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Background: Internet-delivered interventions offer a feasible way to facilitate access to mental healthcare and considerable evidence supports their effectiveness for the treatment of different mental disorders. However, potential users’ attitudes toward these interventions are crucial for their successful implementation. A better understanding of factors related to treatment acceptance and adherence is required to exploit the full potential of internet interventions. Hence, the aim of the present work was to analyze the acceptability of a therapist-guided internet-delivered CBT intervention for adjustment disorder and its impact on treatment outcomes.
Methods: The acceptability was estimated from the acceptance to participate in the randomized controlled trial addressed to explore the effectiveness of the internet intervention in question. Other indicators of acceptability were treatment adherence, expectations, satisfaction, and opinion reported by 34 participants from the trial.
Results: Willingness to try an internet intervention was observed and 76.5% of participants completed all seven treatment modules. Less positive initial expectations did not reduce treatment effectiveness, yet they might have led to treatment abandonment. Overall, participants were satisfied with the internet intervention and perceived it as a useful, comfortable and attractive way of receiving psychological assistance. Treatment modules aimed at promoting identification with the treatment goals, relapse prevention, and change in the meaning of the stressor were found to be related to posttraumatic growth and increase in positive affect and quality of life. Participants also expressed that the intervention required considerable motivation. In this regard, therapeutic support was perceived as an important adherence facilitator.
Conclusion: The findings from this work support the suitability of internet interventions for the treatment of adjustment disorder. However, further research is required in order to develop guidelines for the design of more attractive and engaging internet interventions.
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INTRODUCTION
Since their appearance in the late 90s, Internet-delivered interventions have been widely investigated and accumulated a strong empirical support. Different meta-analyses pointed out that these interventions can be equally effective as face-to-face psychotherapy (Andrews et al., 2018; Carlbring et al., 2018), not only in controlled trial settings but also in the context of routine psychiatric care (Hedman et al., 2014; Mathiasen et al., 2018). Therefore, internet interventions represent a potentially feasible and effective solution to the current treatment gap, which refers to the difference between the prevalence of mental disorders and the proportion of people affected by mental disorders who receive treatment (Kohn et al., 2004).
According to WHO, up to 50% of people with mental health problems do not receive help in high-income countries (World Health Organization, 2013). This rate is even higher in low- and middle-income countries. Long waiting lists, high cost, and desire to handle the problem on one’s own are some of the reasons for this situation (Saxena et al., 2007; Andrade et al., 2014). The quality of the received treatment is another important problem. An epidemiological survey conducted across 21 countries revealed that only 27.6% of people meeting criteria for an anxiety disorder have received some treatment, though only about 9.8% received a possibly adequate treatment (Alonso et al., 2018). Given these challenges, researching strategies to improve access to evidence-based psychological interventions is paramount since untreated mental health symptoms can lead to prolonged emotional distress, reduced functioning, and even suicide (Brown et al., 2002; Williams et al., 2008). Need for alternative forms of psychotherapy also became evident during the recent COVID-19 pandemic, when the access to conventional (face-to-face) psychotherapy has been hampered by quarantine policies requiring social distancing.
Internet-delivered interventions can help to overcome or sidestep some of the current barriers to psychotherapy. Among the main advantages of internet-delivered interventions are accessibility, flexibility, affordability, confidentiality, and their wide reach (Griffiths et al., 2006; Musiat et al., 2014). However, these advantages are not enough to consider internet-delivered interventions as a feasible alternative to face-to-face psychotherapy. Despite demonstrated effectiveness, the implementation of a certain treatment represents a significant challenge if patients are not willing to use it. Thus, evidence suggests that there is a direct link between treatment acceptability, adherence, and clinical outcomes (Swift and Callahan, 2009). Notwithstanding this evidence, little attention has been paid to the assessment of the variables related to the acceptability of internet-delivered interventions.
Intervention acceptability is usually estimated from take-up and drop-out rates, or from patients’ satisfaction, collecting information about positive and negative aspects of the received treatment (Kaltenthaler et al., 2008). Treatment preferences, expectations, or ease of use have been also reported as indicators of acceptability (Mohr et al., 2010; Botella et al., 2016). Overall, the existing evidence suggests that internet-delivered interventions are a less preferred treatment option than the face-to-face therapy (Mohr et al., 2010; Gun et al., 2011; Kayrouz et al., 2015; Batterham and Calear, 2017). However, a large proportion of people inclined to use internet-delivered interventions (March et al., 2018) and the high satisfaction among those who complete them (Richards et al., 2016; Andrews et al., 2018; Campos et al., 2018; Mira et al., 2019) suggest that internet-delivered interventions represent a potentially attractive treatment alternative for mental disorders.
Certain clinical conditions, such as Adjustment Disorder (AjD), might be more suited for internet interventions (Maercker et al., 2015). AjD is the diagnostic category for the distress triggered by an identifiable stressful event (American Psychiatric Association, 2013). According to the literature, AjD is a highly prevalent condition (Evans et al., 2013; Yaseen, 2017), usually associated with a favorable prognosis (Carta et al., 2009; Yates et al., 2016). In fact, AjD is considered a transient condition, which may be resolved spontaneously (Zelviene and Kazlauskas, 2018). However, AjD involves significant distress, important reduction of quality of life, and severe interference in daily activities (Fernández et al., 2012; Gradus, 2017). Furthermore, sometimes AjD can become chronic, lead to more severe conditions and increase suicide risk (Casey et al., 2015; O’Donnell et al., 2016). Evidence also points out that there are different vulnerability factors for the development of AjD. More specifically, AjD was found to be associated with greater neuroticism, less extraversion, and more maladaptive coping styles (Vallejo-Sánchez and Pérez-García, 2017). Thus, despite its usually transient nature, AjD symptoms can reappear in response to new stressors if an appropriate treatment is not provided. Previous research revealed that AjD is one of the main causes of recurrent sickness absence (Van der Klink et al., 2003; Koopmans et al., 2011). Therefore, a treatment should be considered in order to alleviate the distress and prevent the aggravation or recurrence of the disorder (Bachem and Casey, 2018).
The few controlled studies available suggest that internet interventions constitute an effective treatment option to reduce AjD symptom burden (Eimontas et al., 2018; Moser et al., 2019; Rachyla et al., 2020). However, little is known about their acceptability. The inclusion of therapist, for example, seems to lead to lower dropout rate, especially when it is provided on weekly basis (Rachyla et al., 2020) instead of on demand (Eimontas et al., 2018). The aim of the present work is to address the existing knowledge gap concerning the acceptability of internet interventions for AjD. Data regarding take-up rates, adherence, treatment expectations, satisfaction and perceived usefulness from a randomized controlled trial (RCT) on a guided internet-delivered Cognitive Behavioral Therapy (ICBT) intervention for AjD (Rachyla et al., 2018) were analyzed. The potential impact of acceptability related indicators on intervention efficacy was explored. Finally, qualitative data about ICBT strengths and limitations were collected.
MATERIALS AND METHODS
Research design
The acceptability was assessed among participants of a randomized controlled trial (RCT) aimed at developing and validating an ICBT intervention for AjD (Rachyla et al., 2018). Participants were randomly allocated to either intervention or waiting list control group. In this work only data from the intervention group were used. The assessment was conducted online at five different moments: baseline, post-intervention, 3-, 6-, and 12-month follow-up. A brief post-module assessment was also included. Patients’ expectations about the treatment were assessed after the first module, which included detailed information about the intervention program.
The study protocol was approved by the Ethics Commitee of Universitat Jaume I and registered at https://www.clinicaltrials.gov as NCT02758418. The participation was voluntary. Patients’ informed consent was obtained before their inclusion in the trial. The agreement to join the study was provided by clicking the “Accept” button and answering a brief socio-demographic survey.
Sample characteristics
In the present work, only participants from the intervention group were included. Therefore, the sample consisted of 34 participants between the ages of 18 and 58 (M = 32.59, SD = 10.40), the majority of whom were women (n = 24, 70.6%). Twenty-seven (79.4%) of the participants were from Spain, two (5.9%) from Argentina, two (5.9%) from Colombia, one (2.9%) from Brazil, one (2.9%) from El Salvador, and one (2.9%) from Portugal. Twenty-four (70.6%) participants have completed university education or were university students. Regarding the clinical characteristics of the sample, twenty-five (73.5%) presented mixed anxiety and depressive symptoms, six (17.6%) presented only anxiety symptoms, and three (8.8%) presented low mood. Only six (17.6%) participants were taking medication. Drug name and dosage were registered at baseline and then monitored throughout the intervention. More detailed sample description can be seen in the Table 1.
TABLE 1 | Characteristics of study participants at baseline.
[image: Table 1]Recruitment and procedure
The sample for the trial was recruited via printed advertisements and announcements on internet, radio and newspaper. Collaborating centers informed about the trial when detected possible cases of AjD. Those interested in participating contacted the research team by email or telephone. A telephone interview was arranged to provide more detailed information about the trial and conduct the diagnostic interview. Participants who fulfilled the inclusion criteria and signed online informed consent were included in the study. The block randomization was conducted by an independent researcher, who was not involved in the RCT, and the assigned group was communicated by telephone. The baseline assessment was completed after the randomization. The intervention group had access to the ICBT 24 h after completing the assessment. The treatment lasted from 7 to 10 weeks. During the intervention period patients received weekly therapist support. The support consisted in a voice call (maximum 10 min duration) aimed at clarifying doubts, reminding the importance of moving forward, and congratulating for their effort. When the intervention was finished, participants completed the assessment online and the diagnostic and opinion interviews were conducted by telephone.
Inclusion and exclusion criteria
Apart from meeting DSM-5 (American Psychiatric Association, 2013) criteria for AjD, participants had to be at least 18 years old, understand and be able to read Spanish, and have an email address, access to internet, and basic knowledge about how to use a computer. Participants were excluded if they were already receiving psychological assistance, met diagnostic criteria for another severe mental disorder (including personality disorder and substance abuse or dependence) or presented high risk of suicide or self-destructive behaviors. The medication was monitored over the course of the trial. A change in the medication or an increase in the dosage was considered an exclusion criterion.
Measures
Table 2 summarizes the instruments completed at each study stage.
TABLE 2 | Timing for each instrument.
[image: Table 2]Diagnostic interview
Diagnostic Interview for Adjustment Disorders (Quero et al., 2019). It is a semi-structured interview which lasts approximately 60 min and provides information about the main stressor, clinical symptoms developed as a consequence of this stressor and its impact on the person’s normal life and functioning. ADIS clinician’s severity rating scale (Di Nardo et al., 1994) was completed by the interviewers at the end of each interview in order to indicate the level of distress-interference in functioning (from 0/“Absent” to 8/“Very severely disturbing/disabling”).
Patients’ expectations about the treatment
A 6-item scale was adapted from the Credibility/Expectancy questionnaire (Borkovec and Nau, 1972): 1) “How logical does the treatment seem to you?”; 2) “How satisfied are you with the treatment you are going to receive?”; 3) “To what extent would you recommend this intervention to a friend of yours with the same problem?”; 4) “How useful do you feel this treatment would be in treating other psychological problems?”; 5) “To what extent do you feel this treatment is going to be useful for you?”; 6) “How aversive do you feel this treatment will be?”. Each item was rated from 1 (“Not at all”) to 10 (“Very much”). The item 6 was not included in the analysis given that participants reported having difficulties to understand its meaning.
Patients’ satisfaction with the treatment
Patients’ satisfaction after completing the intervention was assessed using the same scale than for expectations, but the items were slightly modified: 1) “How logical did the treatment seem to you?”; 2) “How satisfied are you with the received treatment?”; 3) “To what extent would you recommend this intervention to a friend of yours with the same problem?”; 4) “How useful do you feel this treatment would be in treating other psychological problems?”; 5) “ To what extent do you feel this treatment helped you?”; 6) “How aversive did you find this treatment?”. Again, item 6 was not included in the analysis.
Patient’s opinion about the treatment modules
Before starting a new module participants rated from 0 (“Not at all”) to 10 (“Very much”) the following statements referring to the previous module: 1) “To what extent did you like the module?”, and 2) “To what extent did you find useful the module?”.
Patient’s opinion about the treatment and the received support
A short opinion questionnaire was developed specifically for the study. Participants were asked to rate from 0 (“Not at all”) to 10 (“Very much”) the following statements: 1) “To what extent did you find this internet intervention useful?”; 2) “To what extent do you feel that this internet intervention is an attractive way to receive psychological assistance?”; 3) “To what extent do you feel that this internet intervention is a comfortable way to receive psychological assistance?”. Qualitative data were also collected asking participants about positive and negative features of the intervention. Two questions were developed to assess participants’ opinion on weekly support: 1) “To what extent did you like to receive the weekly call from the therapist?”; 2) “To what extent did you find useful the weekly call from the therapist?”. Participants were asked to rate each of these statements from 0 (“Not at all”) to 10 (“Very much”) and justify their answer.
Treatment efficacy
Treatment efficacy was estimated from a battery of self-report questionnaires which included: Beck Depression Inventory - Second Edition (BDI-II), Beck Anxiety Inventory (BAI), Inventory of Stress and Loss (ISL), Posttraumatic Growth Inventory (PTGI), Positive and Negative Affect Scales (PANAS), and Multidimensional Quality of Life Questionnaire (MQLI). For more detail see the study protocol (Rachyla et al., 2018).
Intervention
The received intervention was TAO, the Spanish acronym for Adjustment Disorders Online. It is a seven-module ICBT, accessible at https://www.psicologiaytecnologia.com/. Participants logged in with a user name randomly generated during registration, thus protecting their privacy. The modules were activated sequentially (one after the other). Participants were advised to progress at their own pace but not more than one module per week, so it took them between 7 and 10 weeks to complete the intervention.
The program presents a linear navigation, so participants could only go forward or backward, following the usual structure of a CBT session (Figure 1): setting agenda; working on agenda (giving periodic summaries and proposing activities intended to put into practice the learned psychological techniques); assigning tasks to do before the next session; checking if patients have understood the contents which have been covered during the session; summarizing the session. Each module followed the same structure and combined texts, videos, pictures, vignettes, interactive exercises, and downloadable pdf files. This format was used in order to, first, make the program more user-friendly and, second, to help participants realize that each module is tailored towards specific treatment goals.
[image: Figure 1]FIGURE 1 | Intervention screenshots: (A) main menu; (B) agenda and therapeutic goals; (C) therapeutic contents; (D) self-assessment questions.
As for therapeutic contents, TAO includes the following components: 1) psychoeducation on AjD and common reactions to stressful events; 2) behavioral activation and slow breathing technique to manage negative emotions; 3) exposure to avoided situations which contribute to the maintenance of the problem; 4) problem-solving technique to improve the ability to deal with everyday challenges; 5) mindfulness to become aware of the personal experiences (feelings, thoughts, emotions); 6) elaboration and processing of the stressful event through the acceptance, confrontation, and development of a new meaning for the problematic situation; 7) positive psychology strategies to promote personal growth and a new attitude towards problems; and 8) relapse prevention. The first module is introductory and aims at providing information about how the intervention works and the contents of each module, recommendations to get the maximum benefit from the program, and enhancing the motivation for change. Content of each module is shown in the Table 3.
TABLE 3 | Intervention content.
[image: Table 3]Participants received a brief telephone call every week during the time that the intervention lasted. At the beginning of the intervention participants were assigned a therapist who was responsible for these weekly calls. Only two therapists participated in the study. Both had Master degree in Clinical Psychology and experience providing psychological assistance at the Emotional Disorder Clinic in Universitat Jaume I (Spain). Before the commencement of the RCT, therapists were trained in order to provide the same kind and level of support.
Statistical analyses
Means and standard deviations were computed for treatment expectations, satisfaction, and opinion, as well as for satisfaction with and perceived usefulness of each of the intervention modules and the received telephonic support. For the 26 participants who completed the whole intervention, reliable change indexes (Jacobson and Truax, 1991) were calculated for all treatment efficacy measures to evaluate the statistical significance of the pre-post change. Post-treatment scores can be found in (Rachyla et al., 2020). Stepwise regression analyses were conducted to assess whether the clinical reliable change was predicted by any of the previously analyzed parameters. Finally, qualitative information was grouped according to common themes.
RESULTS
Acceptance of participation
As it is shown in the Figure 2, seventy-eight out of the 144 assessed volunteers fulfilled the inclusion criteria for the trial; 44 contacted because they were interested in an online intervention and 34 were derived from the Emotional Disorders Clinic of Universitat Jaume I or by their family doctor, but were initially interested in a face-to-face therapy. Sixty-eight participants signed the informed consent and were finally included in the RCT (34 were randomized to the intervention group and 34 to the control group). Four of the patients derived from the Emotional Disorders Clinic refused to participate in the study and preferred face-to-face treatment. Finally, six participants did not participate because they were unable to be contacted. Three of these participants were initially interested in an online intervention and three in a face-to-face therapy.
[image: Figure 2]FIGURE 2 | Flowchart of participants.
Adherence
Out of 34 participants included in the TAO condition, eight participants dropped out from the intervention group before they completed the ICBT program. The reasons for dropping out were: time constraints (n = 2), feeling that the intervention did not match their needs (n = 2), worsening of clinical symptoms and feeling that a professional help was needed to manage them (n = 2). Two participants did not answer the phone or the email, so their reasons for dropping out are unknown.
Participants’ expectations about the treatment
Participants’ scores on Treatment Expectation Scale, differentiating between completers and dropouts, are presented in Table 4. As can be seen, completers scored slightly higher on the scale, as well as on each of the items. Overall, treatment expectations were positive (mean scores above or around 7 on a 0 to 10 scale). Regression analyses revealed a non-significant impact of treatment expectations on the clinically reliable change at post-intervention (ρ > 0.05).
TABLE 4 | Mean and standard deviations on Treatment Expectation Scalea for completers and dropouts.
[image: Table 4]Participants’ satisfaction with the treatment
Participants’ scores on Treatment Satisfaction Scale are presented in Table 5. On a 0 to 10 rating scale, users reported moderate levels of satisfaction (mean scores above or around 7). Regression analysis revealed that higher treatment satisfaction reflected in greater pretest-posttest positive change in PANAS+ (R2 = 0.32, β = 0.59, t = 3.49, ρ = 0.002) and PTGI (R2 = 0.13, β = 0.41, t = 2.13, ρ = 0.044).
TABLE 5 | Mean and standard deviations on treatment satisfaction scalea.
[image: Table 5]Intervention modules: Perceived satisfaction and usefulness
Satisfaction with, and perceived usefulness of, intervention modules is reported in Table 6. Module 6 was the module with higher satisfaction (M = 7.76, SD = 1.92) and usefulness (M = 7.76, SD = 1.92) score. Regression analyses showed that satisfaction with module 0 was a significant predictor of posttraumatic growth from baseline to post-intervention (R2 = 0.17, β = 0.45, t = 2.44, ρ = 0.023), while satisfaction with module 6 predicted change in positive affect (R2 = 0.30, β = 0.57, t = 3.36, ρ = 0.003) and satisfaction with module 5 predicted change in perceived quality of life (R2 = 0.17, β = 0.45, t = 2.40, ρ = 0.025). Finally, perceived usefulness of module 6 was predictor of change in positive affect (R2 =0 .29, β = 0.56, t = 3.26, ρ = 0.003) and quality of life (R2 = 0.13, β = 0.40, t = 2.12, ρ = 0.045).
TABLE 6 | Satisfaction with the intervention modules and their perceived usefulness.
[image: Table 6]Participants’ opinion about the treatment
The program was perceived as a useful (M = 8.00, SD = 1.48), convenient (M = 8.91, SD = 1.44), and attractive (M = 7.77, SD = 1.77) way of receiving psychological assistance. Results concerning qualitative opinion about the received treatment are presented in Table 7.
TABLE 7 | Qualitative opinion about the internet intervention.
[image: Table 7]Telephone support
Participants reported that they liked the weekly calls (M = 9.41, SD = 1.10) and also found them highly useful (M = 8.82, SD = 1.37). Reasons for the positive evaluation of the telephone support were: promotes the adherence (motivates to move forward), opportunity to solve doubts (even if you do not have any), knowing that you are not alone (a specialist behind the machine who is monitoring your progress).
DISCUSSION
The aim of the present work was to assess the acceptability of an ICBT intervention for AjD in terms of take-up rates, adherence, as well as treatment expectations, satisfaction, and usefulness. Impact of acceptability on treatment efficacy was also investigated. Another objective was to explore if the ICBT was considered as an attractive and convenient way of receiving psychological assistance among patients with AjD. Finally, positive and negative program features were analyzed.
Results for take-up rates showed that only four out of 78 participants fulfilling eligibility criteria for the RCT rejected to participate, being all of them initially interested in face-to-face therapy. This result is partially supported by the existing literature which suggests that individuals interested in receiving psychological intervention tend to show greater preference for face-to-face interventions (Mohr et al., 2010). However, the other 30 referred patients seeking psychological assistance accepted to participate in the RCT and 44 people contacted because they were interested in an online intervention. These findings suggest that patients with AjD perceived an internet-delivered intervention as a feasible alternative to face-to-face therapy.
With regard to adherence, out of 34 participants, 76.5% completed the whole seven-module ICBT. The dropout rate was 23.5%, slightly below the 30% reported in the literature on the adherence to guided ICBT for other mental disorders (Van Ballegooijen et al., 2014; Andrews et al., 2018) and considerably lower than those reported for completely self-applied interventions for AjD (Bachem and Maercker, 2016; Eimontas et al., 2017; Eimontas et al., 2018), and even for internet interventions with therapist support on demand (Eimontas et al., 2018). These findings suggest that the providence of guidance might elevate patients’ motivation and consequent treatment engagement.
Time constriction was one of the reasons behind treatment dropout. The worsening of symptoms was another reason, in line with previous research which found that patients who dropped out from ICBT reported that treatment demands exceeded their capabilities (Johansson et al., 2015). In our study, the feeling of being completely overwhelmed by the situation prompted two participants to seek greater therapeutic support. In fact, both participants initiated face-to-face intervention after leaving the project. The third reason for dropping out was the feeling that the intervention did not match their needs.
As for expectations with regard to the ICBT for AjD, results were similar to those found in the literature for other disorders, such as depression (Botella et al., 2016) or specific phobia (Campos et al., 2018). Treatment expectations were slightly lower among dropouts than among completers, supporting somehow the assumption that poor treatment expectations can lead to treatment abandonment (Swift and Callahan, 2009). However, due to the small sample size of dropouts in the present study, it could not be explored whether the observed between-group differences were statistically significant, hence further study is needed in order to draw firmer conclusions in this regard. Regression analyses revealed that expectations did not predict treatment efficacy, suggesting that even users with lower initial expectations benefited from the treatment. Since a previous study reported that the providence of information about an internet-delivered intervention influenced positively treatment acceptance among depressed patients (Ebert et al., 2015), this strategy could also be used to encourage patients to continue to use the ICBT intervention, even if it does not seem to meet their demands. It also should be reminded that treatment results are not immediate, in order to prevent patients from getting discouraged and dropping out.
Participants expressed moderate satisfaction with the received intervention. Regression analyses showed that treatment satisfaction did not predict distress reduction. Patients who were less satisfied with TAO reported clinical change on BDI, BAI, ISL, and PANAS negative affect subscale similar to that reported by more satisfied participants. Therefore, it seems that the ICBT was equally effective in all patients. However, the satisfaction predicted posttraumatic growth and increase in positive affect and quality of life. The analyses of the impact of each treatment module revealed that satisfaction with modules 0, 5, and 6 predicted clinically significant change in posttraumatic growth, quality of life, and positive affect respectively. Perceived usefulness of module 6, on the other hand, predicted clinically significant change in positive affect and quality of life. Module 0 was aimed at helping patients to give name to their problem and propose a way to manage it. Feeling more identified with TAO target population and agreeing with the proposed way to approach the problem might lead to higher satisfaction, greater treatment engagement, and consequent posttraumatic growth. On the other hand, the module 6 was aimed at raising awareness about the progress made since the beginning of the intervention, summarizing learned skills, preparing patients for recurrence of some symptoms and identifying warning signs of relapse. Seeing the program as an integrated whole, where every module was focused on treating different parts of the same problem, might help patients to feel more empowered to handle the problem situation. In addition, the relapse prevention component was aimed at promoting the sense of achievement, which also might explain greater improvement in positive affect and quality of life. Finally, the impact of module 5 on the quality of life was an encouraging finding since that module had as objective to change the way of approaching the stressful situation.
Finally, the general opinion of participants was that TAO represented a useful, comfortable and attractive way of receiving psychological assistance. As positive aspects of TAO participants highlighted its contents (inclusion of effective techniques, examples, practical, and attractive exercises), form (structure, intuitive interface, easy understandable language, and brief modules) and format (combination of different multimedia resources, inclusion of videos, and downloadable PDF files). Regarding the advantages of ICBT interventions, participants highlighted confidentiality, accessibility from any place and at any time, comfort of working on your wellbeing from home, without need for transportation or changing your schedule, chance to progress at your own way, reviewing or dedicating more time to certain parts of the intervention, and perceived self-efficacy. However, participants indicated that ICBT required considerable motivation, commitment, and determination. Therapist support was seen as an important resource to overcome this barrier. Despite telephone calls did not include additional clinical content, participants felt that they had someone to help them. This finding is consistent with previous research which found out that support provided in ICBT was effective even when it was provided by a person without clinical experience (Baumeister et al., 2014). Thus, if the main function of therapist call is to increase motivation (Schröder et al., 2016), it might be replaced by other type of automated support. In this regard, automated emails were found to promote both adherence and clinical improvement (Titov et al., 2013). Participants from TAO indicated that a more customizable and interactive interface would also enhance ICBT use.
Limitations
The generalization of present findings could be compromised by several study limitations which should be addressed in future research. First, the sample size was too small to allow definitive conclusions on acceptability of ICBT interventions for the treatment of AjD. Second, 73.5% of the sample was people who contacted because they were interested in ICBT intervention. This initial interest could have affected the results. Third, the majority of the sample were women and most had relatively high education level, factors which were found to be associated with greater willingness to use internet-delivered interventions (Batterham and Calear, 2017).
CONCLUSION
In sum, the present work showed that ICBT with therapist support was well accepted among patients with AjD. Expectations towards the treatment were positive. The results suggest that treatment expectations were related to adherence. However, treatment outcomes were not significantly affected, indicating that those with more negative expectation also improved with treatment. The drop-out rates were lower than it was expected, probably because of the weekly therapist telephone support. Satisfaction with the treatment was good and it was predictor of increase in positive affect and posttraumatic growth. Three intervention modules were related to treatment satisfaction: introductory module which provided information about the ICBT, relapse prevention module, and also the module aimed at changing the way of perceiving the stressful event. This suggests the convenience of incorporating these components into treatment protocols for AjD. Therapist support promoted treatment adherence. However, adherence might be also achieved through certain system functions as well as including contents aimed at facilitating engagement, and not only clinical change.
To the best of our knowledge, this is the most comprehensive study exploring acceptability of an ICBT intervention for AjD, so it represents a significant step forward in this field. Further research is required since it will allow revealing more about both acceptability and engagement related factors. Development of treatment programs which are effective and also attractive for patients will lead to increased exploitation of all potential offered by internet-delivered interventions.
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