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Internet Editor’s Note: Dr. Jeb Brown and colleagues published an article titled
“Effectiveness For Online Cognitive Behavioral Therapy Versus Outpatient Treatment”
in Psychotherapy.

The purpose of the current study is to explore if the addition of personalized
coaching improves outcomes of an iCBT program, as reported by Brown et al.,
2020. The Learn to Live iCBT program offers several modes of enhanced
personal coaching support, which is optionally available to the user. Individuals
can get coaching support via phone, email, or text communication while
completing iCBT therapy. While coaches are supervised by a licensed clinician,
the coaches generally have advanced graduate degrees in psychology but no
licensure for independent practice. 21% of the users took advantage of the
personalized coaching. The coaching was relatively equally divided between
phone, email and text contact. No significant differences were found based on the
mode of contact.
The results of this study can be used to inform end users, clinicians and other
customers regarding the benefits of the program overall and the potential added
benefits of taking advantage of the support elements of the program.

Method
QUESTIONNAIRES
Learn to Live (iCBT program) uses three different questionnaires depending on
the lesson modules: depression as measured by Patient Health Questionnaire-9
(PHQ-9;Kroenke & Spitzer, 2002); social anxiety measured with the Social
Phobia Inventory-17 (SPIN-17; Conner et al., 2000) and general stress and worry
as measured by the Generalized Anxiety Disorder-7 (GAD-7; Spitzer et al., 2006).
At the time of the initial assessment, before the client is exposed to the clinical
material, all questionnaire items from the three scales are administered
concurrently as a comprehensive assessment. This allows for a factor analysis of
items for all three questionnaires concurrently to determine if the three
questionnaires are distinct measures or if they represent a common psychological

factor (Brown et al., 2020). The analysis of these three questionnaires reveals
that all the items load on a common factor, with factor loadings ranging from .47
to .77, with a mean loading of .63. The determination of a common factor is a
statistical process that does not connect the factor with any specific clinical
construct.
The existence of a common factor among items commonly used on outcome
questionnaires has been apparent for some years (Brophy, Norvell, & Kiluk,
1988; Enns, Cox, Parker, & Guertin, 1998; Lo Coco et al., 2008; Brown et al.,
2015). The underlying construct has been referred to by different terms. Within
the ACORN collaboration it is referred to as the global distress factor. The
ACORN (A Collaborative Outcomes Resource Network) collaboration is a 13year-old project that has facilitated data collection and feedback for thousands of
clinicians (Brown et al., 2015). Clinicians participating in the ACORN
collaboration typically administer a client-completed questionnaire at every
session. While item content (face validity) varies somewhat depending on the
population and measurement needs, the underlying psychometrics of the various
versions are very similar. Also, almost 30% of the adult clients within the ACORN
collaboration completed either the PHQ-9, GAD-7 or both concurrently. The
ACORN data provides the basis for comparison in outcomes of face to face
psychotherapy care provided in a typical outpatient setting to the outcome data
colleced within the iCBT program.

BENCHMARKING OUTCOMES
Change on the outcome questionnaires is evaluated and compared employing the
benchmarking methodology developed by various researchers participating in the
ACORN collaboration (Minami et al., 2007; Miami et al., 2008a;Minami et al.,
2008b; Minami et al., 2009; Minami et al., 2012). This methodology was
employed in the prior article comparing results for iCBT to outpatient therapy
(Brown et al., 2020).
A critical component of the benchmarking methodology is the use of effect size.
An effect size of one means that the client improved by one standard deviation.
The use of the effect size statistic creates a standardized metric with which to
compare results. The ACORN methodology limits calculation of effect size to
those cases with intake scores in a clinical range, similar to subjects who would
be enrolled in clinical trials of various methods of psychotherapy. Using this
methodology, it is possible to compare results obtained in outpatient treatment
as usual in the community with those observed in clinical trials. Effect sizes =>.8
are considered evidence of highly effective treatment (Wampold & Imel, 2015).

Results

SAMPLE
The ACORN sample of 116,854 participants was drawn from those adults
initiating treatment on or after 1/1/2019 and who completed treatment between
two and seven sessions. A total of 4,040 Learn to Live (iCBT program) users meet
the criteria for the calculation of effect size and therefore inclusion in this study.
Of the Learn to Live users, 21% chose to receive some type of personalized
coaching.
The results will be reported using two different criteria for completion. Treatment
completers are those who completed all seven lessons. The second, larger group,
referred to as the intent to treat group, are those who began the program or
outpatient therapy and completed at least two lessons/sessions, but did not
complete seven lessons/sessions. For this group, the calculation of effect size is
based on the last lesson completed.
Among the iCBT users with no coaching who completed all seven lessons (18% of
no coaching sample) the effect size was .82. For those receiving coaching the
effect size at lesson seven (32% of coaching sample) was 1.28 (p<.01; one tailed ttest for comparison of effect size). When results are examined using the intent to
treat method of evaluation, a more complete picture emerges. The iCBT program
without coaching had an effect size of .47 with an average final lesson of 3.86
compared to .84 for the coaching sample with an average final lesson of 4.75
(p<.01 for comparison of both effect size and last lesson). By way of comparison,
the effect size for the ACORN sample was .74, with an average final session of
3.6. Differences in effect size between the different modes of the coaching
condition (phone, email, text messaging) did not reach statistical significance
(p>.05). Therefore, differences are noted only at the aggregate level for all modes
of coaching.
Graph 1 displays the percentage of users/clients stopping treatment after each
lesson/session. Those iCBT users receiving coaching displayed a much stronger
tendency to continue to the next lesson than both other iCBT users and the
ACORN clients. This is particularly evident in early lessons.
GRAPH 1

Graph 2 displays the effect size depending on the last lesson/session completed.
Again, it is apparent that the coaching condition is associated with greater change
per session earlier in the program, even for those electing not to use all seven
lessons.
GRAPH 2

Discussion
These results reconfirm the overall effectiveness of the iCBT program,
particularly for users that completed six lessons or more. Those taking advantage
of the coaching option displayed significantly greater improvement both in
earlier lessons as well as a higher retention rate after each lesson. The dip in
effect size at session six for the coaching condition represents a relatively small
percentage of cases and may be due to becoming discouraged with results.
These results provide support for the assertion that personal contact in the form
of coaching and support may significantly enhance the effectiveness of iCBT
programs. Of course, it is important to keep in mind that correlation does not
equal causation in a naturalistic study such as this. While it is possible that those
users likely to exhibit more change were more inclined to choose the coaching

option, the findings are suggestive and call for more research on how to optimize
the benefits of iCBT programs.
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