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Abstract
Background: Studies of Internet-delivered psychotherapies suggest that clients report development of a therapeutic alliance in
the Internet environment. Because a majority of the interventions studied to date have been therapist-assisted to some degree, it
remains unclear whether a therapeutic alliance can develop within the context of an Internet-delivered self-guided intervention
with no therapist support, and whether this has consequences for program outcomes.
Objective: This study reports findings of a secondary analysis of data from 90 participants with mild-to-moderate depression,
anxiety, and/or stress who used a fully automated mobile phone and Web-based cognitive behavior therapy (CBT) intervention
called “myCompass” in a recent randomized controlled trial (RCT).
Methods: Symptoms, functioning, and positive well-being were assessed at baseline and post-intervention using the Depression,
Anxiety and Stress Scale (DASS), the Work and Social Adjustment Scale (WSAS), and the Mental Health Continuum-Short
Form (MHC-SF). Therapeutic alliance was measured at post-intervention using the Agnew Relationship Measure (ARM), and
this was supplemented with qualitative data obtained from 16 participant interviews. Extent of participant engagement with the
program was also assessed.
Results: Mean ratings on the ARM subscales were above the neutral midpoints, and the interviewees provided rich detail of a
meaningful and collaborative therapeutic relationship with the myCompass program. Whereas scores on the ARM subscales did
not correlate with treatment outcomes, participants’ ratings of the quality of their emotional connection with the program correlated
significantly and positively with program logins, frequency of self-monitoring, and number of treatment modules completed (r
values between .32-.38, P≤.002). The alliance (ARM) subscales measuring perceived empowerment (r=.26, P=.02) and perceived
freedom to self-disclose (r=.25, P=.04) also correlated significantly in a positive direction with self-monitoring frequency.
Conclusions: Quantitative and qualitative findings from this analysis showed that a positive therapeutic alliance can develop
in the Internet environment in the absence of therapist support, and that components of the alliance may have implications for
program usage. Further investigation of alliance features in the Internet environment and the consequences of these for treatment
outcomes and user engagement is warranted.
Trial Registration:
Australian New Zealand Clinical Trials Registry Number (ACTRN): 12610000625077;
https://www.anzctr.org.au/Trial/Registration/TrialReview.aspx?id=335772&isReview=true (Archived by WebCite at
http://www.webcitation.org/6efAc5xj4).
http://mental.jmir.org/2016/1/e10/
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Introduction
Internet delivered psychotherapy for common mental health
problems can assist with reducing the problem of unmet
treatment need by overcoming barriers to access (including
financial, temporal, and geographic constraints), and offering
advantages of user-privacy and 24-hour availability [1]. In the
case of depression and anxiety, interventions delivered via the
Internet are popular with users [2], cost efficient, and clinically
effective, with outcomes equivalent to face-to-face psychological
therapies [3-5].
Much of the variance in outcomes of face-to-face psychotherapy
has been attributed to the therapeutic alliance, defined as a
non-specific treatment factor reflecting the extent of
collaboration, purposeful action, and emotional connection
between a client and therapist [6]. Considered the “quintessential
integrative variable” of therapy [7] that enables patients to
“accept, follow, and believe in treatment” [8], client-derived
ratings of the therapeutic alliance have been associated with
positive outcomes in face-to-face therapy irrespective of the
type of psychological treatment, study design, and outcome
measure used [8,9]. In some studies, therapeutic alliance
accounts for approximately 50% of the effect size [10]. Positive
associations have also been found between the therapeutic
alliance and treatment engagement [11,12].
A tendency for humans to respond socially to computing
technology in the same way as they respond to other humans
has been well documented [13], and anthropomorphism (ie, the
attribution of human qualities to inanimate objects) is widely
recognized as integral to the successful design and use of
information technologies [14,15], including in the therapeutic
context [16,17]. Nevertheless, therapy provided in the Internet
environment has been criticized for its limited capacity to
facilitate a therapeutic relationship due to reduced
responsiveness to nonverbal interpersonal cues, limited ability
to provide reassurance and clarification of misunderstandings,
potential for conflicts of interest, and difficulty providing timely
corrective feedback [18-20]. By and large, however, the
available evidence tends not to support these criticisms [21,22].
On the contrary, recent reviews show that client ratings of the
therapeutic alliance in Internet-delivered interventions are
generally equivalent to ratings in face-to-face therapy [21,22],
suggesting that development of a therapeutic relationship during
Internet-based psychotherapy is indeed possible. However, there
is no consensus as to whether this has implications for treatment
outcomes [21].
The majority of evidence relating to the therapeutic alliance in
Internet-delivered interventions derives from studies of
interventions that are therapist-assisted to some extent. The
nature of the client-therapist interaction varies widely between
existing programs, in terms of frequency (ie, number of
interactions), nature (eg, provision of therapeutic support,
http://mental.jmir.org/2016/1/e10/
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technical support, and/or feedback on therapeutic tasks),
modality (ie, email versus SMS text message (short message
service)), and timeliness (ie, synchronous versus asynchronous)
[22-25]. Nevertheless, all programs have some degree of overt
therapist input into a client’s treatment. In some studies, program
users have even been provided with the name, photo
identification, and biographical details of the assisting therapist
[23]. This being the case, it is difficult to conclude whether
existing findings of a positive therapeutic alliance in
Internet-delivered psychotherapy reflect the quality of clients’
working relationships with the therapists involved or with the
Internet programs themselves. Furthermore, it remains unclear
as to whether alliance features can develop in the Internet
environment in the absence of therapist assistance.
To the best of our knowledge, only one study has examined
whether a therapeutic alliance can develop in a completely
automated and self-guided Internet-delivered intervention
without therapist input. Ormrod et al [26] used the Agnew
Relationship Measure (ARM) [27] to examine the therapeutic
alliance in a pilot study (N=16) of Beating the Blues, a
Web-based cognitive behavior therapy (CBT) intervention for
depression and anxiety. The ARM assesses 5 dimensions of the
client-therapist relationship: bond, partnership, confidence,
openness, and client initiative. On average, participants’
perception of the strength of their alliance with the program
was positive, although ratings of the alliance were lower than
those noted for face-to-face cognitive behavioral therapy (CBT).
These pilot data are tentative, however, and require replication
in a larger and more rigorously designed study.
In a recently completed randomized controlled trial (RCT), we
reported significant symptom and functional outcome gains for
people with mild-to-moderate depression, anxiety, and stress
who used a fully automated mobile phone and Web intervention
with no therapist input, known as “myCompass” [28] (ACTRN
12610000625077). This paper reports outcomes of a secondary
objective of the RCT; namely to explore the role of the
therapeutic alliance in this type of intervention. Specifically,
we explored whether (1) participants reported a therapeutic
alliance with the intervention; (2) participants’ ratings of the
therapeutic alliance were associated with symptom and
functional gains and improved positive well-being; and (3)
ratings of therapeutic alliance features were associated with
participants’ level of program engagement. Whereas previous
studies of the therapeutic alliance have used predominantly
quantitative methods, we also utilized interview methodology
to further examine in qualitative detail the nature and form of
participants’ reported alliance with the mobile phone and
Web-based intervention.
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Methods
Participants and Procedure
The myCompass RCT examined the effectiveness of a fully
automated and self-guided psychological treatment that is
delivered via the Internet to mobile and stationary technology
devices for improving mental health symptom and functional
outcomes. Participants in the RCT were 720 community
volunteers with self-reported mild-to-moderate depression,
anxiety, and/or stress symptoms who were recruited nationally
in Australia between October 2011 and March 2012 via Internet,
radio, and print media advertising. Following baseline
assessment, participants were randomly allocated to the
myCompass intervention, an attention control program, or a
waitlist control condition, for 7 weeks. Subsequent assessments
were conducted online on completion of the intervention phase
(8 weeks) and at 20 weeks. The design and recruitment
procedures for the myCompass RCT have previously been
reported in greater detail [28].
Quantitative data for this secondary analysis was derived from
participants randomly allocated to receive the myCompass
intervention. This was supplemented by qualitative data provided
by a purposively selected sample that completed the
post-intervention questionnaire and agreed, via email, to
participate in a semi-structured telephone interview with one
of the authors (MAB). A sampling to saturation recruitment
method was used in which data collection continued until no
new themes emerged from the interviews [29].
The RCT was approved by the Human Research Ethics
Committee of the University of New South Wales, Sydney,
Australia (HREC 10019) and registered with the Australian and
New Zealand Clinical Trials Registry (ACTRN
12610000625077). The CONSORT-EHEALTH checklist is
provided as Multimedia Appendix 1.

The myCompass Mobile Phone and Web Intervention
myCompass is a fully automated public health CBT-based
intervention for the treatment of mild-to-moderate depression,
anxiety, and stress [30]. The program is completely self-guided
with no therapist input, and is accessible from any
Internet-enabled mobile phone, tablet, or computer.
The myCompass program assesses users’ self-reported
symptoms on registration and then provides 24/7 access to a
personalized intervention that includes real-time, self-monitoring
of moods and behaviors (via mobile phone, tablet, or computer),
and interactive, evidence-based psychotherapeutic modules (via
tablet and computer). In addition, users can schedule SMS text
message (short message service) or email reminders to facilitate
self-monitoring, receive and print graphical feedback about their
self-monitoring alongside contextual information on their phone
or computer (to monitor change and assist identification of
triggers), and elect to receive helpful facts, mental health care
tips or motivational statements by text message or email.
Registering to use the program is free, and users are not billed
for the text messages they receive. A detailed description of the
myCompass intervention is provided in Proudfoot et al [28].
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Data Collection
Quantitative Measures
Participants in the RCT completed standardized and validated
measures of mental health symptoms, work and social
functioning, and positive psychological well-being at baseline,
post-intervention, and follow-up, and the therapeutic alliance
at post-intervention.
The Depression, Anxiety and Stress Scales (DASS) is widely
used to measure the extent to which a person experienced
symptoms of depression, anxiety, and stress over the previous
week [31]. Total scores on the DASS range from 0 to 126 and
subscale scores range from 0 to 42, with higher scores indicating
greater symptom severity.
The Work and Social Adjustment Scale (WSAS) assesses the
impact of mental health problems on daily functioning in 5
domains: work, social leisure activities, private leisure activities,
home-management, and personal relationships [32]. Scores on
the WSAS range from 0 to 40, with higher scores indicating
poorer adjustment.
The Mental Health Continuum-Short Form (MHC-SF) measures
positive mental health defined as the presence of positive
feelings (emotional well-being), and positive functioning in
individual life (psychological well-being) and community life
(social well-being) [33]. Total scores and subscale scores on
the MHC-SF range from 0 to 5, with higher scores indicating
higher levels of positive mental health.
The Agnew Relationship Measure (ARM) uses 28 items to
measure 5 elements of the client-therapist relationship: the
affective element (bond), extent of mutual collaboration and
engagement (partnership), perceived professional competence
(confidence), perceived freedom to disclose personal concerns
(openness), and empowerment (client initiative) [27]. Subscale
scores range from 1 to 7, with higher scores indicating a stronger
and more positive client-therapist alliance. In line with Ormrod
et al [26], and to facilitate comparison of our data with theirs,
ARM items were modified in the present study by replacing the
word “therapist” with “program.”
Participant engagement with the myCompass program was
measured using the following 3 indices: (1) number of program
interactions (ie, logins), (2) number of modules completed, and
(3) frequency of self-monitoring [34].

Qualitative Measures
Participant interviews were semi-structured and asked about
the non-specific or “common” treatment factors identified in
previous studies as contributing to development, persistence,
and quality of the therapeutic alliance in face-to-face
psychotherapy (Table 1). The interview comprised 16
open-ended questions and commenced with the question “Can
you tell me what you liked most about the myCompass
program?” Interview questions were theory-based, derived from
the ARM, and the Model of Common Factors (MCFs) [35,36]
(Table 1). Consent for participation and tape recording was
obtained before each interview.
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Table 1. Components of the semi-structured interview and their theoretical bases.
Broad concept

Agnew Relationship Measure (ARM)
[27]

Model of Common Factors (MCF)
[35,36]

Bond

Friendliness, acceptance, understanding, Empathy, care, and genuineness
and support

To what extent did you feel accepted
by the program?

Partnership

Collaborative framework

Negotiation of goals, collaborative
framework, and guidance

To what extent did you feel the program tried to influence you in ways
that were helpful/not helpful?

Confidence

Respect for professional competence

Trust, development of a secure base,
positive treatment expectancies

To what extent did you feel you
could rely on the program for advice
when you needed it?

Openness

Personal disclosure (client)

N/A

To what extent did you feel comfortable providing personal information
to the program?

Client Initiative

Setting the agenda, client responsibility

N/A

To what extent did you feel the program allowed you to set your own
goals?

Accessibility

N/A

Convenience and availability

To what extent did you feel the program was easy to use?

Reciprocity

N/A

Education and rationale giving, sensitivity, and flexibility

To what extent did you feel the program was flexible enough to meet
your needs?

Analysis Strategy
Quantitative analyses were conducted using SPSS version 21,
and used data derived from participants who returned a
post-intervention questionnaire. Internal consistency of the
modified ARM subscales was tested using Cronbach’s alpha,
and subscale means were examined to determine alliance
strength. In line with previous studies of Internet-delivered
therapies [22,23], residual gain scores were calculated to
represent post-intervention treatment gains using the formula
described by Steketee and Chambless [37] (the standardized
subscale score at post-intervention minus the standardized
subscale score at baseline, multiplied by the correlation between
these scores). Residual gain scores thus represented treatment
gains at post-intervention scores adjusted for baseline scores,
and bivariate correlation analyses examined relations between
these and scores on the ARM subscales. Since ARM data was
collected at post-intervention only, it was not possible to perform
the analyses on an intention-to-treat basis [24].
Interview transcripts were audio recorded, transcribed, and
analyzed independently by 2 of the authors (MRB and MAB)
using a word processing package (MS Word). Thematic analysis
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of responses was used to identify the main themes and
subcategories, while at the same time a thorough search was
conducted for divergent views to enable a richer description of
therapeutic alliance features [38]. A 95% level of agreement
was reached for themes and subcategories, with differences
resolved after discussion. A total of 8 principal themes were
identified and agreed upon, and these have been used as
organizing themes for the qualitative data.

Results
Sample
Of the 231 RCT participants allocated to the myCompass
intervention, 126 (54.5%, 126/231) returned post-intervention
questionnaires (Figure 1). On closer inspection, we found that
11 (8.7%, 11/126) had not completed the ARM subscales, and
a further 25 (10.8%, 25/231) had not registered with and did
not use myCompass. We excluded data from both of these
groups, leaving a final sample for this secondary analysis of 90
participants that were predominantly female (72%, 65/90), and
employed (78%, 70/90), with a mean age of 38 years (SD 10
years) (Figure 1).
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Figure 1. Study flow diagram.

Quantitative Results
Strength of the Therapeutic Alliance
Cronbach’s alpha coefficients for the ARM subscales ranged
from .3 (client initiative) to .86 (confidence), and were slightly

higher than those reported in Ormrod et al [26] (Table 2). The
descriptive statistics for the ARM total and subscale scores are
also shown in Table 2. All means were higher than the neutral
midpoints (ie, 4), suggesting a positive therapeutic alliance with
the myCompass intervention.

Table 2. Descriptive statistics for study outcomes at baseline and post-intervention (N=90).
Outcome

Baseline, mean (SD)

Post-intervention, mean (SD)

Depression

14.66 (9.68)

10.16 (7.92)

Anxiety

7.84 (6.68)

5.85 (6.80)

Stress

17.60 (7.63)

14.89 (7.51)

Total

40.10 (19.20)

30.91 (18.47)

Total

17.84 (8.93)

12.87 (7.99)

Emotional

2.84 (1.04)

3.35 (0.85)

Psychological

2.69 (1.02)

3.07 (1.04)

Social

2.09 (1.00)

2.51 (1.18)

Bond

N/A

5.50 (1.03)

.82 (.82, .74)

Client initiative

N/A

4.40 (0.92)

.30 (.55, .26)

Partnership

N/A

4.71 (1.18)

.76 (.80, .59)

Confidence

N/A

5.11 (1.15)

.86 (.87, .68)

Openness

N/A

5.34 (1.17)

.74 (.77, .68)

Chronbach alpha (scalea, scaleb)

DASS

WSAS

MHC-SF

ARM

a

Scale reliabilities reported by Agnew-Davies and Stiles [27].

b

Scale reliabilities reported by Ormrod et al [26].

http://mental.jmir.org/2016/1/e10/

XSL• FO
RenderX

JMIR Mental Health 2016 | vol. 3 | iss. 1 | e10 | p.5
(page number not for citation purposes)

JMIR MENTAL HEALTH

Clarke et al

Relations Between the Therapeutic Alliance and Study
Outcomes
As in previous studies [27], we found that the bond, partnership,
and confidence subscales of the ARM were highly

inter-correlated (Table 3). For this reason, and to reduce the
number of predictor variables, a composite score representing
the average response across these subscales was computed for
each participant to represent the overall quality of their
emotional connection with the myCompass program [27].

Table 3. Correlations between the ARM subscales.
ARM subscale

Client initiative

Partnership

Confidence

Openness

r

P value

r

P value

r

P value

r

P value

Bond

.25

.01

.70

.00

.79

.00

.51

.00

Client initiative

N/A

.45

.00

.43

.00

.18

.08

Partnership

N/A

N/A

.72

.00

.27

.01

Confidence

N/A

N/A

N/A

.42

.00

Participant scores on the ARM subscales did not correlate with
residual gain scores on the symptom, functioning, and positive
well-being outcome measures (Table 4).
Table 4. Correlations between ARM subscales and residual outcome scores.
Outcome

Arm subscales
Composite score

Client initiative

Openness

r

P value

r

P value

r

P value

Depression

-.07

.52

.14

.18

.08

.47

Anxiety

.00

.99

.07

.52

.01

.95

Stress

.020

.85

.20

.06

.08

.43

Total

-.03

.81

.17

.11

.07

.48

Total

-.19

.09

.04

.71

-.16

.13

Emotional

.18

.09

-.12

.25

.20

.06

Psychological

.19

.07

-.02

.82

-.15

.16

Social

.18

.08

-.19

.07

.01

.90

DASS symptom
scales

WSAS

MHC-SF well-being
scales

In contrast, participants’ ratings of the quality of their emotional
connection with the myCompass program correlated
significantly and positively with all 3 indices of program
engagement. Furthermore, the client initiative (r=.26, P=.02)

and openness (r=.25, P=.04) subscales were correlated
significantly in a positive direction with self-monitoring
frequency (Table 5).

Table 5. Correlations between ARM subscales and program engagement.
Engagement index (frequency)

ARM subscales
Composite score

Client initiative

Openness

r

P value

r

P value

r

P value

Program logins

.33

.00

.19

.06

.26

.11

Modules undertaken

.38

.00

.14

.19

.12

.57

Self-monitoring

.32

.00

.26

.02

.25

.04
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Qualitative Analysis
Interviews were conducted with 16 participants, 3 of whom

Clarke et al
were male with a mean age 40.1 years (SD 8.4 years). Thematic
analysis elicited 8 themes that described participants’
relationship with the myCompass intervention (Textbox 1).

Textbox 1. Qualitative interview themes and subcategories.
Themes and subcategories
•

Empathy and acceptance

1. Felt supported and understood
2. Did not feel judged
3. Able to be oneself
•

Working in partnership

1. Collaboration
2. Motivated goal attainment (eg, prompts and reminders)
•

Confidence and reassurance

1. Respect for program content
2. Positive regard for skills and techniques
3. Expectations about program effectiveness
•

Openness

1. Personal disclosure (client)
2. Privacy and/or confidentiality encouraged honesty
•

Client initiative

1. Able to set one’s own agenda and/or goals
2. Flexibility to use the program in a structured and/or self-guided manner
•

Availability

1. Convenience (eg, mobile phone, desktop)
2. 24/7 access
•

Interactivity

1. Interactive exercises
2. Home tasks
3. Text message and/or email reminders and prompts
•

Responsiveness

1. Program matched symptom needs
2. Personalized feedback
3. Graphical reporting of symptoms

Empathy and Acceptance
Interviewees commented that they felt accepted and supported
by the myCompass program, and a majority felt that it offered
a safe and non-judgmental context within which to deal with
their difficulties.
The program was good, you could tell that it was
made with an empathic voice, with no ulterior motives
and that it was purely to help you. And you could tell
that the authors had no judgment. [Female, 28 years]
http://mental.jmir.org/2016/1/e10/
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One participant reported that she did not feel the program
understood or accepted her.
It’s just a computer...it doesn’t need to understand
me...If it was a therapist it would be different.
[Female, 27 years]

Working in Partnership
All interviewees felt that they collaborated flexibly with the
myCompass program to set and work towards achieving their
treatment goals. For a majority of users, the automated alerts
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and reminders contributed to this partnership and were viewed
as important motivators of goal achievement and prompts for
staying on track.
When prompted, I responded to guidance to talk to a
friend. I hadn’t realized how low I was at that time
[Female, 48 years]

Confidence and Reassurance
Overwhelmingly, interviewees expressed confidence in and
respect for program content, and experienced this as reassuring.
Furthermore, a majority were optimistic that the quality of the
skills taught and advice provided improved their capacity to
manage future mental health problems. Several interviewees
reported that they were at first skeptical about the usefulness of
the program, but noted rising confidence with increased program
use.
The more modules I did, the more confident I felt in
the information. It was becoming more and more
helpful, especially the home tasks [Female, 41 years]
One interviewee reported decreasing confidence in the program
over time due to frustration caused by the compulsory home
tasks.

Openness
Interviewees generally appreciated the privacy afforded to them
by the program, and the opportunity to openly and honestly
share their problem feelings and behaviors. Indeed, for some
interviewees, the level of comfort they felt in interacting with
the program was greater than they had experienced in the
face-to-face context, including with friends and family.
It’s very easy when you’re feeling down to put on a
brave face and tell everybody you’re fine...but with
the computer I was comfortable being honest...Instead
of trying to pretend that everything was fine, I could
actually say it wasn’t...I felt more in control of things
[Female, 47 years]

Client Initiative
Some interviewees commented on the flexibility of the program
in offering a structured (ie, making recommendations about
symptom monitoring and modules), yet at the same time
self-guided (ie, capacity for users to choose monitoring
dimensions and modules) intervention. The capacity to choose
how they used the program was generally viewed as empowering
by the interviewees.
There’s a little quiz that you do when you start, and
I was a bit surprised at some of the areas that it
recommended for me to look at. Then I thought I’ll
take a couple of those, and another one I was quite
interested in as well, but ignore some of the ones that
I thought weren’t so relevant...I felt quite able to make
decisions about which ones I was going to look at.
[Female, 42 years]
The linear structure of the program’s modules was viewed
negatively by a minority of interviewees who would have liked
greater control over the speed with which they progressed
through the interactive tasks.
http://mental.jmir.org/2016/1/e10/

XSL• FO
RenderX

Clarke et al

Availability
A majority of interviewees accessed myCompass from both an
Internet-enabled mobile phone and desktop computer; 3
interviewees chose not to access the program on their phone.
The availability of myCompass 24/7, and the option of using
myCompass when and where needed from a mobile device were
viewed as major program advantages by all interviewees.
Nevertheless, some interviewees felt that myCompass was more
easily used on desktop computers than mobile phones because
of the larger screen size and more reliable Internet connectivity.
I liked the flexibility. And having it available on my
mobile phone, just having the convenience there,
meant that I could carry it around with me, I could
update it on a needs basis, and it’s something I could
do at a time and location of my choosing rather than
being stuck at a desk [Male, 37 years]

Interactivity
A majority of users commented on the usefulness of the
interactive elements of the myCompass program, especially the
in-task activities and the homework tasks. Several interviewees
also appreciated being able to graph their self-monitoring data
alongside contextual information.
myCompass helped me make changes...Noting my
responses and reactions to certain situations and
identifying those particular triggers that I wanted to
monitor...There were things that I thought might be
an issue for me, and it (the graphs) confirmed that
they were [Female, 31 years]
One interviewee commented that the feedback graphs provided
tangible evidence that she was underestimating the extent of
her symptoms.
It (the graphs) identified that perhaps when I was
convincing myself that I was fine, that perhaps really
I wasn’t. [Female, 47 years]
Some users reported that the feedback provided to them when
they logged into the program about their self-monitoring and
module progress put extra pressure on them.
Sometimes I would log in and there were lots of red
marks. I felt pressured...like I’d missed my school
work [Female, 39 years]

Responsiveness
Many users made comments about the capacity of the
myCompass program to respond appropriately to their unique
symptom needs, but views were mixed in this regard. On the
one hand, there were users who felt the program recognized and
appropriately responded to their personal symptom experience.
If I was having low days, it would...acknowledge that
I’m having a low day and (that) it’s ok to have a low
day and have you considered speaking to somebody.
Instead of just going, you know what, I can’t help you
[Female, 41 years]
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Conversely, some users commented that the program responded
in ways that did not reflect an appreciation of their needs and
left them feeling confused and misunderstood.
I tracked how I was feeling and then I’d get a message
come up that says...perhaps you’re really struggling
at the moment and you need to talk to somebody. And
I’d think that I didn’t feel that I was that bad [Female,
46 years]

Discussion
Principal Findings
This secondary analysis of data from a large RCT explored the
extent and nature of the therapeutic alliance in the fully
automated, mobile phone and Web-based intervention,
myCompass. Consistent with Ormrod et al [26] and other studies
of Internet-delivered therapies [21,22], results of the quantitative
analysis showed that participants reported development of a
positive alliance with the myCompass intervention. A point of
differentiation from most previous studies, however, is that
these findings were obtained in the absence of any therapist
involvement in delivery of the intervention. Insights gained
from the qualitative interviews provided further evidence that
non-specific alliance features were experienced in participants’
interactions with the intervention, including empathy,
collaboration, reassurance, and reciprocity. Whereas classic
definitions of the therapeutic alliance require that a client and
therapist are involved in the relationship [39], and therapists
have previously questioned or down-played the existence of
relationship process variables in computer-based therapies [19],
our findings show that a significant and positive alliance can
exist in the Internet environment in the absence of human
support.
We also examined whether therapeutic alliance features were
associated with treatment gains and program engagement.
Consistent with previous studies of Internet-delivered
interventions across a range of disorders [21,22,26], we found
no support for a link between therapeutic alliance factors and
symptom, functional, and positive well-being outcomes. These
findings contrast with those for face-to-face psychotherapies
[40], and lend further support for the idea that the quality of the
alliance in the Internet environment may be less important than
other factors for understanding treatment gains [21,26].
On the other hand, components of the therapeutic alliance did
show significant and positive associations with participants’
level of engagement with the myCompass intervention. Most
notably, ratings of perceived emotional connection with the
program correlated positively with program logins, frequency
of self-monitoring, and the number of psychoeducational
modules completed, suggesting that users may engage with an
Internet intervention to the extent that they experience a
collaborative partnership that is working well, just as in
face-to-face therapy [11]. Engagement with program content is
generally linked with increased treatment gains, yet rates of
adherence with Internet-delivered therapies are characteristically
low [34], and attrition rates are high [41]. A contribution of our
study, therefore, is to suggest that incorporating program content
and functions that target alliance processes directly may improve
http://mental.jmir.org/2016/1/e10/
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client adherence and retention in the Internet context. Indeed,
it has recently been proposed that the real value of a strong
alliance may lie in its capacity to promote therapeutic
engagement as opposed to contributing to clinical improvement
[11].
Because the ARM and other popular measures of the therapeutic
alliance (eg, the Working Alliance Inventory [42]) were
originally developed for the face-to-face context, they are
unlikely to tap clients’ perceptions of common factors or
relationship features that may be distinct to Internet
psychotherapies. For example, flexibility in the nature of the
therapeutic encounter (in terms of time, location, and duration
of access) is generally considered a particular advantage of
Internet treatment [1], as is the option of interacting via different
communication pathways [43]. However, these relationship
variables are not assessed in existing alliance measures, and
they remain largely unexplored as contributors to psychotherapy
outcomes in the Internet context [1]. Further work is needed to
conceptualize, from a client’s perspective, the common or
non-specific processes that characterize relationships in the
Internet environment, and to examine the implications of these
for treatment outcomes and program engagement using
appropriately developed and validated alliance measures.

Limitations
Some limitations must be considered in interpreting these
findings. As we have discussed previously [28], dropout attrition
in the intervention arm of the RCT was high, especially among
employed participants. Given positive links between alliance
strength and treatment engagement [11], and a typical pattern
of high alliance ratings among trial participants [23], we cannot
discount the possibility that dropout from the intervention group
reflected a lack of perceived alliance with the myCompass
intervention. Furthermore, the sample was predominantly female
which is potentially problematic as gender differences appear
to influence the therapeutic alliance [44]. The generality of our
findings, therefore, is somewhat limited.
From a measurement point of view, we remain uncertain as to
whether the psychometric adequacy of the ARM is affected
when scale items are adapted along the lines reported here (ie,
replacing the word “therapist” with “program”). Until reliability
and validity of the modified ARM is demonstrated and/or
alternative measures of the human-computer alliance are
developed, our conclusions must be considered tentative. In
addition, therapeutic alliance data were collected at only one
time point (ie, at post-intervention). Previous researchers have
discussed the importance of measuring therapeutic alliance
variables at various stages of the therapeutic process [25], and
there is evidence that therapeutic success in the face-to-face
context is more likely for patients whose alliance increases in
the early stages of treatment [45,46]. At the same time, relations
between therapeutic alliance features and program engagement
are potentially reciprocal, such that a strong alliance predicts
increased program interactions and vice versa [11]. Repeated
administration of the ARM over the course of the intervention
would have allowed a stronger test of the contribution made by
therapeutic alliance features to treatment outcomes, program
engagement, and study dropout.
JMIR Mental Health 2016 | vol. 3 | iss. 1 | e10 | p.9
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Conclusions
This study is among the first to provide quantitative and
qualitative support for the existence of a positive therapeutic
alliance with a fully automated, mobile phone and Web-based
psychotherapy intervention involving no therapist assistance.
Although it appears that a strong alliance contributes less
proximally to therapy outcomes in a fully automated,
Internet-delivered intervention compared with face-to-face
psychotherapy, our data suggest that the ability to connect
meaningfully and work collaboratively may be similarly

Clarke et al
important for client engagement across both contexts. Client
engagement is vital for therapeutic success, yet effective
translation of non-specific alliance components of face-to-face
therapies into the Internet environment is not easily achieved
[10]. For the sake of expediency, and in the interest of
optimizing therapeutic gains, future studies should isolate the
critical relational components of encounters in the Internet
environment that relate to treatment outcomes and client
engagement. These can then be honed in the development of
new and refinement of existing Internet-delivered interventions.

Acknowledgments
This study was supported by the Australian Government Department of Health and Ageing. JP and GP are also grateful to the
National Health and Medical Research Council (Program Grant 510135): JP for salary support and GP for research support. The
authors gratefully acknowledge the participants for their involvement and helpful comments.

Conflicts of Interest
None declared.

Multimedia Appendix 1
CONSORT-EHEALTH checklist V1.6.2 [47].
[PDF File (Adobe PDF File), 947KB - mental_v3i1e10_app1.pdf ]

References
1.

2.
3.
4.

5.

6.
7.
8.
9.
10.
11.
12.
13.
14.

Musiat P, Tarrier N. Collateral outcomes in e-mental health: a systematic review of the evidence for added benefits of
computerized cognitive behavior therapy interventions for mental health. Psychol Med 2014 Nov;44(15):3137-3150. [doi:
10.1017/S0033291714000245] [Medline: 25065947]
Griffiths KM, Christensen H. Internet-based mental health programs: a powerful tool in the rural medical kit. Aust J Rural
Health 2007 Apr;15(2):81-87. [doi: 10.1111/j.1440-1584.2007.00859.x] [Medline: 17441815]
Andersson G, Cuijpers P. Internet-based and other computerized psychological treatments for adult depression: a
meta-analysis. Cogn Behav Ther 2009;38(4):196-205. [doi: 10.1080/16506070903318960] [Medline: 20183695]
Andrews G, Cuijpers P, Craske MG, McEvoy P, Titov N. Computer therapy for the anxiety and depressive disorders is
effective, acceptable and practical health care: a meta-analysis. PLoS One 2010;5(10):e13196. [doi:
10.1371/journal.pone.0013196] [Medline: 20967242]
Cuijpers P, Donker T, van Straten A, Li J, Andersson G. Is guided self-help as effective as face-to-face psychotherapy for
depression and anxiety disorders? A systematic review and meta-analysis of comparative outcome studies. Psychol Med
2010 Dec;40(12):1943-1957. [doi: 10.1017/S0033291710000772] [Medline: 20406528]
Horvath AO, Luborsky L. The role of the therapeutic alliance in psychotherapy. J Consult Clin Psychol 1993
Aug;61(4):561-573. [Medline: 8370852]
Wolfe BE, Goldfried MR. Research on psychotherapy integration: recommendations and conclusions from an NIMH
workshop. J Consult Clin Psychol 1988 Jun;56(3):448-451. [Medline: 2899579]
Ardito RB, Rabellino D. Therapeutic alliance and outcome of psychotherapy: historical excursus, measurements, and
prospects for research. Front Psychol 2011;2:270 [FREE Full text] [doi: 10.3389/fpsyg.2011.00270] [Medline: 22028698]
Elvins R, Green J. The conceptualization and measurement of therapeutic alliance: an empirical review. Clin Psychol Rev
2008 Oct;28(7):1167-1187. [doi: 10.1016/j.cpr.2008.04.002] [Medline: 18538907]
Proudfoot J, Guest D, Grey J. Attributional retraining increases mental health , job finding and job retention. 1997 Presented
at: World Congress of Behavioral and Cognitive Therapies; July 1995; Copenhagen.
Brown A, Mountford VA, Waller G. Is the therapeutic alliance overvalued in the treatment of eating disorders? Int J Eat
Disord 2013 Dec;46(8):779-782. [doi: 10.1002/eat.22177] [Medline: 23983066]
Meier PS, Donmall MC, Barrowclough C, McElduff P, Heller RF. Predicting the early therapeutic alliance in the treatment
of drug misuse. Addiction 2005 Apr;100(4):500-511. [doi: 10.1111/j.1360-0443.2005.01031.x] [Medline: 15784065]
Nass C, Moon Y. Machines and mindlessness: social responses to computers. J Social Isssues 2000 Jan;56(1):81-103. [doi:
10.1111/0022-4537.00153]
Johnson RD, Marakas GM, Palmer JW. Differential social attributions toward computing technology: an empirical
investigation. Int J Hum-Comput St 2006 May;64(5):446-460. [doi: 10.1016/j.ijhcs.2005.09.002]

http://mental.jmir.org/2016/1/e10/

XSL• FO
RenderX

JMIR Mental Health 2016 | vol. 3 | iss. 1 | e10 | p.10
(page number not for citation purposes)

JMIR MENTAL HEALTH
15.
16.

17.

18.
19.
20.
21.
22.
23.

24.

25.

26.

27.
28.

29.
30.
31.
32.
33.

34.
35.

36.
37.
38.
39.

Kim Y, Sundar SS. Anthropomorphism of computers: is it mindful or mindless? Comput Hum Behav 2012 Jan;28(1):241-250.
[doi: 10.1016/j.chb.2011.09.006]
Proudfoot J, Swain S, Widmer S, Watkins E, Goldberg D, Marks I, et al. The development and beta-test of a computer-therapy
program for anxiety and depression: hurdles and lessons. Comput Hum Behav 2003 May;19(3):277-289. [doi:
10.1016/s0747-5632(02)00062-6]
Cavanagh K. Turn on, tune in and (don't) drop out: engagement, adherence, attrition, and alliance with internet-based
interventions. In: Bennett-Levy J, Richards D, Farrand P, Christensen H, Griffiths K, Kavanagh DJ, et al, editors. Oxford
Guide to Low Intensity CBT Interventions. New York, NY: Oxford University Press; 2010:227-233.
Boschen MJ. Mobile telephones and psychotherapy: I capability and applicability. Behav Ther 2009;32:168-175.
Perle JG, Langsam LC, Nierenberg B. Controversy clarified: an updated review of clinical psychology and tele-health. Clin
Psychol Rev 2011 Dec;31(8):1247-1258. [doi: 10.1016/j.cpr.2011.08.003] [Medline: 21963670]
Rochlen AB, Zack JS, Speyer C. Online therapy: review of relevant definitions, debates, and current empirical support. J
Clin Psychol 2004 Mar;60(3):269-283. [doi: 10.1002/jclp.10263] [Medline: 14981791]
Andersson G, Titov N. Advantages and limitations of Internet-based interventions for common mental disorders. World
Psychiatry 2014 Feb;13(1):4-11. [doi: 10.1002/wps.20083] [Medline: 24497236]
Knaevelsrud C, Maercker A. Does the quality of the working alliance predict treatment outcome in online psychotherapy
for traumatized patients? J Med Internet Res 2006;8(4):e31 [FREE Full text] [doi: 10.2196/jmir.8.4.e31] [Medline: 17213049]
Anderson RE, Spence SH, Donovan CL, March S, Prosser S, Kenardy J. Working alliance in online cognitive behavior
therapy for anxiety disorders in youth: comparison with clinic delivery and its role in predicting outcome. J Med Internet
Res 2012;14(3):e88 [FREE Full text] [doi: 10.2196/jmir.1848] [Medline: 22789657]
Preschl B, Maercker A, Wagner B. The working alliance in a randomized controlled trial comparing online with face-to-face
cognitive-behavioral therapy for depression. BMC Psychiatry 2011;11:189 [FREE Full text] [doi: 10.1186/1471-244X-11-189]
[Medline: 22145768]
Knaevelsrud C, Maercker A. Internet-based treatment for PTSD reduces distress and facilitates the development of a strong
therapeutic alliance: a randomized controlled clinical trial. BMC Psychiatry 2007;7:13 [FREE Full text] [doi:
10.1186/1471-244X-7-13] [Medline: 17442125]
Ormrod JA, Kennedy L, Scott J, Cavanagh K. Computerised cognitive behavioural therapy in an adult mental health service:
a pilot study of outcomes and alliance. Cogn Behav Ther 2010;39(3):188-192. [doi: 10.1080/16506071003675614] [Medline:
20485996]
Agnew-Davies R, Stiles WB, Hardy GE, Barkham M, Shapiro DA. Alliance structure assessed by the Agnew Relationship
Measure (ARM). Br J Clin Psychol 1998 May;37 ( Pt 2):155-172. [Medline: 9631204]
Proudfoot J, Clarke J, Birch M, Whitton AE, Parker G, Manicavasagar V, et al. Impact of a mobile phone and web program
on symptom and functional outcomes for people with mild-to-moderate depression, anxiety and stress: a randomised
controlled trial. BMC Psychiatry 2013;13:312 [FREE Full text] [doi: 10.1186/1471-244X-13-312] [Medline: 24237617]
Guest G, Bunce A, Johnson L. How Many Interviews Are Enough?: An Experiment with Data Saturation and Variability.
Field Methods 2006 Feb 01;18(1):59-82. [doi: 10.1177/1525822X05279903]
Black Dog Institute. 2015. MyCompass URL: https://www.mycompass.org.au/ [accessed 2015-03-30] [WebCite Cache ID
6XQRqtTIr]
Lovibond SH, Lovibond PF. Manual for the Depression Anxiety Stress Scales (2nd edition). Sydney: Psychology Foundation;
1995.
Mundt JC, Marks IM, Shear MK, Greist JH. The Work and Social Adjustment Scale: a simple measure of impairment in
functioning. Br J Psychiatry 2002 May;180:461-464 [FREE Full text] [Medline: 11983645]
Keyes CL, Wissing M, Potgieter JP, Temane M, Kruger A, van Rooy S. Evaluation of the mental health continuum-short
form (MHC-SF) in setswana-speaking South Africans. Clin Psychol Psychother 2008;15(3):181-192. [doi: 10.1002/cpp.572]
[Medline: 19115439]
Christensen H, Griffiths KM, Farrer L. Adherence in internet interventions for anxiety and depression. J Med Internet Res
2009;11(2):e13 [FREE Full text] [doi: 10.2196/jmir.1194] [Medline: 19403466]
Cahill J, Barkham M, Hardy G, Gilbody S, Richards D, Bower P, et al. A review and critical appraisal of measures of
therapist-patient interactions in mental health settings. Health Technol Assess 2008 Jun;12(24):iii, ix-iii, 47 [FREE Full
text] [Medline: 18510875]
Richardson R, Richards DA, Barkham M. Self-help books for people with depression: the role of the therapeutic relationship.
Behav Cogn Psychother 2010 Jan;38(1):67-81. [doi: 10.1017/S1352465809990452] [Medline: 19995466]
Steketee G, Chambless DL. Methodological issues in prediction of treatment outcome. Clin Psychol Rev 1992;12(4):387-400.
[doi: 10.1016/0272-7358(92)90123-P]
Braun V, Clarke V. Using thematic analysis in psychology. Qual Res Psychol 2006 Jan;3(2):77-101. [doi:
10.1191/1478088706qp063oa]
Bordin ES. The generalizability of the psychoanalytic concept of the working alliance. Psychother-Theor Res 1979
Dec;16(3):252-260. [doi: 10.1037/h0085885]

http://mental.jmir.org/2016/1/e10/

XSL• FO
RenderX

Clarke et al

JMIR Mental Health 2016 | vol. 3 | iss. 1 | e10 | p.11
(page number not for citation purposes)

JMIR MENTAL HEALTH
40.
41.
42.
43.
44.
45.
46.
47.

Clarke et al

Martin DJ, Garske JP, Davis MK. Relation of the therapeutic alliance with outcome and other variables: a meta-analytic
review. J Consult Clin Psychol 2000 Jun;68(3):438-450. [Medline: 10883561]
Eysenbach G. The law of attrition. J Med Internet Res 2005;7(1):e11 [FREE Full text] [doi: 10.2196/jmir.7.1.e11] [Medline:
15829473]
Horvath A, Greenberg L. Development and validation of the Working Alliance Inventory. J Couns Psychol
1989;36(2):223-233.
Suler JR. Psychotherapy in cyberspace: a 5-dimensional model of online and computer-mediated psychotherapy. Cyberpsychol
Behav 2000 Apr;3(2):151-159. [doi: 10.1089/109493100315996]
Thomas SEG, Werner-Wilson RJ, Murphy MJ. Influence of therapist and client behaviors on therapy alliance. Contemp
Fam Ther 2005 Mar;27(1):19-35. [doi: 10.1007/s10591-004-1968-z]
Hartley D, Strupp H. The therapeutic alliance: its relationship to outcome in brief psychotherapy. In: Masling J, editor.
Empirical Studies of Psychoanalytic Theories. Hillsdale, NJ: Laurence Erlbaum; 1983:1-27.
Frank AF, Gunderson JG. The role of the therapeutic alliance in the treatment of schizophrenia. Relationship to course and
outcome. Arch Gen Psychiatry 1990 Mar;47(3):228-236. [Medline: 1968329]
Eysenbach G, Consort-EHEALTHGroup. CONSORT-EHEALTH: improving and standardizing evaluation reports of
Web-based and mobile health interventions. J Med Internet Res 2011;13(4):e126 [FREE Full text] [doi: 10.2196/jmir.1923]
[Medline: 22209829]

Abbreviations
ARM: Agnew Relationship Measure
CBT: cognitive behavior therapy
DASS: Depression, Anxiety and Stress Scale
MHC-SF: Mental Health Continuum-Short Form
RCT: randomized controlled trial
WSAS: Work and Social Adjustment Scale

Edited by M Zhang; submitted 11.05.15; peer-reviewed by G Andrews, M Cassimatis, R Ireland (nee Anderson), I Muller, G Furber;
comments to author 31.07.15; revised version received 13.10.15; accepted 22.11.15; published 25.02.16
Please cite as:
Clarke J, Proudfoot J, Whitton A, Birch MR, Boyd M, Parker G, Manicavasagar V, Hadzi-Pavlovic D, Fogarty A
Therapeutic Alliance With a Fully Automated Mobile Phone and Web-Based Intervention: Secondary Analysis of a Randomized
Controlled Trial
JMIR Mental Health 2016;3(1):e10
URL: http://mental.jmir.org/2016/1/e10/
doi:10.2196/mental.4656
PMID:26917096

©Janine Clarke, Judith Proudfoot, Alexis Whitton, Mary-Rose Birch, Megan Boyd, Gordon Parker, Vijaya Manicavasagar, Dusan
Hadzi-Pavlovic, Andrea Fogarty. Originally published in JMIR Mental Health (http://mental.jmir.org), 25.02.2016. This is an
open-access
article
distributed
under
the
terms
of
the
Creative
Commons
Attribution
License
(http://creativecommons.org/licenses/by/2.0/), which permits unrestricted use, distribution, and reproduction in any medium,
provided the original work, first published in JMIR Mental Health, is properly cited. The complete bibliographic information, a
link to the original publication on http://mental.jmir.org/, as well as this copyright and license information must be included.

http://mental.jmir.org/2016/1/e10/

XSL• FO
RenderX

JMIR Mental Health 2016 | vol. 3 | iss. 1 | e10 | p.12
(page number not for citation purposes)

