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Abstract

Background: Anxiety and depression are leading causes of disability but are often undertreated. Internet-delivered cognitive
behavioral therapy (ICBT) improves access to treatment by overcoming barriers to obtaining care. ICBT has been found to be
efficacious in research trials and routine care, but there is limited research of ICBT when it is recommended and funded by
insurance companies for clients on or recently in receipt of disability benefits or accommodations.

Objective: The aim of this study was to examine ICBT engagement, treatment satisfaction, and effectiveness among individuals
involved with 2 insurance companies. The 2 samples were benchmarked against published outcomes from a publicly funded (PF)
ICBT clinic.

Methods: Individuals who were on or recently in receipt of disability benefits and were either insurance company (IC) employees
(n=21) or IC plan members (n=19) were referred to ICBT funded by the respective insurance companies. Outcomes were
benchmarked against outcomes of ICBT obtained in a PF ICBT clinic, with clients in the clinic divided into those who reported
no involvement with insurance companies (n=414) and those who were on short-term disability (n=44). All clients received the
same 8-week, therapist-assisted, transdiagnostic ICBT course targeting anxiety and depression. Engagement was assessed using
completion rates, log-ins, and emails exchanged. Treatment satisfaction was assessed posttreatment. Depression, anxiety, and
disability measures were administered pretreatment, posttreatment, and at 3 months.

Results: All samples showed high levels of ICBT engagement and treatment satisfaction. IC employees experienced significant
improvement at posttreatment (depression d=0.77; anxiety d=1.13; and disability d=0.91) with outcomes maintained at 3 months.
IC plan members, who notably had greater pretreatment disability than the other samples, experienced significant moderate effects
at posttreatment (depression d=0.58; anxiety d=0.54; and disability d=0.60), but gains were not maintained at 3 months. Effect
sizes at posttreatment in both IC samples were significantly smaller than in the PF sample who reported no insurance benefits
(depression d=1.14 and anxiety d=1.30) and the PF sample who reported having short-term disability benefits (depression d=0.95
and anxiety d=1.07). No difference was seen in effect sizes among IC employees and the PF samples on disability. However, IC
plan members experienced significantly smaller effects on disability d=0.60) compared with the PF sample with no disability
benefits d=0.90) and those on short-term disability benefits d=0.94).
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Conclusions: Many clients referred and funded by insurance companies were engaged with ICBT and found it acceptable and
effective. Results, however, were not maintained among those with very high levels of pretreatment disability. Small sample
sizes in the IC groups are a limitation. Directions for research related to ICBT funded by insurance companies have been described.

(JMIR Ment Health 2020;7(2):e16005) doi: 10.2196/16005
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Introduction

Background
Anxiety and depression are highly prevalent in adult populations
and are often associated with a high degree of disability [1].
According to the World Health Organization, depression is the
leading cause of ill health and disability worldwide [2], while
anxiety disorders have been identified as the 9th leading cause
of disability worldwide [3]. These disorders come with high
personal and economic costs. The Mental Health Commission
of Canada estimates that mental health concerns cost the
Canadian economy approximately Can $50 billion annually [4].
Almost Can $6 billion of this is attributed to lost productivity
from absenteeism, presenteeism, and turnover in working adults.
Moreover, 30% of disability or insurance claims are attributed
to mental health concerns. Thus, there is significant pressure to
identify and implement effective interventions to assist
individuals with mental health concerns in relieving their
symptoms and improving work-related disability.

Although there is great need for mental health treatment, several
barriers exist that prevent individuals with mental health
concerns from accessing effective treatment, such as concerns
about mental health stigma, time constraints, and rural or remote
geographical locations [5]. Internet-delivered cognitive
behavioral therapy (ICBT) has received increased attention in
clinical trials and routine care because it overcomes these
barriers to care [6]. ICBT typically consists of weekly
Web-based modules that provide psychoeducation and skills
about managing symptoms of anxiety and depression [7]. Often,
therapist assistance is offered in the form of weekly secure
emails or telephone calls from a therapist. ICBT has been shown
to be as effective as face-to-face cognitive behavioral therapy
(CBT) with comparable drop-out rates [8]. In fact, organizations
such as Health Quality Ontario have reviewed the growing
evidence for the efficacy of ICBT and recommended that
therapist-assisted ICBT for individuals with mild-to-moderate
symptoms of anxiety or depression be publicly funded (PF) [9].

Despite the growing evidence base supporting the use of ICBT
for depression and anxiety, additional research is necessary to
illustrate the effectiveness of ICBT when offered in different
contexts and populations. Replication trials essentially serve to
establish the ecological validity or generalizability of efficacious
interventions delivered under different circumstances or to
different populations [10]. In Canada, mental health care is
funded in a variety of ways. Canada has a PF health care system
that provides all Canadian residents with access to medically
necessary hospital and physician services through federal taxes
that are transferred to the provinces and territories [11]. Each
of the 13 provinces and territories are then required to have their

own health care insurance plans to ensure that residents do not
pay for hospital or physician services out-of-pocket. With this
federal funding, provinces and territories also typically cover
some mental health care services in PF settings (eg, hospital,
community mental health clinics, and Web-based clinics). Some
residents of Canada also have access to additional mental health
care through insurance company (IC) plans paid for by
employers. Alternatively, some residents may pay for some
mental health services out of pocket.

To date, in Canada, there has been reported effectiveness of PF
ICBT [12], but there are no published trials in Canada on the
effectiveness of ICBT among clients who are involved with an
IC owing to their mental health symptoms (eg, currently or
recently in receipt of disability benefits or receiving workplace
accommodations), especially when ICBT is recommended and
funded by the IC.

Outcomes in Insurance Company Clients
Research on face-to-face CBT indicates that outcomes of CBT
may not be as promising for IC clients, suggesting it would be
valuable to explore if this is also the case with ICBT.
Specifically, in a recent meta-analysis conducted by
Salomonsson et al [13], the efficacy of CBT for individuals on
disability leave for mental health concerns was examined, and
effect sizes for sick leave and reduction in symptoms were
significant, but quite small (Hedges g=0.17 and 0.21,
respectively). In comparison, the most recent review of CBT
for anxiety and depression in the general adult population found
larger effect sizes, even when effect sizes were adjusted for
publication bias (g=0.59 and 0.65, respectively) [14].

Theoretically, there are multiple factors that could contribute
to poorer outcomes among individuals on disability leave
involved with an IC [15]. Models of mental health recognize
that mental health is influenced by individuals (eg, symptoms),
social (eg, work stress), and environmental (eg, access to service
and injustice) factors [15]. At the individual level, those involved
with ICs may have greater symptom severity, which has been
associated with poorer treatment outcomes [16]. Specifically,
ICs often have requirements for the severity or duration of
symptoms before a disability claim can be granted, especially
long-term disability, which may contribute to more severe
symptoms in IC groups [17]. In terms of social factors,
individuals involved with an IC may have poorer outcomes than
those not involved with an IC as a result of challenges they face
when returning to work after being on disability leave, such as
challenges meeting workload responsibilities [18] or being faced
with lack of support [19,20]. In terms of environmental factors,
it has been found that the length of approval times for claims,
especially for long-term disability, can create a delay in
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treatment, which could negatively impact treatment outcomes
[21]. It is also possible that being involved with an IC represents
a negative or stressful experience for clients which then
influences treatment outcomes [22]. Past research suggests, for
instance, that mental health claims are regarded as more complex
for ICs to manage because of diagnostic challenges as well as
stigma associated with mental health issues [23]. Past research
also suggests that claims management can significantly impact
mental health [22,24,25] and that individuals with mental health
conditions are significantly more likely to have negative
experiences with disability claims and return to work [26].

Aims of the Study
The aim of this study was to examine the generalizability of
outcomes of ICBT by assessing engagement, treatment
satisfaction, and effectiveness of ICBT in 2 IC samples. In both
samples, clients were receiving or were recently in receipt of
disability benefits or workplace accommodations for mental
health symptoms, and the ICs referred clients to and funded
ICBT. Results from these 2 IC samples were benchmarked
against a previously published trial that established the
effectiveness of the same ICBT program when it was offered
to clients who sought ICBT from a PF ICBT clinic [12].
Benchmarking is an established method for comparing outcomes
in different groups and has been used previously in studies on
the effectiveness of CBT [27,28]. Extrapolating from past
face-to-face CBT research [13], we expected that IC plan
members and IC employees would exhibit significant but smaller
improvements on symptom measures than PF clients. Other
comparisons were considered exploratory in nature given limited
past research. The results of this study have implications for
the use of ICBT funded by ICs; if results are promising, ICs
may have greater interest in referring to and funding ICBT,
which has the potential to not only improve client well-being
but reduce substantial costs associated with mental health
concerns.

Methods

Study Design and Ethics
This study followed an observational pre-post test design with
a 3-month follow-up. Research ethics board approval was
obtained from the University of Regina for the study of all
samples. The PF ICBT trial was registered (ISRCTN42729166),
and the results have previously been published but not divided
by whether clients were or were not in receipt of short-term
disability benefits [12].

One sample consisted of IC plan members, while the second
sample consisted of IC employees. The 2 samples were
examined separately as there was a requirement to report
mid-treatment and posttreatment outcomes to a case worker for
the IC plan members following disability benefit guidelines.
Separate examination of the 2 samples also provided opportunity
for comparison of background characteristics, which revealed
some differences between the IC samples. Results from these
2 IC samples were benchmarked against a previously published
trial of the same ICBT program when it was offered to clients
who sought ICBT from a PF ICBT clinic [12]. The PF sample
was subdivided into those who reported no insurance benefits

and those who reported being on short-term disability benefits.
In the latter case, although clients reported short-term disability
benefits, there was no contact between the PF clinic and the
clients’ insurance provider. All samples received the same
8-week transdiagnostic ICBT program that addressed symptoms
of both anxiety and depression. Benchmarking is a well-known
strategy for examining outcomes in situations where random
assignment to groups is not feasible [29].

Across all samples, to assess engagement, we examined the
number of log-ins, number of emails exchanged between clients
and therapists, and percentage of clients who completed 4 out
of 5 ICBT lessons that covered the primary treatment strategies.
To assess effectiveness, we examined improvements in
depression, anxiety, and disability at posttreatment and 3-month
follow-up. To assess treatment satisfaction, we examined ratings
of ICBT posttreatment. Furthermore, in the 2 IC samples, we
examined qualitative feedback related to strengths and
challenges of ICBT.

Clients
Clients were recruited during the following time periods: IC
employees (September 2017 to May 2018), IC plan members
(June 2017 to June 2018), and both PF samples (November
2013 to July 2015). In all samples, ICBT was delivered by the
same clinic, but the service was either funded by the government
or the IC. IC employees were in receipt of, or had recently been
in receipt of, short-term or long-term disability payments or had
mental health workplace accommodations or benefits while at
work. Recruitment for IC employees was through an email
invitation sent by the insurer to eligible employees. Interested
IC employees voluntarily visited the website to enroll in ICBT.
IC plan members had an open short- or long-term disability
claim related to anxiety or depression or were in receipt of
mental health accommodations or benefits at work. Recruitment
for IC plan members involved case managers providing plan
members with information about ICBT, first through a phone
call and then an email link to the ICBT website. With client
consent, case managers of the IC plan members were sent reports
on client outcomes at mid- and posttreatment. As described in
a previously published study [12], all PF clients self-referred
to ICBT after learning about ICBT through community mental
health clinics (167/458, 36.5%), family physicians (99/458,
21.7%), word of mouth (68/458, 14.8%), media (56/458, 12.2%),
Web searches and email announcements (54/458, 11.8%), or
printed advertisements (14/478, 2.9%). The PF short-term
disability clients self-reported being in receipt of short-term
disability benefits, but their care was PF and the ICBT clinic
had no contact with their IC.

To be included in the study, clients from all samples completed
a Web-based screening followed by telephone screening to
assess their eligibility for ICBT. All clients had to meet the
following criteria: 18 years of age or older; residents of
Saskatchewan (all samples) or Ontario (IC employees and IC
plan members only); endorse at least mild symptoms of anxiety
or depression; access to the internet and comfortable using
computers; and willing to provide a health care professional as
an emergency contact. Exclusion criteria included the following:
reporting symptoms of mania, psychosis, posttraumatic stress
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disorder, alcohol, or substance misuse that were not being
effectively managed; high risk for suicide based on plan or
intent in the last year; or hospitalization in the last year related
to suicide risk or severe mental health concerns.

For the IC employees, 24 individuals completed the screening
process, 88% (21/24) were accepted and began ICBT, 71%
(15/21) completed posttreatment measures, and 57% (12/21)
completed 3-month follow-up measures. For the IC plan
members, 23 completed the screening process, 83% (19/23)
were accepted and began ICBT, 84% (16/19) completed
posttreatment measures, and 58% (11/19) completed 3-month
follow-up measures. For the PF sample, 545 completed the
screening process, 76.0% (414/545) were accepted and began
ICBT, 81.9% (339/414) completed posttreatment measures, and
75.1% (311/414) completed 3-month follow-up measures. For
the PF short-term disability sample, 65 clients completed the
screening process, 68% (44/65) were accepted and began ICBT,
91% (40/44) completed posttreatment measures, and 66%
(29/44) completed 3-month follow-up measures.

Intervention
All clients received the same 8-week transdiagnostic ICBT
course (Wellbeing Course) that addresses both anxiety and
depression. The course was developed by the eCentre Clinic at
Macquarie University in Sydney, Australia [30], and is licensed
for use by the Online Therapy Unit [12]. The course contains
5 lessons that focus on the following: (1) the cognitive
behavioral model and symptom identification; (2) thought
monitoring and challenging; (3) dearousal strategies and pleasant
activity scheduling; (4) graduated exposure; and (5) relapse
prevention. Lessons are available in a slideshow format with
downloadable materials and weekly homework assignments to
facilitate skill acquisition. Clients also have access to client
stories and extra resources as needed (eg, communication,
problem solving, and sleep).

Therapists
All IC employees and IC plan members were assigned to 1
Web-based therapist employed by the ICBT clinic who had
experience in ICBT and possessed a Master’s degree in Social
Work. All PF clients [12] were assigned to a therapist who
worked directly in the ICBT clinic (n=2 registered psychologists;
n=1 registered social worker; n=13 psychology graduate
students; and n=9 social work graduate students) or in 1 of 8
community mental health clinics associated with the clinic (n=10
registered psychologists; n=25 registered social workers; n=5
registered nurses; and n=1 registered counselor). All therapists
participated in a 1-day workshop [12] before delivering ICBT.
Graduate students received supervision from a registered
provider. A more in-depth description of the training of these
therapists is available elsewhere [12].

Therapist Support
Most of the contact between therapists and clients occurred over
a secure Web-based messaging system. Clients were encouraged
to email their therapist throughout the week as they reviewed
treatment materials; the therapist, on the contrary, checked in
with clients and responded to emails by secure email on 1
predesignated day each week. Telephone calls were made in

the following circumstances: clients had not logged into the
website in the past week, clients were not responding to emails,
clients requested a phone call, or therapists were concerned
about client safety because of an increase in depression
symptoms or suicidal ideation as assessed by questionnaires.

Outcome Measures
Clients completed measures at pretreatment, posttreatment, and
3-month follow-up. The measures were completed by
participants on the same website that was used to deliver the
intervention. Participants received reminder emails to complete
measures at posttreatment and 3-month follow-up. Measures
of anxiety and depression were also administered at the
beginning of lessons 2 to 5 to allow therapists to monitor
symptoms.

Patient Health Questionnaire 9-Item
The Patient Health Questionnaire-9 (PHQ-9) [31] is a 9-item
validated self-report questionnaire that is used to assess
depression symptom severity. Total scores range from 0 to 27
with scores being interpreted as indicative of mild (5-9),
moderate (10-14), moderately severe (15-19), and severe (20-27)
depressive symptoms [32]. A cut-off score of 10 or higher is
used to identify those who are likely to have a diagnosis of
depression [20]. The PHQ-9 has good psychometric properties
[31]. The Cronbach alpha in this study was .85.

Generalized Anxiety Disorder 7-item
The Generalized Anxiety Disorder (GAD)-7 [33] is a 7-item
validated self-report questionnaire that is used to assess anxiety
symptom severity, with total scores ranging from 0 to 21. Total
scores are interpreted as indicative of mild (5-9), moderate
(10-14), and severe (15-21) anxiety symptoms [24]. A cut-off
score of 10 or higher is used to identify those who are likely to
have a Diagnostic and Statistical Manual of Mental Disorders
5th edition diagnosis [33]. The generalized anxiety disorder
7-item (GAD-7) has strong psychometric properties [33]. The
Cronbach alpha in this study was .88.

Sheehan Disability Scale
The Sheehan Disability Scale (SDS) [34] is a 3-item validated
measure of functional impairment in work/school, social life,
and family life. Scores range from 0 to 30, with higher scores
indicating higher levels of impairment. The SDS has high
internal consistency and sensitivity to treatment and has been
used in previous ICBT research [35]. The Cronbach alpha in
this study was .84.

Engagement
Engagement was measured by assessing the percentage of clients
who completed the course, number of emails sent to therapist,
and number of log-ins to the course.

Treatment Satisfaction
At the end of treatment, clients were asked if they felt that the
treatment was worth their time (Yes or No) and if they would
recommend the course to a friend (Yes or No). Moreover, clients
were asked to rate treatment satisfaction (response options
included very dissatisfied, dissatisfied, neutral, satisfied, and
very satisfied), whether participating in the course affected their

JMIR Ment Health 2020 | vol. 7 | iss. 2 | e16005 | p. 4https://mental.jmir.org/2020/2/e16005
(page number not for citation purposes)

Hadjistavropoulos et alJMIR MENTAL HEALTH

XSL•FO
RenderX

http://www.w3.org/Style/XSL
http://www.renderx.com/


confidence in managing their symptoms and whether the course
increased their motivation to seek help in the future if needed
(response options for the last 2 questions were greatly reduced,
reduced, no change, increased, and greatly increased). IC plan
members and IC employees also answered 2 open-ended
questions to obtain feedback on the most helpful elements of
ICBT and suggestions for improvement.

Statistical Analysis
Data were analyzed using SPSS 23 (IBM). To begin, descriptive
statistics were used to describe and compare samples in terms
of demographics and scores on pretreatment depression, anxiety,
and disability. To assess engagement, we compared samples on
the percentage of clients who completed 4 out of 5 core lessons
over 8 weeks, the mean number of log-ins, and the mean number
of emails exchanged between clients and therapists. Group
differences were analyzed using one-way analyses of variance
for continuous variables and chi-square tests for categorical
variables. When tests were significant, post hoc analyses were
conducted to examine group differences.

When examining outcome measures, missing data were imputed
using multiple imputation based on chained equations [36]. The
imputation model included demographic variables such as age
and symptom severity at baseline as predictors. A total of 40
imputations were generated to avoid producing a large Monte
Carlo error [37]. Pooled data were used for the analysis [38].
To begin, as we had not previously analyzed IC data, we
examined the IC samples using generalized estimation equation
(GEE) modeling to evaluate effectiveness of treatment in the 2
IC groups [39]. An unstructured working correlation matrix and
maximum likelihood estimation were used. A gamma
distribution with a log link response scale was specified to
address positive skewness and proportionally changing scores
in the dependent variables [40]. Pairwise comparisons were
used to examine the statistical significance of changes in the
outcomes examining group and time effects.

Additional statistics were calculated for benchmarking purposes.
Cohen d effect sizes and 95% confidence intervals were
calculated for the within-group effects based on the estimated
marginal mean values derived from the GEE analysis. Consistent
with the literature, d=0.20 was regarded as a small effect,
d=0.50, a medium effect, and d=0.80, a large effect [41]. Effect
size difference of 0.20 or greater from the benchmark groups
(PF clients and PF short-term disability clients) were considered
to be clinically significant [41]. In addition, consistent with the
literature, we interpreted a within-group effect size of d=0.24
as the minimally important difference [42]. To assist with
understanding effect sizes, we also calculated the average
percentage change and 95% confidence intervals across time
for each outcome measure from the GEE analyses. The
percentages of clients reporting improvements in symptoms of
30% and deterioration of 30% from pre- to posttreatment and
pretreatment to follow-up were calculated and compared among
the groups using chi-square tests; 30% was selected as an
additional method for identifying at least some meaningful
improvement on measures [43]. When tests were significant,
post hoc analyses were conducted to examine group differences.

To assess treatment satisfaction, we compared groups using
chi-square tests in terms of the percentage of clients who found
the course helpful, the percentage who would recommend the
course to a friend, and the percentage who reported being very
satisfied or satisfied with treatment, having greatly increased
or increased confidence in managing symptoms, and greatly
increased or increased motivation to seek additional health care
in the future. As above, when tests were significant, post hoc
analyses were conducted to examine group differences.

Among the IC plan members and IC employees, to analyze
qualitative feedback on the most helpful elements of ICBT and
suggestions for improving ICBT, we used conventional content
analysis [44] to identify themes in clients’ responses to 2
open-ended questions.

Results

Client Characteristics
The mean age of the clients ranged from 38.92 to 45.95 years.
The majority of clients in all 4 groups were female (range:
32/44, 73%-17/21, 81%), had more than a high school education
(range: 35/44, 80%-18/21, 86%), were married or common law
(range: 11/19, 58%-33/44, 75%), and Caucasian (range: 16/19,
84%-75/414, 93.1%). A large proportion of clients lived in a
small city or rural area (range: 194/414, 48.8%-11/19, 58%).
Among IC employees, 29% (6/21) were at work with mental
health accommodations or benefits, 48% (10/21) were on
short-term disability, and 24% (5/21) were on long-term
disability. Among IC plan members, 16% (3/19) were at work
with mental health accommodations or benefits, 32% (6/19)
were on short-term disability, and 53% (10/19) were on
long-term disability. Examination of group differences revealed
no differences in terms of sex, marital status, education,
ethnicity, or location; however, differences among groups in
terms of age and employment status were found. Post hoc
analyses showed PF clients were significantly younger than PF
short-term disability clients (P<.01) and IC plan members
(P=.01) but comparable to IC employees (P=.11). No significant
difference in age was seen among IC plan members, IC
employees, and PF short-term disability clients. Table 1 includes
additional demographic information for the clients, separated
by sample.

Significant differences were seen among the groups on
pretreatment measures of depression (PHQ-9, F3,489=9.78;
P=.01), anxiety (GAD-7, F3,489=5.16; P<.01), and disability
(SDS, F3,489=17.55; P<.01). See Table 2 for mean scores. Post
hoc analyses examining pretreatment PHQ-9 scores showed
that IC plan members had significantly higher scores compared
with the PF clients (mean difference=5.61; P<.01) and PF
short-term disability clients (mean difference=3.73; P=.02), but
not IC employees (mean difference=1.75; P=.33). IC employees
had significantly higher pretreatment PHQ-9 scores compared
with PF clients (mean difference=3.86; P<.01) but not PF
short-term disability clients (mean difference=1.98; P=.18). PF
clients had significantly lower scores compared with PF
short-term disability clients (mean difference=1.88; P=.04).
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Table 1. Demographic characteristics of clients separated by sample.

Statistical significancePF clients
(n=414)

PFb short-term
disability
clients (n=44)

IC plan mem-
bers (n=19)

ICa employees
(n=21)

Sample

P valueχ2 (df)F test
(3,489)

.01—c7.84Age (years)

38.26
(12.63)

46.36 (11.05)45.47 (11.96)42.76 (9.42)Mean (SD)

18-7424-6423-6328-65Range

.890.6 (3)d—Sex, n (%)

108 (26.7)12 (27)5 (27)4 (19)Male

296 (73.3)32 (73)14 (74)17 (81)Female

.240.6 (3)d—Marital status, n (%)

248 (61.1)33 (75)11 (58)15 (71)Married/common law

158 (38.9)11 (25)8 (42)6 (29)Unmarried

.930.5 (3)e—Education, n (%)

75 (18.5)9 (21)3 (16)3 (14)High school diploma or less

331 (81.5)35 (80)16 (84)18 (86)Greater than high schoolf

<.01617.7 (9)e—Employment status, n (%)

282 (69.5)—3 (16)6 (29)Working

124 (30.5)———Unemployed/student/retired/not re-
ported

——44 (100)6 (32)10 (48)Short-term disability

———10 (53)5 (24)Long-term disability

.492.4 (3)g—Ethnicity, n (%)

375 (93.1)37 (90)16 (84)19 (91)Caucasian

28 (6.9)4 (10)3 (16)2 (10)Non-Caucasian or not reported

.492.4 (3)e—Location, n (%)

212 (51.2)19 (43)8 (42)9 (43)Large city (over 200, 000)

194 (47.8)25 (57)11 (58)12 (57)Small center

aIC: insurance company.
bPF: publicly funded.
cNot applicable.
dN=488.
eN=490.
fSome college or university education.
gN=484.
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Table 2. Estimated marginal means and 95% CI for primary outcomes separated by sample.

Estimated marginal meansEstimates

3-month follow-up mean (95% CI)Posttreatment mean (95% CI)Pretreatment mean (95% CI)

PHQ-9a

11.09 (8.70-13.49)11.04 (8.14-13.95)16.10 (13.51-18.68)ICb employees (N=21)

17.94 (14.50-21.38)14.60 (11.58-17.61)17.84 (16.15-19.53)IC plan members (N=19)

6.88 (5.14-8.62)8.32 (6.30-10.34)14.11 (12.61-15.61)PFc short-term disability clients (N=44)

5.72 (5.17-6.27)5.81 (5.27-6.34)12.23 (11.68-12.78)PF clients (N=406)

GAD-7d

9.69 (7.43-11.95)8.07 (5.79-10.36)13.67 (11.82-15.52)IC employees (N=21)

15.41 (13.13-17.69)12.72 (10.25-15.18)15.53 (13.47-17.59)IC plan members (N=19)

6.07 (4.90-7.24)6.66 (4.94-8.37)13.11 (11.31-14.92)PF short-term disability clients (N=44)

5.18 (4.71-5.65)5.14 (4.68-5.59)11.57 (11.07-12.08)PF clients (N=406)

SDSe

17.83 (14.50-21.16)16.93 (12.78-21.08)24.10 (22.00-26.19)IC employees (N=21)

23.33 (19.00-27.67)21.59 (17.70-25.48)25.68 (24.13-27.24)IC plan members (N=19)

12.29 (19.64-14.95)13.96 (10.96-16.95)22.43 (20.20-24.67)PF short-term disability clients (N=44)

8.96 (8.11-9.82)9.83 (8.99-10.68)17.22 (16.47-17.96)PF clients (N=404)

aPHQ-9: Patient Health Questionnaire-9.
bIC: insurance company.
cPF: publicly funded.
dGAD-7: Generalized Anxiety Disorder-7.
eSDS: Sheehan disability scale.

On the pretreatment GAD-7 scores, IC plan members had
significantly higher scores compared with the PF clients (mean
difference=3.95; P<.01) but not the PF short-term disability
clients (mean difference=2.41; P=.09) or IC employees (mean
difference=1.86; P=.26). IC employees did not differ
significantly on GAD-7 from the other 3 groups (P range=.07
to .69). PF clients and PF short-term disability clients did not
differ significantly (P=.06). On pretreatment SDS scores, PF
clients had significantly lower disability scores compared with
the other 3 groups, who did not differ from each other.

Engagement
Overall, there was a high level of engagement in ICBT among
clients in all 4 samples. There were no differences among groups
in the percentage of clients who completed 4 out of 5 lessons
(15/21, 71% IC employees; 17/19, 90% IC plan members;
346/414, 83.5% PF clients; and 38/44, 86% PF short-term

disability clients; χ2
3,N=490=3.0 P=.40). There were also no

differences in the mean number of times clients logged into the
program (IC employees mean 18.76, SD 9.82; IC plan members
mean 24.05, SD 12.49; PF clients mean 22.60, SD 13.81; PF
short-term disability clients mean 24.59, SD 12.32; F3,489=0.955;
P=.41) or the mean number of emails clients sent to their
therapists (IC employees mean 3.71, SD 3.44; IC plan members
mean 3.84, SD 3.45; PF clients mean 4.69, SD 4.01; PF
short-term disability clients mean 4.93, SD 3.22; F3,489=0.759;
P=.51).

Treatment Effects for Insurance Company Employees
and Insurance Company Plan Members
The means and 95% confidence intervals of primary outcome
measures are reported in Table 2. The GEE analyses indicated
significant effects for Time on symptoms of depression (Wald’s

χ2
2,N=1470=100.8; P<.001), anxiety (Wald χ2

2,N=1470=122.1;

P<.001), and disability (Wald χ2
2,N=1470=131.9; P<.001).

Pairwise comparisons found significant improvements in scores
from pretreatment to posttreatment (P<.01) but not pretreatment
to follow-up (P=.97) for SDS scores. Significant improvement
in PHQ-9 and GAD-7 scores were revealed from pretreatment
to posttreatment and pretreatment to follow-up (range P=.04 to
<.01). Main effects of Group were seen on the PHQ-9 (Wald

χ2
3,N=1470=79.0; P<.001), GAD-7 (Wald χ2

3,N=1470=74.7;

P<.001), and SDS (Wald χ2
3,N=1470=88.3; P<.001) showing that

the IC plan members had overall higher scores than IC
employees. Time by Group interactions were also observed on
all the primary outcome measures (PHQ-9, Wald

χ2
6,N=1470=23.8, P<.001; GAD-7, Wald χ2

6,N=1470=27.6, P<.001;

and SDS, Wald χ2
6,N=1470=14.4, P=.02).

Benchmarking
Table 3 provides Cohen d and 95% confidence interval values
from pretreatment to posttreatment and to 3-month follow-up
for the 4 samples. From pre- to posttreatment on the PHQ-9,
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effects of IC plan members were inferior to those of IC
employees (IC employees d=0.77 and IC plan members d=0.58).
The IC plan members were also significantly inferior to the PF
short-term disability clients d=0.95) and PF clients d=1.14). IC
employees were inferior to PF clients but not PF short-term
disability clients. From pre- to posttreatment on the GAD-7, IC
plan members had significantly inferior effect sizes d=0.54)
compared with IC employees d=1.13), PF short-term disability
clients d=1.07), and PF clients d=1.30); the IC employees did
not differ significantly from the PF short-term disability clients
or PF clients. On the SDS pre- to posttreatment, IC plan
members had a significantly inferior effect size d=0.60)
compared with the other 3 groups, which did not differ from
each other (IC employees d=0.91; PF short-term disability

clients d=0.94; and PF clients d=0.90). From pretreatment to
3-month follow-up, on measures of depression, anxiety, and
disability, IC employees had large effect sizes (range d=0.80
to 0.94) that were significantly better than the IC plan members
(range d=0.02 to 0.32) but inferior to the 2 benchmarking
samples (range d=1.00 to 1.35).

Consistent with recommendations in the literature [42],
within-group effect sizes of d=0.24 were determined as being
a minimally important difference. All effect sizes from
pretreatment to posttreatment on all measures in all samples
were regarded as meeting this threshold. On the contrary, from
pretreatment to 3-month follow-up, IC plan members were not
found to have an effect size large enough to meet the minimally
important difference threshold.

Table 3. Clinical reliable change from pretreatment to posttreatment and 3-month follow-up separated by group.

Deterioration≥30%Improvement≥30%Effect sizes from pretreatment, Cohen
d (95% CI)

Estimates

Pre- to 3-month
follow-up (%)

Pre- to posttreatment
(%)

Pre- to 3-month
follow-up (%)

Pre- to posttreatment
(%)

To 3-month fol-
low-up

To posttreatment

PHQ-9a

14050480.84 (0.19 to
1.45)

0.77 (0.13 to 1.38)ICb employees

371115632-0.02 (-0.65 to
0.62)

0.58 (-0.08 to 1.22)IC plan members

2774671.30 (0.83 to
1.75)

0.95 (0.50 to 1.38)PFc short-term dis-
ability clients

5.02.775.975.91.14 (0.99 to
1.20)

1.14 (0.99 to 1.29)PF clients

GAD-7 d

5538620.80 (0.16 to
1.42)

1.13 (0.45 to 1.75)IC employees

26516260.02 (-0.61 to
0.66)

0.54 (-0.12 to 1.18)IC plan members

257472.71.35 (0.88 to
1.81)

1.07 (0.62 to 1.51)PF short-term disabil-
ity clients

3.23.275.978.31.30 (1.15 to
1.45)

1.30 (1.15 to 1.45)PF clients

SDSe

5043380.94 (0.29 to
1.56)

0.91 (0.26 to 1.53)IC employees

1102126.30.32 (-0.33 to
0.95)

0.60 (-0.06 to 1.24)IC plan members

026451.21.21 (0.74 to
1.65)

0.94 (0.49 to 1.37)PF short-term disabil-
ity clients

7.27.067.865.31.00 (0.85 to
1.15)

0.90 (.76 to 1.05)PF clients

aPHQ-9: Patient Health Questionnaire-9.
bIC: insurance company.
cPF: publicly funded.
dGAD-7: Generalized Anxiety Disorder-7.
eSDS: Sheehan disability scale.
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To further facilitate interpretation of the effects, Table 3 also
includes descriptive information about the improvement in
symptoms of 30% as well as deterioration of 30% for each group
for each measure from pre- to posttreatment and from
pretreatment to 3-month follow-up.

On the posttreatment PHQ-9, a greater proportion of clients
experienced 30% reduction in scores among the PF clients
(314/414, 75.9%) and PF short-term disability clients (30/44,
67%) compared with both IC employees (10/21, 48%) and IC

plan members (6/19, 32%; χ2
3,N=485=25.1; P=.001). The same

significant pattern was found at 3-month follow-up

(χ2
3,N=485=38.07; P<.001).

On posttreatment GAD-7 scores, a significantly lower proportion
of IC plan members (5/19, 26%) experienced 30% reduction in
GAD-7 scores compared with IC employees (13/21, 62%), PF
short-term disability clients (32/44, 73%), and PF clients
(324/414, 78.3%), while no significant differences were seen
among IC employees and the 2 benchmarking groups

(χ2
3,N=489=28.4; P=.001). At 3-month follow-up, a significantly

lower proportion of IC employees (8/21, 38%) and IC plan
members (3/19, 16%) reported 30% reduction in GAD-7 scores
compared with the PF short-term disability clients (33/44, 75%)

and PF clients (314/414, 75.8%; χ2
3,N=485=44.6; P<.001).

On posttreatment SDS scores, IC employees (8/21, 38%) and
IC plan members (5/19, 26%) did not differ significantly from
PF short-term disability clients (23/44, 51%) in proportion of
individuals experiencing 30% reduction on SDS scores.
Furthermore, IC employees had a similar proportion of
individuals experiencing 30% reduction on SDS scores
compared with PF short-term disability clients. However,
significantly lower proportions of individuals experiencing 30%
reduction on SDS scores were seen between IC plan members

and IC employees and PF clients (χ2
3,N=481=19.2; P<.001). A

similar pattern was seen among the groups at 3-month follow-up

on 30% reduction on SDS scores (χ2
3,N=484=21.81; P<.001).

In terms of deterioration of 30%, no significant differences were
seen among the groups at posttreatment on PHQ-9 scores

(χ2
3,N=487=6.0; P=.11), GAD-7 scores (χ2

3,N=489=0.5; P=.92),

or SDS scores (χ2
3,N=485=4.3; P=.23) and at 3-month follow-up

on SDS scores (χ2
3,N=485=4.0; P=.27). However, at 3-month

follow-up on PHQ-9 scores, results showed a greater proportion
of IC plan members (7/19, 37%), and IC employees (3/21, 14%)
experienced deterioration compared with PF clients (21/414,
5.0%) and PF short-term disability clients (1/44, 2%;

χ2
3,N=488=34.5; P<.001). Similarly, at 3-month follow-up on the

GAD-7, significant differences in deterioration were seen among
IC plan members (5/19 26%) compared with IC employees
(1/21, 5%), PF clients (13/414, 3.2%), and PF short-term

disability clients (1/44, 2%; χ2
3,N=488=25.0; P<.001).

Treatment Satisfaction
There were no differences among clients on any of the measures
of treatment satisfaction. Nearly all clients stated they were

confident in recommending the program to a friend (IC
employees: 21/21, 100%; IC plan members: 19/19, 100%; PF
short-term disability clients: 43/44, 98%; and PF clients:

392/414, 94.7%; χ2
3,N=387=2.1; P=.56) and the program was

worth their time (IC employees: 21/21, 100%; IC plan members:
19/19, 100%; PF short-term disability clients: 42/44, 95%; and

PF clients: 393/414, 95.0%; χ2
3,N=386=1.4; P=.70). Most clients

reported that they were satisfied or very satisfied with ICBT
(IC employees: 19/21, 91%; IC plan members: 13/19, 68%; PF
short-term disability clients: 36/44, 82%; and PF clients:

355/414, 85.7%; χ2
3,N=490=5.1, P=.17). Clients reported that the

program increased or greatly increased their confidence in
managing symptoms (IC employees: 17/21, 81%; IC plan
members: 16/19, 84%; PF short-term disability clients: 16/19,

86%; and PF clients: 390/414, 94.3%; χ2
3,N=490=10.5; P=.02)

as well as their motivation to seek additional help in the future
(IC employees: 19/21, 91%; IC plan members: 16/19, 84%; PF
short-term disability clients: 31/44, 71%; and PF clients:

353/414, 85.2%; χ2
3,N=490=1.5; P=.68).

Client Feedback
A total of 14 IC employees and 13 IC plan members provided
feedback on the most helpful elements of ICBT as well as
suggestions for improvement. There was variability in what
employees found most helpful. Half of the IC employees (7/14,
50%) found the lesson on controlled breathing and activity
planning to be most helpful, while 36% (5/14) identified the
lesson on thought challenging as the most helpful and 21%
(3/14) identified the lesson on graduated exposure as the most
helpful. The majority of IC plan members preferred the lesson
on thought challenging (8/13, 61%), while 23% (3/13) preferred
the lesson on controlled breathing and activity planning and 1
found the lesson on graded exposure (1/13, 8%) to be most
helpful. One IC plan member (1/13, 8%) said that nothing was
helpful in the course.

In terms of improvements, 29% (4/14) of IC employee clients
reported that they would not change anything about the course,
while 36% (5/14) of the IC employees made suggestions about
lesson content (eg, more psychoeducation and more client
stories) and course layout or aesthetics (eg, font color,
bookmarking function in lessons, and audio on slides). Other
suggestions made by single clients included the use of fewer
surveys, allowing more time for lesson completion, and placing
less pressure on clients to complete lessons; 3 23% (3/13) of
the IC plan members stated that they would not change anything
about ICBT; 15% (2/13) of the IC plan members found the
client stories difficult to relate to and 1 client (1/13, 8%)
suggested increasing the number of client stories. One IC plan
member felt the pace of the course was too fast (1/13, 8%) and
one found the lessons were too long (1/13, 8%). An additional
recommendation was that therapist support should be increased
(3/13, 23%).
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Discussion

Principal Findings
Therapist-assisted ICBT is a promising alternative to
face-to-face CBT that increases client access to care. There is
limited research, however, on outcomes of ICBT among clients
who are insurer-referred and -funded. It is important to study
ICBT under these circumstances as there is growing interest
among insurance companies in funding ICBT, but little evidence
to draw on to inform the potential engagement, treatment
satisfaction, and effectiveness of ICBT.

In this study, we examined the effectiveness of ICBT for anxiety
and depression among individuals who were on short-term or
long-term disability or had mental health accommodations or
benefits while working and were either IC employees or IC plan
members. These 2 samples were benchmarked to PF clients and
PF short-term disability clients. All 4 groups reported
improvements on measures of depression, anxiety, and disability
at posttreatment (see Table 3). All of the groups, except IC plan
members, maintained improvement on measures of depression,
anxiety, and disability when examining effects from
pretreatment to 3-month follow-up (see Table 3).

When examined in terms of 30% improvement in scores, there
was a substantial number of clients who experienced
improvements at posttreatment and 3-month follow-up in each
group, although the pattern overall suggested improvements
were best in PF clients and lowest in IC plan members, both at
posttreatment and at 3-month follow-up. For example, 26%
(5/19) to 32% (6/19) of IC plan members, 38% (8/21) to 62%
(13/21) of IC employees, 51% (23/44) to 73% (32/44) of PF
short-term disability clients, and 65.0% (269/414) to 78%
(333/414) of PF clients experienced 30% improvement on at
least one of the measures at posttreatment. At 3-month
follow-up, 16% (3/19) to 21% (4/19) of IC plan members, 38%
(8/21) to 50% (11/21) of IC employees, 63% (28/44) to 75%
(33/44) of PF short-term disability clients, and 68% (282/414)
to 76% (314/414) of PF clients experienced 30% improvement
on one of the measures at 3-month follow-up. It was encouraging
that deterioration of 30% was low and not significantly different
among the samples at posttreatment on depression, anxiety, or
disability scores, or at 3-month follow-up on disability scores.
Nevertheless, at 3-month follow-up on depression, results
showed a greater proportion of IC plan members (7/19, 37%)
and IC employees (3/21, 14%) experienced 30% deterioration
compared with PF clients (21/414, 5.0%) and PF short-term

disability clients (1/44, 2%; χ2
3,N=488=34.5; P<.001). At 3-month

follow-up on the anxiety, a greater number of IC plan members
(5/19, 26%) had 30% deterioration compared with the other
samples where deterioration ranged from 2% (1/44) to 5.0%
(21/414).

Consistent with the face-to-face literature [13], overall, effect
sizes were lower in IC employees and IC plan members than
the benchmarking samples at posttreatment and at 3-month
follow-up. This was particularly striking among IC plan
members who did not maintain gains at 3-month follow-up. Of
note, IC plan members had significantly higher scores on
depression, anxiety, and disability than PF clients, greater

depression, and disability scores than PF short-term disability
clients, and greater disability scores than IC employees. The
finding that IC plan members had poorer outcomes is consistent
with past research on the impact of severity of conditions on
ICBT outcomes [45]. Previous research has suggested that while
individuals with severe symptoms of depression can benefit
from ICBT, they often require longer treatment and may benefit
from using ICBT in addition to other services [45]. Some studies
exclude clients with severe depression [45] based on the
rationale that these clients require more clinician contact and a
longer duration of treatment. In this study, it is possible that IC
plan members could have benefitted from receiving ICBT either
for longer periods or as an adjunct to face-to-face care. Of note,
this is consistent with qualitative feedback provided by some
of these clients.

The other interesting finding to emerge from the analysis was
that PF short-term disability clients, for the most part, had better
outcomes than IC clients (eg, at both posttreatment and 3-month
follow-up, effect sizes for PF short-term disability clients were
better for depression, anxiety, and disability than both IC
samples, with the exception that disability was comparable to
IC employees at posttreatment). Nevertheless, PF short-term
disability outcomes were not quite as strong as the PF sample
that reported no use of insurance benefits (eg, effect sizes were
lower on depression and anxiety but not disability at both
posttreatment and 3-month follow-up). It is possible that PF
short-term disability clients had better outcomes than IC plan
members because they had lower scores on depression, anxiety,
and disability, but it is not clear why the PF short-term disability
clients did better than IC employees since their pretreatment
scores were similar. Future research should elucidate what might
account for why those receiving short-term disability appear to
do better when ICBT is PF rather than insurer funded, and
whether this relates to factors such as motivation or confidence
in treatment or concerns that treatment outcome may be
communicated with the insurer and impact benefits.

Despite lower effect sizes than the benchmarking samples and
the less favorable outcomes for IC plan members, especially at
3-month follow-up, there was a comparable level of engagement
and treatment satisfaction among the 4 groups. It is particularly
noteworthy that IC plan members, who had smaller
improvements and outcomes that were not maintained at
3-month follow-up, still regarded ICBT as worth their time
(100%) and that they would recommend the course to a friend
(100%). The majority also reported that their confidence in
managing symptoms either increased or greatly increased
(13/19, 68%), and that their motivation to seek additional help
in the future if they needed either increased or greatly increased
(16/19, 84%).

The findings of this research had a subsequent impact on the
insurance companies involved in the research. Both companies
perceived the results as positive and have secured contracts with
private companies who now provide ICBT to their clients. A
strength of this study was the inclusion of qualitative comments
from clients. With some clients reporting greatest benefit from
thought challenging, others indicating controlled breathing and
activity planning and others graduated exposure, the feedback
highlighted that clients differ significantly in terms of what
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skills they find beneficial, thus emphasizing the importance of
providing clients with multiple skills during treatment. Similarly,
there is considerable diversity in suggestions for improving
ICBT, ranging from desire for more stories to improvements in
course layout or aesthetics (eg, font color, bookmarking function
in lessons, and audio on slides) to improvements in delivery
method (eg, time for lesson completion and support). The
suggestions provide direction for improvement but also highlight
that needs of clients vary.

Limitations
Despite these strengths, there were several limitations that
impacted the conclusions that can be drawn from this study.
Both IC samples had small sample sizes (n=21 and 19), and
caution should be taken when generalizing these study results.
A significant amount of follow-up data was missing from IC
employees (9/21, 43%) and IC plan members (8/19, 42%) at
3-month follow-up, which makes it difficult to draw conclusions
about the effects of ICBT at 3-month follow-up. It should also
be noted that in this study, both of the IC samples were assigned
to 1 specific therapist and that the analytical models utilized
cannot account for possible therapist effects. Furthermore, we
do not have information on whether our samples differed in
terms of socioeconomic status or diagnostic status. Information
on actual time using the website or completing specific pages
on the website or suggested homework was not collected, which
could provide valuable information about client engagement.
Although the IC plan members seemed to benefit less from the
ICBT course, this conclusion is made solely on their symptoms
and their self-reported benefits. An objective measure of the
benefit of the ICBT would be to assess the number of sick days
or return to work following completion of the intervention.

Future Directions
The findings of this study provide directions for future research.
In particular, among those referred and funded by IC, it would
be valuable to compare ICBT with other forms of treatment
within a randomized controlled trial. With larger samples, it
would be valuable to compare the outcomes of ICBT among
clients who were at work with accommodations and benefits
compared with those who were on short-term disability and
long-term disability. Obtaining additional outcomes beyond
self-report would also be beneficial, such as health care
utilization, absenteeism, and presenteeism. The qualitative
comments suggest ways in which the ICBT course may be

modified to better meet the needs of clients involved with an
IC, such as including more personal stories relevant to clients
and potentially providing more time to complete the course or
more therapist support. Future trials could compare weekly to
twice weekly contact with a therapist or examine the possibility
of using ICBT as an adjunct to face-to-face services or providing
greater attention to return to work as has been done in
face-to-face CBT [13]. Some past research suggests that
outcomes of CBT can be improved by including a return to
work intervention among individuals on or at risk of being on
short- or long-term disability. For example, at 12-month
follow-up, participants who underwent work-focused CBT had
significantly higher levels of work participation (44.2% vs
37.2%), with the difference remaining significant at 18-month
follow-up. Furthermore, participants in the work-focused CBT
group experienced a significant reduction in symptoms of
anxiety and depression, as well as an increase in health-related
quality of life. Of note, the recruitment with the insurance
companies took a significant period of time, suggesting that
more attention needs to be given to increasing the knowledge
and pretreatment expectations of ICBT in this population. Past
research suggests that even a brief 5-min video increases interest
in ICBT [46]. Now that the insurance companies have secured
contracts with private companies for delivering ICBT to their
clients, it would be beneficial to examine the outcomes of ICBT
offered by these companies. It is unknown how comparable
programs are in terms of content, delivery methods, and
ultimately outcomes. In addition, in the future, it would be
beneficial to examine barriers and facilitators to implementation
of ICBT when funded by insurance companies [47].

Conclusions
This study contributes to the existing literature regarding ICBT
and highlights the engagement, treatment satisfaction, and
effectiveness of ICBT among individuals involved with
insurance companies as a result of depression and anxiety. To
our knowledge, this is the first benchmarking study to compare
the effectiveness of ICBT among clients who are employees of
an IC and clients who have an open claim with an IC, compared
with clients seeking PF ICBT in routine care. It contributes to
the literature on ICBT for individuals with more severe
symptoms [45], such as those who have an open disability case
with an IC. The findings highlight potential directions for
improving outcomes among clients insurer-referred and funded.

Acknowledgments
Funding for this research was provided by Co-operators Group Limited and Sun Life Assurance Company of Canada. The Online
Therapy Unit is also supported by funding provided by the Canadian Institutes of Health Research (Grant #293379), Saskatchewan
Health Research Foundation, and Rx & D Health Research Foundation, as well as the Saskatchewan Ministry of Health. Funders
were not involved in the study design, data collection, analysis, or interpretation.

Conflicts of Interest
None declared.

References

JMIR Ment Health 2020 | vol. 7 | iss. 2 | e16005 | p. 11https://mental.jmir.org/2020/2/e16005
(page number not for citation purposes)

Hadjistavropoulos et alJMIR MENTAL HEALTH

XSL•FO
RenderX

http://www.w3.org/Style/XSL
http://www.renderx.com/


1. Kessler RC, Berglund P, Demler O, Jin R, Merikangas KR, Walters EE. Lifetime prevalence and age-of-onset distributions
of DSM-IV disorders in the National Comorbidity Survey Replication. Arch Gen Psychiatry 2005 Jun;62(6):593-602. [doi:
10.1001/archpsyc.62.6.593] [Medline: 15939837]

2. World Health Organization. 2019 Dec 4. Depression URL: https://www.who.int/news-room/fact-sheets/detail/depression
[accessed 2019-12-23]

3. GBD 2015 DiseaseInjury IncidencePrevalence Collaborators. Global, regional, and national incidence, prevalence, and
years lived with disability for 310 diseases and injuries, 1990-2015: a systematic analysis for the Global Burden of Disease
Study 2015. Lancet 2016 Oct 8;388(10053):1545-1602 [FREE Full text] [doi: 10.1016/S0140-6736(16)31678-6] [Medline:
27733282]

4. Mental Health Commission of Canada. Workplace URL: https://www.mentalhealthcommission.ca/English/what-we-do/
workplace [accessed 2019-12-23]

5. Mojtabai R, Olfson M, Sampson NA, Jin R, Druss B, Wang PS, et al. Barriers to mental health treatment: results from the
National Comorbidity Survey Replication. Psychol Med 2011 Aug;41(8):1751-1761 [FREE Full text] [doi:
10.1017/S0033291710002291] [Medline: 21134315]

6. Titov N, Dear B, Nielssen O, Staples L, Hadjistavropoulos H, Nugent M, et al. ICBT in routine care: a descriptive analysis
of successful clinics in five countries. Internet Interv 2018 Sep;13:108-115 [FREE Full text] [doi:
10.1016/j.invent.2018.07.006] [Medline: 30206525]

7. Andersson G. Internet-delivered psychological treatments. Annu Rev Clin Psychol 2016;12:157-179. [doi:
10.1146/annurev-clinpsy-021815-093006] [Medline: 26652054]

8. Carlbring P, Andersson G, Cuijpers P, Riper H, Hedman-Lagerlöf E. Internet-based vs face-to-face cognitive behavior
therapy for psychiatric and somatic disorders: an updated systematic review and meta-analysis. Cogn Behav Ther 2018
Jan;47(1):1-18. [doi: 10.1080/16506073.2017.1401115] [Medline: 29215315]

9. Health Quality Ontario. 2019 Feb. Internet-Delivered Cognitive Behavioural Therapy for Major Depression and Anxiety
Disorders: Health Quality Ontario Recommendation URL: https://www.hqontario.ca/Portals/0/documents/evidence/reports/
recommendation-internet-delivered-cognitive-behavioural-therapy-en.pdf [accessed 2019-12-23]

10. APA Presidential Task Force on Evidence-Based Practice. Evidence-based practice in psychology. Am Psychol
2006;61(4):271-285. [doi: 10.1037/0003-066X.61.4.271] [Medline: 16719673]

11. Government of Canada. Canada's Health Care System URL: https://www.canada.ca/en/health-canada/services/
canada-health-care-system.html [accessed 2019-12-23]

12. Hadjistavropoulos HD, Nugent MM, Alberts NM, Staples L, Dear BF, Titov N. Transdiagnostic internet-delivered cognitive
behaviour therapy in Canada: an open trial comparing results of a specialized online clinic and nonspecialized community
clinics. J Anxiety Disord 2016 Aug;42:19-29 [FREE Full text] [doi: 10.1016/j.janxdis.2016.05.006] [Medline: 27244278]

13. Salomonsson S, Hedman-Lagerlöf E, Öst LG. Sickness absence: a systematic review and meta-analysis of psychological
treatments for individuals on sick leave due to common mental disorders. Psychol Med 2018 Sep;48(12):1954-1965. [doi:
10.1017/S0033291718000065] [Medline: 29380722]

14. Cuijpers P, Cristea IA, Karyotaki E, Reijnders M, Huibers MJ. How effective are cognitive behavior therapies for major
depression and anxiety disorders? A meta-analytic update of the evidence. World Psychiatry 2016 Oct;15(3):245-258
[FREE Full text] [doi: 10.1002/wps.20346] [Medline: 27717254]

15. World Health Organization. 2012 Aug 27. Risks to Mental Health: An Overview of Vulnerabilities and Risk Factors URL:
https://www.who.int/mental_health/mhgap/risks_to_mental_health_EN_27_08_12.pdf [accessed 2019-12-23]

16. Amati F, Banks C, Greenfield G, Green J. Predictors of outcomes for patients with common mental health disorders receiving
psychological therapies in community settings: a systematic review. J Public Health (Oxf) 2018 Sep 1;40(3):e375-e387.
[doi: 10.1093/pubmed/fdx168] [Medline: 29253218]

17. Salkever DS, Goldman H, Purushothaman M, Shinogle J. Disability management, employee health and fringe benefits,
and long-term-disability claims for mental disorders: an empirical exploration. Milbank Q 2000;78(1):79-113, iii [FREE
Full text] [doi: 10.1111/1468-0009.00162] [Medline: 10834082]

18. Gragnano A, Negrini A, Miglioretti M, Corbière M. Common psychosocial factors predicting return to work after common
mental disorders, cardiovascular diseases, and cancers: a review of reviews supporting a cross-disease approach. J Occup
Rehabil 2018 Jun;28(2):215-231. [doi: 10.1007/s10926-017-9714-1] [Medline: 28589524]

19. Harnois G, Gabriel P. Mental Health and Work: Impact, Issues and Good Practices. Geneva: World Health Organization;
2002.

20. de Vries H, Fishta A, Weikert B, Rodriguez Sanchez A, Wegewitz U. Determinants of sickness absence and return to work
among employees with common mental disorders: a scoping review. J Occup Rehabil 2018 Sep;28(3):393-417 [FREE Full
text] [doi: 10.1007/s10926-017-9730-1] [Medline: 28980107]

21. Ebrahim S, Guyatt GH, Walter SD, Heels-Ansdell D, Bellman M, Hanna SE, et al. Association of psychotherapy with
disability benefit claim closure among patients disabled due to depression. PLoS One 2013;8(6):e67162 [FREE Full text]
[doi: 10.1371/journal.pone.0067162] [Medline: 23840614]

JMIR Ment Health 2020 | vol. 7 | iss. 2 | e16005 | p. 12https://mental.jmir.org/2020/2/e16005
(page number not for citation purposes)

Hadjistavropoulos et alJMIR MENTAL HEALTH

XSL•FO
RenderX

http://dx.doi.org/10.1001/archpsyc.62.6.593
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=15939837&dopt=Abstract
https://www.who.int/news-room/fact-sheets/detail/depression
https://linkinghub.elsevier.com/retrieve/pii/S0140-6736(16)31678-6
http://dx.doi.org/10.1016/S0140-6736(16)31678-6
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=27733282&dopt=Abstract
https://www.mentalhealthcommission.ca/English/what-we-do/workplace
https://www.mentalhealthcommission.ca/English/what-we-do/workplace
http://europepmc.org/abstract/MED/21134315
http://dx.doi.org/10.1017/S0033291710002291
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=21134315&dopt=Abstract
https://linkinghub.elsevier.com/retrieve/pii/S2214-7829(18)30037-X
http://dx.doi.org/10.1016/j.invent.2018.07.006
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=30206525&dopt=Abstract
http://dx.doi.org/10.1146/annurev-clinpsy-021815-093006
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=26652054&dopt=Abstract
http://dx.doi.org/10.1080/16506073.2017.1401115
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=29215315&dopt=Abstract
https://www.hqontario.ca/Portals/0/documents/evidence/reports/recommendation-internet-delivered-cognitive-behavioural-therapy-en.pdf
https://www.hqontario.ca/Portals/0/documents/evidence/reports/recommendation-internet-delivered-cognitive-behavioural-therapy-en.pdf
http://dx.doi.org/10.1037/0003-066X.61.4.271
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=16719673&dopt=Abstract
https://www.canada.ca/en/health-canada/services/canada-health-care-system.html
https://www.canada.ca/en/health-canada/services/canada-health-care-system.html
https://linkinghub.elsevier.com/retrieve/pii/S0887-6185(16)30073-1
http://dx.doi.org/10.1016/j.janxdis.2016.05.006
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=27244278&dopt=Abstract
http://dx.doi.org/10.1017/S0033291718000065
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=29380722&dopt=Abstract
https://doi.org/10.1002/wps.20346
http://dx.doi.org/10.1002/wps.20346
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=27717254&dopt=Abstract
https://www.who.int/mental_health/mhgap/risks_to_mental_health_EN_27_08_12.pdf
http://dx.doi.org/10.1093/pubmed/fdx168
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=29253218&dopt=Abstract
http://europepmc.org/abstract/MED/10834082
http://europepmc.org/abstract/MED/10834082
http://dx.doi.org/10.1111/1468-0009.00162
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=10834082&dopt=Abstract
http://dx.doi.org/10.1007/s10926-017-9714-1
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=28589524&dopt=Abstract
http://europepmc.org/abstract/MED/28980107
http://europepmc.org/abstract/MED/28980107
http://dx.doi.org/10.1007/s10926-017-9730-1
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=28980107&dopt=Abstract
http://dx.plos.org/10.1371/journal.pone.0067162
http://dx.doi.org/10.1371/journal.pone.0067162
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=23840614&dopt=Abstract
http://www.w3.org/Style/XSL
http://www.renderx.com/


22. Kilgour E, Kosny A, McKenzie D, Collie A. Interactions between injured workers and insurers in workers' compensation
systems: a systematic review of qualitative research literature. J Occup Rehabil 2015 Mar;25(1):160-181. [doi:
10.1007/s10926-014-9513-x] [Medline: 24832892]

23. Brijnath B, Mazza D, Singh N, Kosny A, Ruseckaite R, Collie A. Mental health claims management and return to work:
qualitative insights from Melbourne, Australia. J Occup Rehabil 2014 Dec;24(4):766-776. [doi: 10.1007/s10926-014-9506-9]
[Medline: 24647855]

24. Grant GM, O'Donnell ML, Spittal MJ, Creamer M, Studdert DM. Relationship between stressfulness of claiming for injury
compensation and long-term recovery: a prospective cohort study. JAMA Psychiatry 2014 Apr;71(4):446-453. [doi:
10.1001/jamapsychiatry.2013.4023] [Medline: 24522841]

25. Lippel K. Workers describe the effect of the workers' compensation process on their health: a Québec study. Int J Law
Psychiatry 2007;30(4-5):427-443. [doi: 10.1016/j.ijlp.2007.06.013] [Medline: 17692917]

26. Collie A, Sheehan L, Lane TJ, Gray S, Grant G. Injured worker experiences of insurance claim processes and return to
work: a national, cross-sectional study. BMC Public Health 2019 Jul 10;19(1):927 [FREE Full text] [doi:
10.1186/s12889-019-7251-x] [Medline: 31291915]

27. Ahn JK, Kwon JH. Modifying negative self-imagery increases the effectiveness of cognitive behavior therapy for social
anxiety disorder: A benchmarking study. Cogn Ther Res 2018;42(5):598-611. [doi: 10.1007/s10608-018-9918-5]

28. Wootton BM, Steinman SA, Czerniawski A, Norris K, Baptie C, Diefenbach G, et al. An evaluation of the effectiveness
of a transdiagnostic bibliotherapy program for anxiety and related disorders: results from two studies using a benchmarking
approach. Cogn Ther Res 2018;42(5):565-580. [doi: 10.1007/s10608-018-9921-x]

29. Reese RJ, Duncan BL, Bohanske RT, Owen JJ, Minami T. Benchmarking outcomes in a public behavioral health setting:
feedback as a quality improvement strategy. J Consult Clin Psychol 2014 Aug;82(4):731-742. [doi: 10.1037/a0036915]
[Medline: 24841863]

30. Titov N, Dear BF, Staples LG, Bennett-Levy J, Klein B, Rapee RM, et al. MindSpot clinic: an accessible, efficient, and
effective online treatment service for anxiety and depression. Psychiatr Serv 2015 Oct;66(10):1043-1050. [doi:
10.1176/appi.ps.201400477] [Medline: 26130001]

31. Kroenke K, Spitzer RL, Williams JB. The PHQ-9: validity of a brief depression severity measure. J Gen Intern Med 2001
Sep;16(9):606-613 [FREE Full text] [doi: 10.1046/j.1525-1497.2001.016009606.x] [Medline: 11556941]

32. Manea L, Gilbody S, McMillan D. Optimal cut-off score for diagnosing depression with the Patient Health Questionnaire
(PHQ-9): a meta-analysis. CMAJ 2012 Feb 21;184(3):E191-E196 [FREE Full text] [doi: 10.1503/cmaj.110829] [Medline:
22184363]

33. Spitzer RL, Kroenke K, Williams JB, Löwe B. A brief measure for assessing generalized anxiety disorder: the GAD-7.
Arch Intern Med 2006 May 22;166(10):1092-1097. [doi: 10.1001/archinte.166.10.1092] [Medline: 16717171]

34. Sheehan D. The Anxiety Disease: New Hope for the Millions Who Suffer from Anxiety. New York: Scribner; 1983.
35. Fogliati VJ, Dear BF, Staples LG, Terides MD, Sheehan J, Johnston L, et al. Disorder-specific versus transdiagnostic and

clinician-guided versus self-guided internet-delivered treatment for panic disorder and comorbid disorders: a randomized
controlled trial. J Anxiety Disord 2016 Apr;39:88-102 [FREE Full text] [doi: 10.1016/j.janxdis.2016.03.005] [Medline:
27003376]

36. White IR, Royston P, Wood AM. Multiple imputation using chained equations: issues and guidance for practice. Stat Med
2011 Feb 20;30(4):377-399. [doi: 10.1002/sim.4067] [Medline: 21225900]

37. Rezvan PH, Lee KJ, Simpson JA. The rise of multiple imputation: a review of the reporting and implementation of the
method in medical research. BMC Med Res Methodol 2015 Apr 7;15:30 [FREE Full text] [doi: 10.1186/s12874-015-0022-1]
[Medline: 25880850]

38. Donders AR, van der Heijden GJ, Stijnen T, Moons KG. Review: a gentle introduction to imputation of missing values. J
Clin Epidemiol 2006 Oct;59(10):1087-1091. [doi: 10.1016/j.jclinepi.2006.01.014] [Medline: 16980149]

39. Hubbard AE, Ahern J, Fleischer NL, van der Laan M, Lippman SA, Jewell N, et al. To GEE or not to GEE: comparing
population average and mixed models for estimating the associations between neighborhood risk factors and health.
Epidemiology 2010 Jul;21(4):467-474. [doi: 10.1097/EDE.0b013e3181caeb90] [Medline: 20220526]

40. Karin E, Dear BF, Heller GZ, Gandy M, Titov N. Measurement of symptom change following web-based psychotherapy:
statistical characteristics and analytical methods for measuring and interpreting change. JMIR Ment Health 2018 Jul
12;5(3):e10200 [FREE Full text] [doi: 10.2196/10200] [Medline: 30001999]

41. Cohen J. Statistical Power Analysis for the Behavioral Sciences. Cambridge: Academic Press; 1969.
42. Cuijpers P, Turner EH, Koole SL, van Dijke A, Smit F. What is the threshold for a clinically relevant effect? The case of

major depressive disorders. Depress Anxiety 2014 May;31(5):374-378. [doi: 10.1002/da.22249] [Medline: 24677535]
43. Ostelo RW, Deyo RA, Stratford P, Waddell G, Croft P, von Korff M, et al. Interpreting change scores for pain and functional

status in low back pain: towards international consensus regarding minimal important change. Spine (Phila Pa 1976) 2008
Jan 1;33(1):90-94. [doi: 10.1097/BRS.0b013e31815e3a10] [Medline: 18165753]

44. Hsieh HF, Shannon SE. Three approaches to qualitative content analysis. Qual Health Res 2005 Nov;15(9):1277-1288.
[doi: 10.1177/1049732305276687] [Medline: 16204405]

JMIR Ment Health 2020 | vol. 7 | iss. 2 | e16005 | p. 13https://mental.jmir.org/2020/2/e16005
(page number not for citation purposes)

Hadjistavropoulos et alJMIR MENTAL HEALTH

XSL•FO
RenderX

http://dx.doi.org/10.1007/s10926-014-9513-x
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=24832892&dopt=Abstract
http://dx.doi.org/10.1007/s10926-014-9506-9
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=24647855&dopt=Abstract
http://dx.doi.org/10.1001/jamapsychiatry.2013.4023
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=24522841&dopt=Abstract
http://dx.doi.org/10.1016/j.ijlp.2007.06.013
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=17692917&dopt=Abstract
https://bmcpublichealth.biomedcentral.com/articles/10.1186/s12889-019-7251-x
http://dx.doi.org/10.1186/s12889-019-7251-x
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=31291915&dopt=Abstract
http://dx.doi.org/10.1007/s10608-018-9918-5
http://dx.doi.org/10.1007/s10608-018-9921-x
http://dx.doi.org/10.1037/a0036915
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=24841863&dopt=Abstract
http://dx.doi.org/10.1176/appi.ps.201400477
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=26130001&dopt=Abstract
https://onlinelibrary.wiley.com/resolve/openurl?genre=article&sid=nlm:pubmed&issn=0884-8734&date=2001&volume=16&issue=9&spage=606
http://dx.doi.org/10.1046/j.1525-1497.2001.016009606.x
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=11556941&dopt=Abstract
http://www.cmaj.ca/cgi/pmidlookup?view=long&pmid=22184363
http://dx.doi.org/10.1503/cmaj.110829
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=22184363&dopt=Abstract
http://dx.doi.org/10.1001/archinte.166.10.1092
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=16717171&dopt=Abstract
https://linkinghub.elsevier.com/retrieve/pii/S0887-6185(16)30034-2
http://dx.doi.org/10.1016/j.janxdis.2016.03.005
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=27003376&dopt=Abstract
http://dx.doi.org/10.1002/sim.4067
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=21225900&dopt=Abstract
https://bmcmedresmethodol.biomedcentral.com/articles/10.1186/s12874-015-0022-1
http://dx.doi.org/10.1186/s12874-015-0022-1
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=25880850&dopt=Abstract
http://dx.doi.org/10.1016/j.jclinepi.2006.01.014
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=16980149&dopt=Abstract
http://dx.doi.org/10.1097/EDE.0b013e3181caeb90
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=20220526&dopt=Abstract
https://mental.jmir.org/2018/3/e10200/
http://dx.doi.org/10.2196/10200
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=30001999&dopt=Abstract
http://dx.doi.org/10.1002/da.22249
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=24677535&dopt=Abstract
http://dx.doi.org/10.1097/BRS.0b013e31815e3a10
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=18165753&dopt=Abstract
http://dx.doi.org/10.1177/1049732305276687
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=16204405&dopt=Abstract
http://www.w3.org/Style/XSL
http://www.renderx.com/


45. Richards D, Duffy D, Burke J, Anderson M, Connell S, Timulak L. Supported internet-delivered cognitive behavior treatment
for adults with severe depressive symptoms: a secondary analysis. JMIR Ment Health 2018 Oct 2;5(4):e10204 [FREE Full
text] [doi: 10.2196/10204] [Medline: 30279154]

46. Soucy JN, Owens VAM, Hadjistavropoulos HD, Dirkse DA, Dear BF. Educating patients about internet-delivered cognitive
behaviour therapy: perceptions among treatment seekers and non-treatment seekers before and after viewing an educational
video. Internet Interv 2016 Nov;6:57-63 [FREE Full text] [doi: 10.1016/j.invent.2016.09.003] [Medline: 30135814]

47. Vis C, Mol M, Kleiboer A, Bührmann L, Finch T, Smit J, et al. Improving implementation of eMental health for mood
disorders in routine practice: systematic review of barriers and facilitating factors. JMIR Ment Health 2018 Mar 16;5(1):e20
[FREE Full text] [doi: 10.2196/mental.9769] [Medline: 29549072]

Abbreviations
CBT: cognitive behavioral therapy
GAD-7: generalized anxiety disorder 7-item
GEE: generalized estimation equation
IC: insurance company
ICBT: internet-delivered cognitive behavioral therapy
PF: publicly funded
PHQ-9: patient health questionnaire-9
SDS: Sheehan disability scale

Edited by G Doron; submitted 26.08.19; peer-reviewed by K Mathiasen, JM Gómez Penedo, L Bücker, D Duffy; comments to author
14.10.19; revised version received 25.11.19; accepted 15.12.19; published 04.02.20

Please cite as:
Hadjistavropoulos HD, Peynenburg V, Mehta S, Adlam K, Nugent M, Gullickson KM, Titov N, Dear B
An Internet-Delivered Cognitive Behavioral Therapy for Depression and Anxiety Among Clients Referred and Funded by Insurance
Companies Compared With Those Who Are Publicly Funded: Longitudinal Observational Study
JMIR Ment Health 2020;7(2):e16005
URL: https://mental.jmir.org/2020/2/e16005
doi: 10.2196/16005
PMID: 32014840

©Heather D Hadjistavropoulos, Vanessa Peynenburg, Swati Mehta, Kelly Adlam, Marcie Nugent, Kirsten M Gullickson, Nickolai
Titov, Blake Dear. Originally published in JMIR Mental Health (http://mental.jmir.org), 04.02.2020. This is an open-access article
distributed under the terms of the Creative Commons Attribution License (https://creativecommons.org/licenses/by/4.0/), 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.

JMIR Ment Health 2020 | vol. 7 | iss. 2 | e16005 | p. 14https://mental.jmir.org/2020/2/e16005
(page number not for citation purposes)

Hadjistavropoulos et alJMIR MENTAL HEALTH

XSL•FO
RenderX

https://mental.jmir.org/2018/4/e10204/
https://mental.jmir.org/2018/4/e10204/
http://dx.doi.org/10.2196/10204
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=30279154&dopt=Abstract
https://linkinghub.elsevier.com/retrieve/pii/S2214-7829(16)30035-5
http://dx.doi.org/10.1016/j.invent.2016.09.003
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=30135814&dopt=Abstract
https://mental.jmir.org/2018/1/e20/
http://dx.doi.org/10.2196/mental.9769
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=29549072&dopt=Abstract
https://mental.jmir.org/2020/2/e16005
http://dx.doi.org/10.2196/16005
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=32014840&dopt=Abstract
http://www.w3.org/Style/XSL
http://www.renderx.com/

