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Why all this interest in apps and e-therapies?

• Convenient in time and place

• Improve access

• Can be tailored for different populations

• Can do things that face to face therapy cannot do – for 
example virtual reality

• Early studies suggest just as effective as face to face 
treatment

• “What role does a human have in your organization?”



Are apps over-rated?

• Digital divide

• Lots of promise little delivery (the REACT study)

• Unclear where they fit into existing services

• Driven by business models 

• Substitute for more effective services 



What are online therapies?

Moodgym

Sparx

The Journal



Apps in stepped care 

• Prevention – apps for cognitive exercise

• Recommended for mild and moderate depression and anxiety – for 
example MoodGym

• Part of a treatment package – like a book for example PTSD coach or 
CBT-I coach (for insomnia)



Guided or unguided?

• Unguided – most people drop out but some evidence of effectiveness 

• Guided – use a “e-coach” – new health service role – can be a 
qualified health professional or ”technician” 

• In meta analyses guided therapy better than unguided but head to 
head comparisons not so clear cut.



Study 1: Does a guided on-line therapy for people 
referred to a mood and anxiety clinic improve 
outcomes after 12 weeks and change service use?
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What is Rx?

www.depression.org.nz
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Who was in the study?

Overall (n=95) Control (n=48) Intervention (n=47) P-value

Age (years) 44 45 44

Female 66 (70%) 28 (58%) 38 (81%) 0.02

Full time 
employment

23 (24%) 11 (23%) 12 (26%)

Bachelors degree or 
above

40 (42%) 18 (38%) 22 (47%)

PHQ-9 15 15 15



Did guided therapy improve depression 
compared to control at 12 weeks?

Control Intervention

Baseline 15.4 (n=48) 14.9 (n=47)

Week 12 12.5 (n=40) 10.9 (n=43)

Difference week 
12 from baseline

-2.6 -3.5 (95% CI -3.7
to 1.3)

 



Improvement at 12 weeks

• Improvement is PHQ-9 9 or less or 50% reduction in score

• Control group 18/47 improved (38%)

• Intervention group 24/47 improved (51%)

• P=0.3



Service use at ROH in the 12 months after the 
guided therapy

Control (n=45) Intervention (=46)

Mean time from referral to first 
appointment

205 days 219 days

Number of people seen in the 
mood and anxiety clinic

34 (75%) 37 (80%)

Number of people who had 
psychiatric follow-up

19 (42%) 18 (39%)

Mean number of psychiatric follow 
up appointments

2 3

Mean number of all appointments 5 4



So what treatment did the guided therapy 
group get?

• Mean number of lessons completed 5

• Mean number of coaching sessions 9

• Mean length of coaching call 31 minutes

• 29 people completed 6 or more sessions

• Significant correlation between number of lessons 
completed, number of coaching call, average length of calls 
and reduction in PHQ-9 scores



If people actually got the treatment did they 
improve?

• Control group 18/47 improved at 12 weeks (38%)

• Intervention group (6 lessons or more) 19/29 improved at 12 
weeks (66%)

• P=0.03 NNT three people need to be treated with at least 6 
lessons for one extra person to improve compared to control 
group



Conclusion

• People need to be engaged in the therapy for it to work – but 
it does work 

• There may be a small effect on suicidality whilst on a waiting 
list

• In this context it doesn’t seem to make much difference to 
what happens in the psychiatric out-patient clinic

• Was this a test of telephone coaching supplemented by 
online therapy rather than a “guided online therapy”  - is the 
coach more important than the computer?



• In Ontario, approximately 16,000 people present to the ED each 
year for self-harm [1].

• Self-harm has a strong association with suicide: 1-2% of people 
presenting to Emergency Departments with self-harm will die by 
suicide within one year of their index presentation [2].

• People who self-harm have a high rate of premature death due to 
causes other than suicide.

• Local data suggests that those who present to ED receive variable 
levels of care.

Study II: The BEACON study



• While only 4 out of 10 people 
who present to the ED are men, 
they represent approximately 2/3 
of completed suicides [3].

• Men who present with self-harm 
have a risk 200 to 300 times 
greater than the general 
population.

• About 13% of men in Ontario will 
re-present to ED in the next 12 
months.

Men are at elevated risk 
for suicide
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Figure 1: Percentage of Men who Present to ED with self-harm within 12 months of index presentation



• Six Sessions of problem-
solving therapy

• Six to ten weeks

• Use of ACHESS smartphone 
application, originally 
developed for substance use 

Study intervention



NEXT STEPS
Refinement of the Study Intervention

Safety Planning Surveys PST Materials Crisis Support

BEACON Smartphone Application



NEXT STEPS
Refinement of the Study Intervention

BEACON Clinician Dashboard

*Note: Image reflects beta testing data (no patient information)



• Creation of a treatment manual for PST supplemented by a 
smartphone application.

• Tailoring of the smartphone application.

• Assessment of feasibility of intervention- recruitment targets and 
strategies.

Phase 1: pilot study



• Recruitment based on ED staff referral.

• Eligibility Criteria:
• Male;
• Presentation to ED with intentional self-

harm*;
• Access to a smartphone with a data plan.

• Baseline Visit was conducted by the 
Research Coordinator, which included 
the Informed Consent Discussion.

Participants

*Self-harm defined according to the NICE guidelines, referring to any act of self-poisoning or self-injury carried out 
by a person, irrespective of their motivation



• Semi-Structured Qualitative 
Interviews;

• Two independent coders;

• Grounded theory, thematic approach;

• Focused pragmatically, seeking 
feedback on study procedures, 
application use, and the participant’s 
experience of blended therapy;

• Changes in scores on Patient Health 
Questionnaire (PHQ-9);

• Participant Exit Questionnaire.

Methodology



• Dominant themes of connection and trust.

• Themes did not to exclusively refer to confidence in human 
relationships, but also to the smartphone itself as the locus 
of connection and trust. 

• In acting as the facilitator of links between therapist, 
emergency services, and the user, the smartphone in many 
ways became the emblem of the therapeutic relationship. 

• Importance of active check-ins by clinicians for quality 
control, the need for timeliness in responding to problems, 
and the need for operational fluency when providing 
explanations. 

Conclusions



https://beacon.anu.edu.au



https://headtohealth.gov.au



Questions or comments?

For questions about the BEACON Study, please contact:

Dr. Simon Hatcher

Principal Investigator

Ottawa Hospital Research Institute

shatcher@uottawa.ca

Sarah MacLean

Clinical Research Coordinator

Ottawa Hospital Research Institute

samaclean@ohri.ca
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