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ABSTRACT 
Internet-delivered Cognitive Behavioural Therapy (iCBT) is 
an effective treatment for depression and anxiety disorders. 
However longitudinal qualitative research into the client’s 
subjective experience of this form of treatment ‘in the wild’ 
is relatively scarce. We present an analysis of secondary 
outcomes in a naturalistic RCT conducted within the UK’s 
Improving Access to Psychological Therapies programme. 
We evaluated clients’ expectations, experience, and context 
of usage of iCBT, across three timepoints. Results are 
discussed in terms of the creation of a therapeutic space 
online, the impact of hope, expectations and personal factors 
on the therapeutic experience, iCBT as “therapy on the go” 
and developing skills for life. While iCBT on the whole 
provides a positive, supportive and therapeutic experience 
for clients, the study identified managing expectations, 
polarized preferences, momentary help-seeking and long-
term support as important aspects of the experience to 
consider in future design. 
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INTRODUCTION  
Mental ill health is an accelerating societal concern; recent 
research on the global burden of disease indicates that 
psychological and mood disorders are a leading cause of 
years lived with disability, and match cardiovascular and 
circulatory diseases in terms of disability-adjusted life-years 
[72]. Depression and anxiety are two of the most common 
mood disorders, currently constituting the highest proportion 
of disability amongst all mental and substance abuse 
disorders [75]. 

Traditional treatment options for depression and anxiety 
include medication and psychological therapies, with both 
showing comparable outcomes [10], although clients 
typically prefer psychological over pharmacological 
treatments [41]. Psychological therapies such as Cognitive 
Behavioural Therapy (CBT) have been shown to be both 
clinically and cost effective [44] in the treatment of anxiety 
and depression, however numerous systemic and individual 
factors prevent people from accessing evidence-based 
interventions in the real world, including long waiting lists 
(due to high demand and a shortage of trained clinicians), 
stigma, personal time constraints, high costs and 
transportation problems [35,43,79]. 

In order to address these concerns and make efficient use of 
the resources available, services have moved towards adding 
online interventions as alternative treatment methods, 
particularly for clients presenting with milder symptoms. 
These interventions, which are often based on CBT due to its 
suitability for an online delivery format (i.e. highly 
manualised and structured format), provide an alternative to 
face-to-face treatment sessions, delivering more treatment 
with available staff and increasing overall access to care 
[13,50]. An issue that emerged early in the development of 
online interventions was attrition, or nonadherence to 
treatment, which was particularly concerning considering the 
dose-effect relationship present [33]. To mitigate this, 
modern interventions usually include some aspect of 
therapist support, which can be face-to-face, via written 
message/email or phone contact; human support has been 
shown to be a key moderator in online intervention effect 
sizes [78]. There is an extensive body of research to date 
demonstrating the effectiveness of online interventions in the 
treatment of depression and anxiety disorders [45,78]. 

The design and evaluation of these interventions has recently 
become an area of interest in HCI research, particularly in 
light of broader concerns around how technology can be used 
to support psychological wellbeing and optimum human 
functioning [3,8,49]. Online mental health interventions 
have complex and specific design requirements due to the 
sensitive nature of the interactions and the content involved, 
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and the client’s state of mind. While there are structural 
obstacles to incorporating client perspectives which should 
be acknowledged and addressed in initial design efforts [3], 
there remains a need to understand how clients engage with 
and experience online treatments in the real world, in order 
to inform the design and delivery of these interventions. 

In this paper we explore qualitative client feedback on the 
use of online interventions for depression and anxiety, 
gathered as part of a large-scale Randomised Controlled 
Trial (RCT) conducted in a routine public health care setting 
within the UK’s Improving Access to Psychological 
Therapies (IAPT) programme [52]. Within this study we 
examined clients’ expectations of online treatment, their 
experience of it and when and how they used the 
intervention. To gain an understanding of how these 
experiences change over time, we collected data at baseline 
(pre-treatment), midpoint (4 weeks into treatment) and post-
treatment (8 weeks).   

The study contributes a longitudinal understanding of the 
experience of guided online therapy, covering expectations, 
challenges and insights captured during the experience of 
treatment, and reflective perspectives on integration and 
personal change afterwards. The findings directly inform a 
number of directions for future research and design efforts. 
BACKGROUND 

What is experience? 
Experience refers to transactions between us and the objects 
and events that make up the world in which we act [40]. 

Experience is an individual, internal and often impenetrable 
phenomenon, which numerous different fields have explored 
in an effort to define or understand it more clearly. McCarthy 
and Wright’s framework of experience [40], which is 
strongly informed by pragmatist philosophy and the works 
of John Dewey [11], explores experience in terms of its 
composition, its sensory, emotional and social components, 
the space and time within which it exists and its historical 
context [40]. All of these factors shape our experiences, and 
each experience in turn shapes our context, history and 
future; our lives and selves are inexplicably entwined with 
our experiences. We perceive the world from our own 
perspectives, which are not just unique to each person, but to 
each situation and time that person finds themselves in [14]. 
Experience can be seen not as a singular phenomenon, but a 
multi layered one that changes over time, reflecting the 
various ways we can interpret our lives and our states of 
consciousness, i.e. our multiple selves [14]. Much of the 
research in this area fits within two major categories of 
experience – the momentary, hedonic sense of ‘what I am 
experiencing right now’, and the more retrospective or 
prospective narrative version of experience.  

Momentary experience is in a sense a concrete world, where 
things are touched, seen or heard with the senses directly, but 
it is fleeting in nature [2]. This type of experience is for the 
most part an inattentive stream of consciousness and 

sensation, it is the flow of everyday life. On the other side of 
momentary experience are the more bounded types of 
mindful or aesthetic experiences, which are marked by 
beginnings and ends, and a sense of engaged awareness of 
what is taking place [11,20]. Experience can also been seen 
as the story that we tell ourselves, the narratives through 
which we remember past experiences and imagine future 
ones [60]. This type of experience is essential to our self-
identity, because it is through these stories that we make 
sense of ourselves and our lives [67]. Our narrative 
experience is entwined with our idiosyncratic systems of 
encoding and recollecting memories [71,73]; how we 
selectively remember and interpret our experiences allows us 
to alter them after the fact, which is a powerful force in 
shaping our lives [30,40,48]. This narrative moulding even 
extends into experiences that haven’t occurred yet, where we 
see that anticipation or expectation of an experience plays a 
part in continually forging and adapting the experience as it 
is happening [40]. Hence examining these three levels – 
anticipation of experience, experience in the moment and 
recollections of experience, can help us to gain a holistic 
picture of a person’s experience, that speaks not just to one 
aspect of their identity, but to their many varied selves. 
Experience of technology 
When looking at user experiences of technology. design 
researchers have also explored the concept of varied selves, 
distinguishing between experience as hedonic, momentary, 
sensual perception and experience as instrumental, 
retrospective or based on self-narrative [14,24,31,39,70]. 
Another area explored by HCI researchers is the temporality 
of the experience of technology and how experiences change 
over time. User acceptance is not seen as an singular 
occurrence, but rather as a process that migrates and changes 
as the technology is embraced [19,57]. Karapanos et al. offer 
a model of user experience that includes phases of 
orientation, incorporation, and identification in the adoption 
of technologies over time [31], in line with results from 
Magni et al, who found that hedonic factors in the intention 
or motivation to use a product decrease and instrumental 
factors increase over time [39]. Thus time is a significant 
factor in how we experience and assess technology.  

Expectation and anticipation are another key factor in a 
user’s experience of technology. The pre-determined ideas 
and concepts we hold about a particular piece of technology 
shape our real experience of it. But expectation is not just an 
a priori event that affects our experience, it can be seen as an 
integrated and essential part of it [31]. Overall, this research 
indicates that a user’s unique experience of technology is one 
that occurs both sensorially in the moment and as a part of 
their adapted self-narrative, it fluctuates and changes over 
time and it is affected by their expectations [14].  
Experience of therapy  
This already rich picture becomes more complex when we 
come to consider the client experience of therapy. In a recent 
qualitative meta-analysis of client experiences of 
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psychotherapy, Levitt et al. found that clients tend to 
experience therapy as a process of integrative and systemic 
change, with a number of factors influencing their 
experience, including the capacity to build a caring, trusting 
and collaborative relationship with the therapist, the client’s 
level of agency in the process and the suitability of the 
therapy to the client's needs [37]. An earlier meta-analysis 
explored client experiences of helpful events (e.g. self-
awareness/insight, behavioural change/problem solution, 
empowerment, relief, feeling understood) and helpful 
impacts in psychotherapy (e.g. new perspectives, new 
behaviour, new experiencing and motivation), interestingly 
finding the same processes and impacts across different 
therapeutic approaches [68]. This implies that the key 
experiential ingredients of therapy are comparable across 
therapeutic approaches, so the question then becomes, are 
they comparable across delivery formats? 

Experience of online therapy 
Online therapy as a field draws on concepts from 
psychotherapeutic practice in an attempt to bring some of the 
therapeutic qualities of traditional therapy into the digital 
sphere [49]. Helpful aspects of online interventions reported 
by clients include the provision of information, learning 
therapeutic skills and techniques, autonomy and flexibility, 
and therapist support [7,16,21,46,51,61]. These features lead 
to experiences of feeling supported, validated, reassured, 
relieved and empowered, and more pragmatic experiences of 
gaining self-awareness and insight, behavioural change and 
crucially, seeing an improvement in mood or a reduction in 
symptoms [7,16,36,46,51]. The convenience, accessibility 
and flexibility of online treatment is particularly significant 
when compared with traditional face-to-face therapies, 
which consist of structured, time-bound appointments [49]. 
The freedom of accessing online interventions independent 
of time or location can create a less stressful experience for 
clients, who can also feel stimulated by the responsibility 
placed on them in this self-regulated form of treatment [27]. 

Unhelpful aspects of treatment identified in the literature 
include program content that is not tailored to individual 
needs, technical accessibility or usability issues, privacy 
concerns, the amount of work involved and inadequate 
support or generic therapist feedback [7,16,46,51,54,76]. 
These factors lead to experiences of frustration, irritation, 
isolation, confusion, feeling under pressure, self-criticism 
and increased anxiety or low mood. Other factors extraneous 
to the intervention have also been identified as hindering 
engagement and creating negative experiences of treatment. 
These include personal motivation (which is often linked to 
depression factors such as apathy, low self-esteem and 
difficulty concentrating), lack of computer/internet skills (or 
conversely technology fatigue from using a computer at 
work), a desire for human contact, negative attitudes towards 
technology/online self-help, a lack of belief in the 
effectiveness or applicability of the treatment, distractions/a 
lack of privacy, competing priorities and time constraints 
[7,15,22,27,51,57,61].  

Expectations of online therapy 
Another area of relevance to the client’s experience of online 
therapy, as with technology, is their expectations. The one 
crucial expectation that has been shown to mediate outcomes 
and adherence to treatment is the expectation that the 
treatment will be effective [9,17,46,49]. A reason for this 
could be that high expectations lead to early engagement and 
uptake, a factor linked to more persistent adherence [62]. The 
specific expectations clients have about online therapy are 
often affected by their prior knowledge and understanding of 
the format of traditional therapies. These expectations can 
include those related to therapist contact, e.g. that it will be 
difficult to form a trusting, meaningful relationship online 
and this will lead to a lack of accountability, or conversely 
that the anonymity of online treatment will aid their 
commitment and make it easier to be honest [4].  

Hope and readiness for change 
Two influential elements closely linked with expectations 
are hope for recovery and readiness for change. Snyder’s 
Hope Theory [63] sets out that hope is a positive motivational 
state based on a client’s perceived agency and capacity to 
move towards a predefined goal, combined with their belief 
in the effectiveness of their chosen pathway towards that 
goal. Thus hope in light of an online intervention inherently 
involves belief in the effectiveness of the treatment, but is 
also composed of other intrinsic factors such as the 
desperation of living with mental illness, the desire to feel 
better, and having an internal locus of control [49,76]. Hope 
can also stem from taking the initiative to actively engage in 
treatment, which can be highly motivating for clients who 
might have felt out of control and ineffective for years [76].  

Readiness for change relates to the Transtheoretical Model 
(TTM), which conceives behaviour change as a process that 
unfolds over time as a person moves through six stages, e.g. 
no intention to change, contemplating change, preparing to 
take action,  taking action, maintenance of change and no risk 
of relapse [47]. Along with the stages of change the TTM 
also posits processes of change, such as consciousness 
raising about the causes, consequences, and cures for a 
particular problem behaviour, belief in the ability to change 
and the commitment to act on that belief [47]. Readiness to 
change is not a static trait, but rather a fluctuating product of 
awareness, motivation, agency, hope, social influences and 
interpersonal interaction, among other factors [58]. A 
client’s position in the stages of change can have a significant 
impact on their subsequent acceptance of and experience 
with an online treatment [76].  

A gap in our knowledge 
Despite the body of research presented here, researchers 
have called for further in-depth qualitative exploration of 
client experiences of online therapy [34,38,46,57,67] as there 
are still a number of gaps in our understanding of this unique 
setting. One area that has not been explored in the data is how 
client experiences and expectations change over time. As we 
have shown, experience is largely temporal, composed of 
composite self-identities and shaped by expectations. 
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Examining all of these aspects is therefore crucial in gaining 
a holistic understanding of the experience of online treatment 
for the client. Capturing experience data at the time of usage 
will help to prevent recall bias and increase the chances of 
capturing the momentary experience [49], yet post-treatment 
retrospective perspectives also form a key part of a person’s 
experience and should therefore be taken into account. 
Incorporating diverse, temporal perspectives into our 
understanding of client experiences will bring a richness and 
depth to our knowledge that is scarce in the current literature. 
Furthermore there are few clinical HCI studies in this area to 
date [59], and many of the studies discussed previously were 
not in routine care settings or in ‘the real world’ per se. As 
the data suggests, experience and usage vary between 
exploratory trials and real world settings; understanding how 
these treatments are implemented in practice and how clients 
perceive online therapy within natural implementation 
systems, has therefore been marked as one of the core 
challenges in digital health today [18,34]. This study is also 
interdisciplinary in nature, and thus contributes to bridging 
the divide between HCI and Health research, a concern 
regarded as integral in improving the utility and quality of 
future digital health intervention research [5].  
The current study 
The current study sought to explore the nature of clients’ 
experiences of an online intervention for depression and 
anxiety in a natural, routine care setting.  

To this end, the research questions we asked were: 

• What are people’s expectations of iCBT and how 
do these change over time? 

• What are people’s experiences of iCBT?  
• What is the context of people’s use of iCBT? (when, 

where and how do they use it) 

METHOD 

Study Design 
This study was an analysis of secondary outcomes in a large-
scale RCT conducted in a routine care, public health service 
setting. Open-ended survey data were collected via the 
intervention platform at baseline (pre-treatment, T1), 
midpoint (4 weeks, T2), and at the end of the 8-week 
treatment (T3). 

Measures 
We designed an open-ended therapeutic experience 
questionnaire for the purpose of this study, which comprised 
of 10 questions exploring clients’ expectations of their online 
treatment, their experience of the intervention, the context of 
their use of the intervention and their perception of the 
aesthetics employed (see online appendix).  

RCT Design and Setting 
The main study was a parallel-groups RCT examining the 
effectiveness and cost-effectiveness of iCBT interventions 
for depression and anxiety disorders, against a waitlist 
control group. The study was conducted within the UK’s 

public health service, the NHS (National Health Service), 
through their IAPT programme. IAPT is designed to provide 
a stepped care approach to treating people with anxiety and 
depressive disorders. As recommended by the National 
Institute for Health and Care Excellence (NICE) [44] the 
IAPT programme offers iCBT as a low-intensity, step 2 
intervention for individuals presenting with mild to moderate 
symptoms of depression and/or anxiety.  

This study was conducted in the IAPT service of Berkshire 
Healthcare NHS Foundation Trust. The intervention used 
(SilverCloud [13,53]) has been delivered to tens of thousands 
of clients in this service, as it forms a routine part of the care 
pathway. For the clinical supporters in the study 
(Psychological Wellbeing Practitioners, or PWP’s), 
supporting clients on the intervention is part of their normal 
workload. Clients were recruited for the study through the 
normal referral pathway of this service; all adult users of the 
Berkshire IAPT Talking Therapies Step 2 services were 
approached to participate and measured against set eligibility 
criteria [52]. Suitability for an internet intervention was 
assessed based on the willingness of the participants to 
engage in the iCBT intervention, presence of mild to 
moderate levels of anxiety and depression, having internet 
access and no suicidal intentions, self-harm risk, psychotic 
illnesses or current psychological treatments. The trial 
received ethical approval from the NHS England Research 
Ethics Committee (IRAS ID: 214669). Clients were assessed 
for risk at baseline, in line with routine clinical practice, and 
monitored for risk throughout their treatment with the help 
of risk measures embedded in the platform. 
Platform Design 
Participants were assigned to one of the following programs: 
Space from Depression, Space from Anxiety or Space from 
Depression & Anxiety. Programs that address specific 
anxiety disorder presentations (e.g. Social Anxiety, Health 
Anxiety) were also offered. All programs are delivered on a 
Web 2.0 platform using media-rich interactive content. The 
programs usually consist of 7-8 psychoeducational modules, 
delivered in a non-linear fashion, with each module taking 
roughly 40 minutes to complete. Treatment was supported 
by weekly asynchronous feedback from PWP’s, either via 
written messages in the platform or by telephone 
appointment, as per the natural setting. 

The four key design strategies for user engagement 
employed in the SilverCloud platform are interactive (tools, 
quizzes, list apps, interactive content, like and comment 
buttons), personal (personalised homepage and profile, 
bookmarking, personal key messages for each module, 
progressive release of tools over time), social (personal 
stories and accounts from other users, anonymous 
indications of other users via like buttons and content 
suggestions) and supportive (regular therapist support, user 
can ‘share’ content with their supporter which makes their 
contact more relevant and personal). See the multimedia 
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appendix and the original research paper [13] for further 
details of the intervention design.  

Participants 
Of the 361 participants randomised in the trial, 256 
completed at least one question on the therapeutic experience 
questionnaire and 183 completed all ten questions. Due to 
the large volume of data collected and our desire to look at 
both expectations and experience, only participants for 
whom we had complete data were included in the current 
study sample. The included records were selected at random 
from the research completers. After reaching saturation, the 
final number in our study sample was 100 participants. 

Data Analysis 
Data were analysed using the descriptive-interpretive 
method [69]. The first step in the analysis involved the first 
author familiarising themselves with the data by reading the 
entire dataset, making notes, and conducting a detailed 
examination of 10 randomly selected cases (a case here 
refers to all the data from one participant). All authors have 
previous experience analysing qualitative data. The data 
were divided into four key domains of investigation 
(Expectations, Experience, Context and Aesthetics), to fit 
how the data were collected through the therapeutic 
experience questionnaire. The aesthetics domain is not 
included in the analysis, as responses to the aesthetics 
question (How would you describe the appearance of 
SilverCloud?) had little depth and brought no new insights.  

The initial 10 cases were then coded in NVivo 12. Within the 
four domains, the data were clustered according to 
similarities and thus themes were created. The 4th author 
provided feedback on the analysis, and a further 50 randomly 
selected cases were coded; further themes and sub-themes 
were created, sorted and merged in accordance with the data. 
A taxonomy of the domains, themes and subthemes was 
developed and presented to the other authors for review and 
feedback. A consensus was reached on how to organise the 
data, and the taxonomy was adjusted accordingly. A further 
40 cases were analysed, and saturation was deemed to have 
been established as no new themes emerged and it was 
possible to place all the data within the existing taxonomy. 
The entire coded dataset (100 cases in total) was given to the 
2nd author to audit for fidelity.  

As responses to the 10 therapeutic experience questions were 
grouped under only 4 domains, some of the domains 
included more than one question response from each 
participant. This meant there were often multiple references 
from the same participant under each theme or subtheme. 
Matrix coding queries were thus run to determine the number 
of participants coded under each theme and sub-theme, 
rather than the number of references. These are the figures 
that appear in the results tables.  

RESULTS 
The findings will be presented across three domains: 
Expectations of Online Treatment (including 3 sub-domains 

of General Expectations, Practical Expectations and 
Experience vs. Expectations), Experience of Online 
Treatment and Context of Usage. 
Expectations of Online Treatment 
Some general findings within this domain relate to language 
use and the difference between hopes/desires and 
expectations. Across the entire sample of 100, 52 clients used 
the word hope when answering the questions related to their 
expectations of treatment. The decision was made not to 
distinguish between hope and expectation in the taxonomy 
as many clients who did not use the word hope had 
hopeful/positive expectations for treatment. Despite this we 
felt that it was an interesting finding. 

General Expectations 
Four themes were grouped under this domain: Expecting 
personal development, Expected benefits of the online 
treatment, Expected challenges with online treatment and 
Other expectations (see Table 1).  

% Themes % Subthemes 
90 Expecting 

personal 
development 

75 Develop self-management skills  
 28 Develop insight and understanding 
 22 Build hope for the future & a 

positive outlook 
 17 Build confidence and be 

empowered 
 15 Improve health, relationships & 

mood 
42 Expected 

benefits of 
online 
treatment 

21 Experience will be supportive 
 15 The platform will be convenient 

and easy to use 
 8 Experience will be less demanding 

than other therapies 
 8 Generally high expectations 
41 Other 

expectations 
26 Not sure what to expect 

 17 The platform will be like an 
online/educational course 

23 Expected 
challenges 
with online 
treatment 

17 Experience will be  
challenging/strange 

 6 Experience could feel disconnected  

Table 1. General Expectations 

Expecting personal development  
This theme reflects the expectations clients had of 
themselves and their own self-development through use of 
the intervention. This was the most prevalent theme under 
the domain of General Expectations, with 75% of clients 
expecting to develop self-management skills and learn how 
to practically deal with their condition/emotions/thoughts 
through use of the intervention. Clients also expected to 
develop insight and understanding, to feel better and see an 
improvement in their health, relationships and mood, to build 
hope for the future and a positive outlook, and to build their 
confidence and be empowered by the intervention. 

Expected benefits of online treatment  
42 clients had high or positive expectations of the treatment 
itself, for example 21 clients reported that they expected to 
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feel supported, understood and cared for via the online 
treatment. A further 15 expected it to be convenient and easy 
to use due to it being accessible in their own time, under their 
control, immediately accessible and able to integrate 
seamlessly into their lives, ‘Will feel good knowing there is 
online support that I can access at any time without having 
to wait for appointments’(T1). Clients also expected the 
online format to be less demanding than other therapies, i.e. 
less pressure than having to see someone face-to-face, ‘I am 
uncertain but I like that I am able to access the system 
discreetly and privately to consider what I am doing in a 
stress free environment’(T1). 

Expected challenges with online treatment  
23% of clients had negative expectations of the treatment. 
Some expected the experience to be challenging, emotionally 
confronting or feel strange or alien, while others expected 
online treatment to feel disconnected or cold when compared 
to face-to-face therapy. For some there was an understanding 
that the treatment would feel challenging, but this was a 
necessary part of engaging in therapy, e.g. ‘Emotional but 
cathartic’(T1), ‘Challenging but in a good way’ (T1) or that 
the self-driven nature of the therapy could be taxing, 
‘Difficult at times as it will need my own energy and 
dedication to be effective’(T1). 

Practical expectations 
This domain relates to clients’ expectations of when they will 
use the platform. Data under this domain were grouped into 
four themes: Time dependent usage, Mood dependent usage, 
Situation dependent usage and Not sure what to expect 
(Table 2). 

% Themes % Subthemes 
56 Time dependent 38 At a specific/routine time 
 13 Regularly  
 11 In free time 
56 Mood dependent 50 When feeling low & in 

need of help 
 8 When feeling okay 
15 Situation dependent 15 When alone/not distracted 
7 Not sure what to expect 

Table 2. Practical Expectations 

Time dependent usage  
38% of clients expected to use the online treatment at a 
specific or routine time (e.g. mornings, evenings, before 
bed). A smaller number expected to use it in a more ad hoc 
and less routine manner, i.e. whenever they had free time or 
could fit it into their schedule. A few clients stated that they 
expected to use the platform frequently, or as much as 
possible.  
Mood dependent usage 
50% of clients expected to use the platform when they were 
having a bad day, feeling low or anxious, or were in need of 
help or support. Other clients however, expected to only use 
the platform when they were in good or calm moods. 

Experience vs. Expectations 
This domain is based on the question “How has your 
experience of SilverCloud compared to your initial 
expectations?” asked at the midpoint of treatment. Three 
broad themes emerged: Experience of treatment exceeded 
expectations, Experience of treatment met expectations and 
Experience of treatment was less than expected (Table 3).  

Experience of treatment exceeded expectations  
39% of clients reported that their experience of online 
treatment was better than they expected it to be. While many 
clients did not provide a reason for this, those that did 
reported that it was more helpful (e.g. more 
interactive/practical or more educational) than they 
expected, or easier to use, more convenient, or more 
supportive than they expected: 

‘When I first started I thought I'd be working through the 
programme on my own without any support but I was wrong! 
It's really nice to know you have a therapist you can ask 
questions and help you with the programme’. (T2) 

Experience of treatment met expectations 
There was a sense here that the intervention was well 
introduced to the client, and also a general positive trend 
within this theme around positive expectations or hopes 
being met: 

‘I have been very happy with the websites, advice, guidance, 
meditation exercises and the fact that they are available to 
download so that I am able to use them when I need them.  It 
has fully met what I hoped it would be’. (T2) 

Experience of treatment was less than expected  
6% of clients felt that their experience of online treatment 
was generally harder than they expected (e.g. more 
stressful/tiring or harder to form a routine or remember to 
engage than expected). Others expected the therapist contact 
to be more helpful/therapeutic, or the treatment to be more 
practical, interactive or structured: 

‘I suppose the online programme is not quite as structured as 
I expected - its not always 100% clear to me what I should be 
doing on a day-to-day/ week by week basis.’ (T2) 

% Themes % Subthemes 
39 Experience of 

treatment 
exceeded 
expectations 

30 Generally better/more helpful 
than expected 

 12 Easier to use/more convenient 
than expected 

 5 More supportive than expected 

28 Experience of 
treatment met 
expectations 

16 Generally as expected 
 8 Too early to tell 
 5 Unsure what to expect 
11 Experience of 

treatment was less 
than expected 

6 Generally harder/less helpful 
than expected 

 5 Less interactive than expected 

Table 3. Experience vs. Expectations 

Experience of Online Treatment 
Eight main themes were identified under this domain: 
Experiencing personal development; A positive, calming 
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experience; A personal, supported experience; Platform is 
straightforward & educational; Feeling empowered & in 
control; Challenges with treatment, Engagement issues and 
Feeling emotionally strained (see Table 4).  

Experiencing personal development 
This theme reflects the experiences clients had of self-
development through use of the online treatment. As with the 
corresponding theme under the General Expectations 
domain, this was the most prevalent theme under the 
Experience domain, however only 36% of clients reported 
developing self-management skills (compared to the 75% 
who expected it), one client stated, ‘One thing I would 
personally like, is more tasks/examples to reinforce 
methodologies. But this is the way I learn I think’(T2). 
Clients also reported developing insight and understanding 
and gaining hope for the future and a positive outlook: 

‘SilverCloud has helped me to give thought to the way I look 
after my mental wellbeing by recognising what regular 
activities help me to be in a more confident mental place’ (T3) 

A positive, calming experience 
51% of clients stated that their overall experience of using 
the platform was a positive, enjoyable or pleasant one. Of 
those 51, 8 clients reported that using the platform was a 
calming, private or reflective experience, while to a further 8 
it felt like a freeing or even lifesaving experience. 

A personal, supported experience 
The majority of statements under this theme related to 
feeling connected (i.e. not feeling alone or feeling like others 
are going through similar things), as well as feeling 
supported, comforted or reassured by the experience of 
online treatment. References were also made to the therapist 
contact being helpful or motivational, and the platform 
feeling personalised or tailored to the client’s individual 
needs. There was a sense that use of the intervention was a 
private and personal experience for clients, ‘The time using 
SilverCloud has felt like 'me time' but in a self care kind of 
way.’(T3) 

Feeling empowered & in control 
For more than a third of clients in this sample, the flexibility 
and autonomy of online treatment were significant positive 
factors in their experience. Being able to access the treatment 
in their own time and on their own terms helped clients to 
feel in control and engaged in their treatment. Clients also 
reported feeling empowered by taking proactive steps and 
being able to help themselves to feel better: 

‘I have enjoyed the feeling of 'self-teaching' as it were as it is 
me that is reading the information rather than somebody 
telling me what to do.  I feel in control.’ (T2) 

Challenges with treatment 
31 clients reported challenges with online treatment, which 
are interestingly the inverse of some of the positive themes 
mentioned above. Some clients felt that the treatment lacked 
adequate support and guidance, while others felt that the 
platform was difficult to use or the content was repetitive or 

not tailored to their individual needs. A small number 
expressed specifically that the treatment helped them to gain 
insight and understanding, but lacked the practical solutions 
needed to help them deal with their issues and feel better. For 
some the experience was initially challenging, but got easier 
with time, ‘In the beginning I use to feel anxious and then as 
time passed I didnt feel scared using it’ (T3), while for others 
the experience itself was difficult, but retrospective 
evaluation allowed them to see the benefits: 

‘I felt that it was difficult and wasn't helping the majority of 
the time, but in fact it really has because things have really 
changed, so I am glad I stuck with it.’ (T3)   

% Theme % Subtheme 
65 Experiencing 

personal 
development 

45 Developing insight and 
understanding 

 36 Developing self-management 
skills  

 7 Gaining hope & a positive 
outlook 

51 A positive, 
calming 
experience 

43 Overall positive experience 
 8 Using the platform is calming & 

reflective 
 8 Platform is a lifeline/ a relief 
46 A personal, 

supported 
experience 

30 Feeling connected, supported & 
reassured 

 16 Therapist is helpful/motivational 
 11 Platform is tailored to individual 

needs 
43 Platform is 

straightforward  
& educational 

27 Platform is easy to use & 
understand 

 11 Platform is informative  
 10 Platform feels like an 

educational course 
36 Feeling 

empowered & 
in control 

27 Flexibility of platform aids 
engagement  

 17 Self-driven aspect is 
empowering 

31 Challenges 
with treatment 

13 Platform is difficult to use 
 13 Content is repetitive/not tailored 

to individual needs 
 9 Needs more support & guidance 
 6 Lack of practical help & 

solutions 
22 Engagement 

issues 
9 Flexibility of platform hinders 

engagement  
 9 Lack of motivation hinders 

engagement  
 7 Lack of free time hinders 

engagement 
20 Feeling 

emotionally 
strained 

12 Experience is emotionally 
confronting 

 10 Feeling burdened 

Table 4. Experience of Online Treatment 

Engagement Issues 
For 9% of clients the flexibility of the platform hindered their 
engagement with it; the lack of deadlines and structure meant 
it was easy to put off or forget about. Other more personal 
barriers to engagement included low motivation (due to low 
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mood or otherwise) and a perceived lack of free time in 
which to use the platform.  

Context of Usage 
This domain focuses on when and how clients tended to use 
the platform. The four themes that arose under this domain 
were: Time dependent usage, Mood dependent usage, 
Situation dependent usage and Tool dependent usage (see 
Table 5). While the themes here are largely similar to what 
clients expected, an interesting difference to note is the 
generally higher numbers across this domain, compared to 
the practical expectations domain. Clients were evidently 
expecting to use the platform in one way, but actually using 
it in multiple ways, e.g. ‘I tend to try and use it a bit every 
day so that I can progress gently but I do binge as well.’(T2) 

% Themes % Subthemes 
73 Time dependent 

usage 
47 At a specific/routine time 

 40 In free time 
 15 Before/after a review or when 

reminded 
 5 As much as possible 
60 Mood dependent 

usage 
43 When feeling low  

 20 When feeling good/okay 
 16 When in need of help 
23 Situation 

dependent usage 
23 When alone/not distracted 

12 Tool dependent 
usage 

7 Mindfulness 
 6 Mood monitor 
 7 Other tools 

Table 5. Context of Usage 

Time dependent usage 
Following closely with how clients expected to use the 
platform, the majority of clients used it at a specific or 
routine time. A higher number than expected (40% compared 
to 11%) used it whenever they had free time or could fit it 
into their schedule. An additional theme here related to the 
platform reminders and therapist support; 15% of clients 
reported using the platform when they were reminded, when 
certain content was recommended to them (after a review) or 
in preparation for their next review session with their 
therapist. 

Mood dependent usage 
In total 60 clients reported that their usage of the intervention 
depended on their mood. Of these, 43 clients reported using 
the platform when they were feeling low or anxious, and 16 
when they were in need of help. A smaller number (20 
clients) reported using it when they were feeling okay, calm, 
relaxed or in better moods. This is similar again to what was 
expected. Some clients stated that using the intervention 
would make them feel better or give them a boost, some 
reported that it made them feel worse in the moment, and for 
others it did both: 

‘I have noticed that I tend to use it on either very bad or very 
good days, not when I am feeling generally meh - which is 
most of the time. Sometimes I can find that it worsens my 
mood, other times it can improve it.’ (T2) 

Many clients were using the platform to actively change their 
mood, which increases self-efficacy and reinforces the 
client’s belief in their ability to help themselves: 

‘Often when I am feeling stressed/anxious/down I log on 
because it is something I am actively doing to help myself.’ 
(T2) 

DISCUSSION 
This study brings a number of insights into the experiences 
of clients accessing iCBT in a routine care setting. We found 
that expectations of self-development are high, and 
correspondingly, mid and post-treatment accounts of 
experiences are predominantly positive. This research 
reveals that the helpful events and impacts present in iCBT 
are similar to those found in traditional psychotherapy e.g. 
insight/awareness, behaviour change, empowerment, feeling 
understood [68]. Beyond this, there are a number of topics 
emerging from this research which have specific 
implications for the design of online interventions, including 
expectation management, usage pattern and mood state 
considerations, personalisation and longevity of use. 

Managing expectations  
Overall, the expectations of online treatment were high, with 
90% of clients expecting to develop personally through use 
of the platform. A quarter of clients reported that they were 
not sure what to expect, but many of these clients had high 
hopes for insight or change through use of the treatment, 
despite their practical uncertainty. These results indicate that 
while there was variation in expectations, the majority of 
clients believed that they were capable of moving towards 
their goals, and had an expectation that the treatment would 
be effective, which are the key components of Snyder’s Hope 
Theory [63] and important factors in mediating treatment 
outcomes [9,17,46,49]. These high expectations could 
account for the largely positive experiences clients had with 
the online treatment; showing the power of our narrative 
selves in constantly shaping the reality of our experiences. 

For the most part the clients in this study expressed both hope 
for recovery and readiness for change (all fell within the 
‘Preparation’ phase of the TTM, because they intended to 
take action within the next 30 days and had taken some 
behavioural steps in this direction [47]), as well as being well 
informed about what the treatment would entail, having high 
literacy about their condition and  predominantly being 
suitable candidates for online treatment. These factors, 
which are a combination of personal and implementation 
elements, are all crucial to the intervention’s effectiveness, 
yet they sit outside of the design of the intervention itself. In 
terms of implementation, examining the Berkshire IAPT 
service where this research was conducted could bring some 
insights into effective service design and implementation of 
online therapy, as the processes they have in place appear to 
be working well. Managing individual expectations, in this 
context, could involve introducing methods of increasing 
hope and readiness for change, such as Motivational 
Interviewing (MI) as a prequel to treatment [42,58,74].   
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This relationship between personal and implementation 
factors evokes the Design Tensions Framework [66], which 
looks at spaces in the design sphere where means, ways, and 
values come into conflict. Tensions are evolving 
relationships that allow us to explore continuums, 
dichotomies or opposing, disproportionate forces in the 
competition for limited resources. In circumventing the 
conventional problem/solution discourse, we can instead use 
design tensions to probe the multiple levels of problem 
formulation in these complex scenarios [66]. A design 
tension exists here between the current protocol of referring 
only ‘suitable’ clients to online interventions, and the 
concept of preparing clients so that the treatment becomes 
more suitable for them. 

Context of use 
A surprisingly high percentage of people reported using the 
platform as a coping mechanism for dealing with a range of 
symptoms related to low mood and anxiety, or as a way to 
find answers and seek help in the moment. This goes against 
the intended usage pattern for the intervention, which was 
designed around traditional therapy delivery, i.e. it is 
suggested that clients complete one module a week, taking 
approx. 40 minutes. One explanation for this usage pattern 
could be that low mood acts as a reminder for clients to use 
the platform, e.g. ‘sometimes l forgot all about it as things 
were going well for me’(T3). Regardless of the reason, these 
results indicate that iCBT is a treatment delivery model that 
supports help seeking in the moment. Designers should be 
mindful that online interventions are commonly accessed 
during periods of low mood and used as a coping 
mechanism. Future designs could support mood regulation 
strategies that focus on current mood states, by providing 
insights about mood patterns and suggesting methods for 
improving mood (e.g. EmotiCal [64]). Automatic behavioral 
data sampling using sensors and existing phone data could 
also be used to track and predict low moods and provide 
more timely interventions [23]. 

Clients reported that they were also using the platform on a 
routine basis or at specific times during the day, i.e. use of 
the platform became a habit, something that was seamlessly 
integrated into the client’s daily schedule. On the other hand 
a similar number of clients stated that they used the platform 
in their free time or whenever they had the chance, which 
signifies a more erratic usage pattern of therapy “on the go”. 
It is clear that there is huge variance in usage patterns both 
between people (a finding in line with previous user 
experience research [56,65]) and within each person (most 
people were using the platform in more than one way). 
Mobile interactions and functionality should be leveraged to 
further facilitate these desired usage patterns. Shorter 
modules or sessions, ease and visibility of the ability to set 
reminders and ecological momentary interventions (EMI’s) 
could be utilised on mobile to help make the most of having 
therapy “on the go” and to address engagement issues 
[25,32]. One client even suggested: 

‘I wonder whether the lessons could be broken down into 
smaller chunks that would then mean that someone could do 
10-15 mins a day 3-5 days a week (depending on their 
modules)’ (T2) 

In encouraging further mobile usage we should consider the 
design tensions present. Potential negative impacts include 
dependence and isolation; these could be mediated via the 
design sensitivities of self-resilience and co-experience, i.e. 
promoting self and social engagement with the real world 
[1]. Furthermore, when incorporating EMI, flexibility and 
personal preferences should be accounted for, as not 
everyone can or prefers to engage in momentary interactions 
[56].  
Polarised preferences 
Our results indicate that some of the core features of iCBT 
(e.g. flexibility, autonomy, personalisation, support, level of 
information provision and interactivity) can be perceived as 
sufficient/insufficient or positive/negative by different 
people. In addition, use of the platform made some people 
feel worse in the moment, while for others it was reassuring 
and improved their mood; some people even stated that it 
could do either. The experience of iCBT is clearly a very 
personal one, and thus personalisation and tailoring are key 
implications emerging from this research, a finding again in 
line with previous design research [56]. Clients use the 
intervention in multiple different ways and find help across 
a diverse spread of features; diversifying treatments in terms 
of content delivery (e.g. media or audio as an alternative to 
text [28]), learning styles, socio-cultural factors (e.g. gender, 
social class, educational level, religion, race and ethnicity 
[12]),  module progression and length, and even tone, could 
help to address a host of different issues that arise from 
providing the same treatment to disparate, unique 
individuals. The study illustrates specific aspects of 
interventions that might be targeted by efforts to support 
personalisation. 

Design tensions come back into play here when we look at 
autonomy, flexibility, motivation and engagement as 
interdependent concepts that exist in a complex web of 
relationships, e.g. the responsibility inherent in the autonomy 
of online treatment is on one hand motivational, while on the 
other burdensome and stressful. Similarly the flexibility of 
online treatment is a hugely positive and enabling aspect for 
many people, yet it also appears to be a notable barrier to 
engagement. These results are in line with previous research 
findings [15,27,34]. Tatar talks of design tensions that are 
“good enough”, i.e. some problems will never be solved, but 
by looking at them from the perspective of multiple levels of 
interacting tensions, we gain clarity on how to balance these 
tensions, rather than struggling to find a single (and likely 
fictional) solution [66].  
Skills for life & long term support 
There is a sense in the data that many of the clients 
understand that they are gaining skills to help them stay well 
into the future, rather than simply treating an illness. They 
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understand that this is long term work, e.g. one client stated 
‘I think the more often I use it, the more powerful/useful it 
will be’ (T2), and another mentioned, ‘I feel that it isn’t just 
a 6 or 8 week course. It is going to take me a while to harness 
the techniques on here’(T3). One client even reported that 
the intervention felt for them like ‘a reassurance of ongoing 
development’(T3). In a sense the intervention became almost 
like an extension of the self for many clients, it was a 
reflective, personal space that they could revisit and rely on. 
This relates back to Karapanos et al.’s model of user 
experience in the adoption of technologies, which posits that 
prolonged experiences become increasingly focused on the 
meaning of the product, the user’s emotional attachment to it 
and how it fits into their life and self-image [31]. For some 
clients the intervention became so integrated into their lives 
that it migrated from the technology itself, e.g.‘I have 
downloaded the downloadable content to my phone so it is 
always with me’(T3), or: 

‘I have used the Worry Tree a lot. I have a laminated copy in 
my workbag. If my mind starts racing at work or at home I 
write my worries in my worry book then use I the Worry Tree’ 
(T2) 

Attachment and longevity of such interventions supports 
considering iCBT as a Positive Technology; we can see that 
the three levels of this theory, the hedonic (positive 
emotions), eudaimonic (self-empowerment) and 
social/interpersonal (connectedness), are all represented in 
the current study [6,8,55]. For the client, online interventions 
can be more like long-term, lifestyle support systems than 
“treatments”. They currently exist within the paradigm of 
traditional therapies, yet this could be limiting their potential 
to fully provide for the client’s needs, as we can see from this 
client’s request:  

‘For me, I think for the next couple of months it would be 
good to check in with my sponsor once a month. I dont know 
if that is possible, but hoping it is. Just to keep me on track 
and also as it is such a big/hard thing to change the way you 
think’ (T3) 

While previous design guidelines suggest that interventions 
build on accepted theoretical models (e.g. CBT) in order to 
ensure clinical validity [12], this study together with 
previous HCI research [36,65] indicates that incorporating 
non-CBT elements that support long-term wellbeing and 
growth, such as positive psychology, could be of benefit to 
clients. Furthermore different approaches, such as blended 
methods that provide m-health as an adjunct to therapy [56] 
or online support groups [36], and different types of 
technology interactions e.g. journaling, analyzing past 
experiences, and forecasting future moods [26,29] could all 
be explored to create a range of truly user-centered, effective 
interventions.  

The design space for coping-strategies has been marked as 
an underdeveloped area in HCI [59]. By taking a broader 
temporal perspective on the experience of therapy, we see an 
opportunity for interventions to be delivered in more varied 

ways in the future, beyond the archetype of traditional 
therapies. By going beyond the “treatment” model we can 
also reach and benefit previously unsupported groups e.g. as 
a preventative measure for those at risk, or to facilitate 
thriving in those not currently experiencing mental health 
issues [77].  
FUTURE RESEARCH 
The clear next step for this research is to build on the analysis 
presented here by examining how individual clients change 
over time via a mixed-methods quantitative and qualitative 
trajectory analysis. We also plan to analyse and compare the 
non-complete records which were excluded from this study. 
Further research could explore the difference between hopes 
and expectations by posing these as separate questions, and 
include questions based on motivation and stages of change 
to ascertain their effect on expectations and experiences. 
Furthermore, due to the difficulty uncovering experiences of 
the aesthetic aspects of the intervention via questionnaire, 
this area could be explored using more in-depth 
methodologies.  

STRENGTHS & LIMITATIONS 
This study provides rich insights into the experience of real 
people undergoing psychological change as they interact 
with the technology. The study was conducted in a 
naturalistic setting and longitudinally across three 
timepoints, and the data were collected online, in the client’s 
own time, which mediated desirability bias. Despite this, 
response bias is a concern. Other limitations include some 
priming in the questions, which was done to avoid overly 
literal responses e.g. the context question was ‘When do you 
think you will use SilverCloud (this could be at particular 
times, situations, or moods for example)?’. Furthermore, the 
fact that only clients with complete data (answers to all ten 
questions) were included could have influenced the results. 

CONCLUSIONS 
Guided online therapy is a rich, many layered experience for 
clients. Factors extraneous to the intervention, including the 
systems and structures that surround the treatment and each 
individual client’s level of motivation, readiness for change 
and hopefulness, have as much of an impact on the client’s 
experience as the intervention itself. Exploring the many 
layered tensions that intersect the design of these 
technologies can help us to make informed decisions about 
how we mediate polarised elements such as flexibility and 
engagement. Our research indicates that clients are 
experiencing online interventions as lifestyle support 
systems which empower them to help themselves. 
Understanding how clients use and integrate these 
interventions in their lives can help us to design future 
technologies that go beyond traditional models of therapy, 
focusing instead on how we can leverage technology to 
effectively address client needs. 
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