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BACKGROUND: Although research has demonstrated that Internet-
delivered cognitive behavioural therapy (ICBT) for chronic pain helps
with adjustment to pain, it remains unclear how this treatment option
would initially be perceived by individuals with chronic pain.
OBJECTIVES: To explore initial perceptions of ICBT and to examine
variables that correlate with an expressed interest in ICBT as a treatment
option among individuals with chronic pain.

METHODS: A total of 129 individuals with chronic pain completed a
survey assessing perceptions of ICBT and individual difference variables
that could be correlated with expressed interest in [CBT (eg, demographic
characteristics, pain, computer self-efficacy).

RESULTS: Results showed that most participants perceived ICBT as a
potentially valuable service with multiple benefits. Being female, having
greater pain severity and interference, and having greater computer self-
efficacy and lower computer anxiety were positively correlated with inter-
est in receiving ICBT.

CONCLUSIONS: Combined with previous research on treatment effi-
cacy of ICBT for chronic pain, the results should serve to stimulate further
research on integrating ICBT within existing health care services.
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Dans le doute, demandez a "auditoire : les
perceptions des utilisateurs potentiels d’une
thérapie cognitivo-comportementale par Internet
pour soigner la douleur chronique

HISTORIQUE : Méme si la recherche a démontré que la thérapie
cognitivo-comportementale par Internet (TCCI) contribue a s'adapter a la
douleur chronique, on ne sait pas quelle serait la perception initiale des per-
sonnes souffrant de douleurs chroniques envers cette option thérapeutique.
OBJECTIEFS : Explorer les perceptions initiales de la TCCI et examiner
les variables corrélées avec un intérét exprimé envers la TCCI comme
option thérapeutique chez les personnes souffrant de douleurs chroniques.
METHODOLOGIE : Au total, 129 personnes souffrant de douleur chro-
nique ont rempli un sondage évaluant les perceptions envers la TCCI ainsi
que les variables individuelles qui pouvaient étre corrélées avec un intérét
exprimé envers la TCCI (p. ex., caractéristiques démographiques, douleur,
aisance a l'ordinateur).

RESULTATS : Les résultats ont démontré que la plupart des participants
percevaient la TCCI comme un service au potentiel intéressant comportant
de multiples avantages. Etre de sexe féminin, souffrir de douleurs plus intenses
ou d'interférences plus importantes causées par la douleur, une plus grande
aisance 2 lordinateur et une anxiété plus faible vis-a-vis de l'ordinateur
avaient une corrélation positive avec I'intérét a recevoir une TCCI.
CONCLUSIONS : Une fois combinés a des recherches antérieures sur
Pefficacité thérapeutique de la TCCI a I’égard de la douleur chronique, les
résultats devraient stimuler des recherches plus approfondies sur
l'intégration de la TCCI aux services de santé en place.

Compared with the general population, individuals with chronic
pain are at increased risk for developing psychological conditions
such as depression and anxiety disorders (1). One common treatment
for individuals with chronic pain is cognitive behavioural therapy
(CBT), which has been shown to effectively reduce pain severity, dis-
ability, depression and anxiety across various chronic pain conditions
(2). Despite these benefits, CBT is not readily available to individuals
with chronic pain within the Canadian health care system (3). Internet-
delivered CBT (ICBT) has emerged as a potential method of improving
access to CBT for chronic pain (4). In ICBT, structured therapeutic
content, typically divided into weekly lessons, is delivered over the
Internet and participants work on offline tasks to facilitate learning.
ICBT can be therapist-assisted through secure messaging or telephone
calls, or can be entirely self-directed. ICBT has several benefits such as
improved access and convenience for users, greater privacy, and the
potential to reduce waiting times and operating costs (5-7).

The efficacy of ICBT for reducing chronic pain has been examined
in various contexts outside of Canada among users experiencing a
number of different chronic pain conditions such as back pain, head-
ache and mixed pain conditions (reviewed by Macea et al [4]). A
recent meta-analysis of studies investigating ICBT for chronic pain
reported an effect size of d=0.285 for the reduction of pain among
those receiving ICBT compared with control groups (4). Studies also
show that ICBT is associated with improved mood, anxiety and func-
tioning compared with waiting list groups (8,9).

To our knowledge, ICBT for chronic pain is not currently being
offered in Canada. Before integration of such a program within existing
health care services, researchers have suggested it is important to under-
stand pre-existing perceptions that individuals with chronic pain hold
toward ICBT (4,9). This research direction is consistent with the values
of the Canadian Institutes of Health Research, which recommends
engaging citizens before implementing new programs (10). These pre-
existing perceptions have the potential to influence whether individuals
would consider ICBT as a potential treatment option.

Previous research has examined perceptions of Internet-based
interventions for a variety of conditions including chronic pain. In
nonpain samples, interest in Internet-based treatment has been found
to be lower than interest in face-to-face services (11-13). For example,
Carper et al (13) reported that a treatment-seeking group of patients
with depressive and anxiety disorders expressed little desire to use
computerized CBT compared with face-to-face treatment. Research
examining perceptions of Internet-based interventions for chronic
pain, however, has revealed that potential users often hold favourable
attitudes toward these interventions (14-16). For example, Stinson et
al (15) reported that a sample of 17 young adults participating in a
needs assessment believed that an Internet-based program would meet
their needs and had the potential to overcome treatment barriers.
Additionally, Huguet et al (14) reported that a sample of 25 headache
sufferers expressed favourable attitudes toward using a smartphone-
delivered headache intervention.
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Although previous research has explored potential users’ initial
perceptions toward Internet-delivered services for chronic pain, often
these studies ask about the acceptability of these interventions as a
part of a focus group or after participants have experienced the inter-
vention first-hand. Having first-hand experience either using or help-
ing to design these interventions could increase participants’ familiarity
with these interventions and contribute to the positive perceptions
observed. As such, to understand interest in and likely use of ICBT by
individuals with chronic pain, it is important to explore initial percep-
tions of ICBT when participants are provided a basic description of
ICBT for chronic pain. This is important to study because such initial
perceptions may be a significant barrier in treatment uptake.

As a component of understanding initial perceptions toward [CBT
for chronic pain, it is also important to identify factors that may be
related to these perceptions. Currently, there is evidence that impli-
cates condition severity (17,18) and participant sex (4,19,20) as fac-
tors that influence drop-out from ICBT for chronic pain. More
specifically, males and individuals with greater pain severity are found
to be more likely to discontinue participation in ICBT for chronic
pain. As such, these two variables may also be predictive of initial
interest in ICBT for chronic pain.

Additionally, computer-related attitudes, such as computer self-
efficacy and computer anxiety, may influence potential users’ interest
in ICBT. Computer self-efficacy refers to one’s perceived ability to
accomplish various computer tasks (21) and is associated with more
frequent technology use (22). Computer anxiety is defined as the level
of fear/apprehension one feels when considering using a computer and
is associated with general avoidance of or excessive caution using com-
puters (23).

In Canada, there appears to be a need for more accessible and
timely psychological interventions to treat individuals with chronic
pain (24) and evidence supports the efficacy of ICBT for chronic pain
(4,8). Before ICBT for chronic pain is formally integrated into the
Canadian health care system, there needs to be evidence that this
treatment is attractive to individuals with chronic pain. Although
studies have explored perceptions toward ICBT programs in general,
there has not been a specific investigation of potential users’ initial
perceptions of ICBT for chronic pain.

The purpose of the present study was threefold: to understand
initial perceptions of ICBT by individuals experiencing chronic pain;
to examine potential users’ interest in ICBT if it were available; and to
determine whether interest in receiving ICBT is related to various
demographic variables, pain severity and interference, as well as com-
puter self-efficacy and computer anxiety. We anticipated that the find-
ings would provide beneficial information that could assist with future
attempts to deliver ICBT for chronic pain.

METHODS

Participants

Criteria for inclusion to complete the online survey were: >18 years
of age; Canadian citizens; self-reported chronic pain condition in at
least one site in the body lasting >6 months; self-reported seeking
or undergoing medical treatment for chronic pain; and ability to
complete questionnaires online (ie, computer and Internet access)
in English. Because ICBT can be used in multiple contexts (eg,
primary care or tertiary care, self-referral or provider referral) par-
ticipants were recruited using multiple strategies including online
sites (eg, Facebook, Twitter), health care-related discussion groups
(eg, SomaSimple, Google Groups) and pain-related organizations
(eg, Arthritis Society). Participants were also recruited from waiting
rooms of local medical walk-in clinics and rehabilitation centres using
poster advertisements.

The survey was accessed by 185 individuals, with 129 participants
(69.7%) completing the entire survey. The remainder of the partici-
pants terminated the survey prematurely without completing essential
sections (ie, ICBT perception questions) and were, therefore, excluded.
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Reflecting the diverse recruitment strategies, participants reported
that they learned about the study through online classified
advertisements/social media (n=41 [32%)]), friends/family (n=40
[31%]), online discussion groups/pain management organizations
(n=35[27%]) and walk-in clinics/rehabilitation centres (n=13 [10%)]).

The mean (+ SD) age of participants was 47.10+12.17 years, and
the majority of participants were female (n=106 [82%]) and Caucasian
(n=117 [91%]). Pain was reported in multiple areas of the body
(5.95+4.07) with the most frequently cited areas being the back
(n=95 [74%])), lower leg/foot (n=84 [65%]), arm/hand (n=71 [55%]),
shoulder (n=67 [52%]), hip (n=64 [50%]), head (n=43 [33%]), jaw
(n=34 [26%]), visceral (n=25 [19%]) and chest (n=24 [19%]). The
mean response indicated that participants had experienced pain for
approximately 1249.43 years. Pain severity (5.56+1.79) and interfer-
ence scores (0.12+2.19) on the Brief Pain Inventory were moderate.

The majority of respondents were located in Alberta (n=32 [25%]),
Saskatchewan (n=30 [23%]) and Ontario (n=29 [22%]), and approxi-
mately one-half of the respondents reported that they were from a city
with a population >200,000 (n=70 [54%]). A majority of participants
stated that they had either received a college certificate/some univer-
sity (n=52 [40%)]) or had received a bachelor’s degree (n=31 [24%)])
and indicated that they were either working full-time (n=48 [37%]) or
were on disability leave related to chronic pain (n=46 [36%]).

Using a seven-point Likert scale ranging from 1 (no knowledge) to
7 (extensive knowledge), participants described moderate knowledge
of psychological pain management techniques (4.2+2.02) and CBT
(3.56+2.12), but low knowledge of ICBT (2.44+1.66). A considerable
number of respondents had received psychological therapy in the past
(n=79 [61%]), although therapy was not limited to issues involving
chronic pain. A minority of participants (n=23 [18%]) reported hav-
ing received CBT for chronic pain.

Procedure

Individuals who were interested in participating contacted the primary
researcher, who sent a link to study materials. This link presented
participants with a consent form and then a description of ICBT
derived from reviewing previous research in this area (see Table 1 for
details). The brief description of ICBT was prepared to inform partici-
pants about the nature of ICBT, why it may be useful for individuals
with chronic pain, how it is typically delivered and who may not be
appropriate for ICBT. Given the heterogeneity reported among I[CBT
programs (4) and the lack of a specific ICBT program for adults with
chronic pain available to Canadians, a general summary of ICBT pro-
gram features was provided to participants derived from a review of
ICBT for chronic pain (4). This approach enabled the examination of
general perceptions of ICBT, rather than exploring perceptions associ-
ated with a specific ICBT program. The ICBT description was
reviewed and revised several times following input by the research
group and a small convenience sample of participants. The reading
level was estimated to be grade 9 to 10 (25).

After reading the ICBT information document, participants com-
pleted the survey questions described below. The questions were based
on researcher-generated items and previous studies assessing the adop-
tion of technology-based interventions (26), the general principles of
technology acceptance models (27) and the dimensions of health care
service (28). Items were also generated from interviews with 11 par-
ticipants who were recruited through convenience sampling to partici-
pate in telephone interviews. The telephone interview asked
participants about their perceptions of ICBT. These interviews were
transcribed verbatim using NVivo, a qualitative transcription tool, and
perceptions of the strengths and limitations of ICBT were identified
using thematic content analysis (29). These perceptions were then
cross-referenced with items that had been generated previously and
served as a method of confirming that the survey captured important
aspects of ICBT; of note, two unique survey items were generated from
these interviews (eg, ICBT for chronic pain would help people learn to
manage chronic pain; people would gain a better understanding of
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TABLE 1

Summary of content shared about Internet-delivered cognitive behavioural therapy (ICBT)

I. What is ICBT:

1. ICBT stands for Internet-delivered cognitive behavioural therapy

2. ICBT treatment can be designed to help people manage chronic pain

3. One of the main parts of ICBT for chronic pain is helping clients learn various coping skills for managing chronic pain

4. Users are often taught relaxation strategies and how to plan and engage in activities when faced with chronic pain

5. Users are also taught how to identify and challenge thinking patterns that may contribute to low mood or low quality of life
6.  These strategies are intended to increase quality of life as well as stress management

Il. Why ICBT for chronic pain:

1. Chronic pain is an important area of study because of the high number of people affected by chronic pain
2. Approximately 15% to 18% of Canadians will develop a chronic pain condition during their lifetime. People with chronic pain often find they need to learn

new ways to manage their pain and often have difficulty obtaining help with this

lll. How does it work:
There are many types of ICBT programs

1
2
3
4
5
6

IV. Who can use it:

Most programs deliver content in sections which allow users to review program material on a daily basis

Users typically receive a login name and a password which allows them to access the program

Users can login to the program as often as they like to review program material

Users can also have contact with a trained provider, most commonly a psychologist or someone under the supervision of a psychologist
Messages are often sent online through a private and secure messaging system

1. ICBT may not be appropriate for people who are at risk of harming themselves or others, people experiencing suicidal thoughts, manic symptoms or

delusions, and people who are misusing drugs or alcohol

2. These people would benefit most from in-person treatment and they would not be appropriate for ICBT

their pain if they received ICBT). For each participant who completed
the survey, $1 was donated to the Canadian Pain Foundation and
every 10th person who completed the survey was mailed a free copy of
a mindfulness-based chronic pain management book.

Measures

Background information: Demographic questions included: age, sex,
ethnicity, employment status, education level, province of residence and
the size of the community where participants resided. Participants were
also asked to specify the location and nature of their chronic pain condi-
tion. Additional information was gathered from participants regarding
their familiarity with CBT and knowledge of ICBT and psychological
pain management techniques using a scale that ranged from 1 (no
knowledge) to 7 (extensive knowledge). Additional questions inquired
whether participants had received therapy in the past and, specifically,
whether they had ever received CBT for pain management.

Brief Pain Inventory: Participants completed the Brief Pain
Inventory-Short Form to assess pain severity and pain-related interfer-
ence. The measure has strong psychometric properties across multiple
pain conditions (30).

Initial ICBT perceptions: Participants rated their level of agreement
or disagreement with 20 statements about ICBT using a Likert scale
that ranged from 1 (strongly disagree) to 7 (strongly agree). Questions
assessed strengths and limitations of ICBT in general, strengths and
limitations of ICBT for chronic pain, perceptions of the therapeutic
relationship in ICBT, and perceptions about information security in
ICBT. Additionally, one question asked participants how likely they
would be to use ICBT for chronic pain if it were available.

Computer self-efficacy: A 10-item computer self-efficacy measure (21)
asked participants to rate their confidence using an unfamiliar computer
program under various conditions (eg, if | had a manual, if there was
someone around to help). If individuals endorsed being able to use the
program, ratings were made using a 1 (not at all confident) to 10 (totally
confident) scale. This scale has strong psychometric properties (21,31).
Computer Anxiety Rating Scale: Computer anxiety was measured
using the 19-item Computer Anxiety Rating Scale (32), which
assesses anxiety about interacting with computers and computer tech-
nology. Participants rated their level of agreement on a 1 (strongly
disagree) to 5 (strongly agree) scale. The Computer Anxiety Rating
Scale has been found to be a reliable and valid measure (33).
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Data analysis

Means, SDs and frequencies were used to examine ICBT perception
statements and participant interest in using ICBT if it were available.
Because ratings were made on a 1 (strongly disagree) to 7 (strongly
agree) scale, statements that were rated >5 were interpreted as show-
ing general agreement with the statement and statements that were
rated <3 were interpreted as showing general disagreement with the
statement. Pearson correlations were conducted to test for statistically
significant correlations between interest in using ICBT and continu-
ous variables (eg, pain severity, computer anxiety), while a point
biserial correlation was used to test for a statistically significant cor-
relation between interest in using [CBT and participant sex (men were
coded as 0; women were coded as 1). The sample size was determined
to allow for sufficient power to examine the planned number of cor-
relations between interest in ICBT and demographic variables, pain
severity and interference, as well as computer self-efficacy and com-
puter anxiety. In total, 10 correlations were examined; given the sam-
ple size, risk of type I error was minimal.

RESULTS
General ICBT benefits and limitations
Examination of mean responses indicated that participants agreed
that ICBT was important for patients in rural areas (5.65+1.47), for
those who have mobility issues (5.67+1.42) and for those who have
a difficult time attending appointments (5.60+1.48). On average,
participants also agreed that ICBT provides greater anonymity com-
pared with face-to-face treatment (5.21+1.38). The mean response to
ICBT limitation statements indicated that participants generally dis-
agreed with the statement that ICBT would be difficult to understand
(2.95+1.42). Participants gave more neutral ratings to statements that
ICBT may give rise to misunderstandings (3.57+1.52) and would be an
impersonal form of treatment (3.46+1.82).

Specific ICBT benefits and limitations

Participants agreed that ICBT would be a convenient (5.64+1.21) and
efficient (5.43+1.42) way to learn to manage chronic pain. They gave
more neutral ratings to statements that ICBT would help people to
learn to manage their pain (4.67+1.24) and that people would gain a
better understanding of their pain (4.83+1.25). Participants disagreed
that it would be difficult to learn how to manage chronic pain over the
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TABLE 2
Correlations between interest in using Internet-delivered

cognitive behavioural therapy and individual
characteristics

Variable r
Age -0.13
Sex (male = 0, female = 1) 0.24*
Chronic pain duration 0.05
Medical condition -0.04
Number of pain areas 0.04
Number of medical conditions -0.03
Computer self-efficacy 0.20*
Computer anxiety -0.34*
Pain severity 0.23*
Pain interference 0.26**

*P<0.05; **P<0.01

Internet (2.98+1.46), that it would be unacceptable to offer treatment
over the Internet (2.15+1.30) or that there is ample information about
chronic pain available on the Internet (1.99+1.15).

Therapeutic relationship perceptions

Respondents generally believed it would be easy to express their
thoughts and feelings to (5.09+1.59), that they could develop an open
and honest relationship with (5.11+1.44) and that they would feel
supported and encouraged by (4.96+1.31) a trained ICBT provider.

Information security perceptions

Participants agreed with the statement that a trained ICBT provider
would keep their personal information secure (5.13+1.40). They pro-
vided a more neutral rating for the statement that they would worry
about the security of their personal information in ICBT (3.53+1.94).

Interest in using ICBT

Examination of interest in future use of ICBT for chronic pain, if such a
program were available, suggested that participants were likely to use
ICBT in the future (5.53+1.45). Correlation analyses examining the
association between interest in using ICBT and participant variables
(Table 2) revealed that women (coded as 1) expressed greater interest in
using ICBT than men (coded as O; r=0.24; P=0.01). Interest in using
ICBT was also related to computer self-efficacy (r=0.20; P=0.02) and
computer anxiety (r=—0.34; P<0.01), indicating that higher computer
self-efficacy and lower computer anxiety were associated with increased
interest in using ICBT. Pain severity (r=0.23; P=0.01) and pain interfer-
ence (r=0.26; P<0.01) both correlated with interest in using ICBT.
Conversely, ICBT interest was not related to participant age (r=-0.13;
P=0.14), number of pain areas (r=0.04; P=0.67), chronic pain duration
(r=0.05; P=0.55), the presence of another medical condition (r=—0.04;
P=0.65) or number of medical conditions (r=—0.03; P=0.75).

DISCUSSION

In Canada, there is a need for timely and accessible psychological
resources for chronic pain management. Evidence indicates that ICBT
is a potentially valuable service because individuals who participate in
ICBT report reduced pain levels and improvements in mood, anxiety
and functioning (4,8,9). Relatively little is known about potential
users’ initial perceptions toward this mode of delivery. Consistent with
the principles of citizen engagement (10), the results of the present
study incrementally advance the literature by examining initial per-
ceptions of ICBT among individuals with chronic pain briefly intro-
duced to ICBT.

The results demonstrated that potential users had little pre-
existing knowledge of ICBT but, once informed of this treatment
option, formed a positive impression of the service. Specifically, par-
ticipants believed there were many potential benefits of ICBT, both as
a general form of treatment and as a treatment option for chronic pain.
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Participants also endorsed statements to suggest that they could form a
relationship with a therapist online and trust a therapist to keep their
information secure. Most significantly, they expressed an interest in
participating in this form of treatment if it were made available to
them. Collectively, the responses suggest that participants regarded
ICBT as an acceptable form of treatment. Combined with past
research showing the efficacy of ICBT for chronic pain, the current
results suggest that ICBT has the potential to enhance access to CBT
for chronic pain and that further research devoted to exploring the
integration of ICBT within existing health care services would be
valuable.

In the present study, participants had no strong objections to ICBT,
but some items received neutral ratings. These items may represent
areas where participants were hesitant about ICBT. Providing educa-
tional material targeting such areas may help potential participants to
better understand the research surrounding ICBT (eg, evidence for
how ICBT can be used to improve pain and mood) and how communi-
cation occurs and can be facilitated during the course of ICBT, which
would help them to make more informed decisions about ICBT.
Specifically, we may need to present potential participants with infor-
mation about the ICBT communication process, the research evi-
dence for ICBT, and about how their personal information will be
safeguarded in ICBT.

Despite some neutral ratings, the generally favourable percep-
tions among individuals with chronic pain were surprising given that
past researchers have found that patients prefer face-to-face therapy
in comparison with Internet-delivered treatment (11-13). This pre-
vious research, however, may have been biased in that perceptions of
Internet-delivered treatment were not examined independent of
face-to-face therapy. In the present research, we did not ask about
preference for face-to-face therapy because our interest was in
exploring openness to ICBT alone in light of challenges patients face
accessing services. In general, the favourable perceptions of ICBT
were consistent with perceptions of ICBT after individuals have had
more extensive experience or opportunity to learn about ICBT
(14-16).

In the present study, interest in using ICBT was greater among
women than men. This finding appears to be consistent with research
showing that men generally have more negative attitudes toward help-
seeking and receiving therapy than women (34). Pain severity and
pain interference were both correlated with interest in using ICBT,
while pain duration was not. It is possible that the degree of pain sever-
ity and disability serve to motivate interest in treatment, more so than
the length of time experiencing pain. Interestingly, while pain severity
may serve as a motivator to seek out treatment, it has also been found
to be a predictor of lower likelihood of completing ICBT (17,18).
Higher computer self-efficacy and lower computer anxiety were correl-
ated with endorsement of interest in ICBT. This is not the first time
computer self-efficacy or computer anxiety have been identified as
important constructs in technology adoption (31,35). These findings
highlight the need for clinicians to consider assessing computer self-
efficacy and computer anxiety before referral to ICBT.

While several variables were positively correlated with interest in
using ICBT, several background variables (eg, age, pain duration)
were not correlated with interest in using [CBT. Future research will
need to identify additional variables that may influence perceptions
of ICBT, and also examine whether these same variables predict
actual participation and engagement in ICBT within community
settings.

Limitations and future directions

One potential limitation to the present study was that participants self-
referred to participate. This chronic pain sample may have been actively
seeking novel forms of treatment, thus limiting finding generalizability.
Given that most participants learned of the study largely through the
Internet, participants may have had an overly favourable perception of
ICBT compared with individuals generally residing in the community. It
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is also likely that online recruiting resulted in self-selected participants
who had low computer anxiety and high computer self-efficacy levels.
An important next step would be to explore perceptions of ICBT in a
sample randomly selected from a chronic pain setting. Although the
online recruitment may be a limitation to the present study, it is import-
ant to highlight that a report by the Canadian Internet Registration
Authority (36) indicated that Canadians are the heaviest users of the
Internet in the world. Additionally, the 2012 Canadian Internet Use
Survey (37) found that 80% of Canadian households had Internet
access at home and that medical/health-related searches rank fifth
among the top reasons Canadians use the Internet. This would suggest
that the online sample may not be considerably different from a sample
recruited from a chronic pain setting.

It is also important to note that while the sample was limited to
online participants who self-referred to participate, this represents an
important group of potential users who would foreseeably access [CBT
in the future and, thus, are important to study. Consistent with the
background characteristics of our sample, a review of ICBT research
studies for chronic pain found that the majority of ICBT users were
older (ie, >40 years of age) and more likely to be women (4).
Additionally, a study examining the prevalence rates of chronic pain
in Canada found that women and older adults were more likely to
report chronic pain (38). Thus, it would appear that the findings of our
study would generalize to a considerable extent to other Canadians
with chronic pain who may seek ICBT.

In the present study, we focused on the relationships between
interest in ICBT and a carefully selected group of variables (eg, pain
severity, computer self-efficacy) based on our review of the literature.
The study would be strengthened with a larger sample size that would
enable further analysis of perceptions of ICBT. With a larger sample
size, it would also be interesting to examine whether experience with
CBT or provider referral predict greater interest in ICBT. In the future,
with a larger sample, further study of perceptions of ICBT among men
and women may also be warranted. The unequal distribution of men
and women in the present study may have artificially inflated the sex
differences observed. Although participant age was not significantly
correlated with intent to use ICBT, this may have reflected a restricted
age range in the sample (ie, range 18 to 75 years of age), and further
study of the relationship between age and perceptions of ICBT may
also be warranted.

Another limitation to the current research is that participants did
not have direct experience with ICBT, and formed their impressions
based on information we provided. In the present study, we opted to
provide a generic description of ICBT to participants that would
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apply to past ICBT programs that have been the subject of research.
It is possible that individuals who were given more specific informa-
tion about ICBT would form divergent impressions of ICBT.
Nevertheless, we anticipate that, if offered in the community, the
information provided about ICBT would provide similar content
given that the information we shared was drawn from research on
ICBT for chronic pain. Of specific note, the possibility of financial
cost for receiving ICBT was not explicitly mentioned in the ICBT
description given to participants. As such, participants may have
held different perceptions toward ICBT if there was a perceived
financial cost to ICBT.

Aside from examining the initial perceptions of people with
chronic pain, there are other groups whose initial perceptions are
important but who were not included in the present study: psycholo-
gists, nonpsychologists (eg, physicians, physiotherapists) and health
care administrators. While understanding potential users’ perceptions
is a significant first step in identifying interest in ICBT for chronic
pain in Canada, future research will need to assess perceptions of these
other groups to obtain a more thorough indication of the likelihood of
ICBT adoption in community settings. An additional area of enquiry
among providers would be to explore recommendations for the most
appropriate time and place for delivery of ICBT within the community
(eg, primary or tertiary care).

SUMMARY
Consistent with our expectations, examining initial perceptions of
ICBT and interest in participating in ICBT among individuals with
chronic pain provided us with beneficial information that could assist
with future attempts to deliver ICBT. Collectively, the information
obtained suggests that individuals with chronic pain without previous
experience or knowledge of ICBT had generally positive perceptions
of ICBT for chronic pain and that interest in ICBT varies to some
degree according to sex, pain severity/interference and computer self-
efficacy/anxiety. In the future, these variables represent important
factors to consider when referring individuals with chronic pain to

ICBT.
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