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Abstract 

 Many cancer survivors face difficulties adjusting to life after cancer; 

approximately 14-24% of cancer survivors experience clinical problems with anxiety, 

depression, and/or worry about the future.  Depression and anxiety have significant 

consequences for survivors in terms of distress, quality of life, and physical health.  In 

turn, depression and anxiety result in increased costs to the health care system. Cognitive 

behaviour therapy (CBT) has demonstrated efficacy treating anxiety and depression in 

cancer patients and survivors; however, many individuals do not seek mental health 

treatment for these problems or are not referred to available services. Barriers to 

receiving treatment include: geographical distance, mobility, inconvenience, stigma, and 

time constraints. Internet-delivered CBT (ICBT) overcomes these barriers and is well 

established as an efficacious treatment for anxiety and depression. ICBT has only 

recently been used within a cancer population, with only a few large randomized 

controlled trials.  

 ICBT when guided by a coach or technician has demonstrated comparable 

efficacy to therapist-assisted ICBT. Moreover, guided ICBT overcomes challenges 

associated with therapist licensure, providing individuals across the country access to 

treatment. The primary advantage of ICBT is accessibility; as such, two forms of non-

therapist assisted ICBT were investigated in the present study.  Cancer survivors with 

symptoms of anxiety or depression (n = 86) were randomly assigned to receive a 

transdiagnostic ICBT program (Wellbeing After Cancer) that was either guided by a 

technician or self-guided. Participants completed measures of anxiety, depression, and 

fear of cancer recurrence pre-treatment, post-treatment, and four-weeks following 
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treatment completion. Secondary objectives were to examine participants' satisfaction 

with the program as well as explore their preference for differing levels of support.  

 The results of the present study provided evidence for the effectiveness of both 

non-therapist assisted ICBT options.  Participants in both the technician-guided and self-

guided groups evidenced significant improvements in depression, anxiety, fear of cancer 

recurrence, distress, and quality of life.  While power limited the ability to draw 

conclusions about the equivalence of the groups on several measures, analyses revealed 

no differences in treatment effects between groups on primary outcome measures of 

anxiety and depression.  Furthermore, participants in both groups reported high 

satisfaction ratings of the program and the majority did not express a need for additional 

support. 

 Results of the present study demonstrate that both forms of non-therapist assisted 

ICBT were effective and acceptable treatment options for cancer survivors experiencing 

symptoms of anxiety and depression.  The present study is one of few large-scale trials of 

ICBT with cancer survivors, the first of its kind in North America.  The results 

demonstrate the ability to provide effective service to all Canadian cancer survivors with 

symptoms of anxiety and depression from one centralized site.  Providing ICBT has the 

potential to change the mental health care landscape for cancer survivors across Canada. 

Future research should focus on best practices for implementation of ICBT.   

 

 



 

 iii 

Acknowledgements 

 The process and completion of this dissertation was a challenging and rewarding 

experience. I feel fortunate and am grateful that I had the opportunity to spend my time 

on a project that integrated and strengthened my abilities as a researcher, clinician, and 

human being.  I would like to acknowledge and extend my heartfelt gratitude to a number 

of individuals who have inspired, supported, and guided me throughout this journey. 

 First and foremost I would like to thank my supervisor, Dr. Heather 

Hadjistavropoulos.  Thank you for your wisdom, encouragement and continuous, 

unwavering support.  I feel incredibly lucky to have had your support and guidance 

throughout graduate school.  You embody kindness, ambition, and perseverance, three 

qualities that contribute to both your incredible career and your ability to inspire students.   

 I would like to thank my distinguished committee members: Dr. R. Nicholas 

Carleton, Dr. Shadi Beshai, and Dr. Ronald Camp, for their insightful and constructive 

feedback at every stage of this dissertation. Your combined feedback has aptly enabled 

me to broaden my perspective which bolstered the impact of this dissertation.   

 I would also like to thank Dr. Nick Titov, Dr. Blake Dear, and their team for their 

innovative ideas and generosity in sharing their expertise and providing support. A 

special thank you to my laboratory and cohort colleagues.  Thank you for your interest, 

support, and coffee-breaks: all were invaluable to the completion of this dissertation. 

 I would like to sincerely thank all the cancer survivors who participated in this 

study. Your openness, dedication, and resilience as you worked towards your wellbeing 

was inspiring. Lastly, I would like to acknowledge the Faculty of Graduate Studies and 

Research for funding that made this study possible.  



 

 iv

Dedication 

 I would like to dedicate this dissertation to my parents, my best friend, and my 

partner.  First, to my parents, thank you for encouraging me to pursue higher education 

and for doing absolutely anything and everything to allow me to accomplish this dream.  

To my best friend, Amy, I am still in awe of how fortunate I am to call you my friend.  

You have been the constant, day in day out, support that has sustained and empowered 

me over the past five years.  I cannot imagine this journey without you and I will look 

back fondly over our years together at the University of Regina.  Last, to my amazing 

partner, Marc, you have selflessly supported my education and career over and above 

everything else.  I would not be where I am without your unconditional love, support, and 

encouragement. You have been an immense source of strength to me. 

  



 

 v

Table of Contents 

Abstract ................................................................................................................................ i 

Acknowledgements ............................................................................................................ iii 

Dedication .......................................................................................................................... iv 

List of Tables .................................................................................................................... vii 

List of Figures .................................................................................................................. viii 

List of Appendices ............................................................................................................. ix 

Chapter One: Introduction ...................................................................................................1 

Chapter Two: Literature Review .........................................................................................4 
2.1 Depression and Anxiety among Cancer Survivors ...............................................4 
2.2 Cancer Survivor ....................................................................................................6 
2.3 Psychological Treatment for Anxiety and Depression in Cancer Survivors ........8 
2.4 Psychological Treatment for Fear of Recurrence in Cancer Survivors ..............10 
2.5 Efficacy of CBT in Cancer Survivors ................................................................13 
2.6 Underutilization and Barriers to Psychological Service .....................................13 
2.7 Internet-based Therapy .......................................................................................15 
2.8 Types and Efficacy of ICBT ...............................................................................17 
2.9 Empirical Support of ICBT for Depression and Anxiety ...................................21 
2.10 Empirical Support of ICBT for Psychological Distress in Cancer Populations23 
2.11 Online Therapy Unit for Service, Education and Research .............................28 

Chapter Three: Purpose and Objectives .............................................................................31 
3.1 Hypotheses .........................................................................................................31 

Chapter Four: Method ........................................................................................................32 
4.1 Study Design and Ethics .....................................................................................32 
4.2 Participants .........................................................................................................32 
4.3 Procedure ............................................................................................................34 
4.4 Measures .............................................................................................................45 
4.5 Data Analysis......................................................................................................49 

Chapter Five: Results .........................................................................................................55 
5.1 Baseline Data ......................................................................................................55 
5.2 Adherence and Attrition .....................................................................................62 
5.3 Effectiveness of Treatment .................................................................................64 
5.4 Clinical Significance ..........................................................................................71 
5.5 Treatment Satisfaction ........................................................................................76 
5.6 Participant Preference for Support .....................................................................80 
5.7 Adverse Effects ..................................................................................................88 



 

 vi

Chapter Six: Discussion .....................................................................................................91 
6.1 Effectiveness.......................................................................................................93 
6.2 Treatment Satisfaction and Adherence .............................................................101 
6.3 Limitations ........................................................................................................105 
6.4 Implications for Future Practice and Research .................................................108 
6.5 Conclusions ......................................................................................................111 

References ........................................................................................................................113 
 

 



 

 vii

List of Tables 

Table 1: Program content of Wellbeing After Cancer ..................................................................... 39 

Table 2: Fidelity checklist for technician-guided commmunication ............................................ 42 

Table 3: Scales administered at each phase of the study .............................................................. 44 

Table 4: Characteristics of self-guided and technician-guided participants ................................. 57 

Table 5: Means and standard deviations of symptom measures at baseline ................................. 61 

Table 6: Means, standard deviations, average percentage change, and effect sizes ..................... 66 

Table 7: Mean differences, confidence intervals, power, and non-inferiority for outcomes  ....... 69 

Table 8: Reliable improvement rates on depression, anxiety, and fear of cancer recurrence 
measures from pre-treatment to post-treatment ............................................................................ 73 

Table 9: Reliable recovery rates on depression, anxiety, and fear of cancer recurrence 
measures from pre-treatment to post-treatment ............................................................................ 74 

Table 10: Frequency of participants above and below cut-off points and rates of 
achieving reliable change/recovery on one or more outcome measures ....................................... 75 

Table 11: Treatment satisfaction descriptive statistics ................................................................. 77 

Table 12: Correlations between treatment satisfaction and change in symptoms from pre- 
to post- treatment .......................................................................................................................... 79 

Table 13: Preference and satisfaction with level of support ......................................................... 82 

Table 14: Adverse effects ............................................................................................................. 90 

 
 

 

 

 

 

  



 

 viii 

List of Figures 

Figure 1: Participant flow chart .................................................................................................... 63 
  



 

 ix

List of Appendices 

Appendix A: Patient Health Questionnaire – 9 Item Depression Scale (PHQ-9) ............135 

Appendix B: Generalized Anxiety Disorder 7-item (GAD-7) .........................................136 

Appendix C: Suicide Behaviours Questionnaire (SBQ-R) ..............................................137 

Appendix D: Fear of Cancer Recurrence Inventory – Short Form (FCRI-SF)................139 

Appendix E: Depression and Anxiety Stress Scales (DASS-21).....................................140 

Appendix F: The 12-Item Short Form Health Survey (SF-12) ........................................141 

Appendix G: Treatment Satisfaction Questionnaire (TSQ) .............................................142 

Appendix H: Participant Preference and Satisfaction with Level of Support/ Negative 
Effects and Adverse Events .............................................................................................143 

Appendix I: Research Ethics Board Certificate of Approval...........................................145 
 

 

 

 

 

 

 

 



 

 1

Chapter One: Introduction 

 Many cancer survivors face difficulties adjusting to life after cancer with 

approximately 14-24% experiencing anxiety, depression, and/or worry about the future 

(Boyes, Girgis, D'Este, & Zucca, 2011).  Psychological distress is highest around the time 

of diagnosis with a subset of survivors experiencing ongoing psychological concerns 5-

10 years following diagnosis (Harrington et al., 2010). The re-entry phase is a particularly 

difficult phase for cancer survivors. The re-entry phase is the period of time from 

treatment completion to two years post-diagnosis (Stanton, Rowland, & Ganz, 2015). 

Individuals in the re-entry phase of survivorship may experience a loss of active 

treatment and accompanying support, resumption of former roles (e.g., work), reduction 

in social support, and lingering physical and psychological effects of the cancer or 

treatment.  Depression and anxiety have significant consequences for survivors in terms 

of distress, quality of life, and physical health (Brintzenhofe-Szoc et al., 2009).  In turn, 

psychological concerns result in increased costs to the healthcare system (Carlson & 

Bultz, 2004; Hewitt & Rowland, 2002). 

Evidence on interventions targeting psychological distress (including anxiety and 

depression) in cancer patients and survivors has been mixed.  A recent review of 198 

studies found significant small to medium effects for individual and group psychotherapy 

and psychoeducation (Faller et al., 2013). A study of moderating variables concluded that 

examining the effectiveness of interventions in psycho-oncology can be misleading due 

to the diversity of interventions and samples as well as the abundance of suppressor 

effects (e.g., low distress levels; Linden & Girgis, 2012). Some interventions, most 

notably, cognitive behaviour therapy (CBT), when applied to individuals in need of 
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treatment, has demonstrated efficacy in treating anxiety and depression in cancer patients 

and survivors (Linden & Girgis, 2012); however, many individuals suffering do not seek 

mental health treatment for their concerns (Kadan-Lottick, Vanderwerker, Block, Zhang, 

& Prigerson, 2005; Muriel et al., 2009), or are not referred to existing psychosocial 

support.  Barriers, both individual and professional, exist that contribute to, under referral 

to efficacious treatment options. Internet-delivered CBT (ICBT) overcomes issues of 

geographical distance, mobility, inconvenience, stigma, and/or time constraints 

(Ritterband & Tate, 2009), offering a cost effective method of service delivery (Hedman, 

Ljótsson, & Lindefors, 2012).  The efficacy of ICBT programs are well established for 

the treatment of anxiety and depression, and programs targeting both anxiety and 

depression simultaneously have been found effective (Andrews et al., 2010).  ICBT 

programs can also be administered in several forms depending on the amount and type of 

human support, ranging from fully self-guided to technician-guided or therapist/clinician-

assisted (Proudfoot et al., 2011).  ICBT when guided by a coach or technician has 

demonstrated comparable efficacy to therapist-assisted ICBT. Moreover, guided ICBT 

overcomes challenges associated with therapist licensure, providing individuals across 

the country with access to treatment.  

ICBT has only recently been used within a cancer population.  Several trials exist 

which examine the feasibility and acceptance of ICBT with cancer patients and survivors 

and the results are promising (Duffecy et al., 2013, Seitz et al., 2014; Wooten et al., 

2014). A few larger trials have emerged that have demonstrated mixed results (David et 

al., 2013; van den Berg et al 2015; Willems et al., 2017).  Given that ICBT research is in 



 

 3

the early stages among cancer populations and that there is a scarcity of well-designed 

randomized trials, a well designed larger scale trial was warranted.  

The present study assessed the effectiveness of two non-therapist-assisted forms 

of a transdiagnostic ICBT program (Wellbeing After Cancer) for treating anxiety and 

depression among recent cancer survivors. Given extensive evaluations of the Wellbeing 

Course, the foundation of Wellbeing After Cancer, and the pilot testing done with 

Wellbeing After Cancer (Alberts et al. 2015), an active comparison group as opposed to a 

control group was deemed more informative and ethically responsible.   Recent cancer 

survivors with symptoms of anxiety and/or depression (n = 86) were randomly assigned 

to technician-guided Wellbeing After Cancer (n = 42) or self-guided Wellbeing After 

Cancer (n = 44). The primary objective was to examine change in measures of anxiety, 

depression,  fear of recurrence, distress, and quality of life from pre-treatment to post-

treatment and to compare changes between groups.  No similar program has been offered 

to cancer survivors; as such, the secondary objective was to assess participants' 

satisfaction with the program, as well as explore their preference for differing levels of 

support. In the literature review that follows, the prevalence of depression and anxiety in 

cancer survivors, a review of available treatments, efficacy of treatments, and barriers to 

receiving treatment will be discussed. The literature review will be followed by a review 

of the efficacy of ICBT in general and within cancer specific populations. 

 

  



 

 4

Chapter Two: Literature Review 

2.1 Depression and Anxiety among Cancer Survivors 

Nearly half of Canadians (i.e., 40%) will develop cancer during their lifetime and, 

due to advances in treatment and early detection, most (63%) will reach the 5-year 

survival mark (Canadian Cancer Statistics, 2013).  Most cancer survivors adjust to having 

received a cancer diagnosis (Zucca, Boyes, Linden, & Girgis, 2012): nevertheless, a 

substantial percentage of individuals face adjustment difficulties. Survivors of cancer 

commonly face challenges with depression, anxiety, pain, and fatigue (Harrington, 

Hansen, Moskowitz, Todd, & Feuerstein, 2010).  Prevalence estimates for depression and 

anxiety in cancer patients ranges from 5% to 50%, depending on the time of assessment, 

the screening method followed, and/or diagnostic criteria used (Artherholt & Fann, 

2012). The prevalence of depression and anxiety also varies across cancer types, with 

higher incidence among stomach, pancreatic, head, neck, and lung cancers, and lower 

rates in other cancers including colon, and lymphoma (Brintzenhofe-Szoc, Levin, Li, 

Kissane, & Zabora, 2009; Massie, 2004). 

The prevalence of psychosocial morbidity in a sample of cancer survivors (n = 

1323) was 28% at 6-months post diagnosis (Boyes et al., 2011). Approximately 24% of 

cancer survivors report anxiety and 14% report depressive symptoms (clinically 

significant levels), with 10% suffering from clinically significant comorbid anxiety and 

depressive symptoms (Boyes et al., 2011).  The latter statistic is concerning because 

comorbid anxiety and depression is associated with a more disabling and chronic course 

than either disorder alone (Goldberg, Krueger, Andrews, & Hobbs, 2009). Psychological 

disturbance is highest around the time of diagnosis and typically decreases with time; 
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however, even five years post-diagnosis, 15% of breast cancer survivors reported 

experiencing depression or anxiety (Burgess et al., 2005), and symptoms can continue to 

persist 10 years post-diagnosis (Harrington et al., 2010).  The suffering of those impacted 

by depression and anxiety is not equally distributed. Cancer survivors that reside in rural 

locations are disadvantaged in comparison to those in urban settings, with those in rural 

locations experiencing worse mental health functioning, greater anxiety and depression, 

and greater distress (Burris & Andrykowski, 2010). 

The experience of clinically significant symptoms of depression and anxiety are 

serious issues because of their deleterious impact on cancer survivors and on society.  

Depression and anxiety are associated with a plethora of adverse outcomes for 

individuals with cancer, including: poorer psychosocial and treatment outcomes, lower 

quality of life, poorer adherence to medical treatment, slower recovery, and greater 

suicide risk (Brintzenhofe-Szoc et al., 2009).  Depression, in particular, has been 

associated to an individual’s failure to adhere to medical treatment (DiMatteo et al., 

2000). Moreover, there is evidence that depression predicts cancer progression and 

mortality (Pinquart & Ruberstein, 2010; Spiegel & Giese-Davis, 2003). Psychological 

disorders are the leading cause of disability in society, with depression and anxiety 

accounting for approximately half of the incidences of psychological disorders 

(Whiteford et al., 2013).  In addition to disability costs, cancer patients experiencing 

greater distress use more physician time and have more frequent hospital and primary 

care visits, thus resulting in higher costs to the health care system (Carlson & Bultz, 

2004; Hewitt & Rowland, 2002).  
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Fear of cancer recurrence. Fear of cancer recurrence (FCR) is one of the most 

commonly reported concerns of cancer survivors with 22-87% of cancer survivors 

reporting moderate to high degree of FCR (Simard et al., 2013). FCR is associated with 

psychological distress, anxiety and depression (Simard et al., 2013); however despite 

similarities to other anxiety disorders, FCR may indeed be a distinct concern (Mutsaers et 

al., 2016).  A lack of consensus regarding the definition of FCR has led to difficulties 

assessing and treating FCR.  Lebel and colleagues (2016) arranged for FCR experts, 

policy makers, trainees, and patient advocates to attend a colloquium where, using a 

Delphi method, attendees identified the most accurate definition of FCR which was: 

"Fear, worry, or concern about cancer returning or progressing".  Moreover, attendees 

collaboratively identified five core clinical components of FCR: (a) high levels of 

preoccupation, worry, rumination, or intrusive thoughts; (b) maladaptive coping, (c) 

functional impairments; (d) excessive distress; and (e) difficulties making plans for the 

future.  Empirical data is still necessary to confirm and solidify these definitions.  Recent 

efforts to reach a consensus about this important construct are paramount for developing 

optimal assessment and treatment tools for FCR.  

2.2 Cancer Survivor 

The survivorship period in cancer can be defined in various ways. Some define 

survivorship as the time immediately following a cancer diagnosis to end of life, while 

others specify the completion of medical treatments, dormancy, or a temporal time frame 

following diagnosis. For the purpose of this literature review, consistent with the views of 

experts in the field (Feuerstein, 2007) the term cancer survivor will refer to those 
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individuals who received a cancer diagnosis and have completed primary medical 

treatments.   

As summarized by Stanton, Rowland, and Ganz (2015), three different periods of 

survivorship have been conceptualized, based on the prominence of particular 

psychosocial and behavioral experiences: the re-entry period, early survivorship, and 

long-term survivorship. Survivorship periods are conceptualized in a fluid way, with no 

clear boundaries between each period. Typically, progression through the phases is 

associated with less disruption and more improvement in physical and psychological 

wellbeing.  The purpose of denoting different periods of survivorship is to serve as a 

heuristic for understanding variation along the potentially protracted experience of cancer 

survivorship.  The re-entry period marks the transition from cancer patient to a person 

with a history of cancer. Individuals in the re-entry phase of survivorship experience a 

loss of active treatment and accompanying support, resumption of former roles (e.g., 

work), reduction in social support, and lingering physical and psychological effects of the 

cancer or treatment.  Although no firm boundaries exist, the re-entry period has been 

conceptualized from treatment completion to two years post-diagnosis.  Following the re-

entry phase is the early survivorship period, typically considered the period between two 

and five years post-diagnosis.  In the early survivorship phase, most survivors have 

recovered from acute physical morbidities and have resolved the cancer experience 

psychologically; however, survivors may have increased distress and fear periodically 

during this phase (e.g., oncologist’s follow-up appointments).  There are still subsets of 

cancer survivors who experience marked distress in this period.  The long-term 

survivorship period is considered five years post-diagnosis and longer, wherein most 
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cancer survivors experience average levels of health-related quality of life; a minority of 

survivors may still experience psychological symptoms. 

2.3 Psychological Treatment for Anxiety and Depression in Cancer Survivors 

The purpose of most psychological interventions for cancer patients and survivors 

is to alleviate distress. Some interventions narrow their focus to target anxiety and 

depression, while others target distress and quality of life more generally.  Evidence 

gathered and reported regarding the effectiveness of psycho-oncologic interventions has 

been mixed.  The most recent, largest meta-analysis of 198 studies sought to consolidate 

the findings of psycho-oncologic interventions on emotional distress and quality of life in 

adult cancer patients (Faller et al., 2013). Individuals with varying types of cancer, at 

varying stages of disease or medical treatment progression were included.  Faller and 

colleagues (2013) found statistically significant small to medium effects for individual 

and group psychotherapy and psychoeducation; importantly, the effects were partly 

sustained in the medium (≤ 6 months) and long term (>6 months). Longer interventions 

produced more sustained effects than shorter interventions. Participants pre-selected 

based on high distress levels reported large effects at post-treatment (Faller et al., 2013; 

Linden & Girgis, 2012). When individuals were first screened for higher distress, 

therefore well suited for psychological treatment, the treatment effect sizes were 

approximately three times larger than when individuals were not distressed. As such, the 

effectiveness of interventions in psycho-oncology can be misleading due to the diversity 

of interventions and samples, as well as the abundance of suppressor effects (e.g., low 

distress levels).  Greater methodological rigour may further delineate the effectiveness of 

psychological interventions for cancer populations (Linden & Girgis, 2012).  
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When focusing on clinical disorders, including anxiety and depression, several 

interventions have demonstrated effectiveness in reducing these symptoms in cancer 

patients and survivors. Both pharmacotherapy and psychotherapy have shown to be 

efficacious at reducing anxiety and depression (Baltenberger, Schmitt, & Thomas, 2014). 

More specifically, four main categories of interventions have demonstrated significant 

effectiveness in cancer patients and survivors: CBT, counselling, drug therapy, and 

complementary therapies (Boothroyd & Hodgson, 2012). CBT is the preferred approach 

for treating a wide range of psychological disorders including anxiety and depression, 

and has demonstrated effectiveness comparable to that of psychopharmacological 

treatment (Beck, 2005; Boothroyd & Hodgson, 2012).  Typical CBT programs consist of 

10-12 1-hour weekly sessions, in which the therapist follows a structured treatment plan.  

Clients are provided with psychoeducation about their symptoms and the CBT model of 

therapy.  Next, clients are taught to self-monitor their mood, thoughts, and behaviour.  

The concept of self-monitoring is foundational to CBT because awareness is a necessary 

precursor to change.  From a cognitive-behavioural perspective, clients must begin to 

recognize the associations among their thoughts, feelings, and behaviours so they can 

effectively challenge maladaptive associations (Newman & Borkovec, 1995).  Treatment 

teaches clients both cognitive concepts and strategies (e.g., cognitive distortions, 

gathering evidence, cognitive restructuring, core beliefs) and behavioural strategies (e.g., 

applied relaxation training, exposures, behavioural experiments, social skills training) to 

combat their maladaptive responses.  Homework is an expectation for most CBT 

programs, providing a chance for clients to apply the strategies to their own lives 

(Newman & Borkovec, 1995). In oncology, CBT is based on the premise that patients’ 



 

 10

coping and distress is based not solely on physical effects of the disease, but also how the 

individual appraises the cancer (e.g., the personal meaning of cancer for the individual; 

Greer, 2008). 

As Kazdin (2014) recounts, transdiagnostic conceptualizations and treatment of 

psychopathology are becoming more common in the general psychopathology literature 

for several reasons. Most frequently cited are the high rates of comorbidities, which result 

in higher levels of disability. Additionally, the underlying processes, even biological 

explanations, of distinct disorders (e.g., anxiety and depressive disorders) are quite 

similar allowing for similar diagnostic treatment and conceptualization.  The 

effectiveness of several evidence-based treatment practices (e.g., CBT) across a wide 

range of disorders suggests that there are common mechanisms across disorders that help 

to explain treatment response. Additionally, there is research to support the idea of a 

general psychopathology factor, for example, perfectionism or intolerance of uncertainty, 

which may underlie many disorders. Transdiagnostic treatment approaches also address 

problems with dissemination.  Many treatments are efficacious when conducted with 

"pure cases" of a disorder, however, often the effectiveness of the treatment decreases 

when applied in routine clinical care. Transdiagnostic treatments appear particularly 

useful because comorbidity, as opposed to “pure cases”, is more likely to be encountered 

in routine clinical practice.  

2.4 Psychological Treatment for Fear of Recurrence in Cancer Survivors 

 FCR has been investigated as a secondary outcome in several intervention studies 

(e.g., Seitz et al., 2014); nevertheless, several interventions have been designed 

specifically to target FCR (e.g., Beith et al., 2017; Herschbach et al., 2010; Lebel et al., 
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2014; Tomei et al., 2017; van de Wal et al., 2017). One of the earliest intervention studies 

was conducted by Herschbach and colleagues (2010); there were 174 individuals with 

cancer randomly assigned to receive either cognitive-behavioural group therapy or 

supportive-experiential group therapy.  The authors found that both CBT (d = 0.54) and 

supportive-experiential group therapy (d = 0.50) were effective at reducing dysfunctional 

fear of disease progression in cancer patients.   

Lebel and colleagues (2014) developed, manualized and pilot tested a 6-week 

cognitive-existential in-person group intervention designed to treat FCR in 56 breast or 

ovarian cancer survivors.  Authors found that FCR, distress, and uncertainty were lower 

at post-treatment (ES range = 0.41-0.73), and several facets of quality of life and coping 

had improved; Moreover, symptom improvements were maintained at the 3-month 

follow-up period.  The authors concluded that the intervention showed promise in 

addressing FCR and other aspects of distress but noted that nearly half of the originally 

interested participants chose not to participate. The appeal of the intervention and the 

drop-out rate of 21% (while not uncommon) should be considered when assessing the 

acceptability of the intervention.  A follow-up study investigated the same cognitive-

existential intervention developed by Lebel and colleagues (2014), modified to be 

delivered to individuals rather than groups (Tomei, Lebel, Maheu and Mutsaers, 2017).  

Authors examined trends in three participants’ symptoms and reported that the 

intervention appeared to help participants reduce their FCR and cancer-specific distress.  

Moreover, participants’ qualitative feedback indicated that they found the intervention 

helpful and valued the pace and length, the therapeutic relationship, developing new 

patterns of thinking, facing their worst-case scenario and planning for the future. 
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Beith and colleagues (2017) reported the results of a RCT that compared their 

intervention (Conquer Fear) to relaxation training for the treatment of FCR in breast, 

colorectal, or melanoma cancer survivors who reported clinical levels of FCR (n = 222).  

Conquer Fear was a five-session intervention that used aspects of attentional training, 

detached mindfulness, meta-cognitive therapy, values clarification, and psychoeducation 

to address FCR.  Authors found that Conquer Fear resulted in significantly greater 

reduction in FCR than the relaxation training control group. These differences were 

maintained at three and six-months’ post-treatment. 

Most recently, van de Wal, Thewes, Gielissen, Speckens & Prins (2017) 

randomly assigned 88 cancer survivors with high FCR (Cancer Worry Scale score ≥ 14) 

to a blended in-person and online cognitive-behavioural intervention or to care-as-usual.  

The intervention involved five in-person therapy sessions and three online sessions.  

Authors found that participants who received the intervention, in comparison to the 

control group, reported significantly less FCR (d = 0.76), anxiety (d = 0.66), depression 

(d = 0.67), general distress (d = 0.66), and other related psychosocial factors.  One third 

of participants in the intervention group experienced a clinically significant improvement 

on their FCR severity, while no participants in the control group experienced clinically 

significant improvement. The non-completion rate for the intervention was 34%. 

To date, several interventions designed to treat FCR have been investigated. The 

interventions have varied in terms of theoretical orientation, length, and delivery method.  

Most interventions appear to have a cognitive component and work on restructuring 

unhelpful thoughts related to FCR.  Although the research area of FCR is developing, 

FCR appears to be successfully decreased by a range of different interventions. Symptom 
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reduction is particularly promising given that FCR remains relatively stable over time 

without treatment (Simard et al., 2013). 

2.5 Efficacy of CBT in Cancer Survivors 

A meta-analysis of 15 RCTs examined CBT and patient education provided 

evidence that CBT reduced depression (ES = 1.2), anxiety (ES = 1.99), and improved 

quality of life (ES = 0.91) in cancer survivors (Osborn, Demoncada, & Feuerstein, 2006); 

furthermore, CBT was superior to patient education, which was not related to improved 

outcomes. The effects of CBT were larger when delivered individually rather than in 

group formats. A subsequent review of meta-analyses underscored CBT as effective in 

reducing symptoms of anxiety and most likely the best intervention to target depression 

(Linden & Girgis, 2012). Even a 5-week CBT stress management intervention for women 

who had undergone surgery for breast cancer effectively reduced short-term global stress 

and anxiety irrespective of distress at intake (Groarke, Curtis, & Kerin, 2013); however, 

the 5-week intervention was more effective for women with greater distress levels at 

baseline. 

2.6 Underutilization and Barriers to Psychological Service 

Despite the efficacious treatment options for anxiety and depression, most people 

with symptoms do not seek mental health treatment (Kadan-Lottick, Vanderwerker, 

Block, Zhang, & Prigerson, 2005; Muriel et al., 2009). Cancer survivors face particular 

challenges once they complete medical treatments.  In this period, the re-entry phase, 

individuals can face worries about the future, the loss of a safety net of active medical 

treatment and accompanying support, resumption of previous roles and responsibilities, 

loss of interpersonal support, and lingering effects of the disease or treatment (Stanton, 
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2012). Most cancer survivors adapt well over time, but a substantial percentage face 

significant symptoms of anxiety and depression (Boyes et al., 2011).  Despite needing 

help, patients struggling with anxiety and depression often do not receive treatment for 

their psychological concerns.  A large-scale study of Canadian cancer patients (n = 714) 

with various cancer diagnoses reported that amongst those patients who were highly 

distressed at one or more time points in the study (n = 492) 71% did not receive any 

psychosocial support for their distress (Waller, Williams, Groff, Bultz, & Carlson, 2013).  

Even when patients recognize the need for help for their psychosocial concerns many do 

not seek help. For example, in a study of gynecologic cancer patients (n = 95) two years 

post-medical treatments, 57% reported needing help for their emotional needs regarding 

their cancer; however, only 35% received help and even less received evidence-based 

support (e.g., physicians), rather patients frequently reported receiving help from friends 

and family members (Miller, Pittman, & Strong, 2003).  Oncologists report frequently 

referring patients to psychosocial support, but then estimate only half of patients followed 

through with the referral (Muriel et al., 2009).  Stigma associated with mental health care 

has been cited as a reason why patients do not seek out or follow through with 

psychosocial referrals (Kohn et al., 2004). 

Health care providers can also incidentally contribute to the under-treatment of 

anxiety and depression in cancer survivors. For example, oncologists and physicians may 

not recognize depression or anxiety, and therefore, not make referrals (Muriel et al., 

2009). Providers have cited time constraints, as well as lack of psychological treatment 

resources to refer patients to, as barriers to implementing routine screening and treatment 

for distress (Stanton, 2006; Vodermaier & Linden, 2008). Furthermore, limited 



 

 15

availability of evidence-based treatment options creates inherent challenges for finding 

services, amongst both providers and patients alike. Patients who reside far away from 

available treatment or who have mobility issues face greater challenges. In any case, the 

various barriers to psychological care for cancer survivors are undermining provision of 

care (Stanton, 2006). 

2.7 Internet-based Therapy 

 Internet-based therapy was developed as a treatment avenue in response to the 

many challenges and barriers clients and medical professionals face when seeking in-

person treatment.  Internet-based therapy has numerous benefits both for clients and 

health care systems.  The online medium allows the client to remain largely anonymous, 

which reduces self-presentation anxiety, stigma, and social risk (Caplan, 2003; Walther & 

Boyd, 2002), thus allowing clients to feel safe, confident, and comfortable (Caplan, 

2003).  Perceptions of safety, confidence, and comfort are particularly important for 

individuals with mental health concerns who may not seek help due to the stigma 

associated with a mental health diagnosis (Kohn et al., 2004). The ability to participate in 

therapy from home, whenever convenient, has also been endorsed by clients as a major 

advantage (Abbott et al., 2008; Beattie et al., 2009).  Importantly, Internet-based therapy 

provides a viable treatment option for individuals who live rurally, who have reduced 

mobility, or who do not have access to other services (Carlbring et al., 2006). This 

increased viability is particularly important because rural cancer survivors report greater 

levels of distress than their urban counterparts (Burris & Andrykowski, 2010).  In 

addition to those who live rurally, the convenience of Internet-based therapy would be a 

benefit to those confined to the home or limited by time.   
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The advantages of Internet-based therapy address many of the reasons cited for 

failing to seek treatment (e.g., access barriers, stigma; Kohn. et al. 2004). Furthermore, 

due to its cost effectiveness and ease of access, Internet-based therapy is widely scalable 

(Ritterband & Tate, 2009). Despite the many benefits to Internet-based therapy, there are 

important limitations.  For example, an online program may not be suitable for clients 

who are not comfortable using the computer or the Internet, or for those who find the 

medium of delivery to be unacceptable to address their needs (Marks, Cavanagh, & Gega, 

2007).  Since non-verbal cues are absent during the therapy process, there is also a 

greater chance for miscommunication through emails, with the receiver interpreting the 

message differently than what was intended by the sender or vice versa (Childress, 2000).   

ICBT overcomes service delivery barriers and provides cancer survivors with an 

empirically supported treatment for their psychological concerns. The availability of 

efficacious psychological treatment options specific to cancer survivors remain limited 

and most patients seek support from non-professional sources (Miller et al., 2003); 

accordingly, the widespread availability of an efficacious treatment option, such as ICBT, 

is important. CBT is particularly amenable to being provided over the Internet because 

the intervention proceeds systematically and provides concrete skills to target specific 

symptoms and behaviours (Ritterband et al., 2003). ICBT asks clients to review 

psychoeducational, cognitive, and behavioural materials over the Internet on a weekly 

basis (Hadjistavropoulos, Thompson, Ivanov, Drost, & Butz, 2011). The programs 

attempt to create positive change and/or improve knowledge, awareness, and 

understanding through sound health-related material and interactive web components 

(Barak, Klein, & Proudfoot, 2009).   
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2.8 Types and Efficacy of ICBT 

ICBT varies greatly according to which study or treatment centre is providing the 

service.  Heterogeneity exists among target populations, types and doses of intervention, 

amount and type of support, program interactivity, method of multimedia delivery, 

degree of synchronicity, reach of audience, and program evaluation (Proudfoot et al., 

2011). In Canada, two of these factors, type of support and audience reach, are 

particularly relevant.  ICBT programs can be administered in several forms depending on 

the amount and type of human support, from fully self-guided to therapist/clinician-

assisted. 

When ICBT was first emerging, there were several self-guided ICBT courses 

which operated as a strictly self-help resource for clients. In these first-wave self-guided 

programs, clients were presented with a structured program of CBT to work through 

independently. While early fully self-guided ICBT programs demonstrated some 

efficacy, the overall effects were small (Johansson & Andersson, 2012; Spek et al., 

2007).  A meta-analysis of seven RCTs of self-guided CBT interventions for depression 

found that interventions overall had a mean small effect size (d = 0.28) and had varying 

levels of attrition, ranging from 5 to 45% (Cuijpers et al., 2011).  Adherence to treatment 

programs varied, but several studies reported poor adherence rates. For example, one 

study included in the meta-analysis reported that 38% of patients failed to complete the 

first lesson and that only 14% completed the whole program (Cuijpers et al., 2011).  

Therapist-assisted ICBT adds the support of a therapist who provides support, 

encouragement, and guides the therapeutic process via email and sometimes telephone 

(Postel et al., 2008).  Clinicians typically reinforce task completion, normalize difficulties 
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with homework tasks, encourage engagement and discussion about the material, provide 

further detail about skills, and suggest additional skills if deemed relevant (Johnston, 

Titov, Andrews, Spence, & Dear, 2011).  Therapist-assisted ICBT has been shown to 

consistently produce medium-to-large effects in several meta analyses, along with 

substantially higher completion rates than self-guided ICBT. A median of 80% of 

individuals who began therapist-assisted programs completed them, with a range of 48-

100% (Andrews, Cuijpers, Craske, McEvoy, & Titov, 2010).  

Once therapist-assisted ICBT became well-established, researchers began to 

examine whether the qualifications of the person providing the support to the online 

program made a difference. Non-health care professionals often support participation and 

engagement with ICBT programs. These non-clinicians have been referred to in the 

literature as coaches or technicians (e.g., Johnston, et al., 2011; Robinson et al., 2010; 

Titov et al., 2010), and they typically check in with clients weekly over the course of the 

program, providing support and encouragement, without providing clinical advice (Titov 

et al., 2010). There have been two RCTs comparing clinician-assisted ICBT to 

technician-guided ICBT, one for anxiety (Robinson et al., 2010) and one for depression 

(Titov et al., 2010), conducted with 150 and 144 participants, respectively. Researchers 

found that technician-guided ICBT resulted in large effect sizes when compared with a 

waiting list control group, and that there were no differences in effect size, satisfaction, or 

adherence (80% completion) when compared to individuals who completed the clinician-

assisted ICBT course.  In one of the two trials (Titov et al., 2010), individuals in the 

technician-guided group actually demonstrated further improvement in symptoms at 

follow-up when compared with the clinician-assisted group. 
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Another research group compared clinician-guided ICBT to coach-supported 

ICBT in a RCT of transdiagnostic Internet-delivered treatment for three anxiety disorders 

(Johnston et al., 2011).  Both treatment groups were superior to the control group on 

measures of anxiety, depression, and disability (medium-large effect sizes).  Coach-

supported participants achieved similar outcomes to clinician-guided participants at post-

treatment and had significantly lower symptom severity at follow-up (medium effect).  

Completion rates did not differ significantly between groups (74% vs. 76%). Clinicians 

were encouraged to engage the participants in discussion about the material, to provide 

further detail about skills, and suggest additional skills if deemed relevant. By contrast, 

coaches were not permitted to provide clinical advice or expand on the existing 

information provided in the program.  

Therapist-assistance might not be necessary to produce strong effects; as such, 

more attention has been paid to improving adherence to self-guided programs. For 

example, Titov and colleagues (2013) investigated the addition of automated emails to a 

transdiagnostic ICBT program, which encouraged exposure to therapeutic content and 

practice of therapeutic skills (Titov et al., 2013).  Individuals with symptoms of 

depression and/or anxiety (n = 257) were randomly assigned to the 8-week Wellbeing 

Course with automated emails, without automated emails, or a waiting list control group. 

Both treatment groups showed significant reductions in depression and anxiety ratings 

(effect sizes medium-large); however, the addition of automated emails significantly 

increased rates of course completion (58% vs. 35%) and resulted in improved symptom 

reduction for a subset of participants with elevated symptoms. Given that automated 

emails improve outcomes, they have become more prevalent in many programs, which 
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may contribute to the increased efficacy of self-guided interventions.  Indeed, 

Baumeister, Richler, Munzinger, and Lin (2014) conducted a systematic review of 14 

RCTs that examined the impact of guidance on Internet interventions.  The researchers 

concluded that guided interventions were superior to unguided interventions, but that the 

differential efficacy between the types of guidance was much less than was apparent in 

early ICBT literature. 

Participant therapy preferences are another important consideration for ICBT. 

Klein, Meyer, Austin and Kyrios (2011) investigated participant preference for type of 

therapy and found that only 2% of 2660 consecutive participants elected therapist-guided 

Internet psychotherapy over self-guided.  Berger and colleagues (2011) examined three 

forms of an ICBT intervention according to patient preference: self-guided, therapist-

assisted, or flexible support.  They found that all three treatment groups resulted in 

significant symptom reduction (large effect sizes) with no significant differences between 

groups on symptom measures, dropout rates, or adherence. Closer examination of the 

flexible support condition revealed that approximately half of the individuals in the group 

opted for no additional contact, 33% of individuals asked for additional email contact 

with a therapist, and only 7% asked for additional email and weekly telephone contact. 

There were no reported differences between participants who asked for additional contact 

compared to those who did not.  A recently published study included participant 

preference of level of support in their examination of the efficacy of an ICBT pain 

management program (Dear et al., 2015).  The researchers compared clinician-assistance 

which they described as regular contact, optional clinician-assistance, and a no-contact 

group, to a waiting-list control group.  All three groups reported significant 
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improvements in disability, anxiety, depression and pain, as well as comparable 

completion and satisfaction levels. The researchers reported that 56% of individuals in 

the optional clinician-assistance group sought out one or more contacts via email or 

telephone during the course. 

Therapist-assisted ICBT programs are well-established as an efficacious form of 

intervention; however, there is now a sizable amount of literature that indicates ICBT 

programs with non-clinician support (e.g., technicians or coaches) evidence similar 

outcomes in terms of symptom improvement, completion rates, and satisfaction 

(Baumeister et al., 2014; Berger et al., 2011; Johnston et al., 2011; Robinson et al., 2010; 

Titov et al., 2010). There is even more recent literature that shows promise of self-guided 

interventions, especially when they involve pre-screening and automated emails (e.g., 

Dear et al., 2015).  In Canada, the scalability of ICBT is directly related to the type of 

support provided alongside ICBT.  Therapist-assisted ICBT is efficacious, but still 

requires the time and expense of online therapists to support clients as they progress 

through treatment. Moreover, therapists are restricted to practicing within the province of 

their licensure. Licensure issues prevent the delivery of therapist-assisted ICBT across 

Canada from one centralized unit.  Therefore, in Canada, self-guided or alternative types 

of provider support options need to be utilized in order to seize the scalability potential of 

ICBT.  

2.9 Empirical Support of ICBT for Depression and Anxiety 

Mounting evidence over the past 15 years demonstrates that ICBT is effective at 

treating anxiety and depression, evidencing medium to large effect sizes when compared 

with waiting list control groups (Andrews et al., 2010). Moreover, the effects are 
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comparable to traditional face-to-face service delivery (Andrews et al., 2010; Mewton, 

Smith, Rossouw, & Andrews, 2014).  More recently, there have been ICBT programs 

which utilize a transdiagnostic protocol, targeting anxiety and depression simultaneously, 

which have demonstrated efficacy and effectiveness (for example, Johnston et al., 2011; 

Titov et al., 2011; Titov et al., 2013; previously reviewed).  

The Wellbeing Course is an example of a transdiagnostic ICBT program that has 

been evaluated in multiple trials and demonstrated efficacy in the treatment of anxiety 

and depression. The program was developed under a cognitive-behavioral framework that 

views symptoms of anxiety and depression as resulting from maladaptive cognitions and 

behaviours (Titov et al., 2014).  The Wellbeing Course is comprised of five online 

lessons, lesson summaries, do it yourself exercises, reminder notification emails, and 

additional resources for material not covered in the primary program (e.g., assertiveness).  

The Course is designed to be completed in eight weeks. 

Several trials have evaluated the transdiagnostic Wellbeing Course for anxiety and 

depression (Titov et al., 2011; Titov et al., 2012; Titov et al., 2013, Titov et al., 2015).  

Overall, researchers have found that the Wellbeing Course is efficacious in significantly 

reducing symptoms of anxiety and depression (moderate to large effects), while rendering 

high completion rates (>74%) and high satisfaction ratings.  Furthermore, researchers 

have found that the effects of the Wellbeing Course were maintained over time, when 

investigated up to 1-year post-treatment (Titov et al., 2014).  When directly compared 

with similar disorder specific protocols, of similar structure and engagement, no 

differences in efficacy were apparent (Titov et al., 2015).  Lastly, researchers have found 

that transdiagnostic ICBT programs result in larger symptom reduction for individuals 
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with comorbidities, when compared to individuals without comorbid psychological 

concerns (Johnston, Titov, Andrews, Dear, & Spence, 2013). While both groups 

significantly improve, change scores indicate a greater magnitude of change in 

individuals with comorbidities.  

2.10 Empirical Support of ICBT for Psychological Distress in Cancer Populations 

Randomized controlled trials. ICBT has been used to treat distress in several 

medical populations (e.g., irritable bowel syndrome, chronic pain) and has demonstrated 

efficacy (Beatty & Lambert, 2013). ICBT has more recently been applied to cancer 

patients and survivors; however, the literature remains sparse.  Few rigorous online 

studies focusing on mental wellbeing exist (Leykin et al., 2012). In one of the first RCTs, 

David, Schlenker, Prudlo, and Larbig (2013) randomly assigned 186 hematologic cancer 

patients to either a 4-week online CBT program for coping with the distress of cancer or a 

waiting list control condition.  Email support was provided as needed by psychologists; 

however, their roles were described to be more like that of a non-clinical support, 

whereby they only answered questions about program material and did not provide 

additional counselling. Outcome measures included mental adjustment and psychological 

distress.  Participants in the intervention group displayed a significant increase in their 

“fighting spirit”, a facet of mental adjustment, and reported high satisfaction with 

treatment at post-treatment, but did not evidence significant reductions in distress. A 

potential reason for the lack of findings may be the low compliance rate, given that only 

34% of participants completed the 4-week program. Furthermore, it appears that the 

modules did not include core components of CBT, such as behavioural activation and 
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cognitive restructuring.  Last, participants self-selected to participate therefore no 

baseline distress level was required. 

van den Berg and colleagues (2015) randomly assigned 150 individuals who had 

recently completed breast cancer treatment to either a 16-week cognitive behavioural 

intervention or to care as usual.  The intervention (BREATH) was targeted to women in 

the re-entry phase of cancer survivorship and modules were grouped in four phases (i.e., 

looking back, emotional processing, strengthening, and looking ahead), all based on 

cognitive behavioural principles.  The intervention was completely self-guided with the 

addition of automated email reminders released each week.  Participants were not pre-

selected according to distress level, however the authors used baseline distress as a 

covariate in the analysis.  The researchers found that participants in the BREATH 

intervention had significantly lower distress levels (d = 0.33) than their care as usual 

counterparts at post-treatment. Moreover, small effects emerged for participants in the 

treatment group for secondary outcomes including general and cancer-specific distress, 

fatigue, and two fear of recurrence outcomes (d = 0.37-0.55).  At six and 10-month 

follow-up points, the effect of BREATH on distress was not sustained. There were no 

differences in distress levels found between the intervention and the control group; 

however, participants in the BREATH group did maintain their reduction in fear of cancer 

recurrence at the follow-up time points. 

A recent RCT conducted by Willems and colleagues (2017) randomly assigned 

462 cancer survivors to an online self-guided tailored intervention or to a waiting list 

control group. The intervention (Cancer Aftercare Guide) was based on principles of 

CBT and problem-solving therapy and was comprised of seven modules that clients could 
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access over six months.  Modules taught skills and strategies to manage common problem 

areas (mood, fatigue, return to work, relationships, physical activity, diet, and smoking).  

The course was intended to address a variety of concerns facing cancer survivors, thus 

participants were not pre-selected based on distress levels.  In the first step of the 

intervention, participants completed a screening questionnaire that indicated which of the 

seven modules would be most relevant to them given their problem areas.  Authors found 

that on average, from the participants who completed the post-intervention questionnaires 

(6-month time-point), participants accessed 2.22 modules (SD = 1.58).  Out of nine 

outcomes the intervention was found to be effective at reducing only two outcomes, 

depression and fatigue (d range = 0.15-0.21), with non-significant findings for other 

outcomes including anxiety.  No data was provided on participant satisfaction with the 

intervention. 

Pilot and feasibility trials. Several pilot and feasibility trials have been 

conducted which speak to the potential of ICBT to reduce distress in cancer survivors. 

For instance, Duffecy and colleagues (2013) examined the effectiveness of an 8-week 

online CBT group with 31 post-treatment cancer survivors, and a subset of those 

survivors were experiencing significant symptoms of depression (Hospital Anxiety and 

Depression Scale ≥ 8).  The authors randomly assigned participants to a self-guided 

online CBT intervention with or without the addition of an Internet support group. The 

authors found that, for survivors experiencing clinically significant depression, both 

intervention groups produced large effects for reduction in depressive symptoms, with 

slightly larger effects found in the combined CBT and Internet support group.  Effect 

sizes were smaller for those not experiencing clinically significant depression, again 
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favouring the combined CBT and Internet support group over the Internet support group 

alone.  Seitz and colleagues (2014) piloted their 10-session therapist-supported 

intervention, Onco-STEP, with 20 long-term survivors of pediatric cancer. Authors found 

that participants experienced reductions in post-traumatic stress symptoms, anxiety, fear 

of progression/relapse, and depression (medium effects detected).  All symptom 

reductions, aside from depression, were maintained at three-month follow-up. Authors 

concluded that their findings warranted a future full-scale randomized trial.   

In addition to symptom reduction, patient experience with ICBT programs is also 

of great importance. Wootten and colleagues (2014) described 64 prostate cancer 

patients’ experience with a pilot test of a self-directed six-module online CBT course, My 

Road Ahead.  The authors reported that approximately half of the patients were highly 

satisfied with the course and that almost 80% would recommend the course to a friend.  

Suggested improvements related to technical aspects of the course, as well as the 

provision of additional support and reminders (e.g., email, text, or telephone support).  

Karageorge and colleagues (2017) examined the acceptability of an eight-lesson ICBT 

course (iCanADAPT Early) for depression and anxiety for early stage cancer patients (n = 

4) and survivors (n = 11).  Focus groups and individual interviews were conducted with 

participants after they previewed two lessons of the ICBT course.  Through qualitative 

analysis, the authors found that ICBT was considered valid and acceptable as a form of 

psychological treatment.  Participants specifically mentioned the high acceptability of the 

internet delivered format, good engagement and user-friendly material. Participants were 

supportive of using one course to treat early-stage cancer patients and survivors, but 
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reported a preference for a separate course dedicated for those with advanced-stage 

disease. 

Published protocols. The burgeoning number of published protocols of large 

controlled trials evaluating ICBT in cancer suggests that the need for rigorous trials has 

been recognized.  Several protocols plan to investigate ICBT programs in newly 

diagnosed cancer patients. For instance, Mattsson and colleagues (2013) describe a 

planned stepped care intervention for individuals with new or recurring breast, prostate, 

or colorectal cancer.  The stepped care intervention will take into account varying levels 

of symptomatology and will be compared to standard care.  As a first step, the 

intervention group will be offered Internet-delivered self-help materials, a chat group 

where participants can communicate with each other, and a frequently asked questions 

section with answers provided by experts. Participants who still report symptoms of 

anxiety and depression after the first step are subsequently offered step two, which 

consists of an online, 10-week, tailored CBT program delivered with therapist support. 

Mattsson and colleagues (2013) also plan to record participants’ levels of anxiety and 

depression longitudinally in order to evaluate the effectiveness of a cost-effective stepped 

care program for cancer patients.  Beatty, Kemp, Wade, and Koczwara (2015) describe a 

RCT seeking to enroll 188 individuals recently diagnosed with cancer to receive either a 

cognitive-behavioural intervention (Finding My Way) or to a control condition.  Finding 

My Way is a six-week, six-module course that is comprised of psychoeducation, 

cognitive-behavioural strategies, and survivor testimonials.  The course will be self-

guided but offers the participants the option of completing a booster module one month 

following program completion.  Primary outcomes of anxiety, depression, and distress 
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and will be measured at baseline, post-treatment, and 3-month and 6-month post-

treatment. 

Several protocols are also focused exclusively on the survivorship period. Murphy 

and colleagues (2017) describe a protocol of an RCT of ICBT for 90 early cancer 

survivors with clinical anxiety and/or depression.  The cognitive-behavioural intervention 

(iCanADAPT Early) will comprise of eight lessons delivered over 16 weeks.  Clinicians 

will contact participants after the completion of the first two lessons and then only upon 

participant request or in response to increased distress scores/unexplained break from 

logging in.  Anxiety, depression, FCR and general distress will be assessed at baseline, 

mid-treatment, post-treatment, and 3-month follow-up. Another large trial conducted by 

van Helmondt, van der Lee and de Vries (2017) plans to randomly assign 454 breast 

cancer survivors to receive a cognitive-behavioural intervention (Less fear after cancer) 

to treat FCR or receive usual care.  The cognitive-behavioural intervention consists of 2 

standard modules (psychoeducation and basic principles of cognitive behavioural 

therapy) and four optional modules (rumination, action, relaxation, and reassurance) for 

clients to choose from.  A coach will be available to provide technical assistance and to 

support clients via email. Participants’ FCR and distress will be assessed at baseline, 

post-intervention, 9-month, and 24-month follow-up. Authors will also be investigating 

cost-effectiveness of the study by assessing healthcare costs as a secondary outcome 

variable. 

2.11 Online Therapy Unit for Service, Education and Research 

 Given the multiple benefits, demonstrated efficacy, and widespread treatment 

potential of ICBT, the Online Therapy Unit for Service, Education and Research 
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(http://www.onlinetherapyuser.ca) was developed in 2010 at the University of Regina 

under the leadership of Dr. Heather Hadjistavropoulos.  The unit developed a secure, 

Internet-based service that delivers ICBT for treatment of anxiety and depression among 

Saskatchewan residents.  The unit also provides education and training to registered 

health professionals and students in clinical psychology, social work, medicine and 

nursing on the delivery of ICBT.  Since its inception, the Online Therapy Unit has 

licensed several established therapist-assisted ICBT programs. Currently the unit is 

collaborating with the eCentreClinic (http://www.ecentreclinic.org/) at Macquarie 

University in Sydney, Australia. The eCentreClinic is an Internet-based research clinic 

that develops and tests state-of-the-art ICBT programs for people with symptoms of 

anxiety, stress, depression, and other health conditions. The eCentre is led by Drs. 

Nikolai Titov (Director) and Blake Dear (Deputy Director). In collaborating with the 

eCentre Clinic, the Online Therapy Unit is currently offering the Wellbeing Course, a 

transdiagnostic ICBT program that was developed and tested in Australia.  The Wellbeing 

Course was adapted by the Online Therapy Unit for use in Canada and has been 

published on the Online Therapy USER website. 

 Recently, a pilot study of the adapted Wellbeing Course for use by cancer 

survivors was completed.  The course, titled Wellbeing After Cancer, was a modification 

of the original Wellbeing Course, having been adapted to be relevant to recent cancer 

survivors experiencing anxiety and/or depression in Saskatchewan. Modifications 

included inclusion of patient stories that were cancer specific and the addition of 

supplementary resource on FCR (Alberts, Hadjistavropoulos, Dear, & Titov, 2015). 

There were 18 individuals who completed primary cancer treatment within the past 18 
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months received CBT-based online lessons, homework assignments, weekly contact from 

a therapist via email or phone, and automated emails. Participants demonstrated 

significant improvement on symptoms of anxiety and depression from pre to post-

treatment (large effects). Participants also rated the program as highly acceptable and 

identified several program strengths. Interviews with health care providers garnered 

additional support for the acceptability of Wellbeing After Cancer, with most clinicians 

indicating they would refer clients to the program. Together, the results from the 

Wellbeing After Cancer pilot indicated that ICBT is a viable avenue for offering mental 

health services to cancer survivors.  



 

 31

Chapter Three: Purpose and Objectives 

 The present study was designed to examine the effectiveness of two non-

therapist-assisted forms of transdiagnostic ICBT for treating anxiety and depression 

among recent cancer survivors. The study compared technician-guided ICBT to self-

guided ICBT.  Given the limited research on ICBT for cancer patients and survivors and 

the scarcity of well-designed randomized trials, a larger scale trial was warranted. Non-

therapist-assisted forms of ICBT allow a greater number of patients' access to service 

than if therapist-assistance were provided.  While a therapist-assisted form of the 

Wellbeing After Cancer program has been piloted from the Online Therapy Unit for 

Service Education and Research and has yielded significant results, the present study 

examined the effectiveness of two forms of non-therapist guided Wellbeing After Cancer 

for cancer survivors across Canada.  Given that similar programs have yet to be offered 

to cancer survivors, the secondary objective was to assess participants' satisfaction with 

the program as well as explore their preference for differing levels of support. 

3.1 Hypotheses 

 It was hypothesized that: 1) participants receiving both forms of ICBT, namely 

technician-guided ICBT and self-guided ICBT, would demonstrate significant 

improvement in anxiety and depressive symptoms from pre-treatment to post-treatment;  

2) improvements between groups would not be significantly different with both groups 

evidencing medium to large effect sizes; and 3) participants in both groups would report 

high satisfaction ratings of the program and the majority would not express a need for 

more intensive support. 
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Chapter Four: Method 

4.1 Study Design and Ethics 

 A randomized trial of an established ICBT program was warranted, given that the 

efficacy of ICBT has been established for the treatment of anxiety and depression and 

because the feasibility and acceptability of ICBT has been demonstrated in cancer 

populations (Leykin et al., 2012). This study employed a randomized non-inferiority 

design that examined the effectiveness of two forms of ICBT for cancer survivors: 

technician-guided and self-guided ICBT. In addition to their standard care, participants 

were randomly assigned to receive technician-guided Wellbeing After Cancer or self-

guided Wellbeing After Cancer. The randomized trial was a within-between subjects 

design, which allowed for examination of change from pre to post-intervention, but also 

for the comparison of differences between groups. Participants in both groups were re-

administered primary outcome measures at four-weeks post-treatment to examine the 

maintenance of expected symptom reductions. Ethics approval was obtained from the 

University of Regina Research Ethics Board and the study was registered with the 

Current Controlled Trials Register (ISRCTN32477700). 

4.2 Participants 

 Recruitment. Participants from across Canada were recruited over a 9-month 

period (July 2016 - March 2017).  Recruitment of participants was accomplished through 

national and local newspaper articles, radio appearances, presentations to local support 

groups (e.g., Regina Prostate Cancer Support group), online advertising (e.g., Facebook), 

and through print posters and information cards distributed to cancer organizations and 

support groups. In addition, partnerships were created with several national cancer 



 

 33

organizations (i.e., Canadian Cancer Survivor Network, Ovarian Cancer Canada, Young 

Adult Cancer Canada, Canadian Breast Cancer Foundation) and the local Cancer 

Treatment Centre (Allan Blair Cancer Centre in Regina) who agreed to distribute study 

information to their members/patients. A short 5-minute video describing the Wellbeing 

After Cancer course, along with additional information and contact information, was 

posted on the Online Therapy USER website, so interested individuals had access to 

detailed information about the course.  Individuals from eight provinces participated in 

the course, with most participants originating from Ontario (30%), British Columbia 

(24%), Saskatchewan (23%), and Alberta (15%).  The remaining eight percent was 

comprised of participants from Manitoba, Quebec, Nova Scotia and Prince Edward 

Island. 

 Inclusion criteria. Inclusion criteria were based on previous transdiagnostic 

ICBT programs for anxiety and depression (Alberts et al., 2015; Dear et al., 2011; Titov 

et al., 2011), and cancer specific research on prevalence of psychological symptoms in 

survivorship (Stanton et al., 2015). Participants were required to: (1) be a resident of 

Canada, (2) be 18 years of age or older, (3) have scored an 8 or higher on the GAD-7 or 

PHQ-9 at the time of screening (i.e., indicative of clinical problems with depression or 

anxiety in primary care populations; Kroenke, Spitzer, Williams, Monahan &, Löwe, 

2007; Thekkumpurath et al., 2011), (4) have completed active treatment (radiation, 

chemotherapy, or surgery) for cancer in the past five years (5) have access to a computer 

and the Internet, (6) have time to be able to devote eight weeks to participate in 

Wellbeing After Cancer, and (7) be willing to provide a medical contact (e.g., family 

physician) for an emergency contact. 
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 Exclusion criteria. Participants were excluded from participation if they 

endorsed any of the following: (1) currently receiving psychotherapeutic treatment for 

anxiety or depression elsewhere (not including physician/psychiatric visits for medical 

management, support groups), (2) started a new psychotropic medication for anxiety or 

depression or had a change in dosage within the past month, (3) using illicit drugs or 

three or more standard drinks/day, and (4) current self-reported psychotic disorder or 

bipolar disorder or severe symptoms of depression (defined as a total score > 22 or a 

score > 2 on question 9 of the PHQ-9 or specific plans and intent reflected by the Suicide 

Behaviour Questionnaire; Osman et al., 2001). 

 We decided to focus on individuals with various types of cancer, since extant 

literature in face-to-face treatment of depression among cancer patients and survivors 

have included individuals from various cancer types including breast, lung, lymphoma, 

and gastrointestinal (Brothers, Yang, Strunk, & Andersen, 2011; Hopko et al., 2008; 

Hopko, Robertson, & Carvalho, 2009).  These trials demonstrated positive effects for the 

efficacy of CBT across cancer types. Furthermore, a main objective of offering scalable 

non-therapist-assisted ICBT options is to increase the widespread availability of 

efficacious treatment options for cancer survivors. Focusing on only one cancer type 

would be incongruous with this objective. 

4.3 Procedure  

 Screening.  Individuals interested in participating in the study contacted the 

Online Therapy Unit by telephone, email, or by visiting the Online Therapy Unit website. 

All interested individuals were directed to complete the online screening for the 

Wellbeing After Cancer program, hosted by a Qualtrics Survey. The online screening 



 

 35

began with a consent form and several consent comprehension questions, which ensured 

individuals read and understood the consent form (e.g., understood limits of 

confidentiality, voluntary participation, telephone follow-up).  Potential participants were 

then asked basic eligibility questions that confirmed that they were residents of Canada, 

18 years or older, reporting symptoms of depression and or anxiety, were never 

diagnosed with schizophrenia or bipolar disorder, had received a cancer-diagnosis and 

had completed active cancer treatment, were able to access and were comfortable using a 

computer/Internet, and were available to devote time to an eight-week course. If the 

interested individuals did not meet basic eligibility criteria, the online screening was 

discontinued with information provided as to why they were ineligible, with the 

recommendation that they contact their family physician for support and direction. 

If basic eligibility criteria were met, continuing individuals were then prompted to 

provide personal information such as name, address, telephone number, and email 

address. Participants were informed that the contact information was necessary for the 

research coordinator to contact them to discuss the results of the online screening in the 

second stage of the screening. Individuals also answered basic demographic questions 

that included: age, sex, level of education, employment status, ethnicity, relationship 

status, living arrangements, what province they reside in, and whether they had children.   

Individuals were then asked questions about their experience with cancer, 

depression, and/or anxiety.  In regard to cancer, individuals were asked about their 

diagnosis, date of diagnosis, and medical treatments received (past and current). To 

assess psychological symptoms, participants were asked questions about how long they 

had been experiencing symptoms, they completed symptom screening measures (PHQ-9 
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and GAD-7; See Appendix A and B), and they reported any treatments they were 

participating in, such as current psychotherapy or psychopharmacological medication. If 

clients endorsed taking psychopharmacological medication, the date of last change in 

dosage was captured and clients with a recent dose change were only randomized once 

their medication dose was stabilized for one month.  Lastly, participants were asked if 

they were having difficulty with any other mental health problems or physical problems 

not inquired about. Participants completed the online screening in approximately 35 

minutes. 

 Following completion of the online screening, individuals were contacted by the 

researcher (D. Dirkse) via telephone to discuss the results of the online screening. Any 

areas that indicated exclusionary criteria (e.g., receiving current psychotherapy, still 

receiving primary cancer treatments) were discussed and clarified. Ineligible individuals 

were referred to their family physician for mental health services. Individuals who scored 

a 1 or greater on item nine of the Patient Health Questionnaire – 9 item scale, which 

asked about thoughts of death or suicide, were administered the Suicide Behaviors 

Questionnaire-Revised (SBQ-R; Osman et al., 2001) via the telephone. The SBQ-R is a 

four-item measure that assesses different dimensions of suicidality: suicidal ideation or 

attempts, frequency of thoughts over the past 12 months, threat of suicidal behavior, and 

likelihood (See Appendix C).  The SBQ-R demonstrates acceptable internal consistency 

and is useful in discriminating between suicidal or non-suicidal participants. If 

participants endorsed specific plans and intent, they were further assessed for risk of self-

harm (in accordance with the policy and procedures manual for the Online Therapy 
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USER) and were referred to appropriate alternative services. Telephone screening with 

took approximately 20 minutes, per individual.  

 Randomization. Individuals who were eligible following the telephone 

interviews were randomly assigned to technician-guided Wellbeing After Cancer or self-

guided Wellbeing After Cancer and informed of their condition. An online program, List 

Randomizer (https://www.random.org/lists), was used to randomize participants using 

permuted block design. In order to ensure an equal distribution of individuals of particular 

cancer diagnoses, randomization was stratified by cancer type. A research assistant not 

involved in the study was in charge of random assignment to prevent any potential 

selection bias. Each participant had an account created for them and were provided with a 

username/password and instructions on how to access and navigate the program in a 

subsequent telephone conversation.  

Intervention. Wellbeing After Cancer was used as the intervention in the present 

study. The Wellbeing After Cancer course is based on the Wellbeing Course developed 

by the eCentreClinic (Dear et al., 2011), comprised of five transdiagnostic lessons based 

on cognitive behavioural principles. Much like the Wellbeing Course, Wellbeing After 

Cancer is comprised of five online lessons completed over eight weeks. Course content is 

unlocked based on time and completion of previous lesson; therefore requiring 

participants to move through lessons systematically. The course systematically teaches 

core cognitive and behavioural skills that aim at reducing the frequency of maladaptive 

cognitions and behaviours, while teaching adaptive cognitions and behaviours that 

promote health. The content of each lesson is shown in Table 1.  The course presents 

each lesson in a slideshow format combining text and photos. Each lesson includes a 



 

 38

summary of key concepts and suggested homework practice activities (Do-It-Yourself 

Guide).  In order to enhance learning, each lesson is accompanied by patient stories, 

where participants can read about several characters (based on typical case presentations) 

as they learn about and try to implement the skills taught in each lesson. In addition to the 

core course content, participants had access to various supplementary text-based 

materials on additional skills (e.g., assertiveness skills, communication skills, strategies 

for improving your sleep), and a frequently asked questions resource.  Two of the four 

patient stories were uniquely adapted for the Wellbeing After Cancer course and each of 

the two stories present cases of cancer survivors working through the lessons. There was 

also an additional supplementary resource that addressed FCR.  The rationale for the 

additional resource was based on FCR being the number one concern of cancer survivors 

following treatment and the negative impact unresolved fear of recurrence could have on 

cancer survivors’ emotional wellbeing (Stanton et al., 2015).  The FCR resource provided 

information on common questions that survivors have about recurrence (e.g. can I ever be 

sure the cancer will not return?), provided information on mindfulness and acceptance-

based strategies, provided tips and strategies for expressing fear with trusted friends or 

family members, and suggested helpful goals and focuses for cancer survivors.  The 

resource was previously developed and evaluated by both patients and providers, and was 

revised in accordance with their feedback. Other minor modifications were previously 

made to the course to tailor the examples and information to be relevant to cancer 

survivors in Canada.  
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Table 1 

Program Content of Wellbeing After Cancer 

Lesson  Time Spent on Lesson Content  

 
Lesson 1  

 
1 week  

 
Psychoeducation about depression and 
anxiety in general and in cancer survivors, 
including prevalence rates, description of 
symptoms, and explanation of the 
relationship between symptoms. 
Vignettes describing impact of symptoms.  
Normalizing difficulties during recovery.  
 

Lesson 2  2 weeks  Basic principles of cognitive therapy, 
education about importance of thoughts, 
strategies for monitoring and challenging 
thoughts.  
 

Lesson 3  1 week  Education on physical symptoms including 
strategies for managing under-arousal 
(depression) and over arousal (anxiety).  
Discussion of lifestyle factors. 
 

Lesson 4  2 weeks  Education and guidelines about behavioural 
activation and graded exposure.  
 

Lesson 5  2 weeks  Information about relapse prevention and 
constructing relapse prevention plans.  
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Standardized automated emails were sent to all participants, regardless of group 

assignment, each week as part of standard practice for the Wellbeing Course (Titov et al., 

2011). Automated emails notified participants of new content, reinforced completion of 

course materials, and reminded them of content they had not yet accessed.  Automated 

emails were the primary support for clients assigned to the self-guided condition.  In 

order to ensure the safety of participants in the self-guided condition, the researcher 

(D.Dirkse) reviewed client scores on outcome measures weekly to ensure that 

participants were safe to continue working through the course.  Additional support was 

only provided if a client reported a significant increase in anxiety or depressive 

symptoms (an increase of 5 or more points on the GAD-7 or PHQ-9, or a score > 2 on 

question 9 of the PHQ-9), in accordance with the policies for Online Therapy USER. 

In the technician-guided condition, the program was supplemented with the 

support of a technician who contacted participants weekly to summarize content, answer 

questions, reinforce progress and encourage practice of skills, and normalize challenges 

of treatment (10-minute maximum). Technician-guidance was a departure from the pilot 

study conducted by Alberts and colleagues (2015), which provided the Wellbeing After 

Cancer course with therapist-assistance.  Utilizing a technician instead of a therapist 

allowed the program to be offered to participants outside of the province of 

Saskatchewan, reaching underserved cancer survivors across Canada. The technician’s 

role in the present trial was to solely support participant engagement with program 

material; therefore the technician did not provide any new therapeutic skills or 

therapeutic advice.  Participants were allowed to choose between weekly phone calls or 

secure emails with their technician. The principal investigator (D. Dirkse) acted as the 
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technician and provided all contact with participants in the study.  At the time of the 

study, she had three years’ experience delivering therapist-assisted ICBT through the 

Online Therapy Unit and was therefore highly familiar with the content, frequently 

encountered problems, and questions participants may have while progressing through 

the course.  Ms. Dirkse also had prior experience working with cancer survivors in past 

research. Given Ms. Dirkse’s clinical background, a fidelity checklist was created to 

ensure that communication with clients was commensurate with the role of a technician. 

The checklist was created in consultation with Drs. Dear and Titov from the 

eCentreClinic who have conducted several technician-guided trials (See Table 2). The 

fidelity checklist was used to guide interactions; however Ms. Dirkse was not 

independently evaluated according to the fidelity checklist.  Ms. Dirkse also had access to 

supervision from Dr. Heather Hadjistavropoulos, a registered clinical psychologist and 

Director of the Online Therapy Unit. 
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Table 2 

Fidelity Checklist for Technician-Guided Communication 

Clearly define your role as a research assistant 

Maximum 10-minute communication per week 

Summarize topic of previous lesson and reflect where client is in the course 

Congratulate/reinforce progress 

Normalize challenges 

Forecast upcoming material 

Answer questions by referring to program material or family physician 
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 Timing of assessments. Individuals randomly assigned to either intervention 

group were administered symptom measures at baseline, upon completion of the program 

(eight weeks), and 1-month post-program completion (4-week follow-up). See Table 3. 

Participants completed all of the symptom measures on the onlinetherapyuser.ca website 

within their individual accounts secured with username and password. 
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Table 3 

Scales Administered at each Phase of the Study 

 Screening Baseline Weekly Post-treatment Follow-Up 

Assessment Tool      

Online screening 
Inclusion /  
Exclusion Questions 
 

X     

Demographic 
Questions 
 

X     

GAD-7 X X X X X 

PHQ-9 X X X X X 

FCRI-SF  X  X X 

DASS-21  X  X X 

SF-12  X  X X 

Treatment 
Satisfaction /Support 
Preference 
Questionnaire 

   X  
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4.4 Measures 

 Primary outcome measures in the present study assessed depression and anxiety. 

Secondary outcome measures included FCR, additional measure of 

depression/anxiety/stress and a measure of quality of life. Primary and secondary 

outcome measures were administered at pre-treatment, post-treatment, and at 1-month 

follow-up. Additional questionnaires administered assessed treatment satisfaction and 

preference/satisfaction for level of course support. 

Primary outcome measures. 

Depression. The Patient Health Questionnaire 9-Item (PHQ-9; Kroenke, Spitzer, 

& Williams, 2001) was administered to measure symptoms and severity of depression, 

including suicidality.  The PHQ-9 is a nine-item measure that assesses depressive 

symptoms according to DSM-IV-TR diagnostic criteria.  Participants are asked how often 

they have experienced any one of the nine symptoms over the previous two weeks, using 

a scale of 0 (not at all) to 3 (nearly every day).  Answers are summed to form a total 

severity score, ranging from 0 to 27, with higher scores indicating greater depression.  A 

score of 8 or higher has demonstrated acceptable sensitivity and specificity in identifying 

major depression in cancer patients (Thekkumpurath et al., 2011). Psychometric studies 

have found that the PHQ-9 has high internal consistency (i.e., .86-.89; Kroenke et al., 

2001) and is sensitive to change (Kroenke, Spitzer, Williams, & Löwe, 2010).  In the 

present study, participants had to have a score of 8 or higher on the PHQ-9 and/or be 

experiencing a comparable level of anxiety (GAD-7 ≥8), but not endorsing severe 

symptoms of depression (PHQ-9 > 22 or a rating of 2 or more on item 9). Cronbach’s α = 

.79 in the current sample. 
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Anxiety. The Generalized Anxiety Disorder 7-Item Scale (GAD-7; Spitzer, 

Kroenke, Williams, & Löwe, 2006) was administered to measure symptoms and severity 

of generalized anxiety disorder based on DSM-IV diagnostic criteria.  The GAD-7 is a 

seven item measure which asks participants how often they have been bothered by a list 

of problems (e.g., trouble relaxing) over the past two weeks. Items are rated on a 0 (not at 

all) to 3 (nearly every day) scale and are summed to produce a total severity rating that 

ranges from 0 to 21, and greater scores are indicative of higher anxiety.  In primary care 

settings, a score ≥ 8 has been noted as the ideal cut-off point denoting the presence of any 

anxiety disorder (Kroenke et al., 2007). Psychometric analyses have found the GAD-7 to 

have good internal consistency (.89) and good convergent validity with other anxiety 

scales (Richards & Suckling, 2009). Cronbach’s α = .86 in the current sample.  To meet 

inclusion criteria for the present study, participants had to have a score of 8 or higher on 

the GAD-7 or be experiencing a comparable level of depression (PHQ-9 ≥8). 

Secondary outcome measures. 

Fear of recurrence. The Fear of Cancer Recurrence Inventory (FCRI; Simard & 

Savard, 2009) severity subscale was administered to participants to assess FCR.  The full 

inventory is a 42-item multidimensional measure of FCR.  The scale was developed on 

the basis of a cognitive-behavioural formulation of FCR, a literature review, and DSM-IV 

diagnostic criteria of anxiety disorders and somatoform disorders. Factorial analyses 

revealed a clear seven factor structure with the following factors: triggers, severity, 

psychological distress, coping strategies, functioning impairments, insight, and 

reassurance.  The full inventory demonstrated good internal consistency, temporal 

stability, as well as construct validity (Simard & Savard, 2009), and was identified as a 
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valid, reliable measure of fear of cancer recurrence in a meta-analysis of 20 scales 

measuring fear of cancer recurrence (Thewes et al., 2012).  We will be using the FCRI- 

Severity Subscale for the purposes of this study. The authors of the FCRI stated that the 

nine-item severity subscale of the FCRI, which measures the presence and intensity of 

intrusive thoughts related to FCR, could be used separately as a short form of the FCRI 

(FCRI-SF; Simard & Savard, 2009). Recently, Simard and Savard (2015) investigated the 

capacity of the FCRI (FCRI-SF) to identify clinical levels of FCR, as well as comorbid 

clinical psychiatric disorders.  They found that a cut-off score of 13 or higher was ideal 

for utilizing the FCRI-SF as a screening measure to identify clinical levels of FCR. 

Furthermore, they found that cancer survivors with clinical levels of FCR were more 

likely to meet criteria for a psychiatric disorder (60%), most commonly an anxiety 

disorder, than those with nonclinical levels of FCR (29%). Cronbach’s α = .83 in the 

current sample. See Appendix D for FCRI-SF. 

Depression and anxiety. The Depression and Anxiety Stress Scales (DASS-21; 

Antony et al., 1998; Appendix E) was administered as an additional measure of 

depression and anxiety. The DASS-21 is a 21-item measure that was designed to measure 

symptoms of depression, anxiety, and stress in adults. The items ask about presence of 

symptoms of anxiety, depression, and stress in the past week. Each item is rated on a 

four-point scale ranging from 0 (not applicable) to 3 (applied very much or present most 

of the time).  Three subscale scores are calculated for depression, anxiety, and stress, with 

a maximum score of 21 for each subscale. The combination of the three subscales reflect 

a general measure of psychological distress (Henry & Crawford, 2005). In the current 

sample, Cronbach’s α = .81 (stress), .73 (anxiety), .88 (depression), and .90 (total). 
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Quality of life. The 12-Item Short Form Health Survey (SF-12; Ware, Kosinski, 

& Keller, 1996; Appendix F) was administered to participants to assess health related 

quality of life.  The SF-12 was derived from and reflects the core subscales of the SF-36 

Health Survey.  The SF-12 assesses the two main facets of quality of life: physical and 

mental well-being.  Items are rated on a scale from 0 (lowest level of health) to 100 

(highest level of health) and composite scores for each subscale are calculated. The SF-12 

has demonstrated good psychometric properties among individuals in the general 

population (Ware et al., 2006), as well as in a sample of breast cancer survivors (Ashing-

Giwa, Lam, & Xie, 2013). 

Treatment satisfaction. The Treatment Satisfaction Questionnaire (TSQ; 

Appendix G) was administered at the completion of treatment to assess participants’ 

satisfaction with the Wellbeing After Cancer course. The TSQ is a 6-item questionnaire 

that asks participants about: a) their satisfaction with the treatment and quality of the 

course on a scale of 1 (very dissatisfied) to 5 (very satisfied); b) whether they would refer 

a friend or felt it was worth their time (yes/no); and, c) whether the course impacted their 

self-efficacy to manage symptoms and motivation to seek help in the future on a scale of 

1 (greatly reduced) to 5 (greatly increased). The TSQ was developed by the eCentreClinic 

and has been used in several studies examining ICBT (e.g., Dear et al., 2011). 

Participant preference for support.  Immediately following randomized 

allocation to self-guided ICBT or technician-guided ICBT participants were asked to 

complete the treatment consent form along with a questionnaire that asked about their 

satisfaction with their allocation (1-5 Likert scale), preference if they had the ability to 

choose conditions (self-guided/technician-guided/no preference), and the strength of that 
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preference (1-5 Likert scale), if expressed. Consent and preference questions were a 

requirement prior to a participant beginning the WAC Course.  

Following treatment, additional questions were asked about participant's 

satisfaction with the level of support they were provided, as well, participants were 

allowed the opportunity to provide open-ended feedback.  In particular, questions about 

what participants found positive and what they would have changed about the amount of 

support provided.  Related to participant's experience in treatment is the issue of adverse 

events that may occur during treatment which can impact engagement, amount of support 

required, and outcomes.  Recent research in ICBT has encouraged researchers to track 

adverse events in order to fully understand participants' experiences in ICBT (Andersson, 

Carlbring, & Lindefors, 2016; Rozental et al., 2014).  In line with recommendations, 

participants were asked if they encountered any adverse effects of treatment, developed 

any new psychological symptoms, or experienced any unexpected events over the course 

of treatment.   This data provides a more holistic representation of participants' 

experiences over the course of ICBT. See Appendix H for participant preference for 

support and adverse effects questions. 

4.5 Data Analysis 

Power analysis. The sample size for the present study was based on power 

calculations in two studies of similar design (i.e., non-inferiority trials comparing two 

different forms of ICBT; Robinson et al., 2010 and Titov et al., 2010).  Using the power 

analysis table from Julious (2004), sample size was calculated based on a non-inferiority 

trial design comparing parallel-groups,  = 0.024, power at 90%, and mean minimal 
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reliable change index of the PHQ-9 and GAD-7 set as the non-inferiority margin.  Using 

this calculation the sample size required for each group was 39 participants.   

Following data collection, consistent with previous non-inferiority trials (Dear et 

al., 2017), post-hoc power analyses were conducted using the technician-guided group as 

the comparator to confirm the magnitude of absolute differences in outcomes that the 

study was powered to detect (Greene, Morland, Durkalski, & Fruehm 2008).  Power 

calculations were conducted using R statistical software (version 3.4.0) using the 

longpower calculation package.  The power analyses were used to identify the smallest 

differences between the self-guided and technician-guided groups the study was able to 

detect, based on power set to 0.80 and an alpha level of 0.05, and the assumption that the 

self-guided group was at least 50% as effective as the technician-guided group.  These 

power estimates were used to calculate non-inferiority margins.  If the difference for an 

outcome fell outside the confidence interval for the mean difference between the two 

treatment groups, then the self-guided group could be concluded to be non-inferior to the 

technician-guided group. 

Descriptive statistics. Prior to hypothesis testing, descriptive information about 

the sample was computed and reported for age, sex, ethnicity, marital status, education, 

time since cancer diagnosis, and presence/absence of psychopharmacological medication. 

In addition, the means, standard deviations, and ranges of scores for all outcome 

measures were computed for both groups. Independent samples t-tests and Chi-square 

tests were conducted to assess for group differences in demographic data and baseline 

measures. 
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 Statistical methods. Intent to Treat (ITT) principles were used to guide the 

analysis of participant data. ITT analysis is often described as the gold-standard for 

analyzing data from an RCT because ITT analysis includes data from treatment 

completers and non-completers, which provides a greater and more accurate estimation of 

treatment effectiveness (Armijo-Olivo, Warren, & Magee, 2009).  Consistent with 

previous research (Dear et al., 2015, Dear et al., 2017), generalized estimation equation 

(GEE) models were used to examine changes in PHQ-9, GAD-7, FCRI-SF, DASS-21, 

and SF-12 scores among participants. GEE is a modeling technique often used to 

examine changes in symptom measures over time, while also accounting for within-

subject variance through a working correlation model (Hubbard, et al., 2010). In 

comparison to traditional mixed linear models, GEE emphasizes directly modeling 

average group-related changes over time. Unlike mixed linear models, GEE does not 

require distributional assumptions and allows for robust inferences to be made among the 

data (Hubbard et al., 2010). GEE analyses have been recommended for use in research 

where the focus of analysis is the estimation of mean effects and the inferences that can 

be drawn about the coefficients in the model. For all GEE analyses, unstructured working 

correlations were selected to account for unique symptom change between time-points 

and thus, best fit the data. The distribution of each dependent variable was analyzed and 

each GEE model specified a gamma with log link response scale to address skewness 

within the dependent variables. The GEE models allow for measurement of participant 

data over time and produce change coefficients that reflect the average percentage change 

from pre-treatment.   
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Missing data is common-place in data collection and simple techniques to 

substitute missing data have been reported (e.g., last observation carried forward); 

however, such techniques inflate the probability of Type I error. More complex statistical 

techniques are recommended to analyze data with missing values in an RCT (Armijo-

Olivo et al., 2009). A GEE analysis based on ITT principles was run to impute missing 

data points using participants’ total group average as a covariate. Effect sizes (Cohen's d) 

and 95% confidence intervals were calculated for both within and between effects based 

on pooled standard deviations that were calculated for the estimated standard errors.   

Clinical significance. To further assess the efficacy of self-guided and technician-

guided Wellbeing After Cancer, analyses were conducted to determine the degree of 

clinically significant change for participants.  Two indices of clinically significant change 

that are commonly reported in trials of transdiagnostic ICBT (Dear et al., 2015; Titov et 

al., 2015) were calculated.  The first index is an index of reliable improvement.  Changes 

in scores on primary outcome measures (i.e., PHQ-9, GAD-7, FCRI-SF) from pre-

treatment to post-treatment were compared with reliable change indexes (RCI) for each 

measure.  Consistent with past research (Gyani et al., 2013) reliable change was 

considered an improvement of 6 points on the PHQ-9 and 4 points on the GAD-7.  A RCI 

was calculated for the FCRI-SF based on Jacobson and Truax’s (1991) recommendations. 

Calculation involved the subtraction of post-treatment scores from pre-treatment scores, 

all divided by the standard error of the difference. When a RCI is greater than 1.96 (i.e., 

the z-score associated with a p = .05 level of significance) the change is thought to reflect 

change beyond chance.  The second index of change was one of reliable recovery, which 

categorized participants who scored above the symptom measure cut-off at pre-treatment, 
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made a reliable improvement, and fell below the clinical cut-off at post-treatment (Gyani 

et al., 2013).  

Treatment satisfaction. Frequency and percentage of participants who rated each 

item are provided for participants' satisfaction with treatment. Pearson's product-moment 

correlations were then used to determine if there were any relationships between 

treatment satisfaction questions and change scores on symptom measures (PHQ-9, GAD-

7, FCRI-SF, DASS-21, SF-12). 

Participant preference for support. Descriptive statistics were calculated for 

participants' satisfaction with technician-guidance and self-guidance. The percentage of 

participants who rated each item was reported, along with whether they were preference-

matched or not-matched. Participants' responses to the two open-ended questions 

regarding perceptions of their assigned treatment group were investigated using inductive 

content analysis (Elo & Kynga, 2008).  This method was selected given that no previous 

studies assessed perceptions of self-guided and technician-guided Wellbeing After 

Cancer; therefore, coded categories were derived directly from the text data.  Inductive 

content analysis is also appropriate given the exploratory nature of these two open-ended 

questions.  Coding of general themes within the data was done in line with 

recommendations for inductive content analysis (Elo & Kynga, 2008). The first step 

involved becoming immersed in the data to obtain a sense of the data as a whole. The 

second step involved coding the data using open coding, which is a process for creating 

general categories by noting as many headings as might be applicable for each response. 

Finally, the lists of headings are used to create categories, by grouping data, collapsing 

similar categories or creating higher order categories when needed.  To ensure rigour, a 
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second graduate student coded the data.  Results were then compared and contrasted, and 

the two coders jointly generated a summary of common agreed upon categories that fit 

the data. 

Adverse effects. The number of participants who endorsed experiencing an 

adverse effect of treatment was reported along with the type of adverse effect they 

experienced. Other adverse events, including new psychological symptoms, cancer 

recurrence, and other stressors will also be provided. Chi-square tests were conducted to 

determine whether any adverse effects differed according to treatment group (level of 

support). 
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Chapter Five: Results 

5.1 Baseline Data 

The demographic and cancer-related characteristics of the sample are shown in 

Table 4. Chi-square and t-tests were conducted and no differences were found between 

self-guided and technician-guided groups on any demographic characteristic.  The sample 

(n = 83) had a mean age of 50.78 (SD = 13.17) and 83.1% of participants were female. A 

total of 89% (n = 74) of participants identified as Caucasian, while the remaining 

participants identified as Asian (n = 1), First Nations (n = 2), Metis (n = 2), mixed 

ethnicity (n = 1), or their ethnicity was not recorded (n = 2). The majority of the sample 

were married or living with a partner (n = 54; 65.1%) and most of the sample reported 

having children (n = 52, 62.7%). More than half of the sample reported residing from 

smaller communities; small cities (n = 28, 33.7%), towns or villages (n = 16, 19.3%), 

farms (n = 3, 3.6%), or First Nations communities (n = 1, 1.2%), with the remaining 

participants living in large cities (n = 35, 42.2%). Many participants reported post-

secondary education, ranging from college or some university (n = 34, 41%), university 

undergraduate degrees (n = 26, 31.3%), or university graduate degrees (n = 9, 10.8%).  A 

minority reported only the completion of a high school diploma (n = 13, 15.7%) and only 

one participant reported receiving less than a high school education.   Approximately one 

quarter of the sample reported being on short-term or long-term disability (n = 19, 23%), 

with just under half of the sample reporting full or part-time employment (n = 35, 

42.2%).  The remaining participants were retired (n = 16, 19.3%), homemakers (n = 4, 

4.8%), students (n = 2, 2.4%), or unemployed (n = 7, 8.4%).  
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Participants had a range of cancer diagnoses including breast (n = 37, 42.9%), 

gynecological (e.g., cervical, ovarian, n = 11, 17%), hematologic (e.g., lymphoma, 

leukeumia, n = 11, 13.3%), genitourinary (e.g., bladder, kidney, prostate, n = 9, 10.8%), 

and gastrointestinal (e.g., stomach, liver, n = 5, 6%). The remaining 12% of participants 

had other cancers including head and neck, lung, skin, and musculoskeletal cancers. On 

average, participants were diagnosed with cancer 2.10 (SD = 1.66) years prior to study 

participation, with a range of 0.20 to 8.35 years. Participants were screened for inclusion 

based on whether they had completed primary cancer treatments within the past five 

years therefore their date of diagnosis could extend beyond this period. Most participants 

received 2-3 forms of cancer treatments (n = 53, 63.9%), with 15 participants receiving 

only one treatment (18.1%) and 15 participants receiving four or more types of treatments 

(18.1%). Approximately one third of participants (n = 27, 32.5%) reported using 

prescription medication for mental health concerns. Approximately half reported having 

additional current or past medical problems besides cancer (n = 46, 55.4%). 

Means and standard deviations of symptom measures administered at baseline are 

included in Table 5.  T-tests confirmed there were no differences between groups on any 

baseline symptom measure. In terms of mental health status, participants on average 

presented with moderate symptoms of depression and anxiety, according to the PHQ-9 

(M = 11.3, SD = 4.8) and the GAD-7 (M = 11.2, SD = 4.8), as scores within the 10-15 

range are classified as moderate in severity (Kroenke, Spitzer, Williams & Lowe, 2010).  

The sample also reported clinically significant levels of FCR (M = 22.9, SD = 6.0), 

exceeding the suggested clinical cut-off of 13 (Simard & Savard, 2015).  
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Table 4 

Characteristics of Self-Guided and Technician-Guided Participants 

Variable Self-Guided Technician-Guided Totals Test statistics 

 n % N % n %  

Gender        
Male 7 17.1 7 16.7 14 16.9 X2 = 0.002, 

p = .961 Female 34 82.9 35 83.3 69 83.1 

        
Age        
Mean 50.62 (13.11) --- 50.97 (13.39) --- 50.80 (13.17) --- t = -0.120, 

p = .905 Range 23-78 --- 22-74 --- 22-78 --- 

        
Ethnicity         
White/Caucasian 36 90.0 38 90.5 74 90.2 X2= 4.008, 

p = .548 Asian 1 2.5 0 0 1 1.2 
First Nations 1 2.5 1 2.4 2 2.4 
Metis 1 2.5 1 2.4 2 2.4 
Mixed Ethnicity 1 2.5 0 0 1 1.2 
Not indicated 0 0 2 4.8 2 2.4 

        
Marital status        
Single, Never Married 8 19.5 7 16.7 15 18.1 X2 = 4.219, 

p = .518 Married 18 43.9 25 59.5 43 51.8 
Living with Partner 6 14.6 5 11.9 11 13.3 
Divorced or Separated 8 19.5 5 11.9 13 15.6 
Widowed 1 2.4 0 0 1 1.2 
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Variable Self-Guided Technician-Guided Totals Test statistics 

 n % N % n %  

Children        
Yes 24 58.5 28 66.7 52 62.7 X2 = 0.586, 

p = .444 No 17 41.5 14 33.3 31 37.3 

        

 

Location Size 

       

Large City  23 56.1 12 28.6 35 42.2 X2 = 9.315, 
p = .054 Small City  10 24.4 18 42.9 28 33.7 

Town or Village 5 12.2 11 26.2 16 19.3 
Farm 2 4.9 1 2.4 3 3.6 
First Nations 
Community 

1 2.4 0 0 1 1.2  

        
Education        

Less than high school 0 0 1 2.4 1 1.2 X2 = 4.029 
p = .402 High school diploma 9 22.0 4 9.5 13 15.7 

College or some 
University 

16 39.0 18 42.9 34 41.0 

 University 
undergraduate degree 

13 31.7 13 31.0 26 31.3 

University graduate 
degree 

3 7.3 6 14.3 9 10.8 

        
Employment        

Employed full-time 
or part time 

22 53.7 13 31.0 35 42.2 X2 = 7.927, 
p = .160 

Unemployed 1 2.4 6 14.3 7 8.4 
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Variable Self-Guided Technician-Guided Totals Test statistics 

 n % N % n %  

On short-term or 
long-term disability 

10 24.4 9 21.4 19 22.9 

Retired 6 14.6 10 23.8 16 19.3 
Homemaker 1 2.4 3 7.1 4 4.8 
Student 1 2.4 1 2.4 2 2.4 
        

Prescribed Medication 
for Mental Health 
Concerns 

17 41.5 10 23.8 27 32.5 X2 = 2.946, 
p = .086 

        
Additional Current or 
Past Medical problems 

23 56.1 23 54.8 46 55.4 X2 = 0.015, 
p = .903 

        
Receiving Treatment 
for Medical Problems 

14 60.9 19 82.6 33 71.7 X2 = 2.681, 
p = .102 

        
Cancer Diagnosis        

Gynecological 4 9.8 7 16.7 11 13.3 X2 = 7.503, 
p = .186 Gastrointestinal 3 7.3 2 4.8 5 6 

Genitourinary 2 4.9 7 16.7 9 10.8 
Breast 19 46.3 18 42.9 37 44.6 
Hematologic 5 12.2 6 14.3 11 13.3 
Other 8 19.5 2 4.8 10 12.0 

        
Number of Types of 
Cancer Treatment (e.g., 
surgery, radiation) 

       

1 8 19.5 7 16.7 15 18.1 X2 = 0.674, 
p = .714 2-3 27 65.9 26 61.9 53 63.9 
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Variable Self-Guided Technician-Guided Totals Test statistics 

 n % N % n %  

4 or more 6 14.6 9 21.4 15 18.1 

        
Time since Cancer was 
first diagnosed (years) 

       

Mean 2.07 (1.77) --- 2.10 (1.57) --- 2.09 (1.66) --- t = -0.069, 
p = .945 Range 0.33-8.35 --- 0.20-6.15 --- 0.20-8.35 --- 

Note: SDs are shown in parentheses
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Table 5 

Means and Standard Deviations of Symptom Measures at Baseline 

 Self-Guided 
 (n = 41) 

Technician- 
Guided (n = 42) 

Total  
(n= 83) 

 
 

Symptom 
Measure 

Mean (SD) Mean (SD) Mean (SD) Test Statistic  

PHQ-9 11.5 (5.2) 11.2 (4.6) 11.3 (4.8) t = 0.331, 
p = .741 
 

GAD-7 11.3 (4.8) 11.0 (4.9) 11.2 (4.8) t = 0.335, 
p = .738 
 

FCRI-SF 22.6 (5.6) 23.3 (6.4) 22.9 (6.0) t = -0.492, 
p = .624 
 

DASS21-Stress 17.6 (8.1) 17.0 (7.9) 17.3 (8.0) t = 0.339, 
p = .735 
 

DASS21- 
Anxiety 

10.0 (7.2) 8.5 (6.3) 9.3 (6.8) t = 1.048, 
p = .298 
 

DASS21- 
Depression 

15.4 (9.6) 13.3 (8.1) 14.3 (8.9) t = 1.081, 
p = .283 
 

DASS21- Total 43.1 (20.3) 38.9 (19.1) 40.9 (19.7) t = 0.986, 
p = .327 
 

SF-12 Mental  36.2 (9.1) 37.1 (9.2) 36.6 (9.1) t = -0.481, 
p = .632 
 

SF-12 Physical 46.1 (12.2) 47.4 (10.6) 46.7(11.4) t = -0.448, 
p = .627 

 
Note. PHQ-9 = Patient Health Questionnaire; GAD-7 = Generalized Anxiety Disorder- 7; FCRI-SF = Fear 
of Cancer Recurrence Inventory – Short Form; DASS21 = Depression Anxiety Stress Scales; SF-12 = 12- 
Item Short Form Health Survey. 
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5.2 Adherence and Attrition 

Participant flow is depicted in Figure 1. Of the participants who applied and 

completed the full online and telephone screening, the majority (86/98, 88%) met 

inclusion criteria and were randomized to one of the treatment groups. During the online 

screening the primary reasons for exclusion were not having completed cancer treatment 

in the past five years and not residing in Canada. The primary reason for exclusion 

following the telephone interview were minimal symptoms of anxiety/depression and loss 

of contact.  The number of participants in each treatment group was comparable, with 44 

and 42 participants randomly assigned to self-guided and technician-guided groups, 

respectively.  

Most participants completed all five lessons; however, participants receiving 

technician-guidance were more likely to complete Lesson 4 than self-guided participants 

(41/41; 100% vs 35/42; 83%, χ2 = 7.463, p = .006). Statistically significant differences 

were not observed between the proportion of participants in the self-guided and 

technician-guided groups who completed Lesson 5 (34/42; 81% vs 38/41, 93%, χ2 = 

2.483, p = .115), the questionnaires at post-treatment (98% for both, p =.986), or 1-month 

follow-up (38/42; 91% vs 39/41; 95%, p = .414).  In regard to intervention use, a 

statistically significant difference was observed between the groups. Participants in the 

technician-guided group logged in more times (M = 22.49, SD = 9.96) than participants in 

the self-guided group (M = 15.31, SD = 5.22), t(81) =-4.127, p < .001.   
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Figure 1 

 
 



 

 64

5.3 Effectiveness of Treatment 

 The means, standard deviations, average percentage reductions, and Cohen’s d 

effect sizes for the primary and secondary outcome measures are presented in Table 6. 

The GEE analyses revealed statistically significant time effects for the PHQ-9 (Wald’s χ2 

= 187.11, p < .001), GAD-7 (Wald’s χ2 = 250.48, p < .001), FCRI-SF (Wald’s χ2 = 67.77, 

p < .001), DASS-21 depression subscale (Wald’s χ2 = 108.98, p < .001), DASS-21 

anxiety subscale (Wald’s χ2 = 55.49, p < .001), DASS-21 stress subscale (Wald’s χ2 = 

103.98, p < .001), DASS-21 total score (Wald’s χ2 = 133.78, p < .001), and the SF-12 

mental composite scale (Wald’s χ2 = 128.35, p < .001).  Only scores on the SF-12 

physical composite scale did not significantly reduce over time (Wald’s χ2 = 1.51, p = 

.471).  There were no statistically significant main effects for group (p range: 0.07- 0.94) 

or group by time interactions (p range: 0.22-0.89) on any symptom measure. 

 For both the self-guided and technician-guided groups at post-treatment, large 

within-group effect sizes (Cohen's d) were observed on the PHQ-9, GAD-7, DASS-total, 

DASS- depression, DASS-stress and SF-12-mental (d range: 0.85- 1.86).  All effect sizes 

increased at the 1-month follow-up time point. Medium effect sizes were observed on the 

FCRI-SF and the technician-guided group for the DASS-anxiety at post-treatment (d 

range: 0.65-0.78); however, all effects were considered large by the 1-month follow-up.  

Consistent with effect sizes, significant percentage reductions in symptoms were 

observed from pre-to post-treatment for both the self-guided and technician-guided 

groups on the PHQ-9 and the GAD-7 (range: 52-59% and 57-62% respectively), the 

FCRI-SF (16% and 21% respectively), and the secondary measures (range: 24-48% and 

27-53%, respectively). 
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 The mean differences and 95% confidence intervals for the two groups at post-

treatment and follow-up are shown in Table 7, along with the absolute differences 

between the two groups that the study was powered to detect.  The post-hoc analyses of 

power demonstrated that the sample was powered to detect a 50% difference in scores 

between the two groups on the PHQ-9, GAD-7, DASS-total, DASS-depression, DASS-

stress, SF-12-mental, and the SF-12-physical. The FCRI-SF and DASS-anxiety were not 

powered to detect sensitive enough differences between groups.  The results of the non-

inferiority analyses showed that, for the FCRI-SF and most of the secondary measures, 

the absolute differences were contained within the confidence intervals of the mean 

differences found between the self-guided and technician-guided groups: therefore, non-

inferiority could not be determined for these measures.  Non-inferiority was concluded 

for primary symptom measures, PHQ-9 and the GAD-7, at both time points, and DASS-

total and DASS-stress at 1-month follow-up. 
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Table 6 

Means, Standard Deviations, Average Percentage Change, and Effect Sizes 

 
 

Means 
Percentage Change 
from Pre-treatment 

 
Within Group Effect Sizes 
(Cohen’s d) 
  

Between Group Effect 
Sizes (Cohen’s d) 

  
Pre-
Treatment 

Post-
Treatment 

1-Month 
Follow-up 

Post-
treatment 

1-Month 
Follow-
up 

Post-
treatment 

1-Month 
Follow-up 

Post-
treatment 

1-Month 
Follow-up 

PRIMARY OUTCOMES          
Depression (PHQ-9) 

         

   Self-Guided 11.5 (4.7) 5.51 (4.5) 4.8 (3.2) 
 
52%  
[37, 63] 

 
58%  
[48, 66] 

 
1.29  
[1.28, 1.3] 

 
1.65  
[1.64, 1.67] 

 
0.18  
[0.17, 0.2] 

 
0.42  
[0.41, 0.43] 

   Technician-Guided 11.15 (4.1) 4.83 (2.7) 3.59 (2.4) 
 
57%  
[48, 64] 

 
68%  
[60, 74] 

 
1.78  
[1.77, 1.8] 

 
2.2  
[2.19, 2.22] 

  

Anxiety (GAD-7) 
         

   Self-Guided 11.33 (4.3) 4.68 (3.7) 3.98 (2.6) 
 
59%  
[47, 68] 

 
65%  
[56, 72] 

 
1.62  
[1.61,1.64] 

 
2.02 
[2.01, 2.04] 

 
0.17 
[0.16,0.19] 

 
0.24  
[0.23, 0.25] 

   Technician-Guided 10.98 (4.5) 4.13 (2.6) 3.36 (2.5) 
 
62%  
[54, 69] 

 
69%  
[61, 76] 

 
1.86  
[1.84, 1.87] 

 
2.09  
[2.07, 2.1] 

  

SECONDARY OUTCOMES         
FCRI-SF          

   Self-Guided 22.62 (5) 19.00 (6.0) 17.59(5.6) 
 
16%  
[7, 24] 

 
22%  
[14, 30] 

 
0.65  
[0.63, 0.66] 

 
0.93  
[0.91, 0.94] 

 
0.09  
[0.08,0.11] 

 
0.05  
[0.04, 0.06] 

   Technician- Guided 23.27 (5.9) 18.41 (6.5) 17.91 (6.5) 
 
21%  
[11, 29] 

 
23%  
[13, 32] 

 
0.78  
[0.76, 0.79] 

 
0.85  
[0.84, 0.86] 
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DASS (Total) 
     

   Self-Guided 
43.05 
(18.3) 

23.56 (17.1) 20.43 (12.8) 
 
45%  
[31, 57] 

 
53%  
[42, 61] 

 
1.08  
[1.07, 1.1] 

 
1.41 
[1.4, 1.43] 

 
0.23  
[0.22,0.24] 

 
0.3  
[0.29, 0.31] 

   Technician-Guided 
38.78 
(17.4) 

20.22 (11.6) 16.88 (10.4) 
 
48%  
[37, 57] 

 
56%  
[47, 64] 

 
1.24  
[1.23, 1.25] 

 
1.51  
[1.5, 1.52] 

  

DASS (Depression) 
         

   Self-Guided 15.38 (8.7) 8.2 (8) 6.56 (5.8) 
 
47%  
[27, 61] 

 
57%  
[43, 68] 

 
0.85  
[0.84, 0.86] 

 
1.18  
[1.17, 1.2] 

 
0.31  
[0.29,0.32] 

 
0.42  
[0.41, 0.43] 

   Technician-Guided 13.27 (7.4) 6.25 (4.2) 4.57 (3.4) 
 
53%  
[41, 62] 

 
66%  
[56, 73] 

 
1.15  
[1.14, 1.16] 

 
1.49  
[1.48, 1.5] 

  

DASS (Anxiety) 
         

   Self-Guided 10.05 (6.5) 5.22 (4.5) 5.05 (3.7) 
 
48%  
[31, 61] 

 
50%  
[36, 61] 

 
0.85  
[0.84, 0.86] 

 
0.93  
[0.92, 0.95] 

 
0.08  
[0.07,0.09] 

 
0.31  
[0.3, 0.32] 

   Technician-Guided 8.49 (5.8) 4.86 (4.8) 3.85 (3.9) 
 
43%  
[21, 59] 

 
55%  
[37, 67] 

 
0.67  
[0.66, 0.69] 

 
0.93  
[0.92, 0.94] 

  

DASS (Stress) 
         

   Self-Guided 17.62 (7.3) 10.15 (6.6) 8.85 (5.5) 
 
42%  
[29, 53] 

 
50%  
[38, 59] 

 
1.06  
[1.05, 1.07] 

 
1.34  
[1.33, 1.35] 

 
0.16  
[0.15,0.17] 

 
0.07  
[0.06, 0.08] 

   Technician-Guided 17.03 (7.2) 9.11 (6.2) 8.46 (5.7) 
 
47%  
[33, 57] 

 
50%  
[38, 60] 

 
1.16  
[1.14, 1.17] 

 
1.29  
[1.28, 1.31] 

  

SF-12 (Mental) 
     

   Self-Guided 36.15 (8.2) 44.73 (9) 47.22 (9) 
 
-24%  
[-32, -16] 

 
-31%  
[-39, -23] 

 
0.98  
[0.96, 0.99] 

 
1.26  
[1.25, 1.27] 

 
0.3  
[0.29,0.31] 

 
0.27  
[0.25, 0.28] 

   Technician-Guided 37.11 (8.4) 47.03 (6) 49.38 (7) 
 
-27%  
[-32, -22] 

 
-33%  
[-39, -27] 

 
1.34  
[1.33, 1.35] 

 
1.57  
[1.55, 1.58] 
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SF-12 (Physical) 
         

   Self-Guided 46.14 (11) 46.99 (10.6) 47.79 (10.6) 
 
-2%  
[-10, 5] 

 
-4%  
[-11, 4] 

 
0.08  
[0.07, 0.09] 

 
0.15  
[0.14, 0.16] 

 
0.14  
[0.13,0.15] 

 
0.07  
[0.06, 0.09] 

   Technician-Guided 47.37 (9.7) 48.38 (8.9) 47.03 (9.7) 
-2% [-8, 
4] 

 
1%  
[-6, 7] 

 
0.11  
[0.09, 0.12] 

 
0.03  
[0.02, 0.05] 

  

 
Note. Standard deviations are shown in round parentheses for the means and 95% confidence intervals are shown in square parentheses for effect 
size and percentage change statistics. PHQ-9; Patient Health Questionnaire 9-item. GAD-7; Generalized Anxiety Disorder 7-item questionnaire. 
FCRI-SF; Fear of Cancer Recurrence Inventory – Short Form. DASS-21; Depression Anxiety Stress Scales -21 Item. SF-12;12-Item Short Form 
Health Survey. 
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Table 7 

Mean Differences, Confidence Intervals, Power, and Non-inferiority for the Primary and Secondary Outcomes 

 Mean Differences (TG vs. SG) Non-inferiority margin 

Mean 
difference 

between groups 
study was 

powered to 
detect 

SG sample 
powered to 
detect 50% 

of TG 
effect 

  Post-Treatment 
1-Month Follow-

up 
Post-

treatment 
1-Month 

Follow-up  
  

 

PRIMARY OUTCOMES 
 

          
 

Depression (PHQ-9)            

     Self-Guided 
0.68 [-1.03, 2.4] 1.21 [-0.11, 2.52] 

Non-
inferiority 

Non-
inferiority 

3.15 
Yes 

     Technician-Guided            

Anxiety (GAD-7)            

     Self-Guided 
0.56 [-0.91, 2.02] 0.61 [-0.56, 1.79] 

Non-
inferiority 

Non-
inferiority 

3.42 
Yes 

     Technician-Guided            
 
SECONDARY OUTCOMES  

 

FCRI-SF            

     Self-Guided 
0.59 [-2.28, 3.46] -0.32 [-3.14, 2.49] 

Not 
determined  

Not 
determined  

1.36 
No 125% of 

the TG 
effect 

     Technician-Guided            
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DASS (total) 

     Self-Guided 
3.35 [-3.4, 10.09] 3.55 [-1.84, 8.94] 

Not 
determined  

Non-
inferiority 

9.28 
Yes 

     Technician-Guided            

DASS (Depression)            

     Self-Guided 
1.95 [-0.99, 4.88] 1.99 [-0.19, 4.18] 

Not 
determined  

Not 
determined  

3.50 
Yes 

     Technician-Guided            

DASS (Anxiety)            

     Self-Guided 
0.36 [-1.79, 2.52] 1.20 [-0.57, 2.97] 

Not 
determined  

Not 
determined  

2.36 
No 65% of 

the TG 
effect 

     Technician-Guided            

DASS (Stress)            

     Self-Guided 
1.04 [-1.93, 4.01] 0.39 [-2.21, 3] 

Not 
determined  

Non-
inferiority 

3.96 
Yes 

     Technician-Guided            

SF-12 (Mental)            

     Self-Guided 
-2.30 [-5.85, 
1.25] -2.16 [-5.89, 1.57] 

Not 
determined  

Not 
determined  

-2.46 
Yes 

     Technician-Guided            

SF-12 (Physical)            

     Self-Guided 
-1.38 [-5.9, 3.13] 0.77 [-3.93, 5.46] 

Not 
determined  

Not 
determined  

-3.91 
Yes 

     Technician-Guided            
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5.4 Clinical Significance  

Reliable improvement. As shown in Table 8, participants who exhibited a 

reliable improvement in their scores, according to the relevant RCIs, were classified as 

reliably improved.  The greatest improvements were on participants’ anxiety symptoms, 

with 61% of self-guided and 73% of technician-guided participants demonstrating 

reliable improvement on the GAD-7 from pre-treatment to post-treatment.  In relation to 

depression symptoms, 46% of self-guided and 40% of technician-guided participants 

demonstrated reliable improvement on PHQ-9 scores from pre-treatment to post-

treatment.  Fear of cancer recurrence had the lowest reliable improvement rates, with 

29% of self-guided and 35% of technician-guided participants demonstrating reliable 

improvement.  Chi-square tests revealed no significant differences between self-guided 

and technician-guided participants on frequency of reliable improvement for any primary 

outcome measure. Given that participants might only have symptoms of anxiety or 

depression, Table 10 presents the number of participants who achieved reliable 

improvement on one or more primary outcome measures.  Overall, 58 participants (70%) 

of the sample achieved reliable improvement on at least one primary outcome measure: 

67% in the self-guided group and 73% in the technician-guided group. 

Reliable deterioration. Applying the same RCIs, participants’ scores were 

examined for reliable deterioration.  One participant demonstrated reliable deterioration 

on the PHQ-9 and another demonstrated reliable deterioration on the FCRI-SF.  These 

results are consistent with participants' communication with the technician.  One 

participant sought further psychological treatment from their family physician, and the 
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other participant had pending physiological investigations that were related to their 

increased fear of cancer recurrence. 

Reliable recovery. To be classified as reliably recovered, participants had to 

score above cut-off on symptom measures at pre-treatment, evidence a reliable 

improvement, and score below cut-off on symptom measures at post-treatment were 

classified as reliably recovered. Table 9 shows the reliable recovery rates from pre-

treatment to post-treatment.  Anxiety symptoms exhibited the greatest reliable recovery 

rates, with 59% of the self-guided group and 55% of the technician-guided group 

achieving reliable recovery. Participants’ depression symptoms evidenced reliable 

recovery rates of 39% in the self-guided group and 38% in the technician-guided group.  

Fear of cancer recurrence demonstrated small recovery rates of 10% and 18% for self-

guided and technician-guided groups, respectively.  The number of participants who 

scored above cut-off at pre-treatment and below cut-off at post-treatment is shown in 

Table 10, along with the number of participants who achieved reliable recovery on one or 

more primary outcome measures. Overall, 51 participants (62%) achieved reliable 

recovery on at least one primary outcome measure (64% of self-guided participants and 

59% of technician-guided participants). 
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Table 8 

Reliable Improvement Rates on Depression, Anxiety, and Fear of Cancer Recurrence 
Measures from Pre-treatment to Post-treatment 

  Self-Guided  Technician-Guided  

Measure 

Number of 
Participants  

n = 41 Percentage 

 Number of 
Participants 

n = 40 Percentage 

Test Statistic 

PHQ-9 19 46%  17 40% X2 =.121, p =.728  

GAD-7 25 61%  29 72.5% X2 =1.21, p =.271  

FCRI-SF 12 29%  14 35% X2 =.305, p =.581  

 
Note. PHQ-9 = Patient Health Questionnaire; GAD-7 = Generalized Anxiety Disorder- 7; FCRI-SF = Fear 
of Cancer Recurrence Inventory – Short Form 
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Table 9 

Reliable Recovery Rates on Depression, Anxiety, and Fear of Cancer Recurrence 
Measures from Pre-treatment to Post-treatment 

  Self-Guided  Technician-Guided  

Measure 

Number of 
Participants  

n = 41 Percentage 

 Number of 
Participants 

n = 40 Percentage 

Test Statistic 

PHQ-9 16 39%  15 38%   X2 =.020, p =.887  

GAD-7 24 59%  22 55% X2 =.102, p =.750  

FCRI-SF 4 10%  7 18% X2 =1.03, p =.311 

 
Note. PHQ-9 = Patient Health Questionnaire; GAD-7 = Generalized Anxiety Disorder- 7; FCRI-SF = Fear 
of Cancer Recurrence Inventory – Short Form 
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Table 10 

Frequency of Participants Above and Below Cut-off Points and Rates of achieving 
Reliable Change/Recovery on One or more Outcome Measures 

  
Self-Guided 

  
Technician-Guided 

 
Variable 

 
Number of 

Participants # 

 
Percentage 

  
Number of 
Participants 

# 

 
Percentage 

Above cut-off score at 
pre-treatment 
 

     

PHQ-9 ≥ 8 
 

29 69  29 70 

GAD-7 ≥ 8 
 

33 78  30 73 

FCRI-SF ≥ 13 
 

41 98  39 95 

Below cut-off score at 
post-treatment 
 

     

PHQ-9 < 8 
 

32 78  32 80 

GAD-7 < 8 
 

38 93  35 88 

FCRI-SF < 13 
 

8 20  12 30 

Reliable improvement 
on anxiety (GAD-7) or 
depression (PHQ-9) 
symptoms 
 

 
28 

 
67 

 
 

 
30 

 
73 

Reliable recovery on 
anxiety (GAD-7) or 
depression (PHQ-9) 
symptoms 

27 64  24 59 

 
Note. PHQ-9 = Patient Health Questionnaire; GAD-7 = Generalized Anxiety Disorder- 7; FCRI-SF = Fear 
of Cancer Recurrence Inventory – Short Form 
 

  



 

 76

5.5 Treatment Satisfaction 

Most participants who completed the post-treatment satisfaction questionnaire in 

the self-guided (98%; 41/42) and the technician-guided groups (98%; 40/41) reported that 

they would recommend the course to a friend (100% and 98%, respectively) and that the 

course was worth their time (both groups 98%). Chi-square tests revealed no statistically 

significant differences between the groups (p range: 0.49-0.98).  Similarly, satisfaction 

ratings were high with the majority of participants reporting being satisfied or very 

satisfied with the course (85% self-guided, 90% technician-guided) and with the quality 

of the lessons and materials (93% self-guided, 100% technician-guided). No participants 

reported dissatisfaction with the course; rather, the remaining participants reported 

neutral opinions about their satisfaction with treatment (15% self-guided, 10% technician 

guided) and about the quality of the lessons and materials (7% self-guided, 0% 

technician-guided). As presented in Table 11, t-tests comparing self-guided and 

technician-guided satisfaction ratings approached, yet ultimately failed to reveal 

statistically significant differences between the two groups for satisfaction with the 

treatment, t(79) =-1.93, p = .057, and with the quality of the lessons and materials, t(79) 

=-1.87, p = .065.  Cohen's d effect size estimates were small (d = 0.43) for both treatment 

satisfaction questions. 
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Table 11  

Treatment Satisfaction Descriptive Statistics 

Note. Total participants consist of all participants who completed post-treatment 
questionnaires (81/83 participants who began treatment) 

  

Treatment Satisfaction 
Questions 

Self-Guided  
(n = 41) 

Technician-
Guided (n = 40) 

Totals 
 (n = 81) 

Test 
statistics 

 n % n % n %  

Recommend the course 
to a friend? 

41 100 39 98 80 99 X2 = 1.038, 
p = .308 
 

Worth your time? 40 98 39 98 79 98 X2 = .000, 
p = .986 

How satisfied were you 
with the course? 

       

Neutral 6 15 4 10 10 12 t = -1.93, 
p = .057, 

d = 0.43 
Satisfied 25 61 17 42 42 52 

Very Satisfied 10 24 19 48 29 36 
 

How satisfied were you 
with the quality of the 
course materials? 

       

Neutral 3 7 0 0 3 4 t = -1.87, 
p = .065 

d = 0.43 
Satisfied 21 51 17 42 38 47 

Very Satisfied 17 42 23 58 40 49 
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Correlations were computed between the two satisfaction questions (satisfaction 

with overall treatment and satisfaction with the quality of the lessons and materials) and 

change scores (post-treatment scores subtracted from pre-treatment scores) on treatment 

outcome variables (FCRI-SF, PHQ-9, GAD-7, DASS-21 depression, anxiety, stress, and 

total scales, SF-12 physical and mental scales - See Table 12). Most of the statistically 

significant correlations were between participants' overall satisfaction and change in 

primary outcome variables including the PHQ-9 (r = .28, p = .010), the GAD-7 (r = .30, p 

= .006), and the FCRI-SF (r = .31, p = .005), with greater amount of change on symptom 

measures being associated with a greater level of treatment satisfaction.  There were also 

statistically significant, but small, correlations for changes in DASS-21 stress (r = .26, p 

= .019) and the SF-12 mental scale (r = -.24, p = .031). An inverse relationship was 

identified for the SF-12 as higher scores on the SF-12 indicated greater mental wellbeing 

or lower symptom severity. Participants’ satisfaction with the quality of the lessons and 

materials only correlated with change on the DASS-21 stress subscale (r = .30, p = .007).   

Participants answered two additional treatment satisfaction questions at post-

treatment.  The questions assessed participants’ confidence in managing their symptoms 

at post-treatment and assessed the course’s impact on participants’ likelihood to seek 

mental health care in the future.  Extremely inconsistent responses across treatment 

satisfaction questions (i.e. participants who responded positively to the first four 

questions and then selected the most negative responses to the two remaining questions) 

indicated that several participants misinterpreted these questions due to lack of clarity in 

wording, invalidating the results and resulting in exclusion of the questions from analysis. 
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Table 12 

Correlations between Treatment Satisfaction and Change in Symptoms from Pre- to Post-
Treatment 

Symptom Measure Satisfaction with 
Overall Treatment 
 

Satisfaction with Quality 
of Lessons and Materials 

PHQ-9 
 

.28* .06 

GAD-7 
 

.30** .14 

FCRI-SF 
 

.31** .22 

DASS21 - Stress Subscale 
 

.26* .30** 

DASS21 - Anxiety Subscale 
 

-.05 -.04 

DASS21 - Depression Subscale 
 

.16 .13 

DASS21 - Total 
 

.17 .18 

SF-12 Mental Scale 
 

-.24* -.21 

SF-12 Physical Scale 
 

.05 .00 

 
Note. Pearson Correlations. PHQ-9 = Patient Health Questionnaire; GAD-7 = Generalized 
Anxiety Disorder-7; FCRI-SF = Fear of Cancer Recurrence Inventory – Short Form; DASS21 = 
Depression Anxiety Stress Scales; SF-12 = 12- Item Short Form Health Survey. 
* p < .05 ** p < .01. 
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5.6 Participant Preference for Support  

After being randomly assigned to either self-guided or technician-guided 

Wellbeing After Cancer, participants indicated whether they had a preference for level of 

support. Table 13 presents descriptive statistics for participant preference and satisfaction 

with level of support. Most reported no preference (n = 61, 73%), with no difference in 

preference level between groups.  Out of the 22 participants who expressed a preference, 

nine indicated a preference for self-guided and 13 indicated a preference for technician-

guided ICBT. Analyses were conducted to determine how many participants were 

matched to their preferred group or assigned to their less-desired option.  Only three 

participants (3/22) were not matched with their preferred group, all of whom were 

assigned to the self-guided group. Given the small number of individuals who were not 

matched to their preferred group, no further analyses were conducted with this variable. 

Participants also reported satisfaction with their group allocation at pre-treatment 

and post-treatment.  At pre-treatment, satisfaction ratings were high: the majority of 

participants 65/83 (78%) reported satisfaction (satisfied or very satisfied) with their 

random assignment to either self-guided or technician-guided Wellbeing After Cancer. 

The remaining participants expressed neutral feelings regarding their group assignment (n 

= 18, 22%).  However, on a 5-point measure that assessed satisfaction, level of 

satisfaction differed between groups with those assigned to the technician-guided group 

reporting greater satisfaction (M = 4.54, SD = 0.64) than participants assigned to the self-

guided group (M = 3.93, SD = 0.81), t(81) =-3.802, p < .001, Cohen's d = 0.84. At post-

treatment, satisfaction ratings were high with most participants reporting being satisfied 

or very satisfied (78/81, 96%) with the level of support they received throughout the 
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course.  Again, satisfaction was higher among participants in the technician-guided group 

(M = 3.58, SD = 0.50) than participants in the self-guided group (M = 3.27, SD = 0.59), 

t(79) =-2.513, p = .014, Cohen's d = 0.84.  No participants reported that they received too 

much support with the course, a few participants reported that the level of support was 

too little (n = 7, 9%), while most said the level of support was just right (n = 74, 94%). 
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Table 13 

Preference and Satisfaction with Level of Support 

Pre-treatment 
Questions 

Self-Guided 
 (n = 42) 

Technician- 
Guided (n = 41) 

Total  
(n= 83) 

Test Statistic 
 

 # (%) # (%) # (%)  
 
Were you satisfied with 
your allocation? 

    

Neutral 15 (36) 3 (7) 18 (22)  

Satisfied 15 (36) 13 (32) 28 (34)  
Very satisfied 12 (28) 25 (61) 37 (44)  
Mean satisfaction 
score (SD) 

3.93 (0.81) 4.54 (0.64)  t = -3.802, 
p = <.001, 
d = 0.84 
 

Did you have a 
preference about level 
of support you wanted, 
prior to group 
assignment? 

    
 
 
 
 

No 30 (71) 31 (76)  61 (73) X2 = 0.186, 
p = .666 Yes 12 (29) 10 (24) 22 (27) 

 
Strength of preference 

    

Weakly 3 (25) 0 (0) 3 Not conducted 
due to small n Somewhat 1 (8) 3 (30) 4 

Moderately 8 (67) 5 (50) 13 
Very strongly 0 (0) 2 (2) 2 

 
Preference matched 
with allocation? 

    
Not conducted 
due to small n 

No 3 (25) 0 (0) 3 
Yes 9 (75) 10 (100) 19 

     
Post-treatment 
Questions 

Self-Guided 
 (n = 41) 

Technician- 
Guided (n = 40) 

Total  
(n = 81) 

 

 
How satisfied were you 
with the level of 
support you received? 

    

Neutral 3 (7) 0 (0) 3 (4)  
Satisfied 24 (59) 17 (43) 41 (51)  
Very Satisfied 14 (34) 23 (57) 37 (45)  
Mean satisfaction 
score (SD) 

3.27 (0.59) 3.58 (0.50)  t = -2.513, 
p = .014 
d = 0.56 
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How was the amount of 
support you received? 

Too little 5 (12) 2 (5) 7 (9) X2 = 1.328, 
p = .249 Just right 36 (88) 38 (95)  74 (91%) 

Too much 0 (0) 0 (0) 0 (0) 
 

Note. Percentages were calculated with the following numbers: self-guided (pre-treatment n = 42, 
post-treatment n = 41) and technician-guided (pre-treatment n = 41, post-treatment n = 40). 
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Responses to open-ended questions about level of support. To obtain a holistic 

picture of participants' experiences with the different levels of support (self-guided or 

technician-guided) participants were asked to provide feedback about what they liked and 

what they would change about their respective treatment groups/ the level of support. 

There were two coders who reviewed participant responses: (a) the principal investigator, 

D. Dirkse, and (b) a graduate student independent to the primary research team.  Coding 

was done in line with recommendations for inductive content analysis (Elo & Kynga, 

2008). 

 Positive feedback about self-guided Wellbeing After Cancer.  Most participants 

in the self-guided group provided feedback about what they liked about self-guided 

Wellbeing After Cancer (n = 38, 93%). Participants' feedback was captured by several 

categories. Specifically, participants reported enjoying: (a) working independently; (b) 

knowing someone was available for additional support if required; (c) email reminders; 

and, (d) the easy to follow course.  

 Many participants reported that they enjoyed working independently, with some 

indicating that it was a preference, “I work much better in a self-guided atmosphere”, 

others citing the flexibility as a positive, “being self-guided, I was able to go along at my 

own pace, which made it easier to fit into a changing university schedule”. Another 

participant cited positive therapeutic value in working independently, “it gave me an 

opportunity to reflect on the changes”.  Many participants reported that knowing someone 

was available for additional support if required was beneficial.  For instance, “the 

support was the right amount for my situation, but knowing there was more available if 

needed was reassuring". Another participant said, “I liked that I was mostly left on my 
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own but when there was a sharp spike in my anxiety symptoms [the research coordinator] 

did call”.  In relation to the course, participants reported valuing the email reminders.  

The email reminders helped participants stay on task, “I felt the emails to remind me of 

where I should be were helpful”, and from falling behind, “[I liked the] friendly 

reminders when I was busy and falling behind in completing the lessons”.  Last, a few 

participants mentioned the easy to follow course as something they liked in the self-

guided condition, describing it as “very clear and manageable” and “easy to follow”. 

Feedback on areas for improvement in self-guided Wellbeing After Cancer.  

Less than half of participants in the self-guided condition (n =15, 37%) provided specific 

suggestions on what they would change about the self-guided condition: most reported 

they would not change anything. Participants' feedback was captured by two categories: 

(a) more personalized contact; and, (b) improved technical features.  Most participants 

who provided suggestions for change, focused on increased personalized contact.  Some 

suggested a greater amount of contact generally, “I would have liked a bit more 

interaction”, while others provided more specific suggestions, “having a check-in about 

halfway through would have been nice. There is something about actually talking to 

someone that to me makes a little bit more of a difference”.  Other participants suggested 

more personal emails rather than “…what felt like a form letter” or adding to existing 

course materials, “perhaps a couple of different people’s examples for depression and 

anxiety, not just two people’s”.  Last, one participant suggested that “the course can use a 

peer support person, either on phone or mail”.  In addition to more personalized contact, 

several participants raised technical issues that could have been improved, “using 

animations to illustrate some of the content may have a greater impact”, while others 
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mentioned improving basic technological elements of the course to make it more user 

friendly. 

Positive feedback about technician-guided Wellbeing After Cancer.  Most 

participants in the technician-guided group provided feedback on what they liked about 

technician-guided Wellbeing After Cancer (n = 37, 93%). Participants' feedback was able 

to be captured by several categories. Specifically, participants reported enjoying: (a) 

support received from the check-ins with the technician; (b) the routine nature of the 

check-ins; (c) knowing that someone was there if needed; and, (d) the reminders/prompts 

to login and complete lessons. 

Many participants reported that they liked the support they received from check-

ins with the technician.  Participants appreciated different facets of support provided by 

the technician. For example, participants appreciated encouragement and reinforcement 

of task completion, “I liked that [the technician] was encouraging and a good listener, it’s 

a good feeling to receive commendments [sic] on the progress in the course” and “the 

support kept me motivated to continue”.  Other participants appreciated the personal 

connection both by phone, “I really looked forward to talking to [the technician] every 

week. I felt that she really cared about how I was doing and she was very encouraging”, 

and by email, “I appreciated the replies to my emails that I received from [the 

technician]”.  Last, clarification and direction were important aspects of support for some 

participants, “[the technician] did an excellent job preparing me for the course” and “[the 

technician] was very knowledgeable and helpful”.  The second category that emerged 

from participants' responses was that participants liked the routine nature of the check-

ins. Many participants stated that this aspect helped them complete the program, “that 
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this component [technician-guidance] existed was beneficial. Had this not been part of 

the program I may not have been as regimented in completion” and “it [technician-

guidance] kept me accountable and on task”. 

Receiving reminders and prompts to login and complete lessons was endorsed by 

participants as another aspect they enjoyed.  Participants in this condition received 

automated email reminders (as did participants in the self-guided group), but also 

additional weekly check-ins from the technician.  Some participants specifically noted 

enjoying the “email reminders of lessons”, but many mentioned “reminders” more 

generally, which could have been delivered either by the technician or be an automated 

message. Last, participants liked knowing someone was there.  Several participants 

mentioned that “[support] was available when needed”;  moreover, several people 

commented that they liked that the support was “unobtrusive” and “not too invasive”. 

Feedback on areas for improvement in technician-guided Wellbeing After 

Cancer. One third of participants in the technician-guided condition (n =13, 33%) 

provided specific suggestions on what they would change about the technician-guided 

condition, but the majority reported they would not change anything. Participants' 

feedback was captured by two categories: (a) more personalized contact; and, (b) changes 

to the course.  Most participants who provided suggestions for change described wanting 

more personalized contact.  Several participants described wanting greater frequency in 

communication from the technician, “it would have been nice to talk a bit longer” or that 

“…more opportunity for questions regarding the course material and response to it” 

would be helpful.  Others mentioned that a longer duration of contact with the technician 

would be beneficial, “it would be nice to be able to call [the technician] again once or 



 

 88

twice in the future if things come up that I get stuck as I work with them” and “I would 

like to see something that would see how we are doing after the course is over”.  One 

participant suggested other forms of personal contact, “I think it would be great to have a 

list of other programs for further help such as call lines to join support programs in the 

client’s area”.  While most of participants’ comments focused on more personalized 

contact, a few suggested improvements or changes to the course. Participants had 

different suggestions that fit their individual needs. For instance, one participant would 

have liked a module that treated milder symptoms, another thought the course should be 

longer, and another thought a call-in-service would have been helpful. 

5.7 Adverse Effects  

 Negative effects of treatment. The frequency of negative effects, new 

psychological symptoms, and other unwanted events are shown in Table 14. There were 

eight individuals (8/81, 10%) who reported experiencing a negative effect from the 

Wellbeing After Cancer Course (self-guided = 4, technician-guided = 4).  Most 

participants (6/8) reported increased symptoms due to greater awareness of negative 

thoughts, feelings, and/or behaviours they might be having or engaging in.  However, 

most noted that their symptoms improved over the course of the program.  There was one 

participant who reported finding Lesson 3 (which teaches strategies to manage physical 

symptoms of anxiety and depression) upsetting because it did not take into account 

limitations that cancer survivors might have (e.g., pain).  Last, one participant found that 

she fell behind in the course, which was upsetting to her.  Negative effects of treatment 

did not differ significantly between treatment groups. 
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 New psychological symptoms. Most participants did not report new 

psychological symptoms while working through the course (68/81; 84%).  Of those 

participants who reported new symptoms (n = 13; 4 self-guided, 9 technician-guided), 

most reported increased anxiety, rather than entirely new psychological symptoms.  Some 

participants attributed their increased anxiety to greater awareness of the cycle of anxiety 

(n = 4), while others attributed it to new/pending information about their cancer/health (n 

= 3).  Only one participant noted a diagnosis of a new psychological condition – bipolar 

disorder (n = 1).  The remaining comments noted psychological improvements (e.g., 

positive insights into feelings, addressing small items on their list, and knowing they need 

to better manage their time), rather than new psychological symptoms (n = 3). New 

psychological symptoms did not differ significantly between treatment groups. 

 Recurrence and other unwanted events. Several participants reported 

experiencing a recurrence of their cancer during Wellbeing After Cancer (7/81; 9%).  

Recurrence rate did not differ significantly between treatment groups.  Just under half of 

participants reported experiencing any other unwanted events (e.g., family member death, 

loss of a job) whilst completing the course (35/81; 43%).  Participants were not asked to 

describe the unwanted event they experienced.  Approximately 40% of participants who 

reported experiencing a negative event described the event as negatively impacting 

participation, engagement, or program benefits.  There were no differences in unwanted 

events or negative impacts from the unwanted event, between treatment groups. 
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Table 14 

Adverse Effects 

Questions Self-Guided 
 (n = 41) 

Technician- 
Guided (n = 40) 

Total  
(n= 81) 

Test Statistic 
 

 # (%) # (%) # (%)  
 
Did you experience any 
negative effects of 
treatment? 

    

No 37 (90) 36 (90) 73 (90) X2 =.001, 
 p =.971  Yes 4 (10) 4 (10) 8 (10) 

 
Did you experience any 
new psychological 
symptoms while working 
through the course? 

    
 
 
 
 

No 37 (90) 31 (77) 68 (84) X2 = 2.44  
p =.118  Yes 4 (10) 9 (23) 13 (16) 

 
 
Did you experience a 
recurrence of your cancer 
during the course? 

    

No 37 (90) 37 (93) 74 (91) X2 = .131  
p =.718  Yes 4 (10) 3 (7) 7 (9) 

 
 
Did you experience any 
other unwanted event 
events during the course of 
the program? 

    

No 23 (56) 23 (58) 46 (57) X2 = .016 
 p =.899  Yes 18 (44) 17 (42) 35 (86) 

 
 
If you did experience an 
unwanted event, do you feel 
like it negatively impacted 
your participation, 
engagement, or benefit 
from the program? 

    

No 11 (61) 10 (59) 21 (60) X2 = .035  
p =.983  Yes 7 (39) 7 (41) 14 (40) 
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Chapter Six: Discussion 

Cancer treatment and early detection have resulted in improved survival rates for 

cancer patients with the majority reaching the 5-year survival mark (Canadian Cancer 

Statistics, 2013). The increase in survivorship has drawn attention to issues cancer 

survivors face post-treatment completion. Most cancer survivors adjust, but a substantial 

percentage of survivors face adjustment difficulties that include anxiety and depression. 

Depression and anxiety are associated with a plethora of adverse outcomes for 

individuals with cancer, including poorer psychosocial and treatment outcomes, lower 

quality of life, poorer adherence to medical treatment, slower recovery, and greater 

suicide risk (Brintzenhofe-Szoc et al., 2009), as well as increased costs to the health care 

system (e.g., greater use of physician time; Carlson & Bultz, 2004; Hewitt & Rowland, 

2002). CBT has been shown to be an efficacious treatment for anxiety and depression in 

cancer patients and survivors (Osborn et al., 2006); however, the majority of survivors do 

not receive evidence-based treatment for their symptoms. Survivors face many barriers to 

accessing psychological treatment (e.g., availability of treatment, geographical or 

mobility issues, stigma, convenience) and physicians face barriers when referring 

survivors to treatments (e.g., lack of available efficacious treatments or lack of 

knowledge of available treatments). ICBT addresses many of the barriers facing cancer 

survivors and their physicians and ICBT has been well established as an evidence-based 

treatment for depression and anxiety.  

Several successful pilot and feasibility trials of ICBT for distressed cancer 

survivors demonstrate that ICBT can significantly reduce depression and anxiety 

symptoms (Alberts et al., 2015; Duffecy et al., 2013; Seitz et al., 2014). Despite these 
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promising results, few researchers have used RCTs to evaluate ICBT for psychological 

distress in cancer survivors and limitations in study designs reduce generalizability of 

results (David et al., 2013; van den Berg et al., 2015, Willems et al., 2017).  In the first 

study, David and colleagues (2013) randomly assigned cancer survivors to a four-week 

ICBT course, however the intervention lacked core components of CBT (i.e., behavioural 

activation and cognitive restructuring) and no significant improvements in distress were 

found. Although in the second RCT van den Berg and colleagues (2015) found that 

participants’ distress and FCR improved (small effects) following a 16-week ICBT 

intervention, improvements in distress were not maintained at six- and ten-month follow-

up. In the third study, Willems and colleagues (2017) evaluated an intervention that 

addressed a broad number of cancer survivors needs in comparison to a waiting-list 

control.  The intervention was tailored to participants’ individual needs, which could 

include or exclude a module to address depression. Willems and colleagues (2017) found 

small effects for the improvement of depression and fatigue.  A general limitation of the 

aforementioned investigations are floor effects created by participants’ low distress 

levels.  The present study was designed to improve on past research of ICBT in cancer 

survivors and several novel features enhance the quality of results. Currently, therapist-

assisted ICBT is delivered from the Online Therapy USER; however, delivery is 

restricted to the province of Saskatchewan due to therapist licensure issues. Therefore, in 

an effort to be responsive to the needs of cancer survivors across Canada, the current trial 

examined two forms of non-therapist-assisted ICBT (technician-guided and self-guided) 

in order to understand the effectiveness of highly scalable interventions. The scarcity of 

well-designed randomized trials was the impetus for the design of the present study. 
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Further, given that the research support for the efficacy of ICBT in treating depression 

and anxiety is strong and Wellbeing After Cancer has been successfully piloted, two 

active treatment groups were employed as a more prudent and informative way to 

advance the literature in this area. The present study also screened participants to ensure 

they were experiencing at least mild symptoms of anxiety or depression in order to 

appropriately evaluate the effectiveness of Wellbeing After Cancer and avoid the 

aforementioned suppressor effects commonly found in psycho-oncologic interventions 

(Linden & Girgis, 2012). Another important addition to the present study was the 

inclusion of FCR as an outcome variable. The inclusion of a FCR symptom measure 

allowed for the exploration of whether Wellbeing After Cancer, a transdiagnostc ICBT 

program for treating anxiety and depression, in contrast to an intervention targeted 

specifically at FCR, would also reduce FCR.  

Overall, cancer survivors' untreated psychological needs underscore the 

importance of an accessible, widely available, effective treatment option. The 

effectiveness of each form of ICBT, technician-guided and self-guided, including a 

discussion of differences between groups is discussed below. In addition, treatment 

satisfaction and participant preference for level of support are summarized and discussed.  

The discussion concludes with limitations of the study, implications for future practice 

and research, and final conclusions. 

6.1 Effectiveness 

 Primary outcome measures. Participants receiving both forms of Wellbeing 

After Cancer were expected to report significant improvements on primary outcome 

measures of anxiety and depression.  The hypotheses were supported; specifically, both 
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treatment groups had significantly improved symptom scores at post-treatment. There 

were large effects found for improvement in depression scores for both treatment groups 

(d range = 1.29-1.78), with an average 52-57% percentage reduction in depressive 

symptoms from pre-treatment to post-treatment.  Large effects were also found for 

improvement in anxiety symptoms (d range = 1.62-1.86), with an average 59-62% 

percentage reduction from pre-treatment to post-treatment.  Treatment effects were not 

only maintained but strengthened at one-month follow-up.  Clinical significance data also 

supported hypotheses, 38-39% of participants evidenced reliable improvement on 

depression symptoms and 55-59% of participants achieved reliable improvement on 

anxiety symptoms. Given that participants were not required to have symptoms of both 

anxiety and depression, overall 67% of self-guided and 73% of technician-guided 

participants demonstrated reliable improvement on at least one primary measure (either 

depression or anxiety) over the course of the program. Most participants (62%) were 

classified as recovered on either anxiety or depression symptoms (i.e., participant scores 

began above clinical cut-off, reliably improved, and fell below clinical cut-off by post-

treatment) by the time their participation was completed. 

 Results from the present study are consistent with results found in the pilot study 

of therapist-assisted Wellbeing After Cancer, where treatment effects were moderate for 

depressive symptoms and large for anxiety symptoms (Alberts et al., 2015).  Effect sizes 

from the present study were greater than those reported by Alberts and colleagues (1.62-

1.86 vs. 0.90 for anxiety and 1.29-1.78 vs. 0.71 for depression) which is encouraging 

considering the present study provided non-therapist-assisted forms of support. Clinically 

significant reductions in symptoms reported by Alberts and colleagues (64% reduction 
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for depression and anxiety) were comparable to the clinically significant reductions in 

anxiety for the present study (54-59%) and greater than those found for depression (38-

39%). Given the small sample size reported by Alberts and colleagues (2015), 

discrepancies might be attributable to issues with representativeness and statistical power. 

 Comparison between the present study and the few large trials of an ICBT-type 

intervention are difficult due to significant variations in study designs, particularly related 

to baseline anxiety or depression requirements and outcome measures administered.  The 

current results differed from results of a 4-week online program for hematologic cancer 

patients (David et al., 2013), wherein participants showed no significant improvements 

related to facets of depression (hopelessness/helplessness) and anxiety (anxious 

preoccupation). van den Berg and colleagues (2015) did not measure anxiety and 

depression in their participants; however, the researchers found a small to moderate effect 

size for distress reduction following a 16-week cognitive-behavioural intervention.  

Similar small effect sizes for reduction of depression and improvements in emotional 

functioning were found following a tailored ICBT program delivered to participants in 

the Netherlands (Willems et al., 2017). None of the previous studies required participants 

to meet a threshold level of distress, depression symptoms, or anxiety symptoms as was 

done in the present study; therefore, direct comparisons between studies would be 

difficult.  Several small trials that did require a baseline level of psychological symptoms 

reported stronger effect sizes, which are more consistent with the present study.  Seitz 

and colleagues (2014) found medium effect sizes for reduction of depression, anxiety, 

post-traumatic stress, and FCR following a 10-week online therapist-assisted course.  

Duffecy and colleagues (2013) found a large effect for reduction in depression symptoms 
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for 17 out of 31 participants who reported depressive symptoms at baseline, after 

participation in their 8-week online cognitive behavioural intervention.   

 Treatment effects in the present study are comparable with treatment effects of 

CBT delivered face-to-face for treating anxiety and depression (Osborn et al., 2006).  The 

magnitude of effect sizes in the present study are also analogous to the effect sizes 

reported in trials of the original Wellbeing Course (Dear et al., 2015, Titov et al., 2011; 

Titov et al., 2012; Titov et al., 2013, Titov et al., 2015) for individuals experiencing 

anxiety and depression without cancer. In general, results supported the effectiveness of 

self-guided and technician-guided Wellbeing After Cancer and highlight the importance 

of appropriate inclusion criteria in order to reduce floor effects.  

 Comparison of the effectiveness of treatment group on primary outcome 

measures. Both self-guided and technician-guided groups showed large treatment effects 

from pre-to post treatment.  The effects between the groups were small.  Non-inferiority 

analyses demonstrated that the difference between groups was within the non-inferiority 

margin, indicating that the self-guided group was not less effective than the technician-

guided group.  As expected, the technician-guided group demonstrated similar effect 

sizes to the magnitude of effects reported in the therapist-guided ICBT literature; 

however, the large effect sizes derived from the self-guided group is a departure from the 

small effect sizes and high drop-out rates found in early self-guided ICBT trials where 

participants were fully independent for the duration of the program (Cuijpers et al., 

2011). Self-guidance for the present study included pre-screening contact, background 

monitoring, and automated email reminders, which are features that improve efficacy and 

adherence for self-guided ICBT (Titov et al., 2013).   Therefore, our hypothesis that the 
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self-guided group would achieve comparable symptom reduction to participants in the 

technician-guided group was supported.  However, the completion rates for participants 

in the self-guided condition in the present study are surprisingly higher than found in the 

improved self-guided literature (i.e., with additional features for improved engagement 

like automated reminders).  For example, Titov and colleagues (2013) reported a 58% 

completion rate for participants' partaking in the self-guided Wellbeing Course with email 

reminders and Dear and colleagues (2015) reported that 70% of their sample completed 

the majority of their lessons.  The completion rates in the present study are significantly 

greater, with 81% of self-guided participants completing all lessons of Wellbeing After 

Cancer. It is unclear why completion rates in the present study were higher than typical; 

however, given the dual role of the technician/primary researcher, participants' may have 

been more motivated to help when the contribution to an individual student's research 

project was evident. 

 Secondary outcome measures. FCR, quality of life (mental and physical) and 

additional measures of depression, anxiety, stress and overall distress were secondary 

outcome measures.  Participants were expected to report significant improvements on all 

secondary measures and those hypotheses were partially supported.  Medium to large 

effect sizes were associated with improvements on all secondary outcome measures aside 

from physical quality of life, which although not predicted, was not surprising given that 

Wellbeing After Cancer focuses on improving mental wellbeing.  

 Fear of cancer recurrence. Out of the secondary outcome measures, FCR 

warrants a separate discussion given its specific relevance to cancer survivors’ 

experience. FCR was expected to improve following Wellbeing After Cancer, but specific 
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hypotheses about the magnitude of effect were not proposed given the exploratory nature 

of adding a FCR outcome measure to a transdiagnostic depression and anxiety treatment. 

Moderate effect sizes were found for improvements in FCR for both treatment groups (d 

range = 0.65-0.78) with an average 16-21% reduction in FCR from pre-treatment to post-

treatment. By 1-month follow-up, FCR had decreased further (22-23% improvement 

from baseline), analogous to large effects for both treatment groups (d range: 0.85-0.93).  

Almost all participants (96%) scored above the cut-off suggestive of clinical levels of 

FCR at pre-treatment.  At post-treatment 31% of participants demonstrated reliable 

improvement on FCR and 13 % of participants achieved reliable recovery according to 

the clinical cut-off score of 13 or greater on the FCRI-SF (i.e., participants scores began 

greater or equal to 13), reliably improved, and fell below 13 by post-treatment).  

Therefore, despite improvements in level of FCR, the majority of participants (87%) were 

still experiencing clinically significant levels of FCR at post-treatment. A recent study 

published by Fardell and colleagues (2018) determined that a cut-off point of 22 was 

more appropriate for distinguishing clinical levels of FCR than the original cut-off score 

when survivors' scores were compared with the gold-standard method of assessing FCR 

(the Structured Interview for Fear of Cancer Recurrence). When the present data was 

examined with the new suggested  cut-off, 58% of participants scored above cut-off at 

pre-treatment and 18% demonstrated reliable recovery. While the proportion of change in 

symptoms over time is not affected by cut-off decisions; the cut-off point suggested by 

Fardell and colleagues (2018) appears to be a more face-valid and change-sensitive point 

that distinguishes severity levels of FCR.  Although the self-guided and technician-
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guided groups improvement in FCR did not appear significantly different, the study was 

not adequately powered to test for non-inferiority between groups.  

 The moderate effect sizes for FCR reduction found in the present study is 

consistent with effect sizes reported in several interventions targeted directly at FCR 

(Herschbach et al., 2010, Lebel et al., 2014; Tomei et al., 2017; van de Wal et al., 2017).  

Furthermore, the relatively low reliable improvement rate of 31% in the present study is 

consistent with a 30% clinical improvement rate cited by a recent RCT of a blended in-

person and online CBT intervention focused directly on reducing FCR in breast, prostate, 

and colorectal cancer survivors (van de Wal et al., 2017).  The literature surrounding 

FCR is improving; nevertheless, relatively low rates of clinical improvement found in 

several studies including the present study may reflect the lack of consensus regarding 

the construct of FCR and the difficulty finding appropriate assessment tools and clinical 

severity indicators.  Relative to FCR specific interventions, the present intervention 

demonstrated equivalent FCR effect sizes as well as large effect sizes for reductions in 

symptoms of depression and anxiety.  Several studies did not measure depression and 

anxiety specifically (Lebel et al., 2014; Tomei et al., 2017), but van de Wal and 

colleagues (2017) reported less significant improvements in depression and anxiety in 

addition to FCR.  FCR-specific interventions focus on cognitive components but appear 

to lack behavioural strategies that might account for the increased effectiveness of 

Wellbeing After Cancer for decreasing symptoms of depression and generalized anxiety.  

The transdiagnostic nature of Wellbeing After Cancer appears to be highly effective at 

targeting many aspects of cancer survivor’s experiences, although there is still room for 

improvement.  The efficacy of acceptance and commitment therapies (ACT) in treating 
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anxiety and depression in chronic pain populations is well established (e.g., Veehof, 

Trompetter, Bohlmeijer, & Schreurs, 2016). Given the link between chronic pain and the 

chronic nature of FCR, a greater integration or emphasis on acceptance and commitment 

strategies in Wellbeing After Cancer may be a valuable future adaptation to improve FCR 

recovery rates. 

Distress and mental quality of life. Significant improvements ranging from 

moderate to large effects were found for all subscales of the DASS-21 (stress, anxiety, 

and depression).  The combination of the three subscales reflect a general measure of 

psychological distress (Henry & Crawford, 2005). Large effects were found for 

participants’ improvement on this general distress measure for both treatment groups (d 

range = 1.08-1.24), with an average 45-48% percentage reduction in distress from pre-

treatment to post-treatment. By 1-month follow-up, distress had decreased further (53-

56% improvement from baseline).  Non-inferiority was not able to be determined 

between treatment groups at post-treatment; however non-inferiority was established at 

the 1-month follow-up point, indicating no differences between treatment groups for 

reductions in distress.  While sample size is one factor that affects power for non-

inferiority analyses, other factors including mean symptom change for each scale, the 

variance in participants' symptom change, and the scale's sensitivity to change, all impact 

the ability to determine non-inferiority.  A clearer pattern of change and lower variance 

allowed non-inferiority to be determined for primary outcome measures.  A combination 

of lower mean symptom change, greater variance, and lower scale sensitivity precluded 

non-inferiority determinations for most secondary outcome measures. 
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In regard to quality of life, participants reported significantly higher scores, 

indicative of improved quality of life on the mental scale of the SF-12.  The improvement 

magnitudes were large for both treatment groups (d range: 0.98-1.34), with an average 

24-33% improvement in mental quality of life at post-treatment.  Treatment effects were 

even larger at 1-month follow-up (d range: 1.26 - 1.57).  Although both treatment groups 

demonstrated large improvements in mental quality of life, non-inferiority was not able to 

be determined between groups.   

 Results from the present study regarding distress and quality of life are consistent 

with data on in-person psycho-oncologic interventions in cancer patients (Faller et al., 

2013) and are an improvement over findings of recent large trials of ICBT in cancer 

survivors (David et al., 2013; van den Berg et al., 2015).  For in-person psycho-oncologic 

interventions, a review of 198 interventions demonstrated that psychotherapy and 

psychoeducation programs had a small to medium effect on cancer patients’ distress and 

quality of life. However, when studies pre-selected participants based on some level of 

baseline distress, treatment effects were large, consistent with findings in the present 

study.  Relative to large scale ICBT trials for cancer survivors, one trial found small 

improvements in distress (van den Berg et al., 2015), while others did not include distress 

or quality of life measures (Willems et al., 2013) or found no improvements (David et al., 

2013).  

6.2 Treatment Satisfaction and Adherence 

 In addition to treatment effectiveness, participant satisfaction, acceptability, and 

adherence to treatment are imperative when evaluating an intervention aimed at being a 

scalable widely-accessed treatment.  Participants were expected to report high 
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satisfaction ratings of Wellbeing After Cancer and this hypothesis was supported.  From 

those who completed the post-treatment satisfaction questions (98%), almost all 

participants in the self-guided group and technician-guided group reported that they 

would recommend the course to a friend (100% and 98%, respectively) and felt the 

course was worth their time (98% for both groups).  Overall, satisfaction ratings were 

high with the majority of participants reporting being satisfied or very satisfied with the 

course (85% self-guided, 90% technician-guided).   The current results are consistent 

with those reported in previous ICBT trials for individuals with anxiety and depression 

(Dear et al., 2011; Dear et al., 2015; Johnston et al., 2011; Titov et al., 2015). Of the 

recent large-scale trials examining ICBT in cancer populations (David et al., 2013; van 

den Berg et al., 2015; Willems et al., 2017), two studies did not include treatment 

satisfaction measures (van den Berg et al., 2015 & Willems et al., 2017).  David and 

colleagues (2013) found high satisfaction ratings following their course, with 88% of 

their participants indicting they would recommend their course to a friend, despite the 

lack of efficacious results.  Satisfaction ratings were higher for the present study, with 

98% of participants being willing to recommend Wellbeing after Cancer to a friend.  

 The high satisfaction ratings found in the present study are not representative of 

all cancer survivors.  The present sample self-selected to participate in ICBT, therefore 

likely had a favorable attitude about ICBT not necessarily present in all individuals.  For 

example, researchers found that health anxious individuals in primary care preferred in-

person CBT and/or medication over ICBT to treat their anxiety, suggesting that ICBT is 

not the right fit for everybody (Soucy & Hadjistavropoulos, 2017).  Given that ICBT is a 

novel treatment approach, it is reassuring that perceptions of ICBT improve following 
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education about ICBT (Soucy, Owens, Hadjistavropoulos, Dirkse, & Dear, 2016), but it 

is important to acknowledge that ICBT might not be the best treatment for all cancer 

survivors. 

 No significant differences in overall satisfaction level or program completion 

were found between self-guided or technician-guided groups.  This finding is consistent 

with other studies (Dear et al., 2015; Johnston et al., 2011; Titov et al., 2015) who have 

evaluated self-guided or coached programs.  Analyses examining differences in 

satisfaction between groups were not statistically significant for the present study, but the 

differences did approach statistical significance.  Further, while there was no difference 

between number of participants completing the course, participants in the technician-

guided group logged-in more frequently than participants in the self-guided group.  

Taken together, a larger sample size might produce differences in satisfaction and 

engagement in favor of technician-guided participants.   

 The hypothesis that most participants would not report a need for more support 

was confirmed.  The vast majority of participants (91%) felt that the amount of support 

provided with the program was appropriate, regardless of group assignment.  Of the 9% 

of participants who would have preferred more support, two thirds were self-guided 

participants and one third were technician-guided participants.  Significant differences 

between groups emerged in regard to satisfaction with group allocation at program 

completion.  Those allocated to the technician-guided group were more satisfied with the 

level of support than those in the self-guided group.  To reiterate, no participants 

expressed any level of dissatisfaction with their allocation or satisfaction with support, 
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but the strength of level of satisfaction (i.e., neutral, satisfied, very satisfied) differed 

between groups.   

 Participants’ responses to open-ended questions revealed important aspects of the 

program regardless of group assignment.  Knowing that “someone was there” if required 

and the email reminders that prompted engagement with the program were cited as 

strengths of both treatment groups.  While participants in the technician-guided group 

valued the support from the technician, several participants from both groups indicated 

that a more personalized course would be beneficial, suggesting areas of improvement for 

both treatment formats.  Regardless of group assignment, a few individuals expressed 

suggestions for change. Participants’ feedback underscores the importance of having a 

clear evidence-based course, automated reminders, as well as having an individual 

associated with the course, at the very least monitoring a participant’s progression 

through the course. 

 Adverse effects.  Examining adverse effects of ICBT is important when 

considering the widespread application of ICBT as a likely alternative to face-to-face 

treatment. In the present study, 10% of participants reported a negative effect as a result 

of participating in Wellbeing After Cancer and 16% reported the emergence of new 

psychological symptoms.  These rates are fairly consistent with findings from a review 

which examined negative effects reported among recent trials of ICBT for a variety of 

psychiatric disorders and procrastination (Rozental, Boettcher, Andersson, Schmidt, & 

Carlbring, 2015). Authors reported that, on average, 9.3 % of participants reported some 

form of negative effect following ICBT.  Negative effects could be categorized as either a 

patient-related negative effect or a treatment-related negative effect (Rozental et al., 
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2015). Patient-related negative effects included the development of greater insight and 

awareness into factors that might be contributing to their psychological symptoms and/or 

new or increased levels of symptoms as a result of beginning to address issues and 

engage in treatment.  Treatment-related negative effects were those related to the 

implementation of the ICBT program or the format of service delivery. The majority of 

feedback about negative effects provided by participants in the present study would be 

categorized as patient-related negative effects, such as increased symptoms as a result of 

increased awareness of their symptoms, thoughts, and behaviours.  Patient-related 

negative effects do not necessarily have to be addressed by providers of ICBT as 

fluctuation in psychiatric symptoms and distress related to working through treatment is a 

normal reaction to therapy (Crown, 1983, Rozental et al., 2014; Rozental et al., 2015).  

Further, Rozental and colleagues (2015) recommend differentiating between negative 

effects and negative outcome as they argue that not all negative effects are necessarily 

problematic or enduring.  Only one participant in the present study had a reliable 

deterioration in symptoms on a primary outcome measure, supporting the position that 

patient-related negative effects may not always be problematic.  Consistent with previous 

research (Andersson et al., 2016; Rozental et al., 2014), the current results support 

continuing to record adverse effects and negative outcomes in order to: a) adequately 

inform participants of potential adverse effects and b) identify any treatment-related 

negative effect that could be modified.   

6.3 Limitations 

The present results contribute significantly to the ICBT and psycho-oncologic 

literature; however, there are several limitations that provide directions for future 
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research. First, the present study had a relatively small sample size due to time and 

budget constraints.  The study had sufficient power to detect moderate to large 

differences between groups, but not to detect very small differences between groups.  

Additional factors including mean symptom change for each scale, the variance in 

participants' symptom change, and the scale's sensitivity to change, all impacted the 

ability to determine non-inferiority.  As such, non-inferiority was only able to be 

determined for primary but not secondary outcome measures. Consequently, small 

differences could exist between groups that could be revealed in future studies with larger 

samples of participants. 

 A second limitation is the duration of follow-up analyses. The decision to conduct 

follow-up analyses at 1-month post-treatment was due to time constraints.  While we saw 

additional improvement in participants’ symptoms at follow-up, a longer follow-up 

period would allow for greater confidence in the maintenance of symptom improvements.  

A 6-month follow-up period for computerized CBT is suggested as ideal to allow the 

treatment to take its full effect and to determine the longer-term effects of treatment 

(McCombie, Gearry, Andrews, & Mikocka-Walus, 2015). 

 Third, as both the technician for participants in Wellbeing After Cancer and the 

primary researcher, Ms. Dirkse had a dual role in this study.  This dual role could be 

considered both a strength in terms of investment in the study and a weakness in terms of 

being able to generalize the results to other similar studies. Completion rates for the 

present study were higher than are typically seen, particularly for self-guided participants.  

Authors of a recent systematic review reported that the type of individual who invited 

participants to psychosocial oncology research (i.e., clinical staff, a member of the 



 

 107

research team, mixed, or other) had no effect on participation rates across 79 studies.  

Conversely, several studies mentioned that one of the primary reasons individuals choose 

to participate in research studies is for altruistic reasons (Godskesen, Hansson, Nygren, 

Nordin, & Kihlbom, 2015; Moorcraft et al., 2016).  The higher completion rates seen in 

the present study could be due to participants increased desire to help the primary 

researcher/technician.  Future implementation research should continue to examine 

whether clinical outcomes, completion rates, or satisfaction differs when the program is 

delivered and implemented by multiple individuals.  

 Fourth, although participant preference for level of support was explored, there 

are inherent difficulties in this assessment process.  Asking participants to indicate their 

preference of treatment groups prior to any experience with ICBT is difficult because 

participants base their preference on a short description of the course and type of support.  

Other studies have also recognized the limitations in assessing preference of a novel 

treatment and acknowledged that different descriptions of the treatment groups could 

potentially affect preference ratings (Schneider & Hadjistavropoulos, 2014).  Assessing 

participant preference after program completion is also confounded by biases resulting 

from individuals’ experience with their respective treatment condition. Future research 

incorporating preference assessments may consider using educational videos prior to 

individuals receiving ICBT in order to increase knowledge and perceptions of this novel 

treatment (Soucy et al., 2016). 

 Finally, the sample that participated in Wellbeing After Cancer was predominately 

well-educated Caucasian females.  The demographics are consistent with previous ICBT 

research, but continue to limit the generalizability of results.  The limitation may be 
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particularly important when considering the scalability of this program. Future research 

should test the effectiveness of ICBT in a more diverse sample. 

6.4 Implications for Future Practice and Research 

 The present study followed recommendations for the advancement of intervention 

research by utilizing a step-wise approach to evaluation, namely conducting a full-scale 

trial following a feasibility study (Campbell et al., 2000).  Moreover, the examination of 

two scalable treatment options, self-guided and technician-guided Wellbeing After 

Cancer, in contrast to a RCT is responsive to recommendations from experts in ICBT 

who suggest that ICBT research should move away from efficacy and focus on 

implementation and dissemination (Andersson & Hedman, 2013).  The present study 

results indicate participants in both self-guided and technician-guided Wellbeing After 

Cancer adhered to the intervention, achieved symptom improvement, and were highly 

satisfied with the program.  Small differences in engagement and satisfaction between 

groups, highlight the next area of research priority: elucidating potential differences with 

a larger sample size. The considerable sample size required to detect small differences 

between two active treatment groups underscores the importance for future research to 

maximize the utility of a large sample to answer questions not only about effectiveness 

but also about implementation. For example, a formal analysis of the cost-effectiveness 

of each form of support as well as the ratio of effectiveness to cost should be examined.  

Such examinations would aid in determining whether one form of support should be 

chosen over another or whether a stepped-care approach would be most efficient and 

acceptable to clients and care-providers. Larger sample sizes will also facilitate obtaining 
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a more representative sample of the population and allow for analyses of variables that 

may aid in predicting individuals who would benefit from additional support. 

 Following a large trial that elucidates the effect of different forms of ICBT comes 

the largest challenge: making decisions regarding implementation on a nation-wide level.   

The most salient challenge is funding.  Who pays for this service?  It would be arduous to 

coordinate and obtain funding from the government given that health-care is funded 

provincially. Possibly, funding could be obtained from a national charitable organization 

(i.e., Canadian Cancer Society). Indeed, a useful model of national implementation has 

been demonstrated by Cancer Chat Canada which is an organization of professionally-led 

support groups for Canadians with cancer.  Cancer Chat Canada was originally funded by 

provincial health care and then transitioned to being funded by two charitable 

organizations sequentially. Another possibility to longstanding implementation could be 

by creating buy-in with personal health-care insurers across the country (e.g., Blue Cross 

Canada) who would be interested in funding a relatively low-cost treatment option. Each 

potential option is accompanied by advantages and disadvantages which need to be 

carefully considered and evaluated. 

 Once funding is secured, another important area for future research is identifying 

strategies to improve up-take of an evidence-based psychological treatment. Evidence-

based treatments for treating anxiety and depression (e.g., CBT) have existed for decades, 

yet there are many individuals who do not receive treatment.  Dobson and Beshai (2013) 

proposed several explanations for the gap between research and practice for empirically 

supported interventions. One explanation is the lack of awareness of outcome research 

for empirically supported treatments (Boisvert & Faust, 2006). Another reason is the 
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limited understanding of how an empirically supported treatment will fit with a clinical 

rather than research population.  Unfortunately, the lack of knowledge evident within 

psychological service providers (Dobson & Beshai, 2013) is likely amplified when it 

comes to primary health care professionals relevant to cancer survivors (i.e., general 

practitioners, oncologists).  Shafran and colleagues (2009) suggest significant value in 

providing education to individuals involved in implementation about research outcome, 

how a treatment addresses comorbidity and severity (i.e., how the treatment will work for 

real-life patients), and how treatment can be tailored to different individuals.  Further, 

Dobson and Beshai (2013) recommend systematically studying implementation and 

dissemination of an empirically supported treatment. While ICBT overcomes many 

treatment barriers which should inherently increase uptake of treatment, this needs to be 

empirically investigated.  A recent study examined the facilitators and barriers 

encountered in the successful integration of ICBT (the Wellbeing Course) in community 

mental health clinics in Saskatchewan using the Consolidated Framework for 

Implementation Research (Hadjistavropoulos, Nugent, Dirkse, & Pugh, 2017). 

Implementation of a cross-country program delivered from a central-site and directed at a 

primary-health population would evidently require its own implementation study, 

however would benefit from using an implementation framework such as the 

Consolidated Framework for Implementation Research to plan and evaluate 

implementation progress. A final recommendation from Dobson and Beshai (2013) is to 

actively and thoroughly share the results of research trials with key funders and 

stakeholders.  A study examining the most effective ways of disseminating and 
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influencing stakeholders would be of significant future value in bridging the gap between 

research and practice.  

6.5 Conclusions 

 The results of the present study contribute to the literature by providing evidence 

for the effectiveness, acceptability, and non-inferiority of two forms of non-therapist 

guided ICBT for the treatment of anxiety and depression symptoms in cancer survivors 

across Canada.  The present study is currently one of few large trials that demonstrate 

effectiveness of ICBT in cancer survivors and is the only Canadian study comparing two 

forms of ICBT.  Furthermore, the present study demonstrated that a transdiagnostic 

treatment program for anxiety and depression can also significantly reduce levels of fear 

of cancer recurrence, with similar effects to current fear of cancer recurrence specific 

interventions. Overall, the study uniquely contributes to both the ICBT and the psycho-

oncologic literature. 

 Taken together, the results of this dissertation indicate that Wellbeing After 

Cancer, a transdiagnostic ICBT course provided with scalable support options (i.e., self-

guided and technician-guided) is an effective treatment option that could be delivered 

across Canada to cancer survivors.  The results of this study support delivery of 

Wellbeing After Cancer to survivors across the country from one centralized site.  The 

centralized approach is unequivocally less complicated than a multi-site implementation, 

particularly given that the Online Therapy USER is the only established ICBT centre in 

Canada.  Challenges continue to exist in regard to obtaining appropriate funding and 

ensuring adequate awareness and referrals from health-care providers and survivors 

across the country. Larger scale studies which also examine cost-effectiveness will 
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provide evidence to bolster the rationale to obtain funding. Future research examining 

dissemination routes will help to elucidate the most effective means for increasing 

knowledge and referral to ICBT. The present study demonstrated that an evidence-based 

treatment to reduce depression and anxiety symptoms in cancer survivors exists and has 

the potential to change the mental health landscape for cancer survivors in Canada.  

Future implementation of Wellbeing After Cancer could fulfill the ultimate hope, to 

increase and simplify access to an evidence-based treatment that will reduce the burden 

of psychological distress and improve well-being for Canadian cancer survivors.  
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APPENDIX A: Patient Health Questionnaire – 9 Item Depression Scale (PHQ-9) 

 

Over the last 2 weeks, how often have 
you been bothered by any of the 
following problems? 

Not at all Several 
days 

More than 
half the 

days 

Nearly 
every day 

1. Little interest or pleasure in doing 
things 

0 1 2 3 

2. Feeling down, depressed, or hopeless 0 1 2 3 

3. Trouble falling asleep or staying 
asleep, or sleeping too much 

0 1 2 3 

4. Feeling tired or having little energy  0 1 2 3 

5. Poor appetite or overeating  0 1 2 3 

6. Feeling bad about yourself – or that 
you are a failure or have let yourself or 
your family down 

0 1 2 3 

7. Trouble concentrating on things, such 
as reading the newspaper or watching 
television 

0 1 2 3 

8. Moving or speaking so slowly that 
other people could have noticed? Or the 
opposite – being so fidgety or restless 
that you have been moving around a lot 
more than usual 

0 1 2 3 

9. Thoughts that you would be better 
off dead or of hurting yourself in some 
way 

0 1 2 3 

  Total Score ________  = Add 
Columns 

_____ + _____ + _____  

If you checked off any problems, how difficult have these problems made it for you to do your 
work, take care of things at home, or get along with other people? 
 
Not difficult at all    Somewhat difficult      Very difficult   Extremely difficult 
□      □      □     □   
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APPENDIX B: Generalized Anxiety Disorder 7-item (GAD-7) 

 

Over the last 2 weeks, how often 
have you been bothered by the 
following problems? 

Not at all Several 
days 

More 
than half 
the days 

Nearly 
every day 

1. Feeling nervous, anxious or on 
edge 

0 1 2 3 

2. Not being able to stop or control 
worrying 

0 1 2 3 

3. Worrying too much about 
different things 

0 1 2 3 

4. Trouble relaxing 0 1 2 3 

5. Being so restless that it is hard to 
sit still 

0 1 2 3 

6. Becoming easily annoyed or 
irritable 

0 1 2 3 

7. Feeling afraid as if something 
awful might happen. 

0 1 2 3 

  Total Score ________  = Add 
Columns 

_____ + _____ + _____  

 

If you checked off any problems, how difficult have these problems made it for you to do 
your work, take care of things at home, or get along with other people? 

Not difficult  

at all 

Somewhat  

difficult 

Very  

Difficult 

Extremely  

difficult 
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APPENDIX C: Suicide Behaviours Questionnaire (SBQ-R) 

 

1. Have you ever thought about or attempted to kill yourself? (check one only) 

 1. Never  

 2. It was just a brief passing thought 

 3a. I have had a plan at least once to kill myself but did not try and do it 

 3b. I have had a plan at least once to kill myself and really wanted to die 

 4a. I have attempted to kill myself but did not want to die 

 4b. I have attempted to kill myself, and really hoped to die  

 

2. How often have you thought about killing yourself in the past year? (check 

one only) 

 1. Never  

 2. Rarely (1 time) 

 3. Sometimes (2 times) 

 4. Often (3-4 times) 

 5. Very Often (5 or more times) 

 

3. Have you ever told someone that you were going to commit suicide, or that 

you might do it? (check one only) 

 1. No 

 2a. Yes, at one time, but did not really want to die 

 2b. Yes, at one time, and really wanted to die 
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 3a. Yes, more than once, but did not want to do it  

 3b. Yes, more than once, and really wanted to do it  

 

4. How likely is it that you will attempt suicide someday? (check one only) 

 0. Never  4. Likely  

 1. No chance at all   5. Rather Likely  

 2. Rather unlikely   6. Very Likely  

 3. Unlikely    
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APPENDIX D: Fear of Cancer Recurrence Inventory – Short Form (FCRI-SF) 
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APPENDIX E: Depression and Anxiety Stress Scales (DASS-21) 

Please read each statement and circle a number 0, 1, 2 or 3 which indicates how much the statement 
applied to you over the past week.  There are no right or wrong answers.  Do not spend too much time 
on any statement. 

The rating scale is as follows: 

0  Did not apply to me at all 
1  Applied to me to some degree, or some of the time 
2  Applied to me to a considerable degree, or a good part of time 
3  Applied to me very much, or most of the time 
 

1 I found it hard to wind down 0      1      2      3 

2 I was aware of dryness of my mouth 0      1      2      3 

3 I couldn't seem to experience any positive feeling at all 0      1      2      3 

4 I experienced breathing difficulty (eg, excessively rapid breathing, 
breathlessness in the absence of physical exertion) 

0      1      2      3 

5 I found it difficult to work up the initiative to do things 0      1      2      3 

6 I tended to over-react to situations 0      1      2      3 

7 I experienced trembling (eg, in the hands) 0      1      2      3 

8 I felt that I was using a lot of nervous energy 0      1      2      3 

9 I was worried about situations in which I might panic and make 
a fool of myself 

0      1      2      3 

10 I felt that I had nothing to look forward to 0      1      2      3 

11 I found myself getting agitated 0      1      2      3 

12 I found it difficult to relax 0      1      2      3 

13 I felt down-hearted and blue 0      1      2      3 

14 I was intolerant of anything that kept me from getting on with 
what I was doing 

0      1      2      3 

15 I felt I was close to panic 0      1      2      3 

16 I was unable to become enthusiastic about anything 0      1      2      3 

17 I felt I wasn't worth much as a person 0      1      2      3 

18 I felt that I was rather touchy 0      1      2      3 

19 I was aware of the action of my heart in the absence of physical 
exertion (eg, sense of heart rate increase, heart missing a beat) 

0      1      2      3 

20 I felt scared without any good reason 0      1      2      3 

21 I felt that life was meaningless 0      1      2      3 
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APPENDIX F: The 12-Item Short Form Health Survey (SF-12) 

 

The SF-12 is available for licensure by students from Quality Metric. The SF-12 is copy 

written 

and will not be included in this Appendix.  
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APPENDIX G: Treatment Satisfaction Questionnaire (TSQ) 

 
Thanks again for assisting with this important clinical research. We would be very 
grateful if you would help us to improve our program by answering the following 
questions.  
 
1. Overall, how satisfied were you with treatment?  

a) Very dissatisfied  
b) Dissatisfied  
c) Neutral  
d) Satisfied  
e) Very satisfied  

 
2. How satisfied were you with the quality of the Modules and Guides?  

a) Very dissatisfied  
b) Dissatisfied  
c) Neutral  
d) Satisfied  
e) Very satisfied  

 
3. Would you feel confident recommending this treatment to a friend?  

a) Yes  
b) No  

 
4. Was it worth your time doing Wellbeing After Cancer?  

a) Yes  
b) No  

 
5. How has participating in Wellbeing After Cancer affected your confidence that you 
can learn to manage your symptoms?  

a) Greatly reduced  
b) Reduced  
c) No change  
d) Increased  
e) Greatly increased  

 
6. How has participating in this Course affected your motivation to seek more treatment 
if you need it in the future?  

a) Greatly reduced  
b) Reduced  
c) No change  
d) Increased  
e) Greatly increased 
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APPENDIX H: Participant Preference and Satisfaction with Level of Support/ 
Negative Effects and Adverse Events 

 
Questions to Participants about Preference for Level of Support 
 
1. How satisfied are you with the level of support you were allocated to (either self-
guided or technician-guided)? 

a) Very dissatisfied  
b) Dissatisfied  
c) Neutral  
d) Satisfied  
e) Very satisfied  

 
2. Did you have a preference about the level of support you wanted to receive, prior to 
being assigned? 

a) No, I didn't have a preference 
b) Yes, I preferred the self-guided Wellbeing After Cancer Course 
c) Yes, I preferred the technician-guided Wellbeing After Cancer Course 

 
3. If a preference was expressed... 
 
How strongly did you hold your preference? 

a) Very strongly 
b) Moderately 
c) Somewhat 
d) Weakly  

 
After Treatment - Questions to Participants about Satisfaction with Level of 

Support 
 
1. Overall, how satisfied were you with the level of support you received along with the 
Wellbeing After Cancer Course (either self-guided or technician-guided)?  

d) Very dissatisfied  
e) Dissatisfied  
f) Neutral  
g) Satisfied  
h) Very satisfied  

 
2. Was the support you received along with the Wellbeing After Cancer Course _____? 

a) Too little 
b) Just right 
c) Too much 

 
3. What did you like about the support you received along with the Wellbeing After 
Cancer Course (either self-guided or technician-guided)? 
 __________________________ 
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4. What would you have changed about the support you received along with the 
Wellbeing After Cancer Course? 
__________________________ 
 
Negative Effects or Events 
 
1. Did you experience any negative effects of treatment? 

a) Yes 
b) No 

 
If so, please explain what the negative effect was? 
____________________________ 
 
2. Did you experience any new psychological symptoms while working through the 
course? 

a) Yes 
b) No 

 
If so, what was/were the new symptom(s)? 
____________________________ 
 
3. Did you experience any unwanted events during the course of the program (e.g., family 
member death, loss of a job)? 

a) Yes 
b) No 

 
4. If so, do you feel like it negatively impacted your participation, engagement, or benefit 
from the program? 

a) Yes 
b) No 
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