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The general advantages of techno-therapy resources:

• Greater access to therapeutic supports

• Flexibility for the user in accessing support at anytime from 
anywhere with internet access

• Helps offset the social stigma and related barriers to help-
seeking with live counselors

• Can be as effective clinically as in-person therapy

• Significantly lower cost than in-person services
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The general disadvantages of techno-therapy resources:

• Personal preference of user for live or in-person support

• Early drop-out and lack of proper participation in machine-
based structured programs with multiple lessons

• Counselors need special training for effective delivery of 
clinical services via online or technology channels

• Rigid application of iCBT approach and clinically specific 
content may not fit goals of user

• New tech tools as challenger or collaborator role?
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My personal
20+ years experience 

in technology and 
mental health delivery
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Attridge, M. (2002, June). Employee assistance program outcomes similar for counselor 
(phone and in-person) and legal/finance consultation clients. Poster presented at the annual 
conference of the American Psychological Society, New Orleans, LA.  
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2003 

Internet and Telephonic 
Delivery of Employee 
Assistance Services:
A Position Paper from the 
EAPA Professional Practices 
Committee
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Attridge, M. (2004). Health plans embrace the Internet to engage consumers. AHIP 
Coverage, 45(6), 48-50. [magazine of the Americas’ Health Insurance Plans organization 

Optum offered health and well-being 
services to a wide range of consumers 
through nurse triage, employee assistance, 
work/life, educational materials and medical 
care management services. 

Optum services are provided by phone, in-
person, at on-site workshops, books / 
newsletters and over the Internet. 

In 2005, Optum covered over 28 million 
people in employer, health plans, specialty, 
and government markets.
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Attridge, M. (2011). The emerging role of E-therapy: Online services proving to be 
effective. Journal of Employee Assistance, 41(4), 10-13.
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Attridge, M., & Burke, J. (2012). Future trends in EAP: Highlights from an industry 
survey.  Journal of Employee Assistance, 42(1), 24-27.

Annual Institute - Calgary
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2016 2016

Canadian $2M research project on mental health for 
men: test technology tools – www.BroMatters.ca

https://www.jmir.org/2016/6/e132/  https://www.researchprotocols.org/2016/4/e218/pdf
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Abstract
Background: The growing behavioral health needs of college and university students has resulted in counseling center reports
of difficulties in meeting student demand.
Objective: This study tested the real-world voluntary use by college students of four digital, self-directed mental health modules
based on a cognitive-behavioral therapy (CBT) clinical model. These college users were also compared to employee users from
a previous similar study.
Methods: Archival operational data were extracted for student users at four colleges and universities in the Midwest region of
the United States (total sample N=951). Inclusion criteria included having clinical symptoms above the established levels (moderate
severity or higher) and use of 2 or more of the 8 lessons of a program within a 6-month period. Unique users in each program
included 347 for Depression, 325 for Stress, Anxiety & Worry, 203 for Social Anxiety, and 76 for Insomnia. Paired t-tests
compared the average level of change over time from Pre to Post on a standardized measure of clinical symptoms appropriate to
each program. Cohen d measures of statistical effect size were calculated for each program. Potential moderator factors (age,
gender, preliminary comprehensive assessment, number of lessons, duration, live coach or teammate support) were tested together
in a multivariate ANCOVA model in the full sample. Follow-up survey data (n=136) were also collected to explore the level of
user satisfaction and outcomes. Select results from employee users (N=707) were also examined.
Results: The percentage of users who improved to no longer be at clinical risk status after program use was: Stress Anxiety &
Worry program 45.8% (149/325), Insomnia program 43.4% (33/76), Depression program 35.7% (124/347), and Social Anxiety
program 22.2% (45/203). Significant reductions (all P<.001) large size statistical effects were found for the reduction from Pre
to Post on in mean scores clinical measures for each program: Stress Anxiety & Worry (t324=16.21, d=1.25), Insomnia program
(t75=6.85, d=1.10), Depression program (t346=12.71, d=0.91), and Social Anxiety program (t202=8.33, d=0.80). ANCOVA
tests of the moderating factors across programs indicated that greater improvement was strongly associated with using more
lessons and also differed by programs, by gender (males demonstrated more improvement than females) and by use of live supports
(coaching more so than teammates). Analyses of survey data found high satisfaction, improved academic outcomes, and successful
integration of digital tools into the university counseling ecosystem through a variety of promotional practices and campus
counseling center referrals. The operational profile and the primary outcomes of the college students in this study was also similar
to employee users of the same programs from our other study. Thus, this study provided a replication.

JMIR Form Res 2020 | vol. 0 | iss. 0 | e0 | p. 1http://formative.jmir.org/2020/0/e0/
(page number not for citation purposes)
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Ten Key Distinctions 
Between  Traditional and 
Technological Options for
Workplace Mental Health
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Live Human

Counselor
Coach

Machine

Website
App

Differentiator 1:  SOURCE
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Two-way
Ongoing:

voice
video
text

One-way 
Delayed:
e-mail

programs

Differentiator 2:  EXCHANGE

Synchronous vs. asynchronous contact
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Unstructured
Customized

Unique

Structured 
Standardized
Repeatable

Differentiator 3:  STRUCTURE
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Multiple
Clinical 
Topics:
TBD?

Single 
Specific
Topic:

depression

Differentiator 4:  TOPIC FOCUS

Client driven                 vs           Program driven
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Clinical 
Treatment
Assistance

Education
Prevention
Learning

Assessment

Differentiator 5:  PURPOSE



21

Delayed:
Set up 

appointment

Immediate
24/7

Differentiator 6:  ACCESS
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Lower if 
define as 

clinical case 
only = 5% of 
population

Higher if 
define as 

engagement 
(try it) = 50%

Differentiator 7:  UTILIZATION
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Higher if full-
service EAP 

or live 
resources for 

worksite

Very low if 
machine only 

virtual and 
no worksite 

support

Differentiator 8:  COST to Deliver

$15 - $25 PEPY         vs                $5 +  PEPY
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Highly 
Effective:
Clinical & 

Work 
Outcomes

Similar or 
Far Less 

Effective: 
Depends on 
Adherence

Differentiator 9:  EFFECTIVENESS

Major issues of user personal preference for type
of support and adherence to quality operations
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Support the 
workforce 

and the 
workplace

Support the 
Individual 
Employee 

Differentiator 10:  BUSINESS GOAL

Opportunities for employers to take advantage of 
both the live and techno-therapy tool approaches. 
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Ten Key Distinctions Between Technology Options for WMH:   SUMMARY

(1) Source of treatment: live human vs. machine only (no human counselor)

(2) Nature of the exchanges with the user: live dynamic vs. sequential exchanges (asynchronous)

(3) Delivery structure: standardized repeatable processes vs. customized processes unique to user

(4) Clinical specificity: single issue vs multiple issues

(5) Primary purpose: prevention / pre-clinical vs. clinical treatment

(6) Access: immediate 24/7 vs scheduling

(7) Utilization: population engagement rate vs. program adherence rate

(8) Cost: very cheap machine only tools vs. combining live counselors with suite of technology tools

(9) Clinical effectiveness: generally similar but depends on context/goal of use

(10) Business goals: individual employee support vs. workplace support
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Questions 
& 

Answers


