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A B S T R A C T

Previous research has reported mixed findings regarding the relationship between therapeutic alliance, en-
gagement and outcomes in e-mental health. This study aims to overcome some of the methodological limitations
of previous research and extend our understanding of alliance-outcome relationships in e-mental health by
exploring the nature of the relationship triangle between the patient, their care manager and their computerized
cognitive behavioural therapy (CCBT) program, accessed with or without an Internet Support Group (ISG).

Positive patient-rated alliance with both their care manager and the CCBT program itself was found and these
were significantly associated with measures of engagement and clinical outcome. The magnitude of this asso-
ciation was moderate, and within the range of that reported for traditional face-to-face psychotherapies in recent
meta-analyses. Limitations of the study, including the reliance on completer data and a cross-sectional design,
and directions for future research are presented. Our findings suggest that both the training and supervision of
support staff and the optimization of CCBT interventions themselves to enhance alliance and experience may
lead to improved engagement and outcomes.

Trial Registration: Clinicaltrials.gov Identifier: NCT01482806 https://www.clinicaltrials.gov/ct2/show/
NCT01482806?term=rollman&rank=4

1. Introduction

There is growing evidence that guided computerized cognitive be-
havioural therapies (CCBT) can be an effective intervention for
common mental health problems, including anxiety and depression
(Andersson, 2016; Andersson et al., 2014; Andrews et al., 2010; Grist
and Cavanagh, 2013; Newby et al., 2016; Richards and Richardson,
2012). Most of the studies to date have focused on evaluating the fea-
sibility and clinical outcomes of such interventions, whilst limited re-
search has begun to explore the change processes associated with their
impact (Cavanagh and Millings, 2013).

1.1. Working alliance and guided CCBT

In traditional psychological therapies the quality of ‘common fac-
tors’, including the therapeutic relationship, are widely held to be im-
portant for patient engagement and clinical outcomes (Horvath et al.,
2011; Lambert and Barley, 2001). These include the ‘working alliance’ –

a collaborative relationship between the patient and professional con-
sisting of three elements: agreement on the goals of treatment, agree-
ment of the tasks of treatment, and a positive personal/emotional bond
(Bordin, 1979). Guided CCBT presents a challenge to the importance of
these factors as therapeutic interactions are typically limited, remote,
and often asynchronous; for example, communication may occur only
by text message or email. CCBT is commonly offered as a ‘pre-
dominantly self-guided therapy’ or ‘minimal contact therapy’ (Newman
et al., 2011), with contact time ranging from< 1.5 h in total
(Andersson, 2009; Titov, 2011) to more active involvement by the
clinician, but to a lesser degree than in a traditional therapy for the
target problem (Newman et al., 2011). Despite the belief amongst many
clinicians that extended face-to-face contact is essential for a mean-
ingful working alliance to be established or maintained (Berger, 2015;
Lopez, 2015), where measured, the client-rated relationship appears
fairly robust to distance and limited contact. Perhaps surprisingly, given
the more limited nature of this contact, where compared, no significant
differences in patient-rated alliance have been found between guided
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2884 Referred by PCP 

2238 Contacted by Phone 

646 Unable to Contact 

454 Did Not Consent to Screen 

1784 Consented to Telephone Screen 

951 Eligible for Baseline Assessment 

247 Did Not Consent to Study 

704 Randomized at Baseline 

 GSI + TBCC 203 TBCC 103101  Usual Care 

833 Ineligible 

     65 No Internet/Email/Telephone 

     90 in MH Treatment 

    139 Severe MH Condition/ Bipolar 

     25 Alcohol Abuse 

     479 PHQ-9/GAD-7 <10 

     33 Other 

6–Month Follow Up 

   253Completed Assessments 

   194 Completed Treatment Measures 
1
 

    29 Missed 

    9 Withdrawn 

Baseline Assessment 

   SF-12 

   PROMIS Mood 

   PROMIS Anxiety 

6–Month Assessment 

    SF-12 

    PROMIS Mood 

    PROMIS Anxiety 

    Treatment Measures 
1 

3–Month Assessment 

   SF-12 

    PROMIS Mood 

    PROMIS Anxiety 

    
 

3–Month Follow Up 

   258 Completed 

    34 Missed 

    9 Withdrawn 

6–Month Follow Up 

 259 Completed Assessments 

  200 Completed Treatment Measures 
1
 

  25 Missed 

  9 Withdrawn 

3–Month Follow Up 

   260Completed 

    33 Missed 

    9 Withdrawn 

Fig. 1. Flowchart of participants.
1Working Alliance Inventory, ‘Beating the Blues’ Sessions Rating Scale, and Overall Treatment Satisfaction Scale.
Abbreviations: CCBT, computerized cognitive behavioural therapy; GAD-7, 7-item Generalized Anxiety Disorder Scale; ISG, Internet support group; MH, mental health; PCP, primary care
physician; PHQ-9, 9-item Patient Health Questionnaire; PROMIS Anxiety, Patient-Reported Outcomes Measurement Information System for Anxiety (fixed length, short form); PROMIS
Depression, Patient-Reported Outcomes Measurement Information System for Depression (fixed length, short form), SF-12 MCS, Medical Outcomes Study Short Form Mental Component
Scale.
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