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Abstract

Background. Mental health and functional difficulties are highly comorbid across
neurological disorders, but supportive care options are limited. This randomised controlled
trial assessed the efficacy of a novel transdiagnostic internet-delivered psychological
intervention for adults with neurological disorders.
Methods. 221 participants with a confirmed diagnosis of epilepsy, multiple sclerosis,
Parkinson’s disease, or an acquired brain injury were allocated to either an immediate treat-
ment group (n = 115) or treatment-as-usual waitlist control (n = 106). The intervention, the
Wellbeing Neuro Course, was delivered online via the eCentreClinic website. The Course
includes six lessons, based on cognitive behavioural therapy, delivered over 10 weeks with sup-
port from a psychologist via email and telephone. Primary outcomes were symptoms of
depression (PHQ-9), anxiety (GAD-7) and disability (WHODAS 2.0).
Results. 215 participants commenced the trial (treatment n = 111; control n = 104) and were
included in intention-to-treat analysis. At post-treatment, we observed significant between-
group differences in depression (PHQ-9; difference = 3.07 [95% CI 2.04–4.11], g = 0.62), anx-
iety (GAD-7; difference = 1.87 [0.92–2.81], g = 0.41) and disability (WHODAS 2.0 difference
= 3.08 [1.09–5.06], g = 0.31), that favoured treatment (all ps < 0.001). Treatment-related effects
were maintained at 3-month follow-up. Findings were achieved with minimal clinician time
(average of 95.7 min [S.D. = 59.3] per participant), highlighting the public health potential of
this approach to care. No adverse treatment events were reported.
Conclusions. Internet-delivered psychological interventions could be a suitable model of
accessible supportive care for patients with neurological disorders.

Depression and anxiety are highly prevalent among people with neurological disorders
(Hesdorffer, 2016) and substantially increase burden of disease. Poor mental health can dis-
rupt the medical management, self-management, quality of life, and prognosis of neurological
disorders (Gandy et al., 2021; Hesdorffer, 2016; Patel et al., 2016). In addition, neurological
disorders are often associated with significant disability, especially difficulties with cognitive
function. Unfortunately the mental health and rehabilitation needs of neurology patients
remains an area of considerable unmet need (Hesdorffer, 2016; WHO, 2020) with the
World Health Assembly recently emphasising the importance of reform in this area via the
Intersectoral Global Action Plan on Epilepsy and other Neurological Disorders (IGAP)
(WHO, 2020, 2022). Moreover, the integration of mental health and other supportive care
is largely absent in neurology (Chan, Toccalino, Omar, Shah, & Colantonio, 2022;
Creutzfeldt et al., 2018) and lags behind the integrated care models used to manage other
chronic health conditions (Butow, Dhillon, Shaw, & Price, 2017; Kohrt, Griffith, & Patel,
2018).

Evidence demonstrates that mental health outcomes can be improved via psychological
interventions, such as cognitive behaviour therapy (CBT), in the general population (Butler,
Chapman, Forman, & Beck, 2006) and there is emerging evidence for CBT in neurological dis-
orders (Fernie, Kollmann, & Brown, 2015; Waldron, Casserly, & O’Sullivan, 2013).
Additionally, such interventions can assist patients manage comorbid day-to-day functional
difficulties (e.g. fatigue and memory) (Chalah & Ayache, 2018; Radford, Lah, Thayer,
Say, & Miller, 2012). Nevertheless, there are significant barriers including costs, lack of trained
specialists, and challenges with mobility, that prevent access to these interventions (Gandy
et al., 2018).
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Psychological interventions delivered via the Internet are a
recent paradigm-shifting development that are improving access
to psychological therapies including CBT (known as iCBT)
(Andersson, Titov, Dear, Rozental, & Carlbring, 2019). These
interventions teach the same psychological skills as face-to-face
treatments but use carefully developed online modules often with
clinician support via telephone and email. Substantial research
now supports the feasibility and efficacy of iCBT and their clinical
equivalence with face-to-face care in the general population
(Carlbring, Andersson, Cuijpers, Riper, & Hedman-Lagerlöf,
2018). Research also indicates these interventions are clinically effi-
cacious for patients with chronic physical health conditions
(Mehta, Peynenburg, & Hadjistavropoulos, 2019).

Despite their significant potential, less is known about the effi-
cacy of internet-delivered psychological interventions for com-
mon neurological disorders. The few available studies of iCBT
in neurological disorders have generated promising results
(Fischer et al., 2015; Kraepelien et al., 2020; Meyer et al., 2019;
Schröder et al., 2014) but are limited to small-sized early phase
trials. Studies to date have also utilised disorder-specific protocols
targeting only one neurological disorder (e.g. epilepsy) and only
one domain of mental health or functional outcome (e.g. depres-
sion only). To increase the scope and reach of iCBT for neurology
patients, we recently conducted a Phase I open trial of a novel
transdiagnostic internet-delivered psychological intervention, the
Wellbeing Neuro Course (Gandy et al., 2020). This programme
aims to teach adults with a variety of neurological disorders psy-
chological skills to manage both their mental health and func-
tional difficulties. We trialled this intervention in 105 people
with either a diagnosis of multiple sclerosis (MS), epilepsy,
Parkinson’s disease (PD) or an acquired brain injury (ABI),
where there is already some evidence for the safety and efficacy
of CBT (Fernie et al., 2015; Waldron et al., 2013). Our feasibility
trial found high levels of acceptability and significant moderate to
large within-group effects for primary outcomes of depression,
anxiety and disability and small effects for secondary outcomes
of cognitive difficulties and fatigue (Gandy et al., 2020).

In the current study we examined the acceptability and efficacy
of the Wellbeing Neuro Course via a two-group randomised con-
trolled trial (RCT). The study sought to determine whether parti-
cipants in the intervention reported significant improvements in
symptoms of depression, anxiety, and disability immediately post-
treatment when compared to a treatment-as-usual waitlist control
(TAU-WLC) group, and whether improvements were maintained
at 3-month follow-up.

Method

Participants

The RCT was conducted via a specialist research clinic, the
eCentreClinic, at Macquarie University, Sydney, Australia.
Prospective participants read details of the trial and made an appli-
cation via the eCentreClinic website (www.ecentreclinic.org).
Previous consenting participants of an online national mental
health survey (Gandy et al., 2018) were also sent details of the
trial and the course was advertised via the eCentreClinic
Facebook page and several Australian neurology advocacy groups.

Participants were eligible if they met the inclusion criteria: (1)
Australian resident, (2) ≥18 years, (3) formal diagnosis of epi-
lepsy, MS, PD, or ABI, and (4) reported that their disorder
affected their emotional and/or cognitive health. Exclusion

criteria were: (1) an inability to access or use a computer and
the Internet, (2) very severe depression symptoms indicated by
a total score >25 on the Patient Health Questionnaire 9-item
(PHQ-9) (Kroenke, Spitzer, & Williams, 2001), (3) significant sui-
cidal ideation (i.e. a score >2 to Question 9 on the PHQ-9)
(Kroenke et al., 2001) or acute suicidality or recent suicide attempt
(i.e. last 12-months), and (4) serious cognitive impairment (<21
on the Telephone Interview of Cognitive Status; TICS) (Brandt
et al., 1993). Given the transdiagnostic nature of the intervention,
no minimal symptom limits were imposed on the primary out-
comes at study entry but are accounted for in sensitivity analyses.

All consenting participants completed an online screening
assessment. Eligible participants were then contacted by study clin-
icians to further assess eligibility and describe the study. Participants
provided details of their treating general practitioner and/or neur-
ologist, who were faxed a letter notifying them of their patient’s par-
ticipation, inviting contact should they have any questions or
concerns, and requesting confirmation of their patient’s diagnosis.

Randomisation

Randomisation was performed by an independent researcher
using an online randomiser (www.random.org) using permuted
blocks of 6, with 1:1 allocation ratio stratified based on the pri-
mary neurological disorder. The allocation sequence was con-
cealed from investigators until participants were successfully
enrolled. Participants randomised to the treatment group com-
menced the 10-week intervention period, after which time those
allocated to the TAU-WLC group commenced treatment. This
study was approved by the Human Research Ethics Committee
of Macquarie University and was prospectively registered
ACTRN12620000165987 without trial changes.

Procedures

The Wellbeing Neuro Course is an internet- delivered psycho-
logical intervention which integrates principles of CBT and com-
pensatory cognitive rehabilitation therapy to teach therapeutic
skills to address the common mental health and functional
impacts of neurological disorders. The intervention is based on
transdiagnostic treatment model, to target several domains of
wellbeing, and to allow broad applicability across different
neurological disorders. The intervention provides the same psy-
chological skills as face-to-face treatments but delivers this infor-
mation via carefully developed online modules and remote
clinician support. A comprehensive overview of the intervention
is provided in online Supplementary materials (Supplementary
Table S1) and reported elsewhere (Gandy et al., 2020). The inter-
vention includes guidance on how to adopt psychological skills,
including three comprehensive case stories of adults with neuro-
logical disorders. It was carefully designed to minimise cognitive
overload and facilitate engagement. Participants worked through
the course according to a predetermined timetable and could
not access new materials without first having read previous mate-
rials. The intervention was delivered in conjunction with clinical
contact from a psychologist with specialist training in clinical
psychology (MG, AH, TB) via weekly telephone calls and/or
emails delivered via a secure messaging system. The primary pur-
pose of clinician contact was to support and encourage partici-
pants to work through the Wellbeing Neuro Course and to
guide participants in the application of the skills in the context
of their unique symptoms and circumstances.
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Outcome measures

Prespecified primary outcome included self-reported symptoms
of depression, anxiety and disability. Depression was assessed
using the widely-used and validated PHQ-9 (Kroenke et al.,
2001) with a score of >9 indicative of clinically significant symp-
toms. Anxiety was assessed using the well-validated Generalised
Anxiety Disorder Scale 7-Item (GAD-7) (Spitzer, Kroenke,
Williams, & Löwe, 2006) with a total score of >9 considered the
clinical range (Löwe et al., 2008). Disability was assessed using
the 12-item World Health Organization Disability Assessment
Schedule 2.0 (WHODAS 2.0) (Ustun et al., 2010), which assesses
functioning across self-care, communication, mobility, interper-
sonal relationships, life activities, and community participation,
with a score >9 considered clinically significant (Andrews,
Kemp, Sunderland, von Korff, & Ustun, 2009).

Secondary outcomes included three subscales of the Neuro-QoL
(Quality of Life in Neurological Disorders) (Cella et al., 2012) meas-
urement system. This included the 8-item Cognitive Function scale
(e.g. perceived difficulties with memory), the 8-item Emotional and
Behavioural Dyscontrol scale (e.g. symptoms of irritability) and
9-item Positive Affect and Wellbeing (e.g. life satisfaction). The
use of everyday cognitive strategies (e.g. diary use) was assessed
using a purpose built Compensatory Cognitive Strategies
Questionnaire (CCSQ) (see online Supplementary Methods 1).

At post-treatment, intervention satisfaction and acceptability
were assessed via a 3-item purpose-built questionnaire, as
described elsewhere (Gandy et al., 2020).

For validation purposes two neurological specific measures of
symptoms of depression (Neurological Depressive Disorders
Inventory-Epilepsy; NDDI-E) (Gilliam et al., 2006) and anxiety
(The Brief Epilepsy Anxiety Symptom Inventory; brEASI) (Scott
et al., 2019) were administered. These measures were designed
to remove items that may be confounded by neurological phe-
nomena (e.g. seizures) and side effects of medication. Findings
related to these measures are included as online Supplementary
files (Supplementary Tables S4 and S5).

Statistical analysis

Sample size was determined employing data from the Phase 1 trial
(Gandy et al., 2020), which indicated a sample with 100 per group
(N = 200) is powered to detect differences between groups that are
as small as 11% on the primary outcomes with alpha set at 0.05
and power set at 0.80.

Analysis was conducted in IBM SPSS version 28. Descriptive
statistics were calculated regarding participants’ demographic
and baseline clinical characteristics (Table 1). No statistically sig-
nificant baseline differences were observed between the treatment
and control groups on any participant characteristics, including
symptom severity on outcomes measures ( p values >0.05).
Efficacy analyses used an intent-to-treat approach, where all ran-
domised participants who provided baseline data were repre-
sented at all time points in the relevant analyses. To address
missing data (only 5% at post-treatment and 11% at 3-month
follow-up), a multiple imputation procedure was applied. The
multiple imputation model included participants’ neurological
disorder type, baseline symptom severity, and the number of
treatment lessons completed. Both baseline symptom severity
and lesson completion have been identified as important and
non-ignorable mechanisms of missing data (Karin, Dear, Heller,
Crane, & Titov, 2018a).

Marginal models were used to examine change in outcomes
over time (pre-treatment to post-treatment) between the treat-
ment and control group, for both primary and secondary out-
comes. The model was fit using Generalised Estimating
Equations (GEE) with an unstructured working correlation
matrix to reflect the different rates in change over time. A
gamma distribution with a log link function was specified to
account for skewness in the dependent variables.

The estimated marginal means (EMMs) and their standard
error were displayed for time by group. To determine whether
post-treatment improvements were maintained over time in the
treatment group, within-group time effects were examined at
3-month follow-up. For all analyses, the level of statistical signifi-
cance was set at alpha 0.05.

Clinical significance was assessed several ways. First, we calcu-
lated the average percentage improvement for each group (e.g.
pre-treatment mean score – post-treatment mean score/pre-
treatment mean score) from pre-treatment to post-treatment
and 3-month follow-up, for the primary and secondary outcomes,
using the EMMs from the GEE models. Second, consistent with
past research (Dear et al., 2022), the proportion of participants
achieving a clinical improvement (defined as ≥25%) and large
clinical improvement (defined as ≥50%) on the primary out-
comes was also calculated and compared between groups
(Karin, Dear, Heller, Gandy, & Titov, 2018b). In addition, deteri-
oration (i.e. symptom increase at post-treatment of ≥30% and
within the clinical range) were compared between groups. Based
on these outcomes, the number needed to treat (NNT) was calcu-
lated. Finally, Hedges g effect sizes were calculated for the
between-group and within-groups effects.

Prespecified subgroup sensitivity analyses were conducted for
primary outcomes based on symptom severity by reporting the
clinical effects for participants within the clinical and non-clinical
ranges separately. Subgroup analyses based on neurological dis-
order type were also conducted by reporting the clinical effects
across the four primary neurological disorder type (MS, ABI,
PD, or epilepsy) separately.

Results

Participants were enrolled from February 2020 to April 2021.
Two-hundred and twenty-one participants were randomised to
either immediate treatment (n = 115) or TAU-WLC (n = 106).
Of these, 215 participants (treatment n = 111; control n = 104)
completed baseline data (i.e. pre-treatment) and were eligible
for analyses (Fig. 1). Adherence, attrition, and treatment satisfac-
tion rates are displayed in (Fig. 1) for the overall sample and by
neurological disorder group (online Supplementary Table S2).
The mean total clinician contact time per participant in the
treatment group was 95.7 min (S.D. = 59.3), which comprised of
time answering and making phone calls (M = 73.2; S.D. = 60.1;
range = 0–258) and time sending or reading secure messages
(M = 22.42, S.D. = 15.1, range = 0–66).

As displayed in Table 2, the GEE analyses for the primary out-
comes revealed significant between-group differences for symp-
toms of depression (PHQ-9; p < 0.001, g = 0.62); anxiety
(GAD-7; p < 0.001, g = 0.41) and disability (WHODAS; p < 0.001
g = 0.31), favouring the treatment group. Participants in the
treatment group reported greater symptom improvements on
average (24% for depression and anxiety, 15% for disability)
compared to controls (−3%, all outcomes). From post-treatment
to 3-month follow-up, the treatment group showed no significant
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time effects, suggesting treatment-related improvements were
maintained. As displayed in Table 3 the rates of participants
experiencing clinically-significant symptom improvements were
significantly higher for treatment participants compared to con-
trols ( p < 0.01).

In relation to clinical severity relevance, subgroup analyses
found significant between-group differences, for participants
within both the clinical and non-clinical baseline ranges on the
primary outcomes ( p < 0.05; Table 4). For depression, anxiety,
and disability the clinical effects were larger for participants
within the clinically relevant range at baseline (between groups
Hedges g = 0.82, g = 0.75, g = 0.51, respectively) compared to the
non-clinical range (g = 0.45, g = 0.29, g = 0.28).

Table 1. Baseline participant demographic and clinical characteristics

Treatment
(n = 111)

Control
(n = 104)

N (%) N (%)

Sex

Female 91 (82) 79 (76)

Male 20 (18) 24 (23)

Other 0 1 (1)

Age (Mean years [S.D.; Range]) 53 (12; 25–79) 53 (13; 27–81)

≤29 3 (3) 3 (3)

30–39 years 14 (13) 14 (13)

40–49 years 24 (22) 28 (27)

50–59 years 38 (34) 28 (27)

60–69 years 22 (20) 18 (17)

70–79 years 10 (9) 12 (12)

≥80 0 1 (1)

Employmenta

Current employment 46 (41) 39 (38)

Unemployed 8 (7) 14 (14)

Registered disability 27 (24) 23 (22)

Retired 31 (28) 27 (26)

In current relationshipb

Yes 72 (65) 63 (61)

No 39 (35) 41 (40)

Education

High school 20 (18) 25 (24)

Trade certificate 12 (11) 16 (15)

Undergraduate/ associate
diploma

30 (27) 23 (22)

Higher research degree 49 (44) 40 (38)

Primary Neurological Disorderc

Multiple Sclerosis 41 (37) 44 (42)

Acquired Brain Injuryd 29 (26) 24 (23)

Parkinson’s disease 25 (23) 18 (17)

Epilepsy 16 (14) 18 (17)

Comorbid targeted
neurological disorderse

8 (7) 11 (11)

Health details

Duration (years) neuro
disorder (M[S.D.])

11.38 (11.07) 11.59 (9.38)

Comorbid chronic conditionf 56 (51) 53 (51)

Overall health rating

Very good 7 (6) 6 (6)

Good 32 (29) 26 (25)

Moderate 53 (48) 44 (42)

Poor 18 (16) 24 (23)

Very poor 1 (1) 4 (4)

(Continued )

Table 1. (Continued.)

Treatment
(n = 111)

Control
(n = 104)

N (%) N (%)

Speech Disorder (e.g. aphasia) 22 (20) 15 (14)

Cognitive Status (TICS)g

(M[S.D.])
27.09 (3.50) 27.09 (3.75)

Current Medications

Neurology medication 94 (85) 82 (79)

Antidepressant 39 (35) 35 (34)

Anxiolytich 8 (7) 12 (12)

Antipsychotic 3 (3) 4 (4)

Treatment history

Previous mental health
intervention

82 (74) 75 (72)

Current access to
psychotherapy

36 (33) 35 (34)

Previous cognitive
assessment/rehabilitation

34 (31) 37 (36)

Current access to cognitive
rehabilitation

8 (7) 10 (10)

Has a regular carer 31 (28) 33 (32)

Current accesses to the NDIS 43 (39) 31 (30)

NDIS, National Disability Insurance Scheme; S.D., Standard Deviation
aCan report multiple options. Current employment could include full time, part-time or
casual work.
bIn a relationship included people who were married or de factor. Not in a relationship
included single, widowed, divorced/separated.
cA total of 179 (83%) participants had their self-reported diagnosis confirmed by their
treating physician. For two participants with a self-reported history of an acquired brain
injury (one following motor vehicle accident and one following surgery) their physicians
noted they were primarily now being managed for dysautonomia and functional
neurological disorder, respectively. One participant’s physician noted it was currently
unclear whether the patient had epilepsy or psychogenic non-epileptic seizures with
investigations ongoing. There were no responses for 34(16%) of participants and 1 (1%)
participant was excluded due to physician noting they did not have any of the targeted
neurological disorders.
dTreatment group includes 20/111 (18%) with a Traumatic Brain Injury (TBI) and/or 14/111
(13%) with a Stroke. Control includes 19/104 (18%) with a TBI and/or 8/104 (8%) with a
Stroke.
eTreatment group includes 5 people with a secondary diagnoses of an ABI and 3 with
secondary diagnosis of epilepsy. Control group includes 5 with secondary ABI and 6 with
secondary epilepsy.
fChronic condition (e.g. cardiovascular disease, cancer, diabetes, musculoskeletal condition,
respiratory disease).
gDue to significant aphasia two participants were unable to complete the TICS but
completed the rest of the application via email or assistance from a carer.
hMajority PRN.
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Subgroup analyses revealed evidence of significant group dif-
ferences on the primary outcomes across the neurological disor-
ders, with a few exceptions (online Supplementary Table S3).
For ABI, all pattern of results remained consistent with the overall
trends. For MS participants post-treatment results remained con-
sistent but from post-treatment to 3-month follow-up effects for
depression significantly reduced ( p = 0.007). For people with
PD there were no significant group-differences on the primary
outcomes. For epilepsy, there were significant group-differences
for depression ( p = 0.006) and anxiety ( p = 0.07) but not for

disability ( p = 0.112). However significant improvements in
disability from pre-treatment to 3-month follow-up emerged
( p = 0.019).

Across the primary outcomes, there were no significant group-
differences between the treatment and control groups in the
deterioration rates, which were low (Table 3). On post-treatment
questionnaires five treatment participants (5%) self-reported an
increase in their symptoms related to taking part in the course,
with four noting this was part of the therapeutic process, and
one noting that external factors had impacted their mood.

Fig. 1. Participant flow from application to 3-month follow-up.
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Table 2. Estimated marginal means, percentage change, and effect sizes with 95% CI for the primary and secondary outcomes

Outcomes Estimated marginal means (S.E.) Percentage improvementa (95% CIs) Between-group
Hedge’s g

Within group
Hedge’s g

Primary N Pretreatment Posttreatment
Mean between group

diff (95% CI)
p

between 3MFU
p Tx

post→3mfu

p Tx
pre→3mfu Pre→Post Pre→3MFU Posttreatment Pre→Post

Depression (PHQ-9)

Treatment 111 9.02 (0.47) 6.84 (0.43) 3.07 (2.04–4.11) p < 0.001 7.37 (0.56) p = 0.102 p = 0.007 24 (15–34) 18 (6–31) 0.62 (0.34–0.90) 0.46 (0.19–0.73)

Control 104 9.64 (0.51) 9.91 (0.53) −3 (−14 to 8) 0.05 (−0.23 to 0.33)

Anxiety (GAD-7)

Treatment 111 6.76 (0.47) 5.16 (0.40) 1.87 (0.92–2.81) p < 0.001 4.86 (0.44) p = 0.305 p < 0.001 24 (12–35) 28 (15–41) 0.41 (0.13–0.68) 0.35 (0.08–0.62)

Control 104 6.82 (0.49) 7.02 (0.48) −3 (−17 to 11) 0.04 (−0.24 to 0.32)

Disability (WHODAS)

Treatment 111 16.91 (0.83) 14.45 (0.87) 3.08 (1.09–5.06) p < 0.001 13.78 (0.85) p = 0.163 p < 0.001 15 (4–25) 19 (9–28) 0.31 (0.04–0.59) 0.27 (0.00–0.54)

Control 104 16.97 (0.92) 17.53 (1.01) −3 (−15 to 8) 0.06 (−0.22 to 0.33)

Secondaryb

CogFunction (NeurQoL)

Treatment 111 23.89 (0.64) 26.39 (0.64) −2.55 (−3.93 to −1.17) p < 0.001 27.34 (0.72) p = 0.228 p < 0.001 −10 (−16 to −5) −14 (−20 to −8) 0.37 (0.09–0.64) 0.37 (0.10–0.64)

Control 104 23.97 (0.68) 23.83 (0.70) 1 (−5 to 6) 0.02 (−0.26 to 0.30)

Dyscontrol (NeurQol)

Treatment 111 19.38 (0.58) 17.31 (0.61) 2.95 (1.65–4.25) p < 0.001 17.79 (0.70) p = 0.900 p = 0.006 11 (5–17) 8 (1–15) 0.45 (0.17–0.73) 0.33 (0.06–0.60)

Control 104 19.99 (0.64) 20.27 (0.66) −1 (−8 to 5) 0.04 (−0.24 to 0.32)

PosAffect (NeuroQol)

Treatment 111 29.36 (0.64) 31.09 (0.68) −1.74 (−3.24 to −0.24) p = 0.13 30.67 (0.75) p = 0.952 p = 0.052 −6 (−10 to −1) −4 (−10 to 1) 0.24 (−0.04 to 0.51) 0.25 (−0.02 to 0.52)

Control 104 28.76 (0.74) 29.35 (0.76) −2 (−7 to 3) 0.08 (−0.20 to 0.35)

CogStrategies (CSSQ)

Treatment 111 33.52 (0.76) 37.15 (0.64) −2.91 (−4.32 to −1.5) p = 0.002 37.00 (0.69) p = 0.772 p < 0.001 −11 (−15 to −7) −10 (−14 to −6) 0.41 (0.14–0.69) 0.49 (0.21–0.76)

Control 104 33.25 (0.82) 34.24 (0.72) −3 (−7 to 1) 0.13 (−0.15 to 0.40)

3MFU, 3 month follow-up; CogFunction, Cognitive Function; CI, Confidence Intervals; CCSQ, Compensatory Cognitive Strategies Questionnaire; Dyscontrol, Emotional and Behavioural Dyscontrol; GAD-7, Generalised Anxiety Disorder Scale 7-Item; Mean
between group diff, Mean group difference between treatment and control group; Neuro-QoL, Quality of Life in Neurological Disorders; PHQ-9, Patient Health Questionnaire 9-Item; Post, Posttreatment; PostAffect, Positive Affect & Wellbeing; Pre,
Pre-treatment; Tx, Treatment; S.E., Standard Error; WHODAS, World Health Organisation Disability Assessment Schedule 2.0
aPercentage improvement is the average percentage change in mean scores (e.g. pre-treatment – post-treatment/ pre-treatment).
bThree of the secondary measures (Cognitive Function -NeuroQoL, Positive Affect and Wellbeing –NeuroQoL and the Compensatory Cognitive Strategies Questionnaire) are scored such that higher scores are indicative of improvements in these domains.
Whereas, the Emotional and Behavioural Dyscontrol –NeuroQo is scored such that higher scores are indicative of higher levels of difficulties in this area.

6
M
ilena

G
andy

et
al.

https://doi.org/10.1017/S0033291723000338 Published online by Cam
bridge U

niversity Press

https://doi.org/10.1017/S0033291723000338


As displayed in Table 2, the GEE analysis revealed significant
between-group differences in secondary outcomes of cognitive
function ( p < 0.001, g = 0.37); emotional and behavioural dyscon-
trol ( p < 0.001, g = 0.45) and cognitive strategy use ( p = 0.002,
g = 0.41), all favouring treatment. On average, participants in
the treatment group also reported greater pre-treatment to post-
treatment symptom improvements on these measures (≥10%)
compared to controls (≥3%). Treatment-related improvements
were maintained at 3-month follow-up. There were no significant
between-group differences for the measure of positive affect and
wellbeing ( p = 0.13).

Discussion

The results of this RCT provide preliminary support for the
acceptability and efficacy of a novel transdiagnostic and internet-
delivered psychological intervention for adults with neurological
disorders. The treatment group reported significant improve-
ments in primary outcomes (between group Hedges g: depression
= 0.62; anxiety = 0.41; disability = 0.31) compared to those in the
control group, with improvements maintained at 3-month
follow-up. Regarding secondary outcomes, the treatment group
reported greater improvements on measures of cognitive function,
emotional and behavioural dyscontrol, and the use of compensa-
tory cognitive strategies, compared to controls. However, there
was no difference in positive affect and wellbeing. The results sug-
gest the intervention was highly acceptable, with high rates of les-
son completion and satisfaction with the intervention.

The results from this Phase II clinical trial extend on a previ-
ous Phase I examination of this intervention using an open trial
design, where significant within-group improvements were
observed (Gandy et al., 2020). The use of a control group in the
current study indicates that the observed symptom improvements
were not simply due to time or processes of natural remission. Of
note, about half the sample (48%) experienced a clinical improve-
ment (defined as ≥25% improvement) in symptoms of depression
and anxiety, with over one third of participants experiencing a
large clinical improvement (defined as ≥50% improvement).
These findings compare well with meta-analytic pooled estimates
of between 37% to 48% of participants making a large clinical
improvement (≥50%) in depressive symptoms following internet-
delivered CBT programmes for depression in the general popula-
tion (Karyotaki et al., 2021).

The results of this trial highlight the value of a transdiagnostic
approach. Given that no lower threshold for symptom severity
was imposed, some participants entered the trial without clinic-
ally significant symptoms on one or more domains (e.g. clinically
significant anxiety symptoms, but not depressive symptoms).
Despite our main analyses including individuals in the non-
clinical range, significant small to moderate treatment effects
were observed. There are currently no agreed benchmarks for
CBT for neurological disorders. Importantly, however, the size
of these effects are consistent with recent meta-analytic small to
medium pooled effect size estimates of CBT for depression and
anxiety in people with PD (Ghielen et al., 2019; Zhang, Yang,
Song, & Jin, 2020), MS (Ghielen et al., 2019) and post-stroke
(Wang et al., 2018), as well as disability for patients with chronic
pain (Gandy et al., 2022). Moreover, our sensitivity analyses
revealed larger treatment effects when isolated to participants
whose baseline scores were in the clinical range, with large effects
observed for changes in depression (g = 0.82) and moderate
effects for anxiety (g = 0.75) and disability (g = 0.51).Ta
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Table 4. Subgroup severity analyses for primary outcomes

Severity subgroup Estimated marginal means (S.E.) Percentage improvementa (95% CIs) Between-group
Hedge’s g

Within group
Hedge’s g

Depression (PHQ-9) Pretreatment Posttreatment
Mean between group

diff (95% CI)
p

between 3MFU
p Tx

post→3mfu

p Tx
pre→3mfu Pre→Post Pre→3MFU Posttreatment Pre→Post

>9 clinical

Treatment 44 14.07 (0.53) 9.62 (0.77) 3.83 (2.61–5.05) p < 0.001 9.91 (1.01) p = 0.562 p = 0.001 32% (21–42) 30% (15–44) 0.82 (0.39–1.24) 1.03 (0.57–1.48)

Control 51 14.04 (0.45) 13.45 (0.62) 4% (−5 to 13) 0.15 (−0.25 to 0.55)

≤9 non-clinical

Treatment 67 5.70 (0.26) 5.01 (0.37) 1.5 (0.5–2.49) p = 0.003 5.7 (0.5) p = 0.068 p = 0.988 12% (−1 to 25) 0% (−17 to
18)

0.45 (0.07–0.83) 0.27 (−0.08 to 0.61)

Control 53 5.40 (0.36) 6.51 (0.51) −21% (−39 to −2) 0.34 (−0.05 to 0.74)

Anxiety (GAD-7)

>9 clinical

Treatment 29 13.62 (0.59) 9.29 (0.85) 2.86 (1.75–3.97) p = 0.002 9.07 (1) p = 0.721 p < 0.001 32% (20–44) 33% (19–48) 0.75 (0.23–1.28) 1.13 (0.90–1.36)

Control 33 13.06 (0.46) 12.15 (0.57) 7% (−2 to 15) 0.30 (−0.20 to 0.79)

≤9 clinical

Treatment 82 4.33 (0.28) 3.69 (0.34) 0.94 (0.12–1.77) p = 0.006 3.37 (0.35) p = 0.307 p = 0.572 15% (−1 to 30) 22% (6–38) 0.29 (−0.04 to 0.61) 0.23 (−0.08 to 0.54)

Control 71 3.92 (0.31) 4.64 (0.42) −18% (−40 to 3) 0.22 (−0.11 to 0.56)

Disability (WHODAS)

>9

Treatment 87 19.85 (0.81) 17.02 (0.92) 4.32 (2.35–6.29) p < 0.001 16.02 (0.91) p = 0.088 p < 0.001 14% (5–23) 19% (10–28) 0.51 (0.19–0.82) 0.36 (0.06–0.67)

Control 78 20.72 (0.87) 21.34 (1.01) −3% (−13 to 7) 0.08 (−0.24 to 0.40)

≤9

Treatment 24 6.25 (0.50) 5.13 (0.57) 0.95 (−0.53 to 2.43) p = 0.041 5.68 (1) p = 0.526 p = 0.49 18% (0–36) 9% (−22 to
41)

0.28 (−0.29 to 0.84) 0.42 (−0.17 to 1.00)

Control 26 5.73 (0.51) 6.08 (0.76) −6% (−32 to 20) 0.1 (−0.45 to 0.66)

3MFU, 3 month follow-up; CI, Confidence Intervals; GAD-7, Generalised Anxiety Disorder Scale 7-Item; PHQ-9, Patient Health Questionnaire 9-Item; Post, Posttreatment; Pre, Pre-treatment; Tx, Treatment; S.E., Standard Error; WHODAS, World Health
Organisation Disability Assessment Schedule 2.0
aPercentage improvement is the average percentage change in mean scores (e.g. pre-treatment – post-treatment/pre-treatment).
>9 is considered the clinical cut-off range for the primary outcome measures. ≤9 is considered the non-clinical range.
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Overall, our observed clinical effects on the primary outcomes
are also largely consistent with disorder-specific RCTs of iCBT
programmes in neurological disorders for depression in people
with MS and epilepsy (Fischer et al., 2015; Meyer et al., 2019;
Schröder et al., 2014) and functional disability in PD
(Kraepelien et al., 2020). However, this is RCT presents the
novel findings of clinically significant effects following a trans-
diagnostic intervention. The broad acceptability and efficacy of
the current intervention also supports the transdiagnostic
approach to care, whereby a single intervention can be suitable
for patients with a variety of neurological disorders and
comorbidities and simultaneously targets multiple mental health
and functional domains. This has the potential to reduce the
need for developing and testing multiple disorder- and domain-
specific interventions, which from a public health perspective
have more limited scalability and scope.

It is noteworthy that significant treatment-related improve-
ments were also observed in three of the four secondary outcomes
of cognitive function (g = 0.37), emotional and behavioural dys-
control (g = 0.45), and use of cognitive strategies (g = 0.41).
These findings are important, given mixed evidence that anti-
depressant medications can improve cognitive or functional out-
comes for patients with neurological disorders (Price et al., 2011)
and often come with unwanted side effects. However, the current
findings require replication and caution is needed before firm
conclusions are drawn in this area. Furthermore, no differences
between the treatment and control groups were observed for the
measure of positive affect and wellbeing. These findings may sug-
gest the impact of intervention on mental health and functional
outcomes may not extend to the broader domain of life
satisfaction.

The findings of the subgroup analyses are also encouraging,
with evidence of consistent acceptability across the neurological
disorder subgroups and broad evidence of efficacy across the pri-
mary outcomes, with a few notable exceptions. Namely, partici-
pants with PD did not experience significant improvements
across the primary outcomes. However, compared to the other
subgroups these participants reported lower levels of symptoms
at baseline, which may present less opportunity for change. The
lower baseline severity of the PD subgroup may also be related
to sample bias. Reflecting this, recruitment occurred primarily
via online promotion and only about 10% of participants were
aged over 70 years of age. Thus, our sample may not represent
older and/more progressed participants with PD within the com-
munity. Despite this, the rates of intervention satisfaction and les-
son completion were still high in people with PD within the
current study. For instance, >95% of people with PD noted the
course was worth their time and >70% completed all 6 lessons
at post-treatment, which suggest these participants found the
intervention acceptable and engaging. Importantly, all subgroup
analyses should be interpreted as preliminary trends only given
the relatively small sample sizes and subsequently underpowered
analyses. Future studies with larger sample sizes of individual
neurological disorder groups are needed before firm conclusions
can be drawn in this area. In addition, moderator analyses are
needed to identify characteristics (e.g. sex, age, disorder type,
health status, symptom severity) of intervention non-responders,
who may require alternative care options.

The findings of this trial should be considered in the context of
several limitations. The present study relied on standardised self-
report outcome measures. Future research may benefit from more
objective measures, such as the use of formal diagnostic

assessments of mental health disorders and cognitive function.
However, the use of self-report measures of psychological difficul-
ties and symptom severity is accepted practice in these types of
clinical trials (Mehta et al., 2019), are an important predictor of
health service use (Andelic, Soberg, Berntsen, Sigurdardottir, &
Roe, 2014), and reduces the burden of complex assessment for
participants and service providers. The current study only inves-
tigated the intervention in four common neurological disorder
groups and excluded participants with very severe depression or
severe cognitive impairment. Participants were also informed
that the intervention was based on self-management principles,
and on average participants reported their overall health within
the moderate range. Thus, the findings may not generalise to
neurological disorders more broadly, people with perceived
poorer health status, or people not interested in self-management.
Future trials with more inclusive study criteria (e.g. other neuro-
logical disorders, functional neurological disorders) and more
heterogenous and varied samples (e.g. self and doctor referred
patients, more severe patients) will be an important next step.
The study also utilised a relatively short follow-up period of 3
months. Future trials with longer follow-up periods are necessary
to assess whether improvements are maintained in the long term.
Consistent with previous research in this area, we utilised a
treatment-as-usual waitlist control group, which means we cannot
be certain to what extent the intervention contributed to improve-
ments versus other more general factors, such as therapist atten-
tion and expectancy. Thus, future clinical trials with active control
groups (e.g. a supportive counselling arm) are needed before firm
conclusions can be reached about the specific efficacy of the cur-
rent intervention. Finally, although the overall study was
adequately powered, subgroup analyses were underpowered,
which precludes firm conclusions about the specificity of out-
comes by symptom severity and neurological disorder group,
and the observations reported are trends only.

Notwithstanding these limitations, the current study provides
preliminary support for the efficacy of a transdiagnostic and
internet-delivered psychological intervention to address depres-
sion, anxiety, and disability among people with neurological dis-
orders. Importantly, participants found the intervention to be
highly satisfying and engaging. These results were achieved with
only a modest amount of clinician time per patient, indicating
the public health potential of this model of care. These findings
point to the potential value of such interventions as a referral
option for neurologists and neurorehabilitation clinics treating
many patients with mental health difficulties, but who often
struggle to access appropriate psychological care for these patients
(Chan et al., 2022; Gandy et al., 2020). This is particularly pertin-
ent given the increased recognition for the need for greater sup-
portive care options for neurology patients (WHO, 2020) and
emerging disciplines like neuropalliative care (Creutzfeldt et al.,
2018). Future research examining the potential of internet-
delivered psychological interventions within more diverse samples
of people with neurological disorders, utilising clinical trials with
active controls, and trials within routine neurology care settings is
warranted.

Supplementary material. The supplementary material for this article can
be found at https://doi.org/10.1017/S0033291723000338.

Acknowledgements. The authors gratefully acknowledge all the participants
for their involvement and helpful feedback throughout the research. The
authors would like to sincerely thank the support of Epilepsy Action
Australia, the Epilepsy Foundation, iCare Lifetime Care and Support, MS

Psychological Medicine 9

https://doi.org/10.1017/S0033291723000338 Published online by Cambridge University Press

https://doi.org/10.1017/S0033291723000338
https://doi.org/10.1017/S0033291723000338
https://doi.org/10.1017/S0033291723000338


Research Australia, Synapse, the Stroke Foundation and Brain Injury Australia
for promoting this research to their members.

Financial support. This research was supported by a Macquarie University
Research Fellowship (MQRF) to Dr M. Gandy and research grant funding
from a Macquarie University Restart Grant and funding from iCare Lifetime
Care and Support. Dr Gandy is currently supported by a Postdoctoral
Fellowship from MS Australia. B. F. D. is supported by a National Health
and Medical Research Council (NHMRC) Emerging Leadership Research
Fellowship. J. D., A. F., and A. J. S. are supported by MQRFs.

Conflict of interest. M. G., B. F. D., and N. T. are the authors and developers
of the Wellbeing Neuro Course but derive no personal or financial benefit
from it. B. F. D. and N. T. are funded by the Australian Government to develop
and provide a free national online assessment and treatment service, the
MindSpot Clinic (www.mindspot.org.au), for adults with anxiety, depression,
or chronic health conditions. The remaining authors have no conflicts of inter-
est to declare.

Ethical standards. All participants provided informed consent before apply-
ing for the study. This study was approved by the Human Research Ethics
Committee of Macquarie University, Sydney, Australia, and was prospectively
registered on the Australian and New Zealand Clinical Trials Registry
(ACTRN12620000165987). The authors assert that all procedures contributing
to this work comply with the ethical standards of the relevant national and
institutional committees on human experimentation and with the Helsinki
Declaration of 1975, as revised in 2008.

References

Andelic, N., Soberg, H. L., Berntsen, S., Sigurdardottir, S., & Roe, C. (2014).
Self-perceived health care needs and delivery of health care services 5
years after moderate-to-severe traumatic brain injury. PM&R, 6(11),
1013–1021. https://doi.org/https://doi.org/10.1016/j.pmrj.2014.05.005.

Andersson, G., Titov, N., Dear, B. F., Rozental, A., & Carlbring, P. (2019).
Internet-delivered psychological treatments: From innovation to implemen-
tation. World Psychiatry, 18(1), 20–28. https://doi.org/10.1002/wps.20610.

Andrews, G., Kemp, A., Sunderland, M., von Korff, M., & Ustun, T. B. (2009).
Normative data for the 12 item WHO disability assessment schedule 2.0
[Article]. PLoS One, 4(12), Article e8343. https://doi.org/10.1371/journal.
pone.0008343.

Brandt, J., Welsh, K. A., Breitner, J. C., Folstein, M. F., Helms, M., & Christian,
J. C. (1993). Hereditary influences on cognitive functioning in older men. A
study of 4000 twin pairs. Archives of Neurology, 50(6), 599–603. https://doi.
org/10.1001/archneur.1993.00540060039014.

Butler, A. C., Chapman, J. E., Forman, E. M., & Beck, A. T. (2006). The empir-
ical status of cognitive-behavioral therapy: A review of meta-analyses.
Clinical Psychology Review, 26(1), 17–31. https://doi.org/http://dx.doi.org/
10.1016/j.cpr.2005.07.003.

Butow, P., Dhillon, H., Shaw, J., & Price, M. (2017). Psycho-oncology in
Australia: A descriptive review. BioPsychoSocial Medicine, 11(1), 15.
https://doi.org/10.1186/s13030-017-0100-1.

Carlbring, P., Andersson, G., Cuijpers, P., Riper, H., & Hedman-Lagerlöf, E.
(2018). Internet-based vs. face-to-face cognitive behavior therapy for psy-
chiatric and somatic disorders: An updated systematic review and
meta-analysis. Cognitive Behaviour Therapy, 47(1), 1–18. https://doi.org/
10.1080/16506073.2017.1401115.

Cella, D., Lai, J. S., Nowinski, C. J., Victorson, D., Peterman, A., Miller, D., &
Moy, C. (2012). Neuro-QOL: Brief measures of health-related quality of life
for clinical research in neurology. Neurology, 78(23), 1860–1867. https://doi.
org/10.1212/WNL.0b013e318258f744.

Chalah, M. A., & Ayache, S. S. (2018). Cognitive behavioral therapies and mul-
tiple sclerosis fatigue: A review of literature. Journal of Clinical Neuroscience,
52, 1–4. https://doi.org/https://doi.org/10.1016/j.jocn.2018.03.024.

Chan, V., Toccalino, D., Omar, S., Shah, R., & Colantonio, A. (2022). A sys-
tematic review on integrated care for traumatic brain injury, mental health,
and substance use. PLoS One, 17(3), e0264116. https://doi.org/10.1371/jour-
nal.pone.0264116.

Creutzfeldt, C. J., Kluger, B., Kelly, A. G., Lemmon, M., Hwang, D. Y.,
Galifianakis, N. B., & Holloway, R. G. (2018). Neuropalliative care.
Neurology, 91(5), 217. https://doi.org/10.1212/WNL.0000000000005916.

Dear, B. F., Scott, A. J., Fogliati, R., Gandy, M., Karin, E., Dudeney, J., & Titov,
N. (2022). The chronic conditions course: A randomised controlled trial of
an internet-delivered transdiagnostic psychological intervention for people
with chronic health conditions. Psychotherapy and Psychosomatics, 91(4),
265–276. https://doi.org/10.1159/000522530.

Fernie, B. A., Kollmann, J., & Brown, R. G. (2015). Cognitive behavioural inter-
ventions for depression in chronic neurological conditions: A systematic
review. Journal of Psychosomatic Research, 78(5), 411–419. https://doi.org/
https://doi.org/10.1016/j.jpsychores.2015.02.012.

Fischer, A., Schröder, J., Vettorazzi, E., Wolf, O. T., Pöttgen, J., Lau, S., &
Moritz, S. (2015). An online programme to reduce depression in patients
with multiple sclerosis: A randomised controlled trial. The Lancet
Psychiatry, 2(3), 217–223. https://doi.org/10.1016/S2215-0366(14)00049-2.

Gandy, M., Heriseanu, A. I., Dudeney, J., Bisby, M. A., Scott, A. J., Fisher, A., &
Dear, B. F. (2021). Disability and life satisfaction in neurological disorders:
The role of depression and perceived cognitive difficulties. General Hospital
Psychiatry, 73, 16–23. https://doi.org/https://doi.org/10.1016/j.genhospp-
sych.2021.08.013.

Gandy, M., Karin, E., Fogliati, V. J., Meares, S., Nielssen, O., Titov, N., & Dear,
B. F. (2018). Emotional and cognitive difficulties, help-seeking, and barriers
to treatment in neurological disorders. Rehabilitation Psychology, 63(4),
563–574. https://doi.org/10.1037/rep0000241.

Gandy, M., Karin, E., McDonald, S., Meares, S., Scott, A. J., Titov, N., & Dear,
B. F. (2020). A feasibility trial of an internet-delivered psychological inter-
vention to manage mental health and functional outcomes in neurological
disorders. Journal of Psychosomatic Research, 136, 110173. https://doi.org/
https://doi.org/10.1016/j.jpsychores.2020.110173.

Gandy, M., Pang, S. T. Y., Scott, A. J., Heriseanu, A. I., Bisby, M. A., Dudeney,
J., … Dear, B. F. (2022). Internet-delivered cognitive and behavioural based
interventions for adults with chronic pain: A systematic review and
meta-analysis of randomized controlled trials. Pain, 163(10), e1041–
e1053. https://doi.org/10.1097/j.pain.0000000000002606.

Ghielen, I., Rutten, S., Boeschoten, R. E., Houniet-de Gier, M., van Wegen,
E. E. H., van den Heuvel, O. A., & Cuijpers, P. (2019). The effects of
cognitive behavioral and mindfulness-based therapies on psychological
distress in patients with multiple sclerosis, Parkinson’s disease and
Huntington’s disease: Two meta-analyses. Journal of Psychosomatic
Research, 122, 43–51. https://doi.org/https://doi.org/10.1016/j.jpsychores.
2019.05.001.

Gilliam, F. G., Barry, J. J., Hermann, B. P., Meador, K. J., Vahle, V., & Kanner,
A. M. (2006). Rapid detection of major depression in epilepsy: A multicentre
study. The Lancet Neurology, 5(5), 399–405. http://www.sciencedirect.com/
science/article/B6X3F-4JP9FY8-1/1/2cbc3d113ff80f757992f61865cc03e1.

Hesdorffer, D. C. (2016). Comorbidity between neurological illness and psy-
chiatric disorders. CNS Spectrums, 21(3), 230–238. https://doi.org/10.
1017/S1092852915000929.

Karin, E., Dear, B. F., Heller, G. Z., Crane, M. F., & Titov, N. (2018a). ‘Wish
You Were Here’: Examining characteristics, outcomes, and statistical solu-
tions for missing cases in web-based psychotherapeutic trials. Jmir
Mental Health, 5(2), e22. https://doi.org/10.2196/mental.8363.

Karin, E., Dear, B. F., Heller, G. Z., Gandy, M., & Titov, N. (2018b).
Measurement of symptom change following web-based psychotherapy:
Statistical characteristics and analytical methods for measuring and inter-
preting change [Conference Paper]. Journal of Medical Internet Research,
20(7), Article e10200. https://doi.org/10.2196/10200.

Karyotaki, E., Efthimiou, O., Miguel, C., Bermpohl, F. M. G., Furukawa, T. A.,
Cuijpers, P., & Forsell, Y. (2021). Internet-based cognitive behavioral ther-
apy for depression: A systematic review and individual patient data network
meta-analysis. JAMA Psychiatry, 78(4), 361–371. https://doi.org/10.1001/
jamapsychiatry.2020.4364.

Kohrt, B. A., Griffith, J. L., & Patel, V. (2018). Chronic pain and mental health:
Integrated solutions for global problems. Pain, 159(Suppl 1), S85–S90.
https://doi.org/10.1097/j.pain.0000000000001296.

Kraepelien, M., Schibbye, R., Månsson, K., Sundström, C., Riggare, S.,
Andersson, G, & Kaldo, V. (2020). Individually tailored internet-based

10 Milena Gandy et al.

https://doi.org/10.1017/S0033291723000338 Published online by Cambridge University Press

https://www.mindspot.org.au
https://doi.org/https://doi.org/10.1016/j.pmrj.2014.05.005
https://doi.org/https://doi.org/10.1016/j.pmrj.2014.05.005
https://doi.org/https://doi.org/10.1016/j.pmrj.2014.05.005
https://doi.org/10.1002/wps.20610
https://doi.org/10.1002/wps.20610
https://doi.org/10.1371/journal.pone.0008343
https://doi.org/10.1371/journal.pone.0008343
https://doi.org/10.1371/journal.pone.0008343
https://doi.org/10.1001/archneur.1993.00540060039014
https://doi.org/10.1001/archneur.1993.00540060039014
https://doi.org/10.1001/archneur.1993.00540060039014
https://doi.org/http://dx.doi.org/10.1016/j.cpr.2005.07.003
https://doi.org/http://dx.doi.org/10.1016/j.cpr.2005.07.003
https://doi.org/http://dx.doi.org/10.1016/j.cpr.2005.07.003
https://doi.org/http://dx.doi.org/10.1016/j.cpr.2005.07.003
https://doi.org/10.1186/s13030-017-0100-1
https://doi.org/10.1186/s13030-017-0100-1
https://doi.org/10.1080/16506073.2017.1401115
https://doi.org/10.1080/16506073.2017.1401115
https://doi.org/10.1080/16506073.2017.1401115
https://doi.org/10.1212/WNL.0b013e318258f744
https://doi.org/10.1212/WNL.0b013e318258f744
https://doi.org/10.1212/WNL.0b013e318258f744
https://doi.org/https://doi.org/10.1016/j.jocn.2018.03.024
https://doi.org/https://doi.org/10.1016/j.jocn.2018.03.024
https://doi.org/https://doi.org/10.1016/j.jocn.2018.03.024
https://doi.org/10.1371/journal.pone.0264116
https://doi.org/10.1371/journal.pone.0264116
https://doi.org/10.1371/journal.pone.0264116
https://doi.org/10.1212/WNL.0000000000005916
https://doi.org/10.1212/WNL.0000000000005916
https://doi.org/10.1159/000522530
https://doi.org/10.1159/000522530
https://doi.org/https://doi.org/10.1016/j.jpsychores.2015.02.012
https://doi.org/https://doi.org/10.1016/j.jpsychores.2015.02.012
https://doi.org/https://doi.org/10.1016/j.jpsychores.2015.02.012
https://doi.org/https://doi.org/10.1016/j.jpsychores.2015.02.012
https://doi.org/10.1016/S2215-0366(14)00049-2
https://doi.org/10.1016/S2215-0366(14)00049-2
https://doi.org/https://doi.org/10.1016/j.genhosppsych.2021.08.013
https://doi.org/https://doi.org/10.1016/j.genhosppsych.2021.08.013
https://doi.org/https://doi.org/10.1016/j.genhosppsych.2021.08.013
https://doi.org/https://doi.org/10.1016/j.genhosppsych.2021.08.013
https://doi.org/10.1037/rep0000241
https://doi.org/10.1037/rep0000241
https://doi.org/https://doi.org/10.1016/j.jpsychores.2020.110173
https://doi.org/https://doi.org/10.1016/j.jpsychores.2020.110173
https://doi.org/https://doi.org/10.1016/j.jpsychores.2020.110173
https://doi.org/https://doi.org/10.1016/j.jpsychores.2020.110173
https://doi.org/10.1097/j.pain.0000000000002606
https://doi.org/https://doi.org/10.1016/j.jpsychores.2019.05.001
https://doi.org/https://doi.org/10.1016/j.jpsychores.2019.05.001
https://doi.org/https://doi.org/10.1016/j.jpsychores.2019.05.001
https://doi.org/https://doi.org/10.1016/j.jpsychores.2019.05.001
http://www.sciencedirect.com/science/article/B6X3F-4JP9FY8-1/1/2cbc3d113ff80f757992f61865cc03e1
http://www.sciencedirect.com/science/article/B6X3F-4JP9FY8-1/1/2cbc3d113ff80f757992f61865cc03e1
http://www.sciencedirect.com/science/article/B6X3F-4JP9FY8-1/1/2cbc3d113ff80f757992f61865cc03e1
https://doi.org/10.1017/S1092852915000929
https://doi.org/10.1017/S1092852915000929
https://doi.org/10.1017/S1092852915000929
https://doi.org/10.2196/mental.8363
https://doi.org/10.2196/mental.8363
https://doi.org/10.2196/10200
https://doi.org/10.2196/10200
https://doi.org/10.1001/jamapsychiatry.2020.4364
https://doi.org/10.1001/jamapsychiatry.2020.4364
https://doi.org/10.1001/jamapsychiatry.2020.4364
https://doi.org/10.1097/j.pain.0000000000001296
https://doi.org/10.1097/j.pain.0000000000001296
https://doi.org/10.1017/S0033291723000338


cognitive-behavioral therapy for daily functioning in patients with
Parkinson’s disease: A randomized controlled trial. Journal of Parkinson’s
Disease, 10, 653–664. https://doi.org/10.3233/JPD-191894.

Kroenke, K., Spitzer, R. L., & Williams, J. B. W. (2001). The PHQ-9: Validity
of a brief depression severity measure. Journal of General Internal Medicine,
16(9), 606–613. http://www.scopus.com/inward/record.url?eid=2-s2.0-
0034853189&partnerID=40&md5=80d4d7003ef1c4915be17d3f259347ed.

Löwe, B., Decker, O., Müller, S., Brähler, E., Schellberg, D., Herzog, W., &
Herzberg, P. Y. (2008). Validation and standardization of the Generalized
Anxiety Disorder Screener (GAD-7) in the general population. Medical
Care, 46(3), 266–274. https://doi.org/10.1097/MLR.0b013e318160d093.

Mehta, S., Peynenburg, V. A., & Hadjistavropoulos, H. D. (2019).
Internet-delivered cognitive behaviour therapy for chronic health condi-
tions: A systematic review and meta-analysis. Journal of Behavioral
Medicine, 42(2), 169–187. https://doi.org/10.1007/s10865-018-9984-x.

Meyer, B., Weiss, M., Holtkamp, M., Arnold, S., Brückner, K., Schröder J., &
Nestoriuc, Y. (2019). Effects of an epilepsy-specific Internet intervention
(Emyna) on depression: Results of the ENCODE randomized controlled
trial. Epilepsia, 60(4), 656–668. https://doi.org/10.1111/epi.14673.

Patel, V., Chisholm, D., Parikh, R., Charlson, F. J., Degenhardt, L., Dua, T., &
Whiteford, H. (2016). Addressing the burden of mental, neurological, and
substance use disorders: Key messages from Disease Control Priorities, 3rd
edition. The Lancet, 387(10028), 1672–1685. https://doi.org/https://doi.org/
10.1016/S0140-6736(15)00390-6.

Price, A., Rayner, L., Okon-Rocha, E., Evans, A., Valsraj, K., Higginson, I. J., &
Hotopf, M. (2011). Antidepressants for the treatment of depression in
neurological disorders: A systematic review and meta-analysis of rando-
mised controlled trials. Journal of Neurology, Neurosurgery and
Psychiatry, 82(8), 914–923. https://doi.org/10.1136/jnnp.2010.230862.

Radford, K., Lah, S., Thayer, Z., Say, M. J., & Miller, L. A. (2012). Improving
memory in outpatients with neurological disorders using a group-based
training program. Journal of the International Neuropsychological Society
18(4), 738–748. http://europepmc.org/abstract/MED/22594962.

Schröder, J., Brückner, K., Fischer, A., Lindenau, M., Köther, U., Vettorazzi, E.,
& Moritz, S. (2014). Efficacy of a psychological online intervention for

depression in people with epilepsy: A randomized controlled trial.
Epilepsia, 55(12), 2069–2076. https://doi.org/10.1111/epi.12833.

Scott, A. J., Sharpe, L., Thayer, Z., Miller, L. A., Hunt, C., MacCann, C., &
Gandy, M. (2019). Design and validation of two measures to detect anxiety
disorders in epilepsy: The Epilepsy Anxiety Survey Instrument and its brief
counterpart. Epilepsia, 60(10), 2068–2077. https://doi.org/10.1111/epi.
16348.

Spitzer, R. L., Kroenke, K., Williams, J. B. W., & Löwe, B. (2006). A brief meas-
ure for assessing generalized anxiety disorder: The GAD-7. Archives of
Internal Medicine, 166(10), 1092–1097. http://www.scopus.com/inward/
record.url?eid=2-s2.0-33646815612&partnerID=40&md5=8c60e89dae20fc
8db442a4a58d8c5c30.

Ustun, T., Chatterji, S., Kostanjsek, N., Rehm, J., Kennedy, C., Epping-Jordan,
J., & Collaborators (2010). Developing the World Health Organization dis-
ability assessment schedule 2.0. Bulletin of the World Health Organization,
88(11), 815–823.

Waldron, B., Casserly, L. M., & O’Sullivan, C. (2013). Cognitive behavioural
therapy for depression and anxiety in adults with acquired brain injury.
What works for whom? Neuropsychological Rehabilitation, 23(1), 64–101.
https://doi.org/10.1080/09602011.2012.724196.

Wang, S.-B., Wang, Y.-Y., Zhang, Q.-E., Wu, S.-L., Ng, C. H., Ungvari, G. S., &
Xiang, Y.-T. (2018). Cognitive behavioral therapy for post-stroke depres-
sion: A meta-analysis. Journal of Affective Disorders, 235, 589–596.
https://doi.org/https://doi.org/10.1016/j.jad.2018.04.011.

WHO. (2020). Global actions on epilepsy and other neurological disorders.
Retrieved from https://apps.who.int/gb/ebwha/pdf_files/WHA73/A73_
R10-en.pdf.

WHO. (2022). Intersectoral Global Action Plan on epilepsy and other neurological
disorders 2022–2031. Retrieved from https://www.who.int/publications/m/
item/intersectoral-global-action-plan-on-eepilepsy-and-other-neurological-
disorders-2022-2031.

Zhang, Q., Yang, X., Song, H., & Jin, Y. (2020). Cognitive behavioral therapy
for depression and anxiety of Parkinson’s disease: A systematic review and
meta-analysis. Complementary Therapies in Clinical Practice, 39, 101111.
https://doi.org/https://doi.org/10.1016/j.ctcp.2020.101111.

Psychological Medicine 11

https://doi.org/10.1017/S0033291723000338 Published online by Cambridge University Press

https://doi.org/10.3233/JPD-191894
https://doi.org/10.3233/JPD-191894
http://www.scopus.com/inward/record.url?eid=2-s2.0-0034853189&partnerID=40&md5=80d4d7003ef1c4915be17d3f259347ed
http://www.scopus.com/inward/record.url?eid=2-s2.0-0034853189&partnerID=40&md5=80d4d7003ef1c4915be17d3f259347ed
http://www.scopus.com/inward/record.url?eid=2-s2.0-0034853189&partnerID=40&md5=80d4d7003ef1c4915be17d3f259347ed
https://doi.org/10.1097/MLR.0b013e318160d093
https://doi.org/10.1097/MLR.0b013e318160d093
https://doi.org/10.1007/s10865-018-9984-x
https://doi.org/10.1007/s10865-018-9984-x
https://doi.org/10.1111/epi.14673
https://doi.org/10.1111/epi.14673
https://doi.org/https://doi.org/10.1016/S0140-6736(15)00390-6
https://doi.org/https://doi.org/10.1016/S0140-6736(15)00390-6
https://doi.org/https://doi.org/10.1016/S0140-6736(15)00390-6
https://doi.org/https://doi.org/10.1016/S0140-6736(15)00390-6
https://doi.org/10.1136/jnnp.2010.230862
https://doi.org/10.1136/jnnp.2010.230862
http://europepmc.org/abstract/MED/22594962
http://europepmc.org/abstract/MED/22594962
https://doi.org/10.1111/epi.12833
https://doi.org/10.1111/epi.12833
https://doi.org/10.1111/epi.16348
https://doi.org/10.1111/epi.16348
https://doi.org/10.1111/epi.16348
http://www.scopus.com/inward/record.url?eid=2-s2.0-33646815612&partnerID=40&md5=8c60e89dae20fc8db442a4a58d8c5c30
http://www.scopus.com/inward/record.url?eid=2-s2.0-33646815612&partnerID=40&md5=8c60e89dae20fc8db442a4a58d8c5c30
http://www.scopus.com/inward/record.url?eid=2-s2.0-33646815612&partnerID=40&md5=8c60e89dae20fc8db442a4a58d8c5c30
http://www.scopus.com/inward/record.url?eid=2-s2.0-33646815612&partnerID=40&md5=8c60e89dae20fc8db442a4a58d8c5c30
https://doi.org/10.1080/09602011.2012.724196
https://doi.org/10.1080/09602011.2012.724196
https://doi.org/https://doi.org/10.1016/j.jad.2018.04.011
https://doi.org/https://doi.org/10.1016/j.jad.2018.04.011
https://doi.org/https://doi.org/10.1016/j.jad.2018.04.011
https://apps.who.int/gb/ebwha/pdf_files/WHA73/A73_R10-en.pdf
https://apps.who.int/gb/ebwha/pdf_files/WHA73/A73_R10-en.pdf
https://apps.who.int/gb/ebwha/pdf_files/WHA73/A73_R10-en.pdf
https://www.who.int/publications/m/item/intersectoral-global-action-plan-on-eepilepsy-and-other-neurological-disorders-2022-2031
https://www.who.int/publications/m/item/intersectoral-global-action-plan-on-eepilepsy-and-other-neurological-disorders-2022-2031
https://www.who.int/publications/m/item/intersectoral-global-action-plan-on-eepilepsy-and-other-neurological-disorders-2022-2031
https://www.who.int/publications/m/item/intersectoral-global-action-plan-on-eepilepsy-and-other-neurological-disorders-2022-2031
https://doi.org/https://doi.org/10.1016/j.ctcp.2020.101111
https://doi.org/https://doi.org/10.1016/j.ctcp.2020.101111
https://doi.org/https://doi.org/10.1016/j.ctcp.2020.101111
https://doi.org/10.1017/S0033291723000338

	The wellbeing neuro course: a randomised controlled trial of an internet-delivered transdiagnostic psychological intervention for adults with neurological disorders
	Method
	Participants
	Randomisation
	Procedures
	Outcome measures
	Statistical analysis

	Results
	Discussion
	Acknowledgements
	References


