails 

for analysis (i.e., client data was organized by volunteer research assistants so that the 

primary researcher could track which e-therapist e-mails were received by which 

clients). 

2.5 Measures 

Treatment outcome was assessed using the following primary self-report 

symptom measures: 1) Generalized Anxiety Disorder-7 (GAD-7; Spitzer et al., 2006); 

and 2) Penn State Worry Questionnaire (PSWQ; Meyer, Miller, Metzger, & Borkovec, 

1990). The Patient Health Questionnaire- 9 (PHQ-9; Kroenke, Spitzer, & Williams, 

2001) was included to measure symptoms of depression. Client rating of therapeutic 

alliance was measured using the Therapeutic Alliance Questionnaire (TAQ; Kiropoulos 

et al., 2008). Two questions were also included at post-treatment to assess treatment 

satisfaction.  

2.5.1 GAD-7. The GAD-7 (Spitzer et al., 2006) includes seven items designed to 

assess for the presence and severity of symptoms of GAD. Participants were asked how 

often over the previous two weeks they had been bothered by a list of seven problems 

(e.g., “worrying too much about different things”) and how much difficulty these 

problems caused them in their work, home life, and relationships (this last item is not 
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included in the scoring but is used more descriptively to assess the level of interference 

the symptoms cause the participant). Each item is rated on a 0 (not at all) to 3 (nearly 

every day) scale and ratings are summed for a total score that ranges from 0 to 21. A 

higher score corresponds with greater symptom severity. Evidence of strong convergent 

validity with other measures of anxiety has been established (Bandelow & Brasser, 2009; 

Spitzer et al., 2006), as well as satisfactory test-retest reliability (Löwe et al., 2008; 

Spitzer et al., 2006). The GAD-7 is commonly used in internet-based treatment studies 

(Robinson et al., 2010; Titov et al., 2009) 

2.5.2 PSWQ. The PSWQ (Meyer et al., 1990) is a 16-item questionnaire that 

assesses the frequency, severity, and perceived controllability of worry (regardless of 

topic of worry). Items (e.g., “my worry overwhelms me”) were rated on a 5-point scale 

from 1 (not at all typical of me) to 5 (very typical of me), with a corresponding value of 1 

to 5 being assigned depending on whether the item is worded positively or negatively. 

The values are then summed to create a total score ranging from 16 to 80, with a higher 

score representing higher levels of pathological worry. It has been demonstrated to have 

high internal consistency, test-retest reliability, and convergent and divergent validity. It 

has also been demonstrated to maintain its reliability and validity when administered 

over the internet (Zlomke, 2009). 

2.5.3 PHQ-9. The PHQ-9 (Kroenke et al., 2001) is a nine-item questionnaire 

which measures symptoms of depression. Items were rated using a scale from 0 (not at 

all) to 3 (nearly every day) and summed to obtain a total severity score ranging from 0 to 

27. Manea, Gilbody, and McMillan (2012) recently conducted a meta-analysis which 

resulted in the suggestion of a cut-off score of 10 or greater as being sensitive and 
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specific in terms of identifying people meeting diagnostic criteria for major depressive 

disorder. The PHQ-9 has been shown to be a reliable diagnostic tool with good 

psychometric properties (Cameron, Crawford, Lawton, & Reid, 2008; Kroenke et al., 

2001), including test-retest reliability (r = .84; Kroenke et al., 2001). 

2.5.4 TAQ. The TAQ is a 17-item questionnaire designed to measure the degree 

to which participants perceived their relationship with their e-therapist as helpful. It was 

developed from the 19-item revised Helping Alliance Questionnaire-II (HAQ-II; 

Luborsky et al., 1996) and modified to be specific to TAICBT. Items (e.g., “I felt that I 

developed a good relationship with my therapist”) were rated on a 6-point scale from 1 

(strongly disagree) to 6 (strongly agree). The items were summed to produce a total 

score ranging from 17 to 102, with higher scores indicating a stronger therapeutic 

alliance between the client and e-therapist. The HAQ-II has been demonstrated to have 

excellent test-retest reliability and good convergent validity (Luborsky et al., 1996; 

Munder, Wilmers, Leonhart, Linster, & Barth, 2010). The TAQ has been used 

extensively in TAICBT research for anxiety disorders (e.g., Kiropoulos et al., 2008; 

Klein et al., 2010).  

2.5.5 Treatment satisfaction. At treatment completion, treatment satisfaction 

was assessed with two questions asking patients, “How much did you like the treatment 

program?” and “How much did you enjoy communicating with your therapist?”  These 

two questions were rated on a 0 (not at all) to 7 (very much so) scale.  

2.6 Data Analysis 
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Data analysis occurred in two stages: 1) qualitative content analysis of therapist 

e-mails, and 2) quantitative analysis using results of the qualitative analysis and client 

data. Each of these stages of data analysis are described below.  

2.6.1 Qualitative content analysis. The primary stage of data analysis involved a 

qualitative content analysis of the e-mails sent from therapists to clients during treatment 

through the TAICBT for GAD program (October 24, 2010 through to May 30, 2013). 

Content analysis is a process of analyzing the content of text data (Hsieh & Shannon, 

2005). Rather than representing one strict form of methodology, content analysis is a 

relatively flexible method of text analysis which can be completed using a number of 

different approaches, including both quantitative and qualitative methodologies (Elo & 

Kyngas, 2008; Graneheim & Lundman, 2004; Hsieh & Shannon, 2005).  

Hsieh and Shannon (2005) describe three different approaches to qualitative 

content analysis which can be chosen by the researcher depending on the nature of the 

problem being studied: 1) conventional, 2) directed, and 3) summative. According to 

Hsieh and Shannon (2005), conventional content analysis is most appropriate when there 

is little prior information available about the phenomenon being studied and the primary 

research goal is descriptive. Directed content analysis is most appropriate when there is 

some prior existing research and/or theory describing a phenomenon but the prior 

research is limited and therefore, the phenomenon in question could benefit from 

additional description. Lastly, a summative content analysis is most appropriate when the 

researcher wishes to move beyond description of a phenomenon by interpreting the 

latent, or underlying, meaning behind the use of particular words or phrases in text. 

Given that there is some pre-existing but very limited research exploring the content of 
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therapeutic e-mails sent from therapists to clients in TAICBT, the current study utilized a 

directed method of qualitative content analysis. 

Methods of qualitative content analysis can also be differentiated according to 

whether they utilize an inductive or deductive approach to data analysis (Elo & Kyngas, 

2008; Mayring, 2000). An inductive approach to qualitative content analysis is the 

method used in conventional content analysis (Hsieh & Shannon, 2005) and involves 

approaching the data without the reliance on pre-existing theory and without the use of 

any preconceived categories (the term category here refers to a group of content that 

shares commonality) to direct the analysis ( Elo & Kyngas, 2008; Granheim & 

Lundman, 2004). Due to the fact that there is not enough prior knowledge about the 

phenomenon in question, an inductive approach involves a process of the researcher 

developing categories to describe the content of the data directly from their process of 

reviewing  and making sense of the data (Elo & Kyngas, 2008). In other words, “the 

categories are derived from the data” (Elo & Kyngas, 2008, p. 109). This approach was 

utilized in the study described above by Paxling et al. (2013) given that this was the first 

study to examine the content of therapist e-mails sent as part of a TAICBT program for 

GAD. In contrast, a deductive approach to qualitative content analysis, which is the 

approach used in directed content analysis, involves relying on prior theory and research 

to develop an initial system of categories (i.e., categorization matrix)  that the researcher 

then uses to guide their data analysis (Elo & Kyngas, 2008; Hsieh & Shannon, 2005; 

Mayring, 2000). A deductive approach to content analysis is most appropriate when the 

researcher’s goal is to either expand upon pre-existing theory and/or retest pre-existing 
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theory within a new context (Elo & Kyngas, 2008; Hsieh & Shannon, 2005), which is 

consistent with the goals of the current study. 

When using a deductive approach, the researcher must also decide whether to use 

a constrained versus unconstrained categorization matrix (Elo & Kyngas, 2008). Using a 

constrained matrix means that the researcher will adhere strictly to fitting the data into 

the original categories that they develop based on pre-existing research prior to 

commencing data analysis (Elo & Kyngas, 2008). A constrained matrix does not allow 

for the emergence of new categories from the new data that do not fit within the pre-

existing theoretical framework (Elo & Kyngas, 2008). Therefore, a significant limitation 

of this method is that it may fail to capture important new information. Using an 

unconstrained categorization matrix allows a researcher to account for new information 

that may not fit within the pre-existing categories, essentially expanding the 

categorization as needed throughout the data analysis using an inductive method to 

ensure that all the data is accounted for (Elo & Kyngas, 2008).  Due to the limited nature 

of the pre-existing theory on the therapeutic content of e-mails sent from therapists to 

clients in TAICBT, the current study used an unconstrained categorization matrix to 

allow for the potential that new categories may emerge that may expand upon our 

knowledge of what therapist behaviours are present in online therapy. 

2.6.2 Development of initial coding scheme. Following the methodological 

process described by Hsieh & Shannon (2005) for directed content analysis, the initial 

stage of analysis in this research project involved reviewing the existing research for key 

concepts or variables that could aid in the development of an initial coding scheme. 

Therefore, the literature review on therapist behaviours in both internet-delivered therapy 
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and face-to-face therapy presented in chapter one was utilized to develop this initial 

coding scheme. Rather than simply identifying a list of potential codes, the development 

of this initial coding scheme involved writing out the operational definitions for each 

code (based on the pre-existing research) that the researcher would use to determine the 

circumstances under which the textual data fit within each particular code. This initial 

coding scheme is presented in Appendix A. 

 2.6.3 Coding process. Given the decision to use an unconstrained coding 

scheme, which allows for the emergence of new codes that do not fit within the pre-

existing framework (Elo & Kyngas, 2008), the second stage of analysis involved line-by-

line coding of all e-mails sent by e-therapists to clients who participated in the TAICBT 

for GAD program to explore whether the data fit within the initial proposed coding 

scheme and if not, what adjustments needed to be made to the coding scheme in order to 

best represent the data. Coding was completed using NVivo qualitative data analysis 

software (Version 10; 2012). Notes were kept throughout this process to describe the 

ways that the data fit, or did not fit, within the initial coding framework and these notes 

were used to aid the revisions to the existing coding scheme, as well as the development 

of new codes. A single statement was coded into more than one category only if there 

was clear evidence that more than one behaviour was being represented by the statement. 

Any data that did not fit within the pre-existing coding scheme was analyzed and given a 

new code that was added to the final modified coding scheme. Additionally, any 

proposed code in the initial coding scheme that did not fit with the data was either 

dropped completely (i.e., in cases where the therapist behaviour was not observed to be 

present in the data) or modified to better represent the data. 
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 2.6.4 Inter-rater reliability. Inter-rater reliability was assessed by having a 

second independent coder analyze a randomly selected sample of 10% of the therapist e-

mails to check for agreement with the coding scheme. Despite some disagreements 

amongst researchers about the appropriateness of using methods which come from a 

positivist research paradigm (such as inter-rater reliability) in qualitative research, this 

method is frequently used in content analysis as a way of ensuring that coding is 

conducted in a systematic manner that can be reliably replicated amongst independent 

researchers (Granheim & Lundman, 2004; Hruschka et al., 2004). 

Inter-rater reliability was calculated using Cohen’s kappa, which is a commonly 

used statistic for inter-rater reliability in qualitative research. Cohen’s kappa is typically 

recommended over simply calculating overall percentage agreement between coders 

because it takes into account agreement that could be expected to occur by chance (i.e., it 

tests whether or not agreement is above the level of agreement that could be expected to 

occur by chance; Gisev, Bell, & Chen, 2013; McHugh, 2012; Viera & Garrett, 2005). 

Kappa values fall between -1 and +1, where +1 represents perfect agreement, 0 

represents agreement that is exactly what would be expected by chance and negative 

values indicate agreement that is less than what would be expected by chance (i.e., 

indicates potential systematic disagreement between coders; Gisev et al., 2013; McHugh, 

2012; Viera & Garrett, 2005). There is some inconsistency amongst researchers when it 

comes to recommendations of how to interpret the meaning of different kappa values; 

however, kappa values between 0.61-0.80 are typically considered to represent 

“substantial” agreement and a kappa value equal to or greater than .80 is typically 
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considered to represent excellent, or “almost perfect” agreement (Gisev et al., 2013; 

McHugh, 2012; Viera & Garrett, 2005). 

2.6.5 Frequency counting. It was observed that almost all of the therapists used 

paragraphs in their e-mails to delineate separate ideas/topics of discussion. Therefore, 

consistent with the methodology used by Paxling et al. (2013) for frequency counting, 

therapist behaviours were rated as either present (1) or not present (0) in each e-mail, 

with therapist behaviours from the same category only being counted more than once 

within the same e-mail if they occurred in separate paragraphs. That is, two statements 

within a single paragraph coded with the same code were only represented in the 

frequency matrix as one single count of that same therapist behaviour. For example, in 

the following paragraph expert from an e-mail, more than one sentence (represented in 

bold) was coded as “flexibility with the structure of therapy;” however, it is clear that 

these statements represent one single instance of this behaviour and therefore, the 

frequency count is 1.  

I can see that your free time will be a little scarce over the next few weeks. If I 

am understanding you correctly I think you are wondering if it is ok to do a 

module every two weeks for the next little bit until things slow down. That 

would be fine providing you are practicing the skills you already have learned 

throughout the two weeks. The reason I say that is because the modules build on 

one another and the space in between can make it difficult to remember what you 

learned before. So it is a catch 22 you delay the modules to get more out of it 

only to forget more in between. That can all be solved though by consistent 

practice if you are up for it. Is that something you think you could do? If so feel 



62 

 

free to work slower and I will continue to check in once a week with the 

understanding some weeks there may not be much progress.  

 Also consistent with the frequency counting guidelines used by Paxling et al. 

(2013), there were instances in which the same therapist behaviours occurred in separate 

paragraphs but were clearly repeated statements (i.e., the therapist was simply restating 

something they stated earlier in the e-mail). These repeated statements were only 

counted as one instance of the same therapist behaviour. Although it occurred very 

infrequently, there were also a few instances in which a therapist did not use any 

paragraph structure in an e-mail. In these instances, a therapist behaviour was only 

counted as occurring more than once if it was clearly related to a separate topic (i.e., 

would typically be expected to have occurred in a separate paragraph given that a new 

idea/topic was being discussed). 

 2.6.6 Quantitative analyses. All statistics were conducted using SPSS version 

19. To begin, descriptive statistics (mean, standard deviation, percentages) were used to 

describe the sample in terms of client demographics and program-related use. 

Descriptive statistics were then used to examine the frequency of therapist behaviours in 

therapist e-mails sent to clients for treatment completers. Intercorrelations among the 

therapist behaviours were also examined. A z-test for two proportions was used to 

compare the frequency of therapist behaviours in the current study to the frequency of 

these therapist behaviours reported by Paxling et al. (2013). An independent samples t-

test was conducted in order to examine the differences between treatment completers and 

treatment non-completers in terms of number of e-mails received during the first two 

modules and the frequencies of therapist behaviours observed in these e-mails. An 
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independent samples t-test was also conducted to examine whether there were any 

significant differences in terms of frequency of therapist behaviours in e-mails sent by 

registered therapists versus student therapists. 

To examine the relationship between therapist behaviours and outcomes for 

treatment completers, Spearman’s rank-order correlation coefficients (Spearman’s rho) 

assessed the correlation between therapist behaviour frequency scores and change scores 

for the PHQ-9, GAD-7 and PSWQ at mid- and post-treatment (consistent with the 

methodology utilized by Paxling et al., 2013). Therapist behaviour frequency scores for 

treatment completers were then correlated with therapeutic alliance ratings (i.e., TAQ) 

and ratings of treatment satisfaction (assessed with two questions asking patients, “How 

much did you like the treatment program?” and “How much did you enjoy 

communicating with your therapist?”) at mid- and post-treatment. Change scores for the 

PHQ-9, GAD-7 and PSWQ were correlated with therapeutic alliance ratings (i.e., TAQ) 

and ratings of treatment satisfaction at post-treatment. Finally, correlations between 

number of therapist e-mails received by clients, change scores on the outcome measures, 

and measures of therapeutic alliance and treatment satisfaction were computed.   

 Despite past criticism of the use of change scores in the analysis of pre- to post-

test research design (e.g., DuBois, 1957; Cronbach & Furby, 1970; Burr & Nesselroade, 

1990), more recently, a number of researchers (e.g., Fitzmaurice, Laird, & Ware, 2004; 

Gollwitzer, Christ, & Lemmer, 2014; Thomas & Zumbo, 2012) have argued in favour of the 

use of change scores as an appropriate method of analysis across a number of research 

designs. More specifically, the use of change scores has been argued as more appropriate 

than alternative approaches to measuring change (e.g., residual change scores) in studies that 

do not utilize a randomized controlled design (e.g., Gollwitzer et al., 2014)  and it has been 
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argued that in clinical research, change scores offer an advantage of better interpretability 

(e.g., Allison, 1990). For example, in the case of therapeutic intervention, a mean decrease of 

10 points on the GAD-7 as shown by change scores is immediately meaningful to clinicians 

and easily interpretable (Tarba, 2015). Consistent with the methodology used by Paxling et 

al. (2013), in the current study, change scores on the GAD-7, PSWQ, and PHQ-9  were 

calculated by subtracting clients’ mid- and post-treatment scores from their pre-treatment 

scores  (i.e., time 2 score is lower than time 1 score = symptom decrease; time 2 is 

greater than time 1 score = symptom increase). For example, a client who has a pre-

treatment score of 15 on the GAD-7 and post-treatment score of 5 demonstrates a change 

of 10 points on that outcome measure. Spearman’s rho was chosen because it is a robust 

test that guards against violations of statistical assumptions (Bishara & Hittner, 2015).  

CHAPTER 3: Results 

3.1 Participant Demographics 

3.1.1 Treatment completers. Of the 59 clients who completed all 12 treatment 

modules, the majority were Caucasian (n = 48; 81%), female (n = 37; 63%), married or 

common law (n = 37; 63%), had some college or university education (n = 49; 83%), and 

ranged from 21 to 67 years of age (M = 41.00; SD = 12.29); 56% resided in a city with a 

population over 200,000, 20% in a small city, and 24% in a town, village, or on a farm. 

The majority reported that they were taking medication to manage psychological 

symptoms (n = 37; 63%) and reported some form of previous treatment for 

psychological symptoms (n = 40; 68%). Examining program-related use, clients logged 

into the website frequently during the course of the program (M = 53.75; SD = 23.37). 

On average, clients sent therapists 13.32 (SD = 11.90) e-mails and received an average of 
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24.61 (SD = 9.14) e-mails from therapists. Therapists contacted clients by telephone an 

average of 1.80 (SD = 2.90) times during the entire program.  

3.1.2 Treatment non-completers. Of the 48 clients who terminated treatment 

prematurely (i.e., did not complete all 12 treatment modules), the majority were 

Caucasian (n = 37; 77%), female (n = 32; 67%), married or common law (n = 25; 52%), 

had some college or university education (n = 34; 71%), and ranged from 24 to 59 years 

of age (M = 36.33; SD = 10.15); 42% resided in a city with a population over 200,000, 

23% in a small city, and 35% in a town, village, or on a farm. The majority reported that 

they were taking medication to manage psychological symptoms (n = 25; 52%) and 

reported some form of previous treatment for psychological symptoms (n = 34; 71%). 

The majority (n = 29; 60%) terminated treatment prior to completing the midpoint 

measures. Half of the clients (n = 24; 50%) who terminated prematurely provided no 

reason for discontinuing the program; 15% reported discontinuing treatment because 

they were too busy, 10% started receiving other services, 8% felt the program was not 

helpful, 6% were recommended to start face-to-face therapy, 4% reported that their 

symptoms had reduced to a manageable level, and 6% reported a reason that was 

classified as “other” (e.g., death in family, medical issues). 

3.1.3 Pre-treatment scores on outcome measures. In terms of pre-treatment 

scores on the GAD-7, there were no significant differences between treatment 

completers (M = 11.90; SD = 5.04) and non-completers (M = 11.71, SD = 5.29), t(105) = 

.19, p = .85. On the PHQ-9, there were no significant differences between treatment 

completers (M = 10.95, SD = 6.28) and non-completers (M = 11.92, SD = 6.44) at pre-

treatment, t(105) = -.78, p = .43. There were also no significant differences on the PSWQ 
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between treatment completers (M = 63.47, SD = 11.48) and non-completers (M = 63.06, 

SD = 12.02) at pre-treatment, t(105) = .18, p = .86.  

3.2 Results of Qualitative Content Analysis 

A total of 19 codes representing therapist behaviours were found to be present in 

the therapist e-mails. The following is a description of each code with representative 

examples taken directly from therapist e-mails (the final modified coding scheme with 

operational definitions is also included in Appendix B). 

3.2.1 Flexibility with the structure of therapy. Paxling et al (2013) outlined the 

therapist behaviour they labeled “deadline flexibility” and described it as, “behaviours 

that pertain to lenience from the therapist concerning deadlines for homework 

submissions and allowance of extra time to work with a given module” (Paxling et al., 

2013, Table 2, p. 285). Within the therapist e-mails analyzed in the current study, there 

were instances when therapists made comments to clients which were clearly either 

excusing, allowing for, and even at times encouraging flexibility in terms of the client’s 

adherence to the agreed upon structure of the therapeutic process including pace, time 

limits, completion of modules, scheduled check-ins, completion of progress 

questionnaires, and other components of the program. Therefore, the code “deadline 

flexibility” was retained for this study. However, it was renamed “flexibility with the 

structure of therapy” to account for the fact that this code included not only flexibility 

with deadlines for homework and module completion, but also a more general flexibility 

in terms of whether components of therapeutic program were completed by the client 

(e.g., allowing clients to pick which components of the program they wanted to spend 
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time on). Examples of direct quotes taken from therapist e-mails that were coded as 

flexibility with the structure of therapy include:  

- “It’s not a problem if you need an extra week for this module.” 

- “It’s okay that you didn’t get to the progressive muscle relaxation exercise 

this week. I know you are really busy.” 

- “If so, feel free to work slower and I will continue to check in once a week 

with the understanding some weeks there may not be much progress.” 

- “You can proceed through the units at your own speed in the way you best 

take in and apply the information.” 

- “Sometimes it's just not possible to do all the exercises. Although the 

exercises are an important part of this therapy, sitting down and doing them 

one-by-one each week is not realistic for everyone.” 

- “As I indicated in one of my replies to you yesterday, I am encouraging you 

to take a ‘total holiday’ during that time – including a break from the 

modules.” 

3.2.2 Addressing adherence concerns. In some cases, therapists made 

statements in their e-mails that drew attention to the fact that the client was failing to 

adhere to the structure of therapy, particularly in cases where clients had not logged into 

the program, had not provided any feedback to the therapist, or had failed to progress 

through the modules at the recommended pace (i.e., one module per week). These 

statements often outlined the concern (e.g., “I see that you haven't had a chance to check 

in yet since last week.”), as well as encouraging the client to resume adherence to the 

agreed upon structure of the therapeutic process (e.g., “It would be great if you could 
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continue trying to sign in at least once a week.”). In essence, this therapist behaviour 

could be conceptualized as being in direct contrast to the behaviour of flexibility with the 

structure of therapy. Examples of direct quotes taken from therapist e-mails that were 

coded as addressing adherence concerns include:  

- “I noticed that you haven't had a chance to start the next module yet. I just 

wanted to check in with you and see if there is anything I can do to support 

you right now and help you work through the program material.” 

- “I noticed that it has been almost a month since you worked on the material in 

the modules. I think it is important that you try to set aside some time to work 

on the module this week to try to get back on track with the program.” 

- “We just like to check in with clients after there has been no activity for a 

week to make sure that everything is okay and to encourage people to finish 

the program in a timely manner.” 

- “We can problem solve together to find ways to get you back on track.” 

3.2.3 Appointment setting/therapist availability. This code was developed to 

account for the statements that therapists made in e-mails which let the client know 

specifically when the therapist would be available (i.e., when they would be checking the 

website for client progress and messages from the client) and when the client could next 

expect to receive communication from the therapist. This behaviour in the e-mails 

appeared to be very similar to the process of scheduling appointments in face-to-face 

therapy and providing the client with information on therapist availability in general. For 

example: 
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- “Just wanted to let you know that I have checked the website today, and will 

be checking again next Friday.” 

- “I am going to look through your check-in to module 2, and provide you with 

some further feedback on Monday.” 

- “Just like if you were in therapy, I will be checking in with you at least once a 

week, typically on Wednesday each week.” 

3.2.4 Appointment canceling/lack of therapist availability. Therapists also at 

times informed clients that they would no longer be available to check the website or 

respond to messages from the client during the timeframe they had previously indicated. 

These statements were very similar to how therapists in face-to-face therapy would 

inform clients that they had to cancel a previously scheduled appointment and included 

letting clients know when the therapist was going to be unexpectedly away from the 

office or informing them of upcoming scheduled absences (e.g., holidays). For example: 

- “I just wanted to contact you and let you know that I will be out of the 

province for the next 3 days (Thursday, Friday, Saturday) and so I will not be 

available to check-in on our regular day this week.” 

- “I will also be away during this time and will not be available to check in 

with you. You will still have access to the program and can write me e-mails 

but I won’t be able to respond until after the break.” 

- “I’ve been called out of the office for the day and will be unable to do my 

weekly check in today.” 

3.2.5 Therapist self-disclosure. Paxling et al (2013) described therapist self-

disclosure as, “therapist behaviours that describe circumstance in the therapist’s own life 
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situation that are similar or relevant to the patient’s situation” (Paxling et al., 2013, Table 

2, p. 285). Evidence of this behaviour was found in the therapist e-mails in the current 

study and therefore, this code and its label was retained. There were also instances when 

therapists disclosed personal information that was not necessarily similar or relevant to 

the client’s situation (e.g., in the context of explaining why an appointment needed to be 

canceled, revealing personal information in the context of informal conversation, etc.) 

and this was also included. Examples of therapist self-disclosure included: 

- “It reminds me of when I went back to school and many of my classmates 

were younger than me.” 

- “I can't do imagery. I cannot put myself in a hammock on the side of a 

mountain, listening to the birds and other sounds around me unless I am 

actually there. (I have never had the opportunity to actually do this in person 

but do believe I would find it relaxing!!)” 

- “I am attempting to travel to [location] to visit my [relation] who is 

attempting to travel from [location] to meet me there.  We both could be 

stormstayed if the weather does get nasty. I'll let you know next week 

whether I spent the weekend with total strangers as we all were grounded by 

the weather!” 

3.2.6 Course procedure. This code was developed to capture content in the 

therapist e-mails that related to the therapist explaining general information about course 

layout, navigation, and operating procedures (e.g., consent form, questionnaires, 

computer security, material layout, treatment timeline), as well as statements explaining 

participation in the research components of the program. Examples:  
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- “I just wanted to let you know that you will continue to have access to this 

website for four weeks after you complete module 12.” 

- “After the consent form, you will be presented with some questionnaires. 

This will help me get a sense of your current concerns.  At modules 6 and 12, 

you’ll also complete these questionnaires again so that we can see the 

progress you make during this program.” 

- “When I log into the website, I am able to see which pages of the modules 

you’ve looked at. Every module starts with a few questions that you can 

submit to me. At the end of each module you’ll be asked to complete some 

offline exercises during the week.” 

- “The consent form has lots of valuable information about this program, and I 

would like to highlight two important sections.” 

3.2.7 Technical difficulties. There were also times when technical difficulties 

arose and were addressed by the therapist. This often involved the therapist coordinating 

IT assistance to fix the concerns and at times involved the therapist apologising for the 

difficulties caused by these technical issues. Examples: 

- “Thank-you for letting me know that you could not access the questionnaires. 

IT had a look, and this was a glitch in the system. Since you let us know 

about it, it has been found and fixed. I apologize that it did not work when 

you tried.” 

- “I wanted to start out by apologizing for the glitches in the website!  I know 

how frustrating it is to spend the time writing out everything you need to say, 

only to lose what you had written.  I have talked to IT about this issue.” 
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- “I have alerted the unit coordinator about the issue and [name] is actively 

trying to figure out the problem.” 

3.2.8 Questionnaire feedback. Therapists regularly included feedback about 

self-report symptom measures and weekly mood ratings to clients. Rather than simply 

listing scores, this feedback often included explanations about the meaning of the scores 

and was typically presented in the context of providing the client with feedback about 

symptom presentation and overall progress. For example: 

- “When looking at your weekly mood rating, both your levels of depression 

and anxiety have decreased since last week.” 

- “When you first filled out the questionnaire that measured your symptoms of 

GAD, you reported these were in the more severe range.  You are now 

reporting that these are in the moderate range, so there has been a reduction in 

your levels of GAD since you began this program.” 

- “Lastly, you filled out a questionnaire that measured your work and social 

functioning. Your self-reported score indicated that your functioning is 

significantly impaired at this time. In particular, you indicated difficulties in 

your ability to work, manage your home, and participate in social leisure 

activities.” 

- “It was also interesting that your anxiety and depression symptoms decreased 

together.” 

- “I am tracking your weekly moods and can see that your anxiety and panic 

increased while your depression reduced.” 

3.2.9 Alliance bolstering. This code captures therapists’ statements which appear 
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to be aimed at establishing a positive interpersonal bond with the client (i.e., rapport 

establishing).This includes general statements which indicate an interest in the client and 

their life situation, as well as friendly greetings and closing remarks. As indicated by 

Paxling et al. (2013), these writings are non-specific to treatment and do not necessarily 

pertain to or reference any content included in the modules or exercises. For example:  

- “I hope you enjoy this weekend, it’s supposed to be great weather!” 

- “And thanks [client], I did have a good Easter, I hope you did as well. I hope 

you have a good weekend, and once again, I just want to let you know that it 

has been great working with you over the past few months!” 

- “It has been a pleasure working with you for the first half of therapy, and I 

am looking forward to working with you for the last half!” 

- “Best wishes this week!” 

- “Hi [client], great to hear from you!” 

- “Hi [client], I hope everything is going well with you.” 

- “Have a great long weekend with your family.” 

3.2.10 Repair of potential alliance ruptures. There were times throughout the 

emails that therapists made statements which expressed an attempt to correct potential 

negative effects that past behaviour or miscommunications had had on the therapeutic 

alliance. These statements often included an explicit expression of apology on the part of 

the therapist and a reference to the perceived negative behaviour or miscommunication 

on the part of the therapist. At times, there was also some indication of how the 

perceived negative behaviour would be corrected in the future. For example:  

- “I owe you an apology and I think my failure to check to see that you had 
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completed all the Module 10 exercises may have led to some confusion on 

my part. No doubt yours as well.” 

- “I'm sorry that my messages haven't been coming on Monday as promised. 

I'm going to take a look at my schedule and see if there is a better day where I 

will more consistently get messages to you on time.” 

- “I’m sorry you couldn’t get a hold of me when you felt you needed too.” 

- “As I said before, it is sometimes easy to misinterpret a message just because 

we don’t have verbal or facial cues. You were absolutely right, I was not 

trying to be critical in any way, and I’m sorry if it seemed that way.” 

- “I realize that I have been bombarding you with questions within my emails 

to you.  I do want to apologize if you have been finding that to be frustrating.  

In doing so, I’m not trying to make my way into other areas of your life, I’m 

just trying to figure out what some of the “pieces” are that have brought you 

to this point.  However, that having been said, I certainly read your last email 

to me loud and clear – and I appreciate you redirecting our discussions firmly 

back to the issues that brought you to this program.” 

 3.2.11 Empathetic utterance. Paxling et al. (2013) outlined a code they labeled 

“empathetic utterance” and described it as, “writings that attempt to convey 

understanding and empathy for the participant’s suffering, frustration or general life 

situation” (Paxling et al., 2013, Table 2, p. 285). Evidence of this code was found in the 

therapist e-mails and therefore, this code and its label was retained. Examples include: 

-  “I understand how difficult it can be to feel like you are making progress, 

and finally feeling better, and then having a dramatic turn and feeling similar, 
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or maybe even worse, then how you did before the progress was made.  Of 

course, it is completely natural to feel frustrated and let down when this 

happens, so I can see why you would feel ‘pissed off’ about this.” 

-  “I imagine this has been stressful.” 

- “I can certainly empathize with the time constraints of a [identifier] student!” 

- “I am sorry to hear that things have been so stressful with your [family 

member]. It sounds like this has been triggering a lot of anxiety and worry for 

you.” 

3.2.12 Normalizing. Throughout the process of coding, it was noted that 

therapists were making statements that were aimed at reassuring the client that they are 

not alone in their experiences and struggles. This included statements which normalized 

mental health symptoms (i.e., expressing that it is common for people to experience 

these difficulties), as well as normalizing any difficulties they may be having with 

applying the course material. Given that the previously proposed codes did not seem to 

fully capture the apparent purpose of these particular statements, a new code was added 

to represent this therapist behaviour. Examples included: 

- “So the good news is, although it might sound ‘crazy’ to some people, there 

are lots of people who understand exactly what you are talking about and who 

deal with the same issues you do.” 

- “It doesn’t surprise me that this would be hard for you. In fact, I think a lot of 

people struggle with this.” 

-  “I know that you were still experiencing quite a bit of anxiety even after the 

relaxation exercise. This is normal.” 
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- “It is perfectly normal to find that your mind tends to wander during these 

exercises.” 

- “It's very common for people to have some difficulty at first because many of 

these concepts are new.” 

3.2.13 Reflecting/ therapist responsiveness. Another therapist behaviour that 

was seen throughout emails but was not captured by any of the codes included by 

Paxling et al. (2013) was labelled “reflecting.” Therapists’ attempts to demonstrate that 

they were being responsive to the client (i.e., letting the client know that they are reading 

and understanding their messages) typically involved either directly repeating (i.e., 

quoting) something the client had previously stated and/or rephrasing or summarizing 

communication from the client. Examples include: 

- “You mentioned that you still feel like if you are ‘not worried and careful, 

you won’t be prepared and won’t be able to plan for the unknown.’”  

- “During your check in, you identified that the strongest emotion you have 

been feeling is depression. A specific thought you identified related to this 

depression is ‘I just want to be able to enjoy my family life and not feel like 

shit when I come home.’” 

- “I really liked your thought ‘It will be hard....it IS hard. But I can do it and 

live a happy life.’ I liked this thought because you are recognizing this is a 

hard situation to get through, but there is a bright future ahead of you that you 

are working towards.” 

- “You mentioned that you need to make more time for yourself.” 

- “I like that you’ve identified ‘avoidance’ as the behaviour to prevent. You’ve 
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mentioned before that avoiding things is something you would like to change, 

so great choice.” 

3.2.14 Task prompting. Throughout the emails, therapists often included 

statements intended to encourage the client to complete specific tasks as part of the 

“work” of therapy (such as completing sections of the modules and homework 

assignments). These types of statements were labelled “task prompting” by Paxling et al. 

(2013) and this code and its label was retained for this study. Paxling et al. (2013) also 

included under task prompting, “explicit interest in future results of the participant’s 

progress” (Paxling et al., 2013, Table 2, p. 285).  Therefore, passive statements regarding 

anticipated completion of course related skills or tasks (e.g., “I look forward to hearing 

how module 2 goes.”) were also included under this code. Other examples include: 

- “If you could complete them, then we’d have a chance to see whether you are 

feeling any differently now compared to when you started.” 

- “I encourage you to now start working your way through module 2.” 

- “I suggest you give the progressive muscle relaxation another shot.”  

- “Good luck with reflecting on and preventing your worry behaviours this 

week! I hope it's a useful process for you.” 

3.2.15 Task praise/reinforcement. Paxling et al. (2013) described a therapist 

behaviour they labeled “task reinforcement” as, “behaviours aimed at reinforcing 

assignments already completed by the participant” (Paxling et al., 2013, Table 2, p. 285). 

Evidence of this behaviour was found in the e-mails and therefore, this code was 

retained. However, it was also noted that therapists also made more general reinforcing 

statements regarding clients’ overall progress and therefore, this was also included under 
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this code. Additionally, at times, encouragement from therapists for completed tasks 

seemed to be better described using the term “praise” and therefore, the code label was 

adjusted to reflect this observation. Examples included:  

- “Great job on your check-in for Module 11!  There were a lot of offline 

activities, so I was very pleased to see you were able to complete them all.”   

- “Great job [client], I think this reflects the hard work that you put into the 

program, and into making big changes. I hope you are as proud as I am at all 

you have accomplished over our time of working together!” 

- “Furthermore, you are doing very well with your thought records.”   

- “You are making good progress.” 

- “I’m glad to see that you had some time to work through module 9, good 

work!”  

- “I’m glad to see that you used PMR and that it made you feel a bit less tense. 

Good work!”  

- “Excellent work this week, [client]!” 

3.2.16 Self-efficacy shaping. Paxling et al. (2013) outlined a therapist behaviour 

they labelled “self-efficacy shaping” and described it as, “behaviours that prompt and 

reinforce the participant to spontaneously engage in the health prompting behaviours 

they have learnt through the treatment” (Paxling et al., 2013, Table 2, p. 285). In other 

words, the therapist encourages the client to incorporate the learned skills into their day 

to day life. Evidence of this therapist behaviour was seen in the e-mails and therefore, 

this code and its label was retained. Paxling et al. (2013) gave the following statement as 

an example, “the more you practise this, the more often you’ll be able to notice the 
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thoughts” (Table 2, p. 285). Therefore, statements encouraging the clients to continue 

with practicing course skills on an ongoing basis in their day to day lives were included 

as part of this code. For example: 

- “The nice thing about relaxation is that with practice, you can often use it in 

lots of different settings. I want to encourage you to keep practicing the 

strategies.” 

- “I would encourage you to somehow incorporate relaxation exercises into 

your daily routine as I think it would be very beneficial for you.” 

- “but I encourage you to continue to utilize some of the tools offered in the 

modules.  Pick out the ones that you think work the best for you and as you 

continue to use them, they will become automatic.” 

An important component of this therapist behaviour also involved teaching the client 

how to continue to practice the course skills after therapist assistance is no longer 

available. For example: 

- “I know you still have some difficulties with your anxiety, but I am confident 

you will use the strategies you learned during the program to continue 

working on your anxiety.” 

- “The last module helps you start to plan for when the program ends—and will 

help you set up an informal ‘program’ of your own—i.e., ways to keep 

practicing and building on the skills you’ve learned.” 

3.2.17 Goal setting. A therapist behaviour that was found to be present in the e-

mails, but did not appear to be fully captured by the codes presented by Paxling et al. 

(2013), was the setting of goals with the client. At times, therapists made statements 
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referring to the setting of overarching therapeutic goals with clients (i.e., what the client 

hoped to get out of treatment), as well as addressing specific personal goals discussed by 

clients.  For example: 

- “I looked back at module 2, and you listed the following two goals: 1. To stop 

hiding the fact that I have GAD. 2. To become accepting of worrisome 

thoughts but to step back from them and know they aren't necessarily 

grounded in ‘reality’ but are part of the GAD.”   

- “You described two goals: -‘Learn relaxation techniques so I can calm myself 

down without having to be at home’  -‘Learn to adjust my thought process so 

the smallest worry popping up doesn’t start a cascade of worry’ These are 

both very good, feasible goals. I believe that this program will help you with 

these and am optimistic that you will see some movement towards reaching 

these goals by the end of the program.” 

- “This is a great overall goal!! I feel optimistic the program will be helpful. 

With each module, you may find it helpful to set subgoals. For example, after 

reading module 2, you might set the following goal ‘In order to obtain greater 

control over my social anxiety, I will practice the exercises outlined in 

Module 2.’ What we find is that by setting goals, clients are more likely to 

move forward and benefit from the program.” 

- “The goal of this will be to help us identify what beliefs about yourself or 

about the world may be underlying your automatic thoughts.” 

3.2.18 Psychoeducation. Information about psychological processes and the 

purpose and meaning behind treatment components were included under 
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psychoeducation. This code is similar to the one proposed by Paxling et al. (2013) and 

retains the same label. Included under this code are statements by the therapist 

explaining the process/importance of key components of cognitive behaviour therapy for 

generalized anxiety disorder, such as thought challenging, anxiety exposure, relaxation, 

etc. It also includes statements related to psychoeducation about general healthy lifestyle 

behaviours and other psychological phenomenon. For example: 

- “As you would have learned in the modules, exercise and nutrition are both 

important components of our mental health.” 

- “From a psychological perspective, it is an interesting response because as 

you know, in the longer term it creates more stress. It seems as though as 

human beings, we sometimes prefer the short-term benefit we gain by not 

doing something even when it has long term negative consequences.” 

- “Relaxation will help you to become more present in your thoughts and less 

concerned with thoughts of past or future situations.” 

- “This is a great example of the relationship between anxiety and our physical 

sensations. When you’re feeling anxious, your body reacts by having specific 

sensations and doing things like tensing up. You might not be able to control 

how your body reacts, but you can work at controlling your level of anxiety, 

which in turn can help decrease some of the accompanying physical 

sensations.” 

- “The key to exposure is that you need to repeat facing your worries. As you'll 

notice, the more you face worried about situations in your mind, the less 

anxious you'll feel about them.” 
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3.2.19 Eliciting client engagement and feedback. Therapists often used 

questions and requests for feedback from clients and it appeared that these questions and 

requests were being used as a method of further engaging the client with the treatment 

process, as well as facilitating a back-and-forth type conversation via e-mail. Therefore, 

the label “eliciting client engagement and feedback” was chosen to describe this therapist 

behaviour.  Typical questioning techniques that were used by therapists included thought 

provoking questions and requests for feedback on the client’s experiences with the 

treatment material and exercises. For example: 

- “Do you find any of this information relevant to your circumstances?” 

- “What other inner or external strengths do you have to rely on?” 

- “How did the ‘Worry exposure record’ activity go for you?” 

- “How are you finding this module on avoidance? Do you have any questions 

for me? Please let me know if you do.” 

- “How are you feeling about the results? Would you say what is shown on 

paper reflects closely your actual experience?”  

- “As you near the end of the program do you have any thoughts or concerns 

about using the material in your life?” 

3.3 Results of Quantitative Analyses 

3.3.1 Inter-rater reliability. For the current study, Cohen’s kappa was calculated 

at .87, which can be considered to represent an excellent level of agreement between 

coders (as outlined in chapter 2.6.4). Cohen’s kappa was also calculated for each 

individual code and these values are presented in Table 3.1. All values fell within the 

range of substantial to excellent level of agreement (.76 - .98). 
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Table 3.1 

Inter-rater reliability for each code 

Code Label Cohen’s Kappa Value  

Alliance Bolstering 0.80 

Task Praise/Reinforcement 0.82 

Eliciting Client Engagement and Feedback 0.84 

Psychoeducation 0.80 

Reflecting/ Therapist Responsiveness  0.81 

Task Prompting 0.76 

Course Procedure 0.89 

Questionnaire Feedback    0.91 

Appointment Setting/Therapist Availability 0.80 

Self-Efficacy Shaping 0.87 

Empathetic Utterance    0.87 

Goal Setting 0.89 

Addressing Adherence Concerns 0.90 

Normalizing 0.84 

Appointment Canceling/Lack of Therapist Availability 0.88 

Flexibility with the Structure of Therapy 0.92 

Technical Difficulties    0.98 

Repair of Potential Alliance Ruptures 0.98 

Therapist Self-disclosure 0.98 
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3.3.2 Frequency of therapist behaviours. The total overall frequency of 

therapist behaviours coded in therapist e-mails (n = 1,452) sent to treatment completers 

(n = 59) was 15,020. Table 3.2 outlines the frequency for each therapist behaviour that 

was coded. The most common was found to be Alliance Bolstering at 4192 markings 

(28%), followed by Task Praise/Reinforcement at 1858 markings (12%), Eliciting Client 

Engagement and Feedback at 1575 markings (10%), Psychoeducation at 1377 markings 

(9%), Reflecting/Therapist Responsiveness at 1188 markings (8%), Task Prompting at 

969 markings (6%), Course Procedure at 890 markings (6%), Questionnaire Feedback at 

663 markings (4%), Appointment Setting/Therapist Availability at 606 markings (4%), 

Self-Efficacy Shaping at 452 markings (3%), and Empathetic Utterance at 229 markings 

(2%). Therapist behaviours that were found to be represented less frequently in the e-

mails included Goal Setting at 198 markings (1%), Addressing Adherence Concerns at 

168 markings (1%), Normalizing at 164 markings (1%), Appointment Canceling/ Lack 

of Therapist Availability at 140 markings (1%), Flexibility with the Structure of Therapy 

at 136 markings (1%), Technical Difficulties at 94 markings (<1%), Repair of Potential 

Alliance Ruptures at 76 markings (<1%), and Therapist Self-Disclosure at 45 markings 

(<1%). The mean frequency of each therapist behaviour per e-mail is also presented in 

Table 3.2. Intercorrelations between frequency scores of therapist behaviours are 

presented in Table 3.3. 

3.3.3 Comparison with Paxling et al. (2013). In order to examine how the type 

of therapist-assistance (i.e., therapist behaviours) in the current study compares to the 

study conducted by Paxling et al. (2013), the frequencies of the eight therapist 

behaviours reported by Paxling et al. (2013) were compared to the frequencies of these   
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Table 3.2 

 

Mean frequency of therapist behaviours per e-mail and overall percentages 

 

Code Label Total 

Markings 

Percentage Mean 

Per  

E-mail 

Alliance Bolstering 4192 27.91% 2.89 

Task Praise/Reinforcement 1858 12.37% 1.28 

Eliciting Client Engagement and Feedback 1575 10.49% 1.08 

Psychoeducation 1377 9.17% 0.95 

Reflecting/ Therapist Responsiveness 1188 7.91% 0.82 

Task Prompting 969 6.45% 0.67 

Course Procedure 890 5.92% 0.61 

Questionnaire Feedback   663 4.41% 0.46 

Appointment Setting/Therapist Availability 606 4.03% 0.42 

Self-Efficacy Shaping 452 3.00% 0.31 

Empathetic Utterance   229 1.52% 0.16 

Goal Setting 198 1.32% 0.14 

Addressing Adherence Concerns 168 1.09% 0.12 

Normalizing 164 1.09% 0.11 

Appointment Canceling/Lack of Therapist 

Availability 

140 0.93% 0.10 

Flexibility with the Structure of Therapy 136 0.90% 0.09 

Technical Difficulties   94 0.63% 0.06 

Repair of Potential Alliance Ruptures 76 0.51% 0.05 

Therapist Self-disclosure 45 0.23% 0.03 
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Table 3.3 

 

Intercorrelations of therapist behaviours 

 

 
Note. *p < .05. **p < .01.  

1. Alliance Bolstering; 2. Task Praise/ Reinforcement; 3. Eliciting Client Engagement 

and Feedback; 4. Psychoeducation; 5. Reflecting/ Therapist Responsiveness; 6. Task 

Prompting; 7. Course Procedure; 8. Questionnaire Feedback; 9. Appointment Setting/ 

Therapist Availability; 10. Self-Efficacy Shaping; 11. Empathetic Utterance; 12. Goal 

Setting; 13. Addressing Adherence Concerns; 14. Normalizing; 15. Appointment 

Cancelling/ Lack of Therapist Availability; 16. Flexibility with the Structure of Therapy; 

17. Technical Difficulties; 18. Repair of Potential Alliance Ruptures; 19. Therapist Self-

Disclosure  

 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19  

1 
--                    

2 
.53** --                   

3 
.63** .52** --                  

4 
.55** .43** .51** --                 

5 
.44** .52** .54** .60** --                

6 
.68** .37** .50** .62** .36** --               

7 
.63** .30* .42** .46** .40** .45** --              

8 
.48** .54** .49** .38** .43** .44** .39** --             

9 
.60** .34** .26* .33* .22 .31* .44** .33** --            

10 
.26* .24 .08 .27* .07 .38** .07 .15 .40** --           

11 
.37** .32* .48** .18 .38** .33* .15 .10 .27* .08 --          

12 
.54** .44** .40** .22 .16 .41** .22 .29* .44** .39** .31* --         

13 
.44* .17 .21 .28* .01 .38** .26* .22 .48** .34** .25 .47** --        

14 
.16 .12 .16 .40** .31* .29* .09 -.02 .25 .40** .20 .17 .08 --       

15 
.37** .15 .01 .19 -.06 .24 .41** .10 .43** .17 -.03 .22 .33* .15 --      

16 
.32* .03 .08 .21 .23 .30* .12 -.07 .26 .32* .15 .15 .19 .20 .06 --     

17 
.17 -.06 .08 -.00 -.06 .08 .02 .13 .19 -.04 -.03 .15 .03 .17 .09 .09 --    

18 
.23 .08 .25 .27* .21 .14 .14 -.12 -.00 -.06 .09 .16 -.01 .20 .05 .24 .03 --   

19 
.15 .01 -.12 .13 .10 .02 -.01 -.10 -.06 -.07 .02 -.00 -.18 -.10 .01 .11 .04 .13 --  
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same eight therapist behaviours in the current study (i.e., excluding the newly identified 

therapist behaviours). A z-test for two proportions was used for this comparison. A 

statistically significant difference in the distribution of therapist behaviours was found. 

These results are presented in Table 3.4. As observed, Alliance Bolstering, Task 

Reinforcement, and Psychoeducation were more common in the current study; Task 

Prompting and Self-Efficacy Shaping were more common in the study conducted by 

Paxling et al. (2013). There were no significant differences between the frequencies of 

Empathetic Utterance, Deadline Flexibility or Self-disclosure between studies.  

3.3.4 Comparison between registered therapists and students. In order to 

explore whether or not there were any differences in the frequencies of therapist 

behaviours in e-mails sent to clients from registered (or provisionally registered) 

therapists versus student therapists (under supervision), an independent samples t-test 

was conducted. These results are presented in Table 3.5.  There were no significant 

differences between these two groups in terms of the mean number of e-mails sent to 

clients. E-mails sent to clients by student therapists contained significantly more 

instances of statements coded as: Eliciting Client Engagement and Feedback, t(57) = -

2.33, p < .05; Empathetic Utterance, t(57) = -3.54, p <.01; and Normalizing, t(57) = -

2.66, p <.01. No other significant differences were found between the two groups in 

terms of frequencies of therapist behaviours.  

3.3.5 Relationship between frequency of therapist behaviours and treatment 

outcome. Correlations between the frequency of therapist behaviours and pre- to mid-

treatment change scores on outcome measures are presented in Table 3.6; correlations 

for pre- to post-treatment change scores are presented in Table 3.7. This analysis was  
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Table 3.4 

 

Comparison of percentage of 8 therapist behaviour categories in current study to 

Paxling et al. (2013) study 

 

 Current Study  Paxling et al. Study   

Therapist Behaviours n Percentage  n Percentage  z-score 

Alliance Bolstering 4192 45.27%    93 5.83%  -29.76* 

Task Reinforcement 1858 20.06%  191 11.97%  -7.63* 

Task Prompting 969 10.46%  640 40.13%  30.79* 

Psychoeducation 1377 14.87%    48 3.01%  -12.96* 

Empathetic Utterance 229 2.47%    53 3.32%  1.97 

Self-efficacy Shaping 452 4.88%  541 33.92%  37.15* 

Deadline Flexibility 136 1.47%    25 1.57%  0.30 

Self-disclosure 45 0.49%      4 0.25%  -1.29 

Total Behaviours 9260   1595    

*p < .01 
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Table 3.5 

 

Mean emails sent and frequency of therapist behaviours for registered therapists 

and student therapists 

 Registered 

Therapists 

Student Therapists  

 Mean SD Mean SD t (df) 

Number of Emails 

Sent 

24.52 10.74 24.66 8.27 t(33) = -.05 

Addressing 

Adherence Concerns 

2.67 3.07 2.95 3.44 t(57) = -.32 

Alliance Bolstering 67.90 35.10 72.79 27.40 t(34) = -.55 

Appointment 

Canceling/Lack of 

Therapist 

Availability 

2.90 2.28 2.08 1.65 t(57) = 1.60 

Eliciting Client 

Engagement and 

Feedback 

20.67 15.16 30.03 13.96 t(57) = -2.33* 

Course Procedure 15.24 7.00 15.00 4.75 t(30) = .14 

Flexibility with the 

Structure of Therapy 

2.10 2.09 2.42 2.90 t(57) = -.45 

Empathetic 

Utterance 

2.14 2.27 4.84 3.05 t(57) = -3.54** 

Goal Setting 2.81 1.81 3.66 2.48 t(53) = -1.50 

Normalizing 1.67 1.77 3.39 2.67 t(57) = -2.66** 

Psychoeducation 22.05 13.58 24.05 9.93 t(57) = -.65 

Questionnaire 

Feedback 

13.29 14.14 10.11 4.52 t(22) = 1.00 

Repair of Potential 

Alliance Ruptures 

1.43 1.40 1.21 1.58 t(57) = .53 

Self-Efficacy 

Shaping 

6.62 3.88 8.24 4.46 t(57) = -1.40 

Task Prompting 13.52 10.69 18.03 9.10 t(57) = -1.71 

Task 

Praise/Reinforcement 

27.24 14.62 33.84 12.27 t(57) = -1.85 

Technical 

Difficulties 

1.38 2.62 1.71 4.34 t(57) = -.32 

Appointment 

Setting/Therapist 

Availability 

10.19 9.67 10.32 9.70 t(57) = -.05 

Reflecting/ Therapist 

Responsiveness 

18.48 12.92 21.05 8.27 t(29) = -.82 

Therapist Self-

disclosure 

1.43 3.67 0.39 1.05 t(22) = 1.26 

*p <.05; ** p < .01 
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Table 3.6 

 

Correlations between frequency of therapist behaviours, change scores, therapeutic 

alliance ratings and treatment satisfaction at mid-treatment 

 
Note. *p < .05. **p < .01. 

GAD-7, PSWQ, and PHQ-9 = change scores (i.e., pre-treatment score – mid-treatment score). 

TAQ = score at mid-treatment. 

Liked = Mid-treatment response to “How much did you like the treatment program 

Enjoyed = Mid-treatment response to “How much did you enjoy communicating with your 

therapist?” 

 

  

Therapist Behaviour GAD-7 PSWQ PHQ-9 TAQ Liked  Enjoyed  

Alliance Bolstering -.160 -.205 -.048 -.077 -.258 -.016 

Task Praise/ Reinforcement -.236 .057 -.030 .091 .030 .119 

Eliciting Client Engagement 

And Feedback 
-.083 -.132 -.058 -.026 -.375** .001 

Psychoeducation -.126 -.187 .040 .187 -.114 .050 

Reflecting/ Therapist 

Responsiveness 
-.033 .035 .006 .036 .016 -.051 

Task Prompting -.158 -.204 -.109 -.035 -.402** .018 

Course Procedure .027 -.039 -.002 -.057 .100 -.144 

Questionnaire  

Feedback 

 

-.166 -.152 .045 -.072 -.027 -.131 

Appointment Setting/ 

Therapist Availability 
-.277* .007 .086 -.165 -.289* -.095 

Self-Efficacy Shaping -.028 -.035 .044 -.096 -.215 -.121 

Empathetic Utterance .101 .133 -.007 -.175 -.278* -.175 

Goal Setting -.030 -.152 .036 -.063 -.173 -.015 

Addressing Adherence  

Concerns 
-.177 -.091 -.117 -.098 -.224 .000 

Normalizing -.059 -.083 -.051 -.007 -.015 .050 

Appointment Cancelling/ 

Lack of Therapist Availability 

 

-.139 -.188 .071 -.015 -.127 .105 

Flexibility with the Structure of 

Therapy 
-.152 -.033 .079 -.078 -.127 .085 

Technical Difficulties .032 -.214 .062 .090 -.030 .214 

Repair of Potential 

Alliance Ruptures 

 

.022 .020 .175 .193 -.226 .186 

Therapist  

Self-Disclosure 
.131 -.032 .145 .191 .107 .046 
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Table 3.7 

 

Correlations between frequency of therapist behaviours, change scores, therapeutic 

alliance ratings and treatment satisfaction at post-treatment 

 

 
Note. *p < .05. **p < .01. 

GAD-7, PSWQ, and PHQ-9 = change scores (i.e., pre-treatment score – post-treatment score). 

TAQ = score at post-treatment. 

Liked = Post-treatment response to “How much did you like the treatment program;” Enjoyed = 

Post-treatment response to “How much did you enjoy communicating with your therapist?” 

Therapist Behaviour GAD-7 PSWQ PHQ-9 TAQ Liked  Enjoyed  

Alliance Bolstering 
-.064 -.145 -.071 -.106 -.198 -.098 

Task Praise/ Reinforcement 
-.168 -.147 -.111 -.064 -.012 -.003 

Eliciting Client Engagement 

And Feedback 
-.103 -.076 -.144 -.110 -.112 -.039 

Psychoeducation 
-.146 -.311* -.132 -.085 -.188 -.087 

Reflecting/ Therapist 

Responsiveness 
-.219 -.172 -.110 .050 -.100 -.056 

Task Prompting 
-.182 -.305* -.225 -.186 -.350** -.150 

Course Procedure 
.021 -.089 .171 -.126 -.078 -.142 

Questionnaire  

Feedback 

 

-.266* -.296* -.161 -.101 -.024 -.145 

Appointment Setting/ 

Therapist Availability 
-.079 -.167 .022 -.106 -.287* -.127 

Self-Efficacy Shaping 
-.029 -.243 .051 -.086 -.368** -.178 

Empathetic Utterance 
-.032 .131 -.021 -.136 -.225 -.034 

Goal Setting 
.021 -.094 -.017 -.123 -.378** -.256 

Addressing Adherence  

Concerns 
-.071 -.150 .000 -.243 -.278* -.236 

Normalizing 
-.172 -.139 -.167 -.077 -.097 -.024 

Appointment Cancelling/ 

Lack of Therapist Availability 

 

-.085 -.033 -.032 -.061 -.152 -.016 

Flexibility with the Structure of Therapy 
-.053 -.066 .007 -.070 -.226 -.015 

Technical Difficulties 
-.083 -.182 -.111 .118 .076 .234 

Repair of Potential 

Alliance Ruptures 

 

-.119 -.003 .017 .267* .021 .267* 

Therapist  

Self-Disclosure 
.133 -.167 .111 .119 -.002 .041 
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only completed using the outcome measures for clients who completed all treatment 

modules (n = 59). Few correlations were found between pre- to mid-treatment outcome 

change scores and therapist behaviours. The only exception was Appointment Setting/ 

Therapist Availability, which was negatively associated with pre- to mid-treatment 

change scores on the GAD-7 (r = -.277). This correlation indicated that a higher 

frequency of statements coded as Appointment Setting/ Therapist Availability was 

associated with less improvement on the GAD-7 at mid-treatment. 

Only three therapist behaviours were found to be significantly associated with 

treatment outcome as measured by pre- to post-treatment change scores on the GAD-7, 

the PSWQ and the PHQ-9. Questionnaire Feedback was the only therapist behaviour that 

was significantly associated with change scores on both the GAD-7 (r = -.266) and the 

PSWQ (r = -.296) at post-treatment. This finding indicated that a higher frequency of 

statements coded as Questionnaire Feedback was associated with less improvement on 

the GAD-7 and PSWQ at post-treatment. Post-treatment changes scores on the PSWQ 

were also negatively associated with Psychoeducation (r = -.311) and Task Prompting (r 

= -.305).  This finding indicated that a higher frequency of statements coded as 

Psychoeducation and a higher frequency of statements coded as Task Prompting were 

both associated with less improvement on the PSWQ at post-treatment. No significant 

associations were found between any of the therapist behaviours and change scores on 

the PHQ-9 at post-treatment. 

3.3.6 Relationship between frequency of therapist behaviours, treatment 

satisfaction, and therapeutic alliance. For treatment completers (n = 59), treatment 

satisfaction (as measured by client response to an item asking them to rate how much 
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they liked the treatment program) was significantly associated with four therapist 

behaviours at mid-treatment: Eliciting Client Engagement and Feedback (r = -.375), 

Task Prompting (r = -.402), Appointment Setting/Therapist Availability (r = -.289) and 

Empathetic Utterance (r = -.278); and four therapist behaviours at post-treatment: Goal 

Setting (r = -.378), Self-efficacy Shaping (r = -.368), Task Prompting (r = -.350), and 

Appointment Setting/Therapist Availability (r = -.287). These findings indicate that a 

higher frequency of these therapist behaviours was associated with a lower rating of 

treatment satisfaction. 

Repair of Potential Alliance Ruptures was the only therapist behaviour that was 

significantly associated with client responses to an item asking them how much they 

enjoyed communicating with their therapist (r = .267) and scores on the Post Treatment 

Alliance Questionnaire (r = .267); this correlation was only evident at post-treatment. 

This finding indicates that a higher frequency of statements coded as Repair of Potential 

Alliance Ruptures was associated with higher client ratings of enjoyment communicating 

with their therapist and higher ratings of therapeutic alliance at post-treatment.  

3.3.7 Relationship between treatment outcome, treatment satisfaction, and 

therapeutic alliance. No significant correlations were found between the treatment 

outcome measures (GAD-7, PSWQ and PHQ-9 change scores) and the measures of 

treatment satisfaction and treatment alliance for treatment completers (n = 59).  

3.3.8 Relationship between number of therapist e-mails, treatment outcome, 

treatment satisfaction, and therapeutic alliance. For clients who completed all 

treatment modules (n = 59), therapists sent an average of 24.61 e-mails (SD = 9.14) 

throughout the program. In order to explore whether there may be any potential 
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associations between number of therapist e-mails received by clients and treatment 

outcome, correlations were calculated for number of therapist e-mails and change scores 

on outcome measures, as well as the measures of treatment satisfaction and therapeutic 

alliance.  Number of therapist e-mails was significantly associated with change scores on 

the PSWQ (r = -.275); that is, therapists sent a higher number of e-mails to clients with 

less improvement on this measure. No other significant correlations were found between 

number of therapist e-mails and treatment outcome, treatment satisfaction, and 

therapeutic alliance.  

3.3.9 Comparison with treatment non-completers. Due to the fact that 

treatment completers received more e-mails than non-completers (due to premature 

treatment termination), overall frequencies of therapist behaviours cannot be compared 

between the two groups. However, given that the majority of non-completers completed 

at least two modules, the therapist e-mails received during the course of the first two 

modules were compared for non-completers and completers to explore whether there 

were any differences observed between these two groups in terms of frequency of 

therapist behaviours present in therapist e-mails received by clients early on in treatment 

(i.e., to explore whether any trends were noticed in terms of differences in the content of 

e-mails between these two groups in the early stages of treatment). An independent 

samples t-test was conducted in order to examine the differences between these two 

groups in terms of number of e-mails received during the first two modules and the 

frequencies of therapist behaviours observed in these e-mails. These results are described 

below and presented in Table 3.8.  
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Table 3.8 

 

Mean emails sent and frequency of therapist behaviours for treatment completers 

and treatment non-completers during first two modules 

 Completed All 

Modules 

Did Not Complete 

All Modules 

t (df) 

 Mean SD Mean SD  

Number of Emails 

First Two Modules 

4.22 2.03 4.79 2.51 t(105)= -1.30 

Addressing 

Adherence Concerns 

.32 .73 .54 .82 t(105)= -1.46 

Alliance Bolstering 12.53 5.89 12.73 6.36 t(105)= -.17 

Appointment 

Canceling/Lack of 

Therapist 

Availability 

.26 .59 .46 .90 t(78)= -1.13 

Eliciting Client 

Engagement and 

Feedback 

4.00 2.95 4.31 3.69 t(105)= -.49 

Course Procedure 8.63 3.38 6.75 3.47 t(105)= 2.82** 

Flexibility with the 

Structure of Therapy 

.25 .48 .38 .84 t (71)= -.886 

Empathetic 

Utterance 

.42 .79 .92 1.62 t (65)= -1.93 

Goal Setting 1.49 1.46 .96 1.07 t (104)= 2.18* 

Normalizing .41 .56 .63 1.02 t (69)= -1.32 

Psychoeducation 3.97 2.55 4.58 2.97 t(105)= -1.16 

Questionnaire 

Feedback 

3.15 2.20 2.75 1.94 t(105)= .99 

Repair of Potential 

Alliance Ruptures 

.15 .45 .17 .43 t(105)= -.17 

Self-Efficacy 

Shaping 

.71 .85 .50 .72 t(105)= 1.37 

Task Prompting 2.31 2.42 2.85 2.23 t(105)= -1.21 

Task 

Praise/Reinforcement 

3.12 2.16 3.25 2.54 t(105)= -.29 

Technical 

Difficulties 

.41 1.13 .33 .78 t(105)= .38 

Appointment 

Setting/Therapist 

Availability 

2.54 1.70 3.04 2.48 t (80)= -1.19 

Reflecting/ Therapist 

Responsiveness 

2.59 2.56 2.92 2.86 t(105)= -.62 

Therapist Self-

disclosure 

.07 .25 .19 .53 t (64)= -1.43 

*p <.05; ** p < .01 
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Treatment completers (n = 59; number of e-mails = 249) received an average of 

4.22 e-mails (range of 1-11; SD=2.03) during the first two modules of treatment. 

Treatment non-completers (n = 48; number of e-mails = 230) received an average of 4.79 

e-mails (range of 1-12; SD=2.51) during the first two modules of treatment. There were 

no significant differences found between these two groups in terms of number of e-mails 

received during the first two treatment modules. There was a significant difference in the 

frequency scores between treatment completers and treatment non-completers for the 

following therapist behaviours: Course Procedure, t(105) = 2.82, p <.01 and Goal 

Setting, t(104) = 2.18, p <.05. That is, therapist e-mails received during the first two 

modules by treatment completers contained significantly more instances of statements 

coded as Course Procedure and instances of Goal Setting than e-mails received during 

the first two modules by treatment non-completers. No other significant differences were 

found in the frequencies of therapist behaviours between the two groups during the first 

two modules. 

CHAPTER 4: Discussion 

4.1 Overview 

As psychology practitioners and researchers, we have an ethical responsibility to 

ensure that we are continuing to develop, research, and provide effective interventions 

(Canadian Psychological Association, 2002; Canadian Psychological Association, 2001). 

We also have an ethical responsibility to ensure that the individuals who are providing 

psychological services are acting in a competent and beneficial manner (Canadian 

Psychological Association, 2002; Canadian Psychological Association, 2001). Although 

internet-delivered therapy is still a relatively new modality of providing mental health 
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services, ethical guidelines have been developed which highlight the need to continue to 

ensure that effective, competent, and evidence based practice is informing psychologists’ 

use of the internet (e.g., Australian Psychological Society, 2011). The overarching goal 

of the current study was to help contribute to the research literature aimed at improving 

the effectiveness of TAICBT for GAD. An essential first step towards this goal is 

describing what is actually happening in TAICBT in order to help clarify the specific 

role of the internet therapist.  

Despite years of research on psychological interventions, we still have many 

questions left unanswered when it comes to understanding what makes psychotherapy 

work, especially in terms of determining which specific components are most essential to 

outcome. There has been substantial research demonstrating that the therapist, 

specifically when it comes to the quality of the therapeutic alliance, is important for 

psychotherapy process and outcome in both face-to-face and internet-delivered therapy 

(e.g., Baumeister, Reichler, Munzinger, & Lin,  2014). However, despite research which 

has demonstrated that therapist-assistance is an important component of TAICBT 

(Baumeister et al., 2014; Horvath et al., 2011), relatively little is known about the nature 

of therapist-assistance in the context of this intervention, as very few studies to date have 

explicitly described in detail what therapists are actually doing when they are providing 

assistance to clients via e-mail.  

In order to determine what makes an effective and competent internet therapist, it 

is essential that we have a clear understanding of the content that is included in therapist 

e-mails and what types of therapist behaviours are typically represented in these e-mails. 

Moreover, an examination of therapist behaviours across a number of different TAICBT 
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programs using diverse therapist samples is necessary in order to determine whether or 

not statements about the role of the therapist in TAICBT are generalizable. More 

research is also needed which explores what ways (besides modality of delivery) 

therapist-assistance in TAICBT differs from therapist-assistance in face-to-face therapy 

and whether or not this has a differential impact on treatment process and outcome. 

In the current study, therapist statements in e-mail communications with clients 

in the context of a TAICBT program for GAD were systematically examined in order to 

answer six research questions. Each of these research questions are re-stated below along 

with a discussion of how the results of the current study contributed to answering the 

questions, limitations to answering the questions, and future research directions. 

Additionally, the concept of “therapist responsiveness” will be explored as it relates to 

the outcomes of the current study.  

4.2 Therapist Behaviours in TAICBT for GAD Compared to Face-to-Face Therapy 

 The following section discusses how the results of this study addressed research 

question one: Is there evidence of the same types of therapist behaviours that are 

identified during face-to-face therapy in the e-mails provided to clients from therapists as 

part of a TAICBT program for GAD? As described in chapter 3.2, 19 therapist 

behaviours were observed in the therapist e-mails sent to clients throughout this TAICBT 

for GAD program (October 24, 2010 through to May 30, 2013). A comparison of the 

initial proposed coding scheme derived from the face-to-face therapy literature 

(Appendix A) with the finalized coding guide (Appendix B) shows that there are many 

similarities between the two, as well as some notable differences. One of the most salient 

differences was that clients were provided with psychoeducation about the components 
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of CBT, as well as specific exercises to complete as part of the work of CBT, directly in 

the online treatment modules. Therefore, as opposed to introducing and explaining these 

concepts and exercises themselves in explicit detail (e.g., thought challenging, 

behavioural experiments, and exposure), therapists in the TAICBT program were able to 

refer clients to module content. In other words, it appeared that these CBT techniques 

were being taught through the online module content and reinforced through the 

therapist e-mails. Instead of the therapist spending as much time explaining in detail the 

theoretical framework behind the CBT model and explicitly explaining the step-by-step 

process of an exercise, such as thought challenging, this was already explained in detail 

in the module content. Therefore, the coding scheme was re-organized to more 

accurately reflect the fact that a concept such as “thought challenging,” could fall within 

the context of a number of different therapist behaviours within TAICBT such as 

Task/Praise Reinforcement (e.g., Great job completing the thought record this past 

week!), Psychoeducation (e.g., As you read in the module, the way we think about 

situations can often make us feel more or less anxious), Task Prompting (e.g., I 

encourage you to complete the thought record included in the module), Normalizing 

(e.g., It is very common for clients to find it difficult to challenge their thoughts at first.), 

etc.  

 Similar to the literature on face-to-face therapy for anxiety disorders (see sections 

1.6 and 1.7), the therapist behaviours that were observed in the e-mails in the current 

study could be divided into relationship factors and technique factors. The technique 

factors that were observed in the therapist e-mails took the form of behaviours that 

appeared to be focused on encouraging the client to engage in the treatment process and 
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complete the therapeutic exercises (i.e., the “work” of therapy), such as 1) Task 

Praise/Reinforcement, 2) Eliciting Client Engagement and Feedback, 3) 

Psychoeducation, 4) Task Prompting, 5) Self-Efficacy Shaping, 6) Goal Setting, 7) 

Questionnaire Feedback, 8) Addressing Adherence Concerns, and 9) Flexibility with the 

Structure of Therapy. Together, these therapist behaviours that focused on encouraging 

clients to engage in the treatment process accounted for 49.20% of therapist e-mail 

content. Relationship factors (i.e. factors which appeared to be directed at establishing a 

positive therapeutic relationship in order to help guide the client through the treatment 

process) were also a substantial component in therapist e-mails and included such 

behaviours as 1) Alliance Bolstering, 2) Reflecting/Therapist Responsiveness, 3) 

Empathetic Utterance, 4) Repair of Potential Alliance Ruptures, 5) Therapist Self-

disclosure, and 6) Normalizing. Together, these therapist behaviours accounted for 

39.17% of therapist e-mail content. The remaining therapist behaviours largely pertained 

to more administrative/procedure content, such as 1) Course Procedure, 2) Appointment 

Setting/Therapist Availability, 3) Appointment Canceling/Lack of Therapist Availability, 

and 4) Technical Difficulties. Together, administrative/procedure content accounted for 

11.51% of therapist e-mail content. It is difficult to know whether the frequency of these 

behaviours differs between online and face-to-face therapy because of the lack of studies 

which have examined the frequency of specific therapist behaviours in face-to-face 

therapy sessions. However, these results provide preliminary evidence to suggest that the 

role of the therapist in TAICBT is similar to descriptions of the role of the therapist in 

face-to-face therapy in that the therapist works to establish and maintain a positive 

therapeutic relationship in order to be able to help guide the client through the 
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therapeutic process and encourage client engagement with the treatment material. 

Specifically, themes that were identified in the face-to-face literature also appeared in the 

therapists e-mails. 

 4.2.1 Therapist responsiveness. Therapist responsiveness has been defined as, 

“behaviour being influenced by emerging context, for example, therapist interventions 

being influenced by clients’ changing characteristics and behaviour” (Kramer & Stiles, 

2015, p. 277). Responsiveness has been argued to be a central and even fundamental 

aspect of psychotherapy (Edwards, 2010; Norcross & Wampold, 2011; Stiles, Honos-

Webb, & Surko, 1998), with some researchers going so far as to state that, 

“psychotherapy without therapist responsiveness is simply not psychotherapy” 

(Edwards, 2010, p. 255). Responsiveness has been described as occurring on a 

continuum from moment-to-moment responsiveness (e.g., a therapist observing and 

responding to a client’s expression of discomfort) to responsiveness across sessions (e.g., 

a therapist determining that an approach is not working and deciding to try something 

different; Stiles et al., 1998). Additionally, Stiles and Wolfe (2006) argued that not all 

responsiveness is equal and referred to what they labelled “appropriate therapist 

responsiveness,” which they defined as responsiveness that is specifically aimed at 

producing a beneficial effect (e.g., moving the client toward a treatment goal or 

strengthening the therapeutic relationship).  

 In their study of therapist behaviours in TAICBT, Paxling et al., (2013) did not 

address the concept of therapist responsiveness. As stated above, in the current study, the 

goal was to determine whether or not there was evidence of therapist behaviours in 

TAICBT that are similar to face-to-face therapy. Therefore, it was important to explore 
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whether or not there was any evidence of therapist responsiveness observed in the e-mail 

communications. As described in the results section, there was evidence that therapists 

were not only responding directly to client behaviour, they were making efforts to 

explicitly outline to the client that they were being responsive. For example, one way 

therapists accomplished this in the context of asynchronous e-mail communications was 

to restate something that client had written (e.g., “The example you shared from your 

worry record was around ‘not having enough money.’  I noticed that even though you 

worry about this, you also wrote that you actually have enough money to ‘make ends 

meet.’”) and to respond to client’s experience throughout the process of therapy (e.g., 

“You mentioned that you were feeling somewhat better last week”). Using this strategy, 

it appeared that therapists were attempting to overcome the barriers of asynchronous 

communication, as well as standardized content, in order to facilitate a similar type of 

responsiveness that would be expected to occur in face-to-face therapy sessions where 

communication between the therapist and client is moment-to-moment and interactive. 

Therefore, while the differences between the type of therapist responsiveness that is 

present in TAICBT versus face-to-face therapy still needs to be researched further, the 

current study provides preliminary evidence that therapist responsiveness is occurring in 

both therapeutic modalities. That is, the results of the current study show that therapist 

responsiveness is occurring in TAICBT; just as it is occurring in face-to-face therapy.  

4.3 Comparison with Paxling et al. (2013) 

The following section discusses how the results of this study addressed research 

question two: Can the results of the study on therapist behaviours in TAICBT for GAD 

by Paxling et al. (2013) be replicated (in terms of types of therapist behaviours present in 
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e-mails and frequency of occurrence) using a larger and more diverse therapist sample? 

Eight therapist behaviours were found that largely overlapped with the eight therapist 

behaviours reported by Paxling et al. (2013), providing support for the presence of these 

eight therapist behaviours across studies: 1) Alliance Bolstering, 2) Flexibility with the 

Structure of Therapy, 3) Task Praise/Reinforcement, 4) Task Prompting, 5) Self-Efficacy 

Shaping, 6) Psychoeducation, 7) Empathetic Utterance, and 8) Therapist Self-Disclosure.  

However, the frequency of these behaviours varied substantially between studies, with 

the therapist e-mails in the current study containing significantly more Alliance 

Bolstering, Task Praise/Reinforcement, and Psychoeducation and significantly less Task 

Prompting and Self-Efficacy Shaping. Moreover, 11 therapist behaviours that were 

identified in the current study were not reported by Paxling et al. (2013). This provides 

some preliminary evidence to suggest that while there is overlap in what is referred to as 

“therapist-assistance” across studies (i.e., different TAICBT programs for GAD), there 

are also some differences.   

The differences observed between the current study and the Paxling et al. (2013) 

study could potentially be due to a variety of factors, including the design and module 

content of the different TAICBT programs, the level of therapist involvement (e.g., 

therapists in the current study sent an average of 24.61 e-mails per client across 12 

modules; therapists in the Paxling et al. study sent an average of 11.14 e-mails per client 

across 8 modules), or therapist training. Additional research examining and comparing 

therapist behaviours across different TAICBT programs is needed to gain a more in-

depth understanding of the potential implications of variability in therapist-assistance in 

terms of impact on the efficacy of this intervention. More specifically, additional studies 
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are needed to examine therapist behaviours across different TAICBT for GAD programs 

(i.e., using different therapist and client samples), as well examining therapist behaviours 

in TAICBT programs targeting different symptom presentations (e.g., depression, panic, 

etc.). The need to examine differences in therapist-assistance across additional studies is 

also highlighted by the fact that the results of the current study demonstrated some 

differences in therapist-assistance between therapists with different levels of training. 

That is, e-mails sent to clients by student therapists contained significantly more 

instances of statements coded as Eliciting Client Engagement and Feedback, Empathetic 

Utterance, and Normalizing compared to e-mails sent from registered therapists. These 

differences are interesting given that all therapists who participated in this study were 

provided with the same instructions regarding guiding clients through the TAICBT for 

GAD program. However, it is also important to note that student therapists were 

supervised by registered therapists; therefore, it is difficult to know how much direct 

influence supervisors had on these e-mails and whether or not these results accurately 

represent the differences between therapists with different levels of training.  

4.4 Comparison Between Treatment Completers and Non-Completers  

The following section discusses how the results of this study addressed research 

question three: Are there any differences between the content of therapist e-mails sent to 

clients who terminated treatment prematurely (i.e., non-completers) versus treatment 

completers? From a qualitative perspective, the same therapist behaviours that were 

coded in the e-mails sent to clients who completed all the treatment modules were found 

in the e-mails sent to clients who terminated treatment prematurely. That is, no 

qualitative differences in terms of therapist e-mail content were observed between these 
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two groups. In terms of quantitative comparisons between these two groups (i.e., 

comparing the frequencies of therapist behaviours), there were significant limitations due 

to the fact that early treatment termination resulted in missing data for these clients. 

Given that all of the clients who terminated treatment prematurely completed at least the 

first two modules, comparisons were made between the groups using the therapist e-

mails sent to clients during these first two modules. The results of a comparison between 

the frequencies of therapist behaviours present in the e-mails received in the early stages 

of treatment demonstrated that clients who later went on to complete all treatment 

modules received e-mails containing significantly more instances of statements coded as 

Course Procedure and Goal Setting than e-mails received during the first two modules by 

treatment non-completers. These results provide some preliminary evidence to suggest 

that providing clients with more information about the logistics of the treatment program 

and website (i.e., course layout, navigation, operating procedures, etc.) and setting goals 

at the beginning of treatment are both positive therapist behaviours in TAICBT for GAD 

which may contribute to client participation and adherence to the program. However, 

given that we cannot infer causality in correlational research, an alternative explanation 

for this finding could be that clients who later went on to complete all treatment modules 

were more engaged in the initial stages of treatment, which could potentially influence 

therapists’ increased focus on explaining treatment procedure and setting goals with the 

client. For example, clients in this group could be requesting more information about the 

treatment program and demonstrating more goal-focused talk in their e-mails to 

therapists.  
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4.5 The Relationship Between Frequency of Therapist Behaviours and Treatment 

Outcome 

The following section discusses how the results of this study addressed research 

question four: Is there any association between the frequency of specific types of content 

in therapist e-mails sent to clients as part of a TAICBT program for GAD and treatment 

outcome (i.e., change scores on the outcome measures)? In addition to describing 

therapist behaviours in the context of TAICBT, it is also important to examine whether 

or not these behaviours have an impact on treatment outcome. The results of the current 

study indicated that increased frequency of Questionnaire Feedback, Psychoeducation, 

and Task Prompting were negatively associated with treatment outcome (i.e., less 

improvement as measured by change scores on the primary outcome measures). No 

evidence for significant positive correlations between frequency of therapist behaviours 

and treatment outcome was found. These results are inconsistent with the results of the 

study by Paxling et al. (2013) which found that task reinforcement was associated with 

greater reduction in worry post-treatment (as measured by change scores on the PSWQ), 

while deadline flexibility was associated with less reduction in worry (as measured by 

change scores on the PSWQ).  

One potential explanation for these results is that Questionnaire Feedback, 

Psychoeducation, and Task Prompting are negative therapist behaviours in TAICBT 

which contribute to poor client outcome. Additional research is required to explore this 

possibility, as well as the implications for psychotherapy practice. Another potential 

explanation for the above results utilizes the concept of therapist responsiveness. As 

discussed above, in psychotherapy, therapist behaviours are largely reactive to client 
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behaviours and it has been demonstrated that clients directly influence their treatment in 

important ways (Norcross & Wampold, 2011; Stiles, 2009; Stiles et al., 1998). 

Therefore, researchers have argued that therapist responsiveness confounds the 

relationship between therapist behaviours and outcome (Kramer & Stiles, 2015; 

Norcross & Wampold, 2011; Stiles, 2009). Therefore, when there is a negative 

association between an increase in a specific therapist behaviour and symptom change, it 

is difficult to determine if it was the therapist behaviour which contributed to poor 

outcome or the client’s lack of symptom reduction which contributed to the therapist 

behaviour (i.e., the inherent limitation of correlational research). In fact, there has been 

research to suggest that therapists adhere more strictly to therapy protocols in response to 

poor client progress, more severe symptom presentation and ruptures in the therapeutic 

alliance (Castonguay et al., 1996; Huppert et al., 2006). Therefore, it could be that 

therapists in the current study responded to poor client progress (i.e., lack of symptom 

change) by providing more feedback on symptom progress, more psychoeducation, and 

more statements prompting the clients to complete therapeutic exercises in an effort to 

improve outcome. Supporting this interpretation, correlations between change scores and 

Questionnaire Feedback, Psychoeducation, and Task Prompting were not apparent at 

mid-treatment but emerged at post-treatment. Additionally, overall number of therapist 

e-mails was negatively associated with change scores on the PSWQ (i.e., a higher 

number of therapist e-mails was associated with less symptom improvement on the 

PSWQ), which could also potentially indicate that therapists are providing more 

feedback to clients who are not progressing as well in terms of symptom change. This 

interpretation was also posited in a recent study by El Alaoui et al. (2015) to explain 
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their finding of a negative association between amount of time therapists spent with 

clients on each treatment module and client adherence in a TAICBT program for social 

anxiety disorder (i.e., therapists spent more time engaging with clients who were 

demonstrating poor treatment adherence). Further research is needed to confirm this 

possibility and to determine whether or not this potential reactive increase in these 

therapist behaviours has any affect on therapeutic outcome. Experimental research would 

be particularly beneficial, in which therapist behaviour is varied (e.g., degree of 

questionnaire feedback, psychoeducation, task prompting) and examined for its 

association with outcome.  

4.6 The Relationship Between Frequency of Therapist Behaviours, Therapeutic 

Alliance, and Treatment Satisfaction 

The following section discusses how the results of this study addressed research 

question five: Is there any association between the frequency of specific types of content 

in therapist e-mails sent to clients as part of a TAICBT program for GAD and client 

ratings of therapeutic alliance and treatment satisfaction? The results of this study found 

preliminary evidence showing that therapists’ attempts to repair potential alliance 

ruptures were significantly associated with increased client ratings of enjoyment 

communicating with their therapist and higher client ratings of therapeutic alliance at 

post-treatment (as measured by the TAQ). This therapist behaviour was not identified by 

Paxling et al. (2013) but has been previously discussed in the literature on therapist 

behaviours in face-to-face therapy in the context of recommended practices for 

improving the therapeutic relationship (Safran, Muran, Samstag, & Stevens, 2001; Stiles 

and Wolfe, 2006). More specifically, in their review of the empirical literature on 
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ruptures in the therapeutic alliance, Safran et al. (2001) discussed evidence that ruptures 

or weakening in the therapeutic alliance are associated with client dissatisfaction and 

treatment termination; however, when the therapist is able to identify ruptures in the 

therapeutic alliance and respond in a non-defensive manner, this process is associated 

with improved client ratings of therapeutic alliance. The importance of therapists being 

able to take a proactive role in identifying and addressing potential ruptures in the 

therapeutic alliance is especially clear when taking into consideration research which has 

found that many clients are reluctant to express negative feelings towards their therapists 

and that many therapists report being unaware of their client’s dissatisfaction with 

treatment prior to early termination (Regan & Hill, 1992; Rhodes, Hill, Thompson, & 

Elliott, 1994). 

Furthermore, research specifically examining client outcomes in CBT for GAD 

has demonstrated that higher levels of client verbalizations against change (i.e., counter-

change talk; CCT) is associated with poorer treatment outcome (Lombardi, Button, & 

Westra, 2014) and there is evidence that this relationship is mediated by early resistance 

to the direction of the therapist (Button, Westra, Hara, & Aviram, 2015). Moreover, 

Hunter, Button, and Westra (2014) found that in therapist-client dyads that experienced a 

rupture in the therapeutic alliance (in the context of CBT for GAD), clients made 

significantly more statements which argued against change (i.e., CCT) early on in 

treatment. It has therefore been argued that there is a need to increase therapist training 

in terms of being able to effectively recognize and manage early indicators of potential 

client resistance (Button et al., 2015; Hara, Westra, Aviram, Button, Constantion, & 

Antony, 2015).  
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 Treatment satisfaction (as measured by client response to an item asking them to 

rate how much they liked the treatment program) was found to be negatively associated 

with frequency ratings of Eliciting Client Engagement and Feedback, Task Prompting, 

Appointment Setting/Therapist Availability, and Empathetic Utterance at mid-treatment 

and negatively associated with frequency ratings of Goal Setting, Self-efficacy Shaping, 

Task Prompting, and Appointment Setting/Therapist Availability at post-treatment. 

There are a number of potential explanations for this finding. It is possible that higher 

frequencies of these therapist behaviours contribute to clients liking the program less; 

additional research would be required to confirm this relationship and to further explore 

the potential reasons behind this. As described above, there is research to suggest that 

therapists adhere more strictly to therapy protocols in response poor client progress, 

more severe symptom presentation and ruptures in the therapeutic alliance (Castonguay 

et al., 1996; Huppert et al., 2006); therefore, an alternative explanation for these results 

may be that therapists increase these behaviours in response to perceived treatment 

dissatisfaction. Additional research is needed to explore this further. Alternatively, it 

could be that treatment satisfaction would be more appropriately assessed using an 

alternative and more comprehensive method of measurement than the question included 

in this program. 

4.7 The Relationship Between Therapeutic Alliance, Treatment Satisfaction, and 

Treatment Outcome 

The following section discusses how the results of this study addressed research 

question six: Is there any association between client ratings of therapeutic alliance and 

treatment outcome (i.e., change scores on the outcome measures)? The results of this 
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study failed to find any significant association between treatment outcome and client 

ratings of treatment satisfaction and therapeutic alliance. As discussed previously, 

despite being considered an important component in psychotherapy, the research on the 

effect of therapeutic alliance ratings and treatment outcome has been largely inconsistent 

(Mewton et al., 2014). There are a number of potential explanations for this discrepancy 

across studies.  One possibility is differences in measures used to assess therapeutic 

alliance. In the current study the TAQ was used, which has been utilized previously in 

TAICBT studies (e.g., Kiropoulos et al., 2008; Klein et al., 2010). Additional research 

could be useful in terms of further examining the psychometric properties of the TAQ, 

including sensitivity to identifying to change. However, a recent study by 

Hadjistavropoulos, Pugh, Hesser, and Andersson (2015) found that the TAQ had high 

internal consistency (Chronbach’s alpha = .96). Hadjistavropoulos et al. (2015) also 

demonstrated that the TAQ did show some variability in terms of relationship to study 

variables (therapist training, number of phone calls and e-mails received).  

It is also possible that even if client ratings of therapeutic alliance are not 

associated with symptom change, therapeutic alliance may be associated with other 

indicators of positive treatment process such as module completion. A significant 

limitation of the current study is that the relationship between therapeutic alliance and 

treatment outcome was measured for treatment completers only. Therefore, it could be 

possible that clients who do not perceive a positive therapeutic alliance and are not 

satisfied with the treatment program simply drop-out of treatment (evidence of this has 

been provided in a review conducted by Safran et al., 2001 and discussed above). Given 

that we are missing data on symptom change for these clients, we are missing valuable 
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information about the potential relationship between therapeutic alliance and outcome. 

One possible solution for future research suggested by Hadjistavropoulos et al. (2015) 

could be to  measure changes in client ratings of therapeutic alliance and the relationship 

in symptom change on a more frequent basis throughout the treatment process (versus 

only at mid- and post- treatment). 

4.8 Limitations and Future Directions 

It is important to address the potential limitations to the current study. The 

overarching goal of this study was first of all to determine what types of therapist 

behaviours are present in TAICBT for GAD. In addition to this, the current study aimed 

to examine whether there is any relationship between these therapist behaviours and 

treatment outcome, as well as client ratings of therapeutic alliance and treatment 

satisfaction. While examining these correlations is interesting and important in terms of 

contributing to the research literature, the most significant limitation of this methodology 

is that no causality between specific therapist behaviours and treatment outcome can be 

established. Additionally, coding of the therapist behaviours was conceptual and 

therefore, despite being able to establish a high rate of agreement between coders, there 

is the potential that other factors may better conceptualize therapist behaviours in 

TAICBT for GAD. A larger sample size would allow for the examination of the factor 

structure of therapist behaviours. This would also be helpful in better understanding the 

relationship between different therapist behaviours, which would aid in examining in 

more depth why some therapist behaviours in the current study were more highly 

correlated with other therapist behaviours (e.g., Alliance Bolstering) versus therapist 
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behaviours that were not significantly correlated with any of the other therapist 

behaviours (e.g., Therapist Self-disclosure).  

Another limitation of the current study is that the therapist e-mails were analyzed 

out of context due to the fact that client e-mails were not analyzed. Therefore, given that 

human interaction is typically responsive (Stiles et al., 1998), it is difficult to determine 

to what extent these therapist behaviours occurred in direct response to specific client 

behaviours. Paxling et al. (2013) suggested in addressing this same limitation in their 

study, that given that all the clients participated in the same structured treatment 

program, it is very probable that their weekly reports of progress involved overlap in 

terms of content. Moreover, all of the therapists who provided support to clients 

participated in the same training workshop and were provided with the same instructions 

in terms of providing therapeutic guidance.  However, it is problematic to make 

assumptions regarding the fact that client experiences in the TAICBT are identical. As 

Stiles (2009) argued, clients in the same treatment conditions do not actually receive the 

same treatment because clients influence how their treatment is implemented and 

therapists behave differently with different types of clients (this topic was also 

previously explored by Bohart and Tallman, 1999; Elkin, 1999; and Krause and Lutz, 

2009). Moreover, as discussed above, it has been argued that therapist responsiveness, 

“can confound attempts to find naturalistically observed linear relations of outcome with 

therapist behaviours (e.g., cohesion, positive regard). Because of such problems, the 

statistical relations between the relationship and outcome cannot always be trusted” 

(Norcross & Wampold, 2011, p. 100). Although beyond the scope of the current study, 

future research would benefit from exploring the content of client e-mails sent to 
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therapists in more depth, especially in relation to therapist e-mails. Stiles (2009) argued 

that qualitative research is the most useful strategy for investigating the phenomenon of 

responsiveness in psychotherapy; therefore, strategies such as conversation analysis of 

therapist-client interactions and case studies are recommended. Additionally, measuring 

outcome on a more frequent basis (e.g., weekly versus mid- and post-treatment) could 

potentially assist in helping us understand further the causal relationship between 

therapist behaviour and outcome, as it would allow us to examine more closely whether 

therapist behaviours precede or follow changes in symptom presentation.  Experimental 

studies could also potentially contribute to our understanding of this relationship, such as 

creating treatment conditions in which therapist behaviours are specifically manipulated 

to examine impact on outcome (e.g., degree of alliance bolstering statements, degree of 

task prompting, etc.), as well as providing therapists with more regular feedback on 

client ratings of therapeutic alliance and treatment satisfaction in order to examine what 

impact this has on subsequent therapist behaviour.  

Another limitation of the current study is that frequency of therapist behaviours 

was coded but no measure of quality of the therapist behaviours was included. For 

example, we cannot know whether all types of alliance bolstering statements are equal in 

their relationship to client ratings of therapeutic alliance and treatment outcome. It could 

be that certain types of alliance bolstering statements are more positive and effective 

than others. Additional research is needed to explore potential systems of rating the 

depth and quality of therapist behaviours in e-mail communication. Related to this, the 

results of this study could have important implications in terms of guiding the training of 

future internet therapists, including the potential to help inform researchers with an 
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interest in developing a competency rating scale for training and evaluating TAICBT 

therapists similar to the Cognitive Therapy Rating Scale (Young & Beck, 1980) which is 

commonly used to help train and evaluate CBT therapists in face-to-face treatment. For 

example, the results presented above which provide preliminary evidence for the positive 

impact of therapists’ attempts to repair potential alliance ruptures could be used to train 

internet therapists to develop an increased awareness of potential indicators of alliance 

ruptures and to respond promptly and in a non-defensive manner. Additionally, 

therapists could be encouraged to ensure they provide more procedure information at the 

start of treatment, as well as clearly establishing goals, given the preliminary evidence 

presented above which suggests that these behaviours in the first two modules may be  

associated with completion of treatment modules.  

In terms of therapist behaviours which were found in this study to have a 

negative relationship with treatment outcome and satisfaction (e.g., Task Prompting and 

Addressing Adherence Concerns), it is challenging at this point (i.e., without further 

research) to know how therapists should use this information when providing therapeutic 

guidance. It is not recommended that therapists cease utilizing these behaviours, 

especially given evidence that treatment for anxiety disorders are more effective if the 

therapist is directive and therapy is structured and action-oriented (Woody and 

Ollendick, 2006). It is however recommended that therapists ensure that they are 

continuing to be responsive to the client when implementing these behaviours (i.e. 

aiming to be attentive to the client’s experience in therapy and adjusting behaviour to 

move the client towards a beneficial outcome; Stiles and Wolfe, 2006). Additionally, in 

terms of aiding the improvement of the design of TAICBT programs, it is important to 



116 

 

explore the potential benefits of automating certain behaviours (e.g., Course Procedure, 

Task Prompting, Appointment Setting)  in order to ensure standardization and to 

potentially separate these behaviours from the role of the therapist.  

. Another limitation to this study is that the analysis of therapist behaviours is 

specific to one TAICBT program for clients with GAD. Therefore, although this study 

provided some preliminary evidence for overlap in the types of therapist behaviours that 

are present in at least two different TAICBT programs for GAD, it is still uncertain 

whether or not the results of this study are generalizable to other TAICBT programs, 

including programs targeting different mental disorders. Future research exploring 

therapist behaviours in the context of different TAICBT programs are needed to 

determine whether therapist behaviours differ in these different contexts.  For example, a 

recent unpublished study (Schneider, Hadjistavropoulos, & Fahler, 2015) was conducted 

which examined therapist e-mails sent to clients in a TAICBT program for depressive 

symptoms. This study also found that the therapist behaviours described by Paxling et al. 

(2013) were reliably identified; three additional behaviours were also reported: 1) 

administrative statements, questionnaire feedback, and asking clarifying questions. 

Schneider et al. (2015) also examined the relationship between frequency of therapist 

behaviours and change scores on depression outcome measures and found that several 

therapist behaviours (e.g., administrative statements, psychoeducation, self-efficacy 

shaping, and task prompting) were associated with lower symptom improvement at post-

treatment. This study also provided partial support for the generalizability of therapist-

assistance across TAICBT programs, while also addressing evidence for some variability 

across studies.  
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Most recently, following the completion of the current study, Holländare et al. 

(2016) published their research which examined therapist behaviours in a TAICBT 

program for depressive symptoms. In this study by Holländare et al. (2016), a total of 

664 e-mails sent from five different therapists to 42 clients were analysed. Identified 

therapist behaviours were organized into nine main categories and seven subcategories 

(see Table 2, p. 4 for a description of the therapist behaviours with examples): 1) 

Emphasising patient responsibility; 2) Affirming (validating and interpreting, 

normalizing, summarizing); 3) Clarifying the framework; 4) Self-disclosure; 5) 

Informing about modules, 6) Confronting, 7) Urging, 8) Encouraging (praising past 

behaviours, inciting future behaviour); 9) Guiding (theoretical guiding, giving 

suggestions). Holländare et al. (2016) found that encouraging was the most frequent 

therapist behaviour (31.5%), followed by affirming (25.1%) and guiding (22.2%). 

Affirming, encouraging and self-disclosure were significantly and positively correlated 

with improvement in depressive symptoms and the following six therapist behaviours 

were significantly and positively correlated with module completion: affirming, 

encouraging, guiding, self-disclosure, clarifying the framework, and emphasising patient 

responsibility (Holländare et al., 2016). A comparison of this study by Holländare et al. 

(2016) with the current study is interesting because it demonstrates: 1) additional 

evidence that therapist behaviours recommended in face-to-face therapy are occurring in 

TAICBT, and 2) there is emerging evidence for both similarities and variability in 

therapist behaviours across TAICBT programs for different symptom presentations.  

It is important to note the inconsistency in the currently emerging research 

literature in terms of correlations between frequency of therapist behaviours and 
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measures of treatment outcome and treatment adherence across studies. These 

differences could be potentially explained by a number of factors such as differences in 

methodological design or, as discussed in section 1.6.4, these differences could relate to 

prior research which has found evidence that different client populations (i.e., in terms of 

symptom presentation) may differentially benefit from certain therapist behaviours such 

as stricter adherence to therapy protocol (e.g., Huppert et al., 2006; Webb et al., 2010). 

Overall, it is clear from the recent emergence of research exploring therapist behaviours 

in TAICBT that this is a timely and important topic and it is essential that future research 

continues to examine therapist behaviours across different TAICBT programs for 

different client populations to help clarify the question of how internet therapists can be 

most effective in their e-mail communications. More specifically, given the increased 

understanding of the content of therapist e-mails in TAICBT, it is important that future 

research focuses on, 1) standardizing systems of identifying and rating therapist 

behaviours in TAICBT in order to more accurately compare across studies and, 2) 

utilizing methodological designs which would allow researchers to begin to address 

questions related to prediction and causality in terms of the relationship between 

therapist behaviours and treatment outcome.  

4.9 Summary and Conclusions 

Overall, the results of the current study provided preliminary evidence to suggest 

that: 1) there is both overlap and variability in terms of therapist-assistance provided in 

face-to-face therapy and across different TAICBT programs, and 2) the relationship 

between therapist behaviours, treatment outcome, therapeutic alliance, and treatment 

satisfaction is complex and needs to be examined further. As in research on face-to-face 
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therapy, there was evidence in the current study of therapists being responsive and 

adjusting their behaviour relative to client feedback and progress. The role of therapist 

responsiveness in TAICBT needs to be examined further, especially as it relates to 

impact on treatment outcome.  

This study has a number of important implications for both research and clinical 

practice. The overarching goal of this study was to contribute to the research literature 

aimed at improving the effectiveness of TAICBT for GAD. An essential first step 

towards this goal is describing what is occurring in TAICBT in order to help clarify the 

specific role of the internet therapist. In order to determine what makes an effective and 

competent internet therapist, it is essential that we have a clear understanding of the 

content that is included in therapist e-mails and the types of therapist behaviours are 

typically represented in these e-mails. 

Related to this, the results of this study could have important implications in 

terms of guiding the training of future internet therapists. Psychologists have an ethical 

responsibility to ensure that they are providing effective interventions to clients and that 

the individuals providing these services are acting in a competent and beneficial manner 

(Canadian Psychological Association, 2002; Canadian Psychological Association, 2001). 

One of the aims of this study was to help fulfill this ethical imperative by contributing to 

research being conducted to evaluate the effectiveness of the GAD Online program 

offered through the Online Therapy USER. More specifically, by exploring the specific 

content of therapist e-mails being sent to clients who have participated in this program, 

the study contributes to the goal of ensuring the quality of support provided to clients 

through this relatively new mental health service and the improvement of therapist 
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training and supervision. As mentioned previously, Barak et al. (2009) calls for a 

standardized description of TAICBT in order to inform the development of standardized, 

evidence-based practice. A more in-depth understanding of current TAICBT practice is 

essential in moving towards this goal.  
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Appendix A 

 

Initial Coding Scheme 

 

Code Label (Therapist Behaviour) Operational Definition 

Therapeutic Alliance – Goals (i.e., goal 

setting) 

Therapist refers to setting general 

therapeutic goals with the client. Use of the 

word “goal” is not necessary as other terms 

may be used which imply the same 

meaning. 

E.g., “One goal of this program will be to 

help you reduce your symptoms of 

anxiety.” “The purpose of GAD online is to 

help you overcome your difficulties with 

anxiety.” 

Therapeutic Alliance – Tasks (i.e., task 

prompting) 

Therapist refers to specific tasks for the 

client to complete as part of the “work” of 

therapy. This differs from general goal 

setting in that tasks are specific and 

concrete actions to be completed.  

E.g., “See if you can complete the 

remainder of module 1 this week.” “It may 

be helpful to practice this breathing 

exercise once per day.” 

Therapeutic Alliance – Bonds (i.e. positive 

interpersonal attachment or rapport) 

Therapist makes statement aiming to 

establish a positive interpersonal bond with 

the client. This would include statements 

which fall under the category of 

establishing good rapport (also called 

positive regard or good working alliance).  

E.g., “I look forward to checking in with 

you again next week.” “I am glad to hear 

that you are doing well.”  

Empathy  Therapist makes an attempt to communicate 

that they experience empathy towards the 

client (i.e., an understanding of the client’s 

experiences from their point of view). 

E.g., “It sounds like that was very difficult 

for you.” “I can understand why you might 

feel anxious in that situation.” 

Repair of Alliance Ruptures Therapist expresses an attempt to correct 

potential negative effects that past 

behaviour or communications have had on 

the therapeutic alliance.  

E.g., “I apologize for the 

miscommunication.” 
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Therapist Self-disclosure Therapist provides client with personal 

information about themselves.  

E.g., “I have also struggled with sleep 

problems.” “I practice deep breathing on a 

daily basis and find it very helpful.” 

Feedback Therapist provides the client with direct 

feedback about their behaviour and/or 

therapeutic progress. This would also 

include reinforcing statements. 

E.g., “Great job!” “Good for you for 

completing the exercises this week.”  

Therapist Responsiveness Refers to the therapist acting in ways that 

are affected by the individual client and 

context of the therapeutic encounter. 

Communication which includes an attempt 

by the therapist to directly respond to 

something the client has said and/or to 

personalize/individualize therapy. 

E.g., “You mentioned that you are having 

difficulty with this exercise, have you 

tried...” “I know you said focusing on your 

breathing makes you more anxious but I 

think it’s important that you keep practicing 

this exercise.” 

Thought Challenging Therapist directly encourages and/or assists 

the client in challenging their maladaptive 

thought patterns. This includes asking a 

client to complete a thought record and 

labelling cognitive distortions. 

E.g., “How might you challenge that 

thought?” “What is the evidence to support 

that thought?” “That’s an example of 

catastrophizing.” 

Behavioural Experiments Therapist directly encourages and/or assists 

the client in designing or completing a 

behavioural experiment to test maladaptive 

thoughts. 

E.g., “How might you test out that thought 

in your day to day life?”  

Exposure Therapist directly encourages and/or assists 

the client in gaining exposure to their 

anxiety symptoms for the purposes of 

anxiety reduction. Also includes 

discouraging avoidance of experiencing 

anxiety. 

E.g., “Set a timer and let yourself 
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completely focus on worrying for 5 minutes 

instead of trying to distract yourself.” “Try 

challenging yourself to complete one small 

task today that causes you anxiety.” 

Skill Building Therapist helps teach the client how to 

build specific coping skills. Includes social 

skills training, problem solving skills, and 

relaxation skills. 

E.g., “Have you tried the deep breathing 

exercises from the module before bed? This 

may help you relax so that you can fall 

asleep.” 

Behavioural Change Therapist directly encourages and/or assists 

the client in making behavioural changes. 

This would include behavioural activation 

and positive lifestyle changes.  

E.g., “What is one thing that you can do 

differently today?” “The more you practice 

this, the easier it will get.” 

Adherence to Structure of Therapy Therapist encourages client to adhere to the 

agreed upon structure of the therapeutic 

process including pace, time limits, 

completion of modules, scheduled check-

ins, completion of progress questionnaires, 

etc. 

E.g., “Try to complete one module per 

week.” “It would be helpful if you could 

check-in with me at least once per week.” 

Flexibility with the Structure of Therapy Therapist makes comments either allowing 

for or encouraging flexibility in terms of the 

client’s adherence to the agreed upon 

structure of the therapeutic process 

including pace, time limits, completion of 

modules, scheduled check-ins, completion 

of progress questionnaires, etc. 

E.g., “It’s okay if you take longer than one 

week to complete the module.” “You don’t 

have to complete every exercise.” 

Psychoeducation Therapist provides educational information 

to the client related to psychological topics. 

E.g., “Frequent worrying is part of GAD.” 

“Anxiety can often cause difficulties with 

sleep.” 

Study and Technical Related Comments Therapist makes references to the research 

component of TAICBT or addressing 

technological difficulties. These comments 
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are not directly related to the therapeutic 

process. 

E.g., “It is important to complete the final 

questionnaires for the study.” “If you are 

having problems using the website features, 

please contact the unit coordinator.” 
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Appendix B 

 

Final Coding Scheme 

 

Code Label (Therapist Behaviour) Operational Definition 

Flexibility with the Structure of Therapy Therapist makes comments either allowing 

for or encouraging flexibility in terms of 

the client’s adherence to the agreed upon 

structure of the therapeutic process 

including pace, time limits, completion of 

modules, scheduled check-ins, completion 

of progress questionnaires, etc. 

Addressing Adherence Concerns 

 

Therapist encourages client to adhere to 

the agreed upon structure of the 

therapeutic process including pace, time 

limits, completion of modules, scheduled 

check-ins, completion of progress 

questionnaires, etc. 

Appointment Setting/Therapist Availability 

 

Therapist lets the client know specifically 

when the therapist will be available (i.e., 

when they will be checking the website for 

client progress and messages from the 

client) and when the client can next expect 

to receive communication from the 

therapist. 

Appointment Canceling/Lack of Therapist 

Availability 

 

Therapist cancels a previously scheduled 

check-in with the client and/or informs the 

client that they will not be available to 

contact for a period of time.  

Therapist Self-disclosure Therapist provides client with personal 

information about themselves. This 

includes disclosing circumstances in the 

therapist’s own life that are similar or 

relevant to the client’s situation, as well as 

other non-treatment specific self-

disclosures.  

Course Procedure 

 

Therapist provides information about 

course layout, navigation, and operating 

procedures (e.g., consent form, 

questionnaires, computer security, material 

layout, treatment timeline), as well as 

statements explaining participation in the 

research components of the program. 

Technical Difficulties 

 

Therapist addresses technical difficulties, 

including coordinating IT assistance to fix 

the concerns and apologising for the 
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difficulties caused by these technical 

issues. 

Questionnaire Feedback 

 

Therapist provides feedback about self-

report symptom measures and weekly 

mood ratings, including explanations about 

the meaning of the scores and feedback 

about overall progress 

Alliance Bolstering 

 

Therapist makes statements which appear 

to be aimed at establishing a positive 

interpersonal bond with the client (i.e., 

rapport establishing).This includes general 

statements which indicate an interest in the 

client and their life situation, as well as 

friendly greetings and closing remarks. 

Repair of Potential Alliance Ruptures 

 

Therapist expresses an attempt to correct 

potential negative effects that past 

behaviour or communications have had on 

the therapeutic alliance.  

Empathetic Utterance 

 

Therapist attempts to convey 

understanding and empathy for the 

participant’s suffering, frustration or 

general life situation. 

Normalizing 

 

Therapist reassures the client that they are 

not alone in their experiences and 

struggles. This includes statements which 

normalize mental health symptoms (i.e., 

expressing that it is common for people to 

experience these difficulties), as well as 

normalizing any difficulties clients may be 

having with applying the course material. 

Reflecting/ Therapist Responsiveness 

 

Therapist makes an attempt to demonstrate 

that they are being responsive to the client, 

such as directly repeating (i.e., quoting) 

something the client has previously stated 

and/or rephrasing or summarizing 

communication from the client. 

Task Prompting 

 

Therapist statements intended to encourage 

the client to complete specific tasks as part 

of the “work” of therapy (such as 

completing sections of the modules and 

homework assignments). Also includes 

passive statements regarding anticipated 

completion of course related skills or tasks. 

Task Praise/Reinforcement 

 

Therapist statements which reinforce tasks 

already completed by the client, as well as 

praise for making good progress. 
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Self-Efficacy Shaping 

 

Therapist encourages the client to 

incorporate the learned skills into their day 

to day life, as well as encouraging the 

client to continue practicing the skills after 

therapy completion. 

Goal Setting 

 

Therapist statements referring to the 

setting of overarching therapeutic goals 

with clients (i.e., what the client hopes to 

get out of treatment), as well as addressing 

specific personal goals discussed by 

clients.   

Psychoeducation 

 

Therapist statements explaining the 

process/importance of key components of 

cognitive behaviour therapy for 

generalized anxiety disorder, such as 

thought challenging, anxiety exposure, 

relaxation, etc. Also includes statements 

related to psychoeducation about general 

healthy lifestyle behaviours and other 

psychological phenomenon. 

Eliciting Client Engagement and Feedback 

 

Therapist attempts to further engage the 

client with the therapeutic process through 

the use of questions and requests for 

feedback. 
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