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CLINICAL PSYCHOLOGY | RESEARCH ARTICLE

Peer coach support in internet-based cognitive 
behavioral therapy for college students with 
social anxiety disorder: efficacy and acceptability
Chandra L. Bautista1, Allura L. Ralston2*, Rebecca L. Brock2 and Debra A. Hope2

Abstract:  Social anxiety disorder is common among emerging adults and is asso
ciated with serious functional impairment. Cognitive-behavioral therapy (CBT) is an 
effective intervention for social anxiety. An online version may increase access but 
low completion rates limit utility. This study investigated a self-guided, internet- 
based CBT (ICBT) with peer coach support. Participants were 35 undergraduate 
students randomized for immediate treatment (IT) or wait-list control (WL) in 
a randomized controlled trial design. IT participants completed a six-week ICBT 
program on their own and met briefly with a minimally trained undergraduate 
student as a “coach” between each lesson. IT participants had a greater decline in 
social anxiety relative to WL participants. High treatment retention and satisfaction 
ratings demonstrate the acceptability of this online intervention with peer coach 
support. The higher than expected enrollment from international students suggests 
ICBT may serve hard-to-reach college populations. This model of care could aug
ment traditional mental health services to expand the availability of care.

Subjects: Mental Health; Psychiatry & Clinical Psychology - Adult; Cognitive Behavior 
Therapy  
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Social anxiety disorder is one of the most common disorders, with a 12% lifetime prevalence in the 
general population (Kessler et al., 2005) and similar prevalence among college samples (e.g., 
Russell & Shaw, 2009). Social anxiety is characterized by persistent fears of social situations that 
impair functioning across multiple domains (Heimberg et al., 2010). Among college students, social 
anxiety interferes with relationships and social engagement (Bouhechba et al., 2018) as well as 
academic functioning (Archbell & Coplan, 2021; Brook & Wiloughby, 2015). College students may 
use alcohol or marijuana for anxiety management or to fit into a peer group, potentially leading to 
substance abuse-related problems (Ham & Hope, 2006; Villarosa-Hurlocker et al., 2019). Given the 
prevalence of social anxiety and associated impairment, effective and accessible treatment is 
a mental health priority on campus.

Both medication (Hoffman & Mathew, 2008) and cognitive-behavioral treatments (CBT; Hofmann 
& Smits, 2008; Norton & Price, 2007) have strong evidence of efficacy for social anxiety disorder. 
Outcomes are comparable for pharmacological and CBT treatments in the short term (Heimberg 
et al., 1998), but the gains provided by CBT have been found to continue after the cessation of 
treatment, while medication more often improves symptoms only, when the individual is taking it 
(e.g., Liebowitz et al., 1999; Otto et al., 2000). The combination of CBT and medication has been 
associated with faster, and possibly superior, gains compared to CBT alone (Otto et al., 2005), but it 
has also been associated with higher rates of relapse once medication is discontinued (e.g., 
Pontoski & Heimberg, 2010). Due to the durability of long-term treatment gains, CBT continues 
to be a preferred method of treatment when it is available. Although much of the research on CBT 
for social anxiety has drawn samples from the general population, CBT for social anxiety is 
efficacious among college students in a variety of countries as well (e.g., Bjornsson et al., 2011; 
Damer et al., 2010; Hapangama et al., 2021).

1. Treatment
Despite these encouraging findings, many people seeking treatment do not receive evidence-based 
care (Shafran et al., 2009). In primary care settings, only about 36% of the individuals with social 
anxiety receive any treatment and only 20% are referred to cognitive-behavioral therapy (Jameson & 
Blank, 2010) with even less access to care in rural areas (Jones-Hazeldine et al., 2006). Individuals 
with social anxiety perceive many barriers to care, including financial and logistical impediments 
(Goettner et al., 2020). Social anxiety may be especially prevalent among underserved groups (Grace 
et al., 2016; Olfson et al., 2000), but these individuals are also less likely to receive treatment with 
a mental health professional (Safran et al., 2009; Wang et al., 2005). Given the typical age of onset for 
social anxiety disorder in adolescence (Grant et al., 2005), these findings suggest that most socially 
anxious college students may arrive at campus without having accessed high-quality care. Barriers to 
care may continue on campus including stigma around seeking treatment, lack of knowledge of 
available resources, and lack of time (Gulliver et al., 2010), all of which may be exacerbated by racial 
and ethnic minority groups (e.g., Holden et al., 2014). Furthermore, the well documented rising 
mental health needs on campuses in the face of finite services may also limit availability of care 
(Gallagher, 2015; Xiao et al., 2017). Thus, having a variety of treatment options available may help 
socially anxious college students access the treatment they need.

1.1. Treatment delivery alternatives
One solution to overcoming barriers to mental health care is self-guided, internet-delivered cognitive- 
behavioral treatment for social anxiety, which has shown good efficacy (e.g., Kampmann et al., 2016). 
Online programs are effective and generally acceptable to college students (Kählke et al., 2019; Lattie 
et al., 2019), and address barriers such as social stigma and access (Attridge et al., 2020; Ralston, 
Andrews, & Hope, 2019). The biggest challenge across online mental health with all populations is 
maintaining engagement through completion of the intervention (Carlbring et al., 2006; Rapee et al., 
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2007). Strategies to help maintain engagement include limited therapist contact or text messaging 
(e.g., Kählke et al., 2019). However, the more therapist time needed to keep clients engaged in the 
program, the greater the loss in efficiency promised by online CBT.

Perhaps, the most well-studied online CBT intervention for social anxiety is a self-guided, 
internet-based CBT (ICBT), originally entitled the Shyness Program, developed by an Australian 
group (e.g., Titov et al., 2008). ICBT has interactive features to promote engagement and help 
improve completion rates. Several randomized controlled trials have consistently supported the 
efficacy of the program (Titov et al., 2008; Titov et al., 2009) with large effect sizes (.80 to 1.47) 
for pre- to post-treatment changes in primary outcome measures (Titov et al. 2008; Johnston 
et al., 2011; Titov et al., 2009). Additional studies have found that interpersonal support during 
ICBT is associated with greater improvement regardless of whether it is provided by a clinician 
or layperson (Johnston et al., 2011; Titov et al., 2008). Further, participants rated the treatment 
favorably in terms of its presentation and their satisfaction with results (e.g., Titov et al., 2008; 
Titov et al., 2009). These findings are encouraging as they suggest that self-guided treatments 
can be enhanced by interpersonal support, even if that support does not come from a trained 
therapist, maximizing benefits for individuals with social anxiety while reducing clinician 
burden.

1.2. Peer support and lay mental health
Across mental health care systems including on college campuses, in rural and underserved 
communities, and within public mental health, peer, or lay mental health services are seen as 
a way to extend the availability of care when resources are limited (Gillard, 2019). Such lay care 
can be part of a formalized system such as community health workers or promotores, (Centers for 
Disease Control, 2016). On campus, lay mental health care includes organized mental health 
programming conducted by peers (e.g., Byrom, 2018) or basic mental health training for support 
and referral for students in key roles (e.g., assistants in residence halls). In all of these cases, the 
lay service providers are members of the community, which may reduce stigma associated with 
seeking mental health care and increase accessibility. Community-based lay workers can enhance 
treatment gains without the need for heavy reliance on mental healthcare professionals (Abas 
et al., 2016; Horgan et al., 2013; Rhodes et al., 2009). To date, there has been no research on 
whether lay or peer support can effectively serve as an adjunct to empirically supported online 
treatments for social anxiety in the United States.

1.2.1. Present study
The growing demand for mental health services on college campuses, often combined with shrinking 
budgets, means new models of care are needed. With support from peer coaches, ICBT may minimize 
the burden on clinicians without a reduction in quality of care. Thus, the primary aim of the present 
study was to utilize a randomized controlled trial design to conduct an early acceptability and 
feasibility test of this intervention with a U.S. sample, with support coming from a member of the 
participants’ community. Consistent with this aim, participant and peer coach support appraisals of 
the intervention were the primary variables of interest, with replication of previous efficacy findings as 
a secondary goal of the study. Note that peers providing lay support were called “coaches” with 
participants to indicate both that they were not trained therapists and to reduce social stigma. First, it 
was hypothesized that participants in the immediate treatment condition (ICBT with coach support) 
would experience a greater rate of reduction in symptoms of social anxiety than participants in the 
wait list condition. Second, it was hypothesized that ratings of treatment credibility, expectations for 
treatment outcome, and satisfaction would be high and similar to those in the previous studies 
examining this program in Australia (Andrews et al., 2010; Johnston et al., 2011). Third, it was 
hypothesized that participants would rate their alliance highly with their coaches, consistent with 
previous findings on lay health workers (Pinard et al., 2012). Fourth, it was hypothesized that coaches 
would rate highly their ability to be effective and adhere to their role.
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2. Methods

2.1. Design
This study presents a 2 (immediate treatment or waiting list) × 3 (Assessment at baseline, 3-weeks, 
and 6 weeks) repeated measures randomized control trial design.1 The treatment was delivered 
online with weekly face-to-face meetings with peer coaches.

2.2. Participants
Participants were recruited through posted flyers on the university campus. Of the 42 individuals 
who completed the screening for the study, 38 were determined to meet the inclusion/exclusion 
criteria described below. The three eligible participants declined to participate after screening, 
leaving a final sample of 25 women (71.4%) and 10 men (28.6%) ranging in age from 19 to 
24 years (M = 21.86, SD = 4.82). The majority of participants self-identified as European American 
(n = 25, 71.4%), four (11.4%) identified as African American (11.4%), three (8.6%) as Hispanic/ 
Latinx (8.6%), and six (17.1%) as Asian/Asian American/Pacific Islander. (Numbers sum to greater 
than 100% as some participants checked multiple identities.) Further, most participants identified 
as heterosexual (n = 33, 94.2%), with one (2.9%) person self-labeling as bisexual (2.9%), and one 
(2.9%) as gay or lesbian. No other sexual orientations, gender identities, or race/ethnicities were 
endorsed. The sample included six first-year students (17.1%), eight sophomores (22.9%), 11 

Figure 1. CONSORT diagram 
indicating the flow of partici
pants from screening through 
the end of the initial treatment 
period.
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juniors (31.4%), and nine seniors (25.7%) and one who had graduated (2.9%). Participants identi
fied 23 different majors and six participants (17.1%) indicated they were international students.

Inclusion criteria were a) being at least 18 years of age, b) current enrollment as an undergraduate 
student at the university or graduation within the last 12 months; c) a score of 6 or higher on the Mini 
Social Phobia Inventory (Mini-SPIN; Connor et al., 2001); d) the ability to provide consent; and e) 
availability for weekly meetings for 6 weeks. Previous research has indicated a score of 6 or higher on 
the Mini-SPIN is likely associated with a diagnosis of SAD (Connor et al., 2001). No potential partici
pants needed an immediate referral to emergency services due to current suicidal ideation. Three of 
the four excluded participants failed to meet the Mini-SPIN criterion and one was not a current or 
recent university student. See Figure 1 for the CONSORT diagram.

2.3. Measures

2.3.1. Social anxiety and distress
2.3.1.1. Screening for inclusion. The Mini-Social Phobia Inventory (Mini-SPIN; Connor et al., 2001) 
consists of three self-rated items assessing the symptoms of social anxiety rated on a 5-point 
Likert-type scale. Total scores range from 0 to 18. The Mini-SPIN has demonstrated 90% accuracy 
(efficiency) in diagnosing the presence or absence of social anxiety disorder using a cutoff score of 
6 or higher (Connor et al., 2001; Weeks et al., 2007) and it has good internal consistency 
(Cronbach’s α = .79; Weeks et al., 2007).

2.3.1.2. Social anxiety. The Social Interaction Anxiety Scale (SIAS-6; Peters et al., 2012) measures 
fear of general social interactions (e.g., talking to others) using a five-point, Likert-type scale. The 
SIAS-6 has shown similar internal consistency (Cronbach’s α = 0.90), reliability, and sensitivity 
compared to the long version of the measure (Peters et al., 2012). Scores ranged from 0 to 24, with 
higher scores indicating more severe social anxiety. Participants completed the SIAS-6 at baseline 
and after 3 and 6 weeks.
2.3.2. Intervention acceptability
2.3.2.1. Intervention credibility and expectancy. Participants in immediate treatment completed the 
Borkovec and Nau (1972) Credibility/Expectancy Questionnaire (CEQ) at the middle and end of the 
intervention. The 3-item credibility subscale uses a 9-point Likert-type scale and items are summed 
for a total scale. The 3-item expectancy scale also uses Likert-type scale and items were standardized 
and summed as recommended by Devilly and Borkovec (2000). The CEQ has demonstrated strong 
internal consistency within each factor in clinical samples (Devilly & Borkovec, 2000). For the present 
study, the CEQ Cronbach’s α ranged from fair (α = .74) at time 2 to excellent (α = .93) at time 3.

2.3.2.2. Overall client satisfaction. The eight-item Client Satisfaction Questionnaire (CSQ-8; Larsen 
et al., 1979) assesses overall satisfaction, with mental health services using a four-point, Likert-type 
scale. The CSQ-8 has strong internal consistency (Cronbach’s α = 0.87) and predicts a continuation in 
treatment 1 month after intake (Attkisson & Zwick, 1982). Scores are calculated by summing the 
response values, and can range from 8 to 32 with greater scores indicating greater satisfaction. For 
the present study, the immediate treatment group completed the CSQ-8 at mid and post treatment 
with Cronbach’s α from poor (α = .51) at time 2 to good (α = .84) at time 3.

2.3.2.3. Rapport with coaches. Participants’ perspective on their relationship with the coach was 
assessed with the Bond subscale of the Working Alliance Inventory-Short Revised version (WAI-SR- 
Bond; Munder et al., 2010) at the middle and end of treatment. For the present study, wording was 
modified to include the word “coach” in place of “therapist.” The WAI-SR has shown good internal 
consistency (Cronbach’s α = .91; Hatcher & Gillaspy, 2006). The 5-point Likert-type scale was 
summed up with a possible range 4 to 20, with higher scores indicating more positive perceptions 
of the bond with the coach.
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2.4. Fidelity

2.4.1. Coach fidelity checklist—coach-rated and independently rated versions. Two versions of the 
same questionnaire were created for the present study to measure the coaches’ ability to adhere 
to study protocol, their rapport with participants, and their overall effectiveness as a coach. The 
two versions of the measure included identical wording with the exception of reference to self or 
other (e.g., “Please rate your/the coach’s rapport . . . ” The first half of the measure is a checklist in 
which the respondent marks “yes” or “no” to indicate whether specific tasks were completed by 
the coach during a given session. Scoring for this section is calculated as a percentage of items 
marked “yes,” with an acceptable benchmark set a priori at 80% affirmative responses. The second 
half of the measure includes three items inquiring about the coach’s effectiveness and the rapport 
between the coach and participant. This section of the measure utilizes a five-point, Likert-type 
scale, with response labels ranging from poor to excellent. No total score is derived for these items; 
rather, each item is considered individually.

The coach-rated version of the measure was completed by the coaches after each meeting with 
a participant. Although the two coaches also completed an optional informal exit interview upon 
completion of the study, no formal qualitative analyses were conducted due to the small sample size. 
In addition, the independently rated version of the measure was completed by a research assistant 
based on their review of a sample of audio recordings of coach meetings. This research assistant was 
trained to be familiar with the ICBT program and the expectations for the coach role so that they 
could adequately assess the adherence to protocol. To establish reliability, the first author and the 
research assistant completed practice ratings of audio recordings. Scores were compared and recon
ciled, and training continued until the research assistant and first author reached perfect agreement 
on five independently rated recordings. These practice recordings were not the same recordings used 
in the fidelity check sample. After the training process, the independent rater used the Coach Fidelity 
Checklist to assess fidelity in a sample of one-quarter of the recordings of coach meetings.

2.5. Procedure
After informed consent, screening, and baseline measures, the 35 eligible participants were randomly 
assigned to either immediate (n = 20) or delayed (n = 15) treatment using a random number 
generator with a random bias towards more participants in immediate treatment to efficiently 
maximize the power of the design (e.g., Barlow et al., 2000) without unnecessarily asking participants 
to wait for the intervention given the known effect size for the treatment versus wait-list comparison 
(Titov et al., 2008). Next, the first author introduced participants in the immediate treatment condi
tion to the intervention, described below. Participants in the delayed treatment condition were 
informed they could contact the first author at any time if needed but that they would be sent an 
online link for measures after 3 and 6 weeks. All participants completed measures at baseline, 
timepoint 2 (mid treatment; 3-weeks), and timepoint 3 (post treatment; 6-weeks). No follow-up 
assessment was conducted. At the end of 6 weeks, all 15 delayed treatment participants were 
interested in treatment, but none wished to utilize the peer coaches. Participants were given the 
option to choose if they would like to work with a coach in order to limit the burden on participants of 
the required in-person meetings if they preferred not to use this resource. Participants in the delayed 
treatment condition had already waited for treatment and completed assessment measures. Given 
their previous interactions with study personnel, it was hoped that they would engage with peer 
coaches despite the avoidance characteristics of social anxiety and the discontinuation of assess
ments and associated compensation described below. This design does not allow us to draw explicit 
conclusions about the impact of peer coaches on engagement and retention, the primary focus of the 
study was primarily on the participant-coach dyadic relationship and whether peer coaches could 
provide support to complete and benefit from online intervention. While all but 2 participants in the 
delayed condition completed the measures at time point 3, no participant in the delayed treatment 
condition completed the online intervention. Participants were compensated with $20, $10 for pre- 
treatment, and $10 for 6-week assessments. All participants were added to a drawing for an iPad 
valued at $300 at each data collection point with a maximum of three chances to win. All procedures 
were approved by the University Institutional Review Board.
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2.6. Intervention
Participants completed the Social Phobia course at This Way Up Clinic (thiswayupclinic.org.au). The 
treatment is a standard cognitive-behavioral intervention for social anxiety delivered in an online 
format through six modules to be completed within 6 to 10 weeks. Participants were provided 
online access, instructions, and a recommended spacing of the modules. The program includes 
text-based instruction and a story format following a fictional character with social anxiety. There 
are two modules for psychoeducation, and one each for individualized treatment planning, cogni
tive restructuring, exposure, and relapse prevention. Each module includes core treatment content, 
homework assignments, and self-monitoring forms. Further details on the content and develop
ment of the online materials are available from several published sources including Titov et al. 
(2008). For the present study, participants completed online modules at their homes according to 
their own schedules.

2.6.1. Coaches
Throughout treatment, participants met in person weekly with their coach. Coaches were five 
undergraduate students (Age M = 20.50, SD = 1.29). Four of the coaches identified as female and 
one did not identify as either male or female. Three coaches identified as European American, one 
as Asian/Asian American, and one as Native American/American Indian. Four of the coaches 
identified as heterosexual and one as bisexual. Coaches were assigned to participants in 
a rotation, without matching to participant characteristics due to logistical constraints in coach 
availability and scheduling.

Coaches participated in three, one-hour group training sessions led by the first author. In these 
meetings, the coaches reviewed and discussed a manual containing general guidelines for the 
structure of their meetings with participants and role-played potential interactions with participants. 
The role of coaches was to check in with participants about their progress in the ICBT program, 
answer questions about the program, and prompt participants to complete the exercises; they were 
not to provide therapy of any kind. Similar to the procedure in Johnston et al. (2011), if participants 
sought help with the treatment procedures themselves, coaches directed them back to review the 
module corresponding to the treatment procedures with which they were experiencing difficulty. 
Initially, these meetings were planned to last 15 to 30 minutes based on descriptions from previous 
studies. In the present study, the meetings ranged from 5 to 30 minutes (M = 11.73, SD = 6.57). 
Coaches scheduled 30-minute meetings with participants but were instructed to use as much time as 
needed to cover the items on the Coach Fidelity Checklist. During the study, the first author provided 
brief supervision to the coaches after each meeting with participants.

Procedural choices and other study decisions were made in the context of the research team’s 
overall focus on dissemination of evidence-based treatment to those most in need. This study was 
conceptualized in the overall context of potentially using community health workers to support 
internet delivery services in rural areas. This is the first step by exploring the use of peer coach 
support in a campus context, which serves both to test this model as a way to meet campus needs 
as well as potential extensions to non-campus rural communities.

3. Data analytic strategy and results

3.1. Preliminary data procedures
Prior to conducting each analysis, data were found to be normally distributed unless otherwise 
noted below. Missing data were uniformly observed across the outcome variables due to attrition 
in the IT condition (n = 4) and the WL condition (n = 2).

A series of preliminary analyses were conducted to examine the effectiveness of random 
assignment. A one-way analysis of variance (ANOVA) revealed that the two conditions did not 
differ in age (IT M = 22.10, SD = 6.09; WL M = 21.53, SD = 2.45), F(1, 33) = .12, p = .74, d = .11. Finally, 
a one-way ANOVA indicated that there was no significant difference in the initial severity of social 
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anxiety between the IT group (M = 8.40, SD = 1.70) and the WL group (M = 8.27, SD = 1.39), as 
measured by the Mini-SPIN, F(1, 33) = .06, p = .81, d = .08. There were insufficient cell sizes to 
conduct additional Pearson’s chi-square tests examining all potential differences in demographics 
across the two treatment conditions, though visual inspection indicated similar makeup in the two 
groups. For example, men (n = 10) were underrepresented in the present sample, but they were 
evenly distributed across the IT condition (n = 4) and the wait list condition (n = 6).

3.1.1. Study retention
Based on previous studies examining the ICBT, retention for the present study was expected to be 
between 70% and 85% (Johnston et al., 2011; Titov et al., 2009). Of the 35 participants who consented 
to the study, 29 (83%) completed the study by responding to the survey at the final time point. Study 
completion was similar for the IT condition (n = 16; 80%) and the WL condition (n = 13; 87%), x2 

(1) = .27, p = .61, r = .09. Missing data were uniformly observed across the outcome variables due to 
attrition in the IT condition (n = 4) and the WL condition (n = 2). The treatment conditions were 
dummy-coded such that the immediate treatment = 1 and waitlist control = 0. As mentioned above, 
usage of the intervention (Christensen et al., 2009) was low in the WL condition with no participants 
the online intervention, stopping after, on average, two of the six modules. In contrast, usage was 
uniformly high in IT conditions with nearly all participants completing all six modules.

3.1.2. Change in social anxiety
To test the change in social anxiety across the repeated measurements for both conditions, growth 
curve modeling (GCM) techniques were implemented with HLM 7 software (Bryk & Raudenbush, 1987; 
Raudenbush & Bryk, 2002). There are many advantages to using GCM for analyzing repeated measures 
(Feingold, 2009). First, GCM estimates within-person change for a variable (e.g., social anxiety) and 
allows for the examination of differences in average trajectories of change between conditions (e.g., 
wait-list versus immediate treatment). Second, GCM accounts for interdependence among repeated 
measures nested within participants. Third, GCM retains all cases despite missing data at Level 1 
(repeated measures) through maximum likelihood estimation. Since GCM uses data from all partici
pants despite missing values, it produces less biased estimates of treatment effects and eliminates the 
need for imputation of missing values (Feingold, 2009). In the present study, full information maximum 
likelihood estimation (FIML) is used, and estimates are reported with robust standard errors to account 
for any violations of normality. The ICC from the unconditional model was .56 for social anxiety.

Descriptive information about social anxiety across the three time points is reported in Table 1 and 
2. To examine the nature of change in social anxiety over time, we tested GCA models with time 
entered as a Level 1 covariate, measured as the number of follow-up assessments since baseline 
(0 = baseline, 1 = timepoint 2, 2 = timepoint 3). Results from a nested model comparison indicate that 
the linear change model of social anxiety (with Time as a Level 1 random effect) is a better fit than the 
random intercept model excluding Time, χ2(3) = 17.17, p < .001. Results suggest that there was 
a systematic linear change in social anxiety scores over the three timepoints, thus providing 
a statistical justification for the use of GCM. On average, there was a significant rate of decline in 
social anxiety scores over time, unstandardized coefficient = −1.54, t(34) = −4.29 p < .001; thus, on 
average, social anxiety improved over time (regardless of condition) at a rate of 1.53 units per 
assessment. There was no significant random variability in the rates of change, χ2(29) = 34.86, 
p = .209.

To examine whether treatment condition was associated with rate of change in social anxiety 
over time, the following model was tested:

3.1.2.1. Level-1 model. Social Anxiety = π0i + π1i (Time) + eti

3.1.2.2. Level-2 model. π0i = β00 + β01*(Condition) + r0i

π1i = β10 + β11*(Condition) + r1i
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Condition (1 = immediate treatment, 0 = wait-list control) was uncentered at Level 2. The 
primary parameter of interest (β11) represents the degree to which change in social anxiety varies 
as a function of condition. The results are reported in Table 3 and support our hypothesis that 
participants in the IT group experienced a greater rate of decline in social anxiety over time, 
relative to the WL group, t(33) = −3.07, p = .004. Notably, the simple slope for Time (i.e., rate of 
change in anxiety across repeated measures) was not significant for the WL group (β10), t 
(33) = −0.089, p = .376. To compute the effect size, we computed pseudo R2 = .67 (Kreft & De 
Leeuw, 1998; Singer, 1998) indicating this model explains 88% of the variance, a large effect.

3.1.3. Intervention acceptability
3.1.3.1. Treatment credibility and expectancy. Mean and standard deviations for the CEQ, CSQ-8, 
and WAI-Bond are shown in Table 1. Given the negligible differences between the two time points 
and low internal consistency with the first CSQ-8, only the last time point will be discussed below. 
Scores on the CEQ-Credibility subscale indicated a high level of perceived credibility for ICBT with 
coach support (M = 18.90, SD = 5.80). As a comparison, a study examining the credibility and 
expectancy of a wide range of cognitive-behavioral treatments for a variety of presenting pro
blems (Cohen et al., 2015) indicated a typical mean CEQ-Credibility score of 20.34 (SD = 4.74). For 
the present study, CEQ-Expectancy scores were also high (M = 16.13, SD = 5.23), and similar to 
typical expectancy scores (M = 15.55; SD = 4.91; Cohen et al., 2015).

3.1.3.2. Treatment satisfaction and rapport with coaches. The overall scores on the CSQ-8 were 
high (M = 25.60, SD = 3.94). In comparison, a recent, large study utilizing the CSQ-8 to examine 
predictors of client satisfaction (Kapp et al., 2017) reported a mean score of 25.20 (SD = 5.60). 
Scores on the WAI-SR-Bond indicated that participants felt positively about their relationship with 
their coach (M = 15.78, SD = 1.90). As a comparison, a large outpatient therapy sample report 
similar scores (M = 16.00, SD = 3.12; Munder et al., 2010).

3.1.3.3. Fidelity. The Coach Fidelity Checklist was completed immediately after meeting with each 
participant for 83 out of 102 (81.37%) opportunities. A research assistant trained to reliability with 
the first author rated 25% of the audio recordings of the coach-participant meetings.

Overall, coaches reported a high completion rate for many of the tasks on the checklist. 
Specifically, checking in (98.8%), reviewing material (100%) asking about problems that the 
participant may have had (96.4%), praising the participant for their hard work (84.3%), and 
planning for the next meeting (86.7%) were all completed at a high rate. However, coaches 
reported lower completion rates for praising for completion (33.7%) and engaging the participant 
in problem solving (33.7%). For both tasks, a high percentage (63.9%) reported that the task was 
“not applicable.” This is consistent with the independent ratings of audio recordings of the session 
for the problem-solving task, but not the “praising for completion” task.

Overall, 75.2% of the tasks, which were considered possible to complete were marked as “com
pleted” by the independent rater. Four of the tasks were completed at least 90% of the time, including 
“check in with the participant” (90%), “review the material” (95%), “ask if participant had problems” 
(100%) and “plan for next meeting” (100%). The “problem solving” task was completed 100% of the 
time when applicable. However, the two tasks involving praise and compliments—“praise for com
pletion” and “praise for hard work”—were completed only 30% and 35% of the time, respectively.

Further, the coaches rated their perceptions of the rapport they had with their participants, their 
own ability to engage the participants in conversation and their overall effectiveness in the coaching 
role. Their ratings of rapport were positive overall; 85.3% of the sessions were rated as “excellent” or 
“good,” while 14.7% were rated as “adequate” or “fair.” Coaches largely rated their own ability to 
engage the participants as “excellent” or “good” (82.6%) although 17.4% gave lower ratings of 
“adequate” and “fair.” Finally, coaches rated their own effectiveness as “excellent” or “good” for 
84% of the sessions, and as “adequate” and “fair” for 16% of the sessions. No sessions were rated as 
“poor” on any of the three domains.
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4. Discussion
The purpose of the present study was to investigate whether minimally trained peers could 
support engagement in a self-guided, internet-based treatment program for social anxiety. The 
efficacy of ICBT has been demonstrated in previous studies across several countries (e.g., Andrews 
et al., 2010) so this study replicated those studies in the United States. Given the literature of 
robust support for the efficacy of ICBT (e.g., Andrews et al., 2010), it is not surprising that the effect 
size for reduction in self-reported social anxiety in the immediate vs. wait list treatment condition 
was large and retention in the study was high. This adds to the growing support for the ICBT 
approach.

Table 1. Credibility expectancy questionnaire, client satisfaction questionnaire, and working alliance inventory mean by time
Measure Time 2 

n = 17
Time 3 
n = 16

M (SD) M (SD)
CEQ-Credibility 20.10 (2.95) 18.90 (5.80)

CEQ-Expectancy 16.98 (4.01) 16.13 (5.23)

CSQ-total 25.25 (2.49)a 25.60 (3.94)

Overall satisfaction 3.20 (.52) a 3.21 (.54)

Confidence in recommending to friends 3.12 (.78) a 3.28 (.46)

Helped deal with mental health concerns 3.15 (.37) a 3.17 (.51)

WAI-SR-Bond 15.70 (2.40) 15.78 (1.90)
aCSQ-8 values at Time 2 should be interpreted with caution given low internal consistency. 
Note: CEQ-Credibility and CEQ-Expectancy have a possible range of 3 to 27. CSQ-total has a possible range of 8 to 32. Individual CSQ items have a possible 
range of 1 to 4. WAI-Bond has a possible range of 4 to 16. 

Table 2. Descriptive statistics for social interaction anxiety scale-6 by condition
Immediate Treatment 

(n = 20)
Wait-List (n = 15) Overall Sample 

(N = 35)

M SD Range M SD Range M SD Range
Time 1 12.40 4.65 4–20 11.40 5.00 3–19 11.97 4.76 3–20

Time 2 10.12 4.29 3–21 11.23 4.51 3–18 10.60 4.35 3–21

Time 3 7.50 3.78 2–14 10.92 5.15 3–22 9.03 4.70 2–22

Table 3. GCA results: Condition predicts social anxiety trajectory
Social Anxiety as Outcome

Fixed Effect Coeff. SE t-ratio df p-value
Intercept π0 
β00

11.35 1.24 9.19 33 <.001

Condition, 
β01

0.98 1.56 0.63 33 0.533

Time slope, 
π1 β10

−0.45 0.50 −0.89 33 0.376

Condition, 
Β11

−1.96 0.63 −3.07 33 0.004

Note. Coeff. = unstandardized coefficients for all fixed parameters. The parameter of interest, representing the association between condition and social 
anxiety trajectory is bolded. 
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5. Acceptability of ICBT with coach support
One of the primary objectives of the present study was to examine whether individuals with social 
anxiety perceive ICBT with coach support as a viable treatment option. As hypothesized, credibility 
and expectancy scores were high and on par with previous studies of face-to-face treatments (Cohen 
et al., 2015). Furthermore, nearly all participants (95%) reported being satisfied with their experience, 
and all participants (100%) reported that they would feel confident recommending the treatment to 
a friend. These findings are consistent with other studies examining ICBT (Andrews et al., 2010; 
Johnston et al., 2011; Titov Andrews, Choi et al., 2008), as well as studies examining satisfaction with 
traditional, face-to-face cognitive-behavioral therapy (e.g., Kapp et al., 2017). Also, consistent with 
hypotheses, participants reported having a strong rapport with their coaches, similar to a large study 
of outpatient therapy clients in traditional settings (Munder et al., 2010).

It appears ICBT with coach support is an efficacious acceptable treatment alternative for college 
students with social anxiety. However, it may require additional steps to be taken to increase the 
uptake of coach support as demonstrated by all WL condition participants refusing coach support. 
Additional strategies to encourage participants to overcome their social anxiety and work with 
a coach may be needed. The results of this study are especially compelling given that the program 
was developed in Australia, yet it seems to be sufficiently cross-cultural to be acceptable to a broad 
swath of domestic and international students at a large U.S. university. All together, these findings 
are an important step in evaluating the potential of ICBT as a tool for enhancing accessibility of 
mental health care on campus where need, but not necessarily resources, are growing.

5.1. Feasibility of ICBT with coach support
The feasibility of incorporating peer coach support for ICBT was examined by comparing the 
resources required to implement this service to the benefits it produced, as well as collecting 
information from coaches about their experiences in the lay health worker role. The coaches in 
the present study had no formal training in providing mental healthcare services beyond the 
three-hour orientation and training and the manual described above. However, both the five 
coaches and independent rater agreed they completed most of the tasks outlined in the coach 
manual. One exception to this agreement was for praising participants. Coaches reported that 
they praised their participants for hard work 84% of the time, while the independent rater 
reported that they did so only 35% of the time. It is not possible to definitively resolve this 
discrepancy. However, it appears to be attributable to a lack of shared understanding of 
whether general positive comments constituted praise and coaches’ apparent discomfort to 
offer specific positive reinforcement to peers.

The typical duration of participants’ meetings with coaches was about 12 minutes (range 
5–30 minutes), however, no strict requirement was set for these meetings, and coaches were 
instructed to meet as long as necessary to complete each task on the Coach Fidelity 
Checklist. According to the coaches, the efficiency of these meetings was due, in part, to 
both the user-friendliness of the ICBT program and high comfort and proficiency with online 
materials among university students. Given the strong rapport with coaches and good out
comes, it seems unlikely participants will cut the meetings short to avoid discussing concerns.

Peer coach support is demonstrably low-cost, but its specific contribution to treatment out
comes was more challenging to establish in the present study. However, there was some 
evidence that meeting with a peer coach encouraged participants to continue to engage with 
the ICBT program. For example, participants with immediate treatment conditions were required 
to work with a coach, while wait list participants were not. Interestingly, participants in the wait 
list condition opted out of working with a coach and completed only about one-third of the six 
modules on average. It is important to note that the wait list participants were no longer 
completing assessments nor receiving associated compensation, which may have contributed 
to their lack of usage of the treatment program as well. It is also unknown whether delayed 
treatment participants would have been more willing to meet with coaches if a teleconference 
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option was available for coaching sessions. In the present student, only face-to-face coaching 
was offered as the study was conducted prior to the global pandemic when teleconferencing 
became more commonly used.

5.2. Limitations
Although promising, the findings of the present study should be interpreted in light of the study’s 
limitations. Understanding the role of coaches in positive outcomes is limited by the lack of an ICBT 
without a coaching control group. Given the substantial literature on the efficacy of ICBT alone 
(e.g., Andrews et al., 2010) and the importance of supportive check-ins to maintain engagement 
(e.g., Titov et al., 2008), the focus of this study was on using peers to support the internet-delivered 
service. This cost-effective model of care combines the efficacy of the intervention with the 
reduction in barriers to care that peer support, in particular, provides. Other limitations include 
coaches largely rating their own fidelity to the treatment, reliance on self-report measures of 
social anxiety, and a sample with lower social anxiety on average for a treatment seeking sample. 
Finally, participants were paid to complete the assessments, which likely contributed to high 
retention as intended, and may have biased self-report measures.

5.3. Clinical implications
This study adds to the growing support for ICBT as an innovative solution to improve access 
to care and alleviate the burden on mental health providers in university counseling centers 
(Xiao et al., 2017) and, potentially, in underserved areas. These results offer preliminary 
support for using minimally trained community peers to maximize engagement with online 
treatment. We know from previous research that having support is key for engagement in the 
treatment, but this study demonstrates that peer coaches can fulfill this role effectively. We 
envision that one mental health professional in a university counseling center could supervise 
a group of minimally trained peer coaches who meet directly with students pursuing ICBT as 
a first-line treatment in lieu of in-person professional services. In addition to creating an 
excellent educational experience for peer coaches, mental health providers can focus on 
clients who need a higher level of care.

International students responded to recruitment for this study at nearly double their represen
tation at the university, suggesting ICBT may be an acceptable mode of intervention for them. 
International students are underserved by university counseling centers in much of the same way 
that rural individuals and racial and ethnic minorities have been underserved by mental healthcare 
in the broader community (Hwang et al., 2014). Further, both the quantity and quality of friend
ships with American classmates have been shown to predict college adjustment among interna
tional students (Hirai et al., 2015). This may suggest that ICBT with coach support from an 
American peer such as was done in this study is especially well suited for international students. 
Unfortunately, the sample sizes of N = 4 international students in IT and N = 2 in WL that preclude 
separate analyses for this subgroup.

5.4. Future research and conclusion
This study adds to a substantial body of the literature on the efficacy of ICBT for social 
anxiety and other common presenting problems. Combining internet-based treatments with 
peer support could extend the reach of mental health services on campus. Whether this 
model can be extended to non-campus community settings is less clear as it may be 
particularly appropriate for emerging adults on campus. Considering their age and education, 
college students may be more willing and able to engage with a technology-based treatment 
modality compared to older individuals (Czaja & Sharit, 2016) so future research is needed on 
extending the care model to underserved communities. Research deploying this model 
through university counseling centers and in community settings is the next step to identify 
best practices and test effectiveness.

Bautista et al., Cogent Psychology (2022), 9: 2040160                                                                                                                                                    
https://doi.org/10.1080/23311908.2022.2040160

Page 12 of 16



Funding
The authors have no funding to report.

Author details
Chandra L. Bautista1 

E-mail: Chandra.bautista@va.gov 
Allura L. Ralston2 

E-mail: Allura.ralston@gmail.com 
Rebecca L. Brock2 

E-mail: Rebecca.Brock@unl.edu 
ORCID ID: http://orcid.org/0000-0001-7826-6421 
Debra A. Hope2 

E-mail: Dhope1@unl.edu 
1 Mental Health Care Line, Michael E. DeBakey Va Medical 

Center2002 Holcombe Blvd, , Houston, TX 77030, United 
States. 

2 Department of Psychology, University of Nebraska- 
Lincoln, Lincoln, NE 68588-0308. 

Citation information 
Cite this article as: Peer coach support in internet-based 
cognitive behavioral therapy for college students with 
social anxiety disorder: efficacy and acceptability, Chandra 
L. Bautista, Allura L. Ralston, Rebecca L. Brock & Debra A. 
Hope, Cogent Psychology (2022), 9: 2040160.

Note
1. Although the study utilized many aspects of 

a randomized controlled trial (RCT), other aspects of an 
RCT such as registration of the trial and availability of data, 
were not done. This decision was made due to the pilot 
nature of the study, the study serving as the first author’s 
dissertation and not obtaining informed consent to pub
lish the data.

Author Note
Thank you to Gavin Andrews, Ph.D. and his research team for 
sharing their online treatment program and their tremen
dous overall support for the project. This served as part of the 
first author’s dissertation. We thank the students who acted 
as research assistants and the participants in this study.

Disclosure statement
No potential conflict of interest was reported by the author(s).

Data Availability
The full dataset is not available for this study. Contact the 
first (CLB) or last author (DAH) for access to specific variables.

References
Abas, M., Bowers, T., Manda, E., Cooper, S., Machando, D., 

Verhey, R., Lamech, N., Araya, R., & Chibanda, D. 
(2016). ‘Opening up the mind’: Problem-solving ther
apy delivered by female lay health workers to 
improve access to evidence-based care for depres
sion and other common mental disorders through 
the Friendship Bench Project in Zimbabwe. 
International Journal of Mental Health Systems, 10(1) 
1–8. https://doi.org/10.1186/s13033-016-0071-9

Andrews, G., Cuijpers, P., Craske, M. G., McEvoy, P., 
Titov, N., & Baune, B. T. (2010). Computer therapy for 
the anxiety and depressive disorders is effective, 
acceptable and practical health care: A 
meta-analysis. PLoS ONE, 5(10), 1–6. https://doi.org/ 
10.1371/journal.pone.0013196

Archbell, K. A., & Coplan, R. J. (2021). Too anxious to talk: 
Social anxiety, academic communication, and stu
dents’ experiences in higher education. Journal of 
Emotional and Behavioral Disorders, 
106342662110600. First online. https://doi.org/10. 
1177/10634266211060079.

Attkisson, C. C., & Zwick, R. (1982). The client satisfaction 
questionnaire: Psychometric properties and correlations 
with service utilization and psychotherapy outcome. 
Evaluation and Program Planning, 5(3), 233–237. https:// 
doi.org/10.1016/0149-7189(82)90074-X

Attridge, M. D., Morfitt, R. C., Roseborough, D. J., & 
Jones, E. R. (2020). Internet-based 
cognitive-behavioral therapy for college students 
with anxiety, depression, social anxiety, or insomnia: 
Four single-group longitudinal studies of archival 
commercial data and replication of employee user 
study. JMIR Formative Research, 4(7), e17712. https:// 
doi.org/10.2196/17712

Barlow, D. H., Gorman, J. M., Shear, M. K., & Woods, S. W. 
(2000). Cognitive-behavioral therapy, imipramine, or 
their combination for panic disorder: A randomized 
controlled trial. Journal of American Medical 
Association, 283(19), 2529–2536. https://doi.org/10. 
1001/jama.283.19.2529

Bjornsson, A. S., Bidwell, L. C., Brosse, A. L., Carey, G., 
Hauser, M., Mackiewicz Seghete, K. L., Schulz-Heik, 
R. J., Weatherly, D., Erwin, B. A., & Craighead, W. E. 
(2011). Cognitive-behavioral group therapy versus 
group psychotherapy for social anxiety disorder 
among college students: A randomized controlled 
trial. Depression and Anxiety, 28(11), 1034–1042. 
https://doi.org/10.1002/da.20877

Borkovec, T. D., & Nau, S. D. (1972). Credibility of analogue 
therapy rationales. Journal of Behavior Therapy and 
Experimental Psychiatry, 3(4), 257–260. https://doi. 
org/10.1016/0005-7916(72)90045-6

Bouhechba, M., Chow, P., Fua, K., Teachman, B. A., & 
Barnes, L. E. (2018). Predicting social anxiety from 
global positioning system traces of college students: 
Feasibility study. JMIR Mental Health, 5(3), e101010. 
https://doi.org/10.2196/10101

Brook, C. A., & Wiloughby, T. (2015). The social ties that 
bind: Social anxiety and academic achievement 
across the university years. Journal of Youth and 
Adolescence, 44(5), 1139–1152. https://doi.org/10. 
1007/s10964-015-0262-8

Bryk, A. S., & Raudenbush, S. W. (1987). Application of 
hierarchical linear models to assessing change. 
Psychological Bulletin, 101(1), 147. https://doi.org/10. 
1037/0033-2909.101.1.147

Byrom, N. (2018). An evaluation of a peer support inter
vention for student mental health. Journal of Mental 
Health, 27(3), 240–246. https://doi.org/10.1080/ 
09638237.2018.1437605

Carlbring, P., Furmark, T., Steczkó, J., Ekselius, L., & 
Andersson, G. (2006). An open study of 
Internet-based bibliotherapy with minimal therapist 
contact via email for social phobia. Clinical 
Psychologist, 10(1), 30–38. https://doi.org/10.1080/ 
13284200500378662

Centers for Disease Control (2016). Collaborating with 
Community Health Workers to Enhance the 
Coordination of Care and Advance Health Equity. 
https://www.cdc.gov/nccdphp/dch/pdfs/dch-chw- 
issue-brief.pdfDownloaded April 23, 2019

Christensen, H., Griffiths, K. M., & Farrer, L. (2009). 
Adherence in internet interventions for anxiety and 
depression: Systematic review. Journal of Medical 
Internet Research, 11(2), e13. https://doi.org/10. 
2196/jmir.1194

Cohen, M., Beard, C., & Björgvinsson, T. (2015). Examining 
patient characteristics as predictors of patient beliefs 
about treatment credibility and expectancies for 
treatment outcome. Journal of Psychotherapy 
Integration, 25(2), 90. http://dx.doi.org.libproxy.unl. 
edu/10.1037/a0038878

Bautista et al., Cogent Psychology (2022), 9: 2040160                                                                                                                                                    
https://doi.org/10.1080/23311908.2022.2040160                                                                                                                                                       

Page 13 of 16

https://doi.org/10.1186/s13033-016-0071-9
https://doi.org/10.1371/journal.pone.0013196
https://doi.org/10.1371/journal.pone.0013196
https://doi.org/10.1177/10634266211060079
https://doi.org/10.1177/10634266211060079
https://doi.org/10.1016/0149-7189(82)90074-X
https://doi.org/10.1016/0149-7189(82)90074-X
https://doi.org/10.2196/17712
https://doi.org/10.2196/17712
https://doi.org/10.1001/jama.283.19.2529
https://doi.org/10.1001/jama.283.19.2529
https://doi.org/10.1002/da.20877
https://doi.org/10.1016/0005-7916(72)90045-6
https://doi.org/10.1016/0005-7916(72)90045-6
https://doi.org/10.2196/10101
https://doi.org/10.1007/s10964-015-0262-8
https://doi.org/10.1007/s10964-015-0262-8
https://doi.org/10.1037/0033-2909.101.1.147
https://doi.org/10.1037/0033-2909.101.1.147
https://doi.org/10.1080/09638237.2018.1437605
https://doi.org/10.1080/09638237.2018.1437605
https://doi.org/10.1080/13284200500378662
https://doi.org/10.1080/13284200500378662
https://www.cdc.gov/nccdphp/dch/pdfs/dch-chw-issue-brief.pdfDownloaded
https://www.cdc.gov/nccdphp/dch/pdfs/dch-chw-issue-brief.pdfDownloaded
https://doi.org/10.2196/jmir.1194
https://doi.org/10.2196/jmir.1194
http://dx.doi.org.libproxy.unl.edu/10.1037/a0038878
http://dx.doi.org.libproxy.unl.edu/10.1037/a0038878


Connor, K. M., Kobak, K. A., Churchill, L. E., Katzelnick, D., & 
Davidson, J. R. (2001). Mini-SPIN: A brief screening 
assessment for generalized social anxiety disorder. 
Depression and Anxiety, 14(2), 137–140. https://doi. 
org/10.1002/da.1055

Czaja, S. J., & Sharit, J. (2016). Designing training and 
instructional programs for older adults. CRC Press.

Damer, D. E., Latimer, K. M., & Porter, S. H. (2010). “Build 
your social confidence”: A social anxiety group for 
college students. The Journal for Specialists in Group 
Work, 35(1), 7–22. https://doi.org/10.1080/ 
01933920903463510

Devilly, G. J., & Borkovec, T. D. (2000). Psychometric 
properties of the credibility/expectancy 
questionnaire. Journal of Behavior Therapy and 
Experimental Psychiatry, 31(2), 73–86. https://doi.org/ 
10.1016/S0005-7916(00)00012-4

Feingold, A. (2009). Effect sizes for growth-modeling 
analysis for controlled clinical trials in the same 
metric as for classical analysis. Psychological 
Methods, 14(1), 43–53. https://doi.org/10.1037/ 
a0014699

Gallagher, R. P. (2015). National survey of college coun
seling centers 2014. Project report. The International 
Association of Counseling Services (IACS). http:// 
d-scholarship.pitt.edu/28178/

Gillard, S. (2019). Peer support in mental health services: 
Where is the research taking us, and do we want to 
go there? Journal of Mental Health, 28(4), 341–344. 
https://doi.org/10.1080/09638237.2019.1608935

Goettner, E. M., Frumkin, M. R., Palitz, S. A., Swee, M. B., 
Baker, A. W., Bui, E., & Simon, N. M. (2020). Barriers to 
mental health treatment among individuals with 
social anxiety disorder and generalized anxiety 
disorder. Psychological Services, 17(1), 5–12. http:// 
dx.doi.org/10.1037/ser0000254

Grace, S. L., Tan, Y., Cribbie, R. A., Nguyen, H., Ritvo, R., & 
Irvine, J. (2016). The mental health status of ethno
cultural minorities in Ontario and their mental health 
care. BMC Psychiatry, 16(1), 47–58. https://doi.org/10. 
1186/s12888-016-0759-z

Grant, B. F., Hasin, D. S., Blanco, C., Stinson, F. S., 
Chou, S. P., Goldstein, R. B., Dawson, D. A., Smith, S., 
Saha, T. D., & Huang, B. (2005). The epidemiology of 
social anxiety disorder in the United States: Results 
from the national epidemiologic survey on alcohol 
and related conditions. The Journal of Clinical 
Psychiatry, 66(11), 1351–1361. https://doi.org/10. 
4088/JCP.v66n1102

Gulliver, A., Griffiths, K. M., & Christensen, H. (2010). 
Perceived barriers and facilitators to mental health 
help-seeking in young people: A systematic review. 
BMC Psychiatry, 10(1), 113. https://doi.org/10.1186/ 
1471-244X-10-113

Ham, L. S., & Hope, D. A. (2006). Incorporating social 
anxiety into a model of college problem drinking: 
Replication and extension. Psychology of Addictive 
Behaviors, 20(3), 348–355. https://doi.org/10.1037/ 
0893-164X.20.3.348

Hapangama, A., deSilva, R., Williams, S. S., deZoysa, P. T., 
Wickremasinghe, R. R., Kuruppuarachchi, K. A. L. A., & 
Ravindran, A. (2021). Randomized controlled trial 
evaluation the effectiveness of cognitive behavioural 
group therapy (CBGT) compared to a waitlist control 
in the treatment of university students with social 
anxiety disorder. Journal of Postgraduate Institute of 
Medicine, 81, 1–10. http://repository.kln.ac.lk/handle/ 
123456789/23268

Hatcher, R. L., & Gillaspy, J. A. (2006). Development and 
validation of a revised short version of the working 

alliance inventory. Psychotherapy Research, 16(1), 
12–25. https://doi.org/10.1080/10503300500352500

Heimberg, R. G., Brozovich, F. A., & Rapee, R. M. (2010). 
A cognitive behavioral model of social anxiety dis
order: Update and extension. In S. G. Hofmann & 
P. M. DiBartolo (Eds.), Social anxiety: Clinical, devel
opmental, and social perspectives (pp. 395–422). 
Academic Press.

Heimberg, R. G., Liebowitz, M. R., Hope, D. A., Schneier, F. R., 
Holt, C. S., Welkowitz, L. A., Fallon, B., Bruch, M. A., 
Cloitre, M., Fallon, B., Klein, D. F., & Juster, H. R. (1998). 
Cognitive behavioral group therapy vs phenelzine 
therapy for social phobia: 12-week outcome. Archives 
of General Psychiatry, 55(12), 1133–1141. https://doi. 
org/10.1001/archpsyc.55.12.1133

Hirai, R., Frazier, P., & Syed, M. (2015). Psychological and 
sociocultural adjustment of first-year international 
students: Trajectories and predictors. Journal of 
Counseling Psychology, 62(3), 438. http://dx.doi.org/ 
10.1037/cou0000085

Hoffman, E. J., & Mathew, S. J. (2008). Anxiety disorders: 
A comprehensive review of pharmacotherapies. 
Mount Sinai Journal of Medicine: A Journal of 
Translational and Personalized Medicine: A Journal of 
Translational and Personalized Medicine, 75(3), 
248–262. https://doi.org/10.1002/msj.20041

Hofmann, S. G., & Smits, J. J. (2008). Cognitive-behavioral 
therapy for adult anxiety disorders: A meta-analysis 
of randomized placebo-controlled trials. Journal of 
Clinical Psychiatry, 69(4), 621–632. https://doi.org/10. 
4088/JCP.v69n0415

Holden, K., McGregor, B., Thandi, P., Fresh, E., Sheats, K., 
Belton, A., Mattox, G., & Satcher, D. (2014). Toward 
culturally centered integrative care for addressing 
mental health disparities among ethnic minorities. 
Psychological Services, 11(4), 357. http://dx.doi.org/ 
10.1037/a0038122

Horgan, A., McCarthy, G., & Sweeney, J. (2013). An evalua
tion of an online peer support forum for university 
students with depressive symptoms. Archives of 
Psychiatric Nursing, 27(2), 84–89. http://dx.doi.org/10. 
1016/j.apnu.2012.12.005

Hwang, B., Bennett, R., & Beauchemin, J. (2014). 
International students’ utilization of counseling ser
vices. College Student Journal, 48(3), 347–354.

Jameson, J. P., & Blank, M. (2010). Diagnosis and treat
ment of depression and anxiety in rural and 
non-rural primary care: National survey results. 
Psychiatric Services, 61(6), 624–627. https://doi.org/ 
10.1176/ps.2010.61.6.624

Johnston, L., Titov, N., Andrews, G., Spence, J., & Dear, B. 
(2011). A RCT of a transdiagnostic internet-delivered 
treatment for three anxiety disorders: Examination of 
support roles and disorder-specific outcomes. PLoS One, 
8(12), 6. https://doi.org/10.1371/journal.pone.0028079

Jones-Hazeldine, C., McLean, C. P., & Hope, D. A. (2006). 
Mental health treatment seeking in a rural 
community. Journal of Rural Community, 2(9), 
110–117.

Kählke, F., Berger, T., Schulz, A., Baummeister, H., 
Berking, M., Auerback, R., Bruffaerts, R., Cuijpers, P., 
Kessler, R. C., & Ebert, D. D. (2019). Efficacy of an 
unguided internet-based self-help intervention for 
social anxiety disorder in university students: 
A randomized controlled trial. International Journal 
of Methods in Psychiatric Research, 28(2), e1766. 
https://doi.org/10.1002/mpr.1766

Kampmann, I. L., Emmelkamp, P. M. G., & Morina, N. 
(2016). Meta-analysis of technology – Assisted inter
ventions for social anxiety disorder. Journal of 

Bautista et al., Cogent Psychology (2022), 9: 2040160                                                                                                                                                    
https://doi.org/10.1080/23311908.2022.2040160

Page 14 of 16

https://doi.org/10.1002/da.1055
https://doi.org/10.1002/da.1055
https://doi.org/10.1080/01933920903463510
https://doi.org/10.1080/01933920903463510
https://doi.org/10.1016/S0005-7916(00)00012-4
https://doi.org/10.1016/S0005-7916(00)00012-4
https://doi.org/10.1037/a0014699
https://doi.org/10.1037/a0014699
http://d-scholarship.pitt.edu/28178/
http://d-scholarship.pitt.edu/28178/
https://doi.org/10.1080/09638237.2019.1608935
http://dx.doi.org/10.1037/ser0000254
http://dx.doi.org/10.1037/ser0000254
https://doi.org/10.1186/s12888-016-0759-z
https://doi.org/10.1186/s12888-016-0759-z
https://doi.org/10.4088/JCP.v66n1102
https://doi.org/10.4088/JCP.v66n1102
https://doi.org/10.1186/1471-244X-10-113
https://doi.org/10.1186/1471-244X-10-113
https://doi.org/10.1037/0893-164X.20.3.348
https://doi.org/10.1037/0893-164X.20.3.348
http://repository.kln.ac.lk/handle/123456789/23268
http://repository.kln.ac.lk/handle/123456789/23268
https://doi.org/10.1080/10503300500352500
https://doi.org/10.1001/archpsyc.55.12.1133
https://doi.org/10.1001/archpsyc.55.12.1133
http://dx.doi.org/10.1037/cou0000085
http://dx.doi.org/10.1037/cou0000085
https://doi.org/10.1002/msj.20041
https://doi.org/10.4088/JCP.v69n0415
https://doi.org/10.4088/JCP.v69n0415
http://dx.doi.org/10.1037/a0038122
http://dx.doi.org/10.1037/a0038122
http://dx.doi.org/10.1016/j.apnu.2012.12.005
http://dx.doi.org/10.1016/j.apnu.2012.12.005
https://doi.org/10.1176/ps.2010.61.6.624
https://doi.org/10.1176/ps.2010.61.6.624
https://doi.org/10.1371/journal.pone.0028079
https://doi.org/10.1002/mpr.1766


Anxiety Disorders, 42, 71–84. https://doi.org/10.1016/ 
j.janxdis.2016.06.007

Kapp, C., Perlini, T., Jeanneret, T., Stéphan, P., Rojas- 
Urrego, A., Macias, M., Halfon, O., Holzer, L., & 
Urben, S. (2017). Identifying the determinants of 
perceived quality in outpatient child and adolescent 
mental health services from the perspectives of par
ents and patients. European Child & Adolescent 
Psychiatry, 26(10), 1269–1277. https://doi.org/10. 
1007/s00787-017-0985-z

Kessler, R. C., Berglund, P., Demler, O., Jin, R., 
Walters, E. E., & Walters, E. E. (2005). Lifetime pre
valence and age-of-onset distributions of DSM-IV 
disorders in the national comorbidity survey 
replication. Archives of General Psychiatry, 62(6), 
593–602. https://doi.org/10.1001/archpsyc.62.6.593

Kreft, I. G., & De Leeuw, J. (1998). Introducing multilevel 
modeling. Sage.

Larsen, D. L., Attkisson, C. C., Hargreaves, W. A., & 
Nguyen, T. D. (1979). Assessment of client/patient 
satisfaction: Development of a general scale. 
Evaluation and Program Planning, 2(3), 197–207. 
https://doi.org/10.1016/0149-7189(79)90094-6

Lattie, E. G., Adkins, E. C., Winquist, N., Stiles-Shields, C., 
Wafford, Q. E., & Graham, A. K. (2019). Digital mental 
health interventions for depression, anxiety, and 
enhancement of psychological well-being among 
college students: Systematic review. Journal of 
Medical Internet Research, 21(7), e12869. https://doi. 
org/10.2196/12869

Liebowitz, M. R., Heimberg, R. G., Schneier, F. R., 
Hope, D. A., Davies, S., Holt, C. S., Goetz, D., 
Juster, H. R., Lin, S.-H., Bruch, M. A., Marshall, R. D., & 
Klein, D. F. (1999). Cognitive-behavioral group ther
apy versus phenelzine in social phobia: Long term 
outcome. Depression and Anxiety, 10(3), 89–98. 
https://doi.org/10.1002/(SICI)1520-6394(1999) 
10:3<89::AID-DA1>3.0.CO;2-5

Munder, T., Wilmers, F., Leonhart, R., Linster, H. W., & Barth, J. 
(2010). Working alliance inventory-short revised (WAI- 
SR): Psychometric properties in outpatients and inpati
ents. Clinical Psychology & Psychotherapy, 17(3), 
231–239. https://doi.org/10.1002/cpp.658

Norton, P. J., & Price, E. C. (2007). A meta-analytic review 
of adult cognitive-behavioral treatment outcome 
across the anxiety disorders. Journal of Nervous and 
Mental Disease, 195(6), 521–531. https://doi.org/10. 
1097/01.nmd.0000253843.70149.9a

Olfson, M., Guardino, M., Struening, E., Schneier, F., 
Hellman, F., & Klein, D. (2000). Barriers to the treat
ment of social anxiety. American Journal of 
Psychiatry, 157(4), 521–527. http://0-dx.doi.org. 
library.unl.edu/10.1176/appi.ajp.157.4.521

Otto, M. W., Bruce, S. E., & Deckersbach, T. (2005). 
Benzodiazepine use, cognitive impairment, and cog
nitive-behavioral therapy for anxiety disorders: issues 
in the treatment of a patient in need. J Clin 
Psychiatry, 66(2), 34–38.

Otto, M. W., Pollack, M. H., & Maki, K. M. (2000). Empirically 
supported treatments for panic disorder: Costs, ben
efits, and stepped care. Journal of Consulting and 
Clinical Psychology, 68(4), 556–563. https://doi.org/ 
10.1037/0022-006X.68.4.556

Peters, L., Sunderland, M., Andrews, G., Rapee, R. M., & 
Mattick, R. P. (2012). Development of a short form 
social interaction anxiety (SIAS) and social phobia 
scale (SPS) using nonparametric item response the
ory: The SIAS-6 and the SPS-6. Psychological 
Assessment, 24(1), 66. http://dx.doi.org/10.1037/ 
a0024544

Pinard, C., Hart, M., Hodgkins, Y., Serrano, E., McFerren, M., 
& Estabrooks, P. (2012). Smart choices for healthy 
families: A pilot study for the treatment of childhood 
obesity in low-income families. Health Education and 
Behavior, 39(4), 433–445. https://doi.org/10.1177/ 
1090198111425686

Pontoski, K. E., & Heimberg, R. G. (2010). The myth of the 
superiority of concurrent combined treatments for 
anxiety disorders. Clinical Psychology: Science & 
Practice, 17(2), 107–111. https://doi-org.libproxy.unl. 
edu/10.1111/j.1468-2850.2010.01200.x

Ralston, A. L., Andrews, A. R., III, & Hope, D. A. (2019). 
Fulfilling the promise of mental health technology to 
reduce public health disparities: Review and research 
agenda. Clinical Psychology: Science and Practice, 26 
(1). Article e12277. https://doi.org/10.1111/cpsp. 
12277

Ralston, A. L., Andrews III, A. R., & Hope, D. A. (2019). 
Fulfilling the promise of mental health technology to 
reduce public health disparities: Review and research 
agenda. Clinical Psychology: Science and Practice, 26 
(1), e12277. https://doi.org/10.1111/cpsp.12277

Rapee, R. M., Abbott, M. J., Baillie, A. J., & Gaston, J. E. 
(2007). Treatment of social phobia through pure 
self-help and therapist-augmented self-help. The 
British Journal of Psychiatry, 191(3), 246–252. https:// 
doi.org/10.1192/bjp.bp.106.028167

Raudenbush, S. W., & Bryk, A. S. (2002). Hierarchical linear 
models: Applications and data analysis methods 
(Vol. 1). Sage.

Rhodes, S. D., Hergenrather, K. C., Bloom, F. R., 
Leichliter, J. S., & Montano, J. (2009). Outcomes 
from a community-based, participatory lay health 
adviser HIV/STD prevention intervention for recently 
arrived immigrant Latino men in rural North 
Carolina. AIDS Education and Prevention, 21(supple
ment b), 103–108. https://doi.org/10.1521/aeap. 
2009.21.5_supp.103

Russell, G., & Shaw, S. (2009). A study to investigate the 
prevalence of social anxiety in a sample of higher 
education students in the United Kingdom. Journal of 
Mental Health, 18(3), 198–206. https://doi.org/10. 
1080/09638230802522494

Safran, M. A., Mays, R. A., Huang, L. N., McCuan, R., 
Pham, P. K., Fishter, S. K., Trachtenberg, A., & 
Trachtenberg, A. (2009). Mental health disparities. 
American Journal of Public Health, 99(11), 
1962–1966. https://doi.org/10.2105/AJPH.2009. 
167346

Shafran, R. R., Clark, D. M., Fairburn, C. G., Arntz, A. A., 
Barlow, D. H., Ehlers, A. A., & Wilson, G. T. (2009). 
Mind the gap: Improving the dissemination of CBT. 
Behaviour Research and Therapy, 47(11), 902–909. 
https://doi.org/10.1016/j.brat.2009.07.003

Singer, J. D. (1998). Using SAS PROC MIXED to fit multi
level models, hierarchical models, and individual 
growth models. Journal of Educational and Behavioral 
Statistics, 23(4), 323–355. https://doi.org/10.3102/ 
10769986023004323

Titov, N., Andrews, G., Choi, I., Schwencke, G., & 
Johnston, L. (2009). Shyness 4: Randomized con
trolled trial of web-based treatment of social 
phobia without clinician guidance. Australian and 
New Zealand Journal of Psychiatry, 43(10), 
913–919. https://doi.org/10.1080/ 
00048670903179160

Titov, N., Andrews, G., Choi, I., Schwencke, G., & 
Mahoney, A. (2008). Shyness 3: Randomized con
trolled trial of guided versus unguided internet-based 
CBT for social phobia. Australian and New Zealand 

Bautista et al., Cogent Psychology (2022), 9: 2040160                                                                                                                                                    
https://doi.org/10.1080/23311908.2022.2040160                                                                                                                                                       

Page 15 of 16

https://doi.org/10.1016/j.janxdis.2016.06.007
https://doi.org/10.1016/j.janxdis.2016.06.007
https://doi.org/10.1007/s00787-017-0985-z
https://doi.org/10.1007/s00787-017-0985-z
https://doi.org/10.1001/archpsyc.62.6.593
https://doi.org/10.1016/0149-7189(79)90094-6
https://doi.org/10.2196/12869
https://doi.org/10.2196/12869
https://doi.org/10.1002/(SICI)1520-6394(1999)10:3%26#x003C;89::AID-DA1%26#x003E;3.0.CO;2-5
https://doi.org/10.1002/(SICI)1520-6394(1999)10:3%26#x003C;89::AID-DA1%26#x003E;3.0.CO;2-5
https://doi.org/10.1002/cpp.658
https://doi.org/10.1097/01.nmd.0000253843.70149.9a
https://doi.org/10.1097/01.nmd.0000253843.70149.9a
http://0-dx.doi.org.library.unl.edu/10.1176/appi.ajp.157.4.521
http://0-dx.doi.org.library.unl.edu/10.1176/appi.ajp.157.4.521
https://doi.org/10.1037/0022-006X.68.4.556
https://doi.org/10.1037/0022-006X.68.4.556
http://dx.doi.org/10.1037/a0024544
http://dx.doi.org/10.1037/a0024544
https://doi.org/10.1177/1090198111425686
https://doi.org/10.1177/1090198111425686
https://doi-org.libproxy.unl.edu/10.1111/j.1468-2850.2010.01200.x
https://doi-org.libproxy.unl.edu/10.1111/j.1468-2850.2010.01200.x
https://doi.org/10.1111/cpsp.12277
https://doi.org/10.1111/cpsp.12277
https://doi.org/10.1111/cpsp.12277
https://doi.org/10.1192/bjp.bp.106.028167
https://doi.org/10.1192/bjp.bp.106.028167
https://doi.org/10.1521/aeap.2009.21.5_supp.103
https://doi.org/10.1521/aeap.2009.21.5_supp.103
https://doi.org/10.1080/09638230802522494
https://doi.org/10.1080/09638230802522494
https://doi.org/10.2105/AJPH.2009.167346
https://doi.org/10.2105/AJPH.2009.167346
https://doi.org/10.1016/j.brat.2009.07.003
https://doi.org/10.3102/10769986023004323
https://doi.org/10.3102/10769986023004323
https://doi.org/10.1080/00048670903179160
https://doi.org/10.1080/00048670903179160


Journal of Psychiatry, 42(12), 1030–1040. https://doi. 
org/10.1080/00048670802512107

Titov, N., Andrews, G., Schwencke, G., Drobny, J., & 
Einstein, D. (2008). Shyness 1: Distance treatment for 
social phobia over the internet. Australian and New 
Zealand Journal of Psychiatry, 42(7), 585–594. https:// 
doi.org/10.1080/00048670802119762

Villarosa-Hurlocker, M. C., Bravo, A. J., Pearson, M. R., 
Prince, M. A., Madson, M. B., Henson, J. M., Looby, A., 
Gonzalez, V. M., Henslee, A. M., Cuttler, C., 
Wong, M. M., & McChargue, D. E., & Protective 
Strategies Study Team. (2019). The relationship 
between social anxiety and alcohol and marijuana 
use outcomes among concurrent users: 
A motivational model of substance use. Alcoholism: 
Clinical and Experimental Research, 43(4), 732–740. 
https://doi.org/10.1111/acer.13966

Wang, P. S., Lane, M., Olfson, M., Pincus, H. A., Wells, K. B., 
& Kessler, R. C. (2005). Twelve month use of mental 
health services in the United States: results from the 
national comorbidity survey replication. Archives of 
General Psychiatry, 62(6), 629–640. https://doi.org/10. 
1001/archpsyc.62.6.629

Weeks, J. W., Spokas, M. E., & Heimberg, R. G. (2007). 
Psychometric evaluation of the mini-social phobia 
inventory (Mini-Spin) in a treatment-seeking sample. 
Depression and Anxiety, 24(6), 382–391. https://doi. 
org/10.1002/da.20250

Xiao, H., Carney, D. M., Youn, S. J., Janis, R. A., 
Castonguay, L. G., Hayes, J. A., & Locke, B. D. (2017). 
Are we in a crisis? National mental health and 
treatment trends in college counseling centers. 
Psychological Services, 14(4), 407–415. https://doi. 
org/10.1037/ser0000130

© 2022 The Author(s). This open access article is distributed under a Creative Commons Attribution (CC-BY) 4.0 license. 
You are free to:  
Share — copy and redistribute the material in any medium or format.  
Adapt — remix, transform, and build upon the material for any purpose, even commercially.  
The licensor cannot revoke these freedoms as long as you follow the license terms.  

Under the following terms:  
Attribution — You must give appropriate credit, provide a link to the license, and indicate if changes were made.  
You may do so in any reasonable manner, but not in any way that suggests the licensor endorses you or your use.  
No additional restrictions  

You may not apply legal terms or technological measures that legally restrict others from doing anything the license permits.

Cogent Psychology (ISSN: 2331-1908) is published by Cogent OA, part of Taylor & Francis Group.  
Publishing with Cogent OA ensures:  
• Immediate, universal access to your article on publication  
• High visibility and discoverability via the Cogent OA website as well as Taylor & Francis Online  
• Download and citation statistics for your article  
• Rapid online publication  
• Input from, and dialog with, expert editors and editorial boards  
• Retention of full copyright of your article  
• Guaranteed legacy preservation of your article  
• Discounts and waivers for authors in developing regions  
Submit your manuscript to a Cogent OA journal at www.CogentOA.com   

Bautista et al., Cogent Psychology (2022), 9: 2040160                                                                                                                                                    
https://doi.org/10.1080/23311908.2022.2040160

Page 16 of 16

https://doi.org/10.1080/00048670802512107
https://doi.org/10.1080/00048670802512107
https://doi.org/10.1080/00048670802119762
https://doi.org/10.1080/00048670802119762
https://doi.org/10.1111/acer.13966
https://doi.org/10.1001/archpsyc.62.6.629
https://doi.org/10.1001/archpsyc.62.6.629
https://doi.org/10.1002/da.20250
https://doi.org/10.1002/da.20250
https://doi.org/10.1037/ser0000130
https://doi.org/10.1037/ser0000130

	Peer coach support in internet-based cognitive behavioral therapy for college students with social anxiety disorder: efficacy and acceptability
	1.  Treatment
	1.1.  Treatment delivery alternatives
	1.2.  Peer support and lay mental health
	1.2.1.  Present study


	2.  Methods
	2.1.  Design
	2.2.  Participants
	2.3.  Measures
	2.3.1.  Social anxiety and distress
	2.3.2.  Intervention acceptability

	2.4.  Fidelity
	2.5.  Procedure
	2.6.  Intervention
	2.6.1.  Coaches


	3.  Data analytic strategy and results
	3.1.  Preliminary data procedures
	3.1.1.  Study retention
	3.1.2.  Change in social anxiety
	3.1.3.  Intervention acceptability


	4.  Discussion
	5.  Acceptability of ICBT with coach support
	5.1.  Feasibility of ICBT with coach support
	5.2.  Limitations
	5.3.  Clinical implications
	5.4.  Future research and conclusion

	Funding
	Author details
	Note
	Author Note
	Disclosure statement
	Data Availability
	References

