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Internet interventions, and in particular Internet-delivered cognitive behaviour therapy (ICBT), have existed for at least 20 years. Here we 
review the treatment approach and the evidence base, arguing that ICBT can be viewed as a vehicle for innovation. ICBT has been developed 
and tested for several psychiatric and somatic conditions, and direct comparative studies suggest that therapist-guided ICBT is more effective 
than a waiting list for anxiety disorders and depression, and tends to be as effective as face-to-face CBT. Studies on the possible harmful effects 
of ICBT are also reviewed: a significant minority of people do experience negative effects, although rates of deterioration appear similar to those 
reported for face-to-face treatments and lower than for control conditions. We further review studies on change mechanisms and conclude 
that few, if any, consistent moderators and mediators of change have been identified. A recent trend to focus on knowledge acquisition is 
considered, and a discussion on the possibilities and hurdles of implementing ICBT is presented. The latter includes findings suggesting that 
attitudes toward ICBT may not be as positive as when using modern information technology as an adjunct to face-to-face therapy (i.e., blended 
treatment). Finally, we discuss future directions, including the role played by technology and machine learning, blended treatment, adaptation 
of treatment for minorities and non-Western settings, other therapeutic approaches than ICBT (including Internet-delivered psychodynamic 
and interpersonal psychotherapy as well as acceptance and commitment therapy), emerging regulations, and the importance of reporting 
failed trials.
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Modern information technology has changed the world and 
the way we interact with one another1. Computers were utilized  
early in psychotherapy research2 and, with the advent of the Inter
net, use of computers in research and practice increased rapidly3.

Clinical psychology and psychiatry have been influenced by 
these technological advances. Not only have Internet interven
tions become available, but so have websites providing informa
tion about psychiatric conditions4, assessment procedures5, and 
social forums related to psychiatric diagnoses6. More recently, 
modern mobile phones (smartphones) have facilitated data col
lection7, increasing the reach and dissemination of therapeu
tic help. There are now literally thousands of smartphone apps 
 dealing with mental health concerns, such as depression and 
stress8,9.

The focus of this review is on Internetdelivered psycholog
ical treatments10,11. The first of these treatments were developed, 
evaluated and delivered as part of routine care in the mid1990s12. 
Subsequently, the number of controlled trials of Internetdelivered 
psychological treatments has grown at a much faster rate than tri
als of psychotherapy in general. Most of the programs and re search 
on Internetdelivered treatments have involved different forms 
of cognitive behaviour therapy (CBT), often referred to as ICBT13.

TREATMENT APPROACH

There are numerous different versions of ICBT, but all re
quire a treatment software platform to deliver and manage the 
intervention. This platform presents assessment instruments, 

treatment materials, and technology to facilitate interactions 
between a clinician and a client14. Treatment programs can de
liver content in the form of text, video or audio, which are pre
sented in the platform together with homework assignments, 
and interactions with a clinician and/or automated support 
functions (especially in the case of selfguided treatments). The 
layout of pages in the platform can be fully responsive, adapting 
to screen size and ensuring a fullyfunctional user experience 
regardless of whether the platform is accessed using a desktop 
computer, a mobile phone (smartphone) or a tablet14.

Other important features of treatment software platforms 
include that they need to be able to regularly administer symp
tom questionnaires, which can be used to monitor progress, se
verity of symptoms, and possibly risk of selfharm15. Security of 
data is also crucial16, in particular when there is an interaction 
between a client and a therapist via text or video chat and sen
sitive information is exchanged, and to record clinical notes.

The legal requirements for management of privacy of health
related data are rapidly evolving, but security requirements are 
generally similar to those for industries that involve electronic 
transmission of sensitive data, such as Internet banking (e.g., 
when bills are paid online), including encryption of data traffic 
and a doubleauthentication procedure at login14.

Many programs include all components of an evidence
based psychological intervention17: for example, exposure in
structions in the case of anxiety disorders and behavioural 
activation in the case of depression. Thus, some programs can 
include the equivalent of 150 pages of text, even if the material 
is presented online and with interactive features such as a quiz.
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It has been possible to transfer a large proportion of common 
CBT techniques to the Internet format, with early programs 
sharing close similarities with bibliotherapy18, and current ones 
being more easily readable on the screen or in the form of slide 
shows that present the principles of CBT via text and images19.

While CBT has been the dominant model of therapy used in 
Internet interventions so far, different models have been and 
are being explored, including acceptance and commitment 
therapy20, psychodynamic approaches21, interpersonal psy
chotherapy22, physical activity23, mindfulness24, and programs 
based on attention bias modification training25.

A large proportion of studies and several implementations 
involve a clinician who guides the client through the program, 
provides feedback on homework assignments and also general 
support and answers to questions from the client17. The role of 
the clinician in ICBT has been investigated in many studies: 
overall, guided ICBT programs tend to be more effective than 
selfguided ICBT26, even if some studies in which administra
tive contact is included tend to show that selfguided treat
ments can also produce clinically significant improvements27,28.

While there are still few studies, there are indications that 
a practical and technical support may be sufficient29, and that 
novice clinicians can be as effective as clinicians who have 
more experience with ICBT30. On the other hand, studies also 
show that what the therapist does is not irrelevant31, and that a 
lenient therapist response to uncompleted homework assign
ments can be associated with less improvement in ICBT for 
generalized anxiety disorder32. Moreover, affirming responses 
to client emails can be associated with better outcomes in 
ICBT for depression, and the same seems to happen if the ther
apist is selfdisclosing33, just to give two examples. To increase 
fidelity and therapist efficacy, guidelines can be developed and 
followed which facilitate both research and clinical training34.

Several studies have investigated the role of therapeutic alli
ance in ICBT35, with a focus on agreement with regard to tasks 
and goals as well as the bond between the therapist and the cli
ent36. While some studies show a small but statistically signifi
cant association between early alliance ratings and outcome 
in ICBT37, other studies fail to find this38. Overall, high alliance 
ratings have been reported, suggesting that clients do develop 
a relationship with their online therapist. However, there are 
problems with this research, in that it is likely that alliance is 
rated in relation to the whole program and not just to the rela
tively minor interactions between the client and the therapist39. 
Further, with the exception of a study on blended facetoface 
and ICBT40, studies have not involved observerrated alliance.

INNOVATION

One aspect of Internetdelivered interventions, including 
ICBT, is the possibility of rapid clinical innovation, a hallmark 
of science as there is often room for improvement in treatment 
research41. Psychotherapy research has most likely suffered 
from the high costs involved with running controlled trials, and 

one advantage of conducting studies online is lower costs and 
shorter study periods.

First, recruitment is usually much faster than in ordinary 
clinical trials, in part because it is not geographically confined. 
Second, diagnostic procedures are often performed from a 
distance, with structured telephone interviews complementing 
the selfreported data gathered through the use of validated 
online questionnaires42. Third, by using online materials that 
provide a significant proportion of the therapeutic content, the 
actual time devoted to each client is much less than in faceto
face treatment research, with an average of 10 min per client 
and week versus the traditional 45 min weekly sessions. There 
is no need for a therapy room, and clients do not need to wait to 
the same extent as in a facetoface study. Further advantages 
are the possibility to repeat a lesson/module and the faster ac
cess to support if needed.

Researchers in this field often start by conducting a ran
domized controlled trial (RCT), sometimes referred to as a “pilot 
RCT”43, but not necessarily having smaller samples than in 
older psychotherapy trials, which were often underpowered44. 
Some researchers perform open pilot studies before running a 
controlled trial45, but, as a controlled trial is more likely to give 
clearer answers regarding effects, and still does not cost more 
than a pilot trial, there is a tendency to skip this open testing 
once a treatment has been developed.

Phase IV open studies with no control groups have an impor
tant role to play in clinical effectiveness research46, when it is not 
feasible or even possible to randomize clients. Investigations 
of Internet interventions can also use qualitative methods, 
including interviews of individuals who have completed the 
treatment47. Such studies are on the increase. What is lack
ing, however, are detailed case descriptions and, to the best 
of our knowledge, there are very few case studies on Internet 
interventions48.

Given the large sample sizes that can be obtained in Internet 
interventions research, the possibility has emerged to conduct 
factorial design trials instead of the ordinary treatment ver
sus control trials. In factorial research designs, it is possible to 
answer more than one question, as two or more independent 
variables (or factors) are tested within the same study, leading 
to two or more main effects and possible interaction effects 
between conditions. At a minimum, this leads to a design with 
four experimental conditions (or groups). For example, two dif
ferent forms of ICBT for depression (behavioural activation vs. 
cognitive therapy) could be compared as well as two different 
ways to provide support (scheduled vs. on request).

There are various versions of factorial designs49, and several 
such studies are in progress50,51. The use of factorial designs 
is likely to speed up the development of new interventions 
and treatment components. However, even current Internet 
interventions research can be viewed as an engine for innova
tion, with treatments being developed and tested directly for 
Internet delivery instead of first being tested as a facetoface 
treatment. One such example is a recently developed treatment 
for procrastination52.
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The possibility to recruit patients without geographical bar
riers also presents opportunities for testing psychotherapy for 
people with conditions and problems (e.g., spinal cord injury, 
epilepsy) that can be highly disabling while also having a rela
tively low prevalence, making them very difficult to study fea
sibly in facetoface trials53.

EVIDENCE BASE TO DATE

The evidence base for ICBT, and for Internet interventions 
in general, has increased rapidly, making separate systematic 
reviews for different conditions necessary. There are now as 
many as 300 controlled trials of Internet interventions (includ
ing unpublished studies), for different disorders and target 
populations, and the number continues to increase.

Early reviews tended to focus more broadly on the effects of 
ICBT54, or on computerized interventions in general55. It is still 
common to mix different technologies in reviews, which can 
be problematic, as there are differences between computer
ized treatments delivered in a clinic and ICBT involving contact 
from a distance.

Some contemporary reviews focus on the effects of Internet 
interventions for specific disorders or conditions, different tar
get populations, and on specific forms of psychological treat
ments, such as, for example, acceptance and commitment ther
apy56. Another recent trend is to conduct individual participant 
data metaanalyses, by pooling the raw data from different 
research groups, which facilitates moderator analyses57.

A common problem when reviewing the literature on Inter
net interventions, including ICBT, is the use of different terms 
to describe the interventions, for example digital therapy, 
Internet interventions, and computerized psychotherapy. 
Other terms, such as webbased psychotherapy and online 
psychotherapy, are also commonly used. This has been referred 
to as “terminology chaos”58, and there are no signs that it will 
be solved since, for example, smartphone delivery and virtual 
reality are now sometimes being seamlessly combined with the 
more standard Internet format59.

Concerning anxiety disorders, several systematic reviews 
and metaanalyses are available, with a Cochrane review on 
therapistdelivered ICBT being one of the most recently up
dated60. This included randomized controlled trials of therapist
supported ICBT compared to a waiting list, attention, informa
tion or online discussion group; unguided CBT; or facetoface 
CBT. Studies on adults with panic disorder, agoraphobia, social 
phobia, posttraumatic stress disorder (PTSD), acute stress dis
order, generalized anxiety disorder, obsessivecompulsive dis
order, or specific phobia, defined according to DSMIII/IIIR/
IV/IVTR or ICD9/10, were included. The standardized mean 
difference (SMD) for disorderspecific anxiety symptoms (22 
studies, 1,573 participants) and general anxiety symptoms (14 
studies, 1,004 participants) at posttreatment favored therapist
supported ICBT over waiting list, attention, information, or 
online discussion group only (respectively, SMD=−1.12, 95% 

CI: −1.39 to −0.85 for disorderspecific anxiety symptoms; and 
SMD=−0.79, 95% CI: −1.10 to −0.48 for general anxiety symp
toms). The quality of the evidence, however, was rated as low. 
There was no significant difference between therapistsupport
ed ICBT and facetoface CBT for either disorderspecific anxi
ety symptoms (6 studies, 424 participants, SMD=0.09, 95% CI: 
−0.26 to 0.43) or general anxiety symptoms (5 studies, 317 par
ticipants, SMD=0.17, 95% CI: −0.35 to 0.69) at posttreatment. 
Again, the quality of the evidence was rated as low.

This is in line with a more recent review by Andrews et al61, 
in which the Hedges’ g for ICBT or computerized CBT (cCBT) 
compared to care as usual, waiting list, information control, 
psychological placebo or pill placebo was 1.31 (95% CI: 0.85 to 
1.76; 12 studies) for panic disorder, 0.92 (95% CI: 0.76 to 1.08; 
11 studies) for social anxiety disorder, and 0.70 (95% CI: 0.39 to 
1.01; 9 studies) for generalized anxiety disorder. Nine studies 
compared ICBT to facetoface CBT (568 subjects in total), and 
the difference was found to be not significant (g=0.14 in favor 
of facetoface CBT, 95% CI: −0.04 to 0.32).

Overall, these data seem to suggest that therapistsupported 
ICBT is more efficacious than control conditions for anxiety 
disorders, and not significantly different from facetoface CBT, 
although further evidence of a better quality is needed.

Several separate reviews have been published on, for ex
ample, PTSD62, in which the pooled betweengroup effect size 
with treatment against waiting list control was g=0.71, based on 
10 studies and 1,139 participants. There is also a recent review 
on the effects of ICBT for children and adolescents63, which 
included 24 studies and found a moderate effect size against 
control conditions (g=0.62).

Concerning depression, Andrews et al61 found an Hedges’ g 
for ICBT or cCBT compared to care as usual, waiting list, infor
mation control, psychological placebo or pill placebo of 0.67 
(95% CI: 0.51 to 0.81), based on 32 studies. Josephine et al64, in a 
systematic review and metaanalysis focusing on Internet and 
mobilebased interventions in adults with diagnosed depres
sion, compared with waiting list or attention placebo, found 
that only 19 studies were eligible for inclusion (i.e., included 
patients with diagnosed major depression). Internet and mo
bilebased interventions had a significantly greater impact on 
depression severity compared to waiting list at the end of treat
ment (g=−0.90, 95% CI: −1.07 to −0.73).

A recent metaanalysis of individual participant data65 man
aged to get the raw data from 13 randomized controlled trials 
(3,876 participants) in which selfguided ICBT was compared 
with a control condition (usual care, waiting list or attention 
control) in individuals with symptoms of depression. Self
guided ICBT was significantly more effective than control con
ditions on depressive symptoms severity (g=0.27) and treat
ment response (odds ratio=1.95, 95% CI: 1.52 to 2.50). These 
effect sizes seem to confirm the results of older reviews sug
gesting that selfguided ICBT tends to be less effective than 
therapistguided ICBT66.

One approach to ICBT is to tailor the intervention accord
ing to the patient profile, which is a way to handle comorbidity 
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between disorders. An alternative is to use a transdiagnostic 
approach targeting the underlying mechanisms of several dis
orders (e.g., avoidance). Both approaches have been tested in 
ICBT research, and a metaanalysis of studies dealing with anxi
ety and depression, including 19 controlled trials and 2,952 par
ticipants, found an average effect size against control conditions 
of g=0.82 (95% CI: 0.58 to 1.05) for anxiety and g=0.79 (95% CI: 
0.59 to 1.00) for depression. There were no substantial differenc
es between transdiagnostic and disorderspecific treatments67.

In addition to studies on psychiatric conditions, there is a 
large literature on various health problems, such as chronic 
pain68, insomnia69, tinnitus70, and stress71, just to mention a few 
examples. There are also studies on addictions72.

Many studies point in the direction of equivalent effects of 
guided Internet interventions and facetoface treatments, but 
this question can only be addressed by direct comparisons. In 
an updated metaanalysis of a previous review73, 20 studies 
in which participants had been randomly assigned to guided 
ICBT for psychiatric and somatic conditions or to facetoface 
CBT were included74. The pooled betweengroup effect size at 
posttreatment was g=0.05, suggesting that ICBT and faceto
face treatment produce equivalent effects.

While early studies of unguided ICBT suffered from high drop
out rates (a weighted average of 31% of the participants dropped 
out of treatment in 19 studies of Internetbased treatment pro
grams for psychological disorders)75, a recent metaanalysis of 
ICBT for adult depression76, including 24 studies, found that 
participants in guided ICBT completed on average 80.8% of their 
treatment, which did not differ significantly from participants in 
facetoface CBT (83.9%, p=0.59). However, the percentage of 
completers (total intervention) was significantly higher in face
toface CBT (84.7%) than in guided ICBT (65.1%, p<0.001).

There are also studies in which the longterm effects of ICBT 
have been investigated. A recent review included 14 trials in 
which data had been collected for a followup period of two 
years or longer after completion of treatment. The included 
studies had an average followup period of three years77. There 
were longterm outcome studies on panic disorder, social anxi
ety disorder, generalized anxiety disorder, depression, mixed 
anxiety and depression, obsessivecompulsive disorder, patho
logical gambling, stress, and chronic fatigue. The pre to follow
up effect size was g=1.52.

In sum, the literature on Internet interventions and ICBT is 
growing, guided ICBT tends to be as effective as facetoface 
CBT, and the effects are likely to be sustained over time.

HARMFUL EFFECTS

While hardly being noticed (and perhaps even dismissed 
for a long time), the possibility of negative effects during and 
following psychotherapy has more recently been investigated 
in relation to ICBT78. Negative effects are increasingly docu
mented in association with controlled trials of ICBT, but there 
are also separate reports of negative effects.

One example is a patientlevel metaanalysis79, which includ
ed 2,866 patients from 29 clinical trials of ICBT. Using the Reliable 
Change Index, the deterioration rate was 5.8% in the treatment 
and 17.4% in the control conditions (odds ratio=3.10, 95% CI: 2.21 
to 4.34). Being in a relationship, being older and having at least a 
university degree were associated with lower odds of deteriora
tion, but only in patients assigned to the treatment condition.

Another patientlevel metaanalysis focused on selfguided 
Internet treatments for depression80, and found that, of the 
3,805 participants analyzed, 5.8% in the treatment groups and 
9.1% in the control groups had deteriorated (odds ratio=0.62, 
p<0.001). No examined moderators were significantly associ
ated with the deterioration rate.

In a similar patientlevel analysis on guided ICBT81 (18 stud
ies, 2,079 participants), the deterioration rate was 3.36% in the 
treatment groups and 7.60% in the control groups (relative 
risk=0.47, 95% CI: 0.29 to 0.75). Patients with lower education 
presented a higher risk for deterioration than those with higher 
education.

Overall, these rates of deterioration appear similar to those 
reported in facetoface treatments78. However, it is important 
to note that our methods for exploring negative effects are 
still limited and, for example, relatively little is known about 
the causes (e.g., the intervention itself, factors outside of the 
intervention) of the negative effects observed during Internet 
interventions. Negative effects other than symptom deteriora
tion may also occur in ICBT and should be documented, for ex
ample by using openended questions or selfreport measures 
covering adverse and unwanted events79.

MECHANISMS OF CHANGE AND PREDICTORS 
OF OUTCOME

As would be expected from the literature on facetoface 
psychotherapies82, there are no consistent predictors or change 
mechanisms reported in Internet interventions research. We 
have reviewed above the literature on therapeutic alliance, in 
which the results have been inconsistent. In addition, studies 
have been conducted on genetic variables, but findings have 
not been promising83.

One study84 hypothesized that a greater cognitive flexibility 
would provide a better foundation for learning and implement
ing the cognitive restructuring techniques used in ICBT, lead
ing to better treatment outcomes. Data from three samples 
including patients with depression, social anxiety disorder 
and tinnitus were used. The 64card Wisconsin Card Sorting 
Test (WCST) was administered prior to treatment. There was 
no significant association between perseverative errors on the 
WCST and treatment gains in any group.

However, another study85, conducted on 66 older adults 
with mixed anxiety depression randomized to ICBT or control 
conditions, who were administered the WCST (perseverative 
errors) and the Cognitive Failures Questionnaire before treat
ment, reported a moderate betweengroup effect on the main 
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outcome measure, the Beck Anxiety Inventory (d=0.50), favor
ing the treatment group. The authors concluded that the role of 
cognitive functioning in the outcome of ICBT should be further 
investigated.

Perhaps more promising, but still very preliminary, are stud
ies on brain imaging. One study86 showed that the longterm 
outcome of ICBT for social anxiety disorder could be predicted 
by blood oxygen leveldependent (BOLD) responses to self
referential criticism in the fearexpressing dorsal anterior cin
gulate cortex and amygdala regions at pretreatment, analyzed 
using a support vector machine learning approach. Another 
study87 found that larger pretreatment right rostral anterior 
cingulate cortex volume was a significant predictor of greater 
depressive symptom improvement on ICBT, even after control
ling for demographic and clinical variables previously linked to 
treatment response.

Various demographic characteristics have been investigated 
as well, with mixed findings. It is common to find that variables 
such as age, gender, marital status, computer skills, educational 
level, and having children have no significant predictive value88.

There are other possible mediators of outcome more directly 
related to the actual treatment process, and factors that are like
ly to influence uptake and adherence to treatment. For instance, 
it has been reported that Internet therapy is more effective when 
the treatment is user friendly and not overly technically ad
vanced, and a clear deadline is provided for the duration of the 
treatment89. Furthermore, sudden gains (i.e., large and stable 
improvements occurring between two consecutive treatment 
sessions) have been found to predict larger improvements at 
both posttreatment and oneyear followup in patients receiv
ing ICBT for severe health anxiety90. Design features of ICBT 
could also be important: a systematic review91 found that “per
suasive technology” elements (such as more extensive employ
ment of dialogue support) significantly predicted better adher
ence to treatment.

ICBT has been also conceptualized as a form of patient ed
ucation. Studies have investigated whether ICBT influences 
knowledge acquisition in social anxiety disorder30, eating dis
orders92 and, most recently, adolescents with depression93. The 
studies show that improvements in knowledge occur following 
ICBT. More research is needed in this domain, for example, to test 
if knowledge acquisition can be influenced directly in treatment 
(by using methods from educational science).

Another recent and related body of work indicates that cli
ent’s use of CBT skills may predict change in symptoms and sat
isfaction with life94. This promising direction of work indicates 
that practice of such skills may be an important mechanism of 
change, but requires large scale replication.

In sum, while there are observational studies on mechanisms 
of change in ICBT, there are few consistent findings regarding 
both moderators and mediators. Theorydriven and experimen
tal research with repeated measure of process variables might 
help to identify what to look for, as much research has been 
informed by traditional psychotherapy research rather than the 
unique aspects of ICBT.

IMPLEMENTATION

ICBT and Internet interventions at large have been around 
for about 20 years3, but implementation efforts have had mixed 
success. Moreover, these efforts have rarely been well docu
mented from an implementation science perspective.

However, several effectiveness studies, with data from rou
tine clinical practice settings, have been published for a num
ber of disorders and conditions95. One early application in 
general health care was the tinnitus clinic in Uppsala, Sweden, 
which began delivering CBT for tinnitus via the Internet by 
the end of 1999, and published effectiveness data early on96. 
Another early example was the Interapy program from the 
Netherlands, which started in the 1990s and subsequently pub
lished effectiveness data on adult patients with symptoms of 
depression, panic disorder, PTSD or burnout97. The publicly 
available Moodgym from Australia is another early example 
with published data from community users98.

Two contemporary examples of effectiveness reports come 
from the MindSpot Clinic in Australia19 and the Internet psychi
atry unit in Sweden46,99. Both groups have published data from 
their routine clinical practice, indicating that ICBT works when 
delivered as a regular intervention with ordinary clients. A re
cent study described the implementation of ICBT in five coun
tries: Australia, Canada, Norway, Sweden and Denmark100. The 
authors also included references to published effectiveness 
studies of outcomes from their clinics, which all demonstrated 
large clinical improvement, low rates of deterioration, and high 
levels of patient satisfaction.

While still being at an early stage, published data clearly sug
gest that ICBT can work in regular settings, even as a stepped
care approach101. However, in most cases, the implementation 
has been handled by specialist and centralized clinics as op
posed to widescale dissemination across a whole country with 
several clinics involved.

One potential obstacle when implementing Internet inter
ventions and ICBT is negative attitudes among clients, clinicians 
and other stakeholders (such as insurance companies). One 
stakeholder survey was conducted in eight European countries 
with 175 organizations participating102. Results showed greater 
acceptability of blended treatment (the integration of faceto
face and Internet sessions within the same treatment protocol) 
compared to standalone Internet treatments. For example, 
for mild depression, 46.5% would recommend ICBT only and 
69.8% blended treatment, but for moderate depression the cor
responding figures were 15.7% and 57.2%, a marked difference. 
The same discrepancy was found for severe depression, with 
1.9% recommending ICBT and 27% blended treatments. Thus, 
stakeholders are still hesitant to recommend ICBT as a stand
alone intervention, in particular for more severe depression. 
Another example is a study from the US conducted in a primary 
care setting, which showed that patients were less interested in 
taking part in ICBT than facetoface treatment103.

This literature should be interpreted with some caution, as 
there are likely differences both between and within countries 
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and settings. Given the observation that clinicians may not 
know what ICBT is, there is also a role for education in order to 
facilitate dissemination104. Nevertheless, the benefit of Internet 
interventions is likely to be that they provide an opportunity to 
care for people who cannot or do not want to access faceto
face care, rather than for people presenting for and wanting 
facetoface care.

FUTURE DIRECTIONS

It is hard to predict how technology will develop, and also if 
new technology will be adapted for clinical use. One example 
is the use of sensors to measure physiological activity and be
haviours such as sleep through smartphones8. Such technology 
already exists, but there is a need to investigate if it can advance 
treatment in any way. Another example is serious gaming and 
other delivery formats than just text and pictures105. Virtual 
reality is another technique that has become less expensive 
and can be integrated with ICBT106. Finally, in light of the ability 
to generate large amounts of data, the role of machine learn
ing can possibly increase, with one initial study suggesting 
that prediction of treatment outcome may benefit from this 
approach107.

A second possible future direction of research is to expand 
the reach of ICBT to other languages and cultures than are 
usually targeted in psychotherapy research (for example, im
migrants). As an example of this, controlled studies have been 
conducted in the Arabic language108 as well as in Chinese109. 
One project aimed at disseminating treatment across lan
guages and cultures involved translation of a Swedish ICBT 
pro gram for social anxiety disorder into Romanian110.

A third development, already mentioned earlier, is the de
velopment and testing of Internetdelivered psychotherapies 
other than CBT. Examples include psychodynamic therapy21, 
interpersonal therapy111, and treatment programs involving 
attention training112. This is likely to increase, along with the 
possible integration of therapeutic techniques. We also expect 
more research into models of blended care, as described earlier.

A fourth development has to do with research designs and 
publication bias. With regards to research designs, we be
lieve that the standard treatment versus control design may 
be less needed as compared to more sophisticated factorial 
designs testing several research questions simultaneously51. 
Publication bias is a problem in both basic and applied re
search, but we believe that change will happen. “Failed” trials 
of ICBT are already being reported113, as well as trials with 
negative findings25.

A fifth likely development is the creation of regulations and 
standards governing the delivery of ICBT in routine care. We 
recognize that health services delivered via the Internet should 
meet the same safety and quality standards as traditional mod
els, but must also meet appropriate standards for the safety and 
security of sensitive healthrelated data. As a consequence of 
increasing interest in ICBT by health funders and regulators, we 

expect considerable future debate about how best to regulate 
such services, what standards they should meet, and how they 
should be accredited114,115.

CONCLUSIONS

ICBT and other forms of Internet interventions hold promise 
as a way to increase access to evidencebased psychological 
treatment. They can also serve as vehicles for innovation, which 
may subsequently inform facetoface treatments.

Even if ICBT is gradually being implemented, the process 
is slow and needs to be better documented. While the inter
vention has proved to be costeffective116, there are several 
professional challenges when moving from traditional service 
models. Most likely, blended approaches, which retain advan
tages from both facetoface and technologydriven methods, 
will gain more popularity in the future.

ACKNOWLEDGEMENTS

G. Andersson is grateful to Linköping University, the Swedish Council for Work
ing and Life Research, and the Swedish Foundation for Humanities and Social 
Sciences for financial support to his research.

REFERENCES

1. Krotoski A. Untangling the web. What the internet is doing to you. London: 
Guardian Books, 2013.

2. Marks IM, Shaw S, Parkin R. Computerassisted treatments of mental 
health problems. Clin Psychol Sci Pract 1998;5:51170.

3. Andersson G. Internet interventions: past, present and future. Internet 
Interv 2018;12:1818.

4. Khazaal Y, Fernandez S, Cochand S et al. Quality of webbased informa tion 
on social phobia: a crosssectional study. Depress Anxiety 2008;25:4615.

5. Epstein J, Klinkenberg WD. From Eliza to Internet: a brief history of com
puterized assessment. Comp Human Behav 2001;17:295314.

6. Griffiths KM, Christensen H. Quality of web based information on treat
ment of depression: cross sectional survey. BMJ 2000;321:15115.

7. Mohr DC, Zhang M, Schueller SM. Personal sensing: understanding men
tal health using ubiquitous sensors and machine learning. Annu Rev Clin 
Psychol 2017;13:2347.

8. Firth J, Torous J, Nicholas J et al. The efficacy of smartphonebased mental 
health interventions for depressive symptoms: a metaanalysis of ran
domized controlled trials. World Psychiatry 2017;16:28798.

9. Chandrashekar P. Do mental health mobile apps work: evidence and 
recommendations for designing highefficacy mental health mobile apps. 
mHealth 2018;4:6.

10. Andersson G. Internetdelivered psychological treatments. Annu Rev Clin 
Psychol 2016;12:15779.

11. Andersson G, Titov N. Advantages and limitations of Internetbased inter
ventions for common mental disorders. World Psychiatry 2014;13:411.

12. Ruwaard J, Lange A, Schrieken B et al. Efficacy and effectiveness of online 
cognitive behavioral treatment: a decade of interapy research. Stud Health 
Technol Inform 2011;167:914.

13. Andersson G, Carlbring P, Lindefors N. History and current status of ICBT. 
In: Lindefors N, Andersson G (eds). Guided internetbased treatments in 
psychiatry. Cham: Springer, 2016:116.

14. Vlaescu G, Alasjö A, Miloff A et al. Features and functionality of the Iterapi 
 platform for internetbased psychological treatment. Internet Interv 2016;6: 
10714.

15. Nielssen O, Dear BF, Staples LG et al. Procedures for risk management and 
a review of crisis referrals from the MindSpot Clinic, a national service for 
the remote assessment and treatment of anxiety and depression. BMC 
Psychiatry 2015;15:304.



26 World Psychiatry 18:1 - February 2019

16. Bennett K, Bennett AJ, Griffiths KM. Security considerations for emental 
health interventions. J Med Internet Res 2010;12:e61.

17. Andersson G. The internet and CBT: a clinical guide. Boca Raton: CRC 
Press, 2015.

18. Andersson G, Bergström J, Buhrman M et al. Development of a new ap
proach to guided selfhelp via the Internet. The Swedish experience. J 
Technol Human Serv 2008;26:16181.

19. Titov N, Dear BF, Staples L et al. The first 30 months of the MindSpot Clinic: 
evaluation of a national emental health service against project objectives. 
Aust N Z J Psychiatry 2017;51:122739.

20. Dahlin M, Andersson G, Magnusson K et al. Internetdelivered accept
ancebased behaviour therapy for generalized anxiety disorder: a ran
domized controlled trial. Behav Res Ther 2016;77:8695.

21. Johansson R, Ekbladh S, Hebert A et al. Psychodynamic guided selfhelp 
for adult depression through the Internet: a randomised controlled trial. 
PLoS One 2012;7:e38021.

22. Dagöö J, Persson Asplund R, Andersson Bsenko H et al. Cognitive behavior 
therapy versus interpersonal psychotherapy for social anxiety disorder 
delivered via smartphone and computer: a randomized controlled trial. 
J Anxiety Disord 2014;28:4107.

23. Ström M, Uckelstam CJ, Andersson G et al. Internetdelivered therapist
guided physical activity for mild to moderate depression: a randomized 
controlled trial. PeerJ 2013;1:e178.

24. Boettcher J, Åström V, Påhlsson D et al. Internetbased mindfulness treat
ment for anxiety disorders: a randomised controlled trial. Behav Ther 2014; 
45:24153.

25. Carlbring P, Apelstrand M, Sehlin H et al. Internetdelivered attention 
training in individuals with social anxiety disorder – a double blind ran
domized controlled trial. BMC Psychiatry 2012;12:66.

26. Baumeister H, Reichler L, Munzinger M et al. The impact of guidance on 
Internetbased mental health interventions – a systematic review. Internet 
Interv 2014;1:20515.

27. Dear BF, Staples LG, Terides MD et al. Transdiagnostic versus disorder
specific and clinicianguided versus selfguided internetdelivered treat
ment for generalized anxiety disorder and comorbid disorders: a ran
domized controlled trial. J Anxiety Disord 2015;36:6377.

28. Titov N, Dear BF, Staples LG et al. Disorderspecific versus transdiagnostic 
and clinicianguided versus selfguided treatment for major depressive 
disorder and comorbid anxiety disorders: a randomized controlled trial. 
J  Anxiety Disord 2015;35:88102.

29. Titov N, Andrews G, Davies M et al. Internet treatment for depression: a 
randomized controlled trial comparing clinician vs. technician assistance. 
PLoS One 2010;5:e10939.

30. Andersson G, Carlbring P, Furmark T, on behalf of the SOFIE Research 
Group. Therapist experience and knowledge acquisition in Internet
delivered CBT for social anxiety disorder: a randomized controlled trial. 
PLoS One 2012;7:e37411.

31. Schneider LH, Hadjistavropoulos HD, Faller YN. Internetdelivered cog
nitive behaviour therapy for depressive symptoms: an exploratory ex
amination of therapist behaviours and their relationship to outcome and 
therapeutic alliance. Behav Cogn Psychother 2016;44:62539.

32. Paxling B, Lundgren S, Norman A et al. Therapist behaviours in Internet
delivered cognitive behaviour therapy: analyses of email correspondence in 
the treatment of generalized anxiety disorder. Behav Cogn Psychother 2013; 
41:2809.

33. Holländare F, Gustafsson SA, Berglind M et al. Therapist behaviours in 
internetbased cognitive behaviour therapy (ICBT) for depressive symp
toms. Internet Interv 2016;3:17.

34. Hadjistavropoulos HD, Schneider LH, Klassen K et al. Development and 
evaluation of a scale assessing therapist fidelity to guidelines for delivering 
therapistassisted Internetdelivered cognitive behaviour therapy. Cogn 
Behav Ther 2018;47:44761.

35. Pihlaja S, Stenberg JH, Joutsenniemi K et al. Therapeutic alliance in guided 
internet therapy programs for depression and anxiety disorders – a system
atic review. Internet Interv 2018;11:110.

36. Horvath AO, Del Re AC, Fluckiger C et al. Alliance in individual psycho
therapy. Psychotherapy 2011;48:916.

37. Bergman Nordgren L, Carlbring P, Linna E et al. Role of the working alliance on 
treatment outcome in tailored internetbased cognitive behavioural therapy 
for anxiety disorders: randomized controlled pilot trial. JMIR Res Protoc 2013; 
2:e4.

38. Andersson G, Paxling B, Wiwe M et al. Therapeutic alliance in guided 
In ternetdelivered cognitive behavioral treatment of depression, general

ized anxiety disorder and social anxiety disorder. Behav Res Ther 2012;50: 
54450.

39. Berger T. The therapeutic alliance in internet interventions: a narrative 
review and suggestions for future research. Psychother Res 2017;27:51124.

40. Vernmark K, Hesser H, Topooco N et al. Working alliance as a predictor of 
change in depression during blended cognitive behavior therapy. Cogn 
Behav Ther (in press).

41. Clark DM. Developing new treatments: on the interplay between theories,  
experimental science and clinical innovation. Behav Res Ther 2004;42: 
1089104.

42. van Ballegooijen W, Riper H, Cuijpers P et al. Validation of online psycho
metric instruments for common mental health disorders: a systematic 
review. BMC Psychiatry 2016;16:45.

43. Lundgren JG, Dahlström Ö, Andersson G et al. The effect of guided webbased 
cognitive behavioral therapy on patients with depressive symptoms and 
heart failure: a pilot randomized controlled trial. J Med Internet Res 2016;18: 
e194.

44. Cuijpers P, Cristea IA, Karyotaki E et al. How effective are cognitive behav
ior therapies for major depression and anxiety disorders? A metaanalytic 
update of the evidence. World Psychiatry 2016;15:24558.

45. Andersson E, Ljótsson B, Hedman E et al. Internetbased cognitive be
havior therapy for obsessive compulsive disorder: a pilot study. BMC 
Psychiatry 2011;11:125.

46. Hedman E, Ljótsson B, Kaldo V et al. Effectiveness of Internetbased cogni
tive behaviour therapy for depression in routine psychiatric care. J Affect 
Disord 2014;155:4958.

47. Bendelin N, Hesser H, Dahl J et al. Experiences of guided Internetbased 
cognitivebehavioural treatment for depression: a qualitative study. BMC 
Psychiatry 2011;11:107.

48. Pugh NE, Hadjistavropoulos HD, Klein B et al. A case study illustrating 
therapistassisted internet cognitive behavior therapy for depression. Cogn 
Behav Pract 2014;21:6477.

49. Collins LM, Dziak JJ, Kugler KC et al. Factorial experiments: efficient  
tools for evaluation of intervention components. Am J Prev Med 2014; 
47:498504.

50. Murray E, Hekler EB, Andersson G et al. Evaluating digital health inter
ventions: key questions and approaches. Am J Prev Med 2016;51:84351.

51. Watkins E, Newbold A, TesterJones M et al. Implementing multifactorial 
psychotherapy research in online virtual environments (IMPROVE2): 
study protocol for a phase III trial of the MOST randomized component 
selection method for internet cognitivebehavioural therapy for depres
sion. BMC Psychiatry 2016;16:345.

52. Rozental A, Forsell E, Svensson A et al. Internetbased cognitive behavior 
therapy for procrastination: a randomized controlled trial. J Consult Clin 
Psychol 2015;83:80824.

53. Gandy M, Karin E, Fogliati VJ et al. A feasibility trial of an Internetdelivered 
and transdiagnostic cognitive behavioral therapy treatment program for  
anxiety, depression, and disability among adults with epilepsy. Epilep
sia 2016;57:188796.

54. Spek V, Cuijpers P, Nyklicek I et al. Internetbased cognitive behaviour 
therapy for symptoms of depression and anxiety: a metaanalysis. Psychol 
Med 2007;37:31928.

55. Cuijpers P, Marks I, van Straten AM et al. Computeraided psycho
therapy for anxiety disorders: a metaanalytic review. Cogn Behav Ther 
2009;38:6682.

56. Brown M, Glendenning A, Hoon AE et al. Effectiveness of webdelivered 
Acceptance and Commitment Therapy in relation to mental health and well
being: a systematic review and metaanalysis. J Med Internet Res 2016;18: 
e221.

57. Karyotaki E, Ebert DD, Donkin L et al. Do guided Internetbased interven
tions result in clinically relevant changes for patients with depression? An 
individual participant data metaanalysis. Clin Psychol Rev 2018;63:8092.

58. Barak A. Concepts, definitions, and applications: the terminology cha
os of Internetsupported psychotherapeutic interventions. Presented 
at the 6th Meeting of the International Society for Research on Internet 
Interventions, Chicago, May 2013.

59. Lindner P, Miloff A, Fagernäs S et al. Therapistled and selfled onesession 
virtual reality exposure therapy for public speaking anxiety with consumer 
hardware and software: a randomized controlled trial. J Anxiety Disord 2018; 
51:1538.

60. Olthuis JV, Watt MC, Bailey K et al. Therapistsupported Internet cognitive 
behavioural therapy for anxiety disorders in adults. Cochrane Database 
Syst Rev 2016;3:CD011565.



World Psychiatry 18:1 - February 2019 27

61. Andrews G, Basu A, Cuijpers P et al. Computer therapy for the anxiety and 
depression disorders is effective, acceptable and practical health care: an 
updated metaanalysis. J Anxiety Disord 2018;55:708.

62. Sijbrandij M, Kunovski I, Cuijpers P. Effectiveness of internetdelivered 
cognitive behavioral therapy for posttraumatic stress disorder: a system
atic review and metaanalysis. Depress Anxiety 2016;33:78391.

63. Vigerland S, Lenhard F, Bonnert M et al. Internetdelivered cognitive 
behavior therapy for children and adolescents: a systematic review and 
metaanalysis. Clin Psychol Rev 2016;50:110.

64. Josephine K, Josefine L, Philipp D et al. Internet and mobilebased de
pression interventions for people with diagnosed depression: a systematic 
review and metaanalysis. J Affect Disord 2017;223:2840.

65. Karyotaki E, Riper H, Twisk J et al. Efficacy of selfguided internetbased 
 cognitive behavioral therapy in the treatment of depressive symptoms: a  
metaanalysis of individual participant data. JAMA Psychiatry 2017;74: 
3519.

66. Andersson G, Cuijpers P. Internetbased and other computerized psycho
logical treatments for adult depression: a metaanalysis. Cogn Behav Ther 
2009;38:196205.

67. Păsărelu C, Andersson G, Bergman Nordgren L et al. Internetdelivered 
transdiagnostic and tailored cognitive behavioral therapy for anxiety and 
depression: a systematic review and metaanalysis. Cogn Behav Ther 
2017;46:128.

68. Buhrman M, Gordh T, Andersson G. Internet interventions for chronic 
pain including headache: a systematic review. Internet Interv 2016;4:1734.

69. Seyffert M, Lagisetty P, Landgraf J et al. Internetdelivered cognitive be
havioral therapy to treat insomnia: a systematic review and metaanalysis. 
PLoS One 2016;11:e0149139.

70. Andersson G. Cliniciansupported internetdelivered psychological treat
ment of tinnitus. Am J Audiol 2015;24:299301.

71. Heber E, Ebert DD, Lehr D et al. The benefit of web and computerbased 
interventions for stress: a systematic review and metaanalysis. J Med 
Internet Res 2017;19:e32.

72. Riper H, Blankers M, Hadiwijaya H et al. Effectiveness of guided and un
guided lowintensity internet interventions for adult alcohol misuse: a 
metaanalysis. PLoS One 2014;9:e99912.

73. Andersson G, Cuijpers P, Carlbring P et al. Internetbased vs. faceto
face cognitive behaviour therapy for psychiatric and somatic disorders: 
a systematic review and metaanalysis. World Psychiatry 2014;13:28895.

74. Carlbring P, Andersson G, Cuijpers P et al. Internetbased vs. facetoface 
cognitive behavior therapy for psychiatric and somatic disorders: an up
dated systematic review and metaanalysis. Cogn Behav Ther 2018;47:118.

75. Melville KM, Casey LM, Kavanagh DJ. Dropout from Internetbased treat
ment for psychological disorders. Br J Clin Psychol 2010;49:45571.

76. van Ballegooijen W, Cuijpers P, van Straten A et al. Adherence to Internet
based and facetoface cognitive behavioural therapy for depression: a 
metaanalysis. PLoS One 2014;9:e100674.

77. Andersson G, Rozental A, Shafran R et al. Longterm effects of Internet
supported cognitive behavior therapy. Expert Rev Neurother 2018;18:218.

78. Rozental A, Castonguay L, Dimidjian S et al. Negative effects in psycho
therapy: commentary and recommendations for future research and clini
cal practice. BJPsych Open 2018;4:30712.

79. Rozental A, Magnusson K, Boettcher J et al. For better or worse: an indi vidual 
patient data metaanalysis of deterioration among participants receiv ing 
Internetbased cognitive behavior therapy. J Consult Clin Psychol 2017; 
85:16077.

80. Karyotaki E, Kemmeren L, Riper H et al. Is selfguided Internetbased 
cognitive behavioural therapy (iCBT) harmful? An individual participant 
data metaanalysis. Psychol Med 2018;48:245666.

81. Ebert DD, Donkin L, Andersson G et al. Does Internetbased guidedself
help for depression cause harm? An individual participant data metaanal
ysis on deterioration rates and its moderators in randomised controlled 
trials. Psychol Med 2016;46:267993.

82. Kazdin AE. Understanding how and why psychotherapy leads to change. 
Psychother Res 2009;19:41828.

83. Andersson E, Rück C, Lavebratt C et al. Genetic polymorphisms in mono
amine systems and outcome of cognitive behavior therapy for social anxi
ety disorder. PLoS One 2013;8:e79015.

84. Lindner P, Carlbring P, Flodman E et al. Does cognitive flexibility predict 
treatment gains in Internetdelivered psychological treatment of social 
anxiety disorder, depression, or tinnitus? PeerJ 2016;4:e1934.

85. Silfvernagel K, Westlinder A, Andersson S et al. Individually tailored 
in ternetbased cognitive behaviour therapy for older adults with anxi

ety and depression: a randomised controlled trial. Cogn Behav Ther 
2018;47:286300.

86. Månsson KN, Frick A, Boraxbekk CJ et al. Predicting longterm outcome 
of Internetdelivered cognitive behavior therapy for social anxiety disor
der using fMRI and support vector machine learning. Transl Psychiatry 
2015;5:e530.

87. Webb CA, Olson EA, Killgore WDS et al. Rostral anterior cingulate cor
tex morphology predicts treatment response to internetbased cogni
tive behavioral therapy for depression. Biol Psychiatry Cogn Neurosci 
Neuroimaging 2018;3:25562.

88. Hedman E, Andersson E, Lekander M et al. Predictors in Internetdelivered 
cognitive behavior therapy and behavioral stress management for severe 
health anxiety. Behav Res Ther 2015;64:4955.

89. Andersson G, Carlbring P, Berger T et al. What makes Internet therapy 
work? Cogn Behav Ther 2009;38:5560.

90. Hedman E, Lekander M, Ljótsson B et al. Sudden gains in Internetbased 
cognitive behavior therapy for severe health anxiety. Behav Res Ther 2014; 
54:229.

91. Kelders SM, Kok RN, Ossebaard HC et al. Persuasive system design does 
matter: a systematic review of adherence to webbased interventions. J 
Med Internet Res 2012;14:e152.

92. Strandskov WS, Ghaderi A, Andersson H et al. Effects of tailored and ACT
Influenced Internetbased CBT for eating disorders and the relation be
tween knowledge acquisition and outcome: a randomized controlled trial. 
Behav Ther 2017;48:62437.

93. Berg M, Rozental A, Johansson S et al. The role of knowledge in Internet
based cognitive behavioural therapy for adolescent depression: results 
from a randomised controlled study. Internet Interv (in press).

94. Terides MD, Dear BF, Fogliati VJ et al. Increased skills usage statistically 
mediates symptom reduction in selfguided internetdelivered cognitive
behavioural therapy for depression and anxiety: a randomised controlled 
trial. Cogn Behav Ther 2018;47:4361.

95. Andersson G, Hedman E. Effectiveness of guided Internetdelivered cog
nitive behaviour therapy in regular clinical settings. Verhaltenstherapie 
2013;23:1408.

96. KaldoSandström V, Larsen HC, Andersson G. Internetbased cognitive
behavioral selfhelp treatment of tinnitus: clinical effectiveness and pre
dictors of outcome. Am J Audiol 2004;13:18592.

97. Ruwaard J, Lange A, Schrieken B et al. The effectiveness of online cognitive 
behavioral treatment in routine clinical practice. PLoS One 2012;7:e40089.

98. Christensen H, Griffiths K, Groves C et al. Free range users and one hit 
wonders: community users of an Internetbased cognitive behaviour 
therapy program. Aust N Z J Psychiatry 2006;40:5962.

99. El Alaoui S, Hedman E, Kaldo V et al. Effectiveness of internetbased cog
nitive behavior therapy for social anxiety disorder in clinical psychiatry. 
J Consult Clin Psychol 2015;83:90214.

100. Titov N, Dear B, Nielssen O et al. ICBT in routine care: a descriptive  analysis 
of successful clinics in five countries. Internet Interv 2018;13:10815.

101. Nordgreen T, Haug T, Öst LG et al. Stepped care versus direct facetoface 
cognitive behavior therapy for social anxiety disorder and panic disorder: 
a randomized effectiveness trial. Behav Ther 2016;47:16683.

102. Topooco N, Riper H, Araya R et al. Attitudes towards digital treatment 
for depression: a European stakeholder survey. Internet Interv 2017;8:1 
9.

103. Mohr DC, Siddique J, Ho J et al. Interest in behavioral and psychological 
treatments delivered facetoface, by telephone, and by internet. Ann 
Behav Med 2010;40:8998.

104. Hadjistavropoulos HD, Thompson MJ, Klein B et al. Dissemination of 
therapistassisted internet cognitive behaviour therapy: development and 
open pilot study of a workshop. Cogn Behav Ther 2012;41:23040.

105. Sardi L, Idri A, FernandezAleman JL. A systematic review of gamification 
in eHealth. J Biomed Inform 2017;71:3148.

106. Lindner P, Miloff A, Hamilton W et al. Creating state of the art, next 
generation Virtual Reality exposure therapies for anxiety disorders using 
consumer hardware platforms: design considerations and future direc
tion. Cogn Behav Ther 2017;46:40420.

107. Lenhard F, Sauer S, Andersson E et al. Prediction of outcome in internet
delivered cognitive behaviour therapy for paediatric obsessivecompul
sive disorder: a machine learning approach. Int J Methods Psychiatr Res 
2018;27:e1576.

108. Knaevelsrud C, Brand J, Lange A et al. Webbased psychotherapy for post
traumatic stress disorder in wartraumatized Arab patients: randomized 
controlled trial. J Med Internet Res 2015;17:e71.



28 World Psychiatry 18:1 - February 2019

109. Choi I, Zou J, Titov N et al. Culturally attuned Internet treatment for de
pression amongst Chinese Australians: a randomised controlled trial. J 
Affect Disord 2012;136:45968.

110. Tulbure BT, Szentagotai A, David O et al. Internetdelivered cognitive
behavioral therapy for social anxiety disorder in Romania: a randomized 
controlled trial. PLoS One 2015;10:e0123997.

111. Donker T, Bennett K, Bennett A et al. Internetdelivered interpersonal 
psychotherapy versus internetdelivered cognitive behavioral therapy for 
adults with depressive symptoms: randomized controlled noninferiority 
trial. J Med Internet Res 2013;15:e82.

112. Boettcher J, Berger T, Renneberg B. Internetbased attention training 
for  social anxiety: a randomized controlled trial. Cogn Ther Res 2012;36: 
55236.

113. LindhÅstrand L, Spetz Holm AC, Sydsjö G et al. Internetdelivered ap
plied relaxation for vasomotor symptoms in postmenopausal women: 
lessons from a failed trial. Maturitas 2015;80:4324.

114. Borgueta AM, Purvis CK, Newman MG. Navigating the ethics of Internet
guided selfhelp interventions. Clin Psychol Sci Pract 2018;25:e12235.

115. Dever Fitzgerald T, Hunter PV, Hadjistavropoulos T et al. Ethical and le
gal considerations for internetbased psychotherapy. Cogn Behav Ther 
2010;39:17387.

116. Donker T, Blankers M, Hedman E et al. Economic evaluations of Internet 
interventions for mental health: a systematic review. Psychol Med 2015; 
45:335776.

DOI:10.1002/wps.20610




