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Background and purpose – The aim of the 
current observational study was to examine 
the level of adherence of Hungarian patients 
suffering from depression, using iFightDep­
ression (iFD) guided online self-help tool 
with and without an extra weekly phone call 
support as well as identifying the predictors 
of adherence. Our hypotheses were: the 
additional weekly phone-calls would increase 
the adherence with the online self-help tool; 
furthermore, symptoms of depression will 
significantly decrease in the weekly phone 
support group.
Methods – During the 6 weeks of iFD® 
intervention, patients were divided into two 
groups: the first, alongside of the treatment 
as usual (TAU) and iFD®, received a 20-minu­
tes weekly phone call support while the 
other group partook in only the TAU+iFD® 
intervention. Measures: number of complet­
ed modules and Patient Health Question­
naire-9. The study included 102 participants 
with diagnosis of depression (70% female, 
mean age: 36.9 [SD = 11.40] ys). 
Results – Participants completed on average 
4.8 (SD = 1.73) out of 6 modules. The inter­
vention group with additional phone support 
completed more modules than the group 
of no additional phone calls (Z = –5.416, p < 
0.001, rank Cohen’s d = –1.267). Participants 
with higher level of education completed 
more modules than those with lower level of 
education (Z = –2.198, p = 0.028, rank Cohen’s 
d = –0.444). Baseline depressive symptoms 
correlated negatively with the number of 
completed modules (rS = –0.22, p = 0.028). 
Depressive symptoms were significantly re­
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Háttér és cél – Tanulmányunk célja  
az iFightDepression® (iFD®) online 
önsegítő programban az adherencia 
mértékének vizsgálata heti kiegészítő tele­
fonos segítséggel és a nélkül, valamint az 
adherencia prediktorainak beazonosítása. 
Hipotéziseink: a kiegészítő heti telefo­
nos segítség növeli az online önsegítő 
beavatkozással való adherenciát, valamint a 
heti telefontámogatásban részesülő csoport 
depressziós tünetei az intervenció hatására 
szignifikánsan csökkennek. 
Módszerek – A hat hétig tartó iFightDep­
ression® intervenció előtt a pácienseket két 
csoportra osztottuk: az egyik a hagyományos 
(TAU) kezelés és az iFD® mellett heti 20 
perces kiegészítő telefonos támogatásban 
részesült, a másik csak TAU és iFD® beavat­
kozást kapott. Mérőeszközök: az elvégzett 
modulok száma és Patient Health Ques­
tionnaire-9. A mintát 102 páciens alkotta 
(70% nő, átlagéletkor: 36,9 [SD = 11,40] év).
Eredmények – A résztvevők a program 6 
moduljából átlagosan 4,8 (SD = 1,73) modult 
végeztek el. A kiegészítő telefonos segítség­
ben részesülő csoport szignifikánsan több 
modult teljesített (Z = 5,416, p <0,001, rang 
Cohen-d = –1.267). A magasabb iskolai vég­
zettséggel rendelkezők szignifikánsan több 
modult végeztek el, mint az alacsonyabb 
iskolai végzettségűek (Z = –2,198, p = 0,028, 
rang Cohen-d = –0.444). A kiinduláskor mért 
depressziós tünetek súlyossága negatívan 
korrelált az elvégzett modulok számával 
(Spearman rho = –0,22, p = 0,028). A két mé­
rési pont között a depresszív tünetek szigni­
fikánsan csökkentek (az ismétlés főhatása: 
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Depressive disorders are recognized as one of the 
most widespread lifetime difficulties and unipolar 

depression is identified as a leading cause of disease bur-
den1, 2. These findings justify the importance of reducing 
depressive symptoms by implementing cost-effective 
interventions. Despite the fact, that cognitive behavior 
therapy (CBT) is an effective treatment for depression3, 4, 
mental health care resources are scarce and cannot satisfy 
the need for face-to-face psychotherapeutic treatments5, 6. 

The term ‘low-intensity psychological interventions’ 
(LIPI) has been used since the beginning of this century 
and it means that the mental health professional’s time 
is used in a cost-effective way7. In other words, it is a 
way of increasing access to effective treatments for ev-
ery sector of society. LIPI can be a self-help book, large 
group education classes, advice clinics and recently the 
most popular are the internet-based psychotherapeutic 
interventions8.

As an evidence-based psychological intervention, cog-
nitive behavior therapy (CBT) is currently one of the most 
dominant and effective models in the world of psycho-
therapies. It consists of techniques that help people think 
in more functional and helpful way about themselves, 
the world and other people. This then helps to amelio-
rate symptoms of anxiety and depression. The internet 
enables prevention and early intervention programs to be 
offered on a massive scale8. Thus, an increasing number 
of internet-based cognitive behavioral therapies (iCBT) 

is to improve access to psychological treatments, reduce 
waiting lists, speed up clinical recovery and bridge the 
paucity of specialists in small towns9, 10. Moreover, guid-
ed web-based self-help interventions are cost-effective 
and timesaving for mental health care systems11, 12, 13 and 
numerous studies have shown the iCBT to be effective in 
decreasing symptoms of depression as well4, 14. Accord-
ing to Krebs and Duncan15, depression-related digital 
applications are one of the most downloaded contents by 
the public. 

Nevertheless, high drop-out rate is a common limita-
tion of online self-help interventions. In clinical studies 
drop-out varies between 57 to 74% or higher16, 17 depend-
ing on the technology, offered value, resources and type 
of human support. In the comparison of drop-out rates 
of different psychological treatments, no difference has 
been found between face-to-face and web-based inter-
ventions18. Previous research has found that the drop-out 
risk from iCBT is significantly correlated with gender, 
level of education and age. Increased drop-out risk in-
cluded male, younger age, and lower educational level19. 

Treatment adherence, defined as the amount of a ther-
apeutic intervention that an individual engages with or 
completes19, 20, has clear clinical implications, for ex-
ample, high adherence predicts symptom reduction21, 22. 
However, adherence is dependent on a number of factors.

With regards to gender, females were found to have 
significantly higher engagement with online self-help in-

duced between the two measurement  
points (main effect of time: (F(1) = 179.173,  
p < 0.001, partial η2 = 0.642), the improvement 
was significantly larger in the iFD® + phone 
support group (time × group interaction: F(1) = 
6.492, p = 0.012, partial η2 = 0.061).
Conclusion – Weekly phone support in­
creased treatment adherence. Negative cor­
relation of symptom severity with adherence 
suggests that iFD can be effective in mild or 
moderate forms of depression. With regards 
to sociodemographic variables, only the level 
of education showed significant correlation 
with adherence. Our results support applica­
bility of the iFD intervention in various kinds 
of sociodemographic groups.

Keywords: depression, internet-based 
intervention, cognitive behavioral therapy, 
iFightDepression, adherence

F(1) = 179,173, p <0,001, parciális η2 = 0,642), 
a tünetek javulása szignifikánsan nagyobb 
mértékű volt az iFD® + telefonos csoportban, 
(ismétlés × csoport interakciója: F(1) = 6,492, 
p = 0,012, parciális η2 = 0,061).
Következtetés – A heti kiegészítő telefonos  
segítség növelte a beavatkozáshoz kapcso-
lódó adherenciát. A depressziós tünetek 
súlyossága és az adherencia közötti nega­
tív korreláció azt sugallja, hogy az iFight­
Depression enyhe vagy közepesen súlyos 
depresszió esetén hatékony. A szocio­
demográfiai változók közül egyedül az iskolai 
végzettség mutatott szignifikáns össze­
függést az elvégzett modulok számával. 
Eredményeink alátámasztják az iFD® inter­
venció változatos szociodemográfiai
csoportokban történő alkalmazhatóságát.

Kulcsszavak: depresszió, internetalapú 
intervenció, kognitív viselkedésterápia, 
iFightDepression, adherencia
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terventions compared to males23, 24. Lower level of edu-
cation might negatively influence the adherence to iCBT, 
as understanding the content of interventions can be trou-
blesome19, 23. It appears that younger individuals exhib-
ited a higher adherence to web-based treatment25, while 
some other studies showed that younger age was related 
to low treatment adherence18, 24. 

Facilitating appropriate adherence may be essential 
for increasing the effectiveness of web-based interven-
tion programs. Results of systematic reviews showed that 
in web-based self-help treatments extra support spurs 
higher adherence than no guidance at all26, 27. Several 
findings also suggest that additional forms of guidance 
or support via phone or email increase the level of adhe
rence28–30. Offering web-based treatment to patients with 
the most benefits come with the necessity of identifying 
the predictors of treatment adherence and the causes of a 
relatively high dropout rate.

This study aimed to investigate predictors of adhe
rence to iFightDepression®, a computerized guided self-
help CBT tool for depression. Furthermore, our goal was 
to compare adherence in the web-based intervention with 
and without a weekly phone call as additional support. 
We hypothesised that in the group receiving phone sup-
port, the level of adherence would be higher compared 
to the group not receiving additional weekly phone calls. 
Our second hypothesis was that depressive symptoms 
will ameliorate more in the group receiving phone calls 
compared to the group without such extra support. 

Method

Study design

In this observational study the iFightDepression® (iFD®) 
online self-help tool was assessed in terms of adher-
ence. The tool was used by Hungarian patients suffering 
from mild or moderate forms of depression. The trial is 
preregistered with ClinicalTrials.gov (NCT04363086). 
The study protocol was approved by the Regional Re-
search and Ethics Committee at Semmelweis University 
Budapest – TUKEB (registration number: SE TUKEB 
5/2017).

Participants and procedure

Participants were recruited via face-to-face contact from 
mental healthcare facilities by trained general practi-
tioners and mental health professionals (psychiatrists, 
clinical psychologists, psychotherapists) across Hungary. 
Participants were also informed about the study in writ-
ten form. 

Prior to recommending the iFD® tool to their patients, 
professionals took part in a 3-hour training including 
information about the epidemiology, symptoms and 

screening methods of depression as well as the use of the 
tool. The training introduced the core modules of the tool 
and trained the participating professionals to guide their 
patients through the iFD® tool. They were also trained in 
basics of CBT, and introduced to the technique of cog-
nitive restructuring. For the eligibility of participating 
in the study, trained health care professionals clinically 
assessed patients with depression based on the diagnostic 
system of ICD-1031.

The inclusion criteria for participating in the study for 
patients were: 1) meeting the requirement of the ICD-
10 Classification of Mental and Behavioural Diseases 
indicating minimum to mild depression; 2) having had 
a mild, moderate or mildly severe depressive episode 
for at least in the past 6 months; 3) >4 scores on the 
Patient Health Questionnaire-9; 4) aged between 18 to 
65; 5) having none of the following severe psychiatric 
disorders based on the clinical assessment of the mental 
health professional: bipolar disorder, obsessive-compul-
sive disorder, schizophrenia, alcohol or drug addiction, 
acute suicidal tendencies; 6) internet access at home. 
Before entering the study, all participants were provided 
with informed consent forms and information about the 
aims of the study, the benefits and risks of participation, 
and the study procedure. Neither the professionals nor 
the patients received any financial compensation for par-
ticipating in the study.

Participants were assigned to one of the two following 
groups: 1) iFD® or 2) iFD® + weekly phone calls aiming 
to support the use of the self-help tool. Phone calls were 
provided by a clinical psychologist certified in CBT; calls 
lasted 15–20 minutes. Since iFD® is a complementary 
tool to a regular psychological or psychiatric treatment, 
all patients included in the study were participating in an 
ongoing treatment as usual (TAU). Treatment as usual 
was either a pharmacological treatment, a psychothera-
peutic treatment, or both. Participants were required to 
complete 1 module per week to finish the online self-help 
tool in 6–8 weeks. The assessment was conducted before 
(Time 1: week 0) and after the iFD® intervention (Time 
2: week 6–8). 

Due to the lack of funding and their busy schedule, 
finally only 12 professionals participated in our project, 
who recruited a total of 163 participants. Of the poten-
tial subjects, 46 individuals (12 men and 34 women) 
who did not undertake participation in the iFD® pro-
gram were excluded. Additional 10 individuals (4 men 
and 6 women) who did not receive treatment for their 
depression at the beginning of the study were exclud-
ed as well. A woman who was treated with an uncon-
ventional treatment (art therapy) for her depression at 
baseline was also excluded. Furthermore, we excluded 
a man who lacked some data in the PHQ-9 in both mea-
surements, and 6 subjects (6 women) with a PHQ-9 val-
ue of up to 4 points at baseline. 
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The final sample consisted of 102 participants (31 
male and 71 female). The mean age was 36.9 years (SD 
= 11.40 years, range: 18–63 years). Based on clinical as-
sessment of the mental health care providers, 3% of par-
ticipants received a diagnosis of mild depression, 56.9% 
moderate, and 6.9% severe depression. Although mental 
health professionals were instructed to recommend the 
iFD® online self-help tool for patients with mild to mod-
erately severe depression, some of them found the tool 
to be useful for some patients with moderately severe 
depression (n = 7), who were found to be motivated to 
try anything to alleviate their symptoms, therefore, we 
haven’t excluded them from the sample.

Patients were assigned in a non-randomized way in 
a sequential manner to one of two intervention groups 
mentioned above: 1) iFD® = 52 participants or 2) iFD® 
+ Phone call support = 50 participants. Every second 
participant was assigned to phone call support. The as-
signment was blind to the participants and health care 
professionals as well. The characteristics of the sam-
ple are described in detail in Table 1. We found a sig-
nificant difference between the two groups in terms of 
gender alone: ​​there were a higher proportion of men in 
the group with phone support than in the group without 
phone support.

Intervention

The iFightDepression® (iFD®) online self-help tool is a 
low-intensity psychological intervention created by the 
European Alliance Against Depression (EAAD). It is a 
free of charge guided program for people suffering from 
mild forms of depression, based on CBT interventions. 
The iFD® tool is designed to complement conventional 
treatments like pharmaco- or psychotherapy. The guid-
ance is offered by a mental health professional or GP. 
Currently, the iFD® program is available in 15 languages 
worldwide. The tool is a 6-week program where 6 work-
shops are provided each for a week. It is designed to be 
used on any device with web access. The modules in iFD® 

are as follows: 1. Relationship Between Thinking, Feeling 
and Behaviour; 2. Sleep and Depression; 3. Planning and 
Doing Enjoyable Things; 4. Getting Things Done (Be-
havioural Activation); 5. Identifying Negative Thoughts; 
6. Changing Negative Thoughts. Each module consists 
of a short, written psychoeducational introduction to its 
topic and worksheets that elaborate the subject in prac-
tice. The user is encouraged to complete the modules at 
a rate of one per week, with an estimated 30–40 minutes 
for each. Mental health professionals or GPs meet the 
patient face-to-face maximum 3 times during the 6-week 
iFD® intervention for 10–15 minutes in order to discuss 
any questions patients might have regarding the modules 
of the tool32. The iFD® program  generates an automated 
motivational e-mail if the patient does not sign in for two 

weeks; in addition, it automatically records the number of 
completed modules.

Supportive weekly phone calls were provided by a 
clinical psychologist certified in CBT (first author). The 
phone call support focused on guiding patients through 
each module within the tool, discussing questions that 
they had, and motivating them to work through the 
homework assignments. Each phone call lasted about 20 
minutes per week for each patient.

Measures

Sociodemographic and mental health data were collected 
in paper and pencil before and after the iFD® intervention 
by the health professionals who provided patients with 
TAU. 

Sociodemographic data: gender, age, level of educa-
tion and place of residence.

Mental health data: Prior to existing depression, other 
mental health diagnoses were recorded (coded with “yes” 
or “no” answers). Mental health professionals and GPs 
were asked to record their clinical assessment of the pa-
tient’s level of depression. Possible responses were a) no 
depression; b) mild depression; c) moderate depression; 
d) severe depression. 

Participants completed the Patient Health Question-
naire-9 (PHQ-9)33. The 9-item self-reported question-
naire is a multipurpose instrument for measuring the 
severity of depression. It is the most commonly used 
self-administered screening tool for measuring the sever-
ity of depression in primary care34, 35. Items of the PHQ-9 
represent symptoms of depression as defined by both the 
DSM-IV and the DSM-535. Respondents rate how often 
they experienced each depression-related symptom in the 
past two weeks on a four-point Likert scale (from “not 
at all” (0) to “nearly every day” (3)). PHQ-9 scores of 
5, 10, 15, and 20 represent respectively mild, moderate, 
moderately severe, and severe depression. In the pres-
ent sample, the internal consistency of both pre and post 
measurement points on the scale were acceptable (Cron-
bach’s alpha: 1st measure: 0.712; 2nd measure: 0.704). 

Completed iFD® modules. In this study, adherence is 
defined by the number of completed intervention mod-
ules. Out of six core iFD® modules, the number of com-
pleted ones by each participant is registered automatical-
ly by the tool. 

Statistical analysis

Two missing data on the PHQ-9 were replaced by the twin 
(nearest neighbour) method. For estimating the internal 
consistency of the PHQ-9, Cronbach’s alpha was used. 

To compare the groups, independent samples t-test, 
Mann–Whitney U-test, Kruskal–Wallis test, and Chi-
square tests were conducted. As effect size indicators, we 
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used Cohen’s d, rank Cohen’s d, rank eta-square (η2) and 
Cramér’s-V, respectively. Linear relationships were tes
ted by Spearman’s rank correlation analysis. Change in 
depression measured by the PHQ-9 was examined by a 
two-way mixed ANOVA. 

Data analysis was performed by SPSS 21.0 and ROP-
stat36, statistical program packages. 

Results

Predictors of adherence

As mentioned above, adherence has been operationalized 
by the number of completed modules in the iFD® tool. The 
mean of completed modules was 4.8 (SD = 1.73, range: 1–6). 

Table 1. Characteristics of the sample

Variables Total sample
(N = 102)

iFD®

(N = 52)
iFD®+Phone
(N = 50)

Group comparisons

Gender Male 31
(30.4%)

11
(21.8%)

20
(40.0%)

χ2(1) = 4.280
p = 0.039
Cramér’s V = –0.205Female 71

(69.6%)
41
(78.8%)

30
(60.0%)

Age (years) M (SD) 36.9
(11.40)

35.9
(11.14)

37.9
(11.68)

Z = –0.814
p = 0.416
rank Cohen’s d = –0.161

Education
level

Up to medium 
level

50
(49.0%)

29
(55.8%)

21
(42.0%)

χ2(1) = 1.934
p = 0.164
Cramér’s V = 0.138
 High level 

52
(51.0%)

23
(44.2%)

29
(58.0%)

Place of residence Capital 51
(50.0%)

25
(48.1 %)

26
(52.0%)

χ2(1) = 0.157
p = 0.692
Cramér’s V = –0.039Countryside 51

(50.0%)
27
(51.9%)

24
(48.0%)

Depression prior  
to the study

Yes 82
(80.4%)

42
(80.8%)

40
(80.0%)

χ2(1) = 0.010
p = 0.922
Cramér’s V = –0.010No 20

(19,6%)
10
(19.2%)

10
(20.0%)

Other psychiatric  
diagnosis before

Yes 56
(54.9%)

30
(57.7%)

26
(52.0%)

χ2(1) = 0.334
p = 0.564
Cramér’s V = –0.057No 46

(45,1%)
22
(42.3%)

24
(48.0%)

Current
depression

Mild 37
(36.3%)

16
(30.8%)

21
(42.0%)

χ2(2) = 2.199
p = 0.333
Cramér’s V = 0.147Moderate 58

(56.9%)
31
(59.6%)

27
(54.0%)

Moderately-
Severe 

7
(6.9%)

5
(9.6%)

2
(4.0%)

PHQ-9 
M (SD)

Time 1 13.6 
(4.58)

14.3
(4.91)

12.9
(4.15)

t(100) = 1.475
p = 0.143
Cohen’s d = 0.292

Current treatment of
depression

Pharmaco-
therapy

37
(36,3%)

23
(44.2%)

14
(28.0%)

χ2(2) = 2.923
p = 0.232

Psycho- 
therapy

42
(41.2%)

19
(36.5%)

23
(46.0%)

Cramér’s V = 
0.169

Both 23
(22.5%)

10
(19,2%)

13
(26,0%)
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Figure 1 shows the frequency of modules 
completed by the participants. Participants 
in the group with additional phone support 
completed significantly more modules (M = 
5.8, SD = 0.72) than the group without phone 
support (M = 3.9, SD = 1.94, Z = –5.416, p 
< 0.001, rank Cohen’s d = –1.267). All mod-
ules were completed by 88.0% of the group 
receiving phone calls, while among those not 
receiving telephone support this proportion 
was only 38.5%.

We examined the relationship between 
number of completed modules and the socio-
demographic characteristics of the sample, 
namely gender, age, level of education, and 
place of residence. Number of completed 
modules did not show significant relation-
ship with either gender (Z = 0.991, p = 0.322, 
rank Cohen’s d = 0.213), age (rs = –0.14, p = 
0.165), or place of residence (Z = 1.213, p = 
0.225, rank Cohen’s d = 0.241). On the other 
hand, those with a higher level of education 
completed significantly more modules (M 
= 5.2, SD = 1.54) than those with up to sec-
ondary education (M = 4.5, SD = 1.85, Z = 
–2.198, p = 0.028, rank Cohen’s d = –0.444).

With regards to severity of depressive 
symptoms, our results show a weak, nega-
tive relationship between depressive symp-
toms measured by the PHQ-9 questionnaire 
at baseline and the number of modules 
completed (rs = –0.22, p = 0.028). 

The type of current treatment of depres-
sion (i.e., pharmacotherapy, psychotherapy, 
or both) also did not show a significant association with 
the number of modules completed (H(2) = 0.002, p = 
0.999, rank η2 = 0.000).

Changes in symptoms of depression

According to the results of the two-way mixed ANOVA, 
there is a significant reduction in depressive symptoms 
between the two measurement points (main effect of 
time: (F(1) = 179.173, p < 0.001, partial η2 = 0.642). For 
members of the telephone support group, the improve-
ment was significantly greater than for those not receiv-
ing phone calls (main effect of group: F(1) = 10.812, p = 
0.001, partial η2 = 0.098; time × group interaction: F(1)= 
6.492, p = 0.012, partial η2 = 0.061) (Figure 2).

Discussion
The aims of the present study were to examine predictors 
of adherence to an internet-based, self-help CBT tool for 
depression and to test whether the additional phone sup-

port substantially increased engagement with the tool and 
resulted in improved outcomes. The iFD® tool is intended 
to complement the available approaches for clinicians re-
garding the management and treatment of depression as an 
adjunct therapy offered to patients32. However, the iFD® tool 
is also intended to be used as a single resource for an indi-
vidual when access to psychological treatment is restricted; 
for example, to reduce wait times for face-to-face psycho-
therapy, or when patients receive pharmacotherapy only. 

The main finding of this study is that adherence was 
much higher (88%) if a mental health professional provid-
ed a weekly 15–20-minute phone call during the 6-week 
intervention. Treatment adherence in the group without the 
weekly phone calls, on the other hand, was only 38.5%. 

Additionally, depressive symptoms significantly de-
creased in both groups, however, in the group with phone 
support, the improvement of symptoms was significantly 
higher. This data is in line with results of previous stud-
ies where participants receiving additional weekly support 
along an iCBT showed higher symptom improvement37, 38.

With regards to the severity of depressive symptoms, 

Figure 1. Frequency of completed modules in the two intervention 
groups

Figure 2. Changes in symptoms of depression in the two measure-
ment points

Note: Error bars represent the 95% confidence interval of means.
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our results show a weak negative relationship between 
depressive symptoms measured by the PHQ-9 question-
naire at baseline and the number of completed modules 
(rs = –0.22, p = 0.028).

With regards to sociodemographic factors, we found 
that only the level of education had a significant correla-
tion with treatment adherence. Contrary to several pre
vious studies23, 24, 30, our results do not exhibit a significant 
correlation between adherence on the one hand, and age 
and gender on the other. Place of residence didn’t cor-
relate with adherence either. These findings suggest that 
the iFD® program could be beneficial for a relatively wide 
variety of patient groups. 

The results of our study suggest that a weekly phone 
call may boost the effect of an online self-help tool for de-
pression. According to the clinician providing the phone 
calls, patients needed more help in clarifying the 5th and 
6th modules related to identifying and restructuring cog-
nitive distortions. It might mean that each module may 
require a different amount of professional support. Al-
though this would mean more engagement of profession-
als, it seems that the “multi-channeled” (personal, phone 
call, internet-based) support for patients is beneficial 
and may help to cope with symptoms better. Research 
shows that support by nurses, research coordinators, 
and administrative staff might be as effective as support 
provided by a mental health professional16, 39. However, 
the question remains whether upgraded, possibly more 
interactive, iCBT material would compensate for a week-
ly need for professional support. Theoretically, there are 
various methods for upgrade, most of which are already 
employed in e-mental health. Incorporated videos40 for 
example, serious games that explain the patterns of de-
pressive thinking and give behavioral clues to overcome 
it on a skills development gaming basis. These features 
may better correspond with the users’ needs and therefore 
could be a competent surrogate for professional help.

Strenghts and limitations

The strength of this study is the contribution to the grow-
ing body of evidence-based research of the worldwide 
implemented iFightDepression® guided online self-help 
tool. It also contributes to distinguishing the role of ad-
herence to effectiveness of online self-help tools. The im-
portance of online therapy methods has been increased 
during the Covid-19 pandemic. 

With respect to study limitations: first of all, the sam-
pling method limits the generalizability of our findings. 
Secondly, due to the small sample size, the statistical 
power could be low. In addition, we did not have a way to 
use multivariate statistical analyzes that allow the control 
of potential background variables. Thirdly, in this study, 
details and effects of treatment as usual – with special in-
terest in which drug has been used for which symptoms – 

were not analysed, although it might have had an impact 
on overall symptom-reduction as well. Further investiga-
tion should focus on comparing adherence to iCBT vs. 
pharmacotherapy in the set of depression symptoms. A 
fourth limitation of this study is that no randomization 
was used. Although in this naturalistic, real-life setting in 
mental health care facilities and GP offices it is more dif-
ficult to randomize samples, future research should focus 
on randomization process as well. The fifth limitation of 
this study was that improvement was not examined in a 
follow-up. A future study should have a 3- and 6-month 
follow-up with patients from both intervention groups. 

Conclusions
The findings of our observational, prospective study re-
vealed that patients, using the iFightDepression® guided 
online self-help tool with additional weekly phone sup-
port had a higher adherence compared to patients receiv-
ing the usual iFD® protocol without weekly phone calls. 
With extra phone support delivered by a trained CBT 
therapist, the effects of iCBT were significantly stronger 
in reducing depressive symptoms. Although our study 
had several limitations, we can still draw four important 
conclusions. 

Firstly, despite the fact that it is time limited to 15–20 
minutes and delivered via telephone, it demonstrates the 
power of interactive professional support. Secondly, it 
demonstrates that on a good intervention foundation (such 
as iFD®) a minimal, yet well-established, professional in-
tervention (phone call) can boost adherence and efficacy. 
Future studies are needed to investigate whether a well-
trained CBT professional is required to conduct phone 
calls or a less trained assistant, or nurse can be as effective 
in supporting patients. Furthermore, the cost-effectiveness 
of the intervention needs to be evaluated. Thirdly, socio-
demographic variables, such as gender, age, and place of 
residence (rural vs. capital city) had no predictive value 
in defining adherence rate. Guided iCBT with extra phone 
support appears to increase the effectiveness of the online 
self-help tool and mental health facilities, GPs and patients 
may benefit from its use. And finally, our study demon-
strates that TAU can be boosted effectively with addition-
al “non-in-person” measures in the everyday practice of 
treating individuals with depression. There are several 
unmet needs considering the conventional treatment of de-
pression1, 40, 41, therefore, all effective additional interven-
tions (especially those that are accessible and affordable) 
are most welcomed by patients and professionals alike.
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