
significant difference regarding opinions about the treatment
duration in our study. While only 32% in the online group
experienced the treatment as too short, about 57% in the inter-
vention group found the duration of the 8-week program as too
short and wished that the treatment could have continued longer.

When looking at the clinical significant change in the different
subgroups of symptom severity, we found that in both treatments
participants with mild to moderate depressive symptoms showed
a higher percentage of recovery. Least recovery was found in the
severely depressed subgroup. Further, we could not find any
statistical difference between the two interventions and the
symptom severity subgroups.

Although these preliminary results provide some evidence that
online interventions might be as effective as face-to-face inter-
ventions, it remains unclear whether the factors that are respon-
sible for symptom reduction in face-to-face therapy operate in the
same way in online therapeutic settings. Therapeutic factors such
as missing face-to-face contact, decreased social presence and
increased anonymity were originally seen as disadvantages of
internet-based interventions. However, for a specific group of
patients, it might be exactly these factors that offer an advantage
in comparison to conventional therapies. Online participants
might be more focused on the structured treatment manual as
they are responsible for continuation of the intervention, for
example by completing homework assignments. This might lead
to a greater treatment manual adherence than in face-to-face
therapy. DeRubeis and Feeley (1990) differentiated between two
types of adherence to cognitive-behavioral therapies, concrete and
abstract adherence. Concrete adherence involves methods to
support use by the patients of cognitive-behavioral tools such as
cognitive restructuring worksheets, homework assignments and
behavioral techniques. In contrast to this, abstract adherence to
CBT involves broader discussions of therapy-relevant issues with
focus put upon understanding the patients' situation and beliefs
and conversations about the patients' wellbeing and therapy
progress. In internet-based interventions there is a clear focus on
concrete adherence to CBT through use of homework assignments,
psychoeducation and behavioral observation techniques. Only a
small part of the intervention involves abstract adherence, such as
conversations about the patient's current personal situation or
broader discussion of disorder-relevant topics. Face-to-face CBT,
evenwhen highly structured as in our study, still gives the patients
more opportunities to discuss problematic current situations,
alongside pure adherence to the treatment modules. The compar-
ison of abstract and concrete adherence in face-to-face versus
online therapies should be addressed by future research.

Another important factor for therapeutic interventions is the
therapeutic alliance between therapist and patient throughout the
intervention. The therapeutic alliance has traditionally been seen
as a key element contributing to the treatment success of face-to-
face psychotherapy (Horvath and Symonds, 1991). A number of
studies have found that the therapeutic alliance significantly
influences symptoms of depression as an outcome measure
(Krupnick et al., 1996). Internet-based interventions involve less
therapeutic contact and are usually restricted to purely text-based
and computer-mediated communication. Initial assumptions that
internet-based therapeutic relationships are less stable or less
positively experienced by the patients have not been confirmed,
however. A number of studies have revealed that therapeutic
relationships in an online setting are consistently rated as posi-
tively and as stable as in face-to-face settings by study participants
(Knaevelsrud and Maercker, 2006; Preschl et al., 2011; Wagner
et al., 2012). However, the working alliance in internet-based
interventions seems to be less predictive of treatment outcome
than in face-to-face interventions and the role of the therapist
seems to be less prominent than in face-to-face treatments.

The drop-out rates in our study–seven (22%) participants in the
online group and two (7%) participants in the face-to-face group–
was more favorable for the face-to-face group. This may indicate
that the more anonymous online therapeutic relationship is less
stable than a face-to-face relationship. Face-to-face interventions
involve more social control and it might seem, for a number of
participants, inappropriate to dropout of therapy once they get to
know the psychotherapist personally. It is easier for patients in
online interventions to stop therapeutic communication by simply
“disappearing”. A study of online romantic relationships revealed
that avoidance behavior and discontinuity are more likely in
online relationships than in face-to-face relationships (Merkle
and Richardson, 2000).

4.1. Limitations

This trial has a number of limitations, which need to be
addressed. First, all primary and secondary outcome measures
were administered as self-rated questionnaires in an online set-
ting. We aimed to conduct a fully internet-based treatment for the
online-group with no personal contact either on the telephone or
face-to-face, therefore we decided to conduct the diagnostic
procedure entirely through the internet for both groups. However,
a structured clinical interview would have allowed a better quality
of diagnosis of depression. Second, only one follow-up assessment,
at three months, was conducted, therefore we cannot draw any
conclusions about the truly long-term effects of the two treat-
ments. Furthermore, the sample used in this study was small, self-
referred, relatively well educated, and more than half of the
participants already had experience of psychotherapy. Therefore
it is unclear whether the results of this study can be generalized to
predict efficacy in people who are referred by health professionals
or who are less educated. Even though the results regarding the
3-months follow-up are surprisingly in favor of the online-
intervention group, it is important to acknowledge that only about
two thirds of the participants completed the 3-months-follow-up.
Future studies should enroll larger and more heterogeneous
samples. Finally, due to our strict exclusion criteria regarding co-
morbidity and psychosis, a number of applicants were excluded
from the study, which also limits the breadth of the conclusions.
A number of studies to date have evaluated the efficacy of tailored
internet-based interventions for patients with comorbidities
(Carlbring et al., 2011; Johansson et al., 2012) and have found
encouraging results suggesting that individually tailored interven-
tions are superior to non-tailored interventions. A recently con-
ducted trial explicitly developed for patients with suicidal
ideations concluded that this patient group should be considered
for future research on internet-based interventions (van Spijker
et al., 2010).

5. Conclusion

Depression has become a very prevalent und costly disorder
and in most countries therapeutic services do not manage to meet
the needs presented by this growing demand. This trial gives
preliminary results that a brief internet-based intervention for
depression is as effective as comparable face-to-face interventions.
Internet-based intervention may be the solution for tackling this
epidemic in a more cost-effective way than traditional face-to-face
therapies. However, further research is needed to replicate these
findings and possible differences in underlying mechanisms
between online and face-to-face interventions need to be
evaluated.
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