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Abstract
In this paper we consider the issues involved when
transporting the promising results of internet
interventions in efficacy trials to clinically representative
settings (effectiveness). In addition, dissemination and
the use of internet treatments in stepped care models will
be discussed. While there have been numerous efficacy
trials there are only a few effectiveness studies, and it is
not clear if the distinction between efficacy and
effectiveness can be applied, as internet interventions can
take place both within a clinical setting and in a more
large scale public health arena. A limitation of the
existing efficacy trials is that participants are often
recruited via mass media and that educational level and
motivation are likely to differ from ordinary clinical
settings. However, with respect to internet interventions
aimed at clinical target groups, evidence from efficacy
trials now support the further implementation of internet
interventions in effectiveness trials.
Keywords: Efficacy, effectiveness, guided internetdelivered treatment

Introduction
Several conceptualizations of internet interventions
have been put forward in recent years (Marks,
Cavanagh, & Gega, 2007). Both researchers and
clinicians in the field of internet interventions have
different views on what internet interventions can
consist of, which is reflected in the different
applications (Andersson et al., 2008). For instance,
internet interventions can be viewed as a dissemination
channel for bibliotherapy (Marks et al., 2007), but they
can also be perceived as a highly computerized
treatment, in which as many decisions as possible are
delegated to the computer (e.g., whether the patient
should move on to the next level in treatment).
Moreover, they can be regarded as part of regular
clinical services or as mainly prevention (Marks et al.,
2007). On behalf of the International Society for
Research on Internet Interventions, the following

Internet interventions are treatments,
typically behaviourally based, that are
operationalised and transformed for delivery
via the internet. Usually, they are highly
structured; self-guided or partly self-guided;
based on effective face-to-face interventions;
personalized to the user; interactive;
enhanced by graphics, animations, audio,
and video; and tailored to provide follow-up
and feedback.
In this paper we will comment on the
efficacy/effectiveness distinction as it applies to internet
interventions as defined above. We will also look at
dissemination, and comment on the need for treatment
standards. Finally, we will consider research needs, and
how we believe internet interventions might develop in
the future.

From efficacy to effectiveness in internetbased interventions
Two types of study that examine the effects of
interventions can be discerned (Howard, Moras, Brill,
Martinovich, & Lutz, 1996). The first type is often
referred to as the “efficacy study” (Seligman, 1995).
Efficacy studies are aimed at examining whether a
treatment works under ideal circumstances for a
specified group of patients (Streiner, 2002). In efficacy
studies, the internal validity is usually high, but it is
often less clear if the results can be generalized to
routine clinical practice. The criteria used in efficacy
studies for evaluating if a treatment works usually
involves having proper control groups, methodology
(e.g., concealed randomization), and treatment that is
manualised and provided by expert clinicians (Higgins
& Green, 2006). Within the field of psychology there
are also published recommendations on criteria which
detail how studies should be conducted and what counts
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as an effective treatment (Chambless & Hollon, 1998).
This has more to do with the role of the randomized
controlled trial, independent replications by separate
research groups and having large enough samples.
The second type, known as the “effectiveness study”,
examines whether a treatment works in real world
settings and in situations that clinicians encounter in
their daily routine practice (Lutz, 2003). This type of
study emphasizes the external validity of the research
findings. Efficacy and effectiveness studies can be
regarded as the extremes on a continuum and many
studies may fall somewhere in between (Streiner,
2002). For example, a study may be conducted in a
clinic with regular patients referred to the treatment, but
the therapists who provide the treatment may be
researchers not working in the clinic otherwise. As with
efficacy studies, criteria have been proposed for the
evaluation of effectiveness studies (Shadish, Matt,
Navarro, & Philips, 2000). Briefly, these included:
having real patients, a setting where treatment usually is
provided (e.g., not a laboratory), having patients in the
treatment condition referred through usual clinical
routes, therapists being clinically active, and a less
formalized and structured treatment implementation.
In internet-based intervention studies, the difference
between efficacy and effectiveness studies can be
conceptualized as different from other intervention
studies. In efficacy studies, a highly selected group of
patients receives a highly structured intervention, and
this can be the case in internet intervention studies as
well. On the other hand, the recruitment base is likely to
differ between regular clinic-based studies and internet
studies. In most effectiveness studies a broad range of
patients receive an intervention that is adapted to
routine practice and used by a therapist according to his
or her personal interpretation (Hunsley & Lee, 2007).
Adjusting the treatment according to therapist
preferences is more difficult in internet interventions, as
the input from the clinician is minimized. There are,
however, exceptions in which the therapist plays almost
as important role as in face-to-face treatments (Lange,
van de Ven, & Schrieken, 2003). Most internet
delivered interventions are however highly structured
and when they are transferred to routine practice, their
structure most likely remains intact without major
adaptation to routine practice (Bergström et al., 2009).
On the other hand, patient characteristics, diagnostic
issues, as well as the amount of therapist support
provided can differ when internet interventions are
transferred from a research setting to routine practice.
For example, it is not uncommon in efficacy trials on
internet interventions to include a structured diagnostic
assessment administered by telephone (Buhrman,
Fältenhag, Ström, & Andersson, 2004). In other settings
such as commercial or open access applications of
internet interventions, the treatment might be delivered
without any input from a clinician regarding diagnosis,
apart from standardized rules for inclusion based on
self-report (Christensen, Griffiths, Groves, & Korten,
2006). Other aspects might be more similar. For
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instance, in efficacy studies, people with severe
depressive symptoms and suicidal ideation are routinely
referred to a specialist and not given access to the
internet treatment (Spek et al., 2007). This is probably
the case as well in routine clinical practice. Internet
delivered interventions in general, and in particular
efficacy studies examining the effects of internet
delivered interventions, typically recruit people through
the internet, and some studies have a focus on health
promotion for which the recruitment is markedly
different from a clinical recruitment process (Riper et
al., 2008; Wantland, Portillo, Holzemer, Slaughter, &
McGhee, 2004).
While there are a few effectiveness studies in which a
deliberate effort has been made to include “regular”
patients (Bergström et al., 2009; Kaldo-Sandström,
Larsen, & Andersson, 2004), it has yet to be shown that
participants in internet efficacy trials are similar to
patients who would receive an internet intervention in a
regular clinical setting. Participants included in
randomized, controlled efficacy trials of internet
interventions are often recruited from a broad base (e.g.
mass media, internet, mailing lists), and such calls for
participants probably reach other types of participants
than those in studies requiring clinical visits (Carlbring,
Westling, Ljungstrand, Ekselius, & Andersson, 2001).
While people who live far away from the research
clinics can be included in internet trials and in that
respect might be more representative from a population
point of view, they can still differ in terms of education,
internet access and attitudes towards alternative routes
of treatment delivery. It has commonly been observed
that participants in internet intervention research tend to
be more highly educated, with a high percentage having
a university degree (Andersson et al., 2005).
Unfortunately, educational level has not always been
reported in trials (Griffiths & Christensen, 2006), which
makes it difficult to assess the importance of
educational level for treatment outcome in metaanalyses of internet interventions. Another aspect
relates to target groups, and current evidence is still
weak regarding groups other than middle aged
participants, although there are a few studies on older
persons (Spek et al., 2007) and adolescents (O'Kearney,
Gibson, Christensen, & Griffiths, 2006).

Dissemination
In the wake of efficacy and effectiveness trials,
dissemination of internet interventions on a larger scale
can be considered. However, it is not easy to determine
when a treatment is ready for dissemination, and the
decision process may include many aspects such as
access, patient preferences, and costs. Hence, it may not
be enough to show that a treatment works in efficacy
and effectiveness trials. For example, in the treatment
guidelines for anxiety and depression prepared in
interpersonal
Sweden
(www.socialstyrelsen.se),
psychotherapy (Klerman, Weissman, Rounsaville, &
Chevron, 1984) is given a lower priority since there are
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few practitioners trained in this treatment form in
Sweden.
Implementation and dissemination of internet-based
interventions can be difficult. They can, for example, be
hard to implement within the existing structures of
health care (e.g., assessment and payment). One
exception is when a first face-to-face session is
included (Kaldo-Sandström et al., 2004). However,
with the delegation of assessment to either telephone or
web-based self-report screening, internet-based
interventions can be implemented from a distance,
which makes national or even international
dissemination possible. In some internet-based
interventions no professional support is given to
patients at all (Christensen et al., 2006). These
interventions are applied with minimal professional
infrastructure once the treatment has been developed.
Since there is no contact with patients, no therapists are
needed to monitor the interventions. However, in these
unguided interventions, treatment effects are much
smaller (Andersson & Cuijpers, in press; Palmqvist,
Carlbring, & Andersson, 2007; Spek et al., 2007), and
many patients drop out of treatment (Farvolden,
Denisoff, Selby, Bagby, & Rudy, 2005).
There are several other issues involved when moving
a new treatment format into clinical practice. This will
vary both within and between different countries. A
number of questions demand an answer before internet
treatment can be put into practice. The first question is:
“Is there enough evidence from controlled efficacy
trials?” We believe this to be the case for a range of
conditions (Andersson & Cuijpers, in press; Cuijpers,
van Straten, & Andersson, 2008; Spek et al., 2007). No
systematic reviews have yet been conducted comparing
the outcome of internet-delivered treatment in efficacy
studies, e.g., benchmark (Hunsley & Lee, 2007) with
the outcome in clinical settings (effectiveness studies).
However, preliminary effectiveness studies show
promising findings (Bergström et al., 2009; Kaldo,
Larsen, & Andersson, 2004).
A second question concerns the safety of internet
interventions. To our knowledge, adverse effects of
internet treatments have not been reported in the
literature. This is in line to what Scogin et al. (1996)
found when reviewing the potential negative effects of
bibliotherapy. However, if internet treatment is
extended from mild to more severe conditions, adverse
effects will probably occur to the same extent as in
face-to-face treatments. Our clinical experience with
guided internet delivered cognitive behaviour therapy
(CBT) is that deterioration (as might occur for reasons
other than the treatment) can be relatively easy to
detect, and that prompt, appropriate action can be taken.
In fact, it is possible that future applications of internet
delivered CBT could be extended to more therapistdemanding treatments such as dialectical behaviour
therapy in which the individual therapist has very
intense telephone contact with the borderline patient
(Linehan, 1993). Using modern information technology
might be a logical next step in that kind of treatment, as
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more severe patients (e.g., suicidal clients) routinely
have been excluded from internet treatment studies
(Andersson et al., 2005). A related issue concerns
which conditions and problems are suitable for internet
interventions. Obviously, language barriers, dyslexia,
mental retardation and severe psychiatric disturbances
pose a challenge to internet interventions. It is possible
that alternative ways to present information, such as
with sound files and pictures may be used to overcome
at least some of these obstacles. However, there will
always be clients for whom internet treatment is not a
suitable option.
A final and equally important aspect concerns
treatment standards and ethical guidelines. Online
communication with patients in health care is
increasingly regulated by treatment guidelines
(Humphreys, Winzelberg, & Klaw, 2000; ManhalBaugus, 2001). The American Psychological
Association reacted early and made an ethical statement
(www.apa.org/ethics/stmnt01.html), in which they
recommend that clinicians should be cautious when
using new media such as the internet until specific
guidelines had been developed.

Research needs and future directions
Since the field of internet interventions is rapidly
changing, it is hard to predict future developments.
However, some immediate research needs can be
discerned. First, given the abundance of efficacy trials
for various conditions we see a need for effectiveness
trials with high external validity. This might involve
combined treatments where face-to-face treatment and
internet treatment are combined. It will be important to
describe channels for dissemination, as internet
treatments represent a novel approach to health care.
Various ways to provide support are currently used in
research, for example via email (Ström, Pettersson, &
Andersson, 2000) and peer online groups (Lorig et al.,
2002). The differential effects of these forms of support
are not well investigated. For example, the widespread
form of email therapy (Murphy & Mitchell, 1998) (e.g.,
when messages are written and no self-help text is
prepared in advance) has not been investigated in many
trials. However, recently a depression trial was
conducted in which online treatment was given in real
time in a chat format (Kessler et al., 2009). The results
were positive with 38% recovering from their
depression.
Because the exact outcomes of an internet-based
intervention can not be predicted for the individual
patient (Andersson, Carlbring, & Grimlund, 2008) it
has been suggested that internet interventions could be
used at an early stage in a stepped-care format (Cuijpers
& Schuurmans, 2007). Stepped-care models represent
attempts to maximize the effectiveness and efficiency
of decisions about allocation of resources in therapy
(Haaga, 2000; van 't Veer-Tazelaar et al., 2006). A
patient first receives an intervention with a low level of
intensity, and only when this is not enough to reduce
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the symptoms, a higher intensity intervention is given
(Bower & Gilbody, 2005). Minimal contact internet
interventions can be used as one of the first steps in
stepped-care models, because the investment of the
therapist is often very low. From the patient’s point of
view it is however not always the case that the time
devoted to homework assignments, reading self-help
texts, and conducting self-assessments is less than he or
she would have encountered in a face-to-face treatment.
In fact, given the emerging evidence that guided selfhelp results in similar outcomes to live treatment (den
Boer, Wiersma, & Van den Bosch, 2004), which has
recently been extended to more direct comparisons of
live versus internet treatment (Carlbring et al., 2005),
the role of internet-delivered treatment as a first step in
stepped-care is not obvious (Andersson, 2007). Patient
preferences are not always in favour of face-to-face
treatment and another dilemma is that “more of the
same” might not be accepted once the first treatment
has failed. For example, if internet self-help, using CBT
principles, is followed by face-to-face CBT, it is not
unlikely that the very same reasons that caused a nonresponse to internet treatment would apply to the faceto-face treatment as well. It might be a different matter
if a markedly different treatment modality were offered
as the next step, such as medication, or a very different
psychological treatment. In sum, although stepped-care
appears to be a logical approach from the clinical
perspective, there are a number of inherent problems
including the issue of dealing with demoralized
patients. Moreover, to date, surprisingly few controlled
studies have actually examined the effects of steppedcare protocols. To examine internet-based interventions
in such stepped-care models is clearly one of the main
research questions for the next upcoming years. In
addition, patient preferences and the uptake of a second
treatment are equally important to investigate.
Since internet interventions constitute a new approach
to treatment, the need for training and standardization
of treatment provision should be clarified (Andersson,
Carlbring, Berger, Almlöv, & Cuijpers, 2009). We
have, for instance, reasons to believe that there can be
small but significant therapist effects even in internet
interventions, but this requires more systematic study.
We also do not know what requirements are needed for
the supporting therapist. For example, work has been
done investigating if general practitioners can provide
the support (Shandley et al., 2008).
Since internet interventions often involve written text,
it is possible to conduct dismantling studies
(Christensen, Griffiths, Mackinnon, & Brittliffe, 2006),
where different combinations of treatment ingredients
can be combined (e.g., activity scheduling and
cognitive restructuring). However, the internet format
also allows tailoring of interventions according to the
patient’s symptom profile. This has been done in
tinnitus treatment, in which the program involves
treatment ingredients that can be selected depending on
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needs (Kaldo, Richards & Andersson., 2006). In
particular, for patient groups with varying symptom
profiles, tailored treatment could prove to be useful. For
instance, in breast cancer patients, some but not all
suffer from sexual problems (Moorey & Greer, 2002).
Fixed versus tailored treatment could be tested within
internet trials, but would require reliable diagnostic and
assessment procedures.
Questions regarding the validity of online assessments
are not resolved. Some conditions such as anxiety
disorders and major depression cannot reliably be
diagnosed using self-report only (Eaton, Neufeld, Chen,
& Cai, 2000), and this is relevant for internet
assessments as well (Carlbring et al., 2002). However,
with the use of alternative means as a complement to
the self-assessments, such as telephone and possibly
web cameras as well as video telephony, it might be
possible to retain some of the advantages of treatment
from a distance while maintaining diagnostic accuracy.
This might be less critical in preventive work, but in
clinical management it is not possible to bypass
diagnostic reliability.
As already suggested,
the popular concept of
stepped-care should be a prioritized next step in
research on internet interventions and various routes
should be explored including doing it the “other way
around” by providing internet intervention following a
more intensive clinic-based treatment. For example,
major depression is known to have a substantial relapse
rate and it is possible that internet treatment can be used
after acute treatment to reduce the risk of relapse. The
authors of the present paper are in the process of
conducting such research.
Finally, we need to consider the dramatic expansion
of the web into mobile phones and wireless connection
networks. This will have implications for future
treatment and research.

Conclusion
In this paper we have commented on the need for
future research and on some problems that have
emerged in the dissemination of internet interventions.
Without hesitation, we believe that we are only
beginning to discern the future of internet interventions.
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