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Distance Therapeutic Alliance:
The Participant’s Experience
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Access barriers to services result in extensive wait times. Distance delivery systems with no
face-to-face contact are not yet widely accepted because of uncertainty about whether thera-
peutic alliance can exist. In this study, 131 participants completed a questionnaire designed
to explore their distance treatment experience. The majority described positive comments
about the relationship formed with their telephone coach including the strength/quality,
coach attributes, and the inapprehension to disclose information to the coach. Moreover, 97%
reported preference for distance treatment. Acceptance and integration of evidence-based dis-
tance delivery systems are a promising approach to primary healthcare reform. Key words:
disinbibition, distance delivery system, distance therapeutic alliance, distance treatment,
nonprofessional therapist, self-disclosure, therapeutic alliance, therapist attributes, visual

anonymity, wait times

NNOVATIVE APPROACHES such as dis-

tance treatment have been developed to
overcome serious problems of access to men-
tal health services in Canada. Service de-
lays and untimely waitlists are widely re-
ported by the Canadian government!? and
researchers.>* There has been little research
to determine the nature or the ability to de-
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velop therapeutic relationships using technol-
ogy to deliver evidence-based treatment.

Although 18% of the pediatric population
has a diagnosable mental health disorder, ap-
proximately 80% do not receive services.?
The current mental health service structure
can be a barrier to timely access because often
only severe cases receive specialist services.
Children exhibiting mild to moderate symp-
toms are waitlisted, often for periods up to a
year. Similarly, women suffering from mild to
moderate postpartum depression symptoms
are disadvantaged by limited access to ser-
vices. Over time, untreated conditions can
lead to exacerbation of symptoms causing
physical/social impairment to the individual
and chaos or marital difficulties within the
family unit.>® Such healthcare disparity can
be very frustrating for families who are in des-
perate need of services.

The cost (ie, transportation, meals, park-
ing, child care, and missed work for one or
both parents) and inconvenience of travel for
face-to-face appointments that are typically
scheduled during weekday hours can be es-
pecially burdensome for those living in rural
or remote regions. Furthermore, the stigma
associated with receiving mental health ser-
vices often prevents families from maintaining
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scheduled appointments.”1° These obstacles
to access result in high attrition rates and ulti-
mately poor health outcomes.

BACKGROUND

The demand for improved access to health-
care services has been the impetus for the de-
velopment of new methods of healthcare de-
livery such as self-help style interventions that
do not require face-to-face contact.!'’>!? Dis-
tance intervention programs could provide
convenient access to families who have the
right to receive timely healthcare services, a
potential solution for waitlist issues. The ef-
fectiveness of distance delivery systems is un-
certain because there is a question of whether
a therapeutic alliance can be formed with the
therapist, in the absence of visual contact.!?
To facilitate the design and acceptance of new
delivery systems, we must gain a better under-
standing of distance therapeutic alliance and
factors that may influence the development
of therapeutic relationships, in the absence of
face-to-face contact.

THERAPEUTIC ALLIANCE

Traditionally, therapeutic alliance has been
used to describe the relationship between a
therapist and adult client during face-to-face
therapy.'* One of the most recognized the-
ories about therapeutic alliance, developed
by Bordin,'* identifies 3 elements (bond, goal
agreement, and task agreement) that must
mutually exist between client and therapist.
A strong, positive client-therapist relationship
and collective agreement to the tasks and
goals of treatment are fundamental compo-
nents of therapeutic alliance. Bordin suggests
that the strength of the relationship greatly in-
fluences the therapeutic change experienced
with therapy. In face-to-face therapy, thera-
peutic alliance has been shown to correlate
highly with successful therapy.!4-'® However,
it is not clear whether Bordin’s theory would
be generalizable to distance therapeutic al-
liance constructs.

DISTANCE THERAPEUTIC ALLIANCE

Cook and Doyle!? studied (N = 15) treat-
ment advice from therapists through elec-
tronic mail or chat for a variety of adult prob-
lems. The Working Alliance Inventory (WAI)
scale, developed and validated for face-to-face
treatment by Horvath,'®!” on the basis of
Bordin’s theory (bond, task agreement, and
goal agreement) was used as a measure of
therapeutic alliance. The results indicated
that therapeutic alliance existed and when
compared with normative data from the
face-to-face literature, distance therapeutic
alliance scores may have been possibly
enhanced. Nine participants commented
on their online experience. The themes
that related to the distance relationship in-
cluded Disinbibition (inapprehension about
self-disclosure), Strength of relationship
with therapist, and Convenience/flexibility
of therapy. However, because of the small
sample size, the study lacked statistical
power limiting the generalizability of the
findings.

Lingley-Pottie and McGrath!® studied the
participants in the Family Help Research pro-
gram to explore the distance therapeutic al-
liance. The Family Help Research program
was designed to provide early intervention
for mild and moderate diagnosable mental
health problems. Evidence-based psychoso-
cial and behavioral interventions are deliv-
ered to families and children in the com-
fort and privacy of their own home. Treat-
ment includes written material, videos, and
a nonprofessional telephone therapist called
a coach.® The WAI scale was administered
to 64 adult participants at the end of treat-
ment. The total WAI scores were generally
high providing evidence that a therapeutic al-
liance can exist in distance treatment. The
researchers compared the distance treatment
mean WAI scores with normative data re-
ported for face-to-face treatment and discov-
ered that the scores were at least comparable
to face-to-face treatment.

The purpose of this study was to ex-
plore the meaning of the distance therapeutic
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alliance and the distance treatment experi-
ence, described from the Family Help par-
ticipant’s perspective. The researchers hy-
pothesized that the participant’s distance al-
liance experience would reveal constructs
that would be congruent to Bordin’s theory.'*
Furthermore, it was believed that new dimen-
sions not adequately encompassed by the tra-
ditional therapeutic alliance definition would
emerge.

METHODS

Participants

The participants were adults receiving
Family Help treatment for a diagnosable post-
partum depression disorder or primary care-
givers of children who were diagnosed with
mild to moderate behavior disorder, pedi-
atric anxiety, nocturnal enuresis, and recur-
rent headache and/or abdominal pain.

As described previously, the Family Help
Research program teaches evidenced-based
skills that are consistently implemented by
the participants to enable them to overcome
the problem.®!® All participants were as-
signed a primary care telephone coach and
received written material pertinent to the spe-
cific problem area (either in manual form or
Web-based format), complimented by an ed-
ucational video. The treatment program is
focused on learning and effectively imple-
menting new skills presented in the mate-
rial, followed by a weekly telephone session
with the coach who is a nonprofessional. Each
coach received extensive training to effec-
tively problem-solve, customize the program
tasks to meet the specific needs of the fam-
ily, and provide support during the treatment
program. The coaches were trained and su-
pervised weekly by a licensed healthcare pro-
fessional. Depending on the problem area,
the program consisted of 4 to 12 weekly
sessions.

The participants resided within Nova
Scotia’s (Canada) district health authorities
4, 5, 6, and 9, many located in rural areas.
Sample size was determined to ensure a vari-

ety of participant perspectives were included
and redundancy achieved®*?! (ie, mode of
treatment delivery; mental health problem
area, treatment focused with child/parent,
parent only, or direct treatment recipient; and
coach/participant gender). Furthermore, in-
clusion of postpartum women would increase
the generalizablility of the findings to unwell
adults inflicted with a mental health disorder.
Approval was obtained from the applicable re-
search ethics committees.

Procedures

The researchers created a questionnaire
(Table 1) designed to explore the meaning of
distance therapeutic alliance and the distance
experience. It was telephone-administered at
the end of treatment. Careful attention was
made to include questions that pertain to
the constructs of Bordin’s theory (ie, bond,
goal agreement, and task agreement). To en-
sure that the participants’ responses were
not influenced by wishing to please their
coach,???3 the questions were administered
by a research assistant not involved with the
participant’s care. The participants were also
informed that their responses would not be
shared with their coach. If the participant
had more than one coach during treatment,
the questions were focused on the coach
with whom the majority of the time was
spent.

Analysis

The open-ended questions were analyzed
using content analysis and the remaining
question responses were tallied. The primary
researcher segmented the sentences reflect-
ing different thoughts.>!"*> A codebook was
developed on the basis of emerging themes
and included the main category name, sub-
categories and codes, a definition of the
subcategory, inclusion and exclusion crite-
ria, and exemplars.?! The codebook was pi-
lot tested with 30 cases using 2 trained
independent coders and yielded very good
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Table 1. Questionnaire

Questions

1.

2.

I would like for you to describe to me your thoughts and feelings about the relationship you

formed with your coach, <coach name>?

(a) What were you trying to achieve, your goals/purpose of doing Family Help? (ie, What were
you trying to get out of Family Help?)

(b) Could you describe to me how well you and your coach agreed on what you were trying to
achieve (your goals/purpose) in doing Family Help?

. Could you describe to me how well you and your coach agreed on what you did during the

sessions?

<coach name>’s voice:

7. If you were starting over, would you:

Family Help system
Face-to-face system

Male
Female
Neither

First, what you liked about his/her voice:
Next, what you didn’t like about his/her voice:

5. Do you believe your coach’s voice made a difference in helping you?

6. Thinking of the Family Help system, where you talk to the coach only at a distance over the
phone, compared with a system where the same thing is done but you go to a clinic or
hospital to talk in person, face-to-face, can you tell me. ..

(@) ...what you think the advantages of/good things about the Family Help system are:
(D) .. .what you think the disadvantages of/problems of the Family Help system are:
(©) .. .what you think the advantages of/good things about a face-to-face system are:
(d) .. .what you think the disadvantages/problems of a face-to-face system are:

4. I'would like for you to describe to me the things you liked or didn’t like about

(a) Choose the Family Help system or a Face-to-face system?

(b) Prefer a male voice or a female voice as a telephone coach?

interrater reliability (¢« = 0.78).?! Discrep-
ancies were resolved with discussion and
the codebook was revised. The final code-
book consisted of 5 main categories (ie,
program delivery system attributes, pro-
gram content/design attributes, coach at-
tributes, treatment goals, and hypothetical
comments) with a total of 31 item sub-
categories.

The full data set was released to the 2
coders. The data were entered into a SPSS
database with the entries double-checked
prior to running the analysis. Cohen’s kappa
test was performed to determine inter-
rater reliability. Descriptive content analy-
sis was performed to identify patterns and
frequencies.?3%4

RESULTS

The sample consisted of 131 partici-
pants (mean age = 35.5 years; SD = 4.76)
who had completed Family Help treatment.
Table 2 includes a demographic description of
the study population. The majority of the par-
ticipants (126) were primary caregivers (124
female, 2 male) whose children were diag-
nosed with psychological or behavioral disor-
ders (ie, enuresis, recurrent headache and/or
abdominal pain, anxiety, and behavior disor-
der). The other 5 participants were women re-
ceiving distance intervention for postpartum
depression. Approximately 75.6% of the par-
ticipants lived in rural areas of Nova Scotia,
Canada.
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Table 2. Participant demographics

Participant demographic data N (131) %
Sex of participants
Female (5 participants with postpartum depression) 129 98
Male 2 2
Age,y
19-25 2 1
26-35 57 44
36-45 62 47
>46 10 7
Highest level of education achieved
<8th grade 1 1
Some high school 15 11
High school diploma 33 25
Vocational school 31 24
University degree 38 29
Professional or graduate degree 7 5
Unknown 6 5
Marital status
Married/common-law 95 73
Single/separate/divorced 34 25
Widowed 1 1
Refused to answer 1 1
Annual family income, $
<25000 11 8
25 000-45 999 21 16
46 000-55 000 6 5
>55000 35 27
Unknown 58 44
Problem area
Behavior disorder 76 58
Recurrent headache/abdominal pain 4 3
Anxiety 20 15
Enuresis (nighttime bedwetting) 26 20
Post-partum depression 5 4
Mode of distance treatment
Written manual/telephone coach 123 94
Web-based/telephone coach 8 6
Coach gender
Female 123 94
Male 8 6

Table 3 includes the closed questions re-
sults with accompanying examples of partici-
pants’ responses. The majority of the partic-
ipants reported that they agreed with their
coach on the goals and tasks of treatment
and would prefer the Family Help program if

given the choice between face-to-face treat-
ment and Family Help program. When asked
about their coach’s voice, most mentioned
positive comments and believed it made a dif-
ference in helping them. Those who felt that
voice did not make a difference commented
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Response (%),

Question focus N=131 Sample response
Goal agreement
Coach/participant agreed 128 (98%) We completely agreed on it
Coach/participant disagreed 1 (<1%) “Coach” disagreed with me a lot but I
learned a lot from him too
Unsure 2 (1.5%) I don’t know; I’'m not sure what
“coach” would think
Task agreement
Coach/participant agreed 130 (99%) Agreed 100%; “coach” was great
Coach/participant disagreed 0
Unsure 1 (1%) We switched coaches in between the
program and found it hard to adapt
Liked about coach voice
Positive comments 130 (99%) Perky, nice to listen to, soft voice.
Negative comments 0
Unsure 1 (1%) I don’t know what to say; he had a lot

Disliked about coach voice
Nothing disliked

127 (97%)

Negative comments 4 (3%)
Did coach voice make a difference

Yes 115 (88%)

No 10 (8%)

Unsure 6 (4%)
Treatment preference if starting over

Family Help distance program 127 (97%)

Face-to-face program 4 3%)

Coach gender preference

Female 86 (65.5%)
Male 2 (1.5%)
Either 43 (33%)

of good views; I didn’t dislike him

Sometimes when I was having a bad
day it was too bubbly

Yes, she was so encouraging and
upbeat.

No, sometimes it was annoying the way
she praised

Hard to answer because I didn’t go by
her voice

that coach skill and personality were more im-
portant. More than half stated they preferred
a female voice but almost half did not have a
preference. Preference was not relative to the
sex of their assigned coach.

The results of reliability testing for
the open-ended questions are shown in
Table 4. Given the large amount of coding
categories and sizeable number of segments
in the full data set, good interrater reliability
was achieved (k = 0.66-0.78). If a theme was

repeated in the same participant’s response,
it was counted as one occurrence.

When asked to describe the distance rela-
tionship, the majority of the responses were
very positive. Figure 1 shows the frequency
of the categories reported by the participants.
More than half of the participants commented
on the quality or strength of the relationship.
The majority commented about their coach’s
attributes (personal and/or technical skill) be-
ing components of the relationship. Almost
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Table 4. Interrater reliability on full data set
No. of
No. of missing
Question segments  values? K
I would like for you to describe to me your thoughts and feelings 561 3 0.68
about the relationship you formed with your coach, <coach
name>?
What were you trying to achieve, your goals, the purpose of doing 164 0 0.71
Family Help? (ie, What were you trying to get out of Family
Help?)
Thinking of the Family Help system, where you talk to the coach
only at a distance over the phone, compared with a system
where the same thing is done but you go to a clinic or hospital
to talk in person, face-to-face, can you tell me:
(a) What you think the advantages of/good things about the 407 1 0.67
Family Help system are?
(b) What you think the disadvantages of/problems of the Family 158 3 0.78
Help system are?
(©) What you think the advantages of/good things about a 135 9 0.66
face-to-face system are?
(d) What you think the disadvantages/problems of a face-to-face 226 0 0.72

system are?

4Because of limitations of SPSS for any question where a specific code was used only by one of the coders, the segment
was removed from analysis so « could be generated (see: http://www.temple.edu/mmc/reliability/. Accessed May 0,

2007).
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Figure 1. Description of distance relationship with coach.
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half of the participants reported a sense of be-
ing uninhibited enabling them to disclose in-
formation freely to their coach. There were
no negative comments regarding the formed
relationship.

The following excerpts are examples of
how participants described the relationship
they formed with the coach in the absence
of face-to-face contact.

Right off the bat I felt she was easy to talk to. Al-
ways professional but within a short amount of
time I looked forward to her ideas and examples.
I looked forward to talking to her. She was easy to
talk to and helped me understand what she was
trying to teach me. I just love her. I prolonged my
meetings in the end ‘cause I was scared of not talk-
ing to her again. I always had someone to talk to
about things. She has given me confidence to make
the decisions on my own. Even though I never got
to meet her I feel like I know her.

Another informant describes her relation-
ship with her coach by saying, “She cared
about me. I felt she was like my sister. I didn’t
have to hold anything back.”

The first example includes all of the themes
identified and describes how the coach skill
empowered the mom to gain confidence
in managing her child’s behavior difficul-
ties. Both statements provide a description
of a strong and trusting relationship as evi-
denced by strong words of affection. More-
over, both exemplars denote high levels of
self-disclosure.

The goals of therapy that Family Help par-
ticipants were hoping to attain are illustrated
in Figure 2. The most common theme ex-
pressed was the desire to gain control. One
woman explained that she was: “Trying to
learn how to deal with my son, how to han-
dle everyday occasions and difficult times
without being frustrated; without wanting to
throw the towel in.”

Another parent responded, “How do I deal
with the behaviours; for me to learn how to
deal with it without physically grabbing a hold
of him.”

Figures 3 and 4 depict the main themes
identified by participants describing the ad-
vantages and disadvantages of the Family

Help program versus face-to-face treatment.
Although half of the participants reported no
disadvantages of the Family Help program,
most of them reported disadvantages of face-
to-face including inaccessibility (eg, burden
of travel, scheduling issues, taking kids out of
school/time off work for sessions, and wait
times); issues of stigmatization (eg, fear of
being judged, forming an opinion on the basis
of appearance, being identified, and labeled);
apprebension to disclose information to the
therapist (eg, intimidated, threatened, shy,
and embarrassed); misinterpretation of body
language; and cost burden. Fifteen percent
reported lack of honesty or quality of informa-
tion disclosed in the face-to-face setting indi-
cating that it was “hard to admit things,” “less
likely to be honest,” and “may tend to put a
better spin on things”. Two participants de-
scribed the disadvantages by stating: “On the
phone you can develop your own mental pic-
ture of what someone is like. Meeting face-to-
face there can be something about the per-
son that you don’t feel comfortable with and
then the program wouldn’t have been effec-
tive” and “The length of time to get in. Proba-
bly would have never gone further than my
family doctor if I had to go face to face. I
wouldn’t have been honest face to face.”
Interestingly, the inverse of the themes
identified as disadvantages of face-to-face
treatment were reported as advantages of the
Family Help program. Most of the partici-
pants reported that accessibility was an ad-
vantage of Family Help program as well as
cost benefits and specific program design at-
tributes (eg, over the phone, work at own
pace, after hours staff availability, and 24/7
on-call services via toll-free line). Moreover,
41% of the participants reported that non-
stigmatization or disinbibition (ability to
openly disclose information to their coach)
were advantages of receiving distance treat-
ment. Analysis of the overall experience in-
dicated that 63% of the participants made
comments about feeling uninhibited and/or
not judged or not stigmatized with dis-
tance treatment. Further analysis revealed
that the participants who commented on the
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Figure 2. Description of goals to achieve with Family Help.

inapprehension/nonstigmatizing advantages
of distance treatment were not necessarily
the same individuals who commented on
the apprehension/stigmatizing disadvantages
of face-to-face, suggesting that the majority of
participants shared concerns about the stig-
matizing and inhibiting effects sometimes as-
sociated with receiving therapy.

Below are excerpts from a variety of re-
spondents that describe the disinhibition and

100

nonstigmatization distance experience:

I may not have spoken out if face-to-face. On the
phone you can disclose a lot. I was in the comfort
and privacy of my own home.

I didn’t feel as pressured because not face-to-face.
I was more willing to give an opinion; more com-
fortable because not looking at the person.

I felt ashamed before about myself and my parent-
ing. It was easier to talk about this over the phone.
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Figure 3. Advantages of family help versus face-to-face.



362 ADVANCES IN NURSING SCIENCE/OCTOBER-DECEMBER 2007

100

90

80

70

W Family Help

Face-to-Face

60
50

40

30

Percentage of Responses

20

Py e A=

1 2 3 4 5

6 7 8 9 10 11

Themes

(Themes: (1) Lack of Relationship with Coach (2) Inaccessibility (3) Stigmatizing (4) Apprehension/Inhibition

(5) Program Content/Design Limitations (6) Costs Burden (7) Inability to Meet Therapist (8) Misinterpretation of

Body Language (9) Inability to Observe Child Behaviour (10) Adverse Outcomes (11) Doesn't Know/None).

Figure 4. Disadvantages of family help versus face-to-face.

Can be when someone is in front of you, you can
get nervous and not say what you are thinking, get
shy or nervous.

Face-to-face may bias (body language etc), worry
about opening up. On phone you have anonymity.

The majority of the comments about self-
disclosure made reference to the openness
and honesty of the communications between
the parent and coach. Emphasis on the dis-
tance environment being less intimidating
and a safe place ‘home turf” where privacy
was ensured emerged as a prominent advan-
tage.

The main disadvantage of Family Help pro-
gram reported was the inability to meet the
coach. Of these, 70% (19/27) participants ex-
pressed a desire to meet their coach (related
to the connection or bond they had made),
wishing to put a face to the voice. Examples
from male and female informants follow:

I didn’t get to meet the person. I would have liked
to have known who I was talking to but it’s ok the
way we did it.

I would have liked to have seen her ... feel a little
detached on the phone. After a long time the bond
forms and it would be nice to have met her.

Potential for that personal involvement, a natural
‘w ant to see them’ but it doesn’t outweigh the con-

venience of Family Help. The other person gets to
share in the success and be able to thank them face-
to-face.

The counselor doesn’t get to meet the child so I
sent a picture to ‘Coac h’ of my son. I would prefer
to have eye contact but if  had to choose what was
available quicker and it was Family Help I would
choose it all over again.

A few participants reported program de-
sign limitations as disadvantages of Family
Help program such as inability to contact
coach directly, assessments were too long,
wished the program was longer, difficulty get-
ting child to commit to the skills, and wanted
the child or other parent more involved dur-
ing sessions. Approximately 10% (10/13) par-
ticipants made hypotbetical statements about
what others may think (ie, some people may
find it impersonal) but of these, 7 qualified
their response by stating it was not an issue
for them.

The main advantage reported about face-
to-face treatment was the ability to meet the
therapist, however, many of the comments
were focused on the desire to meet their Fam-
ily Help coach. Of the 40 comments made, 26
wanted a visual of their coach and 13 made
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positive comments about Family Help. A few
examples follow:

You get to meet the person, I would love to meet
‘Coac h’ and give her a big hug.

“Nice to see what someone looks like” and “Put a
face to the voice”.

One mom describes how she would like to
meet her coach but feels she developed a
mental picture of her:

Just, you would know the person you were work-
ing with by seeing them. I felt like I had seen
‘Coac h’ because we worked so well together.

DISCUSSION

Overall, the thoughts and feelings de-
scribed by this population were very posi-
tive about the distance relationship formed
with the coach regardless of the age/sex
of the participant, coach sex, or type/mode
of treatment. One of the objectives of this
study was to determine whether the emerg-
ing themes would be congruent with Bor-
din’s theory (mutual bond, task agreement,
and goal agreement).'# Although Bordin’s the-
ory was developed according to professional
opinion and specific to face-to-face interac-
tions, this distance treatment study suggests
that strong bonds are certainly expressed by a
majority of the participants. The results of this
study strengthens the existing evidence re-
ported by Lingley-Pottie and McGrath,'® that
a therapeutic alliance can exist in the absence
of face-to-face contact. Although goal and task
agreement did not emerge as themes in the
open-ended questions, when asked specifi-
cally, the majority of participants reported
agreement with the coach on tasks/goals of
Family Help treatment. Therefore, Bordin’s
theory is likely generalizable to distance treat-
ment. However, other important constructs
(ie, coach attributes; inapprehension for self-
disclosure, and nonstigmatization) were iden-
tified through the participants’ experiences
that are not components of Bordin’s therapeu-
tic alliance definition. Consequently, Bordin’s
theoretical framework may not adequately

measure the constructs present in distance
treatment.

Therapist attributes such as personal traits
(eg, honesty, trustworthiness, warmth, and
empathy)?>2¢ and therapist skill?® have been
reported as important factors for the devel-
opment of a therapeutic bond in face-to-face
contact. As shown in the results of this study,
the participants report that these coach char-
acteristics positively impact the distance rela-
tionship. Moreover, almost all of the partici-
pants described positive coach personal traits
and voice quality as attributing factors.

Participants’ inapprebension (ability to dis-
close information to coach) and Nonstigmati-
zation as a result of visual anonymity emerged
as prominent themes in this study but are
not components of Bordin’s theory. Other
distance treatment studies!>?’ have found
that participants report the ability to express
themselves openly in distance treatment com-
munication. Few studies have examined the
role of environmental elements that influence
alliance development (such as the exchange
of body language and facial expressions in
face-to-face contact). In the face-to-face set-
ting, it is unclear how nonverbal cues in-
fluence the therapeutic alliance or whether
they are necessary. Some professionals be-
lieve that treatments with no face-to-face con-
tact may negatively impact the development
of a therapeutic alliance if the therapist and
client are not able to exchange visual cues
during therapy sessions.!> Conversely, as in-
dicated by the results of this study, lack of
face-to-face contact could reduce misinterpre-
tation of body language or facial expressions
that occur and are not clarified during direct
therapy contact, leading to possible benefit
or therapeutic gain if the client feels more
comfortable in a distance setting.!??® Fur-
thermore, the privacy and visual anonymity
that distance therapy has to offer may prove
to strengthen the alliance if the client feels
less inhibited and more comfortable disclos-
ing personal information.!>*%2° “Anonymity
or perceived anonymity may foster intimacy
by increasing the amount of personal, self dis-
closure in friendships on the internet, where
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the fear of rejection that may prevent dis-
closure in face-to-face relationships does not
exist,”13®P97)

Ben-Ze’'ev?® suggests that interpersonal
communication via the Internet offers in-
creased privacy and decreased pressure from
societal norms likely because of the sense
of perceived anonymity. Joinson? examined
the role of visual anonymity on self-disclosure
in computer-mediated communication and
found a significant increase in self-disclosure
during computer-mediated communication
compared with face-to-face communication.
Joinson?® and Yao and Flanagin®!' explored
the theory of private versus public self-
awareness as factors influencing increased
self-disclosure during computer-mediated in-
teractions. The results of this study suggest
that the visual anonymity provided by the
distance treatment setting may increase the
level and quality of self-disclosure as a re-
sult of being less intimidated/threatened or
ashamed (decreased public awareness) and
less self-conscious or more self-assured with
increased autonomy (increased private aware-
ness), which may lead to enhanced distance
relationships. In the end, the main disadvan-
tage of Family Help program reported was
the desire to meet the coach (with whom a
strong bond was formed) to dissolve visual
anonymity by revealing identities.

The results of this study enhanced the cred-
ibility of the findings reported by Lingley-
Pottie and McGrath.'® Through a triangula-
tion research strategy with the earlier quan-
titative work by the authors,!® this qualita-
tive study provides confirmation®*3? that a
positive distance therapeutic alliance does ex-
ist from the participant’s perspective and is
congruent with Bordin’s theory. As hypoth-
esized, this study revealed new dimensions
of distance therapeutic alliance not encom-
passed by Bordin’s theory (ie, coach attributes
[personal traits and skill]; inapprehension for
self-disclosure; and nonstigmatization as a re-
sult of anonymity). However, since this study
did not include a face-to-face treatment group,
it is not clear whether these dimensions are
unique to distance therapeutic alliance.

Perhaps therapeutic alliance is more com-
plex than originally proposed by Bordin,
given that the constructs of the theory
were developed from professional opinion
where adherence to treatment plan is impor-
tant to successful therapy. Conceivably, most
professionals would agree that therapist at-
tributes (personal traits and skill), client self-
disclosure, and client comfort with therapy
are important aspects of therapy regardless
if it is delivered face-to-face or from a dis-
tance. However, these factors are intrinsic to
a client’s perspective about therapy. There-
fore, Bordin’s theory of therapeutic alliance
may be limited by definition because it is
not grounded in the client’s opinion and may
not thoroughly explain the complexity of the
therapeutic relationship dyad.

The dimension of the therapeutic alliance
that is unique to distance treatment is vi-
sual anonymity. The absence of visual iden-
tity offered by the distance setting may cause
the clients to feel less nervous about being
judged, less intimidated by the therapist, and
more comfortable in their home resulting in
increased level of self-disclosure and truth
telling. The influence that visual anonymity
may have on self-disclosure may explain the
enhanced distance therapeutic alliance scores
reported by Lingley-Pottie and McGrath'® and
Cook and Doyle.!?

This study shows that participants not only
embrace distance treatment as an accept-
able access solution but also would select it
again over a face-to-face system. The partici-
pants’ positive distance treatment experience
and expressions of strong coach relationships
should be sufficient evidence to dismiss scep-
ticism about this mode of healthcare delivery.
Moreover, distance treatment modalities can
offer the user visual anonymity not possible in
traditional face-to-face therapy that may lead
to increased treatment compliance and ulti-
mately improved health outcomes.

Individuals with mild to moderate diagnos-
able mental health disorders should have the
right to receive timely care to prevent the
symptoms from becoming worse. New, effec-
tive distance intervention systems designed
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to be convenient and easily accessible to the
user offer a cost-effective solution to the cur-
rent wait-time issues. It is our hope that the
results of this study will influence primary
healthcare reform by facilitating the accep-
tance and uptake of distance delivery systems
to resolve the disparity faced by those who are
disadvantaged by limited healthcare access.

LIMITATIONS

One limitation of this study was the lack
of member checks performed with the par-
ticipants to verify accurate interpretations by
researchers. However, the purpose of this
study was to begin to build a foundation for
future qualitative phases.?® In addition, the
study was not designed to allow for explo-
ration of responses because no probing ques-
tions were implemented. Health outcomes
were not available at the time of analysis be-
cause the original randomized trial was not
completed.

Only 2 male primary caregivers and 5
unwell women with postpartum depression
were part of this study population, limiting
the generalizability of the results. However,
the male responses did not differ from the
female respondents. Similarly, the responses
from the postpartum women did not indicate
any differences in their distance treatment ex-
perience compared to the male/female par-
ents. Since the study was not designed to
gather the health status of the parents, we
cannot make any assumptions of whether
they were well or unwell. Given the common-
ality of the responses, there is some sugges-
tion that distance treatment modalities may be
applicable to both the well and unwell adults.

Finally, we had asked the participants to
comment about possible limitations of a sim-

REFERENCES

ilar face-to-face treatment system that was
not part of this study. Although their com-
ments may be perceived as speculative, we
believe there is merit in their experience as
adults who have likely encountered limita-
tions with some form of face-to-face health-
care service. Acknowledging their opinions
and understanding their experiences may in-
form future system designs that will more ap-
propriately meet the needs of society.

NURSING IMPLICATIONS AND FUTURE
RESEARCH

Telemedicine modalities are becoming
very popular modes of service delivery across
disciplines, bridging the gap of limited access.
Dissemination of distance treatment results to
other healthcare professionals will foster col-
laborative relationships and lead to develop-
ment of other innovative systems. Distance
care delivery programs using trained, super-
vised nonprofessionals may assist with nurs-
ing shortages in some areas of primary health-
care services.

Future research should include distance in-
tervention programs involving children to de-
termine whether similar self-disclosure trends
are evident when children interact with their
coach in the absence of face-to-face contact.
In addition, there is a need for developing sen-
sitive and clinically valid measurement tools
(ie, self-disclosure and therapeutic alliance)
for use in distance intervention, grounded in
the participants’ experience. Perhaps the par-
ticipants’ reports about the distance therapeu-
tic alliance may contribute to the overall un-
derstanding of the complexity of therapeutic
alliance and prompt further exploration using
well-designed, grounded theoretical research
methodology.

1. Kirby MJ, LeBreton M. The health of Canadians—the
federal role. Final report, volume six: recommenda-
tions for reform. The Standing Senate Committee on
Social Affairs, Science and Technology. Ottawa, On-

tario, Canada: Canadian Hospice Palliative Care Asso-
ciation; 2002.

2. Health Canada. 2003 First ministers’ accord on
health care renewal. http://www.hc-sc.gc.ca/



366

10.

11.

12.

13.

14.

15.

hcs-sss/delivery-prestation/fptcollab/2003accord/
index_e.html. Accessed May 14, 2007.

. Offord DR, Boyle MH, Szatmari P, et al. Six-

month prevalence of disorder and rates of ser-
vice utilization. Arch Gen Psychiatry. 1987;44:832-
836.

. Waddell C, Lavis JN, Abelson J, et al. Research

use in children’s mental health policy in Canada:
maintaining vigilance amid ambiguity. Soc Sci Med.
2005;61:1649-1657.

. Costello EJ, Egger H, Angold A. 10-year research up-

date review: the epidemiology of child and adoles-
cent psychiatric disorders: 1. Methods and public
health burden. ] Am Acad Child Adolesc Psychiatry.
2005;44:972-986.

. Offord DR, Bennett KJ. Conduct disorder: long-term

outcomes and intervention effectiveness. ] Am Acad
Child Adolesc Psychiatry. 1994:33(8):1069-1078.

. Lipman EL, Boyle MH. Barriers to services promot-

ing child emotional, behavioural, and social health.
In: Encyclopedia on Early Childbood Develop-
ment [published online]. Centre of Excellence for
Early Childhood Development; 2003. http://www.
excellence-earlychildhood.ca/documents/Lipman-
BoyleANGxp.pdf. Accessed May 14, 2007

. Lingley-Pottie P, Watters C, McGrath P, Janz T. Provid-

ing family help at home. Proceedings of the 38th An-
nual Hawaii International Conference on System
Sciences. Washington, DC: IEEE Computer Society;
2005:138a.

. Cunningham CE, Boyle M, Offord D, et al. Tri min-

istry project: diagnostic and demographic correlates
of school-based parenting course utilization. J Con-
sult Clin Psychol. 2000;68:928-933.

Cunningham CE, Bremner RB, Boyle M. Large group
community-based parenting programs for families
of preschoolers at risk for disruptive behaviour
disorders: utilization, cost effectiveness, and out-
come. J Child Psychol Psychiatry. 1995;36:1141-
1159.

Newman MG, Erickson T, Przeworski A, Druz E. Self-
help and minimal-contact therapies for anxiety dis-
orders: is human contact necessary for therapeutic
efficacy? J Clin Psychol. 2003;59:251-274.

Rochlen AB, Zack JS, Speyer C. Online therapy: re-
view of relevant definitions, debates, and current
empirical support. J Clin Pychol. 2004;60(3):269-
283.

Cook JE, Doyle C. Working alliance in online therapy
as compared to face-to-face therapy: preliminary re-
sults. Cyberpsychol Bebav. 2002;5:95-105.

Bordin ES. The generalizability of the psychoanalytic
concept of the working alliance. Psychotber Theory
Res Pract. 1979;16(3):252-260.

Marmar CR, Horowitz MJ, Weiss DS. The develop-
ment of the therapeutic alliance rating system. In:
Greenberg LS, Pinsof WM, eds. The Psychotberapeu-
tic Process: A Research Handbook. New York: Guil-
ford Press; 1986:367-390.

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31.

32.

33.

ADVANCES IN NURSING SCIENCE/OCTOBER-DECEMBER 2007

Horvath AO, Greenberg LS. Development and valida-
tion of the working alliance inventory. J/ Counsel Psy-
chol. 1989;36(2):223-233.

Horvath AO, Symonds BD. Relation between work-
ing alliance and outcome in psychotherapy: a meta-
analysis. J Counsel Psychol. 1991;38:139-149.
Garcia JA, Weiss JR. When youth mental health care
stops: therapeutic relationship problems and other
reasons for ending youth outpatient treatment. J
Consult Clin Psychol. 2002;70:439-443.
Lingley-Pottie P, McGrath P. A therapeutic alliance can
exist without face-to- face contact. J Telemed Tele-
care. 2006;12:396-399.

Lincoln YS, Guba, EG. Paradigmatic controversies,
contradictions, and emerging confluences. In: Den-
zin NK, Lincoln YS, eds. Handbook of Qualitative
Research. Thousand Oaks, CA: Sage; 2000:163-188.
Ryan GW, Bernard HR. Data management and analysis
methods. In: Denzin NK, Lincoln YS, eds. Handbook
of Qualitative Research. Thousand Oaks, CA: Sage;
2000:769-790.

Greenhalgh T, Taylor R. How to read a paper: papers
that go beyond numbers (qualitative research). BMJ.
1997;315:740—743.

Murray M, Chamberlain K. Qualitative Health Psy-
chology: Theories and Methods. London, England:
Sage; 1999.

Creswell JW. Qualitative Inquiry and Research De-
sign. Choosing Among Five Traditions. Thousand
Oaks, CA: Sage; 1998.

Hersoug AG, Hoglend MD, Monsen JT, Havik OE.
Quality of working alliance in psychotherapy: thera-
pist variables and patient/therapist similarities as pre-
dictors. J Psychotber Pract Res. 2001;10:205-216.
Ackerman SJ, Hilsenroth MJ. A review of thera-
pist characteristics and techniques positively im-
pacting the therapeutic alliance. Clin Psychol Rev.
2003;23:1-33.

Day SX, Schneider PL. Psychotherapy using distance
technology: a comparison of face-to face, video, and
audio treatment. J Counsel Psychol. 2002;49:499-
503.

Parks MR, Floyd K. Making friends in cyberspace. J
Computer-mediated Commun. 1996;1(4):80-97.
Joinson AN. Self-disclosure in computer-mediated
communication: the role of self-awareness and visual
anonymity. Eur J Soc Psychol. 2001;31:177-192.
Ben-Ze’ev A. Privacy, emotional closeness, and
openness in cyberspace. Comput Human Bebav.
2003;19:451-467.

Yao MZ, Flanagin AJ. A self-awareness approach to
computer-mediated communication. Comput Hu-
man Bebav. 2006;22:518-544.

Maggs-Rapport E Best research practice: in pursuit of
methodological rigour. J Adv Nurs. 2001;35(3):373-
383.

Mays N, Pope C. Education and debate. Qualita-
tive research: rigour and qualitative research. BMJ.
1995;311:109-112.



