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ABSTRACT 

Talk therapy is a common, effective, and desirable form of 

mental health treatment. Yet, it is inaccessible to many 

people. Enabling peers to chat online using effective 

principles of talk therapy could help scale this form of mental 

health care. To understand how such chats could be designed, 

we conducted a two-week field experiment with 40 people 

experiencing mental illnesses comparing two types of online 

chats—chats guided by prompts, and unguided chats. Results 

show that anxiety was significantly reduced from pre-test to 

post-test. User feedback revealed that guided chats provided 

solutions to problems and new perspectives, and were 

perceived as “deep,” while unguided chats offered personal 

connection on shared experiences and were experienced as 

“smooth.” We contribute the design of an online guided chat 

tool and insights into the design of peer support chat systems 

that guide users to initiate, maintain, and reciprocate 

emotional support. 
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INTRODUCTION 
More than a quarter of U.S. adults are affected by mental 

illness [36], and the majority of people affected never access 

care [18]. The largest barriers to accessing care include the 

lack of trained professionals to meet the demand, the stigma 

that mitigates help-seeking, and the high cost of treatment 

[35]. Thus, the demand for care is unlikely to be met by 

training additional professionals alone. Instead, new 

approaches are necessary that can dramatically expand the 

capacity of mental health care.   

One way to overcome these barriers is to provide training and 

mentoring to build the capacity of peers with mental health 

challenges to support each other. Peer support is the 

backbone for several well-established forms of mental health 

services, such as Alcoholics Anonymous, crisis counseling, 

and telephone support lines. This peer-to-peer support can 

take many forms, including peer-led and peer-run 

organizations, and peer-support workers providing care and 

support within traditional organizations and services [60,72].  

Most of this peer support has traditionally been face-to-face, 

but is being transformed through online access. For example, 

peers use social networking sites and online communities to 

reach out to one another, using a variety of text- and video-

based tools [e.g., 3, 4]. Moreover, peers show a strong 

interest in learning peer counseling skills online to provide 

each other with emotional support—signaling an important 

unmet demand for guidance [11]. However, few efforts 

scaffold peer supporters to use best practices, such as 

effective principles of talk therapy [62,63,64], in online 

settings. Peer supporters who offer online counseling are 

therefore typically trained and monitored in-person by 

clinicians (e.g., [3,30]). Providing guidance to peers using 

online scaffolds could improve the quality, scalability, and 

efficacy of online counseling among peers. But we need 

insight into how to design guidance that is useful, 

appropriate, and effective.   

To gain insight into how to design guidance for online, peer-

supported chats, we conducted a two-week field experiment 

with 40 peers experiencing mental health challenges. We 

compared a guided chat tool, which we created in Google 

Docs, to an unguided tool, to help us explore the tradeoffs in 

using guidance. Our mixed-methods approach combined 

quantitative measures of mental health outcomes and in-

depth qualitative data to help us understand users’ 

experiences. The unguided chat tool enabled free-flowing 

chats, without any prompts. The guided chat tool, that we 

designed, prompted peers to use evidence-based 

psychotherapy skills to address emotional concerns. We 

found that guided chats were perceived as valuable for 

generating solutions to problems and promoting mutual 

awareness of chat partners’ concerns, whereas unguided 

chats were perceived as pleasant distractions from troubles.  

In this paper, we contribute the design of an online guided 

chat tool, and insights into the tradeoffs of guided and 
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unguided peer support chats for mental health. We present 

characteristics of chats that guidance should facilitate, such 

as reciprocity of giving and receiving help, solutions to 

problems, personal connection built on shared interests, and 

continuity of chat partners over time. We also contribute 

design implications for facilitating skillful chats between 

peers that complement traditional therapy and other forms of 

mental health self-management strategies.  

RELATED WORK 

In this section, we describe related work in peer support for 

mental health in offline and online settings, as well as issues 

related to training for online peer support. 

Peer Support for Mental Health in Face-to-Face Settings 

Peer support is effective in a wide range of mental health 

services [60]. Peer support groups for mental health 

encourage information sharing and behavioral modeling that 

can lead to greater autonomy on the road to recovery. These 

peer groups typically provide some form of guidance to 

members to influence how people conduct themselves and 

their interactions with the group. Examples include the 

twelve steps of Alcoholics Anonymous programs [80,82], the 

six steps of Schizophrenics Anonymous [66], and the 

cognitive and behavioral guidelines of GROW [71,81] and 

Recovery Inc. [30]. Research on the benefits of such peer 

organizations shows that they reduce symptoms and 

rehospitalizations [22,23,70] and enhance peers’ sense of 

mastery in managing their illnesses [43].  

Importantly, people receiving help not only benefit, but 

people who provide support benefit as well [15,51,67]. In 

particular, acting as a supporter builds skills that improve 

social and occupational functioning and reduce dependence 

on other resources, such as Social Security [67]. Thus, 

helping peers to help each other is an important design 

opportunity for promoting many of the benefits of peer 

support online. 

Peer-Based Digital Interventions and Online Settings 

HCI researchers and technology designers are playing a 

growing role in shaping peer support for mental health. For 

example, Lederman et al. [2,38] developed the first 

Moderated Online Social Therapy, called Horyzons, which 

encourages peers with schizophrenia to learn about cognitive 

and behavioral strategies in a dedicated social network 

moderated by clinicians. Another example is Panopoly [50], 

a crowdsourced mental health intervention for peers to 

reframe each other’s thoughts using therapeutic techniques. 

Other approaches leverage the co-design process for 

empathetic interventions among peers with mental health 

issues, such as the interactive objects Spheres of Wellbeing 

[76], or designs to reduce self-harm among peers at 

Hackathons for mental wellbeing [13].   

HCI research has also expanded our knowledge of how 

people use unmoderated communities and social network 

sites to support their mental health. Peers with depression and 

other conditions seek information, emotional support, and 

advice [7,21,25,39]. As such, social media provides an 

interesting glimpse into people’s mental health [19,55]. From 

peer support platforms, we can also learn more about 

people’s mental health needs such as when, why, and how 

people seek help [32,54]. People with mental health 

conditions often prefer going online for support because of 

the benefits of anonymity, empowerment, and access 

[33,45,56,57].  

Despite these benefits, internet support groups have not been 

shown to be effective at providing mental health benefits 

[31]. Participating in online communities for mental health 

can be distressing and exacerbate symptoms, even when 

people report having positive experiences [34,68,75]. 

Evidence of online interactions between peers with 

depression show that people have negative experiences with 

unsupportive members, negative content, and conflict of 

beliefs [39]. Training peers and providing scaffolding could 

reduce the incidence and impact of negative experiences with 

emotional support online. 

Training for Online Peer Support 

To mitigate the negative effects of going online for mental 

health peer support, there is a growing trend in scaling 

effective peer support training online. For example, the 7 

Cups of Tea website
1
 provides users with training on active 

listening techniques for supportive chats. These techniques 

have also been adapted for specific peer populations, such as 

mothers with postpartum depression [8]. SAHAR, an Israeli 

crisis service, trains its online counselors extensively during 

weeks of in-person training to handle supportive instant 

messaging chats [3]. Crisis Textline trains its volunteers 

online to provide effective text-messaging crisis interventions 

[1]. New approaches go one step further than training peers, 

and instead provide support through automated chatbots [27].  

These efforts point to a need to investigate scalable peer 

support training and guidance to enable effective and 

engaging peer-based mental health care. Indeed, peers show a 

strong interest in learning counseling skills and accessing 

web-disseminated training programs to help one another 

online [11]. To address this need, we conducted a field 

experiment comparing two online chat tools—guided and 

unguided—for peers to relieve the symptoms of depression 

and anxiety. Below, we describe our prototypes, study, and 

findings and discuss the implications for designing peer 

support mental health chats.  

PEER SUPPORT CHAT FIELD EXPERIMENT  

We conducted a field experiment to compare peer support 

chats with and without guidance. We describe the two chat 

tool prototypes, and then describe the details of our 

experiment. 

Guided and Unguided Chat Prototypes 

We created and deployed our mid-fidelity chat tool 

prototypes in Google Docs. The chat partners opened a 

                                                           
1
 https://www.7cups.com/ 
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unique link to a Google Doc that contained a chat template 

for each of their eight chat sessions together. Each partner 

entered the doc anonymously, but they were always paired 

with the same chat partner. We describe each of these chat 

tools below.  

Unguided Chat Tool 

The unguided chat template instructed users to “Have a 

supportive chat about concerns causing worry, stress, or low 

mood.” It did not contain any prompts, tips, or skills, or 

dictate which of the chat partners was seeking or providing 

support. Chat partners each typed in their own column, right 

and left, to have an open-ended chat (Figure 1). 

Guided Chat Tool 

We designed the guided chat tool based on a problem-solving 

framework, similar to problem-solving therapy and cognitive 

behavioral therapy [9,20]. We chose this approach to 

guidance because it involves the use of specific 

psychotherapy skills for identifying and reflecting on 

thoughts and feelings, which have strong evidence in treating 

a range of mental illnesses [17,42]. We based the guidance 

on skills with broad applicability because we wanted the 

chats to serve a diverse set of users. Furthermore, we wanted 

to align our design with current movements within clinical 

science and practice that are focusing on common elements 

and “transdiagnostic approaches” due to benefits in adopting 

broad approaches for eventual implementation [4,5]. 

Chat partners using the guided chat tool followed a sequence 

of prompts based on established psychotherapy skills [10,47]. 

The guided chat featured six expressive prompts 

accompanied by six reflective prompts (Table 1). The 

expressive prompts instructed the use of skills for opening up 

about a problem (prompts 1 and 2), delving into problematic 

thoughts and feelings (prompts 3 and 4), and moving toward 

solutions at the end (prompts 5 and 6). They helped users to 

express their thoughts and feelings by using cognitive and 

emotional skills that are well-established in talk therapy 

[10,47]. To use the skills, users referenced the “skills page,” a 

separate doc created by the researchers that briefly described 

common types of thoughts, feelings, and strategies. Users 

applied the skills by identifying an appropriate type, copying 

it from the skills page and pasting into the guided chat 

template. Then they expressed how the type fit their current 

thought, feeling, or motivation.  

 EXPRESSIVE PROMPTS EXAMPLE SKILLS FOR IDENTIFYING 
TYPES OF THOUGHTS & FEELINGS 

REFLECTIVE PROMPTS 

1. Share a concern that is causing stress, 
anxiety, or low mood. Then, use the skills 
page to find your main concern and paste it. 

I have an esteem concern that... 
I have a love/belonging concern that… 
I have a safety/security concern that… 

Read their concern, and reply: 
“You’re concerned about…” 

2. Open up about how you want things to be 
different. Then, use the skills page to find a 
desired feeling and paste it. 

I want to feel peaceful… 
I want to feel powerful... 
I want to feel joyful… 

Read their wants, and reply: “You 
want…” 

3. Share your thoughts about the situation. 
Then, use the skills page to find a distressing 
thought you’re having, and paste it. 

I have a personalizing thought... 
I have a worst-case scenario thought… 
I have an overgeneralizing thought... 

Read their thoughts, and reply: “I 
hear…” 

4. Describe your feelings related to your 
distressing thoughts. Then, use the skills 
page to find the troubling feeling you’re 
experiencing and paste it. 

I’m feeling scared... 
I’m feeling mad… 
I’m feeling sad… 

Read their feelings, and reply: 
“You’re feeling…” 

5. Suggest one thing the other person can try: 
“I’d try [in your situation]...” 

N/A Read their suggestion. Underline 
ideas. 

6. Use the skills page to find a type of strategy 
that can help you, and say what you’ll try 
next. 

I’ll try a mindful strategy of... 
I’ll try a physical strategy of... 
I’ll try a social strategy of... 

Read their strategy. Thank your chat 
partner. 

Table 1. Prompts based on established psychotherapeutic techniques contained in the guided chat tool. 

 

 

 

 

Figure 1. Unguided chat tool.  

 

Figure 2. Guided chat tool 
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The reflective prompts helped users to reflect their 

understanding of their chat partner’s thoughts and feelings. 

These prompts encouraged the use of reflective statements—

statements that summarize or extend the meanings in a 

person’s disclosures—that are traditionally used by therapists 

to build understanding and rapport [46]. Additionally, chat 

partners were instructed to underline text that resonated with 

them in each reflective statement they received from their 

chat partner. This act of underlining was meant to further 

promote feelings of mutual understanding. The use of 

nonjudgmental reflective listening is rated by peers as the 

most highly desired skill in a peer supporter [11]; thus, we 

deliberately promoted the use of this skill. 

The guided chat prompted an ordering of the expressive and 

reflective prompts, in the following sequence: first an 

expressive prompt guided peers to open up to each other 

simultaneously, then a reflective prompt guided peers to read 

and reply to each other’s disclosures. This sequence was 

repeated for each expressive prompt. Thus, chat partners 

alternated equally between using expressive and reflective 

prompts, typing responses to the prompts at the same time, 

and waiting for each other to finish typing before moving 

onto the next prompt together. This design choice was 

intended to facilitate reciprocity in support-giving, an 

important feature of peer support [15,48,82]. Moreover, the 

simultaneous typing was intended to enhance the efficiency 

of the chat, and again promote reciprocity between partners. 

The prompts were displayed in the guided chat template, 

which contained three columns: (1) a middle column 

containing the prompts; (2) a right column for one partner’s 

replies; (3) a left column for the other partner’s replies (see 

Figure 2). Next, we describe our study comparing guided and 

unguided chat tools.   

Participants  

Forty participants were recruited on Facebook, online 

through the National Alliance for Mental Illness, and through 

flyers posted on a large university campus. Inclusion criteria 

were that participants had to be 21 years or older, have access 

to computer and internet 24/7, and have a desire to relieve 

troubling emotions. Participants ranged in age from 21 to 63 

(M = 30, SD = 10), had a variety of education levels from 

some college to master’s degrees, and had a broad spectrum 

of self-identified mental illnesses, including bipolar, 

depression, anxiety, and eating disorder. Thirteen participants 

did not report a mental illness (Table 2).  

The severity ratings of participants’ depression and anxiety 

were based on the 9-item Patient Health Questionnaire 

(PHQ-9)—a common measure of depressive symptoms [41], 

and the 7-item Generalized Anxiety Disorder scale (GAD-

7)—a common measure of symptoms of anxiety [73]. 

Participant scores ranged from minimal to severe, based on 

the threshold norms for diagnosis: 5, 10, 15, and 20 on the 

PHQ-9 for mild, moderate, moderately severe, and severe 

depression; and 5, 10, and 15 on the GAD-7 for mild, 

moderate, and severe anxiety. Participants were assigned to a 

condition prior to completing these measures to avoid 

influencing condition assignment because peers with mental 

health challenges prefer to find similarity with each other 

beyond their diagnoses [54].   

We matched participants based on similarity of age (within 

five years in age of each other), gender identity, and 

educational attainment, in that order. Similarity in age was 

prioritized over all other matching characteristics because we 

expected similarly-aged peers to have relatable emotional 

troubles. In cases where scheduling conflicts did not permit 

pairing by age, the researcher made the match based on the 

next most salient characteristic, e.g., gender identity. No pairs 

were known to each other prior to the study.   

 Guided 

chat 

participants 

(N=20) 

Unguided chat 

participants 

(N=20) 

Gender Nonbinary 0 2 

Female 15 13 

Male 5 5 

Race Hispanic 1 2 

African American 1 0 

Asian 2 5 

Mixed race 1 2 

White 15 11 

Age Range 21-63 21-55 

Education Bachelor Degree 7 6 

Some College 5 5 

Associates Degree 2 3 

Master’s Degree 6 6 

Self-

identified 

mental 

illnesses 

 

Depression 12 7 

Anxiety 9 6 

Bipolar disorder 0 3 

Autism 0 1 

Eating disorder 1 0 

ADHD 1 0 

Dissociative 

identity disorder 

0 1 

None specified 6 7 

Depression 

severity 

(PHQ-9 

scores) 

Minimal (0-4) 2 9 

Mild (5-9) 8 3 

Moderate (10-14) 6 3 

Moderately severe 3 3 

Severe (20-27) 1 2 

Anxiety 

severity 

(GAD-7 

scores) 

Minimal (0-4) 4 9 

Mild (5-9) 8 2 

Moderate (10-14) 6 4 

Severe (15-21) 2 5 

Table 2. Participant demographic data. Some reported more 

than one mental illness. Depression and anxiety severity ratings 

are based on PHQ-9 and GAD-7 scores, respectively. 
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Procedures 

Our procedures were approved by our institution’s IRB prior 

to recruitment. Participants were randomized to one of two 

conditions: eight guided chats with a peer (n=20), or eight 

unguided chats with a peer (n=20). Participants remained 

with the same chat partner for the duration of the study. The 

researcher scheduled chat partners for four chats per week 

over two weeks, and sent email reminders prior to each chat. 

Prior to and after all chat sessions were finished, all 

participants completed web-based versions of the PHQ-9 

depression scale and GAD-7 anxiety scale. After each chat, 

participants submitted feedback on what they liked and 

disliked about that chat.  

Additionally, upon completing the unguided chat condition, 6 

pairs (n=12) crossed over into the guided chat condition to 

complete 8 guided chats with their same chat partner over 

two weeks. We employed a partial cross-over design with 

this subset of participants, rather than a full cross-over, 

because learning effects from using guidance first would 

have likely affected results in subsequent unguided chats. 

This partial cross-over helped us to investigate tradeoffs in 

adding guidance to typical unguided chats, and to deeply 

understand the perceived tradeoffs of guided and unguided 

chats from interviews with participants who had tried both 

conditions. We selected 8 participants to interview who 

completed this cross-over. Additionally, we selected 4 

participants to interview from the 20 who completed only 

guided chat. We sampled for maximum diversity in 

outcomes, from poor to excellent changes in symptoms. This 

sampling rationale for the follow-up interviews allowed us to 

gather a range of perspectives on the tradeoffs of guided and 

unguided chat tools.  

Safety Protocol 
We took the following steps to ensure the safety of our 

participants, with special attention to signs of potential harm 

to self or others, worsening symptoms, and negative impacts 

of the chats. The first author read every transcript and 

feedback survey within three hours of its submission. She 

assessed potential risks within these transcripts and surveys 

based on the following criteria: (1) mention of self-harm or 

harm to others; (2) mention of exacerbation of symptoms 

(i.e., worsening mood, frustration, triggering content). If the 

participant met any of these criteria, she contacted the 

participant immediately to discuss the issue, and take 

appropriate action, including: leave the study early but be 

paid in full, receive information about available national 

resources (i.e., hotlines), receive referral to the consulting 

clinician. We engaged these safety procedures in response to 

exacerbation of symptoms three times throughout the study. 

In two cases, we established safety and participants 

continued with the study. In one case, although the 

participant was not in acute danger, they did report highly 

troubling mood and opted not to continue with the study and 

instead to be paid in full and access appropriate resources. 

ANALYSIS 

We performed quantitative analyses on the response data for 

symptoms of depression and anxiety, and qualitative analyses 

on the participants’ feedback on what they liked and disliked 

about each chat session. 

Quantitative Analysis of Outcomes 

We analyzed the response data from the PHQ-9 and the 

GAD-7. Our experiment was a 2 × 2 mixed between-within-

subjects design. Our between-subjects factor was Chat Type: 

guided chats or unguided chats. Our within-subjects factor 

was Test Time—pre-test or post-test. After exploring our data 

and determining it was suitable to parametric analysis of 

variance, we utilized a linear mixed-effects model to analyze 

our data. Chat Type and Test Time were fixed effects while 

Participant was a random effect [28,59]. Responses were 

either the Score on the PHQ-9 instrument, or the Score on the 

GAD-7 instrument. 

Qualitative Data Analysis 

We conducted both deductive and inductive coding of the 

feedback from participants on what they liked and disliked 

about each chat session. We used iterative stages of coding, 

as described in [26]. The first author applied structured codes 

deductively, using codes derived from qualities shown to 

influence client outcomes and evaluations of talk therapy: 

deep and smooth [74]. Deep sessions are associated with 

valuable, “heavy” therapy sessions that delve into serious 

topics and produce insights. Smooth sessions are associated 

with pleasant, easy-going therapy sessions that touch on 

various topics without closely examining underlying issues.  

In addition to these two qualities of deep and smooth, studies 

have revealed helpful and non-helpful qualities of talk 

therapy sessions that are influential [24]. Helpful qualities—

which refers to qualities that facilitate helpful sessions—

include: Personal connection, Problem solutions, Focused 

awareness, New perspectives, and Understanding. Non-

helpful qualities that can hinder the benefits of therapy 

sessions include: Unwanted thoughts, Unwanted 

responsibility, and Misperception. We deductively assessed 

participant’s feedback for those codes. Additionally, we were 

sensitive to participant feedback that did not fit these 

predetermined, structured codes [14]. Through iterative, 

inductive coding of the feedback, we identified two 

additional Helpful qualities: Reciprocity of giving and 

receiving support, and Continuity of chat partners over time. 

Using this qualitative approach, we analyzed 136 responses 

for 68 guided chat sessions and 144 responses for 72 

unguided chat sessions. Participants using guided chat 

completed 6.8 chat sessions on average, and 7.2 chat sessions 

on average using unguided chat; thus, there were more 

responses to the unguided chat sessions. Note that not all 

responses were assigned a Deep, Smooth, Helpful Quality, or 

Non-helpful Quality, but each response could warrant 

multiple Qualities, or N/A when no quality was specified. 
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FINDINGS 

Below, we present findings from our mixed-methods 

analysis. First, we show our statistical results that reveal the 

effect of the two types of chat tools on the outcomes of 

depression (PHQ-9) and anxiety (GAD-7). Second, we 

present the qualitative findings from the chat feedback that 

shed light on the differences between guided and unguided 

chats. Third, we present results from our interviews with 

participants after they completed all chat sessions.  

Effect of Chat Tools on Depression and Anxiety 

Our analysis of variance showed that Chat Type—guided or 

unguided—did not have a significant effect on depression, as 

measured by PHQ-9 scores (F1,38 = 0.87, n.s.). However, Test 

Time showed a trend-level result (F1,38 = 2.88, p = .098), with 

the pre-test depression scores being slightly higher than the 

post-test scores averaged over both chat types, from 9.25 

(SD = 6.04) to 8.00 (SD = 5.74). We found no significant 

Chat Type × Test Time interaction (F1,38 = 0.17, n.s.).  

For anxiety, as measured by GAD-7 scores, our analysis of 

variance found that Chat Type did not have a significant 

effect (F1,38 = 0.32, n.s.). However, Test Time did have a 

significant effect on anxiety (F1,38 = 7.94, p < .01). 

Specifically, average GAD-7 scores went from 8.63 

(SD = 5.50) down to 6.45 (SD = 4.66) from the pre-test to the 

post-test. No significant Chat Type × Test Time interaction 

was found (F1,38 = 1.94, n.s.), indicating that this reduction 

was not statistically significantly different for chat type. 

Feedback on Qualities of Chats  

In addition to these quantitative results, we found a striking 

qualitative difference between the two types of supportive 

chats. These two different types of chat tools primarily 

emphasized two different qualities—depth and smoothness—

that impact outcomes of talk therapy. 

Perspectives on Deep Chat Sessions 

Depth is associated with valuable, powerful, and insightful 

sessions that lead to a sense of accomplishment [74]. Guided 

chat sessions were perceived as deep 22.8% of the time, 

compared to 8.3% of the time in unguided chats. Participants 

remarked on how the guidance promoted depth. For example, 

P50 found value in the prompts for focusing on thoughts in 

depth: “I liked the section where it asks you to discuss your 

thoughts because I feel like you can really open up in that 

section.” P40 felt that “the format with multiple prompts” 

helped her to go deep: “I really shared in depth what I was 

going through.” P51 said the reflective statements she 

received from her chat partner, that were prompted by the 

guidance, helped her experience self-insight: “I like the parts 

when your partner gives their feedback on how they think you 

feel as this can open you up to things you may be 

experiencing but did not really realize.” Thus, the chat 

partners’ shared focused awareness of each other’s troubling 

issues throughout the guided chat promoted insight. P02 said, 

“Having my feelings reflected back to me helped me hear 

myself better.” This shared focused awareness was 

mentioned in 16 of 136 replies to guided chats (11.8%), 

compared to only 4 of 144 replies to unguided chats (2.8%). 

The guided chat not only promoted sensitive disclosures of 

thoughts and feelings, it also explicitly guided peers to help 

each other, which was perceived as highly valuable. Positive 

experiences with reciprocity of giving and receiving support 

were found in 31 of 136 replies to guided chats (22.8%) 

compared to only 11 of 144 replies to unguided chats (7.6%), 

and contributed to deep qualities of accomplishment and 

insight. P21 said: “I feel a sense of accomplishment and 

satisfaction by helping my partner through her problem and 

giving a strategy to try.” She added: “Sometimes this helps 

me sort out my own issues.” Similarly, P46 said, “It makes 

me feel better that I could help someone else while receiving 

help at the same time.”   

Finding solutions to current problems also enhanced 

perceived depth through creating value and insight. Problem 

solutions were mentioned in 25 of 136 replies to guided chats 

(18.4%), compared to only 5 of 144 replies to unguided chats 

(3.5%). P46 commented that the guided format “Reframed 

my concerns to a more defined and actionable reality.” 

Similarly, P26 said a guided chat “made me realize I had not 

taken all the actions I could to put my mind at ease.” P56 

 

Guided 

chat 

replies 

N=136 

Unguided 

chat replies 

N=144 

SESSION 

Quality 

Deep 31 (22.8%) 12 (8.3%) 

Smooth 7 (5.1%) 54 (37.5%) 

HELPFUL 

Qualities 

Personal 

connection 

24 (17.6%) 32 (22.2%) 

Problem 

solution 

25 (18.4%) 5 (3.5%) 

Focused 

awareness 

16 (11.8%) 4 (2.8%) 

New 

perspective 

14 (10.3%) 9 (6.3%) 

Understanding 13 (9.6%) 3 (2.0%) 

Reciprocity 31 (22.8%) 11 (7.6%) 

Continuity 10 (7.4%) 16 (11.1%) 

N/A 4 (2.9%) 10 (6.9%) 

NON-

HELPFUL 

Qualities 

Unwanted 

responsibility 

14 (10.3%) 41 (28.5%) 

Unwanted 

thoughts 

12 (8.8%) 7 (4.9%) 

Misperception 7 (5.1%) 1 (0.7%) 

N/A 47 (34.6%) 62 (43.0%) 

Table 3. Qualitative analysis codes with frequencies of 

occurrence in each condition, guided and unguided chat.  
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said, “I got some really good advice out of this chat.” 

However, in some cases advice could backfire and cause 

misperception, a quality mentioned in 7 of 136 replies to 

guided chats (5.1%), compared to only 1 of 144 replies to 

unguided chats (0.7%). As P09 said, “I disliked getting bad 

advice that was unhelpful and I ended up feeling judged or 

just unheard/unseen.” P26 felt that her advice was unhelpful 

to her chat partner: “I don't think I fully understood my 

partner's concern, and that any suggestions I made missed 

the mark with them.” 

Being guided to focus on a problem during the chat was also 

a hindering factor when it caused participants to fixate 

unwantedly on negative issues. Participants reported having 

to “dredge up” a problem, even when feeling well, because 

the guidance was focused on addressing troubling situations. 

This focus on problems provoked unwanted thoughts in 12 of 

136 replies to guided chats (8.8%), compared to just 7 of 144 

replies to unguided chats (4.9%). As P08 emphasized, “It's 

just difficult to dredge up a troubling feeling when you aren't 

feeling very troubled, and that can sort of MAKE you feel 

troubled in the end.”  

Deep chat sessions were facilitated more often by guided 

than unguided chats. Despite some of the drawbacks of 

unwanted thoughts arising from focusing on concerns, and 

“bad advice” when misperceptions occurred, 34.6% of 

guided chat replies contained no mention of non-helpful 

qualities. These typically deep sessions provided many 

benefits to participants, including reciprocity of giving and 

receiving support, focused awareness of concerns, and 

solutions to problems. 

Perspectives on Smooth Chat Sessions 

Unguided chat sessions were perceived as smooth 37.5% of 

the time, compared to only 5.1% in the guided chat sessions. 

In contrast to depth, smoothness is associated with pleasant 

and relaxing sessions [74]. Participants used unguided chat as 

an opportunity to share experiences and special interests, and 

distract them from the stress of everyday life. As P48 said, “It 

was a nice distraction on a busy day.” Many participants 

commented that unguided chats were easy: “It was easy; both 

of us were feeling good,” (P07), “It was easy and had a kind 

of flow,” (P39), and “It was a casual conversation and very 

pleasant” (P22). Smoothness was the overwhelming quality 

that participants mentioned liking about unguided chats.  

A sense of personal connection on topics of mutual interest 

was another desirable quality mentioned in 32 of 144 

unguided chat replies (22.2%), and in 24 of 136 guided chat 

replies (17.6%). While this quality did not distinguish the two 

types of chats, it was particularly associated with smoothness 

and ease of conversation. P01 said, “The person was cool and 

we could relate to a lot of things,” and P70 said, “It's cool 

feeling like I'm chatting with someone I'm close with.” P67 

also said it was “like I'm talking to a friend.”  

Personal connection between chat partners was reinforced by 

the continuity of having the same chat partner over time. This 

quality of continuity helped chat partners build rapport, 

which contributed to smoothness and ease of chats. As P12 

said of her unguided chat, “Just a nice check in. We're 

developing a rapport.” And P31 said, “I feel like I've 

developed a connection of sorts to my partner, and that is 

enjoyable.” P22 mentioned that continuity of chat partners 

avoided the sunk cost of introductions in the unguided chat: 

“I was so glad that I could chat with the person I chatted with 

yesterday. I felt I didn't spend more energy to get along with 

the chat partner.” Continuity was mentioned as a liked 

quality in more of the unguided chats—it was liked in 16 of 

144 replies to unguided chats (11.1%), and only 10 of 136 

guided chats (7.4%).  

Qualities that hindered smoothness included unwanted 

responsibility in choosing chat topics or in helping chat 

partners. Despite being overwhelmingly perceived as 

smooth, unguided chats often placed unwanted responsibility 

on participants for initiating, maintaining, or ending the 

chat—a disliked quality mentioned 41 of 144 replies to 

unguided chats (28.5%), compared to just 14 of 136 guided 

chat replies (10.3%). Participants found it difficult to know 

how to choose topics to begin with, or to find new topics to 

talk about as the chat unfolded. P16 said, “At first, it was a 

little hard to get started because I didn't know what to ask,” 

similar to P01 who mentioned: “Sometimes, continuing the 

conversation was hard; there were a few lulls where I didn't 

know exactly what to say.” P31 actually reflected on wanting 

more guidance: “After a while it felt hard to have such an 

open-ended conversation. I think some prompt ideas or 

suggestions or something with a little more structure would 

have been nice.” Indeed, that direction is precisely what the 

guided chats provided. 

Participants also reported unwanted responsibility in asking 

about their chat partner’s trouble in the unguided chat, which 

inhibited smoothness. Sometimes helping was 

overwhelming, as P18 said, “I wanted to ask questions about 

their experiences, but felt like that might be intrusive. I didn't 

know how to handle it.” Sometimes the inability to 

reciprocate help made participants feel guilty or 

uncomfortable: “A little worried I made it all about me,” 

(P48), and “I sometimes felt like I was oversharing” (P23). 

Smooth chat sessions that were easy-going and pleasurable, 

were facilitated more often by unguided than guided chats. 

They were sometimes inhibited by unwanted responsibility in 

choosing chat “moves,” such as topics, questions, and 

supportive comments. However, 43% of the time in unguided 

chat there was no mention of non-helpful qualities. These 

typically smooth sessions brought the benefits of personal 

connection on shared interests, and feelings of rapport from 

continuously exploring interesting topics with the same chat 

partner.  

Perceived Tradeoffs of Depth and Smoothness 

The follow-up interviews with 12 participants helped us to 

understand the tradeoffs of guided versus unguided chats. 

Eight of these 12 interviewees (i.e., P01, P16, P18, P23, P65, 
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P67, P70, and P72), had tried both chat tools; having 

completed their use of the unguided tool, they agreed to 

participate for two additional “crossover” weeks to try the 

guided chat tool and give us their feedback on tradeoffs. The 

other four of the 12 interviewees (i.e., P46, P27, P37, P49) 

had tried only the guided chat tool. Interviewees were 

sampled based on their relative improvements on depression 

and anxiety (see Table 4). More participants than were 

interviewed had clinically significant changes in symptoms: 

4 more participants in guided chat and 3 more in unguided 

chat improved significantly, and 1 more worsened 

significantly in each condition. Our interview sample 

represents a maximally diverse subset of participants who 

substantially improved, worsened, or had minimal change in 

their symptoms. We present insights from these interviews. 

In contrasting the two types of chats, participants noted the 

tradeoffs of unguided versus guided chats. P01 explained: “It 

was harder for it [concern] to become a main topic in the 

unguided tool. I don't really know why, but they just kind of 

naturally moved from topic to topic.” P16 similarly said of 

unguided chat: “It's very easy to gravitate to kind of off topic 

conversations or just kind of sidestep or avoid talking about 

that thing that's actually bothering you.” Her anxiety 

lessened by 7 points, from severe anxiety to mild anxiety 

after using unguided chat, suggesting that her avoidance of 

troubling issues contributed to reducing her symptoms. P65 

said that avoidance of disclosing problems in unguided chat 

was partially due to low expectations of emotional support. 

She contrasted this lack of emotional support in unguided 

chat with her experience in the guided chat: “It [guidance] 

made you actually feel that the other person listened to you 

and is understanding what your problem is. Other than 

they’re just being like, ‘Oh, yes. I understand. Oh, I’m so 

sorry this happened to you.’ And move on.” P18 described 

the difference between the two types of support this way: 

“the way I would describe it is, suddenly, we got to become 

therapists for each other.” 

However, P23 viewed the focus on concerns in guided chat 

as a drawback, and felt that unguided chats about lighter 

topics were more appropriate at times: “I think that [guided] 

kind of just forces you to get deeper into things that maybe 

not everybody's okay with. Like maybe, you want to keep 

things superficial.” P01 suggested finding a balance between 

depth and smoothness in peer support chats, “They [chats] 

need a little less structure than the guided chat but a little 

more instruction than the unguided chat.”  

Beyond contrasting the two types of chats, participants 

revealed that both types of peer-support chat tools could be 

useful for times when people need additional self-care 

options, depending on stress levels, seasons, and available 

therapy. P70 noted that her “need for something like this 

would fluctuate a lot.” She explained that she would use a 

chat tool “in times when my anxiety is high.” P16 had a 

similar perspective: “I get seasonal depression. There are 

times where things are really stressful and that's when I 

might turn to this.” P23 said, “I guess it would really depend 

on my friends and how supportive they are being.” P72 

explained that her therapist “wasn’t able to see me at all this 

winter,” and that she used the chat tools during the study to 

supplement her usual care. She experienced a drop in her 

anxiety by 9 points, from severe to mild, which indicated that 

the unguided chat successfully helped her to manage her 

illness while she was unable to access professional care.  

P18, who was currently in therapy, noted that the peer 

support chats complemented her traditional care because she 

didn’t have to “worry that this person would try to get me to 

take new medication as a therapist in real life might have.” 

Guided chats, in particular, showed promise for 

complementing more traditional forms of care because of the 

ways in which participants reported implementing the skills 

in their everyday lives. P37 mentioned that she began to 

internalize the guidance as a form of self-reflection: “It's just 

like, building upon that reflective piece. Like, ‘how am I 

feeling today? What's going on? What is that I'm worried 

about?’ ” P16 similarly said, “I would find myself throughout 

the day thinking whenever anything bad or stressful 

happened […] I would start to go through that process in my 

head.” And P23 said that after experiencing guided chat, “I 

was definitely more aware of going through: ‘Okay, this is 

how I'm feeling about this situation. What can I do to change 

this?’” P67, whose depression score dropped 7 points after 

using guided chat, from severe depression to moderately 

severe, also began using skills to solve challenges: “I like 

thinking about it [distress] that way. Like okay, I’m feeling 

DEPRESSION ANXIETY 

 ID Pre Post Δ Pre Post Δ 

Guided 

chat  

P46 17 7 *10 13 5 *8 

P27 12 7 *5 12 7 *5 

P37 16 19 -3 13 15 -2 

P49  4 10 *-6 0 5 *-5 

Unguided 

chat  

P72  16 8 *8 18 9 *9 

P70  18 16 2 15 8 *7 

P65  20 15 *5 15 12 3 

P16  12 9 3 12 5 *7 

P01 22 20 2 19 18 1 

P18 3 1 2 0 2 -2 

p67  18 24 *-6 14 10 4 

P23 4 5 -1 4 8 -4 

Table 4. Interviewees’ changes in symptoms. "Pre" and 

"Post" indicates the pre- post-study score. Depression scale 

(PHQ-9) range is 0-27; Anxiety scale (GAD-7) range is 0-

21. Δ indicates pre-post change. Positive Δ numbers 

indicate improvement; negative Δ numbers indicate 

worsening. * denotes clinically significant change.  
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this way. I should try and do this [strategy] to make me feel 

better.” P46, who experienced a clinically significant drop of 

10 points in his depression score from moderately severe to 

mild depression, said of the guidance, “it gave you an 

algorithm or a process to think through with the issues.”  

These findings from the follow-up interviews suggest that 

unguided chat sessions allowed peers to “keep things 

superficial” when opening up felt risky or when a pleasurable 

distraction from stressors was desired. Guided chats, in 

contrast, enabled peers to “become therapists” and 

emotionally support each other. Furthermore, the peers 

reported internalizing the prompts from the guided chats and 

applying them as a form of self-help in moments of distress 

between chats. Both types of chats supplemented mental 

health care for these participants in different ways, and, in 

many cases, substantially reduced their symptoms.  

DISCUSSION AND IMPLICATIONS 

We present insights on the tradeoffs of guided versus 

unguided chats for peers with mental illnesses. Then we 

present design implications that we envision as next steps in 

technology for peer-based supportive chats: (1) Engage 

people during highs and lows; (2) Design beyond the 

“session”; and (3) Promote connection on shared interests.  

Guided Versus Unguided Chats 

Guided chats and unguided chats had distinct styles of 

interaction and appeared to confer unique benefits to the 

participants. Our findings suggest that guided chats promoted 

deep discussions that lead to self-insight. The ability to both 

give and receive valuable advice increased the perceived 

depth (e.g., power and impact) of guided chats. The ability to 

chat openly about shared interests and experiences in 

unguided chats promoted a sense of personal connection that 

contributed to smoothness, which has also been shown to be 

an important dimension of success in traditional therapy 

sessions [74]. Both of these types of chats led to clinically 

significant changes in depression and anxiety for some 

individuals (see Table 4), facilitating remission (i.e., 

dropping below the threshold for clinical intervention) or 

recovery  (i.e., improving by at least 50%) [37,61]. 

Although people in the guided chats reciprocated support, 

achieved new perspectives, and solved problems, they also 

discussed troubling issues, such as unwanted negative 

thoughts. Therefore, even when guided chats were deep and 

led to positive outcomes, participants could have experienced 

heightened distress in talking about troubling issues. In 

contrast, participants tended to focus on pleasant topics that 

distracted from troubles in unguided chats. This tension 

between depth of discussion on serious topics versus free 

socializing on pleasant topics has also been observed in other 

peer communities. For example, peers in online communities 

for diabetes [52], and peer support networks of caregivers 

[40], value the chance to chat socially and “off-topic” 

without necessarily addressing mutual concerns. Similarly, 

we found that peers with mental illnesses derived benefits, 

including symptom reduction and sense of interpersonal 

closeness, from chatting about shared interests.  

Unguided chats, however, also had drawbacks. The lack of 

any guidance made it burdensome to initiate, maintain, and 

end chats. These drawbacks exacerbated participants’ fears of 

being “intrusive” or “oversharing” when opening up about 

concerns. These findings highlight that people seeking 

emotional support typically make implicit rather than explicit 

requests for support [6,7], and experience tension between 

self-presentation and help-seeking online [53]. We found that 

guidance mitigates theses tension in seeking emotional 

support by providing explicit scaffolding for sensitive 

disclosures.  

Implication 1: Engage People during Highs and Lows 

People with mental health challenges experience highs and 

lows: sometimes symptoms are particularly severe, and other 

times they lessen. Our participants desired engaging in the 

chat tools for both pleasant and serious topics, and derived 

benefits from both. One design implication of this finding is 

that chat tools for mental health might provide benefits other 

than direct application to troubles, such as a sense of 

community and kinship with their peers. These social factors 

most likely played an important role in the outcomes of 

unguided chat. Thus, we encourage designers of mental 

health chat tools to design guidance that provides users with 

benefits during the lows of illness and the highs of remission.  

Our guided chat tool enforced a rigid progression through a 

static problem-solving framework. A next step would be to 

design guidance as a sidebar to an unguided chat for when 

participants need help choosing a chat “move” (e.g., topic, 

question), articulating an issue, or giving support. Systems 

using natural language processing could adapt as chats turn 

to more positive or troubling topics, providing appropriate 

scaffolds. Such adaptive guidance could help peers to not 

only solve problems, as was the case with our guided chat 

tool, but also help peers to build social connection—an 

important preventive factor in mental health [78,79]. 

Our guided chat prototype utilized a problem-solving 

framework as the basis for its design; however, many other 

talk therapy approaches could be embedded as guidance. 

Leveraging more resource-oriented approaches that focus on 

solutions and strengths [58] could be especially appropriate 

in peer settings wherein providing and receiving thoughtful 

advice was highly liked. Ultimately, a balance of problem- 

and strengths-oriented guidance could help engage users 

throughout highs and lows of mental illness. 

Implication 2: Design beyond the session 

We found that chat partners used the eight chat sessions to 

get to know one another. An implication of this finding is to 

design beyond the single session to help peers carry forward 

topics, strategies, and questions to their next chat. Helping 

chat partners to develop conversation topics over many 

sessions could increase engagement in peer support chats 

over time. This implication may also be relevant in online 
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chat interventions (e.g., 7 Cups of Tea, [12,27]) wherein 

engagement may be improved by features that support 

“checking in” on ongoing concerns, interests, or goals. 

Moreover, a “session” is an arbitrary unit that defines 

traditional talk therapy, but does not have to artificially 

constrain technology design [69]. 

Chat guidance could be designed to help peers choose topics 

at the end of chats to follow up on, and provide nudges 

toward those topics at the beginning of the next chat. By 

using guidance to bridge the connection between isolated 

chat sessions, systems could help peers to develop supportive 

accountability—a sense of shared responsibility for investing 

in one’s own and each other’s mental wellness that improves 

engagement in online mental health interventions [38,49]. 

Moreover, many participants used the guided chat skills 

beyond the confines of the chat sessions. Designs could help 

users to reflect between chat sessions on the skills, strategies, 

and perspectives that they gained during chats, and 

encourage them in moments of distress. Another possibility 

would be to enable users to draft initial replies to chat 

prompts when in immediate distress, in anticipation of 

working through the issue in the next chat session. Finally, 

designing beyond the session could include providing users 

with trends in clinically and personally significant mental 

health outcomes. For example, feedback to the users about 

their PHQ-9 and GAD-7 trends, or their achievement of 

personal recovery goals. The overall takeaway is that 

designing beyond the single chat session could significantly 

expand opportunities for providing value to peers, and for 

engaging them in supportive encounters.  

Implication 3: Promote Connection on Shared Interests  

One of the major strengths of unguided chat was that it 

enabled chat partners to develop a personal connection based 

on shared interests. The guided chat, on the other hand, 

focused on troubling issues. People with mental health issues 

do not always prefer to be matched with peers based on their 

diagnoses or illness-centered characteristics [54]. Rather, 

they seek similarity on in-the-moment needs and feelings that 

change over time. Building the foundation of rapport on 

shared interests, such as favorite movies, pets, etc., could 

enable a sense of comfort in seeking help in times of need. 

Guidance could help peers to talk about shared interests, for 

example, based on user input of their interests and areas of 

strength. Such guidance could offer ideas during lulls in the 

chat, or surface similarities as the chat unfolds.  

This design implication may be particularly relevant to chat 

tools that match strangers anonymously with one another 

online. However, previous work on face-to-face dyadic 

interventions for mental health (e.g., trauma) [16] has 

focused on strengthening supportive bonds between familiar 

pairs, such as spouses, friends, and family members. 

Moreover, a recent survey on peer attitudes toward accessing 

online support found that the majority desired to receive peer 

counseling from someone they know, such as a romantic 

partner [11]. Future work can investigate the role of chat 

guidance within familiar pairs (i.e., friends and family), in 

addition to the anonymous pairs we studied.   

LIMITATIONS AND FUTURE WORK 

This work demonstrates insights from mid-fidelity Google 

Doc prototypes. This type of prototype allowed us to gather 

rich feedback on guided and unguided chats and to 

demonstrate challenges and opportunities of guidance. 

However, it limited our ability to mimic typical chat structure 

because the Google Doc template lacked the familiar “send” 

button for messages, and enabled participants to view each 

other typing. We addressed this limitation by having 

participants follow the prompts in unison to avoid overly 

complicated instructions for “sending” and turn-taking. This 

design choice could have affected the depth of guided chats, 

and therefore further work is needed to investigate how a 

typical chat structure influences perceived tradeoffs. 

Moreover, further work can explore how different types of 

prompts (e.g., strengths-oriented prompts) influence 

outcomes and broaden applicability to any guided peer 

support chat. Another avenue for future work is to investigate 

longer term depression and anxiety outcomes, and to focus 

more on wellbeing, which is often overlooked in technology 

evaluations [77]. Evaluating skill acquisition might be 

particularly important for understanding whether guidance 

can be faded over time.  

We were limited in the number of participants that we could 

engage in our field experiment due to logistical challenges of 

coordinating 20 pairs of peers over multiple time zones 

without any automated system support—the first author 

manually scheduled, coordinated, and reminded chat partners 

for the duration of the study. Future work using a chat 

application could further expand our insights by observing 

clinically and statistically significant outcomes for larger 

samples of people experiencing mental illness.  

CONCLUSION 

In this paper, we designed an online guided chat tool with 

prompts based on psychotherapy skills and compared it to 

unguided chat. We found that guided and unguided chats 

reduced average symptoms of anxiety, but did so in 

qualitatively different ways. Guided chats were perceived as 

deeply valuable for gaining solutions and insights, but 

provoked unwanted focus on troubles in some cases. 

Unguided chats were experienced as smooth and easy-going, 

but tended toward distraction from troubles rather than 

emotional support. We hope that this work will motivate 

future digital peer interventions for mental health care. 
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