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Abstract

Background: Digital mental health interventions are increasingly used to scale up access to mental health support, yet very
few mental health apps are empirically supported, with high attrition rates. The therapeutic alliance between therapists and
clients is a key factor in predicting psychological therapy retention and outcomes. Understanding how this concept translates
to the digital context, the so-called digital therapeutic alliance (DTA), may help enhance retention and outcomes in digital
mental health.

Objectives: To explore and conceptualise the DTA with mental health interventions delivered by standalone apps. Specifically:
(1) whether people with mental health difficulties form an alliance with mental health apps; (2) what constitutes the DTA; and
(3) the similarities and differences across the traditional therapeutic alliance and DTA.

Methods: Qualitative semi-structured interviews were conducted with 17 individuals utilising mental health apps. Interview
topic examples included rationale for app support, goals around app use and perceived connection. Interviews were ana-
lysed using thematic analysis.

Results: Five core themes were identified: (1) connection with ‘an other’; (2) accessibility; (3) choice and empowerment; (4)
goals and expectations: having lower expectations than in-person support; and (5) safe place: non-judgemental, loyalty,
trust.

Conclusions: The study strengthens support for the concept of the DTA but adds to existing knowledge by suggesting that the
DTA needs to be conceived differently to the traditional therapeutic alliance. App developers can enhance alliance by paying
particular attention to the use of human voice features, validating statements, personalised interfaces, and multiple options
for activities and strategies.
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Introduction
The global prevalence of mental health disorders is increas-
ing.1 According to data from the Officetable for National
Statistics,2 the proportion of people with depressive symp-
toms in the UK has doubled since the onset of the
COVID-19 pandemic. Despite the urgent need for mental
health care, there is significant disparity between those
who require it and those who have access to it. The
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COVID-19 pandemic and the resultant disruptions in
mental health care delivery, coupled with an escalation in
service demand, intensified the existing challenges related
to timely access to mental health services.2 Consequently,
these circumstances catalysed the digital transformation of
healthcare,3 with a noticeable surge in the development
and evaluation of digital health interventions (DHIs).
DHIs are defined as the delivery of health care through
digital and mobile technologies.4 DHIs can enhance the
availability and accessibility to evidence-based treatment5

and may assist in engaging hard-to-reach groups by offering
greater anonymity and reducing stigma or discomfort in
sharing mental health experiences compared to traditional
in-person interventions.6 The widespread availability of
smartphones has given rise to DHIs being delivered via
smartphone applications (apps). Digital health apps
include apps for self-monitoring symptoms7 and delivery
of therapeutic techniques and strategies, such as mindful-
ness8 and cognitive behaviour therapy.9 Apps are increas-
ingly used for treating mood and anxiety disorders, either
with or without therapy assistance.10–12 DHIs have an
emerging evidence base, with recent systematic reviews
and meta-analyses demonstrating their effectiveness in
improving various mental health difficulties, especially
common mental health problems, such as anxiety and
depression,13,14 but also in more severe mental problems
such as psychosis.9 Despite the availability and popularity
of mental health apps on app stores15 attracting several
thousand monthly active users,16 mental health-based
apps have high rates of attrition over time.17,18 Poor
design and lack of personalisation are considered major
contributing factors.19 Despite these rather consistent find-
ings in the literature, the reasons for high attrition rates
have not been well investigated from the user’s perspective.
In face-to-face therapy, high rates of attrition are associated
with the therapeutic alliance (TA20).

The TA consistently predicts engagement and outcomes
across therapeutic modalities.21,22 The TA typically refers
to the relationship between the client and therapist, with
Bordin’s23 widely adopted conceptualisation of the TA
as: (1) shared goals; (2) mutual agreement on tasks; and
(3) the development of a bond, involving a level of trust.
Bordin (1979) further described the alliance change
process as ‘a person who seeks change and the one who
offers to be the change agent,’ (p. 252). Several studies indi-
cate the existence of the so-called ‘digital therapeutic alli-
ance’ (DTA), a concept that applies the notion of the TA
to online and digital therapies.24

A growing body of research has shown that the DTA can
have a similar effect to in-person TA.25 Moreover, the DTA
has been rated highly even in the absence of therapist
contact,26 implying that the physical presence of a therapist
is not necessary for establishing a DTA. However, it
appears the DTA has a weaker association with therapeutic
outcomes than the TA with in-person contact.27 Therefore,

it is possible that the TA may play a different role in DHIs
than with in-person interventions.

The idea that users can form a TA with fully automated
DHIs is less intuitive than the conventional TA between
humans. However, fully automated DHIs hold unique
value due to their accessibility, and some users prefer
unsupported (absence of therapist) DHIs because they per-
ceive them as trustworthy, to be less judgemental than
therapists, and feeling more comfortable being
honest.28,26 Clarity around the DTA has also been consid-
ered a top ten research priority in the James Lind Alliance
priority setting partnership.29 However, research into the
DTA is nascent, with a small number of studies exploring
the DTA with fully automated apps. One narrative review
of five studies by Henson and colleagues30 concluded that
the nature and significance of the DTA with apps remains
ambiguous due to measurement challenges, especially
where TA measures have simply adapted items to reflect
the digital context. Another review31 that examined the
DTA with fully automated apps suggested conceptualisa-
tion of the DTA differs from the TA. Tong and colleagues
(2022) proposed that the role of bond, as conceptualised in
the TA literature, may be less applicable in the DTA
context, and that human emotions such as empathy are
hard to achieve in digital contexts. The studies reviewed
assessed the DTA using quantitative scales that were origin-
ally designed to measure the more traditional TA,26,32,33

such as the Working Alliance Inventory-Short Revised
(WAI-SR34) and the mobile Agnew Relationship Measure
(mARM).35 Both measures are based on Bordin’s (1979)
alliance model, but substitute items for the digital context;
for instance, the mARM replaces the word ‘therapist’ for
‘app’. Using such methods to develop measures assumes
that the dimensions of the DTA are similar to those of the
TA; however, further empirical investigation is needed
given the DTA seems to have a weaker association with
therapy outcomes than the TA,27 and that human concepts
may not be transferable to the digital context.31

A recent qualitative study by Tong and colleagues36 with
20 users of mental health apps explored the key dimensions
of the DTA with fully automated apps. Findings from this
study showed that the DTA can be built through account-
ability, openness, flexible interactions, emotional support
and connections with apps. Accountability refers to the
individual’s willingness to start and maintain the relation-
ship with the app and openness refers to the degree to
which individuals feel able to report on personal informa-
tion. Flexibility was defined in terms of time, location, dur-
ation and function. Although the authors argued that the
concept of bond was less important in the digital context,
individuals did feel a sense of emotional connection and
support from the apps. Additionally, the role of goals, a
core component of Bordin’s conceptualisation of the TA,
was not found to be a key process within the DTA. This
finding contradicted a study by Darcy et al.,26 which
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found that goals were rated highest on the WAI-SR, with
the ‘Woebot’ chatbot app, a finding also supported by
Prochaska and colleagues’.37 A limitation to Tong
et al.’s35 study was the use of a non-clinical population, par-
ticularly as research suggests non-clinical populations have
a more positive attitude towards DHIs.38 A further limita-
tion is that the sample was not culturally diverse, which is
a particularly important limitation given research suggests
that marginalised groups are more likely to access mental
health support through DHIs due to ease of accessibility,
issues of stigma and financial costs.39,40 More research is
therefore needed to understand the role of the DTA across
a heterogeneous population, including people with mental
health problems and across diverse cultural backgrounds.
Given the inconsistent findings in the literature, further
exploration and clarity around the DTA in relation to the
role of goals is also required.

To address these gaps in the literature around the nature
of the DTA in the context of standalone apps, and continue
to advance our conceptualisation and understanding of the
DTA specifically from a diverse group of users experien-
cing mental health difficulties, our aims were to explore:
(1) whether people form an alliance with a DHI delivered
by standalone apps; and (2) what constitutes the DTA
with standalone apps (i.e. without human support).
Qualitative methodology was used to allow for in-depth
exploration of user’s experience of the DTA, which is a
still relatively nascently explored area. As research to date
has largely concentrated on quantitative methods of DTA
measurement, it is important to explore the construct sub-
jectively to explore whether additional features not captured
in current DTA measures might be important.

Methods

Design

Qualitative design with online, individual semi-structured
interviews with individuals who were currently using, or
had recently used, existing apps downloaded from app
stores, for mental health support. Data was analysed using
Braun and Clarke’s41 reflexive approach to thematic ana-
lysis. A critical realist epistemological and ontological
stance was adopted,42 which recognises that data cannot
directly represent reality but is rather influenced by one’s
experience and position within the social world.43

Consequently, the researchers considered their reflexive
positioning throughout the study process.

Participants

Eligibility criteria: (i) individuals who self-identified as
having a mental health difficulty, and either currently, or
in the past six months, were receiving mental health care
treatment and/or had a mental health diagnosis; (ii)

currently using/used a smartphone app specifically for
mental health difficulties (within the last six months, in
order to be able to accurately recall and reflect on their
experiences), (iii) English speaking (due to not having
translation costs); (iv) aged 18 or over; and (v) capacity
to provide informed consent. The criterion for using a
smartphone app for mental health difficulties was guided
by the National Institute of Mental Health 2020 classifica-
tion of apps, which included apps that facilitate self-
management of symptoms/illness, cognition improvement,
skills-training, social support, and assessment. Users regis-
tered their interest with author RB who screened potential
participants against the eligibility criteria. One user with-
drew following consent due to personal circumstances. A
final sample of 17 users took part. Participants were
offered a £10 voucher to reimburse their time and
contribution.

Procedure

Ethical approval was granted by the University Research
Ethics Committee (UREC reference 2020-10206-16772).
Participants were recruited via social media and through a
university counselling service and University email bulle-
tins and posters. Attempts were made to recruit a sample
that reflected people who had experienced a range of
mental health difficulties, across a range of backgrounds
and ages, in line with qualitative methodology of explor-
ation of different experiences.44 Therefore, a log was kept
monitoring individual characteristics and where gaps were
identified a more purposive approach to recruitment was
used to target certain populations. For example, we initially
recruited a higher proportion of female participants so
adapted our advertising materials to highlight that we were
particularly interested to hear from males. Participants pro-
vided written informed consent and completed a series of
questions collecting demographic information and questions
around app use to contextualise the sample. These questions
were piloted with a lived experience advisory panel.
Interviews were conducted by author RB, who had training
on qualitative interviews during clinical psychology doctoral
training, and training with feedback on interview technique
and style with qualitative researchers offering extensive
qualitative experience whilst working on a large-scale
research project. RB also had prior experience conducting
qualitative interviews. Interviews followed a topic guide
(Supplemental Table 1) developed by the research team
and informed by previous literature and Bordin’s (1979)
TA conceptualisation model. Input on the topic guide, specif-
ically, the content and language, was received from a lived
experience advisory panel; the topic guide was adapted
based on feedback. Pilot interviews were also conducted to
help the development. Interviews took both an inductive
and deductive approach (drawing on the in-person alliance).
Initial interview questions explored general experience of
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apps. Open-ended questions pertaining to TA experiences
were in response to users spontaneously reflecting on an alli-
ance or using alliance terminology (e.g. connection).
However, if, towards the middle of the interview, the user
had not described any experiences in relation to an alliance,
specific questions were asked. For example, the interviewer
explored views on the idea of a connection, and goals were
specifically explored to reflect the lack of clarity around
this latter concept identified in the literature.36 The topic
guide was revised to allow for additional exploration of
areas that surfaced in the initial five interviews. Interviews
took place via online videoconferencing platforms were
audio-recorded using an encrypted digital recorder and
lasted between 35 and 75 min (M= 47 min, SD= 9.4). In
line with qualitative research, recruitment ended when data
sufficiency45 was reached; specifically, based on analysis
of transcripts and an agreement within the research term
that no additional themes were generated from the data.

Data analysis

Interviews were anonymised and transcribed verbatim by
author RB. Transcripts were stored and managed in
NVivo.46 Pen and paper methods were also used to
support final theme generation for a deeper immersion
into the data. Thematic analysis39 was considered the
most appropriate method to analyse the data because of
the flexibility it offered to structure and organise the data,
allowing for both inductive and deductive theme gener-
ation.47 Specifically, some codes were informed by existing
theoretical constructs around the TA (i.e. goals), thus
resembling a deductive approach, alongside researchers
seeking patterns in the data to build theory around the
DTA, offering an inductive approach.48 Data analysis con-
sisted of the following six stages:39 (i) data familiarisation
(accuracy checking of transcripts and familiarisation with
dataset by repeated reading of transcripts and listening to
audio recordings, facilitating immersion); (ii) initial code
generation (author RB organised the data by semantic
coding on NVivo; authors SB and KB independently
coded two transcripts to ensure rigour); (iii) generating
(initial) themes (codes grouped together and mapped onto
provisional themes to promote flexibility with generating
themes); (iv) reviewing themes (data set was reviewed by
the authors to refine themes, ensure themes were reflective
of the source data and related to the aims of the research);
(v) theme defining and naming (themes finalised by
cycling between the data and themes to organise the story
in line with the research question; quotes identified to
support themes); and (vi) report production. Throughout
coding and theme generation, differences in opinions
between the authors were managed through reflexive dis-
cussions and reviewing the data together. There was no
attempt to determine intercoder reliability, as this can
contradict the interpretive agenda of qualitative research.39

Reflexivity and rigour

Author RB kept field notes and a reflexive log following
interviews.49 This process of reflexivity was used to help
ensure rigour and quality of the research through explicitly
stating and understanding how the researchers’ position and
experience impacted the data.50 For example, reflective logs
were used to consider how interviewer questions and inter-
viewee responses influenced researchers’ own views about
the topic. Author RB is a trainee clinical psychologist, new
to the field of the DTA, with clinical therapeutic experience
working mostly in-person with individuals. Authors SB and
KB have experience in digital mental health, are involved in
clinical trials implementing DHIs, and are experienced
qualitative researchers. All authors acknowledge that their
experiences may have contributed to the collection and
interpretation of data, including interpreting data in terms
of relationships. Notably, the authors were aware of inter-
secting relationships between themselves and the research
users and their identity as a healthcare professionals and
researchers.

Results

User characteristics

Seventeen (3 male, 14 female) participants aged 21–52
years (M= 30, SD= 8.3) took part. All participants self-
identified as having a mental health difficulty, with the
majority having received a formal diagnosis (13/17,
76%), including depression, anxiety, personality disorders,
schizophrenia, bipolar, post-traumatic stress disorder, and
obsessive-compulsive disorder. Some participants were
currently in receipt of mental health services (6/17, 35%),
and most had previously, or were currently accessing, psy-
chological therapy (9/17, 29%). Around half of participants
were from black and ethnic minority backgrounds (8/17,
47%). Participants characteristics are summarised in
Table 1. All participants were currently using apps for
mental health support. Table 2 describes app characteristics;
apps used by participants included mindfulness and medita-
tion (n= 19), tracking apps (n= 7), therapeutic skills
(n= 7), chatbot (n= 2), psychoeducation (n= 2) and jour-
naling (n= 1).

Contextualising app usage

Participants described initially seeking support from apps
for several reasons, including: (i) support being unavailable
from services and subsequently apps being recommended
by professionals (‘…I was told we [a mental health
service] have a waiting list, here’s some apps instead’,
Participant 11); (ii) reservations around confiding in
people (‘I think I just kind of struggle to communicate
kind of generally with other people anyway, so I think the
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app is, just a bit, it’s a bit easier’, Participant 08); and (iii)
in response to marketing strategies promoting apps (‘…
headspace is advertised a lot on, erm TV. So, I saw about
headspace, and I also read it in erm online, in a newspaper
as well, so it was promoted, so I downloaded it’, Participant
05). Furthermore, users described using apps for: (i) mood
tracking (‘You can track it, so you can look back on
diaries tracking mood’, Participant 15); (ii) symptom man-
agement (‘helping you to calm down in that moment’,
Participant 13); (iii) messenger functions (‘…the one
with chatbot’, Participant 18); and (iv) therapeutic skills
(‘I use them mainly for meditation and mindfulness’,
Participant 05).

Key themes

Five distinct but inter-related themes were developed: (1)
connection with ‘an other’; (2) accessibility; (3) choice
and empowerment; (4) goals and expectations; and (5)
‘safe place’. There were 11 subthemes across the themes,
summarised in Table 3. Theme one pertains to whether an
alliance can be formed with an app, and themes two to
five relate to the key components for conceptualising the
DTA, drawing on comparisons from in-person alliance.
The theme names were selected to represent the core
concept of the theme. With the exception of the goals,

Table 1. Participant demographics.

Demographic information N Percentage

Age

18–24 6 35.3%

25–29 2 11.8%

30–34 5 29.4%

35–39 3 17.6%

40–44 0 0.0%

45+ 1 5.9%

Gender

Male 3 17.6%

Female 14 82.4%

Ethnicity

White British 9 52.9%

British Asian 5 29.4%

Mixed/multiple 3 17.6%

Employment status

Employed 6 35.3%

Self-employed 1 5.9%

Student 6 35.3%

Unemployed 4 23.5%

Living situation

Lives alone 5 29.4%

Lives with partner 3 17.4%

Lives with others 9 52.9%

Marital status

Single 12 70.6%

Co-habiting 1 5.9%

Married 2 11.8%

Divorced 2 11.8%

(continued)

Table 1. Continued.

Demographic information N Percentage

Mental health diagnosis?

Yes 13 76.5%

No 4 23.5%

Current mental health service involvement?

Yes 6 35.3%

No 12 70.6%

Currently receiving psychotherapy?

Yes 4 23.5%

No 13 76.5%

Previously received psychotherapy?

Yes 5 29.4%

No 12 70.6%
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Table 2. Details of apps participants used.

Participant
Goals for using mental health app
support App/s used Main function of app/s

Time using
apps

Frequency of
app use

P01 To better manage mood and to feel
calmer

Headspace Meditation 2 years Daily

P02 To ground self when dissociating Brain in hand
Insight timer

Traffic light system to
manage mental health
and access support

Meditation

2 years Monthly

P04 To help with sleep and anxiety Headspace Meditation 1 year Weekly

P05 To help with sleep and anxiety. To feel
calmer

Headspace
Calm

Meditation
Meditation and sleep

8–9 months Weekly

P06 To support overcoming challenges with
anxiety, i.e. appointment attendance

Headspace
Brain in hand

Meditation
Traffic light system to

manage mental health
and access support

4 years Daily

P07 To reduce daily anxiety and stress
symptoms by calming self

Balance
My life
Headspace

Meditation
Meditation
Meditation

2 years Every few
days

P08 Document thoughts to identify patterns
and mood fluctuations

Pixel Journaling and mood
tracking

3 months Daily

P09 General support for wellbeing- to
improve focus and sleep

Headspace
Calm

Meditation
Meditation and sleep

3 months Daily

P10 To help relax before bed and to keep
on track of positive activities

Insight timer
Habit tracking

Meditation
Behaviour tracking

18 months Daily

P11 To reduce self-harm following the
recommendation by mental health
services

Clear fear
Calm harm
Cove
I am sober

Anxiety management
Manage urges to self-harm
Music therapy
Habit tracking and

motivation

Several
years

Monthly

P12 To help with anxiety by getting
thoughts down and to relax. To track
mood fluctuations and patterns

Pixel
Wysa

Journaling and mood
tracking

Chatbot

3–4 months Daily

P13 To reduce anxiety and improve sleep Headspace
Calm

Meditation
Meditation

5 years Weekly

P14 To try to feel better and improve sleep.
Could not access therapy so tried
apps

Headspace
Calm
Calm harm

Meditation
Meditation
Manages urges to

self-harm

1 year Daily

P15 To reduce self-harm and to help build
an emotional language to name
feelings

Tomo
Calm harm
Today I am

Mindfulness
Manages urges to

self-harm
Increase emotional literacy

1 year Every few
days

(continued)
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themes did not relate directly to the traditional TA subcom-
ponents. However, there was overlap between the accessi-
bility theme and the previously identified flexibility
subcomponent of DTA and the safe place theme and the
previously identified openness and emotional connection
subcomponents of DTA. The inter-relationships between
these themes and subthemes are presented in Figure 1.
Relationships between themes were determined through
discussion amongst the authors. We discussed different
possible inter-relationships between themes based on our
knowledge of the data and existing theoretical models of
alliance. The final figure represented the most parsimonious
representation of relationships. See Supplemental Table 2
for further quotes pertaining to the themes.

Theme 1: connection with ‘an other’

There was a consensus that apps foster some form of con-
nection with participants. However, there was variability
in terms of how individuals perceived and conceptualised
this connection. The theme of connection with ‘an other’
was underpinned by three subthemes: (1) personification;
(2) passive connection; and (3) non-human.

Subtheme 1.1: personification. A small number of partici-
pants personified the app they used for their mental
health, describing the association with the app as akin to
a human relationship, representative of a friendship. For
example, users felt that the app/s they used offered commit-
ment and loyalty simply through knowing the app was
always available (theme 2). This was commonly cited
with those who had less access to human support, such as
in cases where people were living alone:

I’ve considered the app to be friend of mine, like it’s there,
and I know it’s there to help me…sometimes it is saying
that, you know, technology is more loyal than friend-
ships…That’s why I consider the app to be a friend, it
can be a resource where I can turn to, there’s a sense of
commitment. (Participant 05)

Subtheme 1.2: ‘Passive connection’. Others described a
‘passive connection’ with the mental health app they
were. These users felt connected to the app content or
what the app facilities (i.e. a connection with others) as
opposed to the app itself and were clear that this connection
was distinguishable from a interactional human relation-
ship. Apps were felt to have the ability to emulate some
human therapist traits and qualities through the ability to
‘check in’ and offer a space to describe feelings. This
‘offload’ feature provided a sense of being heard and held

Table 3. Overview of themes and subthemes.

Themes Subthemes

1. Connection with ‘an
other’

1.1 Personification
1.2 ‘Passive connection’
1.3 Non-human

2. Accessibility 2.1: User-friendly
2.2: Availability

3. Choice and
empowerment

3.1: Control
3.2: Accountability

4. Goals and expectations 4.1: Differing purpose
4.2: Lower expectations than

services

5. ‘Safe place’ 5.1: Lack of judgement
5.2: Loyalty and reliance

Table 2. Continued.

Participant
Goals for using mental health app
support App/s used Main function of app/s

Time using
apps

Frequency of
app use

P16 To stay calm and be able to clear mind
and distract self when feeling low or
anxious

Smiling mind
Abide
Calm harm
Health assured

Meditation
Meditation
Manages urges to

self-harm
To track health

2 years Daily

P17 To develop strategies to apply when
alone

Self-help for
anxiety
management

Headspace
For me

Anxiety management skills
Mindfulness
Self-help information

5 years Weekly

P18 To manage anxiety symptoms Wysa Chatbot 1 year Monthly
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(‘It kind of feels like it will hold onto it for you’, Participant
04) and was cathartic in the same way that being heard by
another human being can be:

Sometimes it feels almost like you have gone into a little
room, like a cosy room and just someone sitting there,
and you’ve just sat down talked to them for a bit they just
sort of nodded at you [laughs]. And then you’ve left it, it
feels, it does sometimes feel like you’ve left something
behind in there, you know. (Participant 09)

Apps that included a human voice facilitating exercises
were more likely to generate a sense of connection with
the app for participants. Although participants could not
see the person, or have a two-way interaction per se, the
feature of a voice facilitated a sense of feeling understood
and connected to the person speaking, thus fostering alli-
ance with ‘an other’:

… I mean, at the end of the day with [app name] it’s just
‘Andy’s voice’, but I feel like he understands. I don’t
know, it’s kind of weird. I feel like there’s somebody out
there, at least, I feel like things that are designed so well
to involve some sort of understanding of the person on
the receiving end and that I feel connected with that…
(Participant 01)

Others described apps as facilitating wider connections
such as fostering a sense of connection to others using the
app (‘…it tells you how many people are meditating with

you at the same time, so you don’t feel alone’, Participant
04) or enabling better relationships with services.
Relatedly, DHIs were sometimes viewed as an extension
of the clinical team, which created a connection with
mental healthcare workers outside of mental health
appointments:

…a psychiatrist knows you’re not going to tell him every-
thing [laughs]. He knows my patients are going to be a
little bit loose… So this is saying [referring to the app],
‘Look, I’ve done all these things, this is where I’m at, and
this is the evidence,’ and he’s saying, ‘yeah, well done,
you’re going in the right direction’. So it’s not about him.
It’s more about me but also, it’s about relationships, build-
ing a relationship with him. (Participant 06)

Subtheme 1.3: non-human. Other participants described
apps as disingenuous (‘…but, of course it wouldn’t be
genuine’, Participant 12), lacking empathy, and the inability
to offer the nuances in interactions that create relationships.
Most users who were currently receiving therapist support
identified feeling apps could not replicate human qualities
in the same way a human could, describing apps as emo-
tionless and concepts such as bond and relationships with
apps as untenable. In some instances, users likened apps
to a robot or held in mind that the AI aspect of app,
leading to their experiences feeling invalidated:

Like as good as computers and AI technology gets, it’s
never going to be another human, and it will never

Figure 1. Thematic map.
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understand…it is not going to take into account that I am
human and the things I’ve lived through very much influ-
ence what I experience now … you may use the app and
it’s just like, it’s throwing it in your face, like, ‘Hi, I’m a
thing, I have no emotion, I do not feel, I am incapable of
feeling, and, here’s what you should do because I can
just do it. It’s like a robot… (Participant 11)

Theme 2: accessibility

Subtheme 2.1: user-friendly. All participants talked about
the ease of using apps and the ability to receive support
effortlessly, anytime, anywhere. Participants identified
that this factor was important in influencing their engage-
ment with the app:

…it’s got so much choice and it breaks it down in so many
ways, so flexible and you can fit it in anywhere in anyway in
your life so and it’s so easy to use. (Participant 16)

The function within some apps of selecting unique charac-
ter animations and profiles helped personalise the app. The
familiarity of the profile facilitated a connection, with some
users comparing the animation to a friend:

… they both use really cute like animations on their, erm,
like interface so it’s kind of like a little, like, it’s really rec-
ognizable so it kind of feels like erm, like a little friend.
(Participant 09)

Subtheme 2.2: availability. All participants valued the fact
that apps offered support on demand (‘…when I’m strug-
gling, I can press that button’, Participant 16). The conveni-
ence of apps was particularly important for those with
limited support or through the night-time, which most
users identified was a time when they most needed
support for their mental health:

I live alone so I don’t have access to other people… and
usually I feel at my lowest during the night. And at that
time, pretty much everybody is sleeping so I don’t have
that access. So then, I just basically have the apps.
(Participant 01).

All participants noted that apps were much more accessible
compared to clinical services where multiple barriers to
access are met, including long waiting lists, even for
crisis support (‘You can access it [apps] whenever you
want, and I was on a waiting list to receive therapy for
about a year and a half after I’d tried to commit suicide’,
Participant 14). The availability of apps contributed to
initial engagement and over time a sense that apps were
loyal and trustworthy (theme 5) and available if needed:

…it’s like a safety net, because obviously [laughs] your
phone is always on you, so you always know in the back
of your head that there is help available. (Participant 09).

Theme 3: choice and empowerment

Subtheme 3.1: control. Most participants perceived that apps
enabled increased control over their mental health care
through maximising choice about a range of different
issues such as whether to engage with an app in the first
place; which app to choose; when they engage; and how
they engage (‘…you can choose to use it how you want
basically’, Participant 06). The increased levels of choice
and control that apps provided diminished power imbal-
ances that participants described they experienced when
accessing services. Specifically, users described being reci-
pients of treatment with services, through the lack of
involvement in decisions around their care:

…so therapy I have no choice, it’s once a week, that par-
ticular time, 45 min with a particular lady who only
offers one thing, and that will be coming to an end when-
ever my set of free sessions run out… .(Participant 14)

Choice and having control were particularly important for
people who described their mental health as unpredictable
and lacking control over their feelings. In this respect,
apps contributed to an improvement in mood and
self-esteem:

If I know I’m doing it [using an app] I feel good inside, it
kind of helps a little bit with my self-esteem and you
know, this is one thing in my life that I can control. See
with all the uncertainty with my depression because I
can’t control when it comes on, I can’t control when I’m
feeling like that. So, this genuinely feels like something
that I can control and that kind of helps in a way.
(Participant 01)

Subtheme 3.2: accountability. Participants described how
app use made them more accountable for their mental
health compared to experiences in face-to-face therapy.
App use required self-motivation because there was
no-one else encouraging them to engage (theme 1).
Having to hold themselves accountable for making deci-
sions around when and how to use app support influenced
a sense of ownership over managing their difficulties and
treatment. Therefore, participants had lower expectations
with apps compared to expectations they had in relation
to the support they should receive from mental health ser-
vices (theme 4):

… ultimately you have to make that choice to use the app,
you have to be in a place where you can be like I want to
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self-harm, so I’m going to open up the app. Then once
you’re on the app you have to be like, ok I’ve got this
option, I’ve got this option, which am I going to choose?
It can’t make you do anything, it physically cannot and
it’s not gonna, so, essentially, the app doesn’t do anything,
you’re making all the decision. (Participant 11)

When participants felt motivated to use the app and
improve their mental health, this was balanced with good
availability of the app (theme 2), leading to a sense of reci-
procity within the app-user dyad:

So, I am committed, and the app provides me that level of
commitment at the same time. (Participant 05)

Theme 4: goals and expectancies

Subtheme 4.1: differing purpose. All participants identified
having initial goals when using apps for their mental
health. These goals included: symptom management (‘get
me to sleep better’, Participant 09); mood tracking,
(‘track my mood’, Participant 08); self-development
(‘goals of understanding myself, building resilience and
strength’, Participant 01); and having access to a form of
support (‘…the first goal was kind of having that safety
net’, Participant 13). Most participants identified with the
goal of accessing support and it is this goal that leads to a
sense of apps as reliable and trustworthy (theme 5); an
important characteristic for the DTA. Goals were viewed
differently for in-person therapy compared to app use (‘…
my aim for using apps is very different from my aim of
talking to people’, Participant 01). Overall, goals for app
support were seen as short-term symptom-focused, rather
than recovery-focused. Apps were seen as having an inabil-
ity to tackle root causes (‘…it doesn’t get to the root of
everything that’s going on’, Participant 17), or work with
trauma. Seeing apps as offering quick solutions for symp-
toms, as opposed to tackling longer-term difficulties,
meant expectancies around app support differed:

I knew it [apps] would help me in the shorter-term, in terms
of dealing with the immediate stress and worry. I think that
was better than nothing at that point, but I don’t see any
sort of app as long-term, especially if you’re going
through something really traumatic. (Participant 07)

Subtheme 4.2 lower expectations than services. Participants
reflected on having higher expectations when accessing
in-person support in comparison to support from an app
(‘…the pressure is a lot more on the human’, Participant
7). They often had little expectations about whether or
not the app would help them (‘…just see whether it
works, like there’s no harm downloading it’, Participant
17). In this respect, apps were used as an outlet to share

rather than ‘fixer of problems’, supporting the idea that par-
ticipants themselves took ownership of the problems when
using apps (theme 3) and the notion that apps provided a
safe space to share feelings (themes 1 and 5):

…when I’m using the app, like I’m not really expecting
much from them, but I know that like I can say whatever
I want, ‘cos, I know it’s an app and they’re not gonna be
able to give me a response but it’s like, when you’re
using that app, it’s less about their response, it’s more
about just having an outlet. (Participant 12)

Once individuals felt the app was helping, this led to contin-
ued engagement and strengthened alliance building:

… I just wanted to see what it was about and see if it could
help me. So, the breath work I found really useful. And then,
once I sort of stayed consistent with it and found that it was
helping me, I wanted to stay even more consistent.
(Participant 07)

Theme 5: safe place

Subtheme 5.1: lack of judgement. All participants perceived
that apps provided a non-judgemental space, which allowed
them to work through difficulties without feelings of guilt,
shame and stigma. Relatedly, apps were reported as being
more a socially acceptable form of support than visiting a
mental health professional than (‘I think it’s much less
stigma around apps, than like going to an appointment’,
Participant 17), increasing engagement and connection to
apps. One male user from an ethnically minoritised back-
ground shared a preference for apps due to mental health
stigma:

…when I tell people I’ve got a mental health problem,
people get a bit you know there a bit like, it’s a bit like
death isn’t it- they don’t always know what to say … it’s
sometimes an awkward conversation and as a bloke, but
also someone from a BME background it’s still a taboo
you know…these apps allow me to manage my day-to-day
life. (Participant 06).

Participants reported that sharing personal information with
apps was their choice and therefore felt that apps placed
fewer demands on them than other types of support. Apps
also offered a safe platform, whereby participants felt able
to be more open and honest sharing information with
reduced concerns around confidentiality, compared with
confiding in a person (‘… like in conventional therapy
where they’ll sort of write to your doctor, they’ll write to
any therapist that you’re involved with, they’ll write to
my mum’, Participant 15). One participant likened their
experience with apps as having a ‘secret diary’:
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Knowing that it’s private, it’s not uploaded anywhere, no
one can access it, it’s kind of like having a secret diary,
with like a little padlock on it. (Participant 08)

Participants described expressing themselves more
freely with apps, with fewer worries around sharing
negative feelings or past trauma with an app, compared
to sharing feelings with a person. Notably, common con-
cerns when making disclosures to people were around
evoking negative emotions in the recipient, worry about
the capability of others managing the disclosures, and
being a burden. These worries were not applicable when
sharing with apps:

…one of the things that I often worry about when I am
having talking therapy is what I say and how that might
affect the therapist. I have been through some quite bad
stuff, erm, so I sometimes worry about them. I don’t
have to worry with an app because it isn’t a person and
I can’t hurt its feelings. If I have an emotional reaction
to something that we are talking about, erm, with a
person then I might not feel able to be completely, to let
that emotion out fully. Whereas, I can’t, I can’t make an
app upset. Whatever I do will not elicit an emotional
response in an app, therefore it might be possible to be
free-er with what, what I say or what I express.
(Participant 02)

Subtheme 5.2: loyalty and reliance. There was the overall
view that apps offer greater predictability than people
through consistent and predictable support, leading to
increased trust (‘… you can reach out when you need it,
and it will be like always there for you’, Participant
09). Relatedly, the ending of app support was also on
the participant’s terms, unlike with people and services.
For most participants, apps were viewed as being more
loyal than people (…‘an app is not going to say, yes,
we will call you back within the next hour, and then
they don’t call back for five, six, seven hours, or don’t
call back at all’, Participant 02, when reflecting on an
experience with clinical services). The predictability
and authenticity of apps by not making ‘false promises’
created a safe place, another important factor for alliance
building:

…you just do not know what to expect from people, whereas
if you are relying on an app, you know that there’s an
engagement, there’s a commitment, where you are continu-
ing, so you feel more connected and you feel more engaged
in the long term (Participant 05)

Discussion

Summary of findings

This study is the first qualitative investigation of the DTA
with people who reported experiencing mental health diffi-
culties. Five distinct but inter-related themes were devel-
oped from the data: (1) connection with ‘an other’; (2)
accessibility (24/7 availability and ease of use offered by
apps); (3) choice and empowerment (participants appreciate
having control over how they use the app, enabling them to
tailor their experience according to their needs, fostering
feelings of empowerment); (4) goals and expectations (par-
ticipants hold themselves more accountable for achieving
goals with apps and have different expectations compared
to in-person support); and (5) ‘safe place’ (apps provide a
non-judgemental, reliable and trustworthy space where
users are comfortable to share their difficulties). The find-
ings of this study both extend the current research around
the DTA with fully automated app support and provide
novel insights into the DTA. Whilst participants described
forming a connection with apps, the nature of the DTA
with fully automated apps appears nuanced and can be con-
ceptualised differently to the more traditional in-person TA.

The present findings indicate that the dimensions of the
DTA cannot be fully captured by adapting Bordin’s21 three-
component model to a digital context. A novel insight into
the DTA provided by this study is the alliance as a represen-
tation of ‘an other’ through emotional holding and contain-
ment. In this respect, apps may serve a similar function to
the ‘holding environment’ described by Winnicott,51

which, although originally representing the physical and
emotional space a mother creates for her baby, has been
extrapolated to therapists developing a symbolic holding
environment for their patient. Winnicott48 argued the
primary purpose of a therapist is to provide a holding envir-
onment for the patient, which facilitates the person’s transi-
tion to autonomy. Our findings suggest that apps have the
potential to offer a holding environment by allowing
people to share their emotions with the DHI, providing a
sense of distance and defusion, in turn, making their diffi-
culties feel more manageable. The concept of containment,
which involves staying with difficult feelings without
adopting a reactive stance,52 also has relevance here as
users can project feelings onto an app without consequence.
This understanding provides valuable insights into addres-
sing common user engagement issues with apps,50

whereby apps should prioritise features that foster contain-
ment; for instance, through validation, consistent voice fea-
tures and personalised notifications to enhance engagement.

The notion of containment further resonates with the
study findings regarding participants’ goals and expectan-
cies with apps. When using app support, participants do
not anticipate receiving responses to their expressed
needs. Instead, they accept app support as a safe space for
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offloading feelings that might otherwise be overwhelming.
Thus, individuals establish an alliance by having realistic
and attainable short-term goals of app support from the
outset. Goals could be achieved collaboratively with an
app through process-orientated features, such as mood or
habit tracking functions with tailored sequential functions
depending on user input and choice. Our finding around
the importance of goals reflects Prochaska et al.’s37 study
exploring Woebot, a fully automated conversational
agent, who found goals were rated higher for the DTA
than other components on existing alliance measures.
Whilst this study has highlighted unique dimensions of
the DTA, our finding conceptualising goals as a core com-
ponent of the DTA is supportive of a core component of the
TA model conceptualised by Bordin.21

Consistent with previous research,32,36,50 the accessibil-
ity of apps was found to be a crucial factor in engagement,
and therefore a unique dimension of the DTA. Apps being
easy to use and available on demand seemed to be a core
feature fostering alliance development. A point of differ-
ence from previous studies, however, is the finding that apps
facilitate a high degree of user choice and control, an important
factor for promoting alliance. The perceived power partici-
pants identified with when using an app for mental health sup-
ported them taking ownership over their mental health
difficulties; participants expressed that it was ultimately their
choice whether or not to engage with app support. Choice
has been demonstrated to increase user engagement.51 Users
are more likely to hold themselves accountable for their
engagement when they have the freedom to decide, when,
where, what and how long they engage with content. The
increased accountability individuals need to take when using
apps compared to in face-to-face therapy might suggest that
app support would be most helpful for when they are in the
‘action’ phase of the stages of change model.33

The finding that apps offer a ‘safe place’ characterised by
non-judgement, loyalty, trust and reduced stigma has been
supported by previous research where individuals expressed
a freedom to self-disclose, with less apprehension about
being judged.26,32,35 The absence of fear regarding the emo-
tional impact of sharing information or being judged
strengthened the alliance. Furthermore, app support facili-
tated faster alliance building as it eliminated the need for
initial rapport development. The app’s ability to create a
safe environment with reduced concerns about others is a
crucial factor in users seeking refuge in apps during distress,
which fosters mutual trust and establishing a DTA. Whilst
users value the ability to communicate anonymously, consid-
eration should be given to apps’ ability to address safety
during crises, as identified in Koh et al.’s50 review.

Clinical implications and future directions

Considering these findings, apps should be designed in line
with the constructs identified to enable the psychological

processes that might contribute to lower attrition rates and
promote therapeutic change. Findings from our qualitative
study suggest that important points to consider when
designing apps include incorporating human voice features,
apps need to be easy-to-use with customisable profiles,
offering choice, goal setting functions, and interventions
should be tailored based on individual input. It is also
important to highlight that apps may be particularly
helpful for certain populations, such as those who do not
have access to reliable in-person support. As the DTA
remains an emerging field, further qualitative and quantita-
tive studies are needed to either replicate these and/or pre-
vious findings, and to further expand the DTA construct.
Researchers have begun to measure DTA quantitatively
by adapting traditional TA scales and, more recently, by
developing and validating a bespoke DTA scale for fully
automated mental health apps, grounded in the user experi-
ence (Tong et al., in preparation). These efforts will help
further elucidate the DTA construct and its relevance and
application with digital health engagement and outcomes.

Strengths, limitations and future research

The study findings significantly contribute to the dearth of
qualitative literature exploring the DTA with DHIs. This
study has captured the views of people who have directly
used apps for their mental health. The inclusion of numer-
ous mental health apps allowed for an in-depth exploration
of a range of views of the DTA across a range of apps. A
varied sample, particularly in terms of mental health diffi-
culty and ethnic background is a strength, especially
because minoritised groups are more likely to access
DHIs.40 Therefore, our sample likely reflects the views of
people who will use and engage with mental health apps.
Trustworthiness of the research was achieved through pro-
longed engagement with data, reflexive discussions
between the research team throughout code generation,
and revisiting themes and subthemes.

There are also some limitations. Whilst the use of mul-
tiple apps allowed for a broad exploration of the topic, an
alliance formed with an app may differ depending on the
nature, interactability and functions of the app. For
example, a meditation app as opposed to a chatbot-based
app may offer different alliance features specific to their
functions, and as such, this was not explored within this
study. Additionally, duration and frequency of app use, as
well as mental health difficulty, may impact the DTA.
Future research should explore how the type of app, dur-
ation and frequency of app use, and particular mental
health difficulties impact the DTA.

Furthermore, the interviews took a critical realist stance
incorporating both inductive and deductive approaches.
Although we attempted to explore the concept by allowing
the data to emerge throughout interviews, questions directly
pertaining to the TA were asked when relational factors did
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not organically arise; this approach may have influenced the
findings by framing data through a relational lens. The pur-
posive nature of sampling and the use of online recruitment
for this study also represent a limitation, within which users
might have been especially motivated or interested in using
DHIs. Additionally, the sample comprised individuals who
self-reported experiencing mental health problems. Thus,
the experiences reported may not be representative of the
wider population who have a mental health diagnosis and
are using apps for support. Furthermore, the sample
included more females because more females expressed
an interest in the study. Whilst there appears a gender
bias, data suggests females tend to use apps more gener-
ally,52 especially well-being apps. Lastly, it is important
to consider the study findings within the context of
COVID-19, since users may have a more favourable experi-
ence of DHIs given people had to rely more heavily on
digital tools.

Conclusions
The present study provides novel insights into conceptualis-
ing the DTA with DHIs delivered by apps for mental health.
Users of mental health apps appear to form connections
with apps they use to support their mental health. Factors
that appear to be distinctly related to the DTA, described
as a ‘connection with an-other’ through emotional contain-
ment, as opposed to the more traditional in-person TA,
include: accessibility; choice and empowerment; goals
and expectancies; and providing a ‘safe place’. The need
for adapting apps accordingly is emphasised, including
the use of human voices to facilitate content, user-friendly
and personable interfaces, offering choices and control,
building goal features, and functions to be tailored based
on users’ input. The field must continue to evolve, balan-
cing innovation with evidence-based interventions to
better users’ needs.
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