Hong Kong Journal of Mental Health
2010, 36(2), 57-62

W C Chan
S h y u , Y. I . , Ya n g , C . T. , Yi p , P. K . ( 1 9 9 6 ) .
Community-based integrated home care model
for the demented patients and their families. The
Kaohsiung Journal of Medical Sciences, 12, 359369.

Shyu, Y.I., Yip, P.K., Chen, R.C. (1996). Caregiving
experiences of family caregivers of elderly
persons with dementia in Northern Taiwan.
Kaohsiung Journal of Medical Sciences, 12, 50-61.

Wang, H., Yu, X., Levkoff, S.E. (2005). Mental
health status and coping strategies of dementia
patients’ caregivers of diverse ethnicities: a crosscultural study. National Medical Journal of China,
85, 2966-2970.

Yu, E.S., Liu, W.T., Wang, Z., Levy, P.S., Katman,
R., Zhang, M., Yu, G., Chen, F. (1993). Caregivers
of the cognitively impaired and the disabled in
Shanghai, China. In S.H. Zarit, L.I. Pearlin and
K.W. Schaie (Ed.), Caregiving Systems: Formal
and Informal Helpers (pp. 5-30) . New Jersey:
Lawrence Erlbaum Assoc.
Yue, P., Fu, Y., Shang, S., et al. (2006). Reliability
and validity of the Caregiver Burden Inventory.
Chinese Mental Health Journal, 20, 562-564.
Zarit, S.H., Reever, K.E., Bach-Peterson, J. (1980)
Relatives of the impaired elderly: correlates of
feelings of burden. Gerontologist, 20, 649-655.

World Health Organization. The global burden of
disease: 2004 update. Available from http://www.
who.int/healthinfo/global_burden_disease/GBD_
report_2004_update_ full.pdf [accessed on 7 May
2010].

Zhang, M., Xu, M., Du, Y. (2006). A study of the
psychological states of people nursing the senile
dementia. Chinese Journal of Clinical Psychology,

Wu, H.Z.Y., Low, L.F., Xiao, S., Brodaty, H. (2009).
Differences in psychological morbidity among
Australian and Chinese caregivers of persons with
dementia in residential care. International Journal

Zhang, S., Li, N., Bu, X. (2007). Co-relationship
study for the quality of life and social support for
dementia’s caregiver. Journal of Nurses Training,

14, 401-409.

22, 2219-2220.

of Geriatric Psychiatry, 24, 1343-1351.

Wu. W., Zhang, M., He, Y., et al. (1995). Feeling of
burden, psychological well being, and associated
factors in caregivers of demented elderly. Chinese
Mental Health Journal, 9, 49-52.

Ye, Y., Gao, Y., Zhu, J. (2008). Reliability and
validity of caregiver grief inventory for senile
dementia patients. Chinese Nursing Research, 22,
872-873.

Zhang, S., Li, N., Zhang, Y. (2004). Correlation
studies of trouble from caregivers of senile
dementia patients and life quality. Journal of
Practical Nursing, 20, 58-59.

賈曉九 (2001) ：〈人口老齡化與中國老年社
會福利事業的發展構想〉。見竇玉沛(編)：
《重構中國社會保障體系的探索》，頁244256。北京：中國社會科學出版社。

Copyright © 2010 by
The Mental Health Association of Hong Kong

Internet-based Treatment of Anxiety and Depression*
Professor Gavin Andrews
Professor
School of Psychiatry
The University of New South Wales, Sydney

It is a pleasure and an honour for me to
be here. I first worked in Asia in 1970 for
the World Health Organization in Malaysia,
Kuala Lumpur, designing a psychiatry training
programme for Malaysia. I was much younger
then. Professor Yap’s reputation was extremely
well-known to me, and when he died in 1971,
I was in Europe in contact with the WHO.
People kept saying, “That’s your area and you
must know him because he is so famous.” So
it is an honour for me to give this lecture.

the burden of diabetes plus arthritis. They
are serious and we have to keep saying that
about common mental disorders. They are the
principal cause of disability in the world and
they are not really well treated by medication
or face to face therapy perhaps largely because
adherence is the problem. Patients don’t have
to take medication and, contrary to behaviour,
they don’t always do what they should do. So
the real question we asked was would internet
therapy do better?

I don’t mean to do radical things. As you
get older, you do more conservative things.
But what we’re doing is now treating people
when they’re at sea, treating people with
anxiety depressive disorders over the web. It
just seems wrong. But we’re 2500 patients in
now we’re treating and I’m starting to believe
that what we are doing is true. Now I have
three things I would like you to think about
– why on earth does this work? What does
it mean to our understanding of depressive
and anxiety disorders? After all, we’re just
teaching people new skills. How can it be
possible that these chronic disorders disappear
and what’s the role of internet therapy in the
health services?

It is important to realize that anxiety often
causes depression so if you’ve got social
phobia, it’s very likely you’re depressed as
well. I’m of the generation that doesn’t really
understand the relationships. There are quite
a few websites for what we do overseas, which
provide therapy on line. One program used by
Professor Gavin Andrews and his colleague
Cuijpers at the University of New South Wales
set up immediate results. We do what we do
in our face to face meetings and transported it
onto the web. The 10 week programme, people
will do the fixed lessons and the homework
on a training worksheet. There are so many
people in Australia with anxiety disorders
and depression, there probably aren’t enough
physicians to go around and this could be one
solution. This programme treats people who
are mild, moderate or severely depressed. It
does not want to treat people who are actively
suicidal.

Depression and anxiety disorders are
seven percent of the burden of human diseases
and I have to keep saying this in case there
are any physicians in the audience who fear

*Transcript of the presentation at the 19th Yap Pow-meng Memorial Lecture of the Mental Health Association
of Hong Kong delivered on 24th June 2010.
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Professor Gavin Andrews
We’ve now done 14 randomized control
trials with 1200 people. We’ve done them in
depression and in social phobia and in panic
and generalized anxiety disorder. We get the
same results in all of them. The patients are
severe and they make the same progress. Most
drug trials have nominated to treat three or
four or five. Treat five and get one better. We
treat two and get one better. Allowing all based
on intentions to treat calculations, that is if
people drop out, they are counted against you.
It seems even better at six months and there’s
very little clinician time involved.
Our receptionists or nurses do just as
well, to remind people to keep working at
the programme. It’s through all the skills this
whole room has built up, the professional
skills, are complimentary to the programme.
In other words we should let the programme
do its work and then we pick up the people
who haven’t gotten better, which is what we’re
doing in our own clinic now. With those people
it’s standard care when those people are first
referred to us. Of the first 100 people, 99 said
“yes, I’d love to do that”. When they’re not

sufficiently better at the end, we’re very happy
to see them face-to-face, and for clinicians,
that’s a good job because now nothing is
routine. 80% of the people over the web
complete their course, which is enormous to
have that level of adherence.
At the start, 60% were completed. Of the
completed, 1/2 were mild, 3/8 were moderate,
1/8 were severe, which is really primary care
distribution of depression. These were people
who heard about us over the media and they
volunteered for treatment. Eight or nine out of
ten either had their onsurge of first depression
early and had had many episodes, had had
years of depression and had been commonly
depressed at least for the last two years. These
were not trivial cases. After treatment ¾ no
longer met criteria for depression – only one
of this particular sample was moderate and
none stayed severe (Figure 1). These are to
my view uncanny results. We’ve never had
results like this before and I’ve done numbers
of longitudinal studies of treating people with
depression. It took me by surprise and I’m sure
it surprises you.

Figure 1: Outcome of 10 weeks internet-based treatment
There is a group of people with social
phobia. Some had social phobia alone, some
had social phobia and depression, some had
social phobia and GAD (General Anxiety
Disorder) and some had social phobia and
depression and GAD. On the social phobia
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measure, all four groups just got better. Of
those who were most severely morbid, they
improved slowly. They improved at the same
rate but they were more severe to start with.
If you look at the depression measure, it came
down very smartly in the people who had
Hong Kong Journal of Mental Health
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become morbid with depression. If you look at
the GAD measure, it came down very smartly
in the people who had become morbid with
GAD. A treatment aimed at social remedy
just remedies major depression disorder
and General Anxiety Disorder. In fact, we
have now experimentally been doing transdiagnostic treatment over the web. We’ve
developed a programme to deal with people
who have social phobia or panic disorder
or GAD or major depression. Diagnose is
unspecified. We’ve certainly specified but
things just get better.
I’ve spent the last 10 years working with
the American Psychiatric Association on the
new DSMV. All that labour to define it in
an elegant way. So we’ve done a systematic
review of the world literature and we found 22
high quality studies. There were six studies
of depression, eight studies of social phobia,
six studies of GAD. The whole thing is
homogenous. It doesn’t matter the diagnosis.
Everyone does equally well. That’s something
I certainly was never trained to conceptualize.
The other important thing is that this represents
seven different countries and eight different
groups, all getting the same results. So what I’m
telling you today is not unique to us. It’s just
that now everyone is doing it and getting the
same results.
We’re starting to roll out for the last
six months. I’ve been going to divisions of
general practice in Australia and talking to
rural doctors by the website www.crufadclinic.
org. All our research papers, 20 of them now
are on the website, for patients to read and
for doctors to read. We’ve got courses about
mental health,and we’ve got courses about
physical illness, because at the beginning the
clinicians said to us that you’re got to do better
than just anxiety and depression. Otherwise
your programme will be known as the ‘mad’
programme. Stigma is alive and well in
Australia. So we’ve now got patient education
Hong Kong Journal of Mental Health

courses for people with diabetes, arthritis and
heart failure and so on. There’s a common
design. We started off with interactive courses
tailored to the individual but we ended up with
one size fits all, just simple skill remedies.
Each course has six lessons, a cartoon story
(Figure 2). There are written instructions,
and they really are the heart of it. If you give
patients handouts to take home and read, they
never do. But by seeing the cartoon stories,
they say “That’s me!” We’ve got testimonials
from patients. We’ve got additional material
like relapse prevention. We ought to talk
about what you do when you relapse. I was
too scared to do that. But the patients email
us and say, “Thank God for lesson 6. Of
course I know about this. I’ve had five or six
episodes before. Just finding someone honestly
talking to me about this was tremendously
encouraging.”
We’re currently developing a set of
programmes for Chinese Australians. The two
psychologists who work with me, Chinese
Australians, have put a lot of work into it. I’m
quite surprise because the cartoon re-drawn is
much prettier. How do I make it clear? I’d like
to tell you a story about my experience with
depression.” “The core of those troubles is
the fear I have within myself, which is really
the core issue in depression. It’s not what’s
outside; it’s what’s inside.” Nothing seems fun
any more, life has lost its colour”. It follows
exactly our story. We have no idea whether
it’s going to be culturally appropriate. We’re
about to start on a randomized control trial.
It’s not available for others to use yet until
we’ve shown that it works because we don’t
like sending things out if we don’t know if it
works.
Here’s our story of a lady with worry
disorder, generalized anxiety disorder. I think
this describes it. “What if I forget something
the kids need for school? I’ll look like a bad
mother...The teachers won’t write a good
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How effective is it? This is our own clinic
where we took people and we’re comparing
face-to-face versus internet based CBT. The
two groups end up in exactly the same spot.
The difference is that on face-to-face therapy
we spent 13 times the amount of time with the
patient. Internet therapy got the same result in
1/13th of the time (Figure 3).

Patients love it. Someone logged in and
gave us this quote. “I found the first session to
be great. I was sceptical. It’s got a professional
feel about it. After spending years explaining
my symptoms to the doctors and psychologists,
it was a relief to find out where I could get on
with fixing the problem.” We are culpable as
a profession. We spend endless time taking

Figure 2: Cartoon story of CRUFADclinic Course
recommendation for the kids’ high school
applications, and they won’t get a good
education so they’ll never get a decent job.”
GPs tell us, “Gavin, we see people like this
every day.”
On the first day we launched this
programme, five women rang up and said “How
do you know how I think?” So somehow the
cartoon format reaches inside people so they
say, “This is me. I ought to pay attention and
learn.” That’s our friend with social phobia.
That’s our lady with striped hair. The girl with
panic disorder and agraphobia. The contact
stories are important because I think they let
people identify and they then want to work
harder.
Clinicians register and they get a book
of prescriptions for their patients. Each
prescription tells a patient how to log on, and

60

2010_Dec_JOURNAL_v02.indd 60-61

each prescription is linked to the subscribing
clinician who gives email feedback to update
each lesson. The clinician remains clinically
responsible. ..... Our clinicians, meaning
anyone who’s clinically responsible, they can
be psychologist, social worker, nurse, doctor
or sychiatrist. As long as they are clinically
and legally responsible for their patient,
we’re delighted for them to log on and use
the system. The prescription tabs include
panic disorder, social phobia, pressure and
general anxiety disorder. There’re also school
problems, substance abuse and anxiety and
depression programmes, for prevention of
these disorders in teenagers, for parents to use
with those teenagers. This is no miracle. We
have no evidence that it works people who are
actively suicidal. Please exclude people, even
though they’re depressed, with a history of
schizophrenia, or bipolar disorder or substance
use disorder or personality disorder.
Hong Kong Journal of Mental Health

*Effectiveness iCBT = face to face CBT.
*Efficiency 13:1

Figure 3: Comparison of face to face CBT and internet-based CBT
people’s stories and precious little time fixing
them.
We’ve taken feedback from those out in the
field who have been using it. We’ve developed
a system check so that the consumers can get
in easily. We’ve got all types of reminders to
keep them doing their medicines. We’ve got
good feedback for clinicians. And if the person
types in a score with a measure of distress, the
clinician gets an automatic email which says,
“Alert. Molly’s ... score has jumped by four
points. We suggest you review this.” We also
Hong Kong Journal of Mental Health

send an email to Molly saying, “Not so right
this week. We think you should go back and
see your clinician.” Patients seem to like that
and the clinicians seem to value it. Clinicians
can actually see patient lists to see how they’re
doing. We’ve let consumers download a letter
off the website and take it to their clinicians
and say, “Would you prescribe this for me?”
Clinicians are enormously offended by this
and ring me.” We keep talking to the clinicians
and if they won’t move in the right direction,
we’ll use their patients who are fairly good at
making clinicians behave in the right way.
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I’m not so innocent to believe that when some 50 year old man commits suicide while doing
my programme for depression, his angry 25 year old lawyer-daughter won’t look around for
people to sue; she will join the action with the doctor who prescribed it and the university and
the hospital. We will simply say research started, this programme is without fear; it would have
been negligent not to use it. I’ve no idea what the judge said because we do not know how many
suicides we’ve already prevented BUT through much time and 3000 patients’ve been through
this programme. We’ve solid evidence of their numbers. The lack of it occurs when people don’t
do the programme.
Since January 1, 471 people with
depression have registered, 319 had time to
complete but only 99 have completed. The
adherence rate, or completion rate, is way
below what we do research–wise. In anxiety,
the same sort of feature – way below what we
can do. There are big numbers. In the first three
months of the year close on 1000 people are
doing these two courses. We took note of this
and we’ve already instituted changes to make
certain that we’ve got automated reminders for
people to keep them at it, and we keep scrutiny
to the clinicians. This is not, “Do this course
and don’t bother me for three months’’. This
is, ”Do this course and either I or my practice
nurse or my receptionist will ring you or email
you weekly to keep you going. After all it
doesn’t take much time.”
So we have a new way of curing anxiety
and depression disorders. It’s more effective
and cheaper. It’s loved by the patients. And
there’s slow uptake by the clinicians. I’m
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really glad we can have a conversation about
what I think is unnatural; it wasn’t what I was
trained for. These are some of the answers
to the questions: why does it work? What’s
it mean to our understanding of anxiety and
depression. And what’s the role of iCBT in a
health service?
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Mental Health in Action
Activities of the Association, July to December 2010
明途聯繫有限公司業務發展
Business Development of MentalCare Connect Co. Ltd.
明途聯繫有限公司為香港心理 生會附屬公司，成立於2002年，是香港具規模的「社會企業」之
一，積極結合官、商、民三方的資源，透過經營便利店、復康用品專賣店、「復康速遞」直銷業
務及清潔業務，為殘疾人士及弱勢社群創造就業機會，所得盈利全投放於企業的發展用途。現
時公司總僱員人數為210人，其中165人為殘疾人士及弱勢社群。2009年度的營業收入超過港幣
三千八百萬元。
MentalCare Connect Co. Ltd., a Subsidiary of the Mental Health Association of Hong Kong), founded in
2002, is one of the well-established “Social Enterprise” in Hong Kong. The Company proactively merges
resources from the Government, the business entities and the public to create employment opportunities
for the disabled and disadvantaged people. Business scopes include convenience stores, rehab shops,
Rehab Express direct sales and cleansing service. The operating surplus is fully reinvested in the business
development itself. At present, the total no. of staff is 210, amongst 165 of them are disabled and
disadvantaged people. Turnover exceeded HK$38 million in the year of 2009.

抑鬱症及焦慮症的互聯網治療法

公司近期的成就及發展包括：
The recent achievement and development of the
Company included:

抑鬱症和焦慮症是常見的精神病，它們
共佔澳洲人類疾病經濟負擔的百分之七。
如何有效為患者提供治療，一直是各界關
注的議題。本文介紹澳洲悉尼#設計的「互
聯網治療法」，透過網上的互動功能，嘗
試為抑鬱症及焦慮症病人進行診斷及處
方。他們亦透過互聯網推行精神健康教育
工作及認知行為治療，獲得正面的成效。

《壹週刊》「服務第壹大獎」
明途聯繫有限公司榮獲2010年度的《壹週刊》社會
企業「服務第壹大獎」，成為同業的典範。獲得此
獎項是對我們致力提供優質服務的最大認同和鼓
勵。

Next Magazine’s Top Service Awards

The Company was honoured to receive the Next Magazine’s
Top Service Awards 2010 in the Social Enterprise category
and thus established itself as a model in the field. The award
gave enormous recognition and encouragement to our utmost
dedication to service excellence.

#網址 (Website): http://www.crufadclinic.org/
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