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Abstract 

The occurrence of depression in the United States is steadily increasing. In every age 

group, women have a higher rate of depression than men, and U.S. women between the 

ages of 40 and 59 have a depression rate of 12%. Adult women living in rural areas 

experience physical and/or psychological impairment and lack access to mental health 

treatment. The purpose of this quantitative nonexperimental study was to examine 

participants’ preferences for treatment delivery method based on patient perceptions of 

the clinical experience, patient satisfaction, and therapeutic bond. The working alliance 

theory provided the theoretical foundation. Data collection included survey responses 

from a self-selected sample of 264 adult females ages 40 to 65. Results from independent 

sample t tests indicated that participants favored CBT treatment delivered via 

videoconferencing more than in-person treatment.  Implications for social change include 

improving the lives of adult women suffering from depression by providing treatment via 

videoconferencing when in-person services are not available. Psychologists may apply 

findings in clinical practice, thereby benefiting individuals, families, and communities.  
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Chapter 1: Introduction to the Study 

For many years, researchers have explored one of the most common and widely 

known mental illnesses that affects both young and old people, known as major 

depressive disorder (MDD) or depression. Depression affects more than 349 million 

people worldwide (Marcus, Yasamy, Van Ommeren, Chisholm, & Saxena, 2013). 

Depression is a costly and debilitating mental illness linked to heart disease (Ballard, 

Patel, Ward, & Lamis, 2015; Zivin et al., 2015), obesity (Lokkerbol et al., 2014; 

Simonds, 2001), reduced physical activity (Mansikkamäki et al., 2015), perinatal risks 

(Andrews, 2010; Morris, McGrath, Goldman, & Rottenberg, 2014), suicidal ideation 

(Ballard et al., 2015), and mortality (Andrews, 2010; Zivin et al., 2015). As with many 

illnesses, mental health professionals and medical practitioners have tried to determine 

the root cause of depression. Although psychologists and physicians do not agree on a 

universal reason why human beings experience depression, they do agree that depressive 

symptomatology is multifaceted and often affects those who experience psychological or 

physical trauma as well as those who have not experienced any psychological or physical 

distress.  

Many individuals come to understand and accept why they developed depression 

if they experienced a traumatic event, were victims of abuse, or are suffering from a 

chronic illness (Alderson, Foy, Glidewell, & House, 2014). However, it is challenging for 

adults to understand and accept why they are depressed if they have not experienced any 

trauma (Vieira, Brow, & Raue, 2014). Silverstein (2014) explained that healthy adults, 

particularly women, are susceptible to developing depressive symptoms. Andrews (2010) 

and Mamdani, Berlim, Beaulieu, and Turecki (2014) noted that many mental health 
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professionals and researchers are working to determine what causes depression in healthy 

adults, and how to help depressed individuals overcome depression to create healthier 

lives.  

Depression and depressive symptoms may occur in children, adolescents, and 

adults, but are especially common in adult women who reside in rural areas (Simpson & 

Reid, 2014; Singh & Siahpush, 2014), have physical disabilities (Popplewell, Rechel, & 

Abel, 2014), and experience significant monetary hardships (Andrews, 2010; Morris et 

al., 2014). Zlotnick, Tzilos, Miller, Seifer and Stout (2016) indicated that pregnant 

women, women who are new to motherhood, and women who are single mothers may 

experience significant symptoms of depression. Women who have been sexually or 

physically abused, and those who experienced a traumatic event, frequently show signs of 

depression as well (Stafford et al., 2014). Researchers have also reported that many 

women who suffer from depression and reside in rural areas often go undiagnosed and 

untreated for years (Hirsch,2006;  Pradeep, Isaac, Shanbag, Selvan, & Srinivasan, 2014).  

Technological advancements provide mental health professionals with an 

alternative solution to treat individuals with depression. Technology such as telephone, 

email, and videoconferencing allows psychologists to interact with patients at a distance 

and to provide effective treatment without patients having to attend a health care 

provider’s office (Newman, Szkodny, Llera, & Przeworski, 2011; Perle, Burt, & Higgins, 

2014; Price & Gross, 2014; Richards & Simpson, 2014). Kramer, Kinn, and Mishkind 

(2014) explained that many advantages exist to using technology in mental health, but 

every therapist and patient should be aware of possible concerns as well. For instance, 

rapport might be difficult to establish, technical problems may occur, and the patient or 
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the therapist might not be able to properly operate technological devices (Perle et al., 

2014; Richards & Simpson, 2014). Legal, ethical, and monetary concerns also exist when 

providing psychotherapy via technology. Kramer et al. (2014) explained that state laws 

and guidelines pertaining to telehealth are not universal, which may cause significant 

legal issues for providers who are not aware of their state’s policies regarding telehealth. 

The other concern with telehealth is that many insurance providers are not willing to pay 

for treatment received via technology; therefore, patients are responsible for paying for 

their treatment and have to look for alternative financial assistance (Kramer et al., 2014; 

Newman et al., 2011).  

The need for this study was rooted in the fact that depression affects many 

individuals worldwide, resulting in a multitude of tragic consequences. The prevalence of 

depression has led to the need for alternative methods of delivery; consequently, it was 

necessary to examine the influence of method of delivery (i.e., videoconferencing and in-

person) on patient perceptions of their clinical experience, patient satisfaction, and 

therapeutic relationships. Examining patients’ perceptions of their clinical experience led 

to understanding how patients feel about the credibility and benefits of different types of 

therapy and to better understanding the types of therapy patients prefer (Smith, Norton, & 

McLean, 2013). Patients’ perceptions of their clinical experiences are important because 

how patients perceive the credibility and benefit of their treatment can influence the 

choice of therapy type, premature termination of therapy, and patient outcomes (Smith et 

al., 2013). Nelson and Duncan (2015) explained that a patient may perceive that bond 

with therapist related to CBT treatment delivered via videoconferencing can be quickly 

established. The patient may likely be more forthcoming during treatment and positively 
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influenced by the mental health provider, which may lead to a positive outcome. On the 

other hand, if the patient perceives that bond with therapist related to CBT treatment 

delivered via face-to-face is difficult to establish, the patient may not be positively 

influenced by the mental health provider, which may cause poor therapy outcome and 

possibly lead to premature termination of treatment. Stubbings (2012) indicated that 

when patients are satisfied with their treatment they feel involved and completely 

engaged in therapy, are willing to learn how to overcome difficulties, and take an active 

role between sessions. This often occurs when a positive therapeutic relationship with the 

patient, from the patient’s perspective, is established (Hatcher & Gillaspy, 2006; 

Stubbings, 2012). Mental health providers express positive regard, warmth, and 

genuineness in establishing a therapeutic relationship with a patient (Stubbings, 2012). 

However, the extent to which the content of therapy is effective is dependent on the 

patient’s compliance and willingness to honestly reveal relevant private information. 

 In this study, I explored the use of videoconferencing as a means to treat 

depression in women who may not have the means to see a mental health care 

professional in person. The present study was intended to promote awareness about 

receiving psychological treatment remotely and may significantly improve the lives of 

these patients. The following sections present the background of the problem, purpose of 

the study, theoretical foundation, research questions, nature of the study, operational 

definitions, assumptions, limitations, delimitations, and social implications.  

Background  

Damoiseaux, Proost, Jiawan, and Melgert (2014) explained that women are twice 

as likely to be affected by depression as men, particularly because women tend to 



5 

 

 

internalize problems, which may indicate why roughly 20% of women experience 

depressive symptoms or depression in their lifetimes (American Psychological 

Association, 2015). Individuals who have depressive symptoms or depression may show 

signs of flat affect, low self-esteem, and social withdrawal (American Psychiatric 

Association, 2013). Individuals who experience depressive symptoms may have trouble 

sleeping, experience memory problems and concentration difficulties, as well as feel 

worthless, hopeless, and show features of passive behavior (American Psychiatric 

Association, 2013; Junghaenel, Schneider, Stone, Christodoulou, & Borderick, 2014; 

Simonds, 2001). Many women experience depression before giving birth and after giving 

birth, particularly women who are single mothers (Subramaniam, Prasad, Abdin, 

Vaingankar,& Chong, 2016; Zlotnick et al.,2016).  Depression is also common among 

individuals who have been sexually or physically abused or have experienced 

psychological or physiological trauma, such as a car accident that left the individual 

physically impaired or a chronic illness such as cancer (Alderson et al., 2014; Stafford et 

al., 2014). Researchers further suggested that not all women experience worry when 

parenting children or stress about relationships, career, or finances (Lancaster et al., 

2013).  

However, studies have indicated that women’s hormonal and reproductive functions may 

be one of the reasons why depression occurs more in women than in men (Ali, 2015; 

Brewer & Olive, 2014). Unlike men, women may experience depressive symptoms or 

depression during the premenstrual phase, after giving birth, and during the menopausal 

stage (Carr, Szymanski, Taha, West, & Kaslow, 2014; Lancaster et al., 2011).  Albert 

(2015) conducted primate and rodent studies and found that results consistently linked 
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female hormones such as estrogen to depression. Theorists also suggested that men and 

women’s thought processes and psychological traits significantly vary (Ussher, 2010; 

Wustenberg, Greiff, Molnar, & Funke, 2014). Researchers believe the variations in 

cognitive styles have an effect on the development of depression in females (Forlani et 

al., 2014; Rocha & Schuch, 2014). Forlani et al. (2014) and Wustenberg et al. (2014) 

explained that females’ and males’ cognitive perceptions and interpretations of daily 

information significantly differ. Albert (2015) also pointed out that women show 

increased sensitivity to interpersonal relationships, whereas men show increased 

sensitivity to external goal-oriented factors such as career. This might be one of the 

reasons why certain women experience stressful events on a more personal level as 

opposed to men (Rocha & Schuch, 2014; Ussher, 2010). Donahue (2015) explained that 

the APA Task Force investigated gender differences in coping strategies and found that 

women tend to use emotion-focused strategies, such as seeking social support, or 

experience emotional outbursts. In contrast, men reported employing problem-focused 

techniques as a means of coping. Donahue (2015) pointed out that problem-focused 

coping is associated with lower distress and positive disposition, whereas emotion-

focused coping is linked to high levels of psychological distress and negative outlook.  

Banikazemi et al. (2015) explained that a strong association exists between 

depression and biochemistry of nutrition, specifically intake of food. Strien et al. (2016) 

explained that emotional eating is strongly linked with the increase of depressive 

symptoms in women. Research indicates that societal stressors are closely associated with 

the development of depression in women (Carr, Szymanski, Taha, West, & Kaslow, 

2014; Zhang, Chen, & Zou, 2014). Psychosocial and interpersonal explanations indicate 
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that women who experience pressure from society to uphold traditional roles and 

responsibilities often develop depressive symptoms or depression (Maglione et al.,2014; 

O'Loughlin et al.,2014; Stoppard, 2013). In the workforce, many women receive a 

significantly lower paycheck than men with the same exact position and title (Pollock & 

Cunningham, 2015), which can lead to financial hardships and psychological distress 

(Prairie et al., 2015). In many cultures, women are often viewed as emotional and less 

reliable than men to handle crises or highly sensitive matters, which often causes lack of 

motivation and depressive mood in women (Blackmore & Chaudron, 2014). Women 

often experience pressure and role expectations of being a dutiful wife, mother, daughter, 

or sister, which leads to high levels of stress and depression (Aroian, Uddin, & Ullah, 

2015; O’Loughlin et al., 2014).  

Women who live in rural areas or have physical disabilities, which may include 

the inability to move freely and travel to provider offices, often lack access to a mental 

health care provider such as a psychologist or psychiatrist. Women who reside in 

metropolitan areas or larger cities have significantly more options regarding mental 

health services than those who reside in rural or small cities where availability to mental 

health care providers may be limited (Singh & Siahpush, 2014; Weaver, Himle, Taylor, 

Matusko, & Abelson, 2015). Weaver et al. (2015) suggested that women in rural areas or 

small cities are more likely to develop depressive symptoms than those who live in larger 

cities. The literature indicated that little is known regarding the pattern and causes of 

disability, morbidity, and mortality among adult depressed women who reside in rural 

areas (Gramm, Stone, & Pittman, 2014; Henderson, Crotty, Fuller, & Martinez, 2014; 

Singh & Siahpush, 2014). Researchers, however, stated that risk of depression is higher 
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for adult women who live in rural areas than adult women who live in larger cities 

(Cadigan & Skinner, 2015; Henderson et al., 2014). Ali (2015), Boggs (2015), and 

Spielmans and Kirsch (2015) found that many physicians tend to prescribe 

antidepressants without the implementation of adequate psychotherapy treatment. 

Ali (2015) and Owens (2014) indicated that antidepressants have alarming side 

effects. For example, popular antidepressants include escitalopram (Lexapro), paroxetine 

(Paxil), fluoxetine (Prozac), citalopram (Celexa), fluvoxamine (Luvox), and sertraline 

(Zoloft); these medications may cause insomnia, diarrhea, emotional flattening, cognitive 

slowing, and apathy (Owens, 2014; Stahl, 2013). Many of these antidepressant drugs may 

cause women to experience decreased sexual desire, decreased appetite, nausea, 

constipation, and dry mouth (Owens, 2014; Stahl, 2013; Wemakor, Casson, & Dolk, 

2014). Antidepressant medications are known to cause agitation, tremors, headache, and 

dizziness (Owens, 2014). Some individuals may experience sweating, bruising, and 

bleeding (Owens, 2014; Stahl, 2013). Older individuals in particular may develop low 

sodium concentration in their blood, which may cause hyponatremia. Studies indicate 

that life-threatening side effects of antidepressant drugs include severe seizures, elevated 

irritability, hostility, and suicidal ideation (Owens, 2014). Ali (2015) pointed out that for 

the last several decades, doctors have predominantly prescribed antidepressants to 

women compared to men. Researchers indicated that women, especially those aged 40 to 

64 years and Hispanic, are more likely to take antidepressant drugs than see a 

psychotherapist (Mercier et al., 2015; Sheu et al., 2015; Withers, Moran, Nicassio, 

Weisman, & Karpouzas, 2015).  

Research shows that women who immigrated to the United States from 
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undeveloped countries or from cultures that perceive psychotherapy acceptable only for 

those who are severely mentally impaired are likely to never seek treatment with a mental 

health provider (Dwairy, 2015; Leseth, 2015; Withers et al., 2015). This is one reason 

why many women prefer to take antidepressants without the help of psychotherapy. 

Mulligan (2015) explained that some patients may become addicted to antidepressants. 

Because of severe side effects, dependence, and the possibly of making the depressive 

symptoms worse, mental health providers strongly advise patients to seek therapy in 

addition to taking antidepressant medication (Hollon, Thase, & Markowitz, 2002; 

Mulligan, 2015). Jung (2014) indicated that some individuals do not seek psychotherapy 

under the assumption that it is time-consuming and financially burdening, whereas 

medication is often believed to work quickly and is not as costly as psychotherapy. 

Another concern is that antidepressants are frequently prescribed by a nurse practitioner 

or a family doctor as opposed to a psychiatrist (Levine, 2011; Pratt, Brody, & Gu, 2011). 

Research indicates that medical professionals who do not have sufficient knowledge and 

expertise in psychiatry are likely to overdiagnose or underdiagnose their patients (Ali, 

2015; Drennan, Grant, & Harris, 2014), which may lead to negative side effects and 

health detritions.  

An alternative to visiting a mental health care provider in person is telehealth. The 

barriers to a population seeing a mental health professional in person may include 

physical disability (Langkamp, McManus, & Blakemore, 2015) and mental health related 

issues such as social phobias and severe post-traumatic stress disorder (PTSD), especially 

in veterans who were in combat (Yuen et al., 2015). Distance between individuals’ 

residences and mental health professionals’ offices also poses a barrier to seeing a mental 
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health provider in person (Thomas, MacDowell, & Glasser, 2012). Mental health services 

delivered via technology allow patients to obtain adequate therapy and significant results 

(Newman et al., 2011; Perle et al., 2014). In 2014, medical and mental health providers 

used technology to treat a variety of mental illnesses. For example, Price and Gros (2014) 

explained that long-distance psychotherapy via the Internet allowed researchers to record 

noticeable results in veterans with PTSD and depression. Other researchers also found 

that the U.S. military is especially supportive of technological advances such as 

psychotherapy via videoconferencing to help active personnel and veterans overcome 

PTSD and depression (Egede et al., 2015; Jacobs & Saunders, 2014; Morland et al., 

2015).  

Researchers revealed that using videoconferencing technology to treat depression, 

PTSD, and other psychological disorders provides an effective form of treatment delivery 

(Morland et al., 2015; Shore, Goranson, Ward, & Lu, 2014). Shore et al. (2014) explained 

that the Department of Veteran Affairs seemed initially reluctant to offer veterans a 

home-based telemental health (HBTMH) intervention. Shore et al. (2014) further 

explained that reluctance to offer veterans treatment via technology such as a webcam 

through encrypted software ultimately proved to be nonproblematic, as veterans reported 

high levels of satisfaction and perceived safety with HBTMH. Hertlein and Ancheta 

(2014) were also concerned that technology may be more confusing and frustrating for 

those who are not technologically savvy. However, most researchers agreed that with the 

proper instructions and guidance, individuals with limited technology knowledge could 

easily operate a videoconferencing system (Amichai-Hamburger, Klomek, Friedman, 

Zuckerman, & Shani-Sherman, 2014; Luxton, Pruitt, & Osenbach, 2014). 
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Khatri, Marziali, Tchernikov, and Shepherd (2014) explained that psychotherapy 

delivered via online videoconferencing yields positive results for individuals who suffer 

from depression, and could one day replace face-to-face psychotherapy. Alderson et al. 

(2014) and Gellis, Kenaley, and Have (2014) conducted a study that included 102 

chronically ill, older, homebound depressed individuals. Gellis et al. did a comparison 

study by implementing a Telehealth Education and Activation of Mood (I-TEAM) 

intervention and in-home nursing plus psychoeducation (UC+P). Gellis et al. discovered 

that during a period of 6 months, depressive symptoms were reduced by 50% because of 

I-TEAM implementation as opposed to UC+P intervention. In a study of 121 individuals 

suffering from cardiovascular illness and depression, O’Neil et al. (2014) evaluated the 6-

month efficacy of a MoodCare telehealth intervention that incorporated depression 

management in hopes of reducing cardiovascular disease of adult individuals with low 

moods. O’Neil et al. were surprised to discover that not only did depressive symptoms 

significantly decrease, but also telehealth intervention seemed to exceed the result of 

those individuals who received psychotherapy in person.  

In another study, Choi, Marti, et al. (2014) explained that telehealth can provide 

effective treatment for homebound individuals. Choi, Marti, et al. conducted a study of 

158 physically disabled low-income adults suffering from depression. Choi, Marti, et al. 

divided participants into two groups: One group received telehealth problem-solving 

therapy (tele-PST) via a Skype video call during a period of 6 months in the last 16 

months, and the second group received in-person treatment during a 6-month period in 

the last 16 months. Choi, Marti, et al. found that it took 16 weeks longer to achieve the 

same results as one would receive via face-to-face treatment. Tele-PST required 36 
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weeks of therapy as opposed to 20 weeks of face-to-face therapy. Despite the longer 

treatment period, Choi, Marti, et al. insisted that for individuals who are unable to seek 

therapy in person, tele-PST is effective and yields adequate results in treating mental 

health disorders including depression.  

In another study, Morland et al. (2015) found no statistical difference between 

video-teleconferencing (VTC) and in-person (NP) therapy in treatment of 123 women 

suffering from PTSD. Morland et al. also found no delays in therapy outcome between 

VTC and NP. Morland et al.further indicated that throughout a variety of mental health 

disorders, telehealth services have provided a significant benefit in symptom reduction to 

patients. Lindner, Lacefield, Dunn, and Dunn (2013) pointed out that the use of cognitive 

behavioral psychotherapy delivered via videoconferencing was effective in minimizing 

panic disorder with agoraphobia for a housebound adult woman. Polinski et al. (2015) 

conducted a study of 3,303 patients, 70% who were women, and their satisfaction with 

and preference for telehealth. Polinski et al. revealed that 94% of participants reported 

high satisfaction with telehealth services. Female participants reported being satisfied 

with the user-friendly approach to telehealth, the convenience, and the quality of care 

(Polinski et al., 2015). Amichai-Hamburger et al. (2014) and Luxton et al. (2014) also 

argued that psychotherapy delivered via technology is a reasonable alternative to face-to-

face psychotherapy.  

Research indicates that telehealth plays a key role in cost savings (Acierno, 

Muzzy, & Hernandez-Tejada, 2015; Khatri et al, 2014; Polinski et al., 2015). Telehealth 

offers individuals the ability to no longer worry about logistical issues because they do 

not have to pay for transportation, gas, and parking to have a psychotherapy session 
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(Acierno et al., 2015; Scott, Klech, Lewis, & Simons, 2015). Remote psychotherapy also 

eliminates perceived stigma associated with receiving mental health care, especially if the 

provider’s office is located in a mental health facility. Insurance providers such as 

Medicaid recognize the benefit of telehealth and offer financial coverage to individuals 

who desire to receive psychotherapy via videoconferencing (Okoroh, Kroelinger, Smith, 

Goodman, & Barfield, 2016) Despite the many beneficial resources regarding depression 

in women and subsequent treatment, a noticeable gap in the literature exists, particularly 

when focusing on the use of videoconferencing as a means of treatment and management 

for adult depressed women. I addressed this problem by examining patients’ perceptions 

of their clinical experiences. Results may be used to enhance the treatment of depression 

in women who have low income or live in rural areas, and may be used as a possible 

starting point to broaden the treatment plan for all patients. 

Problem Statement 

The Centers for Disease Control and Prevention (CDC, 2012) predicted that 1 in 

10 adults in the United States have a depressive disorder, and 6.6% of the U.S. adult 

population experienced depression in the last 12 months. Depression is linked to a 1.5 % 

increased risk of deaths in individuals who have diabetes (van Dooren et al., 2013). 

Andrews (2010) and Birnbaum et al. (2010) explained that those who suffer from 

depression have a significant influence on the U.S. workforce. Researchers found that 

more than 12% of U.S. workers have been diagnosed with depression (Birnbaum et al., 

2010), which costs employers approximately $23 billion dollars in lost productivity each 

year (Witters, Agrawal, & Liu, 2013).  

The occurrence of depression in the United States is steadily increasing. 
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Researchers from the World Health Organization (WHO) estimated that by the year 

2020, depression will be second only to cardiovascular disease as a cause for disability 

(Choi, Hegel, et al., 2014; Michaud, Murray, & Bloom, 2001). From 2007 to 2010, the 

National Health and Nutrition Examination Survey indicated that in every age group, 

women have a higher rate of depression than men (CDC, 2010). In the United States, 

males between the ages of 40 and 59 have a depression rate of 7%, whereas females in 

the same age group have a depression rate of 12% (CDC, 2012). 

Mewton and Andrews (2015) noted that depression is a major risk factor for 

suicide, with 59–87% of suicide attempts likely resulting from depression. Mewton and 

Andrews also emphasized that depression is associated with a 20-fold increase in the risk 

of suicide attempts. According to attributable risk estimates, eliminating depression 

would reduce serious suicide attempts by 50–80% (Mewton & Andrews, 2015). The 

CDC (2012) reported that in 2010, 38,364 suicides in the United States. Murphy, Xu, and 

Kochanek (2013) explained that in 2010, the suicide rate increased by 12.1 deaths per 

100,000 people, making it the 10th leading cause of death in the United States. Mewton 

and Andrews (2015) and Correa, Sperry, and Darkes (2015) added that psychotherapy 

and pharmacological interventions are beneficial in treating depression.  

Gellis (2015) explained that the U.S. population is quickly aging; by the year 

2030, more than 15% of adults will be 45 years or older, and more than 20% will be 65 

years or older. As the population ages, physical and mental health will likely decline 

(Gellis, 2015). The WHO (2012) estimated that roughly 350 million people are affected 

by depression. Researchers also predict that because of the increase of financial disparity 

and increase of poverty, twice as many people will be affected by depression in years to 
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come (Gellis, 2015; Gilroy et al., 2014; WHO, 2012). Studies indicate that individuals 

with depression living in rural areas and who are physically impaired experience 

monetary hardship often lack mental health treatment delivery options (Gramm et al., 

2014; Henderson et al., 2014; Morris et al., 2014).  

 Individuals in small communities and rural areas do not have easy access to 

psychotherapy or medication treatment compared to individuals in urban areas or larger 

cities. In rural areas, there are 2.9 mental health practitioners per 100,000 people, whereas 

in larger cities there are 12.9 mental health practitioners for every 100,000 people 

(Thomas et al., 2012). The specific problem is that people with depression in rural 

locations often lack access to mental health providers (Henderson et al., 2014; Hirsch, 

2006). However, with advancements in technology, treatment delivery via 

videoconferencing has become one of the alternative options for patients in these areas. 

Research indicates that providing CBT via technology can be effective and a reasonable 

alternative to face-to-face psychological services (Stubbings, 2012). Stubbings (2012) 

explained that therapists can use CBT via videoconferencing to provide structured 

individual therapy, psychoeducation, and group therapy in a patient’s home or in a 

clinical setting. Stubbings pointed out that in a variety of empirical studies, no 

researchers indicated a statistically significant difference between CBT face-to-face 

treatment and CBT via videoconferencing. Videoconferencing can be successfully 

applied to address the needs of adults, including individuals with disabilities and 

adolescent populations (Alfano & Beidel, 2014; Backhaus et al., 2012; Stubbings, 2012). 

Researchers such as Andrews (2010), Fann et al. (2015), and Milgrom et al. 

(2015), pointed out that cognitive therapy has successfully reduced symptoms of 
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depression in patients. Parikh (2015) and Stiles-Shileds, Corden, Kwasny, Schueller, and 

Mohr (2015) found that CBT therapy is technologically compatible and widely used by 

mental health professionals. Fann et al. conducted a study that included 100 adults 

suffering from depression who were divided into two groups and received CBT treatment 

via telephone and in-person for 16 weeks. Results indicated that CBT treatment yielded 

symptom reduction, and no statistical difference was found between telephone and in-

person therapy (Fann et al., 2015). Koenig et al. (2015) and Pearce et al. (2015) indicated 

that many researchers have studied CBT treatment and its effectiveness in reducing 

depressive symptoms. Jarrett and Vittengl (2015) and Hetrick et al. (2015) revealed that 

CBT effectiveness often depends on the core techniques of CBT. Although there are 

many clinical principles that include the practice of CBT, the two well-known principles 

of CBT are guided empiricism and collaboration. In CBT, collaboration pertains to a 

mental health provider working with the patient on therapy goals as well as on what is 

most pertinent to the patient (Myles & Shafran, 2015). CBT enables a mental health 

provider to work with the patient in a scientific manner as it relates to the patient’s 

reasoning and behavior, which includes the process of analysis, establishing hypotheses, 

and testing the hypotheses through new behavior. This process is what mental health 

professionals refer to as guided empiricism (Jarrett & Vittengl, 2015; Myles & Shafran, 

2015). Jarrett and Vittengl explained that through the process of collaboration and guided 

empiricism many mental health providers help their patients obtain an understanding of 

how they can better manage their issues. However, upon reviewing the literature, I 

noticed a gap pertaining to adult depressed women’s preference for CBT treatment 

delivered via videoconferencing. A gap also exists relating to the differences in patients’ 
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perceptions of CBT psychotherapy, satisfaction, and perceived bond with therapist 

related to CBT treatment delivered via videoconferencing or in person for adult depressed 

women. Patients’ perceptions of the their clinical experiences are important because how 

patients perceive the credibility and benefit of their CBT therapy can influence the choice 

of therapy type, premature termination of therapy, and patient outcomes (Smith et al., 

2013). 

Purpose of the Study 

The purpose of this quantitative study was to investigate the influence of method 

of delivery (i.e., videoconferencing and in-person) on patient perceptions of the clinical 

experience, patient satisfaction, and therapeutic relationships. Patients’ perceptions of 

their clinical experience shed light on how patients feel about the credibility and benefits 

of their therapy and lead to better understanding the kinds of therapy patients prefer 

(Smith et al., 2013). I undertook the study to investigate whether differences existed 

between the dependent variables (patient perceptions of the clinical experience, patient 

satisfaction, and therapeutic relationships) and the independent variable (method of 

delivery of treatment [videoconferencing versus in person]). I assessed whether 

statistically significant differences existed in the patient perceptions of the clinical 

experience, patient satisfaction, and therapeutic relationship scores of participants 

receiving in-person and videoconference therapy formatted to align with CBT. The CBT 

methods may entail activities such as homework, writing in a journal, role-playing, and 

problem resolution as well as a behavioral activation method, which includes a list of 

activities for a patient to engage in that can increase pleasurable activities.  
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Research Questions and Hypotheses 

 RQ1: To what extent, if any, does CBT treatment delivery method (i.e., 

videoconferencing and in-person) differentiate patient perceptions of the clinical 

experience (i.e. credibility, expectations, information), as measured by the Treatment 

Credibility Questionnaire (TCQ)? 

 H01: There is no difference in patient perceptions of the clinical experience 

between CBT via videoconferencing and CBT delivered in person. 

 HA1: CBT via videoconferencing produces better patient perceptions of the 

clinical experience compared to CBT delivered in person.  

 RQ2: To what extent, if any, does CBT treatment delivery method (i.e., 

videoconferencing and in-person) differentiate patient satisfaction, as measured by the 

Therapy and Therapists Scale (STTS-R)? 

 H02: There is no difference in patient satisfaction between CBT via 

videoconferencing and CBT delivered in person. 

 HA2: CBT via videoconferencing produces higher patient satisfaction compared to 

CBT delivered in person. 

RQ3: To what extent, if any, does CBT treatment delivery method (i.e., 

videoconferencing and in-person) differentiate therapeutic relationships, as measured by 

the Therapeutic Bond Scales (TBS)? 

 H03: There is no difference in therapeutic relationship between CBT via 

videoconferencing and CBT delivered in person.  

 HA3: CBT via videoconferencing produces better therapeutic relationship 

compared to CBT delivered in person.  
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Theoretical Foundation of the Study 

Cognitive Behavioral Therapy 

Cognitive behavioral therapy (CBT) is a widely accepted treatment for major 

depressive disorder (MDD; J. S. Beck 1979; Myles & Shafran, 2015; Nathan & Gorman, 

2015). Cognitive behavioral therapy entails that a relationship exists between thoughts, 

emotions, and behavior, and changing one of these processes can yield changes in others 

(A. T. Beck, 1976; Lemmens et al., 2015). The early pioneers who influenced the 

development of CBT were Eysenck, Lindsely, and Wolpe, among others (Nezu & 

Nezum, 2015). Researchers further indicated that in 1945 Herzberg, in 1949 Salter (Sezu 

& Nezum, 2015), and in 1955 Ellis (Ellis & Rovira, 2015) employed elements of CBT. 

The two most prominent researchers attributed to the development of cognitive theory are 

Beck and Ellis (O’Kelly & Collard, 2015; Nezu & Nezum, 2015). Ellis’s rational emotive 

behavioral therapy (REBT) is a cognitive behavioral process based on the premise that 

people’s behaviors are the result of what they think and believe (Ellis & Rovira, 2015). In 

1960, Beck suggested that self-defeating behavior is caused by irrational beliefs (A. T. 

Beck, 1976; Choudhury, 2013; Davidson & Tran, 2014).  

A. T. Beck (1976) explained that depression is caused by the three negative 

cognitive principles, which implies that subjective perceptions of events are attributed to 

the activation of negative beliefs of the self, internal environment, and the future. Myles 

and Shafran (2015) pointed out that this process causes overgeneralization and arbitrary 

inference with fundamental dysfunctional perceptions that have become assimilated into 

enduring schemas. The CBT treatment approach has been implemented by mental health 

professionals for more than 6 decades for a variety of psychological disorders including 
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major depressive disorder (Gallagher, Thompson-Hollands, Bourgeois, & Bentley, 2015; 

Hofmann, Dozois, Rief, & Smits, 2014). Research indicates that CBT treatment has not 

only yielded depressive symptom reduction but also has been successfully integrated with 

telehealth, including videoconferencing (Alnemary, Wallace, Symon, & Barry, 2015 

Durland et al., 2014).Therefore, this theoretical approach was appropriate for this study.  

Working Alliance Theory 

The theoretical foundation for this study was also based on working alliance 

theory. Working alliance theory hinges on Bordin’s (1994) study of the therapeutic 

alliance, which suggests that to provide adequate care to patients and reach successful 

therapeutic outcomes, mental health providers must establish a positive working 

relationship with the patient (Barber, Connolly, Crits-Christoph, Gladis, & Siqueland, 

2009; Bordin, 1994). Bordin developed working alliance theory on three components: (a) 

the connection between the patient and mental health professional, (b) the agreement on 

the mental health provider’s suggestions, and (c) the mutual understanding and agreement 

on therapeutic outcomes and patient goals. Working alliance theory implies that 

regardless of the clinical expertise and theoretical orientation, the ability to develop 

mutual understanding and build a positive working relationship may result in positive 

treatment outcomes (Bordin, 1994). Huang, Hill, and Gelso (2013) explained that a 

working alliance involves mental health professionals being patient, empathetic, 

understanding, and objective. Huang et al. further explained that the mental health 

provider must establish a positive therapeutic bond from the first session; otherwise, it is 

probable that the patient may not return to the next scheduled session. Many mental 

health practitioners believe that a therapeutic alliance is one of the fundamental 
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mechanisms of change (Wampold, 2001). Shirk, Karver, and Brown (2011) pointed out 

that an alliance significantly varies between child, adolescent, family, group therapy, and 

individual adult psychotherapy. Studies revealed that a patient’s developmental level, 

age, and gender may affect the alliance between the patient and a mental health 

professional (Shirk & Karver, 2011). Working alliance theory relates to the current study 

because, as a fundamental mechanism of change, women who suffer from depression and 

do not have the ability to see a mental health professional must be able to access 

psychotherapeutic teleconferencing as a viable means to treat their illness. 

Nature of the Study 

I employed a quantitative nonexperimental online survey design to investigate 

adult depressed women’s preference for receiving psychotherapy via videoconferencing 

or face to face. The objective of this study was to determine the relationship between 

patients’ levels of satisfaction, patients’ clinical experience, and therapeutic relationship 

when treatment was delivered through videoconferencing and face-to-face therapy. This 

was accomplished through a measure of difference in mean scores of the Treatment 

Credibility Questionnaire (TCQ; Addis et al., 2004), Therapy and Therapists Scale 

(STTS-R; Oei & Green, 2008), and Therapeutic Bond Scales (TBS; Saunders, 2001) for 

videoconferencing and face-to-face therapy. The independent variable for this study was 

the treatment delivery, and the dependent variables were patient perceptions of the 

clinical experience, patient satisfaction, and therapeutic relationship. Data were gathered 

from 264 adult female volunteer participants from popular social websites via Survey 

Monkey. Participants completed the TCQ, STTS-R, and TBS.  
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Operational Definitions of Terms 

Cognitive behavioral therapy (CBT): A combination of two paradigms, cognitive 

and behavioral, for understanding psychological disorders. J. S. Beck (1979) explained 

that cognition has a central effect on emotional and psychosocial functioning. Cognitive 

theory suggests that psychological disorders derive not from experiences but from the 

meanings and beliefs that the individual gives those experiences. The practice of 

cognitive therapy entails directive, active, structured, and time-limited therapy (J. S. Beck 

1979). The purpose of CBT is to alter negative thought process and maladaptive thoughts 

to more positive and acceptable thoughts as well as behaviors. CBT focuses on changing 

a patient’s thought process for the purpose of altering unhealthy behavior (Hofmann et 

al., 2014). Through the CBT treatment, the mental health provider guides the patient to 

recognize unhealthy behavior. 

Face-to-face therapy (in-person therapy): CBT treatment delivered in person.  

Health care professional (mental health provider): A health care professional 

trained to work in the field of mental health. 

Internet (online): A worldwide electronically linked system that uses protocol 

suite to connect a vast amount of electronic devices such as computers, telephones, and 

mobile devices (Kiesler, 2014). The Internet allows people to communicate instantly with 

one another in real time. People across the world can see each other, interact with one 

another, and share data as well as reach out to others in a matter of seconds.  

Online message board: An Internet-based system in which communications or 

messages are displayed asynchronously in a discussion thread, providing access to 

convey different kinds of topics, and visible only to those who have access to the Internet 
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(Bender, Radhakrishnan, Diorio, Englesakis, & Jadad, 2011).  

Psychotherapy: Therapy that is psychological in nature, provided by a mental 

health care provider such as a psychologist. 

Social networking site: An Internet Webpage that enables people to create 

profiles, choose a list of individuals and services whom they wish to communicate with, 

as well as view other people’s profiles and connections (Bender et al., 2011).  

Telehealth: Technology that grants access to information across distance as well 

as health-related diagnoses, assessment, intervention, education, and consultation (Tuerk 

& Shore, 2015).  

Telepsychology: “The provision of psychological services via technology-assisted 

means” (Rees & Haythornthwaite, 2004, p. 212). 

Videoconferencing: The connection of two sites through the Internet. Both sites 

use video cameras attached to a computer or a television screen, which allows people to 

see, hear, and talk to one another in real time.  

Patient satisfaction: The level of contentment adult women have with the 

psychotherapy provided, as assessed by the STTS-R (Oei & Green, 2008) once treatment 

is completed. 

Therapeutic relationship: A mental health provider’s abilities to develop a 

positive therapeutic relationship with the patient, from the patient’s perspective (Hatcher 

& Gillaspy, 2006). 

In this study, the TCQ (Addis et al., 2004) was used to assess the outcomes of the 

clinical experience as evidenced by participants’ perceptions of credibility, expectations, 

and information related to their therapy experience. Patients’ perceptions of their clinical 
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experiences have been shown to influence the type of therapy they choose, the 

effectiveness of therapy, and whether patients decide to continue therapy (Smith et al., 

2013). STTS-R was implemented to measure patients’ treatment satisfaction in relation to 

the delivery of psychotherapy via videoconferencing and face to face (Oei & Green, 

2008). The STTS-R was used to assess patients’ satisfaction with treatment (Oei & 

Green, 2008). Last, TBS was used to measure patients’ therapeutic relationship 

(Saunders, 2001). The TBS is a well-known measure composed of three parts that include 

working alliance, mutual affirmation, and empathic resonance (Saunders, 2001). The 

scales are used to assess patients’ therapeutic relationship and help mental health 

examiners identify patients’ motivation for continuing therapy. 

Assumptions 

Multiple assumptions existed regarding the psychological instruments used in this 

study. The first was that participants met criteria for major depressive disorder (MDD) 

and received CBT treatment face to face or via videoconferencing. Second, the TCQ 

provided a measure of patients’ perceptions of the outcome or benefit of their therapy 

experience focusing on credibility, expectations, and information gained during the 

sessions. Third, the STTS-R provided an accurate assessment of patients’ satisfaction and 

was completed by all participants. Fourth, the TBS provided an accurate measure of 

patients’ therapeutic relationship and correctly identified patients’ motivation for 

continuing therapy. I also assumed that the information gathered from these instruments 

provided valid patient perceptions of the clinical experience, patient satisfaction, and 

therapeutic relationship and as was helpful in the recommendations for psychotherapy 

delivery. In addition, I assumed that the therapeutic alliance was applicable to the 
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delivery of psychotherapy via videoconferencing. I assumed that participants had their 

CBT psychotherapy delivered via videoconferencing for a period of 6 months of private, 

weekly therapy in the last 16 months. Finally, I assumed that if participants could not 

afford videoconferencing because of financial hardship, they would choose face-to-face 

therapy, for which most insurance companies provide financial coverage. 

Limitations 

The main limitation in this study was the sample population. Depressed adult 

women might have been reluctant to disclose their opinions regarding their treatment and 

which therapy delivery option they preferred. Adult depressed women with psychological 

or physical impairments or monetary hardship face many barriers to accessible 

psychotherapy interventions. Individuals who fall under this category may experience a 

variety of complications; therefore, the ability to generalize findings to other populations 

may be limited. The other limitation was that most insurance coverage plans do not 

reimburse mental health professionals for videoconferencing; therefore, participants 

likely had to pay for their videoconferencing using their personal funds. With 

consideration to patients who experience financial hardship and lack mental health 

resources in their area, private insurance providers have to be willing to pay for 

videoconferencing, and some mental health providers need to provide videoconferencing 

at a significantly reduced fee (Schoenberg, 2015; Skiba, 2015). For patients who were not 

able to obtain financial coverage for videoconferencing, it was probable that they chose 

the traditional form of psychotherapy, which is face to face. 

Another limitation was the emphasis on the CBT therapy model. A variety of 

CBT methods have been proven to be effective in the treatment of depression (Joiner, 
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Brown, & Kistner, 2014; Kobak, Mundt, & Kennard, 2015; Stubbings, 2012). For 

instance, mental health providers may use the behavioral activation method, which 

includes a list of activities for a patient to engage in and can block the avoidance of 

pleasurable activities (Cuijpers, Andersson, Donker, & Straten, 2011; Kobak et al., 2015; 

Stubbings, 2012). Stubbings (2012) explained that problem resolution is a method that 

can help patients develop alternative solutions to problems in their day-to-day activities 

and inspire them to make better decisions for themselves. One or more physiological 

disorders such as multiple sclerosis (Romero & Feinstein, 2015), heart disease, 

HIV/AIDS, stroke, cancer, and diabetes (Brüne, 2015; Jung, 2015) are known to coexist 

with depressive symptomatology, which makes it sometimes challenging for mental 

health professionals to choose the appropriate therapy model, such as CBT, for adult 

women because of the complex nature of mental health disorders (DuGoff, Schuler, & 

Stuart, 2013; Joel et al., 2014). Despite these limitations, this study included the use of 

CBT treatment delivery via videoconferencing. Research indicates that CBT treatment is 

not only the most successful therapy in reducing depressive symptoms (Hofmann et al., 

2014) but also most compatible with technology-based delivery methods such a 

videoconferencing (Alnemary et al., 2015; Kobak et al., 2015; Théberge-Lapointe, 

Marchand, Langlois, Gosselin, & Watts, 2015). Psychotherapy via videoconferencing 

posed a third limitation. Even though videoconferencing offers flexibility and access to a 

mental health provider from long distance, this therapy is only accessible to a small 

minority of individuals. Therefore, the ability to generalize the findings of this study to 

other technological systems that may be more accessible (i.e., online-based, email, or by 

telephone) is limited. Last, the quantitative nonexperimental online survey design 
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presented limitations. This research was limited in the ability to generalize results outside 

of the sample.  

Delimitations 

The delimitation that defined the boundaries of the study was the population 

demographic. The results may not be generalizable to other socioeconomic groups. 

Women under the age of 40 or older than 65 and who had not received CBT via face-to-

face or via videoconferencing in 6 months in the last 16 months were excluded from this 

study. According to the U.S. Census Bureau (2015), data collected from 2008 to 2010 

showed an increase of depressed women in California ages 40 to 65. Because women 

ages 40 to 65 experience increased symptoms of depression, the study addressed only that 

age group.  

Significance of the Study 

The present study provided information to practitioners and patients regarding 

treatment options for depression. This study expanded scientific understanding of 

patients’ preference in receiving cognitive behavioral treatment via videoconferencing. I 

assessed adult women’s experiences and their level of satisfaction with treatment 

delivered through videoconferencing. The results of this study may motivate mental 

health practitioners to provide psychotherapy via videoconferencing, which is beneficial 

to individuals who are physically and geographically limited and unable to meet a 

psychologist in person (Cartreine, Ahern, & Locke, 2010; Thorp, Fidler, Moreno, Floto, 

& Agha, 2012).  

Social Implications 

The social change implications of this study include the possibility of improving 
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the lives of adult women suffering from depression by providing access to psychotherapy 

that was not otherwise accessible. This study may motivate other researchers to conduct 

further studies pertaining to the development of videoconferencing with different 

populations. The results may motivate mental health professionals to offer alternative 

solutions to individuals who lack mobility. Psychologists who obtain insight from this 

study will see how beneficial videoconferencing can be for individuals who are 

physically or geographically limited in receiving face-to-face psychotherapy. By 

providing mental health professionals insight regarding adult depressed women’s 

preference for treatment delivery, the results may encourage insurance providers to offer 

financial coverage for videoconferencing.  

Summary 

In the coming years, depression will become a worldwide outbreak (Marcus et al., 

2013; Michaud et al., 2001). The negative influence of depression is vast and 

multifaceted. Adult women who have symptoms of depression or who have been 

diagnosed with a major depressive disorder are at a high risk of developing other severe 

mental disorders as well as physiological disorders, which may affect their well-being 

and the well-being of those around them (Andrews, 2010). Providing access to effective 

psychotherapy is vital, especially to adult women who are homebound, reside in rural 

areas, and suffer from monetary hardship, as these women are unable to visit a mental 

health provider in person. Many adult depressed women in the United States face 

considerable challenges in accessing mental health services. However, with technological 

advancements, access to a mental health care provider can be as easy as calling a friend.  

Delivering psychotherapy via technology such as videoconferencing can 
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potentially be an alternative option for underserved populations. In spite of the popularity 

and advancements in technology, limited research exists on depressed women’s 

preferences for videoconference treatment versus face-to-face treatment. To address this 

gap in the literature, I assessed adult women’s overall treatment satisfaction with 

psychotherapy delivered via videoconferencing technology. Chapter 2 provides a review 

of the literature pertinent to this study. I address how depression affects people, 

particularly women, as well as the different treatments used to reduce depressive 

symptomatology, including use of technological advancements in mental health. I 

synthesize recent empirical studies on delivering psychotherapy via videoconferencing 

for treating depression. Chapter 3 presents the study design and method, Chapter 4 

contains the results, and Chapter 5 addresses the implications of the study for further 

research and social change. 
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Chapter 2: Literature Review 

Depression is one of the fastest growing illnesses in the world (Belbase, Khan, & 

Jalan, 2013) that could easily lead to suicidal ideation and suicide if not adequately 

treated (Hochberg et al., 2013; Murphy et al., 2013). Depression is also becoming a major 

problem among older people, and researchers have conducted studies to determine ways 

for adults with depression to be effectively treated. In studies on adults, researchers 

concentrated on the available treatment options that can be effectively applied (Green, 

Key, & McCabe, 2015; Parker & Kennedy, 2015). Cuijpers et al. (2011) investigated 

depression treatment therapies such as nondirective supportive therapy, solution-focused 

brief therapy, and interpersonal psychotherapy.  

Many psychologists recognized CBT (Green et al., 2015; Jayasekara, Procter, 

Deuter, & Hampel, 2014), person-centered therapy, and behavioral activation therapy as 

effective means in treating depressive symptoms and depression (Cuijpers et al., 2011). A 

variety of therapy models such as CBT are known to be effective in treating depression 

(Cameron, 2015; Green et al., 2015). Marcus et al. (2013) explained that depression has a 

49% higher rate for women than for men. Depression is a primary disease burden for 

women in low and middle income groups (Andrews, 2010; Marcus et al., 2013). Pradeep, 

et al., (2014) pointed out that depression is a debilitating disease that largely affects 

women in rural communities. These women often have to travel long distances to seek 

psychotherapy treatment. Langkamp et al. (2015) stated that adult depressed women with 

physical disabilities are also at a significant disadvantage and experience difficulty in 

meeting a psychologist in person. Many mental health practitioners believe that 

videoconferencing is not only a convenient alternative to face-to-face psychotherapy, but 
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also an effective treatment delivery for the adult depressed population (Chakrabarti, 

2015; Egede et al., 2015; Myers & Turvey, 2012). Stubbings (2012) explained that 

individuals who lack face-to-face access to a psychologist would choose an alternative 

option such as videoconferencing. Empirical literature also indicates high levels of 

satisfaction and strong therapeutic alliance from participants who received CBT therapy 

via technology including videoconferencing (Stubbings, 2012). The purpose of studying 

adult depressed women’s preferences for CBT videoconference treatment versus CBT 

face-to-face treatment was to increase mental health professionals’ awareness of the 

potential demand and benefit the therapy can provide to adult depressed women.   

Researchers indicated that the most successful and compatible treatment model 

that compliments psychotherapy delivery via videoconferencing is CBT (A. T. Beck, 

1976; J. S. Beck, 1979; Khatri et al., 2014; Kivi et al., 2012), which I used in this study. 

Rees and Maclaine (2015) conducted a meta-analyses and identified 50% of uncontrolled 

and 50% of controlled studies between 2004 and 2014. Rees and Maclaine discovered 

that all of these studies involved CBT as a treatment model and videoconferencing as the 

treatment delivery. Rees and Maclaine explained that in most of the studies involving 

CBT in combination with videoconferencing, the researchers focused on PTSD (n = 10), 

followed by obsessive compulsive disorder (n = 5), mixed anxiety and depression (n = 2), 

panic disorder (n = 2), and social phobia (n = 1). Rees and Maclaine pointed out that no 

studies focused exclusively on major depressive disorder.  

In this study, I focused on the CBT model that psychologists employ during 

sessions via videoconferencing or in person. Even though psychological treatments are 

available, individuals with physical disabilities and those who live in rural parts of the 
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United States are at a disadvantage (Henderson et al., 2014; Scogin, Moss, Harris, & 

Presnell, 2014). These individuals often face significant traveling difficulties to see a 

mental health professional in person (Adler, Pritchett, Kauth, & Nadorff, 2014; Cardigan 

& Skinner, 2015). In rural areas, many individuals have to travel more than 60 miles one 

way to see a psychologist, and often have to wait more than 40 minutes in the waiting 

area (Thomas et al., 2012). Other individuals such as the physically impaired face 

difficulty with mobility, and if they are capable of moving, they often do not have the 

means of transportation (Eide et al., 2015). Eide et al. (2015) explained that physically 

disabled populations often have difficulty accessing a doctor’s office, given that some 

older buildings do not provide easy access for disabled individuals. Because of these 

complications, many disabled individuals go without being properly diagnosed or treated 

(Choi, Marti, et al., 2014; Pradeep et al., 2014). Given that the Internet enables 

individuals from different parts of the world to see one another and communicate in real 

time without leaving home, the same technology allows mental health practitioners to use 

a new form of communication with patients through online videoconferencing 

technology. Online videoconferencing may alleviate distance-related barriers and provide 

a solution for those who lack access to a mental health care provider.  

 Most of the literature reviewed in this chapter included a variety of treatment 

options for adults suffering from depression. However, little empirical evidence exists 

regarding the use of videoconferencing in the treatment of depression among adults, 

specifically women. The purpose of this literature review was to critically evaluate the 

empirical studies regarding the treatment of depression among adult women. I also 

evaluated the use of videoconferencing and Internet technologies in treating depression 
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among adult women. The literature review involved an analysis of the gap that exists in 

the available empirical studies regarding depression and the use of technology in treating 

depressive symptoms.  

Literature Search Strategy 

I obtained the literature for this review through comprehensive online library 

search methods to locate researchers who addressed the delivery of psychotherapy via 

videoconferencing technology. Among the journal databases searched, those that 

generated the most applicable results were Medline, PsycINFO, ProQuest, and Sage 

Journals. I also used the Google Scholar search engine. Search terms included 

depression, CBT treatment for women receiving therapy via technology, CBT treatment 

for depressed women receiving face-to-face psychotherapy, psychotherapy via 

videoconferencing, telemedicine, treating depression via e-health, online psychotherapy, 

online CBT treatment, online psychiatry, telepsychiatry, videotherapy, and distance 

psychotherapy. I accessed other databases in the search process as well. Prior to 

examining the returns, I selected the peer-reviewed option, ensuring that all of the 

literature generated fit this criterion. I also reviewed current literature containing 

empirical research in relevant areas, which appeared in a wide range of publications such 

as Mental Health Care, Current Psychiatry Reports, Psychological Services, British 

Journal of Guidance & Counselling, and Frontiers in Neuroendocrinology. 

Once I identified key authors, I reviewed the corpus of their work for other 

relevant research. I also reviewed other works cited by those authors. In addition, I 

reviewed the identified journals for other relevant work. I found little information 

pertaining to adult depressed women’s preferences for psychotherapy via 
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videoconference. Considering that depression has a significant effect not only on the 

individual but also on society, particularly adult women who lack access to a mental 

health care provider because of distance barriers, I selected this topic as the focus of this 

study.  

Working Alliance Theory 

The theoretical foundation for this study was working alliance theory, based on 

Bordin’s (1994) therapeutic alliance and J. S. Beck’s (1979) cognitive behavioral therapy. 

Therapeutic alliance suggests that to provide adequate care to patients and reach 

successful therapeutic outcomes, the mental health provider must establish a positive 

working relationship with the patient (Barber et al., 2009; Bordin, 1994). Researchers 

sometimes refer to a working alliance as therapeutic alliance, which generally refers to 

the relationship between a patient and a mental health provider (Tyron, 2014). Tryon 

(2014) interpreted working alliance as a “collaborative relationship between mental 

health provider and patient where the two establish a bond and agree on the goals of 

therapy and tasks to be undertaken to achieve them” (p. 3). The use of working alliance in 

the treatment of depression and other disorders has gained significant attention from 

previous researchers, with many empirical studies addressing the advantages associated 

with working alliances (Stiles-Shields, Kwasny, Cai, & Mohr, 2014). Researchers can 

effectively analyze working alliance from various theoretical perspectives, which include 

the following theoretical dimensions: cognitive and behavioral therapy, humanistic and 

existential theory, and psychoanalytic theory (Tschuschke et al., 2014).  

The working alliance phenomenon stems from the psychoanalytic theory of 

psychotherapy developed by Freud (Lingiardi & Colli, 2015). Psychoanalytic theory is 
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the ideological belief that the patient relates with the mental health provider in a distorted 

manner, which eventually provides an insight into understanding the conscious state and 

conflicts the patient faces (Stolorow, Brandchaft, & Atwood, 2014). Heidegger, Kafka, 

Nietzche, and Kierkegaard were the initial creators of existential principles (Fuchs, 

Breyer, & Mundt, 2014). However, European mental health practitioners such as Rank, 

Jaspers, and Binswanger were the first to use these principles in psychotherapy practice 

(Fuchs et al., 2014; Pilgrim, 2014).  

According to humanistic theory, people are in control of their lives, are 

responsible for their actions, and have the ability to change how they view life as well as 

alter their behavior (Bandura, Bannister, Beck, Bierer, & Blake, 2014). Maslow and 

Rogers are prominent clinicians who applied humanistic principles in psychotherapy 

(Dryden & Spurling, 2014) and who believed that individuals can better help themselves 

when presented with a facilitating relationship. The existential and humanistic approach 

entails that individuals can promote an effective working relationship by demonstrating 

various attributes such as congruence, empathy, and genuineness (Bandura et al., 2014; 

Dryden & Spurling, 2014). On the other hand, the cognitive and behavioral aspects 

emphasize the importance of the patient conforming to the various methods and goals of 

treatment as important constructs for building a working alliance.  

Multiple factors have an influence on the effectiveness of the working alliance 

between the patient and the mental health provider (Tschuschke et al., 2014). Some of the 

factors that affect the quality of a working alliance include the mental health provider’s 

level of training and experience, an increased perception of social support, and the ability 

to create effective social relationships. Researchers stated that mental health professionals 
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with extensive experience and those trained in manualized interventions have been found 

to positively influence the quality of the alliance (Lingiardi & Colli, 2015). Høglend, 

Monsen, and Havik (2001) stated “empathy, non-possessive warmth, and genuineness are 

quite likely necessary, often even sufficient, in establishing an optimal therapeutic 

contact in psychotherapy” (p. 10). This analysis directly points to the importance of 

increased training, experience, and the mental health provider’s personal attributes 

toward effective creation of working alliances. Ducat and Kumar (2015) explained that 

working alliances via videoconferencing exist and have been found to provide favorable 

therapy outcomes. Ducat and Kumar stated that to successfully establish working 

alliances via videoconferencing, mental health providers should use similar techniques as 

they would with in-person sessions. These techniques are generated through collaboration 

in therapy and include agreement on therapy objectives, which may entail working with 

patients on what is most pertinent to them as well as establishing therapy goals for each 

session. The mental health provider should also inform the patient that assignments may 

be given, which are part of the treatment objective as well as reciprocal positive regard 

(Ducat & Kumar, 2015).  

Cognitive Behavioral Therapy 

Development of Cognitive Behavioral Therapy 

 The development of cognitive theory has been attributed to Beck (A. T. Beck, 

1976; J. S. Beck, 1979; Nezu & Nezu, 2015) and Ellis (Ellis & Rovira, 2015; Veasy, 

2015) and has been recognized by mental health practitioners worldwide in its 

effectiveness in reducing depressive symptoms (Jarrett & Vittengl, 2015). Ellis was the 

founder of rational emotive behavioral therapy (REBT; Ellis & Rovira, 2015; O’Kelly & 
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Collard, 2015). The REBT is a cognitive behavioral approach based on the belief that 

individuals have assumptions and beliefs about circumstances they experience, and the 

circumstances themselves do not define how they feel and behave (Ellis & Rovira, 2015; 

Veasy, 2015). One of the REBT fundamental techniques is the ABC model that explains 

the association between thoughts, emotions, and behaviors (Ellis & Rovira, 2015; 

O’Kelly & Collard, 2015).  

The letter A in ABC refers to the activating event, which includes the occurrence 

and implications of the event (O’Kelly & Collard, 2015). The letter B refers to the beliefs 

or interpretations regarding the activing event. The letter C refers to consequences that 

include feelings and behaviors related to the event. Mental health professionals who use 

the ABC model help their patients monitor their reactions in hopes of obtaining a positive 

change (O’Kelly & Collard, 2015; Veasy, 2015). J. S. Beck (1979) explained that 

depression can be explained by the three negative cognitive elements, which suggests that 

the subjective perceptions of events are the result of negative beliefs of the self, internal 

world, and future. Nezu and Nezu (2015) stated that this process leads to arbitrary 

inference and overgeneralization with underlying false beliefs that have become 

combined into enduring schemas. J. S. Beck explained that cognitive therapy is a short-

term, active, directive, and time-limited structured approach that includes a number of 

cognitive and behavioral systems for a wide variety of psychological disorders. Mental 

health professionals use cognitive techniques to test patients’ false beliefs and 

maladaptive assumptions by using specific learning experiences that teach the patient to 

be aware of negative automatic thoughts to distinguish the link between thoughts, cause, 

and behavior (Myles & Shafran, 2015; Nezu & Nezu, 2015). When using Beck’s 
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techniques, mental health providers teach a patient to examine the logic of their false 

automatic thoughts, to replace biased perceptions with reality-oriented beliefs, and to 

recognize and change the false beliefs that predispose to distorted experiences (A.T. 

Beck, 1976; Nezu & Nezu, 2015). 

 Cognitive therapy often involves a mental health professional directing the 

discussion to concentrate on the patient’s issues, which leads to a series of questions that 

help to identify the patient’s inner contradictions and flaws in reasoning (Myles & 

Shafran, 2015; Nathan & Gorman, 2015). Myles and Shafran (2015) explained that with 

regard to major depressive disorder, the consensus among cognitive theory practitioners 

is that depressed people negatively misinterpret their experiences. A mental health 

provider helps the patient recognize automatic negative beliefs and substitute them with 

healthy positive thoughts (J. S. Beck, 1979; Hetrick et al., 2015; Scott et al., 2015). This 

therapy process is most helpful for patients who do not have difficulty expressing their 

problems, but many individuals experience challenges verbalizing their concerns. 

Therefore, a behavioral component was later included, which evolved into cognitive 

behavioral therapy.  

Definition of Cognitive Behavioral Therapy and Techniques 

 In the 1960s, two prominent psychologists, Beck and Ellis, pioneered a concept 

referred to as cognitive behavioral therapy (CBT; Hofmann et al. 2014). The purpose of 

CBT is to alter negative thought process and maladaptive thoughts to more positive and 

acceptable thoughts as well as behavior. Sommers-Flanagan and Sommers-Flanagan 

(2015) explained that maladaptive behavior is believed to intervene with a patient’s life, 

evoking troublesome and counterproductive behavior. Gallagher et al. (2015) and Scott, 
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Klech, Lewis, and Simons (2015) found that the treatment of such thoughts and behavior 

is concentrated on altering the maladaptive behavior into more positive behavior. 

Hofmann et al. (2014) indicated that CBT focuses on changing patient’s thought process 

for the purpose of altering unhealthy behavior. Through the CBT treatment, the mental 

health provider guides the patient to recognize unhealthy behavior. The success of the 

CBT treatment heavily relied on the mental health provider’s ability to properly guide the 

patient for the change in the patient’s behavior to occur (Hofmann et al., 2014; Kobak et 

al., 2015). The mental health practitioner “nudges” the patient into a more positive 

direction.  

 Mental health providers who employ CBT treatment focus on changing patient’s 

thought process to influence the behavior that needs to be altered (Kobak et al., 2015; 

Rathod, Kingdon, Pinninti, Turkington, & Phiri, 2015). The premise of CBT is to identify 

thoughts and behavior that cause patient concern and to alter the thinking process with 

the purpose of readjusting the behaviors into an acceptable pattern (Mehta & Sagar, 2015; 

Sudak et al., 2015). One of the important elements of CBT is to determine patient’s 

negative automatic thoughts and to recognize repeating thoughts and their effect. Wenzel 

(2013) stated that CBT enables patients to take active role in their treatment and be less 

dependent on their mental health provider. Hofmann et al. (2014) explained that a variety 

of CBT techniques may be applied to help patients to examine their thoughts and alter 

their behavior.  

Some of these techniques entail assignment, cognitive rehearsal, journaling, 

modeling, conditioning, and validity testing (Bae, Kim, & Park, 2008; Scott et al., 2015; 

Sommers-Flanagan & Sommers-Flanagan, 2015). Assignment entails the process of 
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providing the patient instructions to complete a specific task between therapy sessions. 

The purpose of the assignment is for the patient to concentrate on practicing the behavior 

that needs to be altered (Cronin, Lawrence, Taylor, Norton, & Kazantzis, 2015). Hetrick 

et al. (2015) explained that cognitive rehearsal is used by a mental health provider during 

a session to guide the patient though an imaginary scenario. The mental health provider 

then instructs the patient on how to cope with the situation as if it occurred in reality. To 

help the patient recognize their thoughts, feelings, and actions during particular 

situations, mental health providers request their patients to do journaling (Daniels, 2015; 

Doehring, 2015). This process allows patients to become more cognizant of their 

behaviors and the potential concern of those behaviors. 

Rawson and Galanter (2015) pointed out that the modeling technique allows the 

patient to view the behavior that is preferred and practice that particular behavior. 

Conditioning technique enacts negative consequences to banish undesired behavior 

(Myles & Shafran, 2015). Validity testing explores patient’s rationale and legitimacy of 

automatic thoughts and schemas (Nathan & Gorman, 2015). This process entails a mental 

health provider asking a patient to provide proof that a schema is accurate. If the patient 

cannot produce evidence that the schema is true, the error in the schema is revealed to the 

patient. CBT’s effectiveness is range from lowering levels of binge eating (Lammers, 

Vroling, Ouwens, Engels, & Strien, 2015); yielding significant relief to individuals who 

experienced psychological and physical trauma (Strasser, 2015) as well as minimizing 

PTSD symptoms (Diehle, 2015); and helping children and adults with obsessive-

compulsive disorder (Olatunji, Davis, Powers, & Smits, 2015) among many others 

psychological and physical disorders.  



41 

 

 

Several empirical studies indicate that over 60 years, CBT has been effective in 

decreasing depressive symptoms (Daniels, 2015; Hetrick et al., 2015; Koenig et al., 2015; 

Pearce et al., 2015). CBT has been also numerously and successfully employed in 

telehealth (Nelson & Duncan, 2015; Scott et al., 2015). CBT has been applied in studies 

that entailed internet, phone, and videoconferencing (Chavira, Bustos, Garcia, & 

Camacho, 2015; Khanna & Kendall, 2015; Nelson & Duncan, 2015). Myers and Truvey 

(2012) explained that CBT has been notoriously recognized by a variety of mental health 

providers as a suitable method that can be successfully used via technology, especially 

videoconferencing. Thus, this is the reason I selected CBT for this research, which served 

as the treatment method for adult depressed women who received psychotherapy through 

videoconferencing and in-person.  

Effectiveness of Cognitive Behavioral Therapy via Technology  

CBT has been compared in a number of studies via technology and has proved to 

be equally effective in face-to-face treatment (Chakrabarti, 2015; Nelson & Duncan, 

2015). CBT yielded positive outcomes favoring technology-based delivery, such as 

telephone, internet, and videoconferencing for a variety of psychiatric disorders 

(Chakrabarti, 2015; Khanna & Kendall, 2015). For instance, Kaldo et al. (2015) 

conducted a study that examined Internet behavioral therapy effectiveness for patients 

suffering from insomnia when compared to a control treatment. The study consisted of 

148 adults suffering from insomnia (Kaldo et al., 2015). Participants were divided into 

two groups, the first group received internet-delivered cognitive behavioral therapy for 

insomnia (ICBT-i) and the other received active internet-based control treatment. 

Treatment duration was 8 weeks with 6- and 12-month follow-ups (Kaldo et al., 2015). 
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Results revealed that 51% (Cohen’s d = .85) of the participants insomnia symptoms were 

reduced compared to the 24% of participants who received active control treatment 

(Kaldo et al., 2015).   

Yuen et al. (2013) conducted a study that entailed the effectiveness of CBT 

delivered via videoconferencing for 24 adults with social anxiety disorder (SAD). The 

videoconferencing treatment was administered for 12 weekly sessions. Yuen et al. 

revealed that 91 % of participants reported decreased fear and over 94% of participants 

were satisfied with therapy delivery, over 70 % of participants commented on the 

convenience of videoconferencing treatment. Théberge-Lapointe et al. (2015) conducted 

a study entailing efficacy of CBT delivery through videoconference to five adults with 

generalized anxiety disorder. The results revealed that all five participants’ symptoms 

improved and showing no symptom reduction after 12-month follow-up.  

Alfano and Beidel (2014) conducted an 8-week CBT videoconferencing 

comparing to CBT traditional in-person format to depressed minors. The study results 

indicated that both video and face-to-face CBT showed reduced depression scores after 

the treatment. Alfano and Beidel pointed out that more than 80% of participants no 

longer met criteria for a depression diagnosis. Alfano and Beidel further explained that 

CBT via videoconferencing demonstrated greater symptom reduction in participants than 

traditional, in-person, CBT delivery. Malhotra, Chakrabarti, and Shah (2013) conducted 

five randomized controlled trials that compared in-person and via videoconferencing 

delivery. The study consisted of 1054 participants from general psychiatric services with 

a variety of psychiatric disorders, including depression (Malhotra et al., 2013). Study 

revealed considerable reduction in depressive symptoms in both forms of psychotherapy 
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delivery. No statistical significance between in-person and videoconferencing was 

detected (Malhotra et al., 2013). Myers and Turvey (2012) explained that six out of eight 

empirical studies revealed that CBT delivered through videoconferencing has been 

successful in reducing depressive symptoms and showed no change in those symptoms 

post-treatment.  

Chakrabarti (2015) pointed out that CBT treatment is most compatible to 

videoconferencing because it is structured, short-term, and allows the patients to take an 

active role in the treatment process. Research also indicates that because CBT is less 

dependent on the therapeutic relationship, it is less likely to be affected by the potential 

technical limitations of videoconferencing (Chakrabarti, 2015; Nelson & Duncan, 2015). 

Chakrabarti (2015) stated that in recent years over 64 studies that entailed the use of CBT 

delivered via videoconferencing has been conducted. It concluded that CBT via 

videoconferencing was not only a feasible option for treatment but also successful in 

minimizing symptoms, linked to have high satisfaction among participants, and seemed 

to be as effective as face-to-face treatment (Chakrabarti, 2015; Chavira et al., 2015). The 

present dissertation study focuses on adult depressed women receiving CBT treatment via 

videoconferencing and in-person delivery. 

Depression and Symptoms 

Approximately 15 million people in the United States, or one in 10 adults, 

experience depression each year, and two-thirds of that population do not get help (Nami, 

2009). Research indicates that depression may occur at any time and often can last 

anywhere from weeks, to months, to years (Brewer & Olive, 2014; Kessler, 2003). 

People’s moods often vary from elevated to severely depressed. Those individuals who 
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experience elevated moods also often experience difficulty concentrating, racing 

thoughts, insomnia, and fatigue (American Psychiatric Association, 2013). Individuals 

who experience minor depression may have low energy, an increase or decrease in 

appetite, as well as feelings of hopelessness, lack of worth, and suicidal ideation (Carek, 

Laibstain, & Carek, 2011). The Diagnostic and Statistical Manual of Mental Disorders 

(DSM-5-TM; American Psychiatric Association, 2013) described that depressive 

disorders entail dysthymia, or continual depressive disorder, as well as disruptive mood 

dysregulation disorder, premenstrual dysphoric disorder, depressive episodes, and 

substance- and medication-induced depressive disorder. The main difference among these 

disorders is the duration and presumed set of etiology.  

The features of described depressive disorders include irritable moods, and 

feelings of sadness, worthlessness, and emptiness, which are linked to negatively 

influencing one’s cognitive and somatic functioning (American Psychiatric Association, 

2013) Researchers suggested that depressed people lose interest or pleasure in activities 

that used to be enjoyable (Belbase et al., 2014). In addition, when experiencing depressed 

feelings, some may have thoughts of death or attempt suicide. Brewer and Olive (2014) 

explained that changes in mood influence a person’s wellbeing and ability to successfully 

function in a society. Empirically-supported treatments, such as pharmacological and 

psychotherapy interventions, or the combination of both, have been known to be effective 

in treating depression (Duncan et al., 2013).  

Depression is generally defined as a mood disorder characterized by a consistent 

feeling of loss of interest as well as sadness. Depression can sometimes be referred to as 

clinical depression or major depressive disorder (MDD). In most cases, depression affects 
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how individuals behave, feel, and think. In some cases, depression can culminate in 

various physical, emotional, and psychological problems (American Psychiatric 

Association, 2013; Gao et al., 2013). Marcus, Yasamy, Van Ommeren, Chisholm, and 

Saxena (2013) stated that “depression often comes with symptoms of anxiety, and may 

become chronic or recurrent, and lead to substantial impairments in an individual’s 

ability to take care of his or her everyday responsibilities” (p. 1).  

Individuals with a depressive episode exhibit a number of symptoms, which 

include, but are not limited to, the following: loss of enjoyment and interest, negative 

mood, and high levels of fatigue (Angst et al., 2011). The severity of the depressive 

episode in most cases determines the category of the episode. For instance, a depressive 

episode can be categorized as mild, moderate, or severe. Individuals who doctors 

consider to be suffering from severe episodes are unlikely to effectively undertake social 

work and domestic activities (Angst et al., 2011). On the other hand, individuals 

characterized with mild and moderate depressive episodes are likely to effectively 

undertake social work and engage in domestic activities (Mitchell et al., 1999). Bipolar 

affective disorder is characterized by both the depressive episodes and the manic episodes 

that are separated by normal moods. In essence, manic episodes are characterized by 

increased levels of energy and moods, which subsequently result in over-activity among 

other behavioral constructs, such as reduced need for sleep (American Psychiatric 

Association, 2013).  

Causes of Depression 

Researchers have not identified any distinct causes of depression. However, the 

literature does include various causes of mental disorders that subsequently result in 
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depression. Some of the factors that cause mental disorders among individuals include 

biological differences, hormones, inherited traits, and life events. Life events, such as 

traumatic life experiences, can cause depression. People’s traumatic life experiences, 

such as financial problems, or the loss of a family member, friend, or a childhood trauma, 

are known to cause high levels of stress, which often lead to depressive symptoms and 

depression (Ingram, 2009). Mental disorders, such as schizophrenia, can be passed down 

from family members and are known to cause depression (Young & Young, 2007). In 

relation to biological differences, some individuals may experience physical brain 

changes, which subsequently trigger depressive symptoms (Khalsa, McCarthy, Sharpless, 

Barrett, & Barber, 2011). 

Risk Factors Associated With Depression 

Research indicates that, “depression has been recognized as a clinical syndrome 

for over 2,000 years” (Beck & Alford, 2009, p. 3). Beck and Alford (2009) explained that 

clinicians, doctors, and researchers could not find universally accepted answers to 

questions pertaining to the causes, characteristics, outcomes, and effective treatment of 

depression. Social scientists and medical professionals have also not agreed to identify if 

depression is a type of reaction or disease. Similarly, researchers have not identified 

whether depression is caused primarily by psychological ailments or if depression is 

caused by biological factors (Beck & Alford, 2009).  

Beck and Alford (2009) explained that many investigators tried to answer these 

questions, but the nature of etiology of depression brought divided viewpoints among 

scientists. Some researchers insist that depression is mainly “a psychogenic disorder; 

others maintain just as firmly that it is caused by organic factors. A third group supports 
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the concept of two different types of depression: a psychogenic type and an organic type” 

(Beck & Alford, 2009, p. 4). Since the 1800s, when the French psychiatrist Louis 

Delasiauve used the term depression to describe a psychiatric symptom (Andrews, 2010), 

mental health professionals, medical practitioners, and researchers have undertaken 

various empirical studies to determine the various factors that increase the risk of 

depression (Bellón et al., 2014).  

Cruwys et al. (2014) detected that many adults who develop depression often 

struggle with self-identify and social identification difficulties. Researchers further 

explained that depressive symptoms seem to significantly decrease when individuals 

become involved in the community or seek spiritual guidance (Cruwys et al., 2014). 

Other researchers indicated that symptoms of depression may be seen in people who have 

poor diet or lack intake of food as a result of emotional distress (Carey et al., 2014). 

Carey et al. (2014) explained that out of 3,361 participants who were underweight, 

overweight, obese, and normal weight, individuals who suffered from depression the 

most were underweight.  

 Alderson et al. (2014) and Stafford et al. (2014) explained that factors that 

increase symptoms of depression include chronic illness, such as cancer, heart diseases, 

and diabetes, as well as stressful and traumatic life events. Individuals with low self-

esteem and those who have overly pessimistic views of life are more likely to experience 

depressive symptoms and depression than individuals who feel content with their life and 

have a neutral or a positive outlook (Cruwys, South, Greenaway, & Haslam, 2014). In 

addition, people with poor health or medical conditions, such as high blood pressure, as 

well as a history of high anxiety and substance and alcohol abuse are more likely to 
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experience depressive symptoms and depression (Lancaster et al., 2010).  

Complications Associated With Depression 

Various emotional and physical complications are associated with depression. 

Some of the major depressive symptoms include social isolation and extreme weight loss 

or weight gain (American Psychiatric Association, 2013; Fabricatore et al. (2011). Many 

adults might experience severe migraines, dizziness, muscle aches, and joint pain (Rist, 

Schurks, Burning, & Kurth, 2013). People also experience digestive problems and chest 

and back pain. Individuals who suffer from depression often have relationship 

difficulties, career problems, and family conflicts. Long-term complications associated 

with depression entail loss of wages that result in financial difficulties, social withdrawal 

as well as known to be linked to substance abuse (Blackmore & Chaudron,, 2014; 

Cadigan,& Skinner,2015; Dagher & Green, 2015). Depressed adults may experience 

repetitive thoughts of harm and extreme urges to attempt and commit suicide (Avenevoli, 

Swendsen, Burstein, & Merikangas, 2015; Katon et al., 2013).  

Theories Applied to Treating Depression 

Mental health professionals base effective treatment of depression on 

understanding that not one but a variety of theories help to explain the cause of 

depression. Some of the theories of depression propagated in the past include the 

behavioral theory of depression (Thase, Kingdon, & Turkington, 2014), the evolutionary 

theory of depression (Shalev et al., 2014), and the response styles theory of depression 

(Cooper-Vince, Emmert-Aronson, Pincus, & Comer, 2014; Cuijpers, de Wit, & Taylor, 

2014). Researchers based theories of depression on various ideological constructs, which 

emphasizes the diversified explanations of the causes of depression among individuals 
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(Cooper-Vince et al., 2014; Cuijpers et al., 2014; Thase et al., 2014). The response styles 

theory was a cognitive theory founded on the ideological explanation of depression from 

the perspective of an individual’s responses to the various symptoms of depression 

(Boland, Tansey, & Brooks, 2015; Sarason, Pierce, & Sarason, 2014). Mental health 

professionals have used CBT, which derived from cognitive psychology (Beck 1976; 

Boland et al., 2015), in treating depressive symptoms (Green et al., 2015). Cognitive 

theory suggests that a relationship exists between thoughts, emotions, and behavior, and 

changing one of these processes can yield change in others (Beck 1979; Choudhury, 

2013). The CBT theory is a combination of cognitive and behavioral therapy. Cognitive 

therapy concentrates on the person’s beliefs and ensuring thoughts, with emphasis placed 

on behaviors and the reality of the person’s environment (Diehle, 2015). Researchers 

have found CBT most compatible therapy with telehealth (Beck 1979; Khatri et al., 2014; 

Kivi et al., 2012). Many psychologists focused on the severity of depression symptoms 

based on how individuals respond to those symptoms.  

A central tenet of the response styles theory is that repetitive and racing thoughts 

escalate depression among individuals (Black & Pössel, 2014). Abela, Hankin, Sheshko, 

Fishman, and Stolow (2012) explained that reparative thoughts or “rumination involves 

focusing passively and repetitively on one’s depressive symptoms, as well as on their 

causes, meanings, and consequences without actively taking steps either to alleviate such 

symptoms, or to correct the problems that triggered them” (p. 1). Response styles theory 

suggests that people who frequently react to depressive indications through repetitive 

contemplation are likely to experience prolonged periods of depression (Abela et al., 

2012; Hagen, 2011). Abela et al. (2012) continued to state various ways in which 
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rumination escalates depression among individuals. First, rumination may intensify the 

various negative effects associated with depressed moods (Abela et al., 2012). This 

eventually leads individuals to engage in negative inferences and attribution, which 

subsequently escalates depression in individuals. Second, Barbic, Durisko, and Andrews 

(2014) pointed out that rumination can effectively restrict behaviors that could be 

employed to reduce the negative inferences and attitudes associated with depression. 

Last, rumination escalates depression in the sense that it negatively affects and hinders 

the development of effective problem solving skills among individuals (Abela et al., 

2012). Mental health practitioners can form the treatment of depression largely on the 

tenets highlighted in the response styles theory through integrating various treatment 

options aimed at reducing rumination among individuals suffering from depression.  

Another theory used in the treatment of depression is behavioral theory, found by 

Watson and Skinner (Carvalho & Hopko, 2011; Rachman, 2014). Behavioral theory is 

based on the ideology that certain avoidant behaviors and environmental changes inhibit 

people from various environmental reinforcements and rewards, which eventually lead to 

the development of depression (Carvalho & Hopko, 2011; Rachman, 2014). Carvalho and 

Hopko (2011) critically analyzed behavioral theory and depression from the perspectives 

of avoidance and depressive symptoms. In their study, Carvalho and Hopko found that 

self-reported environmental rewards, such as a daily diary, positively influenced an 

individual’s mood. Those patients who wrote in a dairy on a daily basis saw this 

experience as a reward, which helped to manage depressive symptoms both in females 

and males (Carvalho & Hopko, 2011). Carvalho and Hopko found that females who 

wrote daily diary entries were slightly more emotionally invested than their counterparts. 
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Depression treatments can hinge on behavioral constructs postulated in behavioral theory, 

such as integrating behaviors that promote environmental reinforcement and reward.  

Treatment 

Medications to Treat Depression 

Mental health professionals have developed a variety of treatment options, which 

can be effective in treating depression. The most popular medication prescribed in the 

United States to treat depression is antidepressants (Andrews, 2010; Kirsch, 2014). 

Research reveals that antidepressant medication, with the incorporation of psychotherapy, 

significantly decreases symptoms of depression (Xue et al., 2013). Some antidepressant 

medication includes monoamine oxidase inhibitors (MAOI), selective serotonin reuptake 

inhibitors (SSRI), atypical antidepressants, and tricyclic antidepressants, as well as 

norepinephrine reuptake inhibitors (Shulman, Herrmann, & Walker, 2013).  

Examples of popular SSRIs prescribed to treat depression include citalopram 

(Celexa), sertraline (Zoloft), paroxetine (Paxil), luoxetine (Prozac), and escitalopram 

(Lexapro). Unlike other medication, mental health professionals consider SSRIs effective 

antidepressants in the sense that patients’ experiences fewer side effects (Shulman et al., 

2013). Some of the serotonin and norepinephrine reuptake inhibitors (SNRIs) that treat 

depression are venlafaxine (Effexor XR), duloxetine (Cymbalta), and desvenlafaxine 

(Pan, Kuo, Chan, & McCrone, 2014). Additionally, an individual may be treated with 

norepinephrine and dopamine reuptake inhibitors (NDRIs). One example of the NDRI is 

bupropion (Wellbutrin), which is considered an effective medication characterized with 

minimal sexual side effects (Xue et al., 2013).  

Doctors rarely prescribe tricyclic antidepressants to treat depression, and employ 
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the medication only in cases where other inhibitors have failed. The decrease in 

prescribing this medication is because tricyclic antidepressants are characterized with 

severe side effects (Von Wolff et al., 2013). Health care professionals consider MAOIs as 

strong inhibitors that require a strict diet in the sense that most MAOIs have different 

interactions with foods (Shulman et al., 2013; Xue et al., 2013). MAOIs interact with 

various medications, which implies that these medications cannot be used interactively 

with other medications, such as SSRI. Examples of MAOIs include tranylcypromine 

(Parnate), selegiline (Emsam) and phenelzine (Nardil; Shulman et al., 2013). 

Psychotherapy Treatment for Depression  

The most popular and effective treatment option to treat depression is 

psychotherapy (Hind et al., 2014; Nathan & Gorman, 2015; Verdoux, Cortaredona, 

Dumesnil, Sebbah, & Verger, 2014). Psychotherapy often involves the process of talking 

to a mental health care professional regarding depressive symptoms (Craighead & 

Dunlop, 2014; Verdoux et al., 2014). Psychotherapy enables the patient to adjust to the 

current difficulty or crisis he or she is facing, and helps the patient develop positive 

interactions with other individuals through exploring experiences and relationships 

(Craighead & Dunlop, 2014). Psychotherapy also helps explore and identify developing 

issues that contribute to increased depression.  

Psychotherapists generally adapt multifaceted strategies aimed at reducing the 

effect of depressive symptoms and depression for patients (Jiang et al., 2014). Many 

patients are able to gain control of emotions and feelings, as well as become more aware 

when to reach out for help through the process of psychotherapy (Dekker et al., 2014; 

Huibers et al., 2014). Psychotherapy helps the individual to regain a sense of control and 
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satisfaction through accepting the self. The psychotherapy process can be short-term or 

long-term, but regardless of the duration, most mental health providers’ objectives during 

therapy are to provide clarity on the problem that the patient is experiencing and help to 

alleviate the symptoms.  

Depression in Women 

Depression is ranked as the third leading illness among the adult population and is 

the number one cause of disease among women, particularly those women who reside in 

low- and middle-income countries (World Health Organization, 2008). Previous studies 

indicated that regardless of race or ethnic background, women experience two to three 

times the rate of depression as men do (Gomez, Summers, Wolf, & Summers, 2014; 

Nami, 2009). Research also revealed that approximately one in eight women may suffer 

from MDD (WHO, 2008). Compared to socioeconomically privileged groups, 

underprivileged adults, particularly adult women, are more likely to develop symptoms of 

depression (Batterham, Christensen, & Calear, 2013). Research suggests that high levels 

of depressed mood are stronger for married women than for unmarried women 

(Mohammadi, Ebrahimi, & Hasanzadeh, 2014). Kessler (2003) explained that women 

who find themselves in traditional female roles are more inclined to experience negative 

moods and depression.  

Brewer and Olive (2014) found that interpersonal dependency and the need to 

satisfy others is known to elevate symptoms of depression in women. Some theorists 

believed that women are more affected by depressed moods than men, because women 

frequently experience low levels of satisfaction and higher levels of stress (Travis, 2014). 

According to Papageorgiou and Siegle (2003), rumination theory suggests that females 
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tend to dwell and focus on everyday issues more than males, and as a result, fleeting 

symptoms of dysphoric episodes of depression can develop. Researchers have also 

documented that lack of family support, marital issues, cultural and social pressures, as 

well as poor health increase the likelihood of depression (Sbarra, Emery, Beam, & Ocker, 

2014; Schoenfeld & Cameron, 2015).  

Studies have shown that depression affects people’s willingness to partake in 

risky behavior (Lighthall, Mather, & Gorlick, 2009). However, risky or thrill-seeking 

behavior may significantly vary between females and males. For instance, The National 

Alliance on Mental Illness (NAMI, 2014) pointed out that many women tend to respond 

to depression by excluding oneself from social groups and negating any social support 

provided, whereas men respond to depression with increased competitiveness and thrill-

seeking behavior (Lighthall et al., 2009). Some researchers suggested that it is not 

uncommon for women to experience depressive symptoms because of watching too much 

television, working long hours on a computer, and driving a vehicle (Teychenne, Ball, & 

Salmon, 2010; Teychenne, Torres, McNaughton, Salmon, & Ball, 2014). Similarly, 

women who suffer from body image issues and a poor quality diet (Ruusunen et al., 

2014), especially those who are socioeconomically disadvantaged, have an increased 

probability of depressive mood and depression (Chocano-Bedoya et al., 2013; Pearson & 

Biddle, 2011) 

Depression in women is a common problem and has attracted an increasing 

interest among various researchers (Kohen, 2010; Sanchez-Villegas et al., 2012). As 

postulated by Kohen (2010), women are more likely to be depressed because they 

undergo various lifecycles that are susceptible to the illness. For instance, women display 
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high levels of depression in certain life phases, such as postpubertal, premenopausal, 

premenstrual, and perinatal (Kohen, 2010). The same sentiments were expressed by 

researchers of the NAMI (2014), who explained that women express high levels of 

depression with the following constructs: anxiety, oversleeping, increase in appetite and 

body weight, and somatization, which are considered the physical expression of mental 

distress. The NAMI (2008) stated: 

one out of every eight women will suffer from clinical depression in her lifetime. 

Women also experience higher rates of seasonal affective disorder (SAD) and 

dysthymia (chronic depression) than men. While the rate of bipolar disorder 

(manic depression) is similar in men and women, women have higher rates of the 

depressed phase of manic depression [sic] and women are three times more likely 

to experience rapid-cycling bipolar disorder. (p. 1) 

Research shows that gender variations in depression rates among women and men can be 

well-analyzed from biological, psychological, social, and genetic factors (NAMI, 2014). 

Lack of Accessibility  

 Although numerous clinical advances exist in the mental health and medical fields 

to treat depression, these advances do not improve treatment accessibility to individuals 

with physical disabilities, economic constraints, and those who live in rural areas, which 

continues to be a serious concern (Thomas et al., 2012). Popplewell et al. (2014) 

explained that a life opportunities survey revealed that people with chronic impairments 

reported experiencing significant difficulties with making an appointment with a mental 

health care provider. Participants reported that obtaining suitable transpiration was often 

challenging and time consuming (Popplewell et al., 2014). The survey also indicated that 
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physically disabled individuals frequently experienced difficulty getting into a health care 

provider’s building (Popplewell et al., 2014). 

Gilroy et al. (2014) and Kempen and Zijlstra (2014) found that individuals who 

live in low-income communities reported feeling uncomfortable seeing a health care 

provider in person. Many low-income adults experience poor quality of care, which is 

often associated with being economically disadvantaged (Allen, Wright, Harding, & 

Broffman, 2014). Researchers also revealed that out of 140 women who live in rural 

areas, 76.8 % reported they were either depressed or were experiencing symptoms of 

depression (Groh, 2013). In addition, women in rural areas diagnosed with depression do 

not have the means to travel the distance to see a mental health professional, which in 

some cases is 60 miles away from their homes (Thomas et al., 2012). Another study 

showed that out of 260 adult depressed women in rural areas, 20% did not have 

transportation to see a doctor (Pradeepet al., 2014). These represent a few barriers women 

with disabilities, distance, and monetary difficulties have to face when seeking a mental 

health care provider.  

Integrating Technology and Clinical Practice 

Advances in the information and communication technology industry have 

promoted the adoption of technology in the clinical practice of treating depression. 

Researchers have employed various technologies to treat depression in a number of ways 

(Perle et al., 2014; Simpson & Reid, 2014). Some of the technologies employed to treat 

depression include home-based telehealth, the use of computer-based behavioral and 

cognitive therapies, the use of text and aided therapy, and the use of internet-based 

psychological treatments for depression (Kivi et al., 2014; Wodarski & Frimpong, 2015). 
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Many researchers explained that the psychotherapy delivery via the Internet is gaining 

momentum in the treatment of depression (Khatri, Marziali, Tchernikov, & Shepherd, 

2014; Scogin et al., 2014). One application of the Internet-based cognitive behavioral 

therapy is the provision of therapeutic services through the use of internet-based systems, 

such as email. Additionally, researchers widely recognize CBT as one of the most 

effective approaches in helping people overcome depression (Butler, Chapman, Forman, 

& Beck, 2006; Jayasekara, Procter, Deuter, & Hampel, 2014). Yoshimura et al. (2014) 

explained that CBT not only minimizes symptoms of depression, but also alters 

processing in medial prefrontal and ventral anterior cingulated cortex activity, which is 

linked to self-referential functioning. Researchers also revealed that both cognitive 

therapy and CBT have been effective when delivered via technology (Dobson & Khatri, 

2000). Butler et al. (2006) revealed that women who are between the ages of 37 and 40 

(N = 1,868) and who completed at least one psychotherapy session may see an 8% 

improvement in their condition; by completing 12 sessions, the researchers detected a 

62% improvement (r = 0.-91; Beck & Alford, 2009). Researchers also recognized 

cognitive therapy for depression as the most amenable to psychotherapy 

videoconferencing (Duncan et al., 2013). Myles and Shafran (2015) indicated that face-

to-face CBT psychotherapy is highly effective in treating depression, but access to face-

to-face psychotherapy is often limited. Individuals who reside in rural areas, those who 

have no means of transportation, and those who have a severe physical impairment may 

not have access to psychotherapy because of their limited transportation options (Durland 

et al., 2014; Scogin et al., 2014). Some researchers suggested that providing 

psychotherapy via the Internet, such as videoconferencing and email, is effective in 
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decreasing a patient’s symptoms because of its non-invasive approach (Anthony, 2014; 

Koenig & Butters, 2014).  

Many mental health professionals also believe that the use of Internet-based 

technologies improves the accessibility of therapeutic intervention, which subsequently 

enhances the efficiency and effectiveness of treating depression (Duncan et al., 2013; 

Durland et al., 2014). Newman et al. (2011) investigated the use of technology-assisted 

help in the treatment of depression. Newman et al. indicated that the use of technology-

assisted help, which provided minimal contact, provided effective treatment of depression 

among individuals. Specifically, Newman et al. found that “predominantly self-help 

computer-based cognitive and behavioral interventions are efficacious in the treatment of 

subthreshold mood disorders” (p. 100). Strachan, Gros, Ruggiero, Lejuez, and Acierno 

(2012) investigated the use of home-based telehealth technologies to treat depression 

among patients. In their study, Strachan et al. discovered that the use of home-based 

telehealth technologies significantly improved the treatment of depression among 

individuals. Particularly, Strachan et al. revealed that, “participants in both conditions 

experienced reductions in depression, anxiety, and posttraumatic stress disorder (PTSD) 

symptoms between pre- and post-traumatic, suggesting that HBT application of an 

integrated PTSD treatment may be feasible and effective” (p. 560). This analysis directly 

indicated that the use of technology-based systems significantly improves the treatment 

of depression among individuals. However, the level of effectiveness associated with the 

use of technology-based treatments of depression is not sufficient enough to solely rely 

on this method. Empirical researchers indicated that a dire need exists to effectively 

integrate the use of a hybrid treatment and intervention strategy that combines two or 
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more treatment options (Scogin et al., 2014). Mental health professionals can effectively 

undertake the treatment of depression by combining the use of traditional and 

technology-based treatment interventions.  

Telepsychology 

Telepsychology is the process of undertaking psychotherapy initiatives by a 

mental health professional located at a remote place from the patient’s location. 

Telepsychology has gained tremendous use in conducting therapeutic treatments among 

patients (Christensen et al., 2014). Psychologists can use various technological mediums 

in undertaking telepsychology such as Internet-based mediums (email and 

videoconferencing) and the use of the telephone. Kaplan (1997) interpreted tele-

psychotherapy as psychotherapy administered by a mental health professional “at a 

location different from the patient's through bidirectional communication technology 

supporting real-time interactivity in the audio, audiovisual, or text modalities” (p. 1). 

Research indicates that some studies have been effective in symptom reduction when 

telepsychology is used by mental health providers. For instance, Egede et al. (2015) 

conducted a study that consisted of 780 adult depressed patients over the course of four 

years. Participants were divided into two groups, which entailed 120 individuals who 

received home-based telehealth treatment and 121 individuals received in-person 

treatment for a period of 12 months. Egede et al. (2015) study revealed no significant 

statistical difference between participants who received home-based telehealth and those 

who received in-person treatment. However, the increased use and acceptance of 

telepsychology is accompanied by various security concerns. Researchers attributed this 

to the fact that most mental health providers emphasize the advantages associated with 
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telepsychology at the expense of the various risks associated with the use of 

telepsychology, especially the use of Internet-based telepsychology platforms (Schwartz 

& Lonborg, 2011). Many researchers suggested that mental health professionals 

increasingly depend upon patient interaction via the Internet “despite the growing 

presence of threats to online security” (Schwartz & Lonborg, 2011, p. 419).  

 In order to effectively promote the use of telepsychology, an urgent need exists to 

accept and implement psychotherapy initiatives based on various security frameworks, 

such as the use of HIPAA and HITECH Act security laws. Mental health providers have 

to take not only universal safety precautions when offering their services via technology, 

but also have to take security measures to ensure that no exposure of confidential 

information occurs, that patients are aware of their rights, and that data records are stored 

appropriately. Psychologists who provide their services remotely need to abide by the 

Ethical Principles of Psychologist and Code of Conduct regardless of the treatment 

delivery (American Psychological Association, 2010). Luxton, Pruitt, and Osenbach 

(2014) explained that when mental health providers offer their services via technology, 

they must place physical and electronic safeguards to assure confidentiality. Gellis et al. 

(2014) and Khatri (2014) explained that to increase security and safety, mental health 

providers who provide telehealth need to always assure that patients’ information in both 

verbal and in written form is protected. Mental health providers should also advise 

patients, for their own security, to have videoconferencing sessions in a private 

environment where they are not overheard by others (Luxton et al., 2014). Practitioners 

conducting psychotherapy remotely need to have a safety plan in place and be cognizant 

of the applicability of the American Telemedicine Association, Health Information 
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Technology for Economic and Clinical Health Act, and the Health Insurance Portability 

and Accountability Act. A safety plan is vital for practitioners who provide remote 

psychotherapy. During remote psychotherapy, patients may become distressed or 

experience a medical emergency.  

Mental health providers should be prepared for such incidents and should have a 

scripted procedure in place so that patients may contact local authorities for immediate 

assistance (California Board of Psychology, 2012; Luxton et al., 2014). In case of an 

emergency, the mental health provider may also have a professional contact, another 

mental health provider, located in close proximity to the patient’s location. Providers also 

have to abide by state laws, local privacy regulations, and security requirements (Luxton 

et al., 2014; Luxton, Pruitt, O’Brien, & Kramer, 2015). According to Kramer, Kinn, and 

Mishkind (2014), implementing the use of telepsychology based on various security 

standards will largely promote consumer data privacy and integrity. Schwartz and 

Lonborg (2011) also expressed the same sentiments and stated that effective 

implementation of telepsychology should aim at integrating security parameters related 

but not limited to “hardware and software management, confidentiality, informed 

consent, competence, consultation, and continuing education” (p. 419). Luxton et al. 

(2014) explained that mental health professionals need to also be aware of state licensing 

regulations. Every state’s laws have different regulations pertaining to telehealth services, 

security, and the type of mental health provider’s license credentials to offer telehealth 

services (California Board of Psychology, 2015; Kramer et al., 2014). Mental health 

providers who decide to offer telehealth services must confirm with the state licensing 

board that he or she is allowed to provide remote psychotherapy. Since state laws are not 
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universal and the term telehealth may be defined differently, mental health providers 

need to investigate their rights and obligations prior to initiating any psychotherapeutic 

treatment via technology, such as phone, internet, or video (Kramer et al., 2014; Luxton 

et al., 2014). A mental health practitioner should also ensure that the technology he or she 

uses during a session is approved by the licensing board. For instance, California 

Psychology Board (2012) prohibits psychologists to use Skype video program for 

psychotherapeutic sessions because of lack of security and confidentiality. In California, 

prior to offering telehealth services, a licensed psychologist needs to “inform the patient 

the use of telehealth and obtain verbal or written consent from the patient for the use of 

telehealth as an acceptable mode of delivering health care services and public health” 

(California Psychology Board, 2015, p. 51).  

Telephone Therapy 

As previously stated, telephone therapy, the process of offering therapeutic 

services via mobile phones, is one form of telepsychology that mental health 

professionals can use to treat depression and other forms of disorders that require the use 

of therapy. The use of telephone therapy in the treatment of depression has gained 

significance in the past few decades—a factor attributed to the various advantages 

associated with the use of telephone therapy in the treatment of various clinical disorders 

(Mulligan et al., 2014). Stiles-Shields et al. (2014) stated that the use of telephone therapy 

has emerged as an alternative to face-to-face therapy for treating various depression 

disorders among patients. Similar to Internet therapy, telephone-based psychotherapy 

may reduce barriers to accessing psychotherapy for individuals who are limited by 

mobility or geographically restricted. Jones, Ownsworth, and Shum (2015) indicated that 
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psychotherapy delivered via telephone has enhanced emotional adjustment and reduced 

depressive symptoms. Although mental health providers cannot provide visual aids when 

delivering psychotherapy via telephone, mental health providers instead can use their 

voice and nonverbal ques, such as sighing, laughing, or just agreeing, which may increase 

therapeutic alliance (Jones et al., 2015).  

Watson et al. (2013) stated that “a minority of symptomatic patients opt for 

telephone psychological therapy; however, where they do, there are significant 

improvements indicating that telephone-delivered therapy is feasible in patients with high 

needs” (p. 1485). In another study, Mohr et al. (2012) investigated the use of face-to-face 

interactions and the telephone in undertaking CBT for depression. In their study, Mohr et 

al. found that patients with depression who participated in CBT on the phone versus those 

participants who had face-to-face therapy showed the same progress in depression at post 

treatment as participants who had treatment on the phone. Researchers Mulligan et al. 

(2014) found telephone-based psychosis interventions are comparable in terms of 

“quality of relationships developed between therapists and patients during face-to-face 

cognitive behavioral therapy (CBT) therapy” (p. 408). Andersson and Cuijpers (2009) 

found across 12 studies that telephone-based therapy can yield positive results in 

reducing depressive symptoms. Hammond et al. (2012) compared effectiveness of 

cognitive therapy delivered via telephone and face-to-face for depression and anxiety. 

Hammond et al. found no statistically significant differences between telephone-based 

therapy delivery and face-to-face therapy delivery. Hammond et al. noted that individuals 

with more severe symptoms yielded better results with face-to-face therapy. In another 

study, Rose, Skelly, Badger, Ferraro, and Helzer (2014) found that the use of alcohol 
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therapeutic interactive voice response (an outpatient therapy among patients with alcohol 

dependence) enabled daily monitoring of alcohol consumption, offered targeted 

feedback, and facilitated the use of coping skills. This analysis directly underpins the 

various advantages associated with the use of telephone-based therapy in treating various 

clinical disorders. However, the security associated with the use of telephone therapy 

needs to improve in order to promote data privacy and integrity.  

Internet Therapy 

Internet therapy is defined as the process of utilizing the use of Internet-based 

technologies in the provision of therapeutic services to patients. Many researchers have 

conducted empirical studies to illustrate the importance of using the Internet in the 

treatment of depression (Durland et al., 2014; Scogin et al., 2014). For instance, Kivi, 

Hange, Petersson, Johansson, and Björkelund (2012) stated that internet-based therapy is 

a cost effective manner to undertake therapy in a primary care setting. Kivi et al. also 

explained that Internet therapy has proven to be effective in reducing symptoms of 

depression. Results of two different studies indicated that implementation of Internet 

therapy for depression and CBT delivery via the Internet could provide a reasonable 

alternative in treating mild to moderate depression (Khatri et al., 2014; Kivi et al., 2012). 

In another study, Gainsbury and Blaszczynski (2011) investigated the influence of 

Internet-based therapy on the treatment of depression, substance abuse, gambling, and 

smoking addiction among patients. Gainsbury and Blaszczynski (2011) explained that the 

use of traditional therapies was characterized with high attrition rates among many 

individuals, while the use of Internet-based technologies improves the efficiency of 

treating people with pathological gambling substance abuse disorders. Specifically, the 
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authors explained that 70 % of CBT Internet-based therapy participants achieved 

minimum two weeks of consecutive illicit substance abstinence (Gainsbury & 

Blaszczynski, 2011). The results of the data indicated that symptoms of depression, 

anxiety, and pathological gambling of 11,376 adult participants were reduced by 68% in 

a period of 18 months, and continued to stay low for 36 months (Gainsbury & 

Blaszczynski, 2011). Amichai-Hamberger, Klomek, Friedman, Zuckerman, and Shani-

Sherman (2014) and Gainsbury and Blaszczynski stated that while psychotherapy 

delivered via the Internet may be an evolutionary step towards a better and more effective 

treatment option, more research is needed to determine which online psychotherapy or 

Internet-based therapy is most adequate for people with depression.  

Adult et al. (2015) explained that CBT enables long-term relief for individuals 

suffering from depressive symptoms. The depressed adult population showed significant 

improvement when mental health providers implemented a structured CBT intervention, 

for consistent progress with patients Adult et al. (2015) suggested that a mental health 

provider needs to frequently identify challenges and work with the patient toward a 

mutual goal. The researchers discovered that offering CBT via the Internet presented 

many advantages (Hedman et al., 2011). First, the delivery of CBT via the Internet means 

time is used more efficiently (Hedman et al., 2011). In addition, the delivery of CBT via 

the Internet increases the number of patients who can be treated at one given point 

because these patients do not have to physically commute and are less likely to miss 

appointments. This saves on time required for undertaking therapeutic sessions (Hedman 

et al., 2011; Simpson & Reid, 2014). Wagner, Horn, and Maercker (2014) posited that no 

significant difference exists between the use of Internet-based therapies and the use of 
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traditional therapies in the treatment of depression. For instance, Andersson, Cuijpers, 

Carlbring, Riper, and Hedman (2014) stated that guided Internet cognitive behavioral 

therapy (iCBT) and face-to-face treatment are equivalent in terms of overall effects. 

Cuijpers, Donker, Van Straten, Li, and Andersson (2010) and Wagner et al. (2014) also 

expressed the same sentiments. Cuijpers et al. (2010) further indicated that no major 

differences were detected between in-person therapies and mental health providers who 

employ the use of technology.  

Variations exist in the literature regarding the application of Internet-based 

therapy. However, little is known about what patients prefer when they have the option of 

receiving traditional psychotherapy, such as face-to-face, or an alternative psychotherapy 

delivery, such as videoconferencing (Amichai-Hamberger  et al., 2014; Grubbs, Fortney, 

Dean, Williams, & Godleski, 2015; Woolf et al., 2015). There is even a bigger gap 

pertaining to adult depressed women’s treatment delivery preference. This may stem 

from the lack of information offered by mental health providers regarding alternative 

psychotherapy options and the lack of resources available to people about telehealth 

(Luxton et al., 2015; Price & Gros, 2014; Tuerk & Shore, 2015). For this reason, a need 

exists to conduct research on the use of Internet therapy in the treatment of depression 

and other clinical disorders. The results of this study helped to fill the gap in the literature 

by obtaining adult depressed women’s preference for treatment delivery, which provided 

additional insight for mental health practitioners regarding an alternative therapy delivery 

method and the significant demand and benefit it can provide for depressed women who 

are physically and geographically limited and unable to meet a psychologist face-to-face. 
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Videoconferencing 

Another technology with effective applications in the treatment of depression is 

videoconferencing, which entails the patient and a mental health provider viewing each 

other via video during the session. This creates an environment that closely simulates 

meeting face-to-face and also allows viewing of facial expressions, which can provide 

extensive information regarding emotional states of participants. Unlike telephone or 

internet-based therapy, videoconferencing enables the patient and the mental health 

provider to see each other and interact with one another in real-time. Backhaus et al. 

(2012) explained that a variety of remote technologies exist, such as Internet and 

computer-based treatment and interactive video.  

Unlike the Internet computer-based treatment that mainly offers non-verbal 

communication, and interactive video that provides participants with recorded 

information, videoconferencing offers both visual and verbal interaction in-real time. 

Most current method of videoconferencing is conducted via the internet using a secure 

computer software, such as Polycom View-station system, to manage the digital 

communication (Backhaus et al., 2012). Stubbings (2012) explained that the internet 

quality heavily relies on the reliability and speed of the internet connection. The faster the 

internet connection the greater is the quality of the video transmission. Stubbings (2012) 

stated that higher quality internet connection enables videoconferencing treatment bear 

the closest resemblance to face-to-face interactions.  

An advantage of videoconferencing is that it enables clinical interaction to occur 

across distance. Videoconferencing may increase accessibility to culturally relevant 

services (Stubbings, 2012). Mental health professionals who are in demand because of 
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their specialized services, such as CBT treatment for adult depressed population, may 

offer treatment to patients in numerous locations. A specifically trained psychologist, 

working with a particular ethnic minority group, such as Latino adult depressed 

population, could see patients from that specific cultural group across distance. For 

instance, a psychologist located in Los Angeles, California may offer services to Latino 

adult depressed patients in Studio City, California, Pasadena, California or Canyon 

Country, California. Videoconferencing offers accessibility to patients with physical 

impairments and difficulties, such as quadriplegia, or individuals who have severe back, 

and leg pains, which lead to limited mobility. For physically disabled individuals, it is not 

only physically challenging to attend in-person treatment but it may also take a 

considerable amount of time, money, and organization to obtain appropriate 

transportation to reach the appointment.  

Numerous researchers have conducted studies to determine the effectiveness of 

employing the use of videoconferencing in the treatment of depression and other clinical 

disorders among patients (Amichai-Hamberger et al.,2014; Andersson, 2015; Backhaus et 

al., 2012; Coon & Mitterer, 2012). Lazzari, Egan, and Rees (2011) investigated the use of 

videoconferencing in the treatment of depression among adult patients. In their study, 

Lazzari et al. (2011) indicated that the use of videoconferencing in the treatment of 

depression among adults produced positive results as mental health professionals could 

utilize videoconferencing technology to improve and enhance the accessibility of 

treatment for adults. The researchers explained that five behavioral psychotherapy 

sessions conducted via videoconferencing significantly reduced depressive symptoms 

(Lazzari et al., 2011).  
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Lazzari et al. (2011) conducted an uncontrolled pilot study to explore 

acceptability and effectiveness of psychotherapy delivered via videoconferencing. The 

study entailed adult depressed individuals ages 64 to 73 to receive five behavioral 

activation psychotherapy sessions via videoconferencing, with 1 month follow-ups 

(Lazzari et al., 2011). Results indicated that treatment via videoconferencing did not only 

increase positive effects, but also decreased depressive symptoms in older adults (Lazzari 

et al., 2011). Shingleton, Richards, and Thompson-Brenner (2013) explained that 

although some mental health professionals are still reluctant to mix technology with 

therapy, a recent study showed that providing psychotherapy through the use of 

videoconferencing yielded positive results. This result was confirmed in a study done by 

Choi et al. (2014) that entailed Skype video therapy to 121 depressed, low-income, 

homebound individuals age 50 and older. The data indicated that more than 50% of 

individuals expressed positive feedback regarding video therapy and symptom reduction. 

Choi et al. (2014) further explained that no statistical difference was found among 

participants who received in-person therapy and therapy via Skype video. Therefore, for 

those individuals who are homebound and suffer from depression, the most reasonable 

alternative solution to in-person therapy is therapy via video (Choi et al., 2014). This 

study added to the literature by providing insight regarding what adult depressed women 

prefer when choosing between the two delivery methods. This information allows mental 

health professionals to know patients’ demand and the benefits this therapy can yield to 

populations in need of mental health services.  

The results of this study might provide patients’ information on overall treatment 

satisfaction when psychotherapy is delivered via videoconferencing. This may be 
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especially pertinent information to individuals who lack in mobility due to disability. 

Videoconferencing enables a mental health professional and the patient to have a 

synchronous interaction in real time. This particular technology allows a mental health 

provider and a patient to hear, see, and communicate live through the use of cameras. 

Rudestam, Giannetti, and Stamm (2005) stated that using videoconferencing to treat 

mental health is not an issue; rather, the concern pertains to how to provide adequate 

therapy to a patient when face-to-face therapy is not possible. This is particularly 

important if the patient is elderly and not familiar with how to operate the system that 

allows videoconferencing to occur. Rudestam et al. (2005) continued to point out that the 

purpose of integrating psychotherapy with technology is for the patient to benefit in the 

treatment process. Consequently, more information is needed regarding patients’ 

preferences and satisfaction regarding videoconference treatment versus face-to-face 

treatment. 

Thorp et al. (2012) stated that the use of videoconferencing therapy is extremely 

advantageous, because patients no longer have to spend money on gas, deal with traffic, 

parking issues, and other associated high costs of transportation. By using 

videoconferencing, the patient is no longer bound to meet a mental health provider at his 

or her office; instead, the location is up to the patient. Simpson, Bell, Knox, and Mitchell 

(2005) reported that patients who received therapy via videoconferencing showed 

improvement in their condition after three sessions. The patients who received therapy 

via videoconferencing revealed feeling less self-conscious and at ease, as opposed to 

receiving therapy in person. Other researchers agreed that using technology, such as 

videoconferencing, allows flexibility to patients who do not have access to seeing a 
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mental health provider in person (Cartreine et al., 2010). However, technology is not 

without challenges. Although many positive attributes exist to providing therapy via 

videoconferencing, one must foresee possible drawbacks to distance therapy. Possible 

challenges to videoconferencing therapy include ensuring privacy, confidentiality, and 

safety (Kramer et al., 2014; Luxton et al., 2014). Given that the patient can be anywhere 

to have a videoconference session, it is not certain that the environment is private and 

without interruption (Thorp et al., 2012). The patient may also have difficulty operating 

equipment, may experience connectivity issues, and may feel a lack of intimacy with a 

mental health provider.  

Videoconferencing Ethical and Legal Concerns  

 One of the most concerning issues pertaining to videoconferencing is 

confidentiality because psychotherapy provided via digital means cannot be completely 

secure (Myers & Turvey, 2012; Perle et al., 2014; Tuerk & Shore, 2015). Nonetheless, 

specialized system exists that make it challenging for breach of confidentiality to occur, 

particularly because of firewall and encrypted software (Myers & Turvey, 2012; Street, 

Gold, & Manning, 2013). Street, Gold, and Manning (2013) explained that mental health 

providers should always ensure that their patients are fully aware about how the 

transcripts of the sessions are stored. Mental health provider should also consider that the 

setting of the session may limit confidentiality (Coon & Mitterer, 2012). For instance, if 

the patient’s video camera is pointed in one particular direction, which limits the mental 

health provider’s view of the room, it may be possible that the patient is not alone in the 

room during the session.  

Coon and Mitterer (2012) and Myers and Turvey (2012) suggested that when 
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communicating with the patient through videoconferencing, the mental health provider 

should obtain and document the patient’s consent to interact with him or her 

electronically. When a mental health provider conducts sessions via videoconferencing it 

is suggested that the room where the session occurs on both ends of the interaction is able 

to contain the audio, which limits other individuals of overhearing the conversation 

(Coon & Mitterer, 2012; Street et al., 2013). Another concern regarding 

videoconferencing is that a patient may record the digital interaction and upload the 

sessions on social media websites, such as Facebook or YouTube without the mental 

health provider’s knowledge. Myers and Turvey (2012) and Street et al. (2013) suggested 

that because of the potential threat to digital interaction possibly recorded and shared by 

the patient, it may cause the psychotherapist to become distant and guarded, particularly 

about information communicated to the patient.  

 Mental health providers should be aware of the legal aspects of 

videoconferencing, such as state laws, licensure requirements, and possible legal setbacks 

that may arise when providing psychotherapy digitally (Coon & Mitterer, 2012; Luxton 

et al., 2014; Street et al., 2013). For instance, a mental health provider may be sued if 

during a session the patient fainted and the mental health provider was not able to obtain 

immediate help quickly enough. Luxton et al. (2014) and Myers and Turvey (2012) 

explained that prior to initiating digital interaction, the mental health provider must 

obtain informed consent in written format, preferably mailed to the mental health 

provider. If mailing the informed consent is not an option, email may be used, but only if 

the document is in a format that cannot be edited, such as PDF file. The purpose of this 

process is to increase security and ensure that the document is genuine. Informed consent 
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should include instructions detailing potential procedures in case of an emergency 

(Luxton et al., 2014).  

A patient may experience distress during a session or may need medical 

assistance. In situations like this, practitioners should have safety plans in place that 

include explicit instructions for patients and psychotherapists, such as contacting local 

emergency services as well as patients’ emergency contact (Luxton et al., 2014). If the 

patient declines to sign the informed consent, the mental health provider should politely 

decline remote services. Once the informed consent has been obtained, a mental health 

provider who offers remote psychotherapy needs to thoroughly screen the patient and 

review his or her history, and only then decide whether the patient is an appropriate 

candidate for remote psychotherapy (Hertlein & Ancheta, 2014; Thorp et al., 2012). A 

mental health provider needs to verbally and in written formant explain ethical and legal 

responsibility he or she is obligated to, such as notifying authorities if the patient 

discloses the desire to harm his or herself or others. Once the informed consent is 

granted, the mental health provider should thoroughly screen a patient’s history to ensure 

that the patient is not prone to severe panic attacks or a high risk to harm self or others. A 

psychotherapist should offer the patient the option of in-person sessions because of safety 

concerns. Telehealth practitioners should also consider declining remote services to 

patients who have difficulty operating the system and those patients who might be under 

the influence of drugs or alcohol (Luxton et al., 2014). 

Videoconferencing Effectiveness, Patient Satisfaction, and Preference  

Despite possible videoconferencing challenges, Sharp, Kobak, and Osman (2011) 

discovered that 88.8% of participants reported high satisfaction with therapy delivery 
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through videoconferencing. The researchers further verified that most patients preferred 

videoconferencing because of its easy accessibility, flexibility, and effectiveness (Sharp, 

Kobak, & Osman, 2011). Similarly, Dustan and Tooth (2012) stated that establishing a 

working alliance with the patient through videoconferencing is no different from face-to-

face, and researchers have proven this bond to be successfully accomplished via 

videoconferencing. Additionally, with improvements and the creation of user-friendly 

technology, issues relating to operating the equipment are less of a concern.  

Another advantage associated with the use of videoconferencing as technology to 

deliver therapeutic service is that mental health professionals can utilize 

videoconferencing to deliver therapeutic services in rural areas. For example, researchers 

indicated that “it is feasible to use videoconferencing as a means of delivering therapeutic 

interventions for people with chronic conditions in rural communities” (Steel, Cox, & 

Garry, 2011, p. 20). Furthermore, Steel et al. (2011) analyzed 14 studies in which the 

researchers assessed clinical outcomes of therapeutic interventions for chronic conditions 

delivered via videoconferencing, which entailed randomized controlled trials of high 

quality. Steel et al. (2011) and Stubbings (2012) found that psychotherapeutic treatment 

for psychological and physical conditions, such as depression and mobility-impaired 

adults with paraplegia, delivered via videoconferencing yielded similar outcomes to 

treatment delivered in-person. Steel et al. (2011) further explained that therapeutic 

alliance and patient satisfaction with therapy delivery via videoconferencing is possible.  

In another study, Backhaus et al. (2012) undertook a systematic literature review 

in determining the effectiveness of videoconferencing in treating depression among 

patients. Backhaus et al. found that the use of videoconferencing technologies improved 
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the access of therapeutic services in rural and remote places. The researchers explained 

that psychotherapy provided via videoconferencing is not only convenient for many 

individuals, but also positive technological innovations are found to have statistically 

similar results compared to individuals who received therapy in person (Backhaus et al., 

2012). Research also indicates that web-based videoconferencing has yielded not only 

feasible and acceptable form of therapy to face-to-face therapy delivery but also was 

highly preferred due to convenience of the service (King, Brooner, Peirce, Kolodner & 

Kidorf, 2014).  

Backhaus et al. (2012) pointed out that an urgent need exists to conduct more 

clinical trials to determine the effectiveness and efficiency associated with the use of 

videoconferencing technology for therapeutic services. King et al. (2014) investigated the 

feasibility and acceptability of web-based videoconferencing as opposed to in-person 

substance abuse counseling. The study entailed 85 randomly selected participants 

receiving 12 weeks of weekly individual counseling (King et al., 2014). The study 

consisted of 24 participants who received a web-based videoconferencing platform, 

eGetgoing, and 35 participants who received in-person counseling.  

The study’s results indicated higher satisfaction scores from eGetgoing (SD =.44) 

as opposed to in-person (SD = .52; King et al., 2014). King et al. (2014) also revealed that 

therapeutic alliance scores were higher for eGetoing (SD = .68) as opposed to in-person 

(SD =.52; King et al., 2014). In another study, Parikh et al. (2013) investigated the 

acceptability of brief videoconference-based standard neuropsychological tests in adults 

with and without cognitive impairment. The study entailed 40 participants who had 

undergone a brief assessment of a mini-mental state exam via videoconference and in-
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person. Participants were between 50–82 years (SD = 70.8), and 62% were women 

(Parikh et al., 2013). Parikh et al. stated that seven participants were diagnosed with 

Alzheimer’s disease and 12 showed mild cognitive impairment.  

The researchers revealed that all participants completed the assessment and 

satisfactory survey (Parikh et al., 2013). Out of the total sample, 98 % of the participants 

expressed acceptability of videoconference-based test and 100% reported instructions 

were easy to follow and understand (Parikh et al., 2013). Cognitive impaired participants 

(n =19) indicated 95% were satisfied with assessment delivery via videoconferencing, 5% 

were indifferent, and 100% of nonimpaired participants endorsed the testing process 

delivered via videoconferencing (Parikh et al., 2013). Parikh et al. (2013) further 

explained that when participants were asked about their preference of testing delivery, 

60% indicated no preference, with 30% choosing in-person and 10% preferring a test via 

videoconferencing. Parikh et al. stated that majority of 60% of the participants who 

preferred in-person assessment were cognitively impaired, and further research with a 

larger sample that may offer higher statistical significance and functional heterogeneity 

that would ensure generalizability. Research indicates that treatment delivery via 

videoconferencing yields participant satisfaction. Fatehi, Martin-Khan, Smith, Russell, 

and Gray (2015) assessed 24 diabetes patients’ satisfaction with remote weekly, 1-month 

consultation delivered through videoconferencing. All 24 participants showed a 100% 

satisfaction rate for videoconferencing and had no problems building rapport (Fatehi et 

al., 2015). Stubbings (2012) compared patient satisfaction, working alliance, credibility, 

and symptom reduction through CBT via videoconferencing to CBT in-person in adults 

diagnosed with anxiety and depression. The study entailed 26 participants who received 
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12 CBT sessions via videoconferencing and CBT in-person treatments with 6-week 

follow-up (Stubbings, 2012).  

The findings revealed no statistical significance between either modalities in 

regard to satisfaction, working alliance, and credibility perception (Stubbings, 2012). A 

number of researchers have addressed effectiveness of treatment in terms of reducing 

clinical symptomatology, but little is known about preferences and satisfaction of adult 

depressed women in regard to modality delivery, such as videoconferencing (Stubbings, 

2012). By obtaining adult depressed women’s preferences between CBT videoconference 

versus CBT face-to-face treatment delivery, the study results might provide patients with 

information regarding overall treatment satisfaction when psychotherapy is delivered via 

videoconferencing. By doing so, I aimed to fill the gap in the literature on this topic. 

Dunstan and Tooth (2012) conducted a pilot study to evaluate the provision of treatment 

using videoconferencing. In their study, the use of videoconferencing in the provision of 

treatment significantly reduced the level of symptoms associated with the disorder 

(Dunstan & Tooth, 2012). Dunstan and Tooth (2012) revealed that those participants who 

engaged in videoconferencing showed a reduction in symptoms and an improvement in 

general life functioning.  

Videoconferencing Insurance Reimbursement and Licensure Concerns  

Technological innovations allow many mental health professionals to provide 

therapy to patients in remote locations. Schoenberg (2015) and Sharp, Kobak, and 

Osman. (2011) further explained that live video or videoconferencing is the most 

reimbursed form of telehealth by insurance providers, including Medicaid. Records 

indicate that as of 2015, 47 states allow live video therapy and Medicaid insurance to 
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offer financial reimbursement (Duncan, 2013; Fatehi  et al., 2015). However, Iowa, 

Massachusetts, and Rhode Island do not have a reimbursement policy for telehealth 

services, and the District of Columbia does not provide any reimbursement for treatment 

via technology (Gellis et al., 2014; Luxton et al., 2015; Perle et al., 2014). This indicates 

that individuals who reside in Iowa, Massachusetts, Rhode Island, and the District of 

Columbia have to either seek private insurance providers, such as Tufts Associated 

Health Maintenance Organization, or pay from their own financial funds.  

Each state also differently defines the term telehealth. Several states specifically 

define telehealth in law and policy (Okoroh  et al., 20162015). In some states’ policies, 

telehealth applies to clinical services only, and phone, fax, and e-mail are excluded from 

the definition (Okoroh et al., 2016). For this reason, every practitioner who wants to 

provide remote treatment delivery needs to be aware of state licensure requirements 

pertaining to treatment via technology, as well as any other state policies and regulations 

regarding telehealth. Being aware of state licensure requirements pertaining to treatment 

via technology is particularly important in the United States because telehealth laws 

differ from state to state and, as a result, insurance coverage also varies by state (Perle et 

al., 2014; Polinski et al., 2015; Schoenberg, 2015). Given that the law pertaining to the 

delivery of CBT services provided via technology varies from state-to-state, I defined 

boundaries by requesting participants to complete demographic information. The 

demographic information involved participants identifying the state from which they 

received remote psychotherapy, as well as specifying if their psychologist provided 

services were from the same state or not. I carefully reviewed demographic data, and if 

the information indicated that videoconferencing was provided in a state that does not 
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support psychotherapy via videoconferencing, those participants were excluded from the 

study.  

Hertlein and Ancheta (2014) explained that many psychologists have not 

embraced technological innovations such as videoconferencing. This is primarily because 

of safety, confidentiality, and privacy risks, as well as state-law limitations. By not 

embracing telehealth, these practitioners may be neglecting populations who are in dire 

need of psychotherapy but unable to receive it in-person because of personal or 

environmental barriers. However, those professionals who have embraced telehealth, 

particularly treatment via videoconferencing, are able to help people remotely, see 

significant improvements, and receive patients’ positive remarks about therapy (Scogin et 

al., 2014; Simpson & Reid, 2014). Dunstan and Tooth (2012) continued to state that 

researchers need to conduct more research in order to determine how various mental 

health practitioners can utilize videoconferencing technology to increase the provision of 

treatment in rural areas.  

Technology and the Therapeutic Alliance 

Many empirical researchers have studied the use of technology in a therapeutic 

alliance. For instance, the use of technology provides various mental health providers 

with diversified options for functions and services that can aid in the provision of therapy 

services to patients (Simpson & Reid, 2014). For example, Germain, Marchand, 

Bouchard, Guay, and Drouin (2010) stated that such technology-based therapy enable 

individuals in need of mental health services to have access to treatment not otherwise 

available to them. The use of technology in the therapeutic alliance enables patients to 

effectively create strong relationships with the mental health providers. Wrzesien, 
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Burkhardt, Alcañiz, and Botella (2011) found in vivo exposure therapy (IVET) and 

augmented reality exposure therapy (ARET) were both effective.  

Both therapies produced improvements in patient responses and allowed patients 

to engage with real stimuli that would normally produce phobic responses (Wrzesien et 

al., 2011). In another study to determine the use of technology in the formation of 

alliances between patients and mental health providers, Richards and Simpson (2014) 

investigated the effect of technology advanced system (goACT) use in developing 

therapeutic alliances and the effect of face-to-face therapy interactions on formation of 

alliance. In their study, Richards and Simpson found goACT broadened the parameters of 

the therapy beyond the one-hour session and proved to be a useful tool for improving the 

quality and quantity of psychotherapy. However, Rini, Porter, Somers, McKee, and 

Keefe (2014) stated that many refuted the notion that implementation of technology can 

promote effective development of working alliances between the patient and the mental 

health provider. For instance, Wagner et al. (2014) and Christensen et al. (2014) pointed 

out that no significant differences existed between traditional therapy and technology-

based therapy regarding the effective creation of therapeutic alliances. Wiarda, McMinn, 

Peterson, and Gregor (2014) investigated the use of technology in note taking and 

forming of a therapeutic alliance through employing various technologies, such as the use 

of intake session, computer, and an iPad. Wiarda et al. found that no significant 

differences existed in the use of the three stated technologies towards creation of 

effective alliances. From this analysis, a lack of uniform agreement is evident regarding 

the efficacy of applying technology-based treatments in the development of therapeutic 

alliances. However, Christensen et al. (2014), Germain et al. (2010), and Richards and 
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Simpson (2014) stressed the positive effects of using technologies in the development of 

therapeutic alliances.  

Summary 

In summation, numerous researchers have addressed the issue of depression 

among individuals. However, a great deal of the literature focused predominantly on the 

causes, symptoms, diagnosis, and risk factors associated with depression. The advances 

in information technologies have created a necessity to adopt the technology-based 

therapeutic treatment options in treating patients with depression. For instance, the 

developments in information technology allowed mental health professionals to use a 

variety of technologies, such as the use of Internet-based therapeutic strategies, which 

entail email, telepsychology, the use of text-based therapy, and the use of 

videoconferencing in treating various disorders, among other technologies (Kramer et al., 

2014; Luxton, Pruitt, & Jenkins-Guarnieri, 2015; Perle et al., 2014). To the detriment of 

many patients, mental health care professionals have not implemented these technologies 

effectively in treating depression and various clinical disorders. Depression affects 

women and is a common problem among the adult population. Researchers indicated that 

most women are more likely to exhibit high levels of depression compared to men 

(Maglione et al., 2014; National Alliance on Mental Illness, 2014). This implies that a 

need exists to undertake a study to analyze the best therapeutic strategies to treat 

depression among female patients. Literature further reveals that there is a substantial 

need for psychotherapy for individuals with physical disabilities, especially for those who 

reside in remote communities (Choi et al., 2014; Dustan & Tooth, 2012). A potential 

solution in addressing the needs of this patient group is by offering psychotherapeutic 
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services via technology. Hertlen and Ancheta (2014) point out that there is a variety of 

systems that can be used by mental health practitioners to provide remote 

communication, such as email, telephone, Internet text-based psychotherapy, virtual 

reality, and videoconferencing. Although every system has its strengths and limitations, it 

is videoconferencing that has the most similarity to face-to-face interaction (Coon & 

Mitterer, 2012; Fatehi et al., 2015). Mental health providers have applied most of the 

technology-based therapeutic interventions and in the treatment of other clinical 

disorders. Researchers have placed little emphasis on the application and integration of 

videoconferencing-based therapies in treating depression among adult women. 

Specifically, most literature highlighted the use of text-based and telephone-based 

technologies in offering therapeutic services to patients. This was especially emphasized 

by Adler, Pritchett, Kauth, and Nadorff (2014) and Andrews, Newby, and Williams 

(2014) when describing the implementation of telepsychology in treating mental health 

related illnesses. This underscores the importance of studying the application of 

videoconferencing to treat women with depression, as well as whether the participants 

prefer videoconference treatment instead of face-to-face treatment. Undertaking this 

study significantly bridged the gap in the literature regarding the application of 

videoconferencing in the treatment of women with depression, as demonstrated with the 

methodology presented in Chapter 3. 
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Chapter 3: Research Method 

 A review of the empirical and clinical literature indicated limited research 

regarding the integration of technology and psychotherapy for depressed adult women. If 

social scientists and mental health practitioners desire to incorporate technological 

advancements in their clinical practice, further analyses and investigation are required. 

This chapter presents comprehensive information regarding the methodology used for 

this study including the purpose statement, research questions and variables, study 

design, setting, samples, and instruments. I also address how data were collected, 

measured, and analyzed, as well as how participants’ confidential information was 

protected.  

Purpose Statement  

The purpose of this quantitative study was to investigate the influence of method 

of delivery (i.e., videoconferencing and in-person) on patient perceptions of the clinical 

experience, patient satisfaction, and therapeutic relationships. I investigated whether 

differences existed in the chosen dependent variables (i.e., patient perceptions of the 

clinical experience, patient satisfaction, and therapeutic relationships) related to the 

method of delivery of treatment (videoconferencing versus in-person). The independent 

variable for this study was method of treatment delivery. The dependent variables were 

patient perceptions of the clinical experience, patient satisfaction, and therapeutic 

relationship with the mental health provider. I conducted statistical analyses to assess 

potential differences in patient perceptions of the clinical experience, patient satisfaction, 

and therapeutic relationship scores of participants receiving in-person and 

videoconference therapy formatted to align with CBT. 
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Research Questions  

 I developed the following research questions and hypotheses based on the 

research problem and purpose of the study. 

 RQ1: To what extent, if any, does CBT treatment delivery method (i.e., 

videoconferencing and in-person) differentiate patient perceptions of the clinical 

experience, as measured by the Treatment Credibility Questionnaire (TCQ)? 

 RQ2: To what extent, if any, does CBT treatment delivery method (i.e., 

videoconferencing and in-person) differentiate patient satisfaction, as measured by the 

Therapy and Therapists Scale (STTS-R)? 

 RQ3: To what extent, if any, does CBT treatment delivery method (i.e., 

videoconferencing and in-person) differentiate therapeutic relationships, as measured by 

the Therapeutic Bond Scales (TBS)? 

Hypotheses 

 The null (H0) and alternative (H1) hypotheses were as follows: 

RQ1: H01: There is no difference in patient perceptions of the clinical experience 

between CBT via videoconferencing and CBT delivered in person.  

 HA1: CBT via videoconferencing produces better patient perceptions of the 

clinical experience compared to CBT delivered in person. 

RQ2: H02: There is no difference in patient satisfaction between CBT via 

videoconferencing and CBT delivered in person. 

 HA2: CBT via videoconferencing produces higher patient satisfaction compared to 

CBT delivered in person. 
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RQ3:  H03: There is no difference in therapeutic relationship between CBT via 

videoconferencing and CBT delivered in person. 

 HA3: CBT via videoconferencing produces better therapeutic relationship 

compared to CBT delivered in person. 

Research Variables 

  I examined the relationships between several variables related to the therapy 

experience. The primary variable of interest was the delivery of treatment 

(videoconferencing vs. face-to-face). The therapy followed the same format based on the 

CBT model of therapeutic treatment. The other variables of interest were patient 

perceptions of the clinical experience, patient satisfaction, and therapeutic relationships. I 

tried to determine, by incorporating working alliance theory, whether the patient and 

mental health professional were able to establish a meaningful therapeutic relationship. I 

assessed this by analyzing patient satisfaction and therapeutic relationship.  

 The treatment delivery method was operationalized as face-to-face counseling or 

videoconference counseling. Therapy treatment was formatted to align with the CBT 

model, as indicated by potential participants’ responses to the demographic questions 

(Appendix A) such as “Did you receive cognitive behavioral therapy, which may have 

entailed homework, writing in a journal, role-playing, problem resolution, and behavioral 

activation, which entails a list of activities for you to engage in and can blocked the 

avoidance of pleasurable activities?” and “What CBT technique(s) did you find most 

effective during your clinical experience?”  The patient’s perceptions of the clinical 

experience were operationalized as experience with clinical sessions. The TCQ (Addis et 

al., 2004) was used to measure outcomes of the therapy experience as related to 
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credibility, expectations, and information as perceived by the participant, using questions 

such as “Was the therapy logical to you?” and “How much do you expect this therapy to 

help you?” Patient satisfaction was operationalized as the patient’s contentment with the 

therapy experience. The STTS-R (Oei & Green, 2008) was used to measure satisfaction 

through statements listed on the scale such as “I am satisfied with the therapy and my 

needs were met by the therapy.” Therapeutic relationship assesses the relationship and 

motivation for therapy. The TBS (Saunders et al., 1989) was used to measure therapeutic 

relationship using questions and statements such as “To what extent are you looking 

forward to your next therapy session?” and “I hoped to work out a particular problem 

that’s been bothering me.” 

Research Design and Rationale 

A quantitative nonexperimental online survey design was used to determine 

preferences of psychotherapy delivery in adult women, and whether these individuals 

benefited from receiving psychotherapy through videoconferencing. I hypothesized that 

patients would have a higher level of satisfaction when the treatment was delivered via 

videoconferencing compared to face to face. The rationale for a quantitative 

nonexperimental online survey design was to provide statistically credible answers to the 

research questions. This design allowed me to draw conclusions from the sample through 

analytical methods (Haslam & McGarty, 2014). I analyzed the data gathered from online 

surveys through descriptive and inferential statistics. I examined the descriptive statistics 

and included frequency, distribution, mean, median, standard deviations, and standard 

errors. An online survey design was most appropriate for this study because it allowed 

me to obtain a diverse and unbiased sample. Because I did not manipulate the 
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independent variable (therapy type), the design was nonexperimental. Because I was 

recruiting participants who had already accessed therapy resources, I was not able to 

place participants in random groups. 

The Internet allows a researcher to easily and quickly collect data from a large 

and diverse population. Internet-based surveys enable researchers to systematically obtain 

data from the target population (Chu & Snider, 2013; Yin, 2014). Similarly, the online 

respondent can complete the online questionnaires in the comfort and privacy of his or 

her home. Batterham (2014) explained that online surveys enable the researcher to ask 

participants numerous questions about topics, thereby providing researchers with 

extensive flexibility in data assessment and analyses. The data input and handling was 

automated (Chu & Snider, 2013), meaning participants’ responses were securely and 

automatically stored in an encrypted survey database, which increased safety and 

handling of data and decreased chances of data loss. An online survey allows the 

researcher to apply advanced statistical procedures to determine reliability, validity, and 

statistical significance (Batterham, 2014; Morgan, Jorm, & Mackinnon, 2013). In the 

social sciences, limitations exist with all research designs, and the online survey design is 

no exception (Kapp, Peters, & Oliver, 2013). The limitation with this design was its 

inability to reach participants who did not have access to the Internet or who did not 

know how to operate a computer. In addition, participants may not have responded 

truthfully, may have felt uncomfortable disclosing personal opinions, may have lacked 

memory, and may have responded carelessly.  

The Role of the Researcher 

I contributed to every phase of the study. Wiid and Diggines (2009) explained that 
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in a quantitative study, the researcher’s primary role is an observer. In this role, the 

researcher does not participate or directly affect the study. I recruited voluntary 

participants via the Internet. I collected and analyzed results from the surveys by using 

the Statistical Package for the Social Sciences (SPSS) software. Prior to conducting this 

study, I obtained approval from Walden University Intuitional Review Board (Approval # 

06-10-16-0310321).  

Population, Setting, and Sample  

Population and Setting  

The population consisted of women ages 40 to 65 diagnosed with MDD who 

received psychotherapy aligned with CBT in person from a psychologist for a minimum 

of 6 months in the last 16 months, as well as women who received psychotherapy aligned 

with CBT via videoconferencing from a psychologist for a minimum of 6 months in the 

last 16 months .The TCQ (Addis et al., 2004), STTS-R (Oei & Green, 2008), and TBS 

(Saunders et al., 1998) were used to gather data related to participants’ psychotherapy. 

According to U.S. Census Bureau (2015) data collected from 2008 to 2010, an estimated 

6,026,998 women ages 40 to 65 live in California. With an estimated 50% of women 

seeking treatment from mental health providers (Luoma, Martin, & Pearson, 2002), the 

approximate population for the study was 3,013,499.  

To obtain a diverse sample of respondents, I obtained the face-to-face therapy 

sample (control group) and videoconferencing sample (test group) from social 

networking websites such as Facebook, LinkedIn, Instagram, Kik messenger, and 

Snapchat. The respondents from these websites were invited to complete an online survey 

from Survey Monkey. Potential participants were required to read and electronically sign 
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an informed consent form that described the criteria for participation. The sample 

included women who received treatment aligned with CBT face to face and women who 

received treatment aligned with CBT via videoconferencing.  

Recruitment of the Sample 

 The study was posted on a popular research Internet survey website, 

surveymonkey.com. An enrollment message was also posted on social networking 

websites such as Facebook, LinkedIn, Instagram, Kik messenger, and Snapchat to recruit 

adult women who met the criteria for participation. Participants were redirected from the 

survey link to the actual study on Survey Monkey. Prior to the initial display of the 

website link to this study, every participant was made aware of the nature of the study 

and was requested to read and sign the consent form prior to participating in the study. At 

the end of the informed consent, participants had the option to exit the survey if they 

chose not to participate in the study. The questionnaire took approximately 20 minutes to 

complete. 

Sampling Method  

 The sample in this study was dependent on specific criteria including gender, age, 

disorder condition, and delivery of psychotherapy treatment. For this reason, the study 

involved a nonprobability purposive sample. Trochim (2006) explained that a 

nonprobability sample enables the researcher to obtain the target population. However, 

this type of sample reduces the generalizability of the outcomes pertaining to participants 

in the study. Given that the survey was Internet based, recruitment bias may have 

occurred because participants who had knowledge of how to operate a computer and 

navigate the Internet were more likely to have been from middle and high socioeconomic 
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groups. Therefore, I presumed that individuals who were not knowledgeable about 

computers or did not have access to a computer would not participate in this study.  

Sample Size 

 Raosoft (2004) explained that to determine the sample size for surveys, the 

researcher needs to use a sample size calculator. To detect a significant difference 

between groups, a minimum sample size was needed. To ensure that the sample had an 

adequate number of participants, I utilized G*Power software (Faul, Erdfelder, Buchner, 

& Lang, 2013). Looking at the difference between two independent means (two groups) 

with a small effect size of .05, alpha .05, and power of .80, I calculated the sample size to 

be 128. Howell (2010) recommended that power be near .80, an alpha of .05, and at least 

a small effect size. Based on the dichotomy of the predictor variable, a minimum sample 

size of 64 participants was needed for each group.  

Eligibility Criteria 

 Participants met all of the following criteria to be included in the study: (a) 40 to 

65 years of age, (b) female, (c) diagnosed with major depressive disorder, (d) received 

CBT face to face or via videoconferencing for a minimum of 6 months in the last 16 

months, and (e) read and signed the consent form. Participants were also asked to 

complete demographic survey. Participants were made aware that their survey data would 

be omitted from the study if they did not meet all of the participation requirements. When 

potential participants agreed to participate in this study, they were asked to complete the 

survey only once. To avoid duplicate information from anonymous participants, Survey 

Monkey identified the same IP address and removed the duplicate data.   
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Description of the Survey Process 

 The TCQ (Addis et al., 2004), STTS-R (Oei & Green, 2008), and TBS (Saunders 

et al., 1989) surveys were available online on Survey Monkey. To make the public aware 

of the study, I posted an enrollment message with a hyperlink to the actual study on 

popular social media websites such as Facebook, LinkedIn, Instagram, Kik messenger, 

and Snapchat. By clicking on the link, potential participants were routed to Survey 

Monkey, which included comprehensive information regarding the nature of the study. 

Potential participants were asked to provide informed consent and were given the option 

to check continue or exit. Individuals who participated in the study were those who 

selected the continue option, linking them to the survey.  

Instrumentation and Materials 

The following sections detail each of the measures used for this study. This study 

involved the use of the TCQ (Addis et al., 2004), which measures patients’ perceptions of 

the credibility and benefit of their therapy. I measured participants’ satisfaction with 

therapy and the mental health provider through the STTS-R (Oei & Green, 2008). To 

measure the quality of the therapeutic relationship based on the patient’s perspective, I 

used the TBS (Sunders, 2001). Further information about each of these instruments is 

listed in the paragraphs below. These instruments are well-known and considered reliable 

amongst mental health professionals.  

Treatment Credibility Questionnaire (TCQ) 

 The TCQ (Addis et al., 2004) consists of six questions, which enabled the 

researcher to assess participants’ perceptions of the credibility and benefit of their 

therapy. Participants responded to the TCQ questionnaire by marking the answer that best 
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identifies their preference, reasoning, and perception of treatment value for each of the 6 

items (see Appendix C). Items 1–5 were measured on a 7-point Likert scale ranging from 

1 (never) to 7 (every time). Question 6 was measured on a 7-point Likert scale ranging 

from 1 (far below) to 7 (far above). This was done to remove any ambiguity in the 

potential responses from participants. A composite score of these questions provided a 

score that reflects the benefit of the therapy, as perceived by the patient, focusing on 

credibility, expectations, and informative nature of the therapy.  

 The reliability of the instrument was achieved by Addis et al. (2004) with an 

internal consistency coefficient of .86. Borkovec and Nau (1972) created the TCQ, which 

until recently, was referred to as the Credibility/Expectancy Questionnaire (CEQ; Devilly 

& Borkovec, 2000). Devilly and Borkovec (2000) supported the instrument by running 

both principal component and confirmatory factory analyses. The TCQ demonstrated 

high internal consistency of .84 for the whole scale. Devilly and Spence (1999) used the 

TCQ to assess the treatment confidence of PTSD patients given cognitive behavioral 

therapy and eye movement desensitization and reprocessing. The TCQ has also assessed 

the credibility of a treatment that evaluated the effect of cognitive behavioral therapy on a 

veteran outpatient group in a lifestyle-management course (Devilly, 2002). The TCQ 

showed a high composite test-retest reliability (r = .83). 

Therapy and Therapist Scale (STTS-R) 

 The Therapy and Therapists Scale (STTS-R; Oei & Green, 2008) consists of 13 

items measured on a 5-point scale, ranging from 1 (strongly agree) to 5 (strongly agree). 

Oei and Green (2008) developed the STTS-R to measuring patients’ levels of satisfaction 

with the therapeutic treatment process. This scale is based on a two-factor model that 



93 

 

 

measures patients’ satisfaction with therapy and satisfaction with the mental health 

professional. Each participant chose an answer that best matches her opinion of the level 

of satisfaction with the therapy and mental health providers for each of the 13 items (see 

Appendix D). Two questions on the survey were modified to remove any ambiguity or 

distinction of therapy received. The first of the two questions, which originally read, “I 

would recommend the program to a friend,” was changed to state, “I would recommend 

this therapy to a friend.” The second question originally read, “I would return to the clinic 

if I needed help” and was modified to “I would return to this therapist if I needed help.” 

Both of these changes were made to the original survey in order to ensure that 

respondents understand that the level of satisfaction for the therapy and mental health 

provider are of interest. I made the modifications to remove any confusion and doubt that 

respondents might have while responding to the survey. Oei and Green (2008) indicated 

that the two-factor measure model has exceptional psychometric properties.  

Confirmatory factor analysis and psychometric properties of this instrument are 

reliable and may prove to be valuable in helping to identify patients’ levels of satisfaction 

with a mental health provider and the therapy process. Thus, the instrument creates two 

scale-level scores: satisfaction with therapy and satisfaction with the mental health 

provider. Reliability for each level has been exhibited in the past; satisfaction with the 

mental health provider had an alpha coefficient of .89, and .90 for satisfaction with 

therapy. The overall scale received a coefficient of .93, indicating a high reliability (Oie 

& Green, 2008). Oie and Green (2008) applied the STTS-R, which was also tested 

against the Zung Self-Rating Depression Scale and the Beck Anxiety Inventory, to 

ascertain its validity and strength. The outcomes showed that the STTS-R was significant 
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in distinguishing between levels of satisfaction as described by the Self-Rating 

Depression Scale and Beck Anxiety Inventory (Oie & Green, 2008).  

Therapeutic Bond Scales (TBS) 

 The TBS (Saunders, 2001) are comprised of three sections with 15 items 

pertaining to working alliance, 17 items relating to empathic resonance, and 18 items 

inquiring about mutual affirmation. Participants responded by marking the answer that 

best identifies their therapeutic relationship and motivation for continuing therapy for the 

17 items that comprise the scales of working alliance, empathic resonance, and mutual 

affirmation (see Appendix B). These three scale scores were created by taking the 

average of the items pertaining to those scales. The purpose of TBS was to measure the 

quality of the therapeutic relationship based on the patients’ point of view (Saunders, 

2001). By using the TBS, my objective is to assess working alliance, empathic resonance, 

and mutual affirmation as a whole.  

Saunders (2001) indicated that the TBS has a high reliability. For instance, the 

working alliance subscale indicates an alpha coefficient of .72. The empathic resonance 

subscale indicates an alpha coefficient of .77, and the mutual affirmation subscale 

indicated an alpha coefficient of .87 (Saunders, 2001). The overall score of the three 

subscales received an alpha coefficient of .62. Validity tests between the TBS and session 

quality found a high positive correlation of .60 (Saunders et al., 1989). Saunders et al. 

(1989) examined each individual scale of the TBS. The Empathetic Resonance Subscale 

(ERS), the Working Alliance Subscale (WAS), and the Mutual Affirmation Subscale 

(MAS) were shown to have acceptable levels of internal consistency, alphas of .77, .72, 

and .87, respectively. 
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The TBS is a well-known instrument and researchers have used this scale in a 

variety of clinical settings, based on high reliability scores; the TBS is considered a 

reliable instrument in mental health (Brandstetter, 2014). Brandstetter (2014) used the 

TBS to study a correlation of therapeutic alliance between face-to-face therapy and 

therapy delivered via technology, such as video, telephone, and email. The study included 

101 participants who answered 107 questionnaires pertaining to treatment delivery via 

face-to-face and e-therapy. Brandstetter found that the TBS showed e-therapy alliance 

was slightly higher than for face-to-face treatment delivery. In the TBS, the ERS subscale 

had an average score of 5.81 (SD = .97), the WAS subscale had an average score of 5.88 

(SD = .73), and the MAS subscale had an average score of 5.39 (SD = 1.04) for e-therapy 

(Brandstetter, 2014). The face-to-face scores showed that the ERS subscale had an 

average score of 6.44 (SD = .62), the WAS subscale an average of 6.09 (SD = .62), and 

the MAS subscale an average score of 6.06 (SD = .73; Brandstetter, 2014). The study 

revealed that therapeutic alliance could be successfully achieved via technology, as the 

test reported a higher mean of e-therapy scores (Brandstetter, 2014). Corso et al. (2012) 

used the TBS to assess the quality of the relationship between patients and providers. The 

researchers showed that the TBS had a high internal consistency of .94, using Cronbach’s 

alpha (Corso et al., 2012). Jones (1995) utilized the TBS and its subscales to explore the 

facilitation of relationships between psychology and psychiatry training groups.  

Data Collection and Analysis 

 Data was collected after receiving approval from Walden University Institutional 

Review Board (Approval # 06-10-16-0310321). Potential participants were informed of 

the nature of the study, including their rights and confidentiality. Potential participants’ 
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involvement was voluntary, with the option to withdraw at any time from the survey 

without consequences. I analyzed the data by using SPSS software version 20.0. I 

obtained data through Survey Monkey, an online-based survey website that eliminates the 

possibility of missing data, because participants were not able to progress in the survey 

until completing all items in each section. Once all surveys were completed, I 

downloaded participants’ responses from Survey Monkey into the SPSS system for 

comprehensive statistical analysis.  

 To answer the research questions, I conducted independent sample t tests to 

determine if differences exist among participants’ scores on the TCQ, TBS, and STTS-R 

related to psychotherapy treatment delivery method. The independent sample t test was 

used to assess for differences in a single continuous dependent variable by a dichotomous 

independent variable (Tabachnick & Fidell, 2012). This study included three dependent 

variables: patient perceptions of the clinical experience, satisfaction of treatment, and 

therapeutic relationship. I conducted one t test for each dependent variable. The 

independent variable was therapy type: face-to-face vs. videoconferencing. 

 I screened the data for accuracy and outliers. The presence of outliers was tested 

by the examination of standardized values (Tabachnick & Fidell, 2012). I created 

standardized values for each measurement score. Each case was examined for values that 

fall above 3.29 and values that fall below -3.29 (Tabachnick & Fidell, 2012). The 

assumption of normality is vital for statistical significance. However, when using 

independent sample t tests, it may be acceptable if variables are not normally distributed 

for each group of the independent variable because of the central limit theorem. If the 

assumption of normality were not met, the nonparametric equivalent of the independent 
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sample t test, the Mann Whitney U test, was conducted to assess differences in the 

dependent variables by treatment delivery method. The nonparametric option allows the 

researcher to assess the data without being held to the assumptions that underlie the 

parametric form of the analysis. For the homogeneity of variances assumption to be met, 

the population variance for all groups in the independent variable needed to be similar 

(Haslam & McGarty, 2014). If the sample sizes were the same or similar, violation of this 

assumption was not a concern. To determine homogeneity of variances, SPSS includes an 

option to run Levene’s test of equality of variances and two differently calculated 

independent sample t tests, which provides valid outcomes, regardless of whether this 

assumption has been met or not (Haslam & McGarty, 2014). If the assumptions were not 

met, I would utilize the Mann Whitney U test. I used an alpha level of .05 to assess for 

significance.   

Threats to Internal and External Validity 

Internal validity is the ability to draw a conclusion from the results of the analyses 

conducted. Confounding variables and selection bias are potential threats. Confounding 

variables refer to unmeasured variables that could potentially affect the outcome. 

Potential confounding variables are found in the literature as being related to the three 

outcome variables. However, no variables were found in the literature that had a strong 

relationship with any of the three outcome variables. I designed the study to exclude 

potential confounding variables such as age or gender, because of the specific sample of 

women aged 40–65. I used demographic data (see Appendix A) and conducted 

descriptive analyses on those demographics, such as a Chi-square test (Howell, 2010). 

This allowed me to assess for differences in demographic groups and include those 
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differences as confounding variables. Selection bias refers to the participants chosen to 

take part in the study. When gathering the data, I collected two groups of participants: 

those who use face-to-face therapy and those who use videoconferencing. However, the 

researcher has no control of placing participants into either group. The potential existed 

for one group to be different from the other group in areas that extend beyond simply the 

type of therapy. Because the researcher has no control of this, selection bias was a 

potential limitation to the study. 

External validity is the ability to generalize the results of the study to a larger 

population. The main threat to external validity resided again in the selection of the 

participants. The participants selected to take part in a study should be an adequate 

representation of the population. In this case, the data was pulled from two populations: 

those who use face-to-face therapy and those who use videoconferencing. Because the 

researcher had no control of the type of therapy administered to participants, the 

populations that the participants came from may have differed. Inadequate power for the 

study, because of a small sample size or missing values, was also a potential threat to 

external validity. However, I conducted a power analysis to correctly reject the null 

hypothesis at the specified effect size (Cohen, 1988). 

Protection of Participants Rights and Ethical Considerations 

The following guidelines were in place to protect participants of this study: 

1. Before collecting data, I obtained approval from Walden University’s 

Institutional Review Board.  

2. All participants were made aware of the nature and purpose of the study. 

3. Participants were asked to thoroughly read and electronically sign an informed 
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consent. Given that the survey is Internet-based, consent was obtained by 

requesting potential participants to click the continue option if she agrees to 

participate in the study, and the exit option if she decides to no longer 

participate in the study. 

4. I informed participants that their participation was voluntary and they had the 

right to withdraw at any time without consequence. 

5. I did not obtain participants’ personal identifying information. This ensured 

that the anonymity of the participants remained intact. 

6. Any data obtained from the surveys is kept confidential and in a secure 

program by the researcher. 

7. I only obtained results from the states that allow psychologists to practice 

telepsychology.  

8. Per Walden University guidelines, collected data is kept for a period of 5 

years and then deleted or destroyed.  

Summary 

 Chapter 3 presented an overview of the research method and design of this study. 

Chapter 3 entailed the purpose, the research questions, and instruments employed in this 

study. Chapter 3 also included the procedures and study design, the sample and the 

sample size, data analysis, and data collection. Chapter 4 provides the results of the data 

analysis. In Chapter 5, I summarize and address the outcome of the study, with 

recommendations for further research.  
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Chapter 4: Results 

The purpose of this study was to investigate the influence of method of delivery 

(videoconferencing or in-person) for CBT on patient perceptions of the clinical 

experience, patient satisfaction, and therapeutic relationships among women ages 40 to 

65 with major depressive disorder (MDD). To answer the three research questions, I 

examined differences in patient perceptions of the clinical experience, patient 

satisfaction, and therapeutic relationships between treatment delivery methods.  

This chapter begins with a preanalysis data screen to identify incomplete 

responses and outliers. I calculated descriptive statistics of the sample to identify trends 

in demographic traits and the variables of interest. I also conducted a reliability analysis 

on the three scales using Cronbach’s alpha. To answer the research questions, I 

conducted a series of independent sample t tests and Mann-Whitney U tests to examine 

differences in clinical experience, satisfaction, and therapeutic relationship between 

treatment delivery methods. I evaluated statistical significance for the tests at the 

generally accepted alpha level of .05. 

Data Collection 

Pre-Analysis Data Cleaning 

 A total of 301 participants responded to the online survey. Prior to analysis, I 

examined the data for survey completion and outlying responses. A total of 34 removals 

were made because of participants not responding to an entire portion of the survey, such 

as the TCQ, STTS-R, and TBS. Participants were made aware that they would be 

disqualified, and their survey data omitted from the study, if they did not meet all of the 

participant requirements. Standardized values for patient perceptions of the clinical 
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experience, patient satisfaction, and therapeutic relationships were created and examined 

for values that fell at least + 3.29 standard deviations away from the mean (Tabachnick & 

Fidell, 2012). I removed two low outliers for perceptions of clinical experience. One low 

outlier was removed for therapeutic relationship. The final sample consisted of 264 

participants.  

Descriptive Statistics 

Three self-administered psychometric surveys (TCQ, STTS-R, and TBS) and a 

self-administered demographic questionnaire were made available via Survey Monkey to 

women ages 40 to 65 diagnosed with MDD who received CBT psychotherapy from a 

psychologist either in person or via videoconferencing for a minimum of 6 months in the 

last 16 months. Data collection began on June 16, 2016 and ended on July 5, 2016. 

Participants were invited to participate voluntarily in the study through Facebook, 

LinkedIn, Instagram, Kik messenger, and Snapchat. A notification announcing the study 

was posted on these social websites. The invitation directed prospective participants to 

Survey Monkey. The Survey Monkey system allowed participants to continue with the 

survey only if they agreed that they met the participation criteria. Individuals who did not 

meet all of the participant requirements were disqualified and data were omitted. In 

addition, the Survey Monkey system allowed participants to continue with the survey 

only when they reported that they had received treatment from a psychologist located in a 

state they were residing. Upon completion of the data collection, all data were 

downloaded, maintained in a secure file, and available to the researcher. A total of 301 

participants responded to the online survey. A total of 34 removals were made because of 

participants not responding to an entire portion of the survey. Two low outliers for 
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perceptions of clinical experience and one low outlier for therapeutic relationship were 

removed, which provided the final sample of 264 participants.  

Due to the age range, I could not report on how many participants were of what 

age. However, the majority of participants were White (n = 127, 48.1%), had obtained at 

least a bachelor’s degree (n = 141, 53.4%), and were married (n = 173, 65.5%). Most 

participants were either retired (n = 116, 43.9%) or were employed through the military 

(n = 80, 30.3%). Most participants were not experiencing financial hardship (n = 210, 

79.5%). Several participants were physically impaired or had difficulties walking (n = 

102, 38.6%). The choice of treatment delivery method was approximately even in 

distribution: face to face (n = 128, 48.5%) and videoconferencing (n = 136, 51.5%). 

Participants indicated their most helpful techniques to be homework (n = 119, 45.1%), 

problem solving (n = 59, 22.3%), and writing (n = 39, 14.8%). Most participants 

received cognitive behavioral therapy via videoconferencing in California (n = 57, 

21.6%), Texas (n = 14, 5.3%), Arizona (n = 9, 3.4%), New York (n = 8, 3.0%), and 

Pennsylvania (n = 8, 3.0%). Table 1 presents the frequencies and percentages of the 

demographic characteristics.   
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Table 1  

Frequencies and Percentages of Demographics (N = 264) 

Variable n % 

   

Race/Ethnicity 

American Indian or Alaskan Native 2 0.8 

Asian/Pacific Islander 19 7.2 

Black or African American 25 9.5 

Hispanic or Latino 49 18.6 

White/Caucasian 127 48.1 

Other 42 15.9 

Highest level of education completed 

Some high school, no diploma 1 0.4 

High school graduate or equivalent 1 0.4 

Some college, no degree 17 6.4 

Trade, technical, or vocational training 11 4.2 

Associate’s degree 46 17.4 

Bachelor’s degree 141 53.4 

Master’s degree 35 13.3 

Professional degree 12 4.5 

Marital status   

Married 173 65.5 

Not married 89 33.7 

No response 2 0.8 

Employment   

Employed for wages 5 1.9 

Self-employed 37 14.0 

Out of work and looking for work 2 0.8 

Out of work but not currently looking for work 5 1.9 

Homemaker 19 7.2 

Military 80 30.3 

Retired 116 43.9 

Experiencing financial hardship   

Yes 52 19.7 

No 210 79.5 

No response 2 0.8 

Physically impaired or have difficulties walking?   

Yes 102 38.6 

No 162 61.4 
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Table 1 Continued 

Variable n % 

   

Treatment delivery method   

Face to face 128 48.5 

Videoconferencing 136 51.5 

Most helpful technique 

Homework/assignments 119 45.1 

Problem solving/resolution 59 22.3 

Talking 5 1.9 

Writing/journaling 39 14.8 

Roleplay 6 2.3 

Multiple Methods 36 13.6 

State that videoconferencing was received   

Did not receive videoconferencing 128 48.5 

Alaska 1 0.4 

Arkansas 1 0.4 

Arizona 9 3.4 

California 57 21.6 

Colorado 1 0.4 

Connecticut 1 0.4 

Florida 1 0.4 

Hawaii 1 0.4 

Iowa 1 0.4 

Illinois 4 1.5 

Kentucky 2 0.8 

Louisiana 3 1.1 

Maryland 1 0.4 

Maine 4 1.5 

Mississippi 1 0.4 

Nebraska 2 0.8 

New Jersey 3 1.1 

New Mexico 2 0.8 

Nevada 1 0.4 

New York 8 3.0 

Oklahoma 1 0.4 

Oregon 2 0.8 

Pennsylvania 8 3.0 

South Dakota 1 0.4 

Texas 14 5.3 

Utah 1 0.4 

Vermont 4 1.5 

Wyoming 1 0.4 

Note. Due to rounding error, all percentages may not sum to 100%. 
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 I generated composite scores for perception of clinical experience, patient 

satisfaction, and therapeutic relationship. Perception of clinical experience was generated 

through an average of six 7-point Likert-scaled items, ranging from 1 (never) to 7 (every 

time). Patient satisfaction was generated through an average of 13 five-point Likert-

scaled items, ranging from 1 (strongly disagree) to 5 (strongly agree). Therapeutic 

relationship was generated through an average of 50 three-point Likert-scaled items, 

ranging from 1 (do not agree at all) to 3 (completely agree).  

Clinical experience scores ranged from 3.33 to 7.00, with M = 5.60 and SD = 

0.64. Satisfaction scores ranged from 3.00 to 5.00, with M = 4.13 and SD = 0.41. 

Therapeutic relationship scores ranged from 2.16 to 2.96, with M = 2.70 and SD = 0.17. 

Table 2 presents the descriptive statistics for the continuous variables.  

Table 2  

Means and Standard Deviations for Continuous Variables 

Variable Min. Max. M SD 

     

Clinical experience 3.33 7.00 5.60 0.64 

Satisfaction 3.00 5.00 4.13 0.41 

Therapeutic relationship  2.16 2.96 2.70 0.17 

 

Reliability 

I used Cronbach’s alpha to assess the reliability of the composite scores. 

Cronbach’s alpha coefficients were evaluated using the guidelines by George and 

Mallery (2016): α > .9 Excellent, α > .8 Good, α > .7 Acceptable, α > .6 Questionable, α 

> .5 Poor, and α < .5 Unacceptable. The results for perception of clinical experience (α = 
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.83) and therapeutic relationship (α = .89) were good. Results for patient satisfaction were 

excellent (α = .91). Table 3 presents the Cronbach’s alpha for each variable.  

Table 3  

Cronbach’s Alpha Reliability for Composite Scores 

Composite Score α No. of items 

   

Perception of clinical experience .83 6 

Patient satisfaction .91 13 

Therapeutic relationship .89 50 

 

Data Analysis 

Research Question 1 

To what extent, if any, does CBT treatment delivery method (i.e., 

videoconferencing and in-person) differentiate patient perceptions of the clinical 

experience, as measured by the Treatment Credibility Questionnaire (TCQ)? 

H01: There is no difference in patient perceptions of the clinical experience 

between CBT via videoconferencing and CBT delivered in person.  

HA1: CBT via videoconferencing produces better patient perceptions of the 

clinical experience compared to CBT delivered in person. 

To answer Research Question 1, I conducted an independent sample t test to 

assess for differences in patient perceptions of clinical experience between treatment 

delivery methods. An independent sample t test is an appropriate statistical analysis when 

assessing for differences in a continuous dependent variable between two groups 

(Howell, 2013). In this analysis, the independent grouping variable corresponded to 
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treatment delivery method. The continuous dependent variable corresponded to 

perceptions of clinical experience.  

Assumptions for independent sample t test. Prior to analysis, I assessed the 

assumptions of normality and homogeneity of variance. Examination of normality 

involved use of the Kolmogorov-Smirnov (KS) test. The KS test was significant (p < 

.001), which indicated that the data for clinical experience were not normally distributed. 

However, the independent sample t test is a robust statistical analysis for nonnormality, 

especially when the sample sizes are large (n > 50; Stevens, 2009). Levene’s test was 

used to test the homogeneity of variance. Results of Levene’s test were not significant (p 

= .194), indicating that the variance in perceptions of clinical experience was 

approximately equal between the two groups. I used the equal variances assumed test 

statistic for interpretation of the independent sample t test. Because of the normality 

assumption not being met, the Mann-Whitney U Test was used as a nonparametric 

follow-up to the independent sample t test.  

Independent sample t-test results. The results of the independent sample t test 

were significant, t(262) = -3.46, p = .001, indicating that significant differences existed in 

perceptions of clinical experience between face-to-face and videoconferencing delivery 

methods. Participants using the videoconferencing method (M = 5.73) had higher average 

clinical experience scores in comparison to participants using the face-to-face method (M 

= 5.47). Table 4 presents the results of the independent sample t test.  



108 

 

 

Table 4  

Differences in Clinical Experience Between Treatment Delivery Methods (Independent 

Sample t test) 

 

Variable Treatment Delivery Method   

 

Face-to-face 

(n = 128) 

Videoconferencing  

(n = 136) 

  

 M SD M SD t(262) p 

       

Clinical experience 5.47 0.67 5.73 0.58 -3.46 .001 

 

Mann-Whitney U test results. A Mann-Whitney U test is a nonparametric 

alternative to the independent sample t test and is frequently used when the assumptions 

for an independent sample t test are not met (Leech, Barrett, & Morgan, 2012). The 

results of the Mann-Whitney U test confirmed this trend (Z = -2.92, p =.003), indicating 

that significant differences existed in clinical experience scores between treatment 

delivery methods. The null hypothesis (H01) for Research Question 1 was rejected. Table 

5 presents the results of the Mann-Whitney U test. 

Table 5  

Differences in Clinical Experience Between Treatment Delivery Methods (Mann-Whitney 

U Test) 

 

Variable Treatment Delivery Method   

 

Face-to-face 

(n = 128) 

Videoconferencing  

(n = 136) 

  

 Mean Rank Mean Rank Z p 

       

Clinical experience 118.44 145.74 -2.92 .003 
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Research Question 2 

To what extent, if any, does CBT treatment delivery method (i.e., 

videoconferencing and in-person) differentiate patient satisfaction, as measured by the 

Therapy and Therapists Scale (STTS-R)? 

H02: There is no difference in patient satisfaction between CBT via 

videoconferencing and CBT delivered in person. 

 HA2: CBT via videoconferencing produces higher patient satisfaction compared to 

CBT delivered in person. 

To address Research Question 2, I conducted an independent sample t test to 

assess for differences in patient satisfaction between treatment delivery methods. In this 

analysis, the independent grouping variable corresponds to treatment delivery method. 

The continuous dependent variable corresponds to patient satisfaction.  

Assumptions for independent sample t test. Prior to analysis, I assessed the 

assumptions of normality and homogeneity of variance. Examination of normality 

involved use of the KS test. The KS test was significant (p < .001), which indicates that 

the data for patient satisfaction were not normally distributed. However, the independent 

sample t test is a robust statistical analysis for non-normality, especially when the sample 

sizes are large (n > 50; Stevens, 2009). Levene’s test was used to test the homogeneity of 

variance statistical assumption. Results of Levene’s test were not significant (p = .773), 

suggesting that the variance in patient satisfaction was approximately equal between the 

two groups. I used the equal variances assumed test statistic for interpretation of the 

independent sample t test. Because of the normality assumption not being met, the Mann-

Whitney U Test was used as a non-parametric follow-up to the independent sample t test.  
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Independent sample t-test results. The results of the independent sample t test 

were significant, t(262) = -5.93, p < .001, suggesting that significant differences existed 

in patient satisfaction between face-to-face and videoconferencing delivery methods. 

Participants using the videoconferencing method (M = 4.27) had higher average 

satisfaction scores in comparison to participants using the face-to-face method (M = 

3.99). Table 6 presents the results of the independent sample t test. 

Table 6  

Differences in Satisfaction Between Treatment Delivery Methods (Independent Sample t 

test) 

 

Variable Treatment Delivery Method   

 

Face-to-face 

(n = 128) 

Videoconferencing  

(n = 136) 

  

 M SD M SD t(262) p 

       

Satisfaction 3.99 0.40 4.27 0.37 -5.93 < .001 

 

Mann-Whitney U test results. The results of the Mann-Whitney U test 

confirmed this trend (Z = -5.73, p < .001), suggesting that significant differences existed 

in satisfaction scores between treatment delivery methods. The null hypothesis (H02) for 

Research Question 2 was rejected. Table 7 presents the results of the Mann-Whitney U 

test.  



111 

 

 

Table 7  

Differences in Satisfaction Between Treatment Delivery Methods (Mann-Whitney U Test) 

Variable Treatment Delivery Method   

 

Face-to-face 

(n = 128) 

Videoconferencing  

(n = 136) 

  

 Mean Rank Mean Rank Z p 

       

Satisfaction 104.83 158.54 -5.73 <.001 

 

Research Question 3 

To what extent, if any, does CBT treatment delivery method (i.e., 

videoconferencing and in-person) differentiate therapeutic relationships, as measured by 

the Therapeutic Bond Scales (TBS)? 

H03: There is no difference in therapeutic relationship between CBT via 

videoconferencing and CBT delivered in person. 

HA3: CBT via videoconferencing produces a better therapeutic relationship 

compared to CBT delivered in person. 

To address Research Question 3, I conducted an independent sample t test w to 

assess for differences in therapeutic relationship between treatment delivery methods. In 

this analysis, the independent grouping variable corresponds to treatment delivery 

method. The continuous dependent variable corresponds to therapeutic relationship.  

Assumptions for independent sample t test. Prior to analysis, I assessed the 

assumptions of normality and homogeneity of variance. Examination of normality 

involved use of the KS test. The KS test was significant (p < .001), which indicates that 

the data for therapeutic relationship were not normally distributed. However, the 
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independent sample t test is a robust statistical analysis for non-normality, especially 

when the sample sizes are large (n > 50; Stevens, 2009). Levene’s test was used to test 

the homogeneity of variance statistical assumption. Results of Levene’s test were not 

significant (p = .689), suggesting that the variance in therapeutic relationship was 

approximately equal between the two groups. I used the equal variances assumed test 

statistic for interpretation of the independent sample t test. Because of the normality 

assumption not being met, the Mann-Whitney U Test was used as a non-parametric 

follow-up to the independent sample t test.  

Independent sample t-test results. The results of the independent sample t test 

were significant, t(262) = -3.09, p = .002, suggesting that significant differences existed 

in therapeutic relationship between face-to-face and videoconferencing delivery methods. 

Participants using the videoconferencing method (M = 2.74) had higher average 

therapeutic relationship scores in comparison to participants using the face-to-face 

method (M = 2.67). Table 8 presents the results of the independent sample t test.  

Table 8  

Differences in Therapeutic Relationship Between Treatment Delivery Methods 

(Independent Sample t test) 

 

Variable Treatment Delivery Method   

 

Face-to-face 

(n = 128) 

Videoconferencing  

(n = 136) 

  

 M SD M SD t(262) p 

       

Therapeutic relationship 2.67 0.17 2.74 0.17 -3.09 .002 
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Mann-Whitney U test results. The results of the Mann-Whitney U test 

confirmed this trend (Z = -3.41, p = .001), suggesting that significant differences existed 

in therapeutic relationship scores between treatment delivery methods. The null 

hypothesis (H03) for Research Question 3 was rejected. Table 9 presents the results of the 

Mann-Whitney U test. 

Table 9 

Differences in Therapeutic Relationship Between Treatment Delivery Methods (Mann-

Whitney U Test) 

 

Variable Treatment Delivery Method   

 

Face-to-face 

(n = 128) 

Videoconferencing  

(n = 136) 

  

 Mean Rank Mean Rank Z p 

       

Therapeutic relationship 115.98 148.05 -3.41 .001 

 

Chapter Summary 

 The purpose of this study was to investigate the influence of method of delivery 

(i.e., videoconferencing and in-person) for CBT on patient perceptions of the clinical 

experience, patient satisfaction, and therapeutic relationships among women age 40–65. 

This chapter began with a pre-analysis data screen and a description of the sample. 

Reliability for three scales met the acceptable threshold (α > .80).  

 The results for the independent sample t test and Mann-Whitney U test for 

Research Question 1 indicated that significant differences existed in clinical experience 

scores between treatment delivery methods. Participants using the videoconferencing 

method had higher average clinical experience scores in comparison to participants using 

the face-to-face method. The null hypothesis (H01) was rejected.  
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 The results for the independent sample t test and Mann-Whitney U test for 

Research Question 2 indicated that significant differences existed in patient satisfaction 

scores between treatment delivery methods. Participants using the videoconferencing 

method had higher average patient satisfaction scores in comparison to participants using 

the face-to-face method. The null hypothesis (H02) was rejected. 

 The results for the independent sample t test and Mann-Whitney U test for 

Research Question 3 indicated that significant differences existed in therapeutic 

relationship scores between treatment delivery methods. Participants using the 

videoconferencing method had higher average therapeutic relationship scores in 

comparison to participants using the face-to-face method. The null hypothesis (H03) was 

rejected. 

 Chapter 5 further presents the results, interpretations, and implications for social 

change. Additionally, in the next chapter I further discuss these findings and explore how 

they relate to the relevant literature. Chapter 5 details the strengths, limitations, and 

implications of the study. Chapter 5 concludes with suggestions for the future directions 

of research and a summary of the study.  
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Chapter 5: Discussion, Conclusions, and Recommendations  

The purpose of this quantitative study was to investigate the influence of method 

of delivery (i.e., videoconferencing and in-person) for CBT on patient perceptions of the 

clinical experience, patient satisfaction, and therapeutic relationships among women ages 

40 to 65 with major depressive disorder (MDD). I investigated whether differences 

existed in the dependent variables (patient perceptions of the clinical experience, patient 

satisfaction, and therapeutic relationships) related to the method of delivery of treatment 

(videoconferencing versus in-person). Patients’ perceptions of their clinical experience 

can help researchers and practitioners understand how patients feel about the credibility 

and benefits of their therapy, which can lead to better understanding the methods of 

therapy delivery patients prefer (Smith et al., 2013). Delivering CBT via technology can 

be an effective and reasonable alternative to face-to-face psychological services 

(Stubbings, 2012). Alternatives to face-to-face treatment can be significant for particular 

patient populations, including individuals living in small communities and rural areas 

who do not have easy access to psychotherapy (Thomas et al., 2012) and individuals with 

limited mobility, such as those with disabilities (Alfano & Beidel, 2014; Backhaus et al., 

2012). Rees and Maclaine (2015) observed, however, that most researchers studying CBT 

in combination with videoconferencing had not focused on MDD in adult women. 

Limited research exists on adult women’s preference for psychotherapeutic 

treatment via video technology. This research and its significance were justified by the 

lack of empirical data in the literature concerning adult depressed women’s perceptions 

of their clinical experience when receiving CBT treatment via videoconferencing 

technology. The quantitative nonexperimental online survey design was used to 
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determine adult depressed women’s preference for receiving psychotherapy via 

videoconferencing or face to face. The objective of this study was to determine the 

relationship between patients’ levels of satisfaction, patients’ clinical experience, and 

therapeutic relationship when treatment was delivered through videoconferencing and 

face-to-face therapy. 

Chapter 5 contains a summary of the findings and an interpretation of the findings 

in relation to previous research. This chapter also provides a discussion regarding how 

this research adds to the academic literature on adult depressed women’s preference for 

treatment delivery. Additionally, I address the study limitations and strengths in this 

chapter. The chapter concludes with implications for positive social change and 

recommendations for future researchers.  

Summary of Results 

Three research questions guided this study. The first question addressed patient 

perception of the clinical experience, which entailed CBT treatment delivery method (i.e., 

videoconferencing and in-person). The second question addressed patient satisfaction 

with CBT treatment delivery method. The third question addressed therapeutic 

relationship, which included CBT treatment delivery method. Results indicated that 

statistically significant differences existed in patient perceptions of the clinical 

experience, patient satisfaction, and therapeutic relationship scores of participants 

receiving CBT in person and through videoconference therapy. 

The findings indicated that the choice of treatment delivery method was 

approximately even in distribution: face-to-face were 48.5% and videoconferencing were 

51.5%. Participants indicated their most helpful techniques to be homework, problem 
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solving, and writing. The findings also showed that participants believed that CBT via 

videoconferencing produced better patient perceptions, higher patient satisfaction, and 

better therapeutic relationship of the clinical experience compared to CBT delivered in 

person.  

Interpretation of the Findings 

Patient Perceptions of the Clinical Experience 

Participants using the videoconferencing method had higher average clinical 

experience scores in comparison to participants using the face-to-face method; the null 

hypothesis (H01) for Research Question 1 was rejected. Participants believed that CBT 

via videoconferencing produced better patient perceptions of the clinical experience 

compared to CBT delivered in person. Patients’ perceptions of their clinical experiences 

are important because how patients perceive treatment can influence not only the choice 

of therapy type but patient outcomes as well (Smith et al., 2013). Adult depressed women 

preferred videoconferencing over face-to-face treatment, suggesting that this population 

viewed videoconferencing not only as more convenient but more credible than face-to-

face treatment. If credibility and preference can lead to desirable patient outcomes, 

practitioners in psychology might increase their efforts to offer convenient online 

treatment to adult depressed women. In addition, researchers might continue to study the 

treatment preference of other depressed populations as well. The finding also suggests 

that online treatment delivery may be an increasingly effective delivery option for the 

future. 

This finding supports previous research. For example, Simpson et al. (2005) 

stated that it is not uncommon for patients to report positive clinical experience when 
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receiving therapy via video because remote therapy helps some patients overcome 

nervousness and self-consciousness as opposed to receiving therapy in person. Sharp et 

al. (2011) also indicated that remote therapy often encourages therapists to pay extra 

attention to patients’ needs and concerns. Luxton et al. (2014) and Myers and Turvey 

(2012) explained that remote psychotherapy often increases mental health professionals’ 

awareness of patients’ needs. Mental health providers who provide remote psychotherapy 

must be aware of the legal aspects of videoconferencing, such as state laws, licensure 

requirements, and possible legal setbacks that may arise when providing psychotherapy 

remotely (Coon & Mitterer, 2012; Luxton et al., 2014; Street et al., 2013). Because 

therapists who provide their services remotely need to be attentive to legal requirements 

and professional guidelines, this increased attentiveness may result in patients obtaining 

or perceiving a more positive clinical experience than they experience in face-to-face 

delivery.  

The findings in regards to most participants who received cognitive behavioral 

therapy via videoconferencing in California 21.6%, Texas 5.3%, Arizona 3.4%, New 

York 3.0%, and Pennsylvania 3.0% were consistent with previous research studies 

(Hincapie, Warholak, & Armstrong, 2011; Rhoads, Bankston, Roach, Jahnke, & Roth, 

2014; Weinstein et al., 2014;). Hincapie et al. (2011) explained that over the last 16 years 

in Arizona, telehealth professionals provided over one million therapeutic treatments via 

technology. Weinstein et al. (2014) explained that telehealth, including treatment via 

videoconferencing, continue to be in demand, especially in states such as Arizona, 

California, New York, and Texas. Rhoads et al. (2014) explained that telehealth services 

that entail videoconferencing are not only desired but also urgently needed in rural 
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Pennsylvania. Rhoads et al. further explained that people in rural Pennsylvania lack face-

to-face access to mental health providers, and often the alternative is to seek therapeutic 

services through videoconferencing.  

Patient Satisfaction  

 Participants using the videoconferencing method had higher average patient 

satisfaction scores in comparison to participants using the face-to-face method; the null 

hypothesis (H02) for Research Question 2 was rejected. Not only did adult depressed 

women view treatment via videoconferencing as credible and prefer it over face-to-face 

delivery, but they had higher patient satisfaction than using face-to-face methods. Patient 

satisfaction is also important to patient outcomes (Dustan & Tooth, 2012). The findings 

from RQ1 and RQ2 are strong indicators that videoconferencing and online therapy are 

becoming preferred delivery options, and potentially more effective options, than face-to-

face treatment. Psychologists might prepare for increased online treatment for adult 

depressed women and potentially other populations as well. 

This finding is consistent with research by Sharp et al. (2011) and Stubbings 

(2012) who found high patient satisfaction with therapy delivery through 

videoconferencing. Sharp et al. further explained that many patients preferred 

videoconferencing because of its accessibility, flexibility, and effectiveness. Stubbings 

asserted that patients who have social phobias or fear one-on-one intimacy with a 

therapist are likely to experience satisfaction with alternative options of treatment. 

Research revealed that patients who experience difficulty with mobility and have the 

option for alternative treatment are more inclined to therapeutic experience and often are 

highly satisfied with the treatment (Backhaus et al., 2012; Dustan & Tooth, 2012; Steel et 
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al., 2011; Stubbings, 2012). Similarly, researchers indicated that videoconferencing 

represented not only a feasible and acceptable form of therapy delivery, but that patients 

were also highly satisfied because of their providers’ attentiveness and convenience of 

service (Backhaus et al., 2012; King et al., 2014; Steel et al., 2011). Additionally, Dustan 

and Tooth (2012) stated that receiving therapy remotely is easier than it was in the past 

because user-friendly technology no longer requires patients to be technologically savvy 

to operate computer video systems. 

Therapeutic Relationship  

 Participants using the videoconferencing method had higher average therapeutic 

relationship scores in comparison to participants using the face-to-face method; the null 

hypothesis (H03) for Research Question 3 was rejected. The analysis in the present study 

revealed a significant positive therapeutic relationship between a patient and a mental 

health professional when CBT was delivered via videoconferencing. Another important 

component of patient outcome is the therapeutic relationship established between a 

patient and a mental health professional. Although online delivery methods may lack 

face-to-face intimacy, online delivery methods can still involve strong therapeutic 

relationships between patients and providers (Wrzesien et al., 2011). Combined with the 

findings of RQ1 and RQ2, the findings that adult depressed women had higher 

therapeutic relationship scores for videoconferencing in comparison to face-to-face 

methods indicates that videoconferencing methods are forms of treatment based on 

patient preference, satisfaction, and patient-provider relationship that may lead to 

desirable patient outcomes. Psychologists’ willingness to offer online options for 
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treatment delivery may be key to providing convenient, satisfying, and effective 

treatment to adult depressed women, as well as to other depressed populations. 

This finding supports the research of Backhaus et al. (2012), Stubbings (2012), 

and King et al. (2014) who revealed that patients who receive remote psychotherapy are 

capable of developing a positive therapeutic relationship. Wiarda et al. (2014) explained 

that developing a positive therapeutic bond is highly possible via technology, and often 

depends on the mental health provider’s ability and professional awareness. Golds and 

Glueck (2016) explained that if the patient and a therapist are interested in building a 

rapport and establishing a therapeutic relationship, then the influence of technology and 

the use of equipment is minimal. Furthermore, Christensen et al. (2014), Wiarda et al. 

(2014), and Wrzesien et al. (2011) pointed out that developing a therapeutic relationship 

with a patient via video is no different than in person. However, considering that remote 

therapy may require more attentiveness and guidance from a therapist, it is likely that the 

therapist will try to increase his or her awareness, understanding, and compassion 

(Nevanperä, Keränen, Ukkola, & Laitinen, 2015). 

The results of this study demonstrate that most participants preferred 

videoconferencing CBT treatment versus in-person CBT treatment. These results were 

consistent with previous research (Andersson et al., 2014; Gainsbury & Blaszczynski, 

2011; Hedman et al., 2011; Simpson & Reid, 2014), which indicated that 

videoconferencing offers accessibility to patients with physical impairments, such as 

quadriplegia, or individuals who have severe back and leg pains, which lead to limited 

mobility. Many of the participants in the present study were employed through the 

military. Issues related to relocation and deployment may explain why some participants 
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may have preferred remote psychotherapy to face-to-face psychotherapy and had a 

significant positive therapeutic relationship with their mental health professional. Egede 

et al. (2015), Jacobs and Saunders (2014), Luxton et al. (2015), and Morland et al. (2015) 

explained that the U.S. military has been supportive of technological advances such as 

psychotherapy via videoconferencing to help active personnel and veterans overcome 

psychological disorders. Researchers further pointed out that many military personnel 

and veterans prefer to receive remote psychotherapy because it enables them to be 

discreet and in the comfort of their home or a location of their choice (Grubbs et al., 

2015; Shore et al., 2014; Strachan et al., 2015). Yuen et al. (2015) and Zivin et al. (2015) 

explained that many military personnel and veterans prefer remote psychotherapy vs. 

face-to-face psychotherapy to treat depression. Researchers further revealed that using 

videoconferencing technology to treat depression and other psychological disorders can 

provide an effective form of treatment delivery for active duty military personnel and 

veterans (Luxton et al., 2015; Morland et al., 2015; Shore et al., 2014). 

 Many participants in the current study were retired, which may have played an 

important role in the preferred mode of psychotherapy and therapeutic relationships with 

their mental health professional. For reasons related to age or infirmity, retired 

individuals may not be able to travel easily to face-to-face therapy sessions, which may 

explain why some participants may have preferred remote psychotherapy to face-to-face 

psychotherapy and had a significant positive therapeutic relationship with their mental 

health professional. However, individuals born before the digital age are typically less 

comfortable and less proficient with online technology than younger individuals who 

were born during the digital age (Silverman, 2013). 
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Working Alliance Theory 

 The working alliance theory was the theoretical foundation for this study (Bordin, 

1994). The working alliance theory suggests that mental health professionals must 

establish a positive working relationship with the patient to provide appropriate care and 

reach successful therapeutic outcomes (Barber et al., 2009; Bordin, 1994). The working 

alliance theory was built on three essential elements: (a) the connection between the 

patient and the mental health professional, (b) the agreement on the mental health 

provider’s suggestions, and (c) the mutual understanding and agreement on therapeutic 

outcomes and potential goals. A mental health professional who exudes patience, 

empathy, compassion, understanding, and objectivity is likely to develop a positive 

working alliance with the patient (Barber et al., 2009; Huang et al., 2013) A therapeutic 

alliance is one of the fundamental mechanisms of change (Wampold, 2001). If the mental 

health provider does not establish a positive therapeutic bond from the first session, it is 

probable that the patient may not return to the next scheduled session (Huang et al., 

2013).  

Research Question 3 addressed the therapeutic relationship between the CBT 

treatment delivery method (i.e., videoconferencing and in-person) measured by the TBS. 

The results showed that participants using the videoconferencing method had higher 

average therapeutic relationship scores in comparison to participants using the face-to-

face method. Ducat and Kumar (2015) explained that working alliances via 

videoconferencing exist and have been found to provide favorable therapy outcomes. 

Similarly, Huang et al. (2013) and Rini et al. (2014) explained that working alliance is 

possible via technology, especially when a mental health professional develops a bond 
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with the patient and both parties agree on the goals of therapy. These findings further 

strengthen the argument that CBT via videoconferencing produces a better therapeutic 

relationship compared to CBT delivered in person. Ducat and Kumar (2015) pointed out 

that working alliance is an essential part of psychotherapy and could be generated 

through collaboration in therapy, agreement on therapy objectives, and understanding the 

patient’s needs. Stiles-Shields et al. (2014) and Tyron (2014) explained that without 

working alliance, a disconnect exists between a mental health provider and a therapist, 

which could lead to unsuccessful therapy outcomes. As Bordin (1994) indicated in 

research on working alliance, therapeutic bond is an essential element for adequate care 

and successful treatment outcomes.  

Limitations of the Study 

This study had several limitations. The first limitation was that a majority of 

participants were contacted through Facebook, LinkedIn, Instagram, Kik messenger, and 

Snapchat. A selection bias may have occurred because this was an online study, which 

limited the number of surveys obtained because potential participants may not have had 

access to the Internet, and may not have had a Facebook, LinkedIn, Instagram, Kik 

messenger, or Snapchat account. This data collection method may have limited 

opportunities to participate in the study for individuals who were not comfortable with or 

proficient in using online technology. Online data collection may have drawn people who 

were more comfortable engaging in online activities than individuals who were not. 

Consequently, collecting data through in-person surveys may have yielded different 

results. Researchers explained that in some rural areas, adult populations lacked online 

access and likely felt uncomfortable using online therapy services (Allen et al., 2014; 
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Gilroy et al., 2014; Popplewell et al., 2014; Thomas et al., 2012). Additionally, self-

selection was a limitation because it allowed individuals to choose to participate, which 

may have led to systematic differences in participation than individuals chosen from the 

population at random. 

Furthermore, the study relied on participants’ self-reports. Stone et al. (1999) 

explained that there are several limitations to self-report data, entailing the degree of bias 

that enters into the participant responses, known as self-report bias. Additionally, given 

that data collected had no face-to-face interaction, it could have led to incorrect or 

missing information. For instance, I could not have detected participants who lacked 

proficiency with the English language or if they were mentally lucid, or not, or under the 

influence of drugs or alcohol. I could also not have detected if participants received 

treatment from a psychologist and not from a clinician who was a counselor or a social 

worker. 

Another limitation was the emphasis on the self-described CBT therapy model. 

Although a variety of CBT methods have proven to be effective in the treatment of 

depression (Kobak et al., 2015; Stubbings, 2012), this model automatically removed 

participants who received other forms of therapy to treat MDD. Another limitation was 

treatment delivered via videoconferencing. Even though videoconferencing offers 

flexibility and access to a mental health provider remotely, this therapy delivery is only 

accessible to a small minority of individuals. For instance, in states such as Iowa, 

Massachusetts, and Rhode Island do not have a reimbursement policy for telehealth 

services, and the District of Columbia does not provide any reimbursement for treatment 

via technology (Okoroh, et al., 2016). Individuals who reside in these states would have 
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to either seek private insurance providers or pay from their own financial funds.  

 Although videoconferencing decreased the technological concerns that have 

negatively influenced prior research, and is equivalent to the existing technology used by 

mental health professionals in the 21st century, psychotherapy via videoconferencing 

systems may not be accessible to individuals who are homebound or available to rural 

area residents. Therefore, the ability to generalize the outcome of this study to other 

systems that may be more accessible (i.e., online-based counseling, email, or by 

telephone) is limited. Self-selection bias might have occurred if some participants chose 

not to complete the survey because of the sensitive nature of the survey content. 

Empirical research that entails self-reporting processes is subject to limitations, which 

may influence the reliability of data collection (Ahern, 2015). The extent to which 

participants were truthful in their answers is uncertain. Social desirability might have 

influenced adult women’s answers. Krumpal (2013) stated that social desirability bias 

may occur when participants feel the need to answer questions in a socially acceptable 

manner.  

However, Anhern (2015) explained online anonymous surveys offer participants a 

sense of privacy that their identity is not revealed to the researcher, thus increasing the 

possibility of limiting social desirability bias. I could not control the testing environment, 

data privacy, or confirmation of who completed the survey because data collection 

occurred via the Internet. If participants completed the survey in a distracting 

environment, such as a local coffee shop or a restaurant, inaccurate reporting could have 

occurred. Participants might not have taken precaution to ensure their privacy when 

completing the survey via the Internet. The survey invitation link to the study was posted 
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on social websites and only included adult women, 40–65 years of age, diagnosed in the 

past or currently with MDD, and who received CBT in person or via videoconferencing 

for a minimum period of 6 months in the last 16 months from a psychologist. However, I 

had no way of verifying that the contacted participant was the individual who completed 

the survey.  

Another limitation was that participants had to meet age specific criteria and had 

to have CBT for a minimum period of 6 months in the last 16 months from a 

psychologist. Joiner et al. (2014) and Smolderen et al. (2015) explained that many young 

women have experienced depressive symptoms and have been diagnosed with MDD 

More participants may have answered the survey if they did not have to meet the age 

criteria. Furthermore, most CBT treatments are short-term, thus the study could have had 

more individuals respond to the survey if the time frame was less than 6 months. 

Demographic variables were examined in conjunction with adult women’s clinical 

experience, treatment satisfaction, and therapeutic relationship between CBT 

videoconference-based treatment and in-person treatment delivery. These variables 

included ethnic identity, education, marital status, employment, financial, and physical 

mobility status. However, I might not have accounted for other factors that in this study, 

influencing the generalizability of findings and affecting the validity of outcomes.  

Although the sample size collected was larger (face-to-face, n = 128; 

videoconferencing, n = 136) than initially anticipated (face-to-face, n = 64; 

videoconferencing, n = 64), it limited the generalizability of the findings, as the sample 

may not be representative of the larger population of adult women suffering from 

depression and who received CBT treatment. In addition, a larger sample size might have 
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provided better statistical analysis, adding to the generalizability of the study outcomes. 

Finally, this study only pertained to adult women between 40-65 years of age diagnosed 

with MDD; however, MDD seldom presents as an isolated illness. Comorbid issues often 

present with depressive symptomatology, and this restricted the ability to generalize the 

study’s results to individuals with multifarious psychological disorders. Including only 

those who in the past or currently diagnosed with MDD limits the ability to generalize the 

results of this study to individuals experiencing other mental health related illnesses. 

Therefore, caution should be used when interpreting these data. 

The demographic variables considered in this study were age, gender, race, education, 

marital status, economic status, employment status, as well as other variables (i.e., the 

state where patients received videoconference therapy, the state where videoconference 

therapists worked, the most helpful CBT techniques, and physical impairment status). 

Other factors not considered include religiosity, cultural factors, where patients reside, 

the influence of patients’ depression, such as occupation, family, medical health, and the 

influence of psychotherapists’ gender. Stubbings (2012) and Wemakor et al. (2014) 

suggested that relationships between demographic variables and therapy delivery exist. 

Furthermore, in some states’ policies, telehealth applies to clinical services only, and 

phone, fax, and e-mail are excluded from the definition (Okoroh, et al., 2016). For this 

reason, every practitioner who wants to provide remote treatment delivery needs to be 

aware of state licensure requirements pertaining to treatment via technology, as well as 

any other state policies and regulations regarding telehealth.  

Okoroh,  et al. (2016) explained that as of 2015, 47 states allow live video therapy 

and Medicaid insurance to offer financial reimbursement. Although it is unknown in 
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which state the 128 participants received face-to-face CBT treatment, it is known that 

most participants who received CBT treatment via videoconferencing were from 

California, Texas, Arizona, New York, and Pennsylvania. The findings of this study also 

showed that majority of participants were either retired or were employed through the 

military. It is unknown what specific age participants were who were employed through 

the military; only the age range of participants was known, between 40-65 years of age. 

As described in Chapter 2, the barriers to a population seeing a mental health professional 

in person may entail stigma, lack of mobility, and physical disability (Langkamp, 

McManus, & Blakemore, 2015). Bozzelli and Beehr (2016) and Wagener et al. (2016) 

explained that many retired women with MDD experience mobility issues. Other barriers 

to adult women seeing a psychologist face-to-face may entail mental health related 

issues, such as social phobias and severe post-traumatic-stress disorder (PTSD), such as 

found in female combat veterans (Bonde et al., 2016; Haskell et al.,2010; Hoge et al., 

2007). Haskell et al. (2010) explained that symptoms of depression were detected in 

female veterans who served in Iraq and Afghanistan.  

Furthermore, the results of the study indicated that the most helpful CBT 

techniques were homework, problem solving, and writing. Kobak et al. (2015) and 

Stubbings (2012) explained that there are a variety of CBT methods that have proven to 

be effective in the treatment of depression. Participants in this study may not have been 

aware which CBT method was most helpful in their treatment and selected a method with 

which they were most familiar. The study also revealed that majority of participants were 

of White ethnicity. Research shows that videoconferencing is a new phenomenon for 

many individuals, especially those from Eastern and Middle Eastern countries, such as 
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Afghanistan, China, Japan, Kazakhstan, Macau, Magnolia, North Korea, Taiwan, 

Turkmenistan and others. (Lim, 2012; Dwairy, 2015; Kiesler, 2014). Individuals from 

Eastern culture are likely to refrain from using videoconferencing (Lim, 2012; Weaver et 

al., 2015). Research shows that women of color, especially those age 40-64 years, were 

more inclined to take antidepressant drugs than seek psychotherapeutic treatment, such as 

CBT (Mercier et al., 2015; Sheu et al., 2015; Withers et al. 2015). Results of the present 

study showed that a majority of participants were married. Mohammadi et al. (2014) and 

Kessler (2003) explained that women who are married and found themselves in 

traditional female roles were more inclined to experience negative moods and depression. 

The concern with telehealth is that many insurance providers are not willing to pay for 

treatment received via technology; therefore, patients are responsible for paying for their 

treatment and have to look for alternative financial assistance (Kramer et al., 2014; 

Newman et al., 2011). In this study, a majority of participants who were able to receive 

videoconferencing treatment reported that they had a bachelor’s degree and did not 

experience financial hardship. Ultimately, individuals who experienced financial 

hardships would not be able to obtain services needed via video if insurance providers did 

not offer financial coverage.  

Recommendations for Further Research 

The present study provided insight regarding the psychotherapy delivery 

preference for adult depressed women. Future researchers should explore other 

presenting issues (e.g., anxiety, bipolar disorder, obsessive-compulsive disorder, post-

traumatic stress disorder) to investigate the method of delivery (i.e., videoconferencing 

and in-person) on patient perceptions of the clinical experience, patient satisfaction, and 
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therapeutic relationships. In addition, it would also be beneficial to the field for 

researchers to explore the use of psychological assessments via videoconferencing 

(Alnemary et al., 2015; Germain et al., 2010; Luxton et al., 2015; Stubbings, 2012). 

Given the increased rate of depression in the U.S. and the world, further study is 

recommended regarding the delivery of psychotherapy services for adults with 

depression.  

In recent studies, Chang, Sequeira, McCord, and Garney (2016) and Nelson and 

Patton (2016) showed promising results for the use of a videoconferencing system to 

deliver psychotherapeutic services (psychological interventions and educational) through 

university group counseling to students in rural Texas. The use of psychotherapeutic 

services via video suggests the demand and need for research in this area. Compared to 

socioeconomically privileged groups, underprivileged adults, particularly adult women, 

are more likely to develop symptoms of depression (Batterham, Christensen, & Calear, 

2013). Therefore, future researchers should explore underprivileged depressed adult 

women’s preference for psychotherapy delivery (i.e. videoconferencing vs. face-to-face). 

Future studies should not be limited only to adult women.  

Hetrick et al. (2015) and Rawana and Morgan (2014) explained that many 

teenagers and young adults suffer from depression. Research indicates that many 

adolescents and young adults embrace social media, and it is more likely that younger 

people embrace technological advancements, including therapy via videoconferencing, 

than individuals 40 years old and older (Fietkiewicz, Lins, Baran, & Stock, 2016; 

Magsamen-Conrad, Dowd, Abuljadail, Alsulaiman, & Shareefi, 2015). A correlational 

study comparing preference delivery between depressed young women and adult women 
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may provide even further insight regarding women’s preference for treatment delivery 

Research also indicates that many young and adult women have limited access to 

mobility due to physical disability (Choi et al., 2014; Eide et al., 2015; Popplewell et al., 

2015). A correlational study comparing preference delivered between young and adult 

women with mobility difficulties could help to fill the gap in the literature regarding this 

area of study. Similarly, future researchers may want to explore other types of 

psychotherapy treatment models other than CBT. Information about videoconferencing 

and face-to-face preference delivery may have been different if the study included other 

types of treatment models. For this reason, I suggest that future research is not limited to 

one treatment model. Assessing the long-term benefits of videoconferencing though 

longitudinal studies is also important for determining the effectiveness of 

videoconferencing over time. Additionally, collecting qualitative data on 

videoconferencing might provide information on the experiences of individuals using this 

method that could supplement quantitative data and potentially lead to the identification 

of additional treatment factors. Finally, I also recommend research on the psychotherapy 

delivery preferences of other vulnerable populations, such as the elderly and depressed 

men. 

Implications for Social Change 

Despite the study’s limitations, this research has potential to provide mental 

health professionals deeper insight into adult depressed women’s cognitive behavioral 

therapy delivery preference, and further development of cognitive behavioral therapy via 

videoconferencing. This study contributes to the literature because of the feasibility of 

this approach to psychotherapy, and helps to fill the gap in the literature regarding this 
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area of study. Additionally, the findings of the study aid to bridge a gap between 

academia and the accessibility of the real-world practice. Participants who chose to 

participate in the study were aware that they were providing information for academic 

research. Nathan et al. (2000) explained that hypothetically, it may be appealing to 

speculate that participants who actively seek psychotherapy treatment in community 

settings are different from those who participate in a study, however, no evidence exists 

to validate this perspective. Therefore, it can be presumed that the information gathered 

from the study has applicability to real-world practice.  

The results of the study also extend to the clinical relationship between a therapist 

and a patient. Kramer et al. (2014) and Luxton et al. (2014) explained that some 

therapists are reluctant to provide CBT via videoconference because of concerns 

regarding how treatment via video technology might negatively influence the working 

alliance. The findings of the present study revealed that the therapeutic relationship was 

possible more via videoconferencing than in-person treatment. Similarly, Dustan and 

Tooth (2012), Gainsbury and Blaszczynski (2011), Grubbs et al. (2015), Khatri et al. 

(2014), and Woolf et al. (2015) pointed out that establishing a therapeutic relationship 

with the patient through technology is possible, which was confirmed in several empirical 

studies. However, certain barriers pertain to the implementation of psychotherapy 

treatment via videoconferencing. One barrier relates to the dissemination of recent state 

and federal laws regarding telemental health services and current telemental health 

research (Dunstan & Tooth, 2012; Hertlein & Ancheta, 2014; National Telehealth Policy 

Resource Center, 2015). If therapists are not aware of the recent state and federal laws 

pertaining to remote therapy delivery via videoconferencing, then they are putting their 
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patients’ health and confidentiality at risk. Similarly, if therapists are not aware of the 

current telehealth research developments, then they may have false beliefs about the 

applicability and utility of treatment via videoconference.  

The results of this study demonstrated that a statistically significant variance 

exists between videoconference and in-person treatment outcomes relating to clinical 

experience, patient satisfaction, and therapeutic relationship. Because 136 adult women 

in this study indicated preference for CBT treatment via videoconferencing, therapists 

should be informed of these research findings and encourage the mental health 

community to offer professional seminars and workshops aimed at training and educating 

mental health providers. Another barrier relates to the training of therapists and providing 

them resources to learn as well as adapt to the new technology. Polinski et al. (2015) and 

Luxton et al. (2014) explained that some therapists are reluctant to provide treatment via 

video because of the assumption that it may be difficult to operate. On the other hand, if 

therapists were encouraged by their state boards to attend educational workshops 

pertaining to videoconference-based psychotherapy, mental health professionals will 

become more informed and their beliefs may change regarding the difficulty of operating 

videoconference technology.  

The converging evidence indicates that psychotherapy via videoconference is 

better than no treatment, and this method of therapy is more convenient and has a farther 

reach than face-to-face psychotherapy services (Acierno et al., 2015; Khatri et al., 2014; 

Polinski et al., 2015; Richardson et al., 2009). Stubbings (2012) and May et al. (2001) 

explained that to overcome barriers to adopting new technologies, such as 

videoconferencing, awareness needs to be generated and increased though mental health 
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professional media. If mental health leaders adopt the new technology, other therapists 

are likely to be encouraged to use video-based psychotherapy in their practice. Major 

depressive disorder is a mental illness that is a national health concern. As explained in 

Chapter 2, MDD approximately affects 15 million people in the United States, and two-

thirds of that population do not get help (Nami, 2009).  

Therapists who employ using remote technology, such as videoconferencing, 

provide accessibility to patients who would not have access to seeing a mental health 

provider in person (Cartreine et al., 2010). The primary focus of this research was to 

explore adult depressed women’s preference for CBT treatment delivery (i.e., face-to-

face vs. videoconferencing). This study contributes to the literature on adult depressed 

women’s positive clinical experiences, patient satisfaction, and therapeutic relationships 

when using videoconferencing. These findings may lead to positive social change by 

providing information for practitioners to modify their approaches and delivery options 

by offering technological delivery choices for the effective treatment of adult depressed 

women and other depressed patient populations. This study filled a gap in the literature 

by focusing on the use of videoconferencing as a means of treatment and management for 

adult depressed women, which I addressed by examining patients’ perceptions of their 

clinical experiences. By contributing to the preexisting literature and filling the academic 

void, the results of this study contribute to the possible alleviation of treating women with 

depression who reside in rural areas, or lack mobility because of physical disability.  

The implication for positive social change entails the possibility of improving the 

lives of adult women suffering from depression by providing an alternative option to 

receiving psychological services not otherwise available. This study may encourage 
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Walden students and other researchers to conduct further studies concerning the influence 

of therapy via videoconferencing with different populations. The results of the study may 

motivate the mental health community to offer alternative solutions to individuals who 

are geographically limited in seeing a therapist in-person. By successfully completing the 

study, I hope to reach a wider range of mental health leaders across the globe who can 

support the use of psychotherapy services via video in a real-world practice. Therapists 

who obtain insight from this study may see how beneficial videoconferencing can be for 

individuals who are physically or geographically limited in receiving face-to-face 

psychotherapy. By providing therapists insight regarding adult depressed women’s 

preference for treatment delivery, the therapists may encourage insurance providers to 

offer financial coverage for videoconferencing. Additionally, online therapeutic services 

can reduce costs associated with travelling to face-to-face sessions (e.g., transportation, 

gas, parking; Acierno et al., 2015; Scott, Klech, Lewis, & Simons, 2015). These savings 

could be passed along to clients and insurance providers, potentially incentivizing 

insurance providers to offer coverage for therapy via videoconferencing. The study also 

has theoretical implications as well. The findings of the study confirm that working 

alliance theory is appropriate to help explain the importance of the positive working 

relationship between mental health professionals and patients in providing appropriate 

and effective care in reaching desirable therapeutic outcomes.  

Recommendations for Action  

 As discussed in Chapter 2, approximately one in eight women suffer from MDD 

(WHO, 2008). Findings from previous studies revealed that psychotherapeutic treatment 

accessibility to individuals with physical disabilities, mental disabilities, and economic 
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constraints as well as those who live in rural areas are lacking (Allen et al., 2014; Gilroy 

et al., 2014; Groh, 2013, Kempen & Zijlstra, 2014; Popplewell et al., 2014; Thomas et al., 

2012). According to Groh (2013) and Thomas et al. (2012), many women in rural areas 

experience depressive symptoms or are diagnosed with MDD but often opt for not 

obtaining psychotherapeutic treatment because the doctor’s office is more than 60 miles 

away. Pradeepet et al. (2014) explained that many women in rural areas want to see a 

mental health professional but often cannot because of transportation difficulties and the 

extensive time it may take to reach a mental health provider’s location. Insurance 

providers and policy makers need to expand the use of videoconferencing technology to 

include psychotherapeutic services, particularly in rural United States. The infrastructure 

is in place, and with necessary training, other psychologists and mental health providers 

may offer psychotherapy via videoconferencing technology. Expanding the use of 

psychotherapy delivered through video technology can provide better access to regulate 

and help manage patients’ symptoms and diagnoses, especially in areas where 

psychological services are not otherwise available.  

Conclusion 

Therapy via videoconferencing is used for the delivery of a variety of 

psychotherapeutic services, including the treatment of PTSD (Rees & Maclaine, 2015); 

those living with chronic illness, such as cancer (Steel et al., 2011); anxiety (Théberge-

Lapointe et al., 2015); eating disorders, and children with obsessive-compulsive disorder 

(Olatunji, et al., 2015). The results of this study demonstrate that out of 264 participants, 

136 participants preferred therapy delivery via videoconferencing. The lack of research 

pertaining to women diagnosed with MDD and who receive CBT psychotherapy in 
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person or via videoconferencing justified the investigation of this study. The study 

responded to the recommendations of previous researchers, who have suggested further 

research to investigate adult depressed women’s preferences for videoconference 

treatment versus face-to-face treatment. Consistent with previous research, exploring the 

psychotherapy delivery via videoconferencing, the results of this study demonstrated that 

CBT treatment of MDD delivered via videoconferencing plays an important role in 

patient’s clinical experience. The findings of this study revealed that a statistically 

significant variance existed in clinical experience, patient satisfaction, and therapeutic 

relationship between the two treatment delivery methods (i.e., videoconferencing and in-

person). The results of the study indicated that adult women favored CBT treatment 

delivery via videoconferencing over in-person treatment. 

Study findings have implications for both the practice of psychology and social 

change in relation to the mental health of individuals. It is clear that the field of 

psychotherapy has been changed by advances in technology and the Internet. Individuals 

prefer videoconferencing treatment options and find them credible and satisfying as well. 

Consequently, to offer potentially effective treatment, practitioners should be prepared to 

offer an increasing array of technological-based treatment options. The study provides 

preliminary support for the preference of psychotherapeutic services delivered via 

videoconferencing. Given the increased rating for the clinical experience, patient 

satisfaction, and in therapeutic relationship for remote psychotherapy, researchers should 

further investigate therapy delivered through videoconferencing for use with adults who 

have difficulty with physical mobility and who reside in rural areas. Because of the lack 

of research pertaining to adult women’s preference for CBT treatment delivery via 
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videoconferencing technology, this study broadened the understanding of adult depressed 

women’s preference for CBT treatment via videoconferencing. The study also filled a 

gap in the literature regarding alternative options to face-to-face CBT treatment, and that 

videoconferencing is not only a convenient option for individuals who are unable to see a 

therapist in-person, but also represented a preferred choice by 51.5 % of participants in 

this study.  
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Appendix A: Demographic Information 

The information contained in this questionnaire will remain confidential. All published 

reports will not include any identifying information of the participants in this study. 

1. What is your gender? 

 Female 

 Male 

2. Are you between 40–65 years of age? 

 Yes 

 No 

3. Have you been diagnosed with depression in the last 16 months? 

  Yes 

 No 

4. Did you receive cognitive behavioral therapy (CBT) that may have entailed 

homework, writing in a journal, role-playing, and problem resolution as well 

as behavioral activation, which entails a list of activities for you to engage in?  

 Yes 

 No 

5.  What CBT technique(s) did you find most effective during your clinical 

experience? 

___________________________________________________________  

6. Have you received cognitive behavioral face-to-face psychotherapy for a 

minimum of 6 months in the last 16 months? 

  Yes 
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 No 

7. Have you received cognitive behavioral therapy via videoconferencing for a 

minimum of 6 months in the last 16 months? 

 Yes 

 No 

8. In what state did you receive cognitive behavioral therapy via 

videoconferencing psychotherapy? 

______________________ 

 

9. In what state was your psychologist when he/she provided you cognitive 

behavioral therapy via videoconferencing?  

   ______________________ 

 

10. What race or ethnicity best describes you? (Please choose only one) 

 American Indian or Alaskan Native 

 Asian/Pacific Islander 

 Black or African American 

 Hispanic or Latino 

 White/Caucasian 

 Other 

11. What is the highest level of education you have completed? 

 No schooling completed 

 Some high school, no diploma 
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 High school graduate, diploma or the equivalent (GED) 

 Some college credit, no degree 

 Trade, technical, or vocational training 

 Associate degree 

 Bachelor’s degree 

 Master’s degree 

 Professional degree 

 Doctorate degree 

12. Are you currently…? (Please choose only one) 

 Employed for wages 

 Self-employed 

 Out of work and looking for work 

 Out of work but not currently looking for work 

 A homemaker  

 Military 

 Retired 

 Unable to work  

13. Are you experiencing financial hardship? 

 Yes 

 No 

14. Are you physically impaired or have difficulties walking? 

 Yes 

 No 
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15. Marital Status: 

 Married 

 Not Married 
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Appendix B: Therapeutic Bond Scale  

Please complete the following online questionnaire by marking (X) the answer below that 

best identifies your therapeutic relationship and your motivation for continuing therapy. 

 

1. How do you feel about the psychotherapy you are currently receiving or have 

received in the last 6 months?  

 Poor                       

 Average            

 Excellent  

2. To what extent are you looking forward to your next session?  

 Poor                       

 Average            

 Excellent  

To what extent do you agree with the following statements regarding your 

psychotherapy?  

3. I hoped to get a chance to let go and get things off my chest. 

 Poor                       

 Average            

 Excellent  

4. I hoped to get relief from tension or unpleasant feelings. 

 Poor                       

 Average            

 Excellent  
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5.  I hoped to understand the reasons behind my feelings and behaviors. 

 I Do Not Agree At All 

 Neutral        

 I Completely Agree 

6.  I hoped to find out what my feelings really were, and what I really wanted. 

 I Do Not Agree At All 

 Neutral        

 I Completely Agree 

7. I hoped to work out a particular problem that’s been bothering me. 

 I Do Not Agree At All 

 Neutral        

 I Completely Agree 

8.  I felt determined.  

 I Do Not Agree At All 

 Neutral        

 I Completely Agree 

9. I felt serious.  

 I Do Not Agree At All 

 Neutral        

 I Completely Agree 

10.  I was able to focus on what was of real concern to me. 

 I Do Not Agree At All 

 Neutral        
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 I Completely Agree 

11. I took initiative in bringing up the subjects that were talked about. 

 I Do Not Agree At All 

 Neutral        

 I Completely Agree 

12.  I talked. 

 I Do Not Agree At All 

 Neutral        

 I Completely Agree 

13.  My therapist appeared thoughtful.  

 I Do Not Agree At All 

 Neutral        

 I Completely Agree 

14.  My therapist appeared involved. 

 I Do Not Agree At All 

 Neutral        

 I Completely Agree 

15. My therapist appeared confident. 

 I Do Not Agree At All 

 Neutral        

 I Completely Agree 

To what extent do you agree with the following statements regarding your 

psychotherapy? 
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1. To what extent did your therapist understand what you were feeling and 

thinking. 

 Did Not Understand At All 

 Neutral  

 Completely Understood 

2. My therapist seemed to understand when I felt frustrated. 

 I Do Not Agree At All 

 Neutral 

 I Completely Agree 

3. My therapist seemed to understand when I felt impatient.  

 I Do Not Agree At All 

 Neutral 

 I Completely Agree 

4. My therapist seemed to understand when I felt withdrawn.  

 I Do Not Agree At All 

 Neutral 

 I Completely Agree 

5. My therapist seemed to understand when I felt confused.  

 I Do Not Agree At All 

 Neutral 

 I Completely Agree 

6. My therapist seemed to understand when I felt cautious.  

 I Do Not Agree At All 
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 Neutral 

 I Completely Agree 

7. My therapist seemed to understand when I felt strange.  

 I Do Not Agree At All 

 Neutral 

 I Completely Agree 

8. My therapist seemed to understand when I felt embarrassed.  

 I Do Not Agree At All 

 Neutral 

 I Completely Agree 

9. My therapist seemed to understand when I felt confident. 

 I Do Not Agree At All 

 Neutral 

 I Completely Agree 

10. My therapist seemed to understand when I felt inhibited. 

 I Do Not Agree At All 

 Neutral 

 I Completely Agree 

11. My therapist seemed to understand when I felt helpless.  

 I Do Not Agree At All 

 Neutral 

 I Completely Agree 

12. My therapist was attentive to what I was trying to get across. 
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 I Do Not Agree At All 

 Neutral 

 I Completely Agree 

13. I was attentive to what my therapist was trying to get across to me. 

 I Do Not Agree At All 

 Neutral 

 I Completely Agree 

14. I talked about what I was feeling. 

 I Do Not Agree At All 

 Neutral 

 I Completely Agree 

15. My therapist seemed bored. 

 I Do Not Agree At All 

 Neutral 

 I Completely Agree 

16. My therapist seemed interested.  

 I Do Not Agree At All 

 Neutral 

 I Completely Agree 

17. My therapist seemed alert. 

 I Do Not Agree At All 

 Neutral 

 I Completely Agree 
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To what extent do you agree with the following statements regarding your 

psychotherapy? 

1. I felt grateful. 

 I Do Not Agree At All 

 Neutral 

 I Completely Agree 

2. I felt accepted. 

 I Do Not Agree At All 

 Neutral 

 I Completely Agree 

3. I felt hopeful. 

 I Do Not Agree At All 

 Neutral 

 I Completely Agree 

4. I felt close. 

 I Do Not Agree At All 

 Neutral 

 I Completely Agree 

5. I felt pleased.  

 I Do Not Agree At All 

 Neutral 

 I Completely Agree 

6. I felt likeable. 
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 I Do Not Agree At All 

 Neutral 

 I Completely Agree 

7. I felt affectionate. 

 I Do Not Agree At All 

 Neutral 

 I Completely Agree 

8. I have a person-to-person relationship with my therapist. 

 I Do Not Agree At All 

 Neutral 

 I Completely Agree 

9. My therapist was friendly and warm towards me. 

 I Do Not Agree At All 

 Neutral 

 I Completely Agree 

10. I tended to accept or agree with what my therapist said. 

 I Do Not Agree At All 

 Neutral 

 I Completely Agree 

11. My therapist tended to accept or agree with my ideas and point of view. 

 I Do Not Agree At All 

 Neutral 

 I Completely Agree 
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12. I showed friendliness or respect towards my therapist. 

 I Do Not Agree At All 

 Neutral 

 I Completely Agree 

13. My therapist seemed to feel pleased. 

 I Do Not Agree At All 

 Neutral 

 I Completely Agree 

14. My therapist seemed to feel close. 

 I Do Not Agree At All 

 Neutral 

 I Completely Agree 

15. My therapist seemed to feel cheerful.  

 I Do Not Agree At All 

 Neutral 

 I Completely Agree 

16. My therapist seemed to feel affectionate.  

 I Do Not Agree At All 

 Neutral 

 I Completely Agree 

16. My therapist seemed to feel affectionate. 

 I Do Not Agree At All 

 Neutral 
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 I Completely Agree 

17. My therapist seemed to feel attracted. 

 I Do Not Agree At All 

 Neutral 

 I Completely Agree 
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Appendix C: Treatment Credibility Questionnaire  

Treatment Credibility Questionnaire (TCQ) 

Please complete the following online questionnaire by marking (X) the answer that best 

identifies your preference, reasoning, and perception of treatment value. 

1. How much do you expect this therapy to be helpful to you? 

 Never 1 

 Rarely 2 

 Occasionally 3 

 Sometimes 4 

 Frequently 5  

 Usually 6 

 Every time 7 

2. How logical does your therapy seem to you? 

 Never 1 

 Rarely 2 

 Occasionally 3 

 Sometimes 4 

 Frequently 5  

 Usually 6 

 Every time 7 

3. How scientific does your therapy seem to you? 

 Never 1 

 Rarely 2 
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 Occasionally 3 

 Sometimes 4 

 Frequently 5  

 Usually 6 

 Every time 7 

4. How much do you think your therapy will help you to understand the causes 

of your problems? 

 Never 1 

 Rarely 2 

 Occasionally 3 

 Sometimes 4 

 Frequently 5  

 Usually 6 

 Every time 7 

5. How much do you think your therapy will help you to learn effective ways of 

coping with your problems? 

 Never 1 

 Rarely 2 

 Occasionally 3 

 Sometimes 4 

 Frequently 5  

 Usually 6 

 Every time 7 
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6. To what degree does the treatment you are receiving match your ideas of 

what helps people in psychotherapy? 

 Far below 

 Moderately below 

 Slightly below 

 Met expectations 

 Slightly above 

 Moderately above 

 Far above 
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Appendix D: Revised STTS-R 

Satisfaction With Therapy and Therapist Scale – Revised (STTS-R) 

Please check mark the number that best describes your opinion of your satisfaction with 

the therapy and therapists. 

 

1. I am satisfied with the quality of the therapy I received. 

 Strongly Disagree 1   

 Disagree 2 

 Neutral 3 

 Agree 4  

 Strongly Agree 5      

2. The therapist listened to what I was trying to get across.  

 Strongly Disagree 1   

 Disagree 2 

 Neutral 3 

 Agree 4  

 Strongly Agree 5      

3. My needs were met by the therapy.  

 Strongly Disagree 1   

 Disagree 2 

 Neutral 3 

 Agree 4  

 Strongly Agree 5      



221 

 

 

4. The therapist provided an adequate explanation regarding my therapy 

 Strongly Disagree 1   

 Disagree 2 

 Neutral 3 

 Agree 4  

 Strongly Agree 5      

5. I would recommend this therapy to a friend. 

 Strongly Disagree 1   

 Disagree 2 

 Neutral 3 

 Agree 4  

 Strongly Agree 5      

6. The therapist was not negative or critical towards me. 

 Strongly Disagree 1   

 Disagree 2 

 Neutral 3 

 Agree 4  

 Strongly Agree 5      

7. I would return to this therapist if I needed help. 

 Strongly Disagree 1   

 Disagree 2 

 Neutral 3 

 Agree 4  
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 Strongly Agree 5      

8. The therapist was friendly and warm towards me. 

 Strongly Disagree 1   

 Disagree 2 

 Neutral 3 

 Agree 4  

 Strongly Agree 5      

9. I am now able to deal more effectively with my problems. 

 Strongly Disagree 1   

 Disagree 2 

 Neutral 3 

 Agree 4  

 Strongly Agree 5      

10. I feel free to express myself. 

 Strongly Disagree 1   

 Disagree 2 

 Neutral 3 

 Agree 4  

 Strongly Agree 5      

11. I was able to focus on what was of real concern to me.  

 Strongly Disagree 1   

 Disagree 2 

 Neutral 3 
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 Agree 4  

 Strongly Agree 5      

12. The therapist seemed to understand what I was thinking and feeling.  

 Strongly Disagree 1   

 Disagree 2 

 Neutral 3 

 Agree 4  

 Strongly Agree 5      

13. How much did this treatment help with the specific problem that led you to 

therapy? 

 Made things a lot better               1   

 Made things somewhat better           2 

 Made no difference                   3 

 Made things somewhat worse          4 
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