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 19 

Introduction 20 

Social anxiety disorder and panic disorder constitute two of the most common 21 

psychiatric disorders in the general population (Alonso et al., 2004; Kessler, Berglund, 22 

et al., 2005; Kessler, Chiu, et al., 2005).  They are both associated with significant 23 

functional impairment (Stein et al., 2000; Stout et al., 2001) and are considered to be 24 

chronic if no treatment is administered  (Bruce et al., 2005). One of the most common 25 

therapeutic treatments for social anxiety disorder and panic disorder is Cognitive 26 

Behavioral Therapy (CBT) which extensive research has found to be an effective 27 

treatment of anxiety disorders (Mitte, 2005; Norton & Price, 2007). 28 

 29 

Many patients, however, do not gain access to the recommended treatment (Stein et 30 

al., 2004; Wittchen & Jacobi, 2005). Reasons for this include both practical barriers, 31 
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such as lack of trained practitioners (Gunter & Whittal, 2010), and financial barriers 1 

such as the relative costliness of therapeutic treatments (Dear et al., 2011). In an 2 

attempt to overcome these barriers, psychological interventions delivered via the 3 

internet such as internet-based Cognitive-Behavioral Therapy (iCBT) with minimal 4 

support are gaining more momentum and have been found to be an effective treatment 5 

for anxiety disorders in adults (Andrews et al., 2018; Olthuis et al., 2016). ICBT differs 6 

from traditional CBT in that it does not include face-to-face time with a clinician, but 7 

instead utilizes text, audio-/video-based materials and interactive exercises that users 8 

can access on a computer. Many iCBT treatments do, however, include some form of 9 

clinician support, as this has been found to increase effect sizes (Newman et al., 2011; 10 

Peñate & Fumero, 2016) and maximize patient adherence (Andersson et al., 2008; 11 

Mewton et al., 2014). 12 

 13 

Several studies have found iCBT to be an acceptable treatment for patients with 14 

anxiety disorders (Andrews et al., 2018), while qualitative studies of patients 15 

experiences of iCBT treatments have identified differences in how patients handle 16 

working with the online materials on their own. A brief summary of the main findings of 17 

these studies is provided in the following.  18 

One qualitative study focused on patients’ experience of an iCBT treatment for panic 19 

disorder consisting of an information-based website in conjunction with e-mail-based 20 

therapist support. The study found that some patients liked to be able to engage in the 21 

materials in their own pace, while others had more difficulty taking responsibility for 22 

their own recovery (Advocat & Lindsay, 2010). Another qualitative study followed up on 23 

user experiences four years after completing an iCBT program for social anxiety 24 

disorder (Halmetoja et al., 2014). The study found that sustained effects of the 25 

treatment was reported amongst all the patients who by themselves had managed to 26 

take an active approach with the online treatment and had overcome setbacks and 27 

barriers in the process of working with the material. Patients describing a more passive 28 

approach did not continue working with the materials when the treatment ended and 29 

reported continuous difficulty in handling symptoms of social anxiety disorder. 30 

In a meta-synthesis of common themes in user experiences across eight qualitative 31 

studies involving iCBT treatments for depression and anxiety disorders, the 32 

researchers found two key concepts (Knowles et al., 2014). The first key concept was 33 

the need for treatments to be sensitive to the individual user. In six out of eight studies, 34 

users expressed a need for iCBT treatments to have greater sensitivity to different 35 

clinical needs such as physical comorbidity, personal preferences such as a need for 36 

more personalized content, and finally motivational, emotional and cognitive difficulties 37 
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specific to the individual user. The second key concept regarded support. The 1 

researchers found a dialectical nature of user experiences, suggesting both negative 2 

and positive consequences of adding additional support to the treatment (ibid). Thus, 3 

while adding more support seemed to make iCBT more acceptable to some users who 4 

found it difficult or less meaningful working with online materials on their own, others 5 

who did not share this need experienced the added support as lessening the benefits 6 

of being able to work more autonomously with their problems. 7 

 8 

Adherence to iCBT, broadly defined as having completed a predefined treatment 9 

program or at least essential parts of it, have been found to be equal to that found in 10 

face-to-face CBT (Van Ballegooijen et al., 2014). As studies suggest that adherence to 11 

iCBT is associated with treatment outcome (Hedman et al., 2012; Hilvert-Bruce et al., 12 

2012) specific attempts have been made to identify predictors of adherence to iCBT. In 13 

a review of 23 randomized controlled trials (RCT) of iCBT for depression and anxiety 14 

disorders, where participants had been randomly allocated to either active treatment or 15 

a control condition, the reviewers identified factors including disease severity, 16 

treatment length, and chronicity as predictors associated with adherence to iCBT 17 

(Christensen et al., 2009). In one large study the researchers sought to identify 18 

predictors of adherence to iCBT by collecting data from 764 patients who had 19 

undergone iCBT treatment for social anxiety disorder at a public service psychiatric 20 

clinic (El Alaoui et al., 2015). The study found that patients’ beliefs and expectations 21 

towards the treatment seemed to be even more critical for a successful intervention 22 

than both clinical and demographic factors. The authors suggest that this association 23 

between treatment credibility and adherence could indicate that when patients feel 24 

confident that the treatment will help them, they may be more willing to engage in 25 

effective treatment components of the iCBT protocol. A similar association between 26 

adherence and treatment credibility is also suggested in another study of predictors of 27 

adherence to an iCBT treatment involving  patients actively awaiting outpatient 28 

psychological treatment (Kok et al., 2017). The authors suggest that patients knowing 29 

they would receive face-to-face treatment regardless of whether they completed the 30 

iCBT treatment might have contributed to a relatively low treatment adherence. As 31 

iCBT is increasingly being offered in clinical settings were patients could be expected 32 

to show higher levels of symptom severity, chronicity and comorbidity than non-clinical 33 

samples, further research into how these patients experience and adhere to iCBT 34 

treatment is needed.  35 

 36 
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To gain more knowledge of patient experiences of iCBT treatments in a clinical setting 1 

the present study focused on conducting interviews with patients who had undergone 2 

an iCBT treatment while actively awaiting face-to-face treatment in a specialized 3 

outpatient clinic. To seek out barriers to adherence, both participants who had 4 

completed the program and participants who had withdrawn from the iCBT treatment 5 

before completion were interviewed.   6 

 7 

Method 8 

Context  9 

The qualitative interview study was performed in conjunction with a RCT study in which 10 

the efficacy of an iCBT treatment was testet (Mathiasen et al., 2016). Both studies took 11 

place in an outpatient clinic for anxiety disorders in a Danish specialized care setting. 12 

Intake criteria at this clinic are a current anxiety disorder diagnosis and at least two 13 

prior psychotherapy and/or medical treatment attempts after which the patient would 14 

still meet criteria for an anxiety disorder. Treatment at the clinic is mainly in the form of 15 

traditional CBT but can also include medical treatment if indicated. Participants were 16 

recruited from the waiting list at the clinic and asked to take part in the RCT. At this 17 

point the participants were also informed that they would still be able to receive the 18 

regular face-to-face treatment even if they benefited from the iCBT treatment. 19 

Participants who agreed to take part in the RCT were randomized to either active iCBT 20 

treatment or to a control condition in which they would remain on the waiting list to 21 

receive face-to-face CBT as part of the normal routine practice. 22 

Inclusion criteria for the RCT study were a primary DSM-IV diagnosis of panic disorder 23 

with or without agoraphobia or social anxiety disorder.. Exclusion criteria were 24 

developmental disorders or other cognitive disabilities, Axis II disorders other than 25 

cluster C (avoidant, dependent, obsessive-compulsive), suicidal plans, bipolar disorder 26 

and depressive psychotic features. Results of the RCT showed no significant change in 27 

symptom levels in favor of the active treatment condition compared to the control 28 

group. These results are discussed further in Mathiasen et al. (2016). 29 

 30 

The iCBT treatment 31 

Fear FighterTM is an online, self-help program specifically designed for the treatment of 32 

panic disorder and phobias (Marks et al., 2004). The original program version is in 33 

English but had been translated and adapted to Danish cultural norms prior to the 34 

Danish RCT study. The program consists of nine weekly modules that patients can 35 

access on their home computer through an internet connection. The modules contain 36 
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both text and video materials, which explain the CBT model and provides patients the 1 

opportunity to work with cognitive restructuring and exposure exercises.  The exposure 2 

exercises are introduced in module six in the treatment program. At the end of each 3 

module patients are assigned homework and asked to fill out questionnaires for 4 

continuous monitoring of outcome. The program made use of a seven-day lock, which 5 

after completion of one module in the program prevented participants to continue to the 6 

following step for seven days. This was done to create enough time for completion of 7 

homework assignments between each module. Trial participants were given 10 8 

minutes of prescheduled clinician support by telephone twice a month during their 9 

engagement in the program. The function of the telephone conversations was to help 10 

participants overcome technical barriers and address motivational issues. In addition to 11 

these prescheduled telephone conversations the trial participants were able to contact 12 

the project manager by e-mail if they encountered any technical issues.  13 

 14 

Selection of participants  15 

Participants for the interview study were recruited from the group of patients in the RCT 16 

study who had been randomized to receive active iCBT treatment. Participants were 17 

recruited consecutively so those included in the interview study were the patients who 18 

first completed or withdrew from the treatment. A total of 15 trial participants were 19 

contacted by telephone and asked to take part in the interviews. None refused.  The 20 

interview guide was piloted with a single participant. This interview is not included in 21 

the present analysis. Two participants (both non-completers) cancelled the interview 22 

appointment, stating that that they could not find the time and subsequently did not 23 

respond to further inquiries. These two trial participants did not differ systematically 24 

from the other interview participants in terms of demographic characteristics. As 25 

approval from the local Scientific Ethics Committee regarding interview studies is not 26 

required, according to § 14, part 2 of the Committee Act, such an approval was not 27 

sought for the present study. Written informed consent was however obtained from all 28 

interview participants prior to their engagement in the interviews. 29 

 30 

Participants 31 

Table 1 shows the participant characteristics.  Of the twelve participants, five had 32 

completed all nine steps of the iCBT treatment and seven had withdrawn from 33 

treatment after completing between 0-6 steps (Mean = 3.7). The study included six 34 

men and six women aged 21-66 with a mean age of 38.0 (SD = 12.0). Ten participants 35 

met DSM-IV criteria for social anxiety disorder, while two participants met the criteria 36 
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for panic disorder. Eight participants also met criteria for at least two co-morbid 1 

psychiatric (ICD-10) diagnosis at initial assessment.  As to employment status, six 2 

participants were registered sick, two were on early retirement, two were unemployed, 3 

one was retired, and one was employed.  4 

 5 

The interviews 6 

The pilot interview was administered by telephone, whereas the twelve interviews 7 

included the study were administered face-to-face. Eleven of these took place at the 8 

clinic and one was conducted in the participant’s home. Interviews were held within 9 

one month after completion or withdrawal from the treatment and were performed by 10 

two master’s degree students in psychology. Length of the interviews ranged from 19-11 

32 minutes, with a mean of 24,25 minutes (SD = 4,75). All interviews were audiotaped 12 

and transcribed, leaving out identifying information.  13 

The semi-structured interviews were based on an interview-guide, which included 14 

open-ended questions like “could you tell me something about your experience with the 15 

program?”. These questions were included to encourage the participants to speak 16 

about their general experience of the treatment trying to capture unique aspects of their 17 

experience of the program.  Based on the pilot interview and the researchers 18 

preconceived knowledge from the field of iCBT, specific themes were also addressed. 19 

These included participants’ expectations prior to their engagement in the treatment, if 20 

and how they had benefitted from the treatment, and which treatment elements they 21 

had considered useful or less useful. 22 

 23 

Analysis 24 

Data analysis was performed after completion of all interviews. Due to the study’s 25 

specific focus on user experience, a phenomenological approach was chosen (Giorgi, 26 

1975) using thematic analysis (Braun & Clarke, 2006). In the thematic analysis the 27 

focus was on conceptualizing and understanding the meaning of each participants 28 

answers when reflecting on their experience of participating in the iCBT program. The 29 

specific analytic steps were as follows. In the first part of the analytic process, the two 30 

researchers who had also conducted the interviews worked independently, grouping 31 

together text excerpts, thought to represent specific themes across the interviews. 32 

Next, the researchers compared the themes, that had been termed during the 33 

independent coding process and came to an agreement on a set of themes. Themes, 34 

which shared commonalities, were grouped creating higher order descriptive 35 
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categories. Finally, the researchers sought to identify any differences between 1 

completers’ and non-completers’ experiences of the treatment.  2 

Throughout the analytic process a method of constant comparison (Corbin & Strauss, 3 

1990) was used to remain as close to the data as possible. Accordingly, each time a 4 

theme or a category was transformed or divided, the researchers re-examined all 5 

interviews to check for data that might fit these new conceptualizations.  6 

 7 

Results 8 

Based on the data analysis four overall categories emerged each comprising a group 9 

of four to seven themes (See Table 2). These categories included patients’ 10 

expectations and overall attitudes towards the treatment program (Attitudes towards 11 

the treatment), how patients perceived the outcome of the treatment (Outcome of 12 

treatment), how patients had made use of the materials (Use of the materials), and 13 

how patients had experienced the quality and level of support during the treatment 14 

(Support). Below the main results for these four categories are presented together with 15 

potential differences between completers and non-completers relating to the themes 16 

included. Excerpts from interviews are provided for illustrative purposes together with a 17 

participant identifier (P) and indication of treatment compliance (completer or non-18 

completer).  19 

 20 

Attitudes towards the treatment program 21 

One of the topics specifically addressed in the interview guide related to participants' 22 

expectations prior to their engagement in the program. The participants expectations 23 

ranged from not expecting the program to have any impact at all and just seeing it as 24 

something to do while on the waiting list to receive regular face-to-face treatment, to 25 

others expecting to gain significant reduction in their level of anxiety. A majority of 26 

participants did, however, express to have had no or little expectations prior to the 27 

treatment.  28 

 29 

I didn´t really expect anything. I was told that it was something I could do while on the 30 

waiting list (P 10, non-completer).  31 

 32 

I expected that it would help me quite a lot (...) That it would make everyday life easier. 33 

(P 2, completer). 34 

 35 
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Of the participants who expressed to have had moderate to high expectations towards 1 

the treatment 3 out of 4 were completers, while 6 out of 8 participants expressing to 2 

have had no or little expectations were non-completers.  3 

As for the participants’ general attitude towards the treatment program, half of the 4 

interviewed participants expressed that they did not feel the treatment program 5 

addressed their particular needs, while the other half of all the interviewed participants 6 

expressed that they did not regard the treatment program as the real treatment and 7 

repeatedly referred to the following face to face treatment as "the real treatment".  8 

 9 

I just think that I got this offer with Fear Fighter ahead of the real treatment. Kind of like 10 

a prelude for the real treatment. (P 5, non-completer). 11 

 12 

Half of the participants who expressed that they did not regard the treatment program 13 

as the real treatment did, however, also express a positive attitude towards the benefits 14 

of being able to use the program on their home computers when they had the time and 15 

motivation to do so. Other participants expressed that they thought the program might 16 

benefit other people. This last group included both participants who expressed to have 17 

been able to benefit from the program and participants who expressed to have been 18 

able to benefit from the program to a lesser extent. 19 

 20 

I can imagine that it might be useful for someone with a specific phobia or something. 21 

But for me having social anxiety and low self-esteem ... I´m probably not confident 22 

enough to go through with it  23 

(P 8, non-completer). 24 

 25 

Outcome of treatment 26 

Despite a great deal of skepticism towards the iCBT treatment, particularly amongst 27 

non-completers, a majority of the participants still expressed to have benefitted from 28 

the treatment in some way.  A non-specific benefit expressed by almost half of the 29 

participants was that the program had brought them a sense of hope that things could 30 

get better and that they themselves could influence this process.   31 

 32 

Well, I haven’t been able to benefit fully from it, because that takes time. I still have my 33 

anxiety but now I know that there is a solution. (P 4, completer). 34 

 35 

As to more specific outcomes some participants pointed to the fact that they had 36 

acquired a general knowledge about anxiety and anxiety treatment, while others 37 
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pointed out that they had also gained a better understanding of their own thought 1 

processes and had been able to change their perspective on certain elements of their 2 

anxiety.  3 

 4 

It kind of gave me something: thinking differently about it (..) becoming more aware of it 5 

and saying it out loud inside my head. (P 6, completer). 6 

 7 

Other participants particularly pointed to the fact that they had been able to broaden 8 

their behavioral repertoires in the sense that during and after their engagement in the 9 

program, they had engaged in activities they would usually have avoided. 10 

 11 

Perceived benefits of using the program both in terms of having gained a better 12 

understanding of one’s anxiety and having been able to expand one’s behavioral 13 

repertoire was expressed by completers as well as non-completers.    14 

 15 

Use of the materials 16 

When working with the program there seemed to be differences in how participants 17 

had utilized the material. Some participants managed to put the material to practical 18 

use engaging in outgoing activities, while a majority of the participants primarily 19 

displayed a somewhat passive approach in working with the materials. 20 

Those participants who had engaged in outgoing activities like exposure exercises had 21 

done so even though the program content did not always fit their particular problems.  22 

 23 

I learned that I had to expose myself in some way. I couldn´t do it exactly the way the 24 

program told me to. But I found my own way of doing it. (P 2, completer).  25 

 26 

For those participants who displayed a more passive approach, their primary 27 

engagement with the program ranged from utilizing worksheets in working with the 28 

interpretation of thoughts or earlier experienced situations that had given rise to 29 

feelings of anxiety, to just watching the psychoeducational material and using this to 30 

obtain a general knowledge about anxiety and anxiety treatment.  31 

 32 

I learned something about cognitive therapy and that you have to go out and face your 33 

fears (...) but I didn´t really get to actually doing it. (P 8, non-completer).  34 

 35 

Those participants who did not manage to put the materials to use in vivo pointed to 36 

difficulties in planning relevant exercises on their own and a need for support in 37 
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executing them as the main reasons for not having been able to engage in such 1 

activities.    2 

 3 

(..) If you are afraid of riding an elevator, it's easy. You just go and ride an elevator. But 4 

for me it wasn't that tangible, so it was difficult for me to expose myself to it. (P 12, non-5 

completer). 6 

 7 

Some participants also pointed to other aspects of working with the program that had 8 

given rise to some frustration. Apart from various technical difficulties, which had led to 9 

frustration or long periods when they were not able to work with the program, some 10 

participants specifically pointed to the questionnaires that each participant was asked 11 

to fill out at the beginning of each step in the program. In these questionnaires the 12 

participants were asked to rate their current symptoms for continuous monitoring of 13 

outcome. Some participants saw this as an unnecessarily time-consuming activity, and 14 

others did not find the questions relevant to their issues. A further obstacle pointed to 15 

by some participants was a seven-day lock in the program, which after completion of 16 

one module in the program prevented participants to continue to the following step for 17 

seven days. For some participants this became an obstacle, since they felt hindered in 18 

engaging with the program when they felt motivated.  19 

 20 

When you really felt motivated and had the energy (...) then you weren't allowed to 21 

move on. And maybe you couldn’t find that motivation the following week (P 10, non-22 

completer).  23 

 24 

Support 25 

Of those participants who commented on the ten minutes telephone support provided 26 

twice a month, almost half (all completers) expressed a predominantly positive attitude 27 

and said the telephone support had helped them to apply some of the materials to their 28 

own situation.   29 

 30 

(…) it took such a long time where I just didn't get it done. And then we had a 31 

scheduled appointment where she [the clinician] called me. And then we talked about it 32 

(P 6, completer). 33 

 34 

More than half (most non-completers) did, however, express a predominantly negative 35 

attitude towards the telephone support. The main reason provided, was that the 36 
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telephone conversations were too broad in their scope and did not adequately deal 1 

with specific issues the participants were facing at particular steps in the program.  2 

 3 

In addition to statements directly concerning the telephone support, a large majority of 4 

the participants also expressed a need for additional professional support. For some 5 

participants this need consisted primarily of the opportunity to interact with a clinician or 6 

other healthcare professionals to be able to ask questions about the materials when 7 

doubt or uncertainty arose. These participants did not experience this need as being 8 

fulfilled by the possibility to contact the project manager by e-mail between the 9 

prescheduled telephone conversations.  Other participants who also expressed a need 10 

for additional support specifically pointed to a need for face-to-face time with a 11 

clinician. One reason for this was to feel more obligated to carry out homework 12 

between each step in the program. Another reason was the need to obtain a deeper 13 

understanding of one's problems through conversations with a clinician. And a third 14 

reason was the need for a clinician to be able to pick up on the participant’s current 15 

state of mind and adjust their interaction accordingly. The participants who expressed a 16 

specific need for face-to-face time with a clinician were mostly non-completers.  17 

 18 

You, as an interviewer, would notice if I suddenly became distant or other symptoms 19 

arose. The screen doesn´t do that. It just keeps going. (P 1, non-completer).  20 

 21 

Apart from the need for professional support, half of the participants also pointed to the 22 

need for non-professional support in terms of friends, family members or a support 23 

group acting as a motivator and/or assistance to the participants in exposure exercises. 24 

At the beginning of the program, participants had been encouraged to ask a friend or a 25 

relative to take on the role as a helper. However, some participants had not been able 26 

to find such a person or stated that the person had not been able to provide adequate 27 

support.  28 

 29 

Discussion 30 

Summary of main results  31 

The purpose of this study was to explore patients' perspectives on an iCBT intervention 32 

for social anxiety disorder and panic disorder with minimal support, using qualitative 33 

methods. Secondly, the study aimed to seek out barriers to adhere to the iCBT 34 
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treatment by identifying any differences in the experience of participants who had 1 

completed the program and those who had not.  2 

The analysis of the interviews resulted in four categories each relating to different 3 

aspects of the participants' experience with the treatment. Of the more distinctive 4 

findings, analysis showed low treatment credibility amongst both completers and non-5 

completers, while low expectations towards the treatment were expressed particularly 6 

among non-completers. A majority of the interview participants did express to have 7 

benefited from the treatment in some way. There were, however, important qualitative 8 

differences regarding these benefits as less than half of the participants, primarily 9 

completers, had managed to make behavioral changes.  Furthermore, a large majority 10 

of the participants interviewed expressed a need for additional support, with a strong 11 

tendency for non-completers to explicitly emphasize a need for direct face-to-face 12 

contact with a clinician.   13 

 14 

Discussion of results  15 

As we referred to in the introduction, earlier research have found an association 16 

between treatment credibility and adherence to iCBT (El Alaoui et al., 2015) while it is 17 

suggested that offering iCBT as a waiting list treatment might affect patients´ 18 

motivation to adhere to the treatment (Kok et al., 2017).  One of the clearest indications 19 

that offering the iCBT treatment as a waiting list intervention might have affected 20 

treatment credibility in the present study, is that half of the participants referred to the 21 

following face-to-face therapy as “the real treatment”. This statement was primarily 22 

expressed by participants who had completed the treatment which suggests that 23 

seeing the following face-to-face therapy as the real treatment did not directly affect 24 

treatment adherence. Defining adherence as just completing a treatment is, however, 25 

probably too simple, as not experiencing the iCBT treatment as the real treatment 26 

might still have affected the completers motivation to engage with essential treatment 27 

component such as exposure exercises. Furthermore, a majority of the non-completers 28 

did state that the iCBT treatment did not match their difficulties and what they needed 29 

was face-to-face time with a clinician. Statements like these suggest that treatment 30 

credibility was also low amongst non-completers. The fact that all participants in the 31 

study were on a waiting list to receive face-to-face treatment does however warrant 32 

caution when interpreting these statements, as we cannot say if participants would 33 

have expressed the same need for face-to-face time with a clinician if they had not 34 

been on a waiting list to receive exactly that.   35 
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Despite low treatment credibility amongst a majority of the participants most of them 1 

still reported to have experienced various treatment benefits.  Specific benefits were 2 

mainly described as having gained new insights about anxiety and anxiety treatment, 3 

having gained a better understanding of one's own thought processes, having been 4 

able to expand one’s behavioral repertoire, or having gained as sense of hope that 5 

things could change for the better. Even though we cannot rule out that some 6 

participants could have felt obliged to say something positive about the program it is 7 

still interesting to notice that these different kinds of perceived benefits were expressed 8 

among both completers and non-completers. This is in line with previous research 9 

showing that many non-completers also experience some kind of benefit from iCBT 10 

treatment (Hilvert-Bruce et al., 2012). Leaving the program before the introduction of 11 

exposure exercises did, however, seem to influence the perceived outcome as five 12 

non-completers, who had left the program before being introduced to exposure 13 

exercises, did not report having been able to expand their behavioral repertoires due to 14 

the treatment. From a treatment perspective this is important as engaging in behavioral 15 

change patterns like exposure exercises is usually considered highly correlated with 16 

the outcome of CBT treatment (Mitte, 2005).  17 

 18 

Differences in perceived benefits of the treatment were naturally also reflected in 19 

individual working styles, as more than half of the participants displayed a somewhat 20 

passive approach in working with the materials and did not manage to put the materials 21 

to practical use in vivo. As we referred to in the beginning of this article, similar 22 

differences in the working styles of participants has also been found in other qualitative 23 

studies of iCBT for anxiety disorders (Advocat & Lindsay, 2010; Halmetoja et al., 24 

2014). Why such differences exist is probably a question with a certain inherent 25 

complexity as it might involve both individual differences of the participants and factors 26 

relating to the specific treatment in question. Research relating adherence to clinical 27 

factors (Christensen et al., 2009) might, however, suggest that high levels of 28 

comorbidity among the participants in our study could have affected how participants 29 

interacted with the treatment components. In this regard it is noticeable that two out of 30 

five participants who managed to engage in exposure exercises were actually the only 31 

ones who did not meet criteria for any comorbid diagnoses. The high level of 32 

comorbidity among participants was also suggested as a partial explanation for the 33 

relative low level of adherence in the original RCT study as only 31% of the included 34 

patients completed all steps in the program (Mathiasen et al., 2016).  35 
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Perceived adequacy of the provided therapist support seemed to play a pivotal role in 1 

the way the participants related to the treatment. Thus, nine out of twelve participants 2 

expressed a need for additional professional support. As some of these participants 3 

primarily expressed the need to be able to interact with a clinician when obstacles were 4 

encountered,  it is possible that an increase in the frequency of the supportive 5 

telephone calls or the option of being able to contact a clinician by telephone might 6 

have been sufficient for this group of participants. Other participants, of whom a 7 

majority were non-completers, did, however, specifically point to a need for face-to-8 

face interaction with a clinician. These participants both emphasized motivational 9 

factors of meeting a person face-to-face, the possibility of adjusting the interaction 10 

based on the participant's current state of mind, and a need to gain a deeper 11 

understanding of their problems through conversations with a clinician. These findings 12 

are in line with conclusions drawn from a meta-analysis of several qualitative studies 13 

referred to in the beginning of this article (Knowles et al., 2014). The analysis found 14 

that in six out of eight studies users expressed a need for iCBT treatments to have 15 

greater sensitivity to personal preferences and motivational, emotional and cognitive 16 

difficulties specific to the individual user. In studies of internet-based psychotherapy for 17 

depression the researchers have also found that non-completers expressed a desire to 18 

discuss their problems in more depth and sought a more individualized approach than 19 

the brief therapist support offered (Wilhelmsen et al., 2013) while some patients 20 

wanted to gain more insight into the cause of their current difficulties (Macdonald et al., 21 

2007). Such discrepancies between individual patients needs and what iCBT 22 

treatments has to offer, suggests that just adding more support to the iCBT treatment 23 

in our study would probably not have been a satisfying solution for all participants. 24 

Given that referral to the treatment clinic required at least two prior treatment attempts 25 

and the fact that eight out of twelve participants also met criteria for at least two co-26 

morbid psychiatric (ICD-10) diagnosis, it could be argued, that for a population with this 27 

level of chronicity and comorbidity, at least a blended care format of treatment delivery 28 

might be needed.  29 

 30 

Recommendations for future research  31 

While a growing body of research supports iCBT as an effective treatment option for 32 

anxiety disorders in the general population (Andrews et al., 2018) less is known about 33 

how patients adhere to these treatments in clinical settings. As patients in such a 34 

setting could be expected to show higher levels of symptom severity, chronicity and 35 

comorbidity, this might affect their adherence to the treatment (Christensen et al., 36 

A
u
th

o
r 

M
a
n
u
s
c
ri
p
t



 

This article is protected by copyright. All rights reserved 

2009) and thereby lessening their exposure to essential treatment components. Further 1 

research in clinical settings where demographic and clinical data is systematically 2 

collected and analyzed together with adherence data for both participants who has 3 

completed such a treatment and those who has terminated the treatment before 4 

completion is therefore recommended.  5 

As the present and previous studies suggest that credibility of an iCBT treatment might 6 

be associated with patient adherence (El Alaoui et al., 2015; Kok et al., 2017) further 7 

research into factors that might affect treatment credibility is recommended. This 8 

seems especially important if an iCBT treatment is offered in a stepped care or blended 9 

care context where unfavorable comparisons to face-to-face treatment might affect 10 

patients experience of the therapy. As results from the present study suggest that 11 

offering the iCBT treatment to patients on a waiting list to receive face-to-face 12 

treatment might indeed have affected the patients’ attitudes towards the treatment, 13 

comparable research with patients offered iCBT as a standalone treatment is 14 

recommended.  15 

 16 

Clinical implications  17 

As offering the present iCBT treatment as a waiting list treatment seems to have 18 

created unfavorable comparisons to the traditional face-to-face treatment by the 19 

participants in our study, caution as to how iCBT treatment is presented by healthcare 20 

professionals to potential users might be warranted if the iCBT treatment is offered in a 21 

stepped care or blended care context. One way of avoiding unfavorable comparisons 22 

could be by addressing both the potential outcome but also some of the specific 23 

challenges that may be related to the iCBT treatment, such as engaging in a treatment 24 

with only minimal support.  Furthermore, healthcare professionals might specifically 25 

encourage participants to engage in the behavioral elements of these programs and 26 

help participants overcome obstacles in doing so. Alternatively, it could be argued, that 27 

self-referral to iCBT is preferable, to avoid it being perceived as an inferior treatment 28 

option, but rather as the preferred option, hence increasing motivation and commitment 29 

to the therapy.  30 

 31 

As studies of iCBT for anxiety in clinical routine settings have experienced relatively 32 

high dropout rates (Mathiasen et al., 2016; Paxling et al., 2011) caution is warranted if 33 

iCBT is offered to patients in these settings. The present and previous research do, 34 

however, suggest that patients with low adherence to iCBT also experience various 35 

benefits from the treatment (Hilvert-Bruce et al., 2012). Therefore, iCBT could prove a 36 
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relevant treatment option in clinical routine settings. Though some patients are able to 1 

select relevant information from the standardized materials and apply it to their own 2 

situation, others, however, might need more guidance to help them accomplish this 3 

task. Securing flexibility in the treatment and providing sufficient support from health 4 

care professionals for those patients therefore seems important. For some patients 5 

such additional support might also need to include face-to-face time with a clinician to 6 

address specific needs of the individual patient.  7 

 8 

Strengths and limitations of the study 9 

Few studies of patients’ experiences with iCBT include patients who has terminated the 10 

treatment before completion. Including these perspectives in the present study has 11 

therefore contributed to our knowledge about how such a treatment is experienced by 12 

patients. Several factors might however limit the generalizability of the results from the 13 

present study. One being the fact that several of the participants in the interview study 14 

had experienced technical difficulties and other barriers which might be unique to this 15 

specific ICBT program. The fact that the present iCBT treatment was offered as a 16 

waiting list intervention warrants further caution when interpreting results from this 17 

study as both knowing that they would receive face-to-face treatment afterwards and 18 

how the iCBT treatment was presented by the involved clinicians in this context seem 19 

to have influenced the results of the present study. We do, however, not know exactly 20 

how this affected the participants experience and adherence to the treatment as the 21 

study did not include patients that were not on a waiting list. As many studies of iCBT 22 

are done with non-clinical groups or with iCBT offered via self-referral this also greatly 23 

limits the generalizability of findings from the present study and the comparability to 24 

other studies with such different populations or treatment conditions.  25 

 26 

As to the sample selection procedure, consecutively including participants had the 27 

advantage that interviews could be conducted shortly after participants' engagement in 28 

the treatment. Such a procedure might therefore limit potential biases caused by for 29 

example the passing of time. This selection procedure does, however, have its own 30 

inherent limitations as it eliminates the possibility of deliberately including participants 31 

with diverse demographic or diagnostic characteristics. Even though the interview 32 

sample was diversely distributed as to gender and age, the sample included ten 33 

participants with a social anxiety disorder diagnosis and only 2 with a panic disorder 34 

diagnosis. It is unclear if and how this uneven distribution of included diagnoses might 35 

have affected the study results.  As referral to the clinic where the study took place 36 
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required at least two prior treatment attempts, information about these prior treatments 1 

might also have contributed to our understanding of the participants´ motivation to 2 

engage in the iCBT treatment. Information about the prior treatment attempts was, 3 

however, not collected as part of the present study.  4 

 5 

An obvious limitation of the study design was that all interviews were conducted post 6 

treatment. When participants express their expectations after engaging in the 7 

treatment, their accounts of this might therefore have been affected by treatment 8 

outcome or other experiences in or outside the treatment. When a majority of non-9 

completers thus expressed to have had low expectations prior to their engagement in 10 

the treatment, these statements might very well be affected by a somewhat 11 

disappointing outcome, as these non-completers primarily experienced having gained 12 

knowledge about anxiety, but not having been able to expand their behavioral 13 

repertoires.  14 
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Table 1.  Characteristics of the interview participants 

Participant Treatment 

status a 

Gender Age Employment 

Status 

Diagnosis for 

Inclusion b 

Comorbid psychiatric (ICD-10) c 

diagnoses at initial assessment  

1 Non-completer 

(Session 1) 

M 52 Early 

retirement 

SAD  F32.0, F41.0. 

2 Completer F 21 Registered sick SAD F42.1, F61, F95.1. 

3 Non-completer 

(Session 5) 

F 24 Registered sick PD F33.0, F41.1, F61. 

4 Completer F 66 Retired SAD F40.0, F60.6. 

5 Non-completer 

(Session 7) 

M 38 Unemployed SAD F60.6, F 95.9. 

6 Completer F 42 Registered sick SAD F33.4, F41.1, F60.6. 

7 Non-completer 

(Session 6) 

M 38 Registered sick SAD F40.0. 

8 Non-completer 

(Session 5) 

M 39 Registered sick SAD F32.1, F60.6. 

9 Completer M 36 Early 

retirement 

SAD F33.1, F61. 

10 Non-completer 

(Session 2) 

F 35 Unemployed SAD None 

11 Completer M 36 Employed PD None 

12 Non-completer 

(Session 7) 

F 29 Registered sick SAD F33.1. 

a Indicates at which session the participant exited the program.  

b Social anxiety disorder (SAD) or panic disorder (PD) according to DSM-IV. 

c F32.0 Mild depressive episode, F32.1 Moderate depressive episode, F33.0 Recurrent depressive disorder, current episode mild, F33.1 

Recurrent depressive disorder, current episode moderate, F33.4 Recurrent depressive disorder, currently in remission, F40.0 

Agoraphobia, F41.0 panic disorder, F41.1 Generalized anxiety disorder, F42.1 Predominantly compulsive acts, F60.6 Anxious [avoidant] 

personality disorder, F 61 Mixed and other personality disorders, F95.1 Chronic vocal or motor tic disorder, F 95.9 Tic disorder, 

unspecified.  
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Table 2. Participants’ experience of the treatment program grouped in themes and categories. 

Category Themes Participant nr. 

Attitudes towards the 

treatment 

Moderate or high expectations towards the treatment program 2,8,9,11 

 No or little expectations towards the treatment program 1,3,4,5,6,7,10,12 

 The program might benefit other people 2,6,8,9,11,12 

 The treatment program does not match the participants' difficulties 1,2,8,10,11,12 

 The treatment program is not perceived as the real treatment 2,4,5,6,7,9 

 Predominantly positive attitude toward the treatment delivery method 2,6,9,11,12 

Outcome of treatment Treatment has brought a sense of hope 2,3,4,9,12 

 Participants have acquired general knowledge about anxiety and 

treatment 

5 ,8, 9, 11,12 

 Participants have acquired greater insights into own thought processes 2, 3, 4, 6, 7,10 

 Participants have broadened their behavioral repertoire 2,4,5,10, 11 

Use of the materials Watching the materials and learning about anxiety 3,6,8,9,12 

 Working with interpretation of thoughts and bodily sensations 2,3, 4,6,10 

 Carrying out exposure exercises 2,4,5,10, 11 

 Difficulties engaging in exposure exercises 2,6,8,9,11,12 

 Questionnaires creates frustration   2,6,10,12 

 7 day lock is perceived as an obstacle 7,9,10,12 

 Technical difficulties 2,4,6,8,11 

Support Predominantly positive experience of telephone support 2,4,6 

 Predominantly negative experience of telephone support 1,7,9,10 

 Need for additional professional support.  2,4,6,7 
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 Need for face-to-face time with a clinician. 1,5,8,9,12 
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