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ABSTRACT

This study examined the role of regular prior technology use in treatment response to an on-
line family problem-solving (OFPS) intervention and an Internet resource intervention (IRI)
for pediatric traumatic brain injury (TBI). Participants were 150 individuals in 40 families of
children with TBI randomly assigned to OFPS intervention or an IRI. All families received
free computers and Internet access to TBI resources. OFPS families received Web-based ses-
sions and therapist-guided synchronous videoconferences focusing on problem solving, com-
munication skills, and behavior management. All participants completed measures of de-
pression, anxiety, and computer usage. OFPS participants rated treatment satisfaction,
therapeutic alliance, and Web site and technology comfort. With the OFPS intervention, de-
pression and anxiety improved significantly more among technology using parents (n � 14)
than nontechnology users (n � 6). Technology users reported increasing comfort with tech-
nology over time, and this change was predictive of depression at followup. Satisfaction and
ease-of-use ratings did not differ by technology usage. Lack of regular prior home computer
usage and nonadherence were predictive of anxiety at followup. The IRI was not globally ef-
fective. However, controlling for prior depression, age, and technology at work, there was a
significant effect of technology at home for depression. Families with technology experience
at home (n � 11) reported significantly greater improvements in depression than families
without prior technology experience at home (n � 8). Although Web-based OFPS was effec-
tive in improving caregiver functioning, individuals with limited computer experience may
benefit less from an online intervention due to increased nonadherence.
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INTRODUCTION

WE HAVE BEEN INVOLVED in an ongoing research
and development program to create an online

family problem-solving (OFPS) intervention for fam-
ilies of children with TBI.1,2,3,4 Just as psychologists
and other health care providers must develop their
own technical skills to harness these new technolo-
gies,5 they must also be cognizant of the technical
skills of their patients and clients. Although most psy-

chologists are sensitive to issues of education, ethnic-
ity, gender, and class, they are less likely to consider
technological sophistication as a moderating influ-
ence in research or therapy. Thus we set out to study
the consequences of previous experience with com-
puters in randomized clinical trials comparing two
computer-based interventions for families of children
with traumatic brain injury (TBI).

Despite documented caregiver burden and a
demonstrated need for family-centered interven-
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tions that address pediatric TBI aftercare, empiri-
cally validated interventions are virtually nonexis-
tent and community services are limited. Families
often face barriers to treatment such as distance, lim-
ited availability of experienced providers, and the
need to return for frequent rehabilitation treatment.
Minorities and individuals with lower SES are dis-
proportionately affected and are less likely to fol-
low through with appointments.6 Online interven-
tions may reduce these barriers and provide
continuous access to treatment materials.

Given the multidimensional nature of family
stress associated with developmental disabilities
and chronic conditions and the range of factors in-
fluencing family adaptation, comprehensive ap-
proaches targeting multiple risks, moderators,
and/or outcomes might have the greatest efficacy,
particularly with families at heightened risk. Wade
et al.7 tested communication and behavior manage-
ment skills with families of children with moderate
to severe TBI8 in a randomized clinical trial (RCT)
comparing an Internet resources intervention (IRI)
group to a group receiving an OFPS intervention.7

Families in both groups received a free computer,
printer, high-speed Internet access, and our home
page with links to brain injury Web sites and re-
sources. Participants in the OFPS group also re-
ceived an average of 10 Web-based sessions focused
on brain injury education, behavior management,
problem-solving and communication skills, and
completed synchronous sessions with a therapist
over the computer via video camera to review ses-
sion content and implement the problem-solving
process to address goals identified by the family.

Group differences in outcomes were assessed us-
ing ANCOVA, controlling for baseline levels on the
outcome variable of interest. Consistent with our
hypotheses, we found significantly greater im-
provement at followup in the OFPS group relative
to the IRI group on measures of parental depres-
sion, anxiety, and global psychological distress.7

Moreover, examination of potential moderators of
treatment efficacy revealed that families with vary-
ing levels of educational attainment, SES, and race
were equally likely to benefit from this online treat-
ment. Families were also positive in their responses
about the helpfulness and ease of use of the Web
site, suggesting that families from varying back-
grounds could benefit from this type of online skill-
building intervention.

Prior to our intervention, 35% of caregivers re-
ported not using a home computer on a regular ba-
sis, of whom 77% did not own a home computer.
Previous experience with computers has been
linked to computer self-efficacy9 and lower levels of

computer anxiety.10 Although recent studies sug-
gest that computer self-efficacy beliefs may be more
predictive of computer anxiety and anger than ex-
perience,11 most of these studies have used under-
graduate populations with few participants lacking
home computer experience. Since we were bringing
a computer into some families’ homes for the first
time, we wanted to understand what effect, if any,
lack of previous home computer experience had on
parents’ comfort with and ability to benefit from the
intervention. Thus, the goals of the current investi-
gations were to examine the role of prior home com-
puter use on the effectiveness of OFPS and to begin
to identify the mechanisms through which prior
computer use may impact treatment response.
These findings are considered in the context of the
potential costs and benefits of utilizing a Web-based
intervention to provide treatment to underserved
populations.

METHOD

Participants and design

Approval was obtained from the Institutional Re-
view Board prior to study inception. Families with
children ages 5 to 16 who sustained a moderate to
severe TBI during the previous 24 months were re-
cruited from the Trauma Registry of an urban chil-
dren’s hospital and randomly assigned to receive ei-
ther IRI or OFPS Internet resources regarding TBI.
Using a computer program for random assignment,
87 individuals in 24 families were assigned to OFPS
and 63 individuals in 20 families were assigned to
the IRI group, with family being the unit of assign-
ment and analysis.

Materials

All families received a new computer, printer,
high-speed Internet access, and a home page pro-
viding access to brain injury Web sites and re-
sources. Families in the OFPS group also received a
Web camera. Families in both groups continued to
receive any prior psychosocial treatments through
out the intervention.

Procedure

The therapist met once with each OFPS family in
their home to establish rapport, conduct a struc-
tured interview, and train OFPS participants in how
to log on and navigate within the Web site. All sub-
sequent sessions included a self-guided Web session
and a subsequent one-to-one videoconference with
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the therapist (see Wade et al.3 for a complete de-
scription). The OFPS Web site had 14 separate ses-
sions. Eight “core” sessions provided training in
problem solving, communication, and antecedent
behavior management skills for all enrolled fami-
lies, while the remaining six sessions addressed con-
tent related to stressors or issues that affected some
but not all families. Thus, the OFPS intervention can
be thought of as standard problem solving plus
training in other cognitive-behavioral skills relevant
to coping with TBI.

IRI group

Families in the IRI group continued to receive any
psychosocial care they were receiving prior to the
intervention. IRI families received access to a home
page of brain injury resources and links to Web sites
with information and resources pertaining to TBI
(identical to those given on the OFPS homepage),
but they were not able to access OFPS session con-
tent. Web site usage was assessed in both groups
via questionnaire at the end of the study.

Measures

Prior computer use. Parents completed 17-item
self-report questionnaires pertaining to their prior
computer use at home and at work. For each item
(e.g., sent an e-mail message), parents indicated
whether they had performed that action during the
past week, past month, or more than a month/
never. Responses were dichotomized such that par-
ents who did not have a home computer or who in-
dicated that they had not used the computer for any
reason during the past week were identified as
“nonusers.” Seventeen parents (8 OFPS and 9 IR)I
were identified as nonusers on the basis of this cri-
teria. Of these, 15 or 88% did not possess home com-
puters prior to the intervention.

Parental depression and anxiety. We chose the Cen-
ter for Epidemiologic Studies Depression Scale
(CES-D) to measure depression because it is brief
and has well-established psychometric properties.13

The CES-D contains 20 items that are rated on a 4-
point scale ranging from rarely or none of the time
(less than 1 day during the past week) to most or
almost all of the time (5–7 days during the past
week). Total scores range from 0 to 60, with higher
scores corresponding to greater depression.12

The 10-item Anxiety Inventory (AI) has been
widely used in psychological research in which re-
peated measures are taken, and limited time is avail-
able.13 Items pertain to the past week and include
statements such as “I was jittery.” Response choices

range from 0 (not at all) to 3 (very much), and total
scores range from 0 to 30. Higher scores indicate
greater anxiety.

Website Evaluation Questionnaire (WEQ). The WEQ
was adapted from the Website Evaluation Instru-
ment.14 It contains a series of questions regarding
the ease of use and helpfulness of the videoconfer-
ences and the components of the Web site rated on
a 5-point Likert scale (1, not at all easy; 5, extremely
easy; 1, not at all helpful; 5, extremely helpful). The sub-
scales assessing ease of use of the Web site and
videoconferences possessed high internal consis-
tency (Cronbach’s � � 0.87 and 0.88 respectively),
as did the subscales assessing helpfulness of the
Web site and videoconferences (0.92 and 0.89 re-
spectively).

Computer Equipment Comfort Rating (CECR). The
CECR was adapted from the Audiovisual Equip-
ment Rating Scale,15 a measure of user perceptions
of comfort and distractions associated with using
audiovisual equipment. Items were modified to re-
flect the equipment and intervention design of the
current project. The CECR consisted of 17 questions
rated on a 5-point scale (1, not at all comfortable; 5,
completely comfortable) regarding the user’s experi-
ences utilizing the computer equipment during the
online sessions. Cronbach’s alpha for the scale was
0.62.

Therapeutic Alliance Questionnaire. Parents com-
pleted a 12-item version of the Agnew Relationship
Measure (ARM)16 to assess the quality of their re-
lationship with the therapist. Items rate opinions
about the therapist on a 7-point Likert scale (1,
strongly disagree; 4, neutral; 7, strongly agree). Inter-
nal consistency for the 12 items was 0.84.

Missed sessions. To assess the relationship of prior
computer usage to adherence, we created an index
of the total number of missed sessions by summing
the number of sessions missed because of cancella-
tions and no shows. Technical problems were
recorded and tallied to investigate group differ-
ences and impact on adherence.

Socioeconomic Status (SES). The Hauser-Warren
socioeconomic index was used to assess the parent’s
occupational status. The Hauser-Warren index pro-
vides a measure of occupational SES derived from
the education and income data from workers in the
1990 census and validated against the occupational
prestige ratings from the 1989 General Social Sur-
vey.17 Higher scores correspond to greater SES. Par-
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ents were also asked about their educational at-
tainment with choices ranging from less than 2 years
of high school to a graduate degree.

RESULTS

Demographics

Forty-five families of children with moderate to
severe TBI were randomly assigned to OFPS or IRI.
OFPS attrition was 12% (n � 4; two were nontech-
nology users) versus 0% IRI; however, this differ-
ence was not statistically significant. The 17 girls
and 28 boys with TBI were an average of 10.96 years
of age (SD � 3.1) and were injured 13.73 months
prior to baseline on average (SD � 7.10). Twenty-
four percent of the children were African American,
and 76% were Caucasian. SES and education level
of primary caregivers varied substantially, with
more than half having a high school education or
less. Nearly two-thirds of families had home com-
puters prior to enrollment; however, eight care-
givers in the OFPS group and nine in the IRI group
reported not using the computer regularly at home.
The groups did not significantly differ with respect
to prior computer usage, demographic or injury
characteristics, or any of the parent outcome mea-
sures at baseline.

The relationship of technology use to 
treatment response

Twenty-one families participated in the OFPS in-
tervention (one family was excluded from subse-
quent analyses because the child’s injury did not
meet our severity criteria). ANCOVA, controlling
for baseline scores on the dependent variable of in-
terest, were used to examine the relationship of reg-
ular home computer use to treatment response.
Consistent with our hypothesis, ANCOVA revealed
significant group differences between technology
users (n � 14) and nontechnology users (n � 6) in
anxiety and depression at followup. After control-
ling for baseline levels of anxiety and depression,
caregivers without prior technology use in the home
reported significantly higher levels of anxiety at fol-
lowup (M � 13.17, SD � 5.63) (F[1] � 9.72, p �
0.006) than did caregivers with prior technology use
in the home (M � 7.57, SD � 3.75). Nontechnology
users also reported significantly more depressive
symptoms (M � 15.00, SD � 7.12) (F[1] � 7.04, p �
0.017) than technology users (M � 6.79, SD � 5.66).
These findings suggest that primary caregivers who
did not use a home computer regularly were less
likely to benefit from the OFPS intervention

Unlike the OFPS intervention, the IRI did not sig-
nificantly improve depression, F(1, 17) � 2.66, p �
0.12. Parental reports indicate that the IRI group had
slightly, but not significantly, more experience with
technology at work, and slightly, but not signifi-
cantly, older children with TBI than the OFPS
group. Because experience with technology at work
and school could mitigate the consequences of ex-
perience with technology at home, we conducted an
additional analysis controlling for prior depression,
age, and technology at work. There was a signifi-
cant effect of technology at home for depression
t(22) � 2.24, p � 0.035, with families with prior tech-
nology experience at home (n � 11) reporting sig-
nificantly greater improvements in depression than
families without prior technology experience at
home (n � 8). There was a nonsignificant trend in
the same direction for anxiety t(22) � 1.01, p � 0.32.
These data suggest that even with a less powerful
intervention, the benefits of prior experience with
technology are still evident.

The relationship of prior technology use to adherence

Both groups reported spending equivalent
amounts of time on the Web site (nontechnology
users, M � 2.33, SD � 1.03, versus technology
users, M � 2.38, SD � 0.87; F[17] � 0.113, p � 0.82).
Overall, 52% of sessions were completed at the first
scheduled appointment (see Table 1). The number
of sessions canceled due to technological problems
did not significantly differ by group (nontechnol-
ogy users, M � 1.50, SD � 1.52, versus technology
users, M � 2.07, SD � 1.73; t[18] � 0.700, p � 0.65).
Nontechnology users missed significantly more ses-
sions over all (M � 16.33, SD � 11.29; t[18] � 2.43,
p � 0.026) than did technology users (M � 7.64,
SD � 5.06). Nontechnology users also “no showed”
significantly more often (M � 6.67, SD � 6.31) than
technology users (M � 1.78, SD � 2.63; t[18] � 2.49,
p � 0.02). Using hierarchical regression analysis, we
then examined the relationship of missed sessions
to treatment response controlling for baseline symp-
tom levels and prior technology use. The number of
sessions rescheduled significantly predicted anxiety
levels at followup (F change � 5.84 [1], p � 0.03), ac-
counting for 15% of the variance. However, while
nontechnology users also reported significantly
more depressive symptoms (p � 0.017) than tech-
nology users, the number of sessions missed did 
not explain additional variance at follow-up (F
change � 1.18 [1], p � 0.30). These findings suggest
that nontechnology users were more likely to miss
sessions, and in the case of anxiety, this nonadher-
ence contributed to a poorer treatment response.
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Treatment satisfaction

Ratings of the Web site, videoconference, and
therapist did not differ by prior technology use in
the home (see Table 2). Parents without regular
prior computer experience did not rate the inter-
vention as more difficult or less helpful than did
more computer-literate parents. All but one partic-
ipant (94.4%) found the Web site to be moderately
to extremely easy to use. However, a higher pro-
portion of parents (22%) rated the videoconferences
as “not at all” or “a little” easy to use, suggesting
potential drawbacks to the videoconferencing tech-
nology for some participants. Ratings of the help-
fulness of the Web site were high with all but one
participant rating all the content areas of Web site
as moderately to extremely helpful. The videocon-
ferences were rated as moderately to extremely
helpful by all participants, but 22% rated it as “not
at all” or “a little” helpful compared to face-to-face
meetings. Followup analyses of the four parents
who rated the videoconferences as not easy to use

and not helpful relative to face-to-face sessions in-
dicated that these parents did not report more dis-
tress at followup on the two parent outcome mea-
sures (AI and CES-D, p � 0.4), suggesting that
ratings of helpfulness were not associated with the
degree of improvement.

Seven caregivers (33%) indicated they would pre-
fer to meet with the therapist in person; however,
the proportion of caregivers wishing to meet with
the therapist in person did not differ significantly
by prior technology use: four (29%) technology
users versus three (50%) nontechnology users; �2(3,
N � 19) � 2.45, p � ns.

Therapeutic alliance

There were no significant differences in overall
therapeutic alliance (M � 72.33, SD � 10.37 versus
M � 76.77, SD � 9.90) t(17) � �0.90, p � 0.38). In
fact, caregivers in both groups reported similarly
high levels of therapeutic alliance with the thera-
pist. However, comments from qualitative inter-

TABLE 1. ADHERENCE

Prior technology use at home

Technology—No Technology—Yes
n � 6 n � 14

Sessions Mean (SD) Mean (SD) p

Scheduled 21.33 (4.37) 17.71 (4.25) 0.98
No-show 6.67 (6.31) 1.78 (2.64) 0.02
Canceled 3.0 (2.19) 4.07 (2.97) 0.24
Tech problems 1.5 (1.52) 2.07 (1.73) 0.65
Total missed 16.33 (11.29) 7.64 (5.06) 0.03

Variable

TABLE 2. WEB SITE RATINGS OF EASE OF USE AND HELPFULNESS

Prior technology use at home

NO (n � 6) Yes (n � 14)
Variable Mean (SD) Mean (SD) F p

About the Web site
Ease of use 4.17 (0.98) 3.67 (1.50) 1.31 0.47
Overall helpful 4.17 (0.98) 3.92 (1.24) 0.11 0.67

About the videoconference
Ease of use 3.83 (1.47) 3.75 (1.14) 0.87 0.90
Overall helpful 4.50 (0.84) 3.92 (0.90) 0.87 0.20

About the therapist
Friendly toward 6.17 (1.33) 6.62 (0.65) 8.30 0.33
Supportive 6.17 (1.33) 6.62 (0.65) 8.30 0.33
Caring, understanding 7.83 (3.25) 9.42 (1.03) 11.68 0.13



views suggest that technical problems potentially
interrupted the “flow” of the intervention. Al-
though the groups did not differ in terms of length
of time to complete the intervention, several partic-
ipants noted that the sessions were extended over a
longer period of time due to technical delays and
lengthened due to difficulties with logging on, poor
video quality, or lack of sound. 

Comfort rating of technology

Finally, we conducted a repeated-measures
ANOVA, controlling for caregiver education, to ex-
amine group differences in comfort with technology
over time. Comfort with technology was assessed at
three time points over the course of the intervention:
at the training (initial) session, the fourth videocon-
ference, and the final videoconference. These analy-
ses demonstrated a significant linear group-by-time
interaction (F[2] � 5.04, p � 0.02). Post hoc analyses
indicated that the groups did not differ in comfort lev-
els at baseline (M � 3.81, SD � 0.38 vs. M � 3.66,
SD � 0.40). However, the groups differed signifi-
cantly at videoconference 4 due to increasing comfort
among the technology users (M � 4.16, SD � 0.26,
F[13] � �2.25, p � 0.04) accompanied by decreasing
comfort in nontechnology users (M � 3.71, SD �
0.51). These differences were no longer significant at
the final videoconference; however, statistical power
was reduced due to missing data (n � 13). Over the
course of the intervention, technology users reported
becoming more comfortable with the technology
(M � 0.488, SD � 4.77, F[3.8] � 3.07, p � 0.015).

We then examined the relationship between care-
giver’s ratings of comfort with the technology and
treatment response. Controlling for baseline symp-
toms, caregivers’ comfort with technology during the
training session was predictive of anxiety at followup
(F change � 6.57 [1], p � 0.03), accounting for 34% of
the variance. Their change in comfort with technol-
ogy from the training session to session 4 did not ac-
count for additional variance (F change � 0.28 [1], p �
ns). Controlling for baseline symptoms, comfort at
both the training session (F change � 9.08 [1], p �
0.009) and change in comfort with technology by the
fourth session (F change � 7.57 [1], p � 0.02) was pre-
dictive of change in depression at followup. These
findings suggest that prior technology use may in-
fluence treatment response through the caregiver’s
comfort with the technology.

DISCUSSION

Consistent with our hypotheses, we found that
participants who did not use a computer regularly

in the home prior to the intervention were less likely
to show improvements in anxiety and depression.
To our knowledge, no previous investigations have
reported differences in treatment response as a
function of prior technology use. Moreover, consis-
tent with previous findings,18 prior technology use
was unrelated to therapeutic alliance, treatment sat-
isfaction, and the desire to meet with the therapist
in person. These findings have important implica-
tions for conducting online therapy or telehealth in-
terventions. They suggest there is a subgroup of in-
dividuals who may derive limited benefit from
technology-based interventions despite apparently
high levels of treatment alliance and satisfaction. 

This study differs from many telehealth inter-
ventions in that all participants were given home
computers to use during the intervention and to
keep afterwards, thereby bridging the “digital di-
vide.”19 It also differs from many telehealth inter-
ventions in its requirement that users interface with
two technologies (computers/Web sites and video
cameras) to successfully complete the intervention.
The use of multiple technologies may place greater
demands on those who are not familiar with tech-
nology to begin with, thereby increasing their am-
bivalence toward the treatment. The current find-
ings suggest that giving someone access to
computers, Web cameras, and Web-based interven-
tion materials may not be sufficient to enable them
to benefit. Individuals without prior technology use
may require more extensive training and techno-
logical support to address their unfamiliarity with
using this type of technology. For example, check
lists may be helpful in formalizing training to im-
prove quality.

Several factors were examined as possible path-
ways through which prior technology use influ-
enced treatment response. The number of sessions
canceled due to technological problems did not dif-
fer significantly between groups, suggesting that
both groups had similar technological difficulties
over the course of the intervention. However, non-
adherence, the total number of sessions missed due
to cancellation or patient no-shows, was signifi-
cantly higher among the nontechnology users. Ad-
ditionally, nonadherence was a unique predictor of
improvements in anxiety and depression with
missed sessions contributing to higher symptom
levels at followup. Taken together, these findings
suggest that lack of prior technology use may con-
tribute to nonadherence, particularly no-shows,
which in turn results in less symptomatic improve-
ment. Frequent missed sessions may disrupt the
flow of the treatment and increase the sense of dis-
connection from the therapist and the therapeutic
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process. Although overall therapeutic alliance did
not differ between technology users and nonusers,
there was a trend for nonusers to perceive the ther-
apist as less understanding, perhaps reflecting less
rapport. Discomfort with technology may also have
contributed to a caregiver’s likelihood of “no show-
ing” for a scheduled session, although the correla-
tion between our measures of computer comfort
and adherence was not statistically significant.

Interestingly, comfort with the technology did
not increase among the nontechnology users in the
same way that it did for those with prior technol-
ogy use. As a result, while those with prior tech-
nology use became significantly more comfortable
over the course of the intervention, those who
lacked prior experience became slightly, but not sig-
nificantly, less comfortable over time. For both anx-
iety and depressive symptoms, initial comfort with
technology was predictive of treatment response.
Additionally, increases in comfort from session 1 to
session 4 accounted for additional variance in de-
pression at followup. These findings suggest it is
important to monitor comfort with technology over
time in Web-based interventions and to identify
strategies for increasing comfort, particularly
among those who may be less familiar with the
technology. In addition to the initial training in
using the technology, it may be helpful to have
booster sessions or additional technological support
throughout the intervention.

Other than prior technology use at home, noth-
ing (including comfort with technology) distin-
guished this group of participants at baseline. This
suggests that it is important for investigators and
therapists to assess prior experience with technol-
ogy before delivering a technology-dependent in-
tervention and to provide additional training and
support to increase computer skills or offer alterna-
tive interventions.

Technology use is confounded with other factors,
such as education level, socioeconomic status, and
race. Our groups did not differ in these demo-
graphics; however, technology use was related to
caregiver education, SES, and race. These factors
(poor, less education, minority status, or African
American) are known barriers related to seeking
treatment.6 While we removed one important bar-
rier to treatment—the time and expense of travel-
ing long distance—we must further improve acces-
sibility by addressing those with limited computer
experience. In future research, we can attempt to al-
leviate discomfort with technology by simplifying
user interfaces such as logins and making the tech-
nology more engaging. Although feedback was so-
licited from family members on ways to improve

our Web site, content, and process, individuals in
our sample had difficulty articulating what would
increase their comfort or improve our intervention.

It is worth noting that nearly all of the families in
the nontechnology group had someone in the fam-
ily (often a child or adolescent) who was familiar
with computers, e-mail, and surfing the Web. This
individual often took responsibility for interfacing
with the computer during both the Web-based and
videoconferencing sessions. As a result, the non-
technology users were not, for the most part, re-
quired to directly interface with the equipment. This
may account for the failure to find differences in
ease of use between technology users and nonusers.
Our findings suggest that having someone else in
the house who is comfortable with the technology
is not adequate to overcome the impact of the care-
giver’s own discomfort on treatment response.

Several limitations of the current study should be
noted. This is a preliminary study, and we did not
have adequate statistical power to look at changes
in comfort with the technology and adherence to-
gether in a mediation model.20 However, the cur-
rent findings provide preliminary evidence that
both factors may mediate treatment response as
measured by reductions in anxiety and depression.
Although regular prior technology use proved to be
a determinant of treatment response, it may be help-
ful to consider computer self-efficacy and anxiety to
more thoroughly understand the role of prior tech-
nology use. Reliance on self-report measures and
the lack of an extended followup pose further lim-
itations. Despite these limitations, the current find-
ings suggest it may be important to assess both prior
technology use and comfort with technology when
delivering Web-based interventions. Future tele-
health research should look carefully at the issue of
matching treatments and technological require-
ments to the needs and comfort of the end user. Psy-
chologists may be accustomed to thinking about the
“digital divide” as a social issue. Perhaps the most
important lesson learned from this investigation is
that prior computer use and technological sophisti-
cation are also issues affecting therapeutic out-
comes.
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