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Abstract
Background: Despite its established efficacy, access to internet-delivered CBT (iCBT) remains limited in a
number of countries. Translating existing programs and using a minimally monitored model of delivery
may facilitate its dissemination across countries.
Aims: This randomized control trial aims to evaluate the efficacy of an iCBT transdiagnostic program
translated from English to French and offered in Canada using a minimally monitored delivery model
for the treatment of anxiety and depression.
Method: Sixty-three French speakers recruited in Canada were randomized to iCBT or a waiting-list.
A French translation of an established program, the Wellbeing Course, was offered over 8 weeks using
a minimally monitored delivery model. Primary outcome measures were the Generalized Anxiety
Disorder-7 (GAD-7) and the Patient Health Questionnaire-9 (PHQ-9), which were obtained pre-
treatment, post-treatment and at 3-month follow-up.
Results:Mixed-effectsmodels revealed that participants in the treatment grouphad significantly lowerPHQ-9
and GAD-7 scores post-treatment than controls with small between-groups effect sizes (d= 0.34 and 0.37,
respectively). Within-group effect sizes on primary outcome measures were larger in the treatment than
control group. Clinical recovery rates on the PHQ-9 and GAD-7 were significantly higher among the
treatment group (40 and 56%, respectively) than the controls (13 and 16%, respectively).
Conclusions: The provision of a translated iCBT program using a minimally monitored delivery model
may improve patients’ access to treatment of anxiety and depression across countries. This may be an
optimal first step in improving access to iCBT before sufficient resources can be secured to implement
a wider range of iCBT services.
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Introduction
Internet-delivered CBT (iCBT) has been recognized as an option that can facilitate access to therapy
(Hadjistavropoulos et al., 2014; Titov et al., 2015b; Titov et al., 2018). It typically consists of
structured lessons and homework accessed online over 6–10 weeks. Its delivery can be either
clinician-guided or self-guided/unguided. Clinician-guided iCBT involves scheduled or optional
minimal weekly contact with a clinician for about 10–15 minutes either through asynchronous
online messaging or by telephone to assist with the application of specific therapy techniques
© British Association for Behavioural and Cognitive Psychotherapies 2019

Behavioural and Cognitive Psychotherapy (2020), 48, 185–202
doi:10.1017/S135246581900047X

mailto:france.talbot@umoncton.ca
https://doi.org/10.1017/S135246581900047X


(Hadjistavropoulos et al., 2017; Lindefors and Andersson, 2016). Self-guided iCBT may involve
automated emails, but no support pertaining to the therapeutic content is provided (Karyotaki
et al., 2017). Numerous studies support the efficacy and effectiveness of clinician-guided iCBT
for the treatment of anxiety and depression (Andrews et al., 2018; Hedman et al., 2013a;
Hedman et al., 2013b; Hedman et al., 2014; Mewton et al., 2012; Mewton et al., 2014;
Newby et al., 2016; Olthuis et al., 2016; Priemer and Talbot, 2013; Titov et al., 2018; Williams
and Andrews, 2013). Therapeutic gains have been found to be comparable to face-to-face
therapy (Carlbring et al., 2018). Compared with clinician-guided iCBT, meta-analyses and
literature reviews have revealed significantly lower adherence or treatment outcomes for self-
guided iCBT (Andersson and Titov, 2014; Baumeister et al., 2014; Talbot, 2012; Wright et al.,
2019). However, more recent trials, albeit limited in numbers, suggest that the gap between
iCBT with and without clinician guidance is non-existent or closing (Dear et al., 2015; Dear
et al., 2016; Fogliati et al., 2016, Olthuis et al., 2016; Titov et al., 2013; Titov et al., 2015a).
A common theme found in the programs employed in these trials is the use of multiple
strategies including a screening process, careful monitoring of progress and safety, and
engagement strategies such as a pre-treatment telephone call and weekly automated emails
(Lindefors and Andersson, 2016). These strategies may overlap with the structure of clinician-
guided programs explaining the closing gap between clinician- and self-guided programs
(Andersson and Titov, 2014; Baumeister et al., 2014). This contrasts with self-guided iCBT
such as open access programs in which participation is anonymous and there is no
requirement from the user or provider in terms of screening or monitoring (Lindefors and
Andersson, 2016). To distinguish these iCBT programs from self-guided iCBT programs
including a number of monitoring strategies, we are proposing the term ‘minimally
monitored iCBT’.

Efforts have been made to provide universal access to iCBT. Although a majority of programs
are in English, several are available in different languages. In an international project examining
different implementation models, clinician-guided iCBT was implemented in five European
countries in Danish, Dutch, Norwegian, Swedish and English with evidence supporting its
effectiveness (Titov et al., 2018). Access to iCBT nevertheless remains limited in many
countries. The expertise and resources required to develop and evaluate iCBT programs as
well as the training necessary for the delivery of clinician-guided iCBT represent barriers that
can limit a more widespread use of iCBT across countries (e.g. Kruse et al., 2016; Titov et al.,
2018). In the international project cited above, each country had to secure funding to develop
and implement their own iCBT program.

Potential solutions to overcome these barriers may lie in the use of a collaborative approach to
implement existing and empirically supported programs in their original or translated version and
the provision of a minimally monitored delivery model, less resources being required for this
model (Gerhards et al., 2010). Translating existing programs was recommended years ago by
the International Society for Research on Internet Interventions as a strategy to increase access
to iCBT (Ritterband et al., 2006). In countries with similar cultures, translating iCBT
programs would only require a minimum of resources and may not require cultural
adaptations. So far, only one randomized controlled trial (RCT) has assessed the translation of
an iCBT program with no cultural adaptations. The program, MoodGym, targets depression
and was translated from English to Norwegian (Lintvedt et al., 2013b). An open access iCBT
program consisting of five lessons was used. Participants were not monitored, nor did they
receive reminders. The results obtained among 163 university students showed moderate
improvements on symptoms of depression. A cost analysis was also conducted, highlighting
that translation is a cost-effective alternative as opposed to developing a new program
(Lintvedt et al., 2013a).

The RCT in this study aims to evaluate the efficacy of an iCBT program, theWellbeing Course,
translated from English to French and offered in Canada using a minimally monitored delivery
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model for the treatment of anxiety and depression. This is the first RCT of minimally monitored
iCBT with a sample of French-speaking people. Access to iCBT is very limited in Canada, and to
our knowledge, no evidence-based program is available in French. French is an official language in
this country with an estimated 274 million speakers worldwide (International Organisation of
La Francophonie, 2018). Amongst available iCBT programs, the Wellbeing Course is a
transdiagnostic program that has consistently been shown to be an efficacious treatment for
anxiety and depression using a clinician-guided delivery (Dear et al., 2011a; Kirkpatrick et al.,
2013; Titov et al., 2011b; Titov et al., 2013; Titov et al., 2014; Titov et al., 2015a; Titov et al.,
2015b). RCTs that are more recent have revealed that it can also be effective using a
minimally monitored delivery (Dear et al., 2015; Dear et al., 2016; Fogliati et al., 2016, Titov
et al., 2013; Titov et al., 2015a). Its transportability using an English and clinician-guided
version has been supported in routine care in Saskatchewan, Canada (Hadjistavropoulos et al.,
2014; Hadjistavropoulos et al., 2016; Hadjistavropoulos et al., 2017). Translations in Arabic
and Mandarin combined with cultural adaptations of the program have been made with
encouraging results (Choi et al., 2012; Kayrouz et al., 2015; Kayrouz et al., 2016a; Kayrouz
et al., 2016b), but no study has yet evaluated a translated version of the program with no
cultural adaptations. It was hypothesized that compared with a waiting-list control group, the
French Wellbeing Course (DaPonte et al., 2018), when provided using a minimally monitored
delivery, would produce significantly higher improvements from pre- to post-treatment on
primary outcome measures of anxiety and depression and secondary outcome measures of
quality of life and life satisfaction. It was also hypothesized that the majority of participants
would be satisfied with the program. The impact of the program on secondary disorder-
specific anxiety measures, although involving small subsamples, was explored. The objective
was to assess if the translated version of this transdiagnostic program could impact both
general and disorder-specific symptoms as found with the original English version of the
Wellbeing Course using a minimally monitored delivery model (Dear et al., 2015; Dear et al.,
2016; Fogliati et al., 2016, Titov et al., 2013; Titov et al., 2015a).

Method
To facilitate comparison with past literature, the methodology was similar to past studies on
the minimally monitored Wellbeing Course, specifically an RCT comparing the English
version of the Wellbeing Course to a waiting-list control group and a feasibility study
examining a minimally monitored English version with Arabic adaptations (Kayrouz et al.,
2016; Titov et al., 2013).

Participants

People applied online to participate via a secured website (https://etherapies.ca) by completing the
screening questionnaire. The sample size was determined by a power analysis using the software
G*Power. A sample size of 60 was estimated to be sufficient with a power of 80% and an alpha of
0.05 to detect large within-group effect sizes from pre-treatment to post-treatment on the
Generalized Anxiety Disorder 7-item scale (GAD-7) and Patient Health Questionnaire 9-item
scale (PHQ-9). Recruitment took place in the Atlantic provinces of Canada over 9 months
using different media. A total of 104 people applied and out of those, 63 were included in the
study. Selection criteria were: (1) at least 18 years of age; (2) clinical levels of depression or
anxiety as indicated by the total score on at least one of the following measures: PHQ-9≥ 10
(Kroenke et al., 2001), GAD-7≥ 8 (Spitzer et al., 2006), Penn State Worry Questionnaire
(PSWQ)≥ 45 (Behar et al., 2003), Social Phobia Inventory (SPIN)≥ 19 (Connor et al., 2000),
Panic and Agoraphobia Scale (PAS)≥ 19 (Bandelow, 1999) or minimally, a self-reported
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difficulty with anxiety or depression (yes/no)1; (3) French as the first official language spoken;
(4) good understanding of written French; (5) not currently following a cognitive behavioral
therapy (CBT); (6) if taking psychotropic medication, no change of the medication at least
1 month prior to the study; (7) no evidence of psychosis or severe symptoms of depression
(score ≥23 or a score>2 on item 9 (suicidal ideation) of the PHQ-9; (8) access to the internet;
(9) agreement to give contact information.

Measures

Outcome measures were self-report questionnaires administered online through the secure study
website (https://etherapies.ca) at pre-treatment (T1) and post-treatment (T2). The primary
outcome measures as well as questionnaires on quality of life and life satisfaction were
administered at 3-month follow-up (T3). Outcome measures were French translations or
adaptations of psychometrically sound English questionnaires. Primary outcome measures
were translated using an internationally accepted translation methodology (Acquadro et al.,
2012). They showed adequate internal consistency and sensitivity to change during therapy
(DaPonte et al., 2018). Their use online using the original English version was supported
(Erbe et al., 2016).

Primary outcome measures

Patient Health Questionnaire 9-item scale
The PHQ-9 (Gilbody et al., 2007; Kroenke et al., 2001, translation byMAPI Research Institute) is a
9-item measure of the symptoms and severity of depression based on the DSM-IV diagnostic
criteria for major depression. Item scores are summed with higher scores representing higher
levels of depression (α= .85).

Generalized Anxiety Disorder 7-item scale
The GAD-7 (Löwe et al., 2008; Spitzer et al., 2006, translation by MAPI Research Institute) is a
7-item measure of the symptoms and severity of general anxiety based on the DSM-IV diagnostic
criteria for GAD. Higher scores represent higher levels of anxiety (α= .89).

Secondary outcome measures

The Satisfaction with Life Scale
The SWLS (Blais et al., 1989; Diener et al., 1985) is a 5-itemmeasure of one’s global life satisfaction
with higher scores indicating higher satisfaction with life (α= .76).

Mental Component Summary of the Quality of Life questionnaire SF-12v2
The MCS (Ware et al., 2010) is a 12-item subscale assessing functional health and wellbeing. The
MCS is scored using QualityMetric’s Health OutcomesTM Scoring Software 5.0 to produce a total
score. Higher scores reflect better quality of life in relation to mental health.

1This recruitment strategy was used to allow as many people as possible to participate as even subthreshold symptoms can
be problematic (Kroenke et al., 2010). Four participants (n= 4/63, 6%) met the inclusion criteria based on the PSWQ, SPIN or
PAS cut-off scores, but not the GAD-7 or PHQ-9. However, they each had a score≥6 on the GAD-7 or PHQ-9, suggesting the
presence of at least mild symptoms (Kroenke et al., 2001; Spitzer et al., 2006). One participant (n= 1/63, 1%) was admitted
based exclusively on self-reporting difficulties with depression or anxiety but had a score of 44 on the PSWQ. Given the small
number of participants recruited using this strategy and the likelihood of impairment being present, separate analyses were not
conducted nor were the participants excluded.
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Penn State Worry Questionnaire
The PSWQ (Meyer et al., 1990; translation by Gosselin et al., 2001) is a 16-item scale measuring
worry as found in generalized anxiety disorder. Higher scores indicate higher levels of worry. The
PSWQ is useful in distinguishing symptoms of generalized anxiety disorder from symptoms of
other anxiety disorders (Behar et al., 2003) (α= .89).

Social Phobia Inventory
The SPIN (Connor et al., 2000; translation by Radomsky et al., 2006) is a 17-item questionnaire
measuring the severity of fear, avoidance and physiological symptoms associated with social
anxiety disorder. Higher scores indicate higher levels of social anxiety (α= .94).

Panic and Agoraphobia Scale
The PAS (Bandelow, 1999; translation by Roberge et al., 2003) is a 13-item scale measuring the
frequency and intensity of panic based on the DSM-IV diagnostic criteria for panic disorder with
or without agoraphobia. Higher scores indicate more severe symptoms of panic (α= .87).

Treatment acceptability
Treatment acceptability was assessed post-treatment using four questions (Titov et al., 2013):
(1) ‘Overall, how satisfied are you with the Course?’ (totally unsatisfied/generally unsatisfied/
mostly unsatisfied/neither satisfied nor unsatisfied/mostly satisfied/generally satisfied/totally
satisfied); (2) ‘How would you evaluate the quality of the material?’ (poor/acceptable/good/
very good/excellent); (3) ‘Would you recommend this treatment to a friend suffering from
anxiety or depression?’ (yes/no) and (4) ‘Was it worth your time doing the Course?’(yes/no).
Participants also provided feedback over the telephone at post-treatment on what was the
most and least helpful to them, and suggestions for improvements. They were also asked if
they would have liked the guidance of a clinician.

Intervention

The French Wellbeing Course is an 8-week structured iCBT program teaching practical
psychological skills consisting of five lessons (DaPonte et al., 2018). A translation process
similar to the approach used by other researchers who translated iCBT programs was used
(Choi et al., 2012; Lintvedt et al., 2013b). The program was translated by two bilingual
members of our research team including a clinical psychologist with expertise in the treatment
of anxiety and depression using CBT (DaPonte et al., 2018). A professional translator
reviewed the translation and differences of opinion were discussed. They were limited and
focused primarily on maintaining a similar reading level. The translation was finalized after a
consensus had been reached. Names in case stories were changed and statistics pertaining to
Australia replaced by statistics relevant to Canada.

Each lesson included approximately 60 slides of material comprised of text and pictures.
A description of each lesson is provided in Table 1. Each lesson included a ‘Do it Yourself’
guide intended to provide participants with relevant homework assignments, summaries and
case-enhancing learning examples. These examples are modelled after program users and are
embedded in the lessons. They illustrate how users experiencing depression, generalized anxiety
disorder, panic or social phobia successfully begin to gain mastery over their symptoms.
Additional material included two brief case stories written in the form of a letter as well as
resources on topics not covered in the lessons such as assertiveness, problem solving skills and
sleep hygiene.
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Procedure

Design
An RCT was conducted using a waiting-list control group. Participants were randomized by one
of the authors using a sequence generator from www.random.org. Participant’s ID numbers were
randomly allocated to one of two sequences corresponding to the treatment group (TG) and
waiting list (CG). Those in the TG started the course the week following randomization.
Participants completed the lessons in order. Lessons were available at the beginning of weeks
1, 2, 4, 5 and 7, respectively.

A minimally monitored model of delivery involving brief pre- and post-treatment telephone
calls, weekly automated emails, weekly symptom monitoring, and a safety protocol was used. Brief
5–10 minute pre- and post-treatment telephone calls were made as such contacts may encourage
engagement (Carlbring et al., 2006; Nordin et al., 2010). During the pre-treatment telephone
call, study procedures were reviewed and answers provided to any questions participants may
have had. Weekly automated emails, personalized using participants’ first name, offered
instructions, reminders, normalization of challenges and encouragement. Symptoms of anxiety
and depression were monitored on a weekly basis and a safety protocol put in place [see
Titov et al. (2013) for more details]; participants whose PHQ-9 total score was above 23 or
who scored ‘3’ to question 9 on suicidal ideation were telephoned by the second author to
conduct an assessment of the situation and to provide a management plan if need be. This
occurred only once and was for a participant in the control group. The suicidal risk was
estimated to be minimal and resources to use in the event of a deterioration were reviewed.
This minimally monitored iCBT program differed in a number of ways from fully automated
services. As such, it allowed greater clinical governance and safety.

The study was approved by the Human Research Ethics Committee of the Université de
Moncton (New Brunswick, Canada). All participants provided informed consent electronically.
The trial is registered as File 1516-077 at ClinicalTrials.gov, the United States National Library
of Medicine’s clinical trial registry.

Statistical analyses and clinical significance of the results

Chi-square tests and t-tests were used to compare pre-treatment difference between TG and CG,
study completers and non-completers as well as treatment completers and non-completers. The
French Wellbeing Course’s efficacy was evaluated using intention-to-treat mixed linear model
analyses. All assumptions were met, and Little’s tests showed that data on outcome measures
were missing completely at random (χ2 (36)= 45.267, p< 0.14). Differences between TG and
CG were examined by modelling Time × Group interactions. Models with random intercepts
and fixed slopes provided the best fit to the data.

Table 1. Lesson content of the Wellbeing Course

Lesson Lesson content

Lesson 1 Information on the prevalence of anxiety disorders and depression as well as on how they may
interfere with life goals. Information on how cognitive, behavioural and physical symptoms can
contribute to poor emotional health

Lesson 2 Strategies to monitor thoughts and to generate helpful cognitions
Lesson 3 Skills to manage physical symptoms including physical de-arousal and for re-engaging in

reinforcing activities
Lesson 4 Behavioural activation. Education on avoidance and safety behaviours and guidelines about

practising graded exposure
Lesson 5 Problem solving, relapse prevention and staying well
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The clinical significance of the findings was assessed using recovery and remission rates.
These indices were selected based on previous studies on the Wellbeing Course to ensure
comparisons of the results. They have also been used in several iCBT studies (e.g. Kayrouz
et al., 2016a; Titov et al., 2013) as well as in large dissemination trials assessing traditional
face-to-face CBT and iCBT (e.g. Clark et al., 2009; Richards and Suckling, 2009). The
recovery index was defined as the proportion of participants whose scores on the PHQ-9 or
GAD-7 improved by 50% or greater at post-treatment (Kayrouz et al., 2016a). The index of
remission was the percentage of participants whose pre-treatment scores were at or above
the clinical cut-off scores (≥10 on the PHQ-9; ≥8 on the GAD-7;>45 on the PSWQ;>19
on the SPIN;>19 on the PAS) and below these cut-off scores at post-treatment or follow-up
(Clark and Oates, 2014; Titov et al., 2011). In calculating recovery and remission rates, an
intent-to-treat (ITT) model was employed for all outcome measures with the pre-treatment
observation carried forward for estimates that are more conservative (Karin et al., 2018). For
comparison purposes, recovery and remission rates based on the primary outcome measures
were also computed for treatment completers defined as participants who completed all five
lessons of the Wellbeing Course at post-treatment. Lesson completion was monitored using
participants’ activity logs and involved consulting all slides. Deterioration rates, defined as a
5-point increase on the PHQ-9 or the GAD-7 from pre- to post-treatment or follow-up,
were also calculated (Titov et al., 2013).

Results
Baseline data

Of the 104 applicants, 63 met inclusion criteria, signed the consent form and completed the
pre-treatment questionnaires. Thirty-two participants were randomized to the treatment
condition and 31 participants to the waitlist. The mean age of participants was 35.19 years
(SD= 12.88, range 19–59) and the majority were women (n= 55; 87%). Table 2 presents the
sociodemographic and mental health-related characteristics of the sample. Participants in the
treatment group (TG) were significantly younger and a significantly greater portion had been
previously diagnosed with a mental disorder or had received mental health services. TG and
control group (CG) did not significantly differ on outcome measures at pre-treatment
(p> 0.08; d≤ 0.30).

Attrition and treatment adherence

Post-treatment and follow-up attrition rates for TG and CG are shown in Fig. 1. Attrition in TG
and CG did not significantly differ. Treatment adherence was the rate of completion of all five
lessons as described above. As indicated in Fig. 1, half of the participants completed all lessons
(n= 16/32, 50%). A significantly higher annual income was found for study completers
(χ2 (5)= 12.82, p< 0.03) and neared significance for treatment completers (p< 0.06). No
other significant differences on sociodemographic variables or pre-treatment outcome
measures were found between the study completers and non-completers, nor between
treatment completers and non-completers. Effect sizes for all comparisons were small
(p> 0.12, d< 0.30, v< 0.35).

Acceptability

All but one study completer (n= 23/24; 96%) reported being mostly to totally satisfied with the
program and assessed the quality of the program as being good to excellent (n= 23/24; 96%).
Likewise, 92% (n= 22/24) reported that the program was worth doing and 96% (n= 23/24)
that they would recommend the program to a friend with anxiety or depression. At the
post-treatment telephone call, the majority of participants stated that learning practical
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psychological techniques to manage their symptoms, such as behavioural activation and thought
challenging, was most helpful to them (n= 17/24; 71%). Nine reported that the case stories were
not as relevant to them (n= 9/24; 38%). When asked if they would have liked contact with a
clinician, 25% (n= 6/24) of the participants reported that they may have appreciated it had it
been available. A number of participants suggested improving the look and speed of the site
and making the program compatible with products like tablets and smartphones (29%; n= 7/
24). No other suggestions were given.

Treatment efficacy

Primary psychological outcome measures
Means for the PHQ-9 and GAD-7 are shown in Table 3. Mixed-models analyses revealed a
significant Group × Time interaction on the PHQ-9 (F1,47.43= 5.30, p< 0.05) and the GAD-7
(F1,46.89= 7.40, p< 0.01). Pairwise comparisons revealed that the TG had significantly lower
post-treatment PHQ-9 and GAD-7 scores than the CG. Within-group analyses among the TG
revealed a significant time effect on the PHQ-9 (F2,42.04= 17.07, p< 0.01) and GAD-7
(F2,40.79= 28.40, p< 0.01) including the three time points T1, T2 and T3. Pairwise
comparisons revealed significant improvements between T1 and T3 (p< 0.01 and p< 0.01,
respectively), but not between T2 and T3 (p= .54 and .69, respectively).

Table 2. Demographic and mental health-related variables for the treatment and control groups and the overall sample

Treatment group Control group Total Statistical significance

Variable n % n % N %

Gender χ2 (1)= 2.44, p= 0.12
Female 30/32 93.80 25/31 80.06 55/63 87.30
Male 2/32 6.30 6/31 19.4 8/63 12.90

Age t (61)= 2.70, p< 0.01
Mean (years) 31.21

(10.77)
39.57
(13.66)

35.19

Range (years) 19–58 19–56
Marital status χ2 (4)= 7.01, p= 0.13
Single/never married 17/32 53.10 9/30 30.00 26/62 41.30
Married/common law 14/32 43.70 15/30 50.00 28/62 45.90
Separated/divorced/widowed 1/32 3.10 6/30 20.00 7/62 11.11

Education χ2 (3)= 1.58, p= 0.67
Secondary 4/32 12.50 2/31 6.50 6/63 9.50
College 4/32 12.50 7/31 22.60 11/63 17.50
University 24/32 75.00 22/31 71.00 46/63 73.00

Occupation χ2 (6)= 4.83, p= 0.57
Full-time 14/32 43.80 20/31 64.50 33/63 54.00
Part-time/student 12/32 37.50 9/31 29.10 21/63 33.30
Unemployed, retired, disabled 6/32 18.8 2/31 6.40 8/63 12.70

Annual income χ2 (5)= 8.23, p= 0.14
Less than 49,999$ 16/31 48.48 14/30 45.16 31/61 49.20
50,000$ to 99,999$ 11/31 34.37 11/30 35.48 21/61 33.33
100,000$ or more 4/31 12.90 5/30 16.13 9/61 14.28

Currently taking medication 9/31 28.10 5/30 16.10 14/61 22.20 χ2 (1)= 1.31, p= 0.25
Previously diagnosed with a
mental health disorder

18/31 58.10 9/31 29.00 27/62 43.50 χ2 (1)= 5.31, p= 0.02

Previously received mental health
services

27/32 84.40 18/31 58.10 45/63 71.40 χ2 (1)= 5.34, p= 0.02

Psychotherapy 25/32 78.10 18/31 58.10 43/63 68.30 χ2 (1)= 1.94, p= 0.09
Psychotropic medication 17/32 53.10 10/31 32.30 27/63 42.90 χ2 (1)= 2.80, p= 0.09
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Secondary psychological outcome measures
The Time×Group interaction on the MCS approached significance (F1,51.08= 3.27, p< 0.07) and
was found not significant on the SWLS (F1,56.19= 1.98, p= 0.17). Mixed-models analyses revealed
a significant Time × Group interaction on the PSWQ (F1,46.46= 5.50, p< 0.03) and the SPIN
(F1,43.46= 4.21, p< 0.05). Pairwise comparisons revealed that the TG had significantly lower

Excluded (n = 41)
- Suicidal ideation or severe depressive

symptoms on the PHQ-9 (n = 5)
- Did not meet criteria cut-off (n = 1)
- Recent changes in psychotropic medication

(n = 5)
- Could not be contacted or did not pursue with

pre-treatment questionnaire (n = 30)

104 individuals applied for the Wellbeing Course within time frame (20/01/17 – 29/08/17)

63 individuals met all inclusions criteria

Completed pre-treatment questionnaires (n = 63)

Treatment group (n = 32) Control group (n = 31)

Eligible for analysis at pre-treatment (n = 32)
16 participants (50%) completed all lessons
(27 completed lesson 1, 25 completed lesson 2,
22 completed lesson 3, 17 completed lesson 4

Eligible for analysis (n = 31)

Eligible for analysis at post-treatment (n = 32)

Completed post-treatment questionnaires
(n = 24; 75%)
Non-response due to withdrawal (n = 2; 6.25%)
Non-response without reason (n = 6; 18.75%)

Eligible for analysis at post-treatment (n = 31)

Completed post-treatment questionnaires
(n = 19; 61%)
Non-response due to withdrawal (n = 1; 3.33%)
Non-response without reason (n = 11; 35.50%)

Eligible for analysis at follow-up (n = 32)

Completed post-treatment questionnaires
(n = 14; 43.75%)

Non-response without reason (n = 18; 56%)

Figure 1. Participant flowchart.
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post-treatment PSWQ and SPIN scores than the CG. The Time × Group interaction on the PAS
(F1,39.944= 0.353, p= 0.56) was not significant.

Effect sizes

Effect sizes were calculated using the estimated means (see Tables 3 and 4). Small between-group
effect sizes were found on primary outcome measures (≤.30). In the TG, large effects were
obtained on primary outcomes measures and medium to large effects on secondary outcome
measures. Effect sizes were smaller in the CG, ranging from small to moderate.

Table 3. Primary outcome means for the overall sample and treatment completers at pre-treatment (T1), post-treatment
(T2) and follow-up (T3)

Variable Observed mean (SD) Estimated mean (SD)
Effect sizes (based on
estimated means)

T1 T2 T3 T1 T2 T3
Between
pre-post

Within
pre-
post

Within
pre-

follow-up

Overall sample
PHQ-9
TG 11.97 (5.82) 5.92 (5.32) 6.29 (5.81) 11.97 (5.30) 6.33 (5.83) 7.06 (7.47) 0.34 1.16 0.68
CG 10.83 (5.47) 7.84 (4.28) 10.90 (5.33) 8.37 (6.18) 0.61

GAD-7
TG 12.41 (4.73) 5.46 (4.55) 4.21 (4.06) 12.40 (5.11) 5.80 (5.68) 4.98 (6.77) 0.37 1.12 0.89
CG 10.50 (5.63) 7.37 (5.43) 10.77 (5.08) 7.87 (5.95) 0.78

Treatment completers
PHQ-9 11.37 (5.71) 5.67 (4.81) 6.38 (6.03) 10.51 (5.65) 5.50 (5.65) 6.27 (5.65) 0.59 0.56
GAD-7 10.80 (4.99) 4.40 (2.47) 4.31 (4.21) 10.71 (3.93) 4.29 (3.93) 4.21 (3.93) 1.06 1.46

T1, pre-treatment; T2, post-treatment; T3, follow-up; TG, treatment group; CG, control group; PHQ-9, Patient Health Questionnaire-9; GAD-7,
Generalized Anxiety Disorder-7.

Table 4. Secondary outcome means for the overall sample at pre-treatment (T1), post-treatment (T2) and follow-up (T3)

Variable Observed mean (SD) Estimated mean (SD)
Effect sizes (based on
estimated means)

T1 T2 T3 T1 T2 T3
Between
pre-post

Within
pre-
post

Within
pre-

follow-up

SF-12 (MCS)
TG 34.09 (9.58) 42.14 (9.49) 42.29 (8.70) 34.10 (8.20) 42.14 (9.50) 42.29 (13.51) 0.48 0.82 0.53
CG 34.66 (4.82) 37.45 (8.56) 34.66 (8.18) 37.45 (10.02) 0.30

SWLS
TG 21.56 (5.15) 23.36 (6.70) 25.14 (6.43) 21.56 (5.32) 23.38 (6.08) 24.28 (8.24) 0.25 0.28 0.49
CG 22.53 (4.83) 22.33 (5.93) 22.64 (5.40) 21.86 (5.93) 0.10

PSWQ
TG 56.75 (10.92) 47.81 (9.99) 56.75 (10.81) 47.66 (12.24) 0.37 0.81
CG 54.97 (11.47) 51.95 (11.48) 54.77 (10.83) 52.40 (13.11) 0.32

SPIN
TG 30.41 (14.92) 24.18 (15.18) 30.41 (16.52) 23.15 (17.34) 0.16 0.55
CG 28.07 (18.45) 26.89 (19.07) 27.35 (16.54) 26.05 (17.95) 0.26

PAS
TG 11.12 (8.25) 7.33 (6.23) 11.13 (8.54) 7.51 (10.39) 0.10 0.34
CG 10.99 (8.86) 9.07 (9.83) 10.93 (8.58) 8.57 (10.90) 0.39

T1, pre-treatment; T2, post-treatment; T3, follow-up; TG, treatment group; CG, control group; SF-12 (MCS), SF-12 Health Survey–Mental
Component summary; SWLS, Satisfaction with Life Scale.
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Clinical significance and deterioration

Primary outcome measures
Intent-to-treat. Significantly more TG participants (40 and 56%, respectively) than CG
participants (13 and 16%, respectively) reached recovery on the PHQ-9 (χ2 (1)= 6.14,
p= 0.01, v= 0.31) and the GAD-7 (χ2 (1)= 10.93, p< 0.01, v= 0.41).

At pre-treatment, 69% (n= 22/32) of TG and 61% (n= 19/31) of the CG scored above the
clinical cut-off on the PHQ-9. At post-treatment, more TG participants (41%; n= 9/22) than
CG (32%; n= 6/19) reached remission on the PHQ-9, but the difference did not reach
significance (χ2 (1)= 0.38, p= 0.53, v= 0.09). At pre-treatment, 81% (n= 26/32) of TG and
61% (n= 19/31) of the CG scored above the clinical cut-off on the GAD-7. At post-treatment,
significantly more TG participants (50%; n= 13/26) than CG (10%; n= 2/19) reached
remission on the GAD-7 (χ2 (1)= 7.70, p< 0.01, v= 0.41). At T3, remission rates remained
satisfactory for both the PHQ-9 (45%; n= 10/22) and GAD-7 (42%; n= 11/26). No
participant showed deterioration on the GAD-7 or the PHQ-9.

Treatment completers. About half (53%; n= 8/15) reached recovery on the PHQ-9 compared
with 80% (n= 12/15) on the GAD-7. For the PHQ-9, 47% of the treatment completers (n= 7/15)
had a score above the clinical cut-off score. Of these participants, 63% (n= 5/15) were below the
cut-off score at T2 and 69% (n= 9/15) at T3. At T1, 73% of the treatment completers (n= 11/15)
had a GAD-7 at or above the clinical cut-off. Of those participants, 73% (n= 8/15) were below the
cut-off score at T2 and 77% (n= 10/15) at T3.

Secondary outcome measures
At pre-treatment, 94% (n= 30/32) of the TG and 97% (n= 30/31) of the CG scored above the
clinical cut-off on the PSWQ. At post-treatment, more TG participants (33%; n= 10/30) than CG
(20%; n= 6/30) reached remission on the PSWQ, but the difference did not reach significance
(χ2 (1)= 1.36, p= 0.24, v= 0.15). At pre-treatment, 78% (n= 25/32) of TG and 61% (n= 19/31)
of the CG scored above the clinical cut-off on the SPIN. At post-treatment, significantly
more TG participants (24%; n= 6/26) than CG (0%; n= 0/19) reached remission on the
SPIN (χ2 (1)= 5.28, p< 0.03, v= 0.34). The small number of participants with PAS scores
in the clinical range at pre-treatment who completed the study (n= 5) precluded the
calculation of remission rates.

Discussion
This RCT aimed to assess a minimally monitored delivery model which, combined with the
translation of an already empirically validated iCBT program, could facilitate access to iCBT.
The findings support the efficacy of the translated program when delivered as such. As
postulated, the French Wellbeing Course produced significantly superior improvements from
pre- to post-treatment on primary outcome measures of anxiety and depression. Gains were
also maintained at the 3-month follow-up. Effect sizes on primary outcome measures were
similar to the original minimally monitored version (Dear et al., 2015; Titov et al., 2013; Titov
et al., 2015a). Recovery rates on the GAD-7 (56%) and PHQ-9 (40%) were significantly higher
than in the control group (16% and 13%, respectively) and higher than in the minimally
monitored Wellbeing Course with Arabic adaptations (36% and 31%, respectively) (Kayrouz
et al., 2016a). Remission rates on the GAD-7 (50%) and the PHQ-9 (41%) were smaller than
the ones obtained with the minimally monitored English version of the Wellbeing Course
(58% and 56%, respectively) but comparable to the minimally monitored Arabic adaptation
(43% and 46%, respectively) (Kayrouz et al., 2016a; Titov et al., 2013). The absence of
deterioration among participants suggests that a minimally monitored delivery can be used
safely with moderate symptomatology. The possibility remains, however, that the occurrence
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of a deterioration or of other negative effects contributed to attrition. Negative effects may include
any unexpected or undesirable effects, such as the experience of novel symptoms or unmet
treatment needs (Rozental et al., 2018).

Treatment completion (50%) was acceptable. It was comparable to the rates reported for the
original minimally monitored version of the Wellbeing Course (53%) and higher than the Arabic
adapted minimally monitored version (36%) (Kayrouz et al., 2016a; Titov et al., 2013). Higher
recovery and remission rates post-treatment and at follow-up on primary outcome measures
were obtained among treatment completers than in the ITT sample, namely for depression
(remission rate at T3 of 69% versus 45%, respectively). Although based on a small subsample,
these findings highlight the importance of completing treatment for better outcomes. Given
the nature of depression, which can affect engagement, additional strategies may be useful to
promote treatment completion such as providing participants with information on the
benefits of treatment completion or adding a telephone call mid-treatment to address any
issues that may impede engagement.

The study hypothesis pertaining to treatment satisfaction was supported with positive
ratings on all indices and 96% of participants reporting that they would recommend the
program to a friend with anxiety or depression. Learning concrete skills to manage
symptoms was seen as a major asset of the program. Participants who indicated that the
additional case stories were not as relevant to them mentioned finding their content similar
to the one of the lessons and stopped consulting them after a few weeks into the treatment.
In future studies, these stories may be modified to address issues not covered in the lessons
or may be included as part of the supplementary material. These case stories are only two
pages and may not be essential to the program. As per participants’ suggestions,
improvements to the site are a work in progress. Likewise, the site layout is now compatible
with tablets and smartphones.

Hypotheses regarding quality of life and life satisfaction were partially supported. The impact
of the French Wellbeing Course on quality of life, albeit not reaching statistical significance, was
large. Substantial and meaningful effect sizes can be obtained despite non-significant statistical
results as effect sizes are not influenced by sample size while alpha values are (Sullivan and
Feinn, 2012). No statistically significant change was found on life satisfaction. However, the
effect size increased from small to moderate over time. Recent findings suggest that higher-
order constructs such as quality of life or life satisfaction may take more time to change with
iCBT than with face-to-face CBT (Enrique et al., 2018; Hofmann et al., 2014; Kolovos et al.,
2016). This may be because iCBT programs typically target mild to moderate symptoms of
anxiety and depression, making changes in quality of life more gradual (Enrique et al., 2018).
iCBT is also briefer than CBT; as people continue to practise the skills that they have learned,
positive changes may start to occur in other life areas thereby affecting quality of life and life
satisfaction as found in other iCBT studies (Dear et al., 2015; Titov et al., 2015a). In the
present study, the gradual increase in life satisfaction may also be because a majority of
the treatment group participants had previously received mental health services (84%). They
may have had problems that are more chronic, therefore increasing the likelihood that
changes in life satisfaction would occur at a slower pace.

The exploration of the impact of the FrenchWellbeing Course on disorder-specific measures of
anxiety suggests that the program can also improve symptoms of generalized anxiety and social
anxiety. A lower remission rate was found with the PSWQ than the GAD-7. The GAD-7 may
measure changes in more general anxiety symptoms associated with GAD and as such be
more sensitive to initial treatment change than the PSWQ (Dear et al., 2011). As for panic
symptoms, significant but small improvements were found in both groups. Small
improvements were also reported with the English clinician-guided version of the Wellbeing
Course (Titov et al., 2010). The program may primarily target general anxiety symptoms while
improving symptoms of specific anxiety disorders to different degrees.
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Limitations to this study include the reliance on self-report measures and restrictions to the
assessment of disorder-specific effects given the subsamples’ size. The follow-up period was
brief, but studies on the minimally monitored version of the Wellbeing Course suggest that
gains can be maintained for up to 2 years (Dear et al., 2015; Dear et al., 2016; Fogliati et al.,
2016; Titov et al., 2015a). Likewise, a recent review consisting of 14 iCBT studies with follow-
ups averaging 3 years supported the enduring effects of iCBT for treatment protocols of
8–15 weeks for varied psychological problems (Andersson et al., 2018). Another limitation is
the elevated attrition rate in both groups. While the attrition rate in the TG (25%) is higher
than for the minimally assisted original English version (15%), it is lower than for the
minimally monitored Arabic adaptation (39%), and within the range of other minimally
monitored programs where a higher rate is found for fully unguided programs (19–49%)
(Baumeister et al., 2014; Berger et al., 2011a; Berger et al., 2011b; Berger et al., 2017; Kayrouz
et al., 2016a; Kobak et al., 2015; Lintvedt et al., 2013b; Morgan et al., 2017; Richards and
Richardson, 2012; Rosso et al., 2017; Titov et al., 2013). Although an ITT approach was used
to handle missing data, the results nevertheless have to be interpreted with caution.

The generalizability of the findings is limited given the sociodemographic profile of the
participants including mostly women with post-secondary education and participants of a
younger age in the treatment group (Vessey and Howard, 1993). The sample’s sociodemographic
profile may have also negatively influenced attrition. Nearly half of the sample reported annual
incomes lower than 49,999$ (49.2%) and the majority was single or divorced (56.2%). A lower
income and being single have been associated with early drop-out (Forste and Heaton, 2004;
Pope and Arthur, 2009; Williams et al., 2005). Adherence may have also been impacted by the
samples’ mental health characteristics. A greater proportion of participants in the treatment
group reported having already received mental health services (84.4% vs 58.1%). It may then have
been consisted of individuals presenting more chronic mental health problems, which may have
made adherence more challenging. In addition, as mentioned above, the treatment group was
younger (31.2 vs 39.6 years). Lower rates of adherence to mental health services have been found
among young adults (Collins et al., 2004; Merikangas et al., 2011) including for iCBT (Dear et al.,
2017). The efficacy of the French Wellbeing Course against an active treatment group and the
generalizability of the findings in routine care remain to be assessed.

Findings from this RCT suggest that the provision of a translated transdiagnostic iCBT
program using a minimally monitored delivery model may be a cost-effective approach to
facilitate the access of iCBT across linguistic cultures for the treatment of self-reported
generalized anxiety and depression. The large within-group effect sizes on the PHQ-9 and
GAD-7 (d= 1.12–1.16) are comparable to the ones obtained with the clinician-guided English
version in Australia (d= 1.77–1.48) and Canada (d = 1.00–1.14) and the clinician-guided
Arabic version (d= 1.39–1.18) (Dear et al., 2015; Hadjistavropoulos et al., 2014;
Hadjistavropoulos et al., 2016; Hadjistavropoulos et al., 2017; Kayrouz et al., 2016b; Titov
et al., 2015a). Lower rates of study completion, treatment adherence and remission were
found than for the clinician-guided version of the Wellbeing Course. However, they are
superior to the available data on open access iCBT programs for anxiety or depression and
their translated versions (Baumeister et al., 2014; Berger et al., 2011a; Berger et al., 2011b;
Berger et al., 2016; Kobak et al., 2015; Lintvedt et al., 2013b; Morgan et al., 2017; Richards
and Richardson, 2012; Rosso et al., 2017). A number of participants indicated, when asked,
that they might have liked the guidance of a clinician. An area of improvement in future trials
may be, as mentioned above, to include a check-in telephone call halfway into the treatment
or to offer varying degrees of clinician guidance. In this delivery model, referred to as person-
centred iCBT, clinician guidance is provided when requested or clinically indicated. Recent
trials have supported the provision of optional guidance (Dear et al., 2017; Hadjistavropoulos
et al., 2017). While a person-centred iCBT model may be best, based on our findings, the use
of translated and minimally monitored transdiagnostic iCBT programs may be an optimal
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and acceptable first step to increase access to iCBT. Once in place, sufficient human and financial
resources as well as expertise can be acquired to implement a wider range of iCBT services
including varying levels of clinical guidance. These results provide support for a larger trial of
the French Wellbeing Course in routine care.
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