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Psychosocial therapies play a crucial role in effectively treating anxiety and depression. An integral aspect of
these therapies involves setting goals that clients engage in outside therapy, known as therapy homework
or between-session goals. Yet, clients overwhelmingly do not complete between-session goals. This study
explores mental health therapists’ and clients’ challenges in collaborating to set and manage engagement
with between-session goals and discusses how technology could better support them. We interviewed 13
therapists and 14 clients about their experiences with between-session goals. We identified therapists’ needs
for information to support their clients, challenges in collaboration, and how technology can support client-
therapist collaboration. Therapists need in-the-moment information about clients’ engagement with goals
to inform their decision-making. Clients may feel reluctant to share information due to a lack of trust,
embarrassment, or not knowing what to share. Clients could use technology to asynchronously communicate
about sensitive topics with their therapists. Technologies could facilitate gathering in-the-moment data that
supports client-therapist collaboration on goals.
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1 Introduction
Every year, 20% of the US adult population experiences depression and anxiety [26]. Evidence-based
psychotherapies such as Cognitive Behavioral Therapy (CBT), Problem-Solving Therapy (PST),
and Dialectical Behavior Therapy (DBT) are effective at treating depression and anxiety disorders
[29, 65, 86, 87]. A key aspect of mental health treatment is known as therapy homework, which
involves setting goals that clients and therapists agree on during the therapy sessions [61, 65].
Homework consists of activities intended for the client to pursue between therapy sessions [61, 65].
When clients engage in homework, they have improved therapy outcomes [29, 65]. Despite the
effectiveness of homework, only 20-50% engage in between-session therapy activities [51, 61, 65].

The goals that clients and therapists set consist of the client doing activities through which the
client practices and strengthens therapeutic skills and engages in behaviors that promote mental
health [24, 61, 65]. However, clients do not engage with between-session therapy goals due to a
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range of factors, such as low motivation to change, not understanding the relevance of therapeutic
activities, the effort involved in planned activities, lack of time, and barriers that come in the way
[23, 24, 45, 121]. Given the importance of therapy goals and between-therapy session plans, there
is a need to understand how to identify the client’s goals and create action plans that the client
can engage in between therapy sessions. This can be difficult because the client and therapist’s
communication is limited to in-session collaboration, with many activities occurring between
therapy sessions that might be difficult to capture and communicate around [3]. Gathering such
data can take weeks or months or might never be fully achieved [3]. Data exchange between client
and therapist is limited through one-on-one conversations and lacks in-the-moment details of
people’s experiences [3]. This can result in disagreements and a lack of mutual understanding
between clients and therapists and can lead to people giving up therapy altogether [102].
Current mental health technologies can support homework activities through useful features,

such as self-monitoring or educational content [7, 118]. When some clients use technology for
therapy homework activities, they favor using technology over paper handouts [2, 96]. Despite
mental health tools having potential for homework activities, they do not support the client and
therapist in working together towards identifying and supporting engagement with goals. However,
technology in other domains has surfaced the potential to address some of the needs that clients and
therapists might have. For example, health providers, behavioral counselors, or coaches can support
client goals and create action plans using technology [16, 32, 103, 104, 109], better share data
from everyday life using personal informatics tools [32, 109], surface client goals [107, 109, 127], or
support communication of personal goals [127]. We are starting to gain insight into how technology
can support clients and dietitians in their collaboration, such as sharing multimedia (e.g., verbal
and visual content) from the client’s context and routines [32, 107]. However, there needs to be
more understanding of how technology can support clients’ and therapists’ collaboration around
planning activities to benefit client engagement outside of therapy sessions.
In this paper, we investigate the collaboration needs that mental health therapists and clients

have in identifying between-session therapy goals and supporting client engagement in between-
session goals and how technology can facilitate their collaboration. We interviewed 13 mental
health therapists and 14 clients about their challenges in setting and engaging in between-session
therapy goals. We asked participants to envision designs that can support them in this process
through ideation activities. We conducted follow-up interviews with 7 of the participants to gain
more insights about the use of technology by discussing low-fidelity technology features. Our work
contributes to:

• Understanding the information needs that clients and therapists have in jointly setting
goals that support client needs, as well as the challenges they encounter in collaborating.
Therapists want to know a range of client data, including internal and external factors that
impact engagement with between-session therapy goals. Clients can be reluctant to share
information due to their lack of trust in sharing information, not knowing what information
to share, or not feeling comfortable sharing failure. Clients and therapists can have misaligned
perspectives about what goals are achievable and how much to communicate outside of
therapy sessions.

• Design opportunities for how technology can support information exchange between the
client and therapist, including lightweight approaches to communicating outside of therapy
sessions and approaches for capturing data outside of therapy through tracking, sensing,
and social connections. We discuss challenges in implementing technological solutions to
support collaboration, including clinician-limited time, and tensions in how and what data to
collect outside therapy sessions.
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2 Background: Goal setting in mental health therapy sessions
Therapy homework is a component of many behavioral therapies, such as Cognitive Behavioral
Therapy (CBT) [63], Behavioral Activation (BA) [58], and Problem-Solving Therapy (PST) [4, 39].
Therapy homework consists of formulating and setting goals and, at times, approaches for pursuing
those goals. Each therapy might have a different approach to identifying goals. For example, setting
goals is one of the multiple activities done in CBT and BA [58, 63]. In BA, setting goals can be
part of structured activities that align goals with values [58]. Therapists might assess with the
client if the goals are achievable [58]. Problem-solving types of therapies can involve the entire
session focused on identifying the appropriate goal to set and how to ensure the client can succeed
at pursuing it [4, 39]. Different variants of problem-solving therapies involve activities such as
assessing and creating action plans to address the goal or assessing the feasibility of the goals
[4, 39].

Therapists and clients set goals intended to be done between each therapy session when the client
usually cannot access the therapist, which constitutes the therapy homework, such as practicing
therapeutic skills learned during the session [63]. Examples of goals set during therapy sessions
include having a client who has trouble keeping their house organized spend 10 minutes a day
cleaning the kitchen, or scheduling three outside activities for a depressed client who spends much
time watching TV [62]. Between-session goals can vary greatly, involving goals in a wide range of
domains, such as managing finances, relationships, work, movement, and diet [62]. The process of
defining goals involves reflective practices between therapists and clients to become aware of client
values, understand client problems and skills, and anticipate problems that can come in the way
[3]. Engaging in goals is a longitudinal process involving provider-client collaboration to identify
problems, set goals, and create care plans [3].
Engaging with between-sessions goal-related activities leads to better therapy outcomes for

clients [29, 65] and sustained behavior change [63]. However, an overwhelming amount of clients
do not engage in goals-related activities [51, 61, 65], for reasons such as activities that do not fit
the client’s values [24], weak therapeutic alliance or therapist-client relationship [64], client lack of
motivation, and avoidance [54].

The misalignment between the goals set and the client’s needs raises questions on whether and
how the collaboration process between client and therapist might lead to goals that do not meet
the client’s needs. CSCW and HCI research has extensively investigated collaboration practices
between clients or patients and providers more broadly and how technology has the potential to
support clients and providers in better sharing information and communicating. In this paper, we
answer the research questions:

• What collaboration challenges do clients and therapists encounter in setting between-session
goals (i.e., therapy homework)?

• How do clients and therapists think technology can help support them in setting and engaging
in goals (i.e., therapy homework)?

3 Related Work
3.1 Collaboration between client and provider for goal setting
3.1.1 Collaboration for goal setting in clinical settings. Goal setting and creating care plans with
clinicians is critical to managing care for a variety of health behaviors, including mental health
[3], diet [31, 32], managing migraines [107], working towards smoking cessation [16], hospitalized
patient care [127], and rare diseasemanagement [97]. Increasingly, the clinical models for supporting
medical care goals take a client or patient-centric perspective [101], which encourages clinical
decisions to be guided by client preferences, needs, and values [92]. Collaboration in setting goals

Proc. ACM Hum.-Comput. Interact., Vol. 8, No. CSCW2, Article 516. Publication date: November 2024.



516:4 Bruna Oewel, Nadia Azizan, Patricia A. Areán, and Elena Agapie

for care management can lead to better self-management competency [70]. When clients have
good quality communication with their provider, their trust in the provider can increase [43].
Despite the benefits of good communication and collaboration between client and provider,

setting joint goals can pose multiple challenges. Clinician and client perspectives can be at odds
[82]. Clinicians might prioritize goals related to clinical outcomes, such as controlling symptoms
[31, 101], while clients might have desired personal health goals that differ from the clinical ones
[31, 127]. For example, the provider might want the client to stop eating certain foods to address
a health symptom, but the client might prefer to have the symptom and still eat some of those
foods [31]. Sometimes, the client may feel uncomfortable communicating with the provider. Clients
might not feel like they can communicate with their care team, which can lead to power dynamics
dominated by the clinician [38]. Clients can fear being perceived as difficult, which can make them
reluctant to communicate with the provider [38]. If the misalignment in goals is not recognized, it
could lead to goals that are not relevant to the client [82, 107].

3.1.2 Collaboration practices for goal setting in mental health. Researchers in CSCW have studied
practices of goal setting and planning for mental health [3, 56]. Therapists can assist clients in
setting goals by providing expertise in the process that helps create more achievable goals for the
client [3]. Therapists help clients understand the nature of the problems that bring them to therapy
and translate those problems into goals that clients can implement between sessions [3]. In doing
so, therapists might encourage the client to see new perspectives about what is the nature of their
problems, give ideas for goals that the client did not consider but could address their problems,
help the client pivot to a new goal, anticipate future problems that might come up, or reflect on
past problems that the client might be avoiding [3]. Although therapists can provide support in
creating achievable goals for the client, the goals clients and therapists set still fall short and are
often not achieved by clients[51, 61, 65], which raises the question of whether the goals that are set
in the first place are not meeting the needs of clients outside of therapy.

Collaboration can be difficult if there is not a clear shared understanding between therapists and
clients. For example, documentation about why a client is seeking treatment can be lost, which
then takes longer for the therapist to understand the client’s needs [50]. Clients with comorbidity
(e.g., cancer) may be taking medications that make them more tired, which can make them forget
about their homework for that week [116]. Research has indicated a strong relationship between
the therapist-client relationship and therapy outcomes [52, 53], also known as a working alliance.
The collaborative relationship fosters a safe environment [52, 98] through relational aspects such
as trust, affective bond, agreement, and empathy [98] for the client to change [52]. However, that
collaborative relationship is often paused outside of sessions. Clients sometimes feel the need to
talk to their providers about their mental health between sessions, but providers are often too busy
for those requests [116]. In this research, we investigate the challenges clients and therapists have
in communicating about and collaborating toward the shared goals they set in therapy sessions
and what design solutions might support them in that process.

3.2 Information needs to support the creation of client-centric goals
3.2.1 Use of client-generated data in technology to inform goal-related activities. A critical compo-
nent of deciding on shared goals between clients and providers is having a shared understanding
of client needs and experiences. Increasing research in CSCW and personal informatics shows
how using data in clinical encounters can help clients and providers create and engage with care
plans, increase client engagement in care plans, improve the relationship between clients and
providers [16, 32, 103, 104, 107, 109], align perspectives, and commit to shared decision-making
[8, 18, 31]. Providers use a range of information about the client to set achievable goals and create
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care plans that are aligned with the client’s needs. Such information includes client preferences,
values, life circumstances [16, 104], the client’s medical history [56], health symptoms [32], financial
circumstances [56], health literacy [56], and daily food or exercise data [32]. Such information
often involves clients’ everyday experiences, which are usually inaccessible to the provider unless
the client shares them.
To support the collaborative development of goals, clients and providers increasingly use tech-

nology to track data. Client-generated health data can be collected between clinic visits, giving
providers more accurate client information [33]. For example, people with migraines track infor-
mation about what, when, and how migraine triggers happened to inform the goals they set with
providers [109]. People managing their diet use photo diaries to help the provider and client better
understand food patterns, client routines, and the context of client behaviors [31, 32]. Providers
also make use of data to motivate clients to engage in goals. For example, providers can learn
the client’s values and use that information to encourage them [30]. Reviewing data in clinical
encounters can help clients increase their self-knowledge [93].
Technology can come with many challenges in meeting clients’ and providers’ collaboration

and information needs. Providers do not always have a good understanding of the client’s goals
[3, 32, 127]. Clients might not always be willing to share information about themselves on sensitive
topics [3]. Clients might not feel empowered or comfortable to share their needs [127]. It can be
difficult for the provider to gather information about the client’s experiences outside the clinical
encounter [32]. When clients use technologies, such as self-tracking tools, technologies might not
be aligned with clients’ goals [82]; for example, a diet tracking app may only allow calorie-counting
instead of managing an eating disorder [35, 49]. Often, such technologies do not have a way to
share information with providers more easily [30]. Even when data is available, providers lack the
time to review additional information about the clients [30, 44, 126]. HCI research has indicated
the need for providers to get access to that information, as well as a way for those resources to be
easily accessed and more effectively organized [116]. Data-centric technologies like step trackers
do not provide enough context for what is occurring in a person’s life [83]; food diaries do not
capture information about the client’s life necessary for care plans [32], and summaries of tracked
data do not necessarily capture contextual data necessary for tailoring support [108].

3.2.2 Use of client-generated data in mental health therapy sessions. Mental health therapists strive
to create goals with clients that are aligned with the client’s preferences, values, and context [121].
However, it can be challenging to gain the information that the therapist needs to provide care.
Understanding information about the client’s situation and goals can take multiple therapy sessions
[3]. Certain types of information are difficult to gather from clients, such as how clients engage
with their goals outside of therapy sessions, such as what they do and how much time they spend in
bed and not engaging in a desired activity [3]. Therapists can find it difficult to gather information
about client symptoms. For example, for PSTD clients, therapists thought it could be more accurate
to ask trusted others about the client’s symptoms (e.g., sleep patterns) because the clients might
not be able to asses such patterns themselves [40].

Tracking and sensor-based technologies are showing positive promise in mental health therapy.
Clients can find it useful to use tracking technologies to gain insight into their behaviors and gain
motivation, such as feeling more motivated to engage in physical activity to manage mood [1].
Numerous technologies aim to provide predictive information about people’s mental health based
on signals such as location or social proximity [12, 25, 94, 122]. Researchers have started to explore
the use of client-generated data in mental health therapy. College students and therapists used
tracked data to discuss client progress [78], for example, by assessing sleep patterns to discuss stress
[67]. Therapists see the potential of using Fitbit data to discuss client beliefs [83] and to show clients
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an outside perspective on their behavior and accomplishments, such as achieving step counts [83].
One of the challenges in using technology to track client experiences is that clients want to keep
negative experiences private from the therapist and share more of the positive experiences [110].
Clients might overly focus on the negative patterns in their data, such as lack of physical activity
[83]. Reviews of mental health technologies surface that apps include features that can support
engagement with between-session goals, such as reminders, self-monitoring, information modules
to support learning, coping skills training, and emphasizing completion [7, 24, 118]. Research
surfaced that it is important for therapists and clients to collaborate in reviewing homework
progress as part of technology apps [99, 118]. However, existing tools are not designed to support
collaboration between client and therapist or challenges in engagement with between-therapy
goals. There is limited understanding of what data and information therapists want to know to
inform their decision-making for setting shared goals during therapy sessions and what might be
the challenges in gathering such data. In this study, we seek to understand how information about
the client can support goal setting in therapy settings.

4 Methods
We interviewed therapists and clients to understand their challenges in setting and engaging
in between-session therapy goals and how technology can support them. We conducted semi-
structured interviews with 13 therapists and 14 clients to gain insights into the barriers they
encountered in setting goals and creating the between therapy sessions goals. In addition, we
conducted activities to generate and discuss design ideas for addressing challenges around goal
challenges. This study was self-exempted in the institution’s IRB after consulting with the IRB
board staff.

Terminology. Goal setting is a core component of therapy "homework." Some therapists might
refer to therapy homework as between-session goals or activities or refer to it by the type of activity
(e.g., journaling). In the interviews, we followed the terminology that participants used, which
could include "goals," "therapy homework," and "interventions between sessions" [61]. Homework
was the most commonly used term by our participants, and it will be presented in some of the
quotes in the results.

4.1 Participant Recruitment
Therapist participants.We interviewed 13 therapists recruited through the mailing list of the
Association for Behavioral and Cognitive Therapies (11) and convenience sampling (2). Two
participants were recruited through convenience sampling: one of the researchers shared the study
advertisement with two therapists working at other universities. We received responses from 19
eligible participants, and we interviewed 13 therapists. Participants were over the age of 18, were
working or living in the US, and were practicing a therapy that included the use of goals and
homework with clients. We conducted interviews over Zoom for 60 to 80 minutes. We compensated
participants with a $40 gift card.
Four of the therapist participants held PhD candidacy in Clinical Psychology and had been

practicing therapy for 3 to 4 years, while 7 participants had a PhD in Clinical Psychology, and
two were licensed clinical social workers. Participants had 3 to 5 years of experience (5), 6 to 9
years of experience (7), and over 20 years of experience (1). They practiced the following types of
therapy: Cognitive Behavioral Therapy (CBT), Dialectical Behavioral Therapy (DBT), Acceptance
and Commitment Therapy (ACT), Cognitive Processing Therapy (CPT), Problem-Solving Therapy
(PST), and Behavioral Activation (BA). Participants practiced in 8 different states in the USA.
Participant’s gender was man (1), woman (9), or did not specify (3). Participants ages ranged from
25-34 (10), 35-44 (2), and 45-54 (1), with a mean age of 33 and median age of 32. Participants
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self-identified as Caucasian/White and Not Hispanic/Latino(a) (10), Middle Eastern (1), or did not
specify (2).

Client participants.We interviewed 14 people who were going to therapy (i.e., therapy clients).
We recruited through posts on social media (Reddit, Twitter, Instagram, Facebook), a mental health
newsletter (Mental Health America), and Craigslist. Participants were over the age of 18, were living
in the US, were seeing a therapist at the time, or in the past 3 months, and were setting between-
session goals or using homework during therapy sessions. We expected that some clients might
not be using the terminology of "homework" with their therapists, but if they set between-session
goals, that would qualify as setting therapy homework. Participants self-identified as depressed or
anxious, but did not have a severe mental illness condition. We considered that self-identification
of being depressed or anxious in addition to attending therapy sessions to be sufficient for studying
collaboration in therapy settings and engaging with therapy goals. People with mental health
conditions can be reluctant to participate in research because they have been stigmatized and
marginalized [124], which is why we chose not to screen clients for a mental health condition
because we thought it might further alienate them. Moreover, we considered clients with depression
and/or anxiety because they often occur together and have similar treatments [9, 27]. We excluded
participants who had severe mental illness conditions because their therapy techniques could be
different than behavioral therapies, which would modify the treatment they receive, and whether
they had therapy goals [61]. We conducted interviews over Zoom for 60 to 80 minutes. Participants
were compensated with a $30 gift card.

Client participants’ genders were man (3) and woman (11). Participants’ ages ranged from 25-34
(5), 35-44 (6), 45-54 (2), and over 60 (1), with a mean of 38 years old and median of 37 years old.
Participants self-identified as Caucasian/White (9) or Asian or South Asian (5). One person self-
identified as Hispanic/Latino (1). Participants were attending therapy sessions weekly (6), biweekly
(4), or monthly (3). Participants reported using the following therapies during therapy sessions
CBT (6), DBT (1), integrative therapy (1), or did not know or specify (6).
We had a low number of participants who identified as men, with 8% of therapists and 21% of

clients. Broader gender distributions of mental health practitioners and therapy clients also have a
higher representation of women. 74% of psychology doctorate degrees awarded in 2022 in the USA
were to people who identify as women [41], which is the same percentage of women psychologists
in the USA workforce in 2021 [84]. Depending on the field of psychology, women represent 85% of
enrolled doctorate students (e.g., developmental psychology) [42]. In relation to therapy clients,
there is a higher prevalence of women with anxiety (33%) compared to men (22%) [77], and there
are almost twice as many women diagnosed with depression and who seek mental health treatment
compared to men [72, 111, 119], which explains some of the gender balance in our sample.
Follow-up interviews.We conducted follow-up interviews with 7 participants to understand

their technology-related perspectives better. We reached out to 4 therapists (T1, T2, T9, T10) and
3 clients (C4, C9, C10) were chosen randomly from our participants. We conducted interviews
over Zoom, which lasted between 25 and 60 minutes. We compensated therapy participants with a
$40 gift card and client participants with a $30 gift card. The original and follow-up interviews
contained participatory activities that are described in Data Collection, which formed a unified
approach to eliciting information about challenges and technology solutions from participants.

4.2 Data Collection
We conducted semi-structured interviews that involved participatory activities aimed at eliciting
the challenges participants encounter in between-session therapy goals and the technologies that
could support them in this process. We used a digital collaborative whiteboard (Miro.com) to guide
the interview activities. Before the interview, participants were prompted to provide their top
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Fig. 1. Activities that participants completed: (A) Generate and discuss challenges in goal setting and pursuit;
(B) Discuss and brainstorm ideas of concepts (yellow sticky notes) that could be useful for goal setting
and pursuit challenges (blue sticky notes); (C) Discuss and generate ideas of functionalities they wish they
had, like social, note taking, information; (D) Discuss ideas of specific functionalities represented through
high-level design features.

challenges in designing and engaging with therapy goals. The data collection centered around four
different participatory activities as follows:
Activity 1: Discuss and generate challenges in setting and engaging with goals: Par-

ticipants reviewed common goal setting challenges identified in prior work [24], along with the
challenges they reflected on before the interview. They chose four highest priority challenges that
were used in the next activity for brainstorming technology solutions (Figure 1 A).

Activity 2: Generate solutions to goal-related challenges: All participants brainstormed
technology solutions that would address their four challenges with therapy goals. For each challenge,
participants generated three ideas. We encouraged participants to set no boundaries on what tool
they imagined, much like a magic tool (Figure 1 B).

Activity 3: Discuss common technology features based on written descriptions: Therapist
participants identified common technology features that could support the client and therapist in
engaging in between-session goals or homework (e.g. types of information, reminders, notifications,
note-taking, visual representations, social features of engagement with others, and social features of
seeing content about others). Participants filled in cards such as “I wish I knew ____ about the client’s
problems” and “I wish the client had support to ____” (Figure 1 C). In some interviews, participants
filled in the cards with writing, while in other interviews, we only verbally discussed what they
wished they had support for.

Activity 4: Discuss common technology features based on low-fidelity wireframes: This
activity was conducted in a different follow-up interview than the first three activities, though
it was a continuation of the original interview. Participants discussed technologies that could
help them in relation to common technology features that might be commonly encountered in a
patient-provider collaboration or communication system [88, 89, 116], as well as some features that
were derived from the previous feedback of participants. The features were presented in basic ways
to communicate what might be potential functionalities in a digital system, such as an information
dashboard about a client, progress on a plan, having a wishlist of discussion topics to bring into the
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therapy session, being able to communicate with the client/therapist. The designs were low fidelity,
so they only served as a conversation starter about technology’s role in relation to these topics.
These interviews were not intended to evaluate a user interface but to elicit more information
about themes already existing in the data.
The features derived from the interviews involved a need for a variety of data about the client,

monitoring engagement with the goals set during therapy sessions, and the need to communicate
information to the therapist. We wanted to understand better how participants envisioned tech-
nologies to support such activities and the role they would play in their practices. We found it
useful to create a visual representation of features rather than just textual representations in Step
3; therefore, we created a low-fidelity design artifact that would help facilitate a conversation with
participants.

Reporting results: We present results containing insights from both the original and follow-up
interviews together. We do so because the interviews discuss similar constructs, but sometimes,
there is more detail in an original interview of one participant or a follow-up of another. We found
that presenting the results about one theme together communicates the participant’s perspectives
in a more unified way. However, to ensure that follow-up interviews are distinguished in the
data, we identify the quotes from the follow-up interviews with a "-W" (i.e., -Wireframe) after the
participant ID, for example, T1-W. Otherwise, we identify the therapists as "Tx" and clients as"Cx",
"x" being the number of the participant.

4.3 Data Analysis
Our data analysis and thematic conceptualization incorporated both deductive and inductive
approaches [22]. First, past research [24, 37, 64] informed an initial codebook. That deductive
approach led to codes such as "challenge - goal completion - things come in the way of engaging in
goals" [24, 64] and "support - reminders for client," "support - client self-tracking," and "support
- resources - relevant resources for client" [24]. After that, we started an inductive approach to
data analysis. Post each interview, a researcher wrote memos, defining the codes that informed
the thematic content of the paper. The coding process involved four researchers, with two initially
engaging in independent open coding of a single transcript, followed by discussions and resolution
of coding disparities. Subsequently, the researchers iteratively analyzed pairs of coded transcripts
through multiple sessions. The codebook underwent revisions spanning several weeks, with one
researcher subsequently applying the codebook to all transcripts. The inductive analysis employed
a line-by-line descriptive coding approach [106]. Some codes conceptualized in the inductive
phase included "challenge - understanding context to set reasonable goals", "support - tracking
changes and progress over time", "support - collect honest feedback from client". Throughout this
coding process, the first author maintained the practice of writing memos and employed affinity
diagramming to guide the analysis.

5 Results
Clients and therapists discussed major challenges and designs that can support them. Therapists
stated information needs they encountered in supporting the client with setting goals, and they
described approaches that could help gather information about the client, including using self-
tracking, sensor data, or relying on other people as a proxy for information. Clients expressed
concerns about sharing information with the therapist due to a lack of trust, knowing what to share,
or feeling embarrassed about failure. Clients and therapists discussed how they might collaborate
outside of therapy sessions to support the client in engaging with goals. In this section, when
we often use the word "homework" it is because that is how therapist participants referred to
between-session goals.
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5.1 Holistic information needs to support collaboration for goal setting
Therapists tried to understand the client’s experiences outside of therapy so that they could better
set goals and create action plans based on the client’s needs (T2, T12, C7), increase client aware-
ness (T12), prioritize what clients wanted to work on therapy (T10, T12), and support continued
engagement with goals over time (T1, T4, T8). Therapists expressed challenges in gathering and
managing all types of information (RQ1). Proposed solutions included aggregating information
sources, and tools to help organize information (RQ2).
Understanding clients was important to therapists because if goal-related activities were not

adapted to clients’ needs (T7, T13, C6, C7), it could lead to clients not wanting to do the activity.
Clients may not have engaged in therapy goals if they did not understand its purpose or benefit:
"Therapists will give assignments... that... doesn’t seem relevant or aligned with my needs... what’s the
use of it? What’s it gonna help process? What was the activity going to teach, or what is the activity
going to broaden my perspective? if it feels... like not a waste of my time" (C7).

Therapists wanted to have a holistic understanding of the client at the beginning of the therapy
process (T8, T12, T13): "Getting a sense of all domains and finding out what’s being affected and where
they feel stuck or stressed by is a first step to understand somebody" (T12). Therapists found it useful
to understand the client context, such as financial situation (T2, T5, T8, T12), health insurance (T8),
childcare (T8, T9, T10), ongoing responsibilities (T12, T13), and level of social support (T10, T12,
T13).

Understanding internal factors that impact clients. Therapists strove to understand what
motivated the client to focus on certain goals over others so that they could prioritize what to
work on together in therapy: "Is there intrinsic motivation there? Are they working towards these
goals because they think that’s what they should be doing, or because what they want to be doing?"
(T2). This helped therapists understand how to assign goal-related activities that aligned with the
client’s values: "Focus on values and how the problem interferes with acting in line with values... what
are your big picture goals in life? Who do you want to be as a person? And how does the problem that
you have now affect that?" (T4).
Understanding external factors that impact clients. Therapists wanted to understand

external factors that impacted the client, including clients’ concerns about resources (T2, T5, T12)
such as financial situation (T2, T5, T8, T12), health insurance (T8), childcare (T8, T9, T10), and level
of social support (T10, T12, T13). Through that understanding, therapists could consider potential
barriers and adapt the goal to the client’s circumstances: "understanding their life circumstances
and abilities... there was a kid I was working with. And the family didn’t really have financial means.
The caregivers were very limited in their ability to do things. So it [between-session goal] had to be
something that was really easy, didn’t cost money" (T2).

5.1.1 Challenges in sharing holistic information with therapists. Although therapists expressed
extensive needs for what information they wanted to know about the client, such information
was difficult to acquire. Some clients did not know what was important to share out of many
things, while others did not want to share about themselves while building the relationship with
the therapist.
Client’s lack of relationship with therapist. Some clients did not feel ready to share ev-

erything about themselves with a therapist: “I’m not at a place where I think she needs to know
everything” (C5). It was particularly difficult to disclose sensitive information at the beginning of
the therapy process with the therapist: “The first time I’m meeting with someone, and I’m asking
them questions about trauma, not everybody’s gonna disclose that. They want to make sure that they
feel safe, and that it’s a comfortable relationship before they usually start talking about it” (T4). T13
attributed such issues to the lack of having a good working alliance (T13).

Proc. ACM Hum.-Comput. Interact., Vol. 8, No. CSCW2, Article 516. Publication date: November 2024.



Technology’s Role in Fostering Therapist-Client Collaboration and Engagement with Goals 516:11

Client not knowing what information is relevant. Some clients tried to ensure they shared
relevant information for receiving care but thought it was difficult to navigate the large number of
things they could be sharing with the therapist: “If there’s just something... from a past experience,
that has influenced, maybe supported this narrative I have in my head or whatever, she needs to know...
to help me counter it... it starts to get like a lot if you try to share every little thing” (C5). C5 was
reluctant to share information about themselves because they were not sure what was actually
relevant for the therapy session “I mean, I don’t know that that is beneficial to the therapeutic process,
because probably sharing all of it is going to get you the best outcome” (C5).

5.1.2 Proposed solutions to having a holistic understanding of the client. Therapists discussed two
needs in understanding holistic information about the client. First, they expected that being able to
access other sources of information about the client, like their health records, would help. Second,
once they started having information about the client, they wanted to get a better sense of how
many data points of the client are connected.

Holistic health information. Some therapists wanted to have access to other health providers’
notes to understand better their health issues: "Sometimes, patients will discuss things with the
psychiatrists that they want to bring up to me. And so there’s some information that may be related to
their medication or something like that, that would be good for me to know" (T2). T13 thought that
primary care providers could gain insight into other information about the client’s experiences: "If
you’re seeing someone in a primary care setting, then maybe you’re getting that information from
what other providers have learned. So maybe... notes from their PCP visit" (T13). When working in
a hospital, T2 found it useful to have access to the medical record notes of the psychiatrist, but
without the notes found that information missing: "They don’t bring it up to me, or they’re telling
different things to different providers" (T2). Some clients also thought that it could be useful to have
ways of sharing health information across providers. For example, C9 thought it would be helpful
to have a system that made it easier to share medical information across providers: "One of the
things that I’m doing right now is tracking down all my medical records and having them sent to all
new providers and stuff. So having just like a universal database... so they can see what’s going on"
(C9). C9 added concerns about privacy when envisioning solutions that included their personal
health information: "This could also be like a HIPAA, PHI (Personal Health Information) type thing
that we have to consider too. Because you don’t want all your information out there... So we have to be
safe around that" (C9).

Visual representation of client information. Therapists thought they needed a visual repre-
sentation of the issues that the client is facing to understand and manage the multitude of client
problems. This could help the therapist and client to have aligned perspectives about the client’s
issues: “A visual schematic in front of the client can help just acknowledge and validate all of the
issues that they’re going through and some sort of way to highlight... create more focus and get them
more task-oriented" (T12). Another therapist thought that a "visual representation of the client’s
social environment" could help understand the client better: “like in social work, we often use kind of
eco mapping tools and figuring out where’s the client expending energy and their life versus where are
they getting energy from and it becomes a very visual thing” (T13). A visual timeline could include
context in which change is happening, for example, life events such as injuries or illness and how
these pose barriers over time:"Maybe a client will have a big life event like they have an injury or
I don’t know, they get COVID or something happened, like track what went wrong or what posed a
barrier along the way by seeing the change over time” (T1-W).

Therapists (T1, T2, T9) wanted to have client values represented to deepen the client’s connection
to their goals, which could prove useful in reminding clients of the significance of completing
between-session goals and maintaining client motivation: “Values... could be really useful to connect
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to people’s goals, like as part of deepening the goals or asking people ‘okay, well, you’ve listed these
values, you know, for Goal A, which values will help you move towards [goal] B?’... getting them to
reflect a little bit more on why this all matters so that later, they can go back and see how they’re doing
and living out their values?” (T1-W).

5.2 Choosing which goals to focus on
Setting between-session goals is a collaborative activity between the client and therapist. The
therapist seeks to understand the needs and barriers of the client and negotiates with them a goal
and activities to work on. We identify challenges in choosing a goal that is meaningful to the client
and in the client expressing their disagreement (RQ1). Participants discussed solutions around
preparing a set of goals and problems of interest ahead of the session, and the tradeoffs associated
with it (RQ2).

5.2.1 How clients and therapists jointly decided on between-session goals. Setting goals and defining
homework activities in therapy are collaborative activities between the therapist and the client:
"Goal setting is part of establishing a relationship with a particular client and coming to a mutual
agreement on an understanding of what the client wants to change in their lives, and what’s important
to them, rather than me as the therapist making his decision for them, about what I think is best" (T2).
Therapists and clients had conversations about their problems and defined the between-session
goals that the client would work on until the next session. The process was guided by the therapist,
focusing on the client’s goals, what the client can achieve, and anticipating barriers that might
come up outside of therapy: "What do you feel like you’re looking forward to, or what’s something
that you can keep in your mind? What’s a tool that you can use if this comes up again?" (C2).

To collaborate, therapists would assess with the client what goals to work on, and seek confirma-
tion from the client about their goals: "would have it be like a conversation... seems like this is kind of
priority, or this is... Do you want to spend the next couple weeks... working through this for today’s
session? And then if they say, yeah, then we’ll switch over" (T10). T10 expressed that weekly goals
are a good starting point for mini goals that they could track progress on over time in relation to
larger overarching goals.
Sometimes, clients and therapists negotiate and compromise on what goals to focus on. For

example, T2 did not insist on setting between-session goals with the client when the client did
not want to do activities because that would be a worse client experience: "So if they don’t do it
[between-session goals], and they give me push back, I might just say, okay... because I don’t want to
make it an aversive experience and for it to feel like a chore because they’re not going to do that" (T2).

5.2.2 Challenges in choosing goals collaboratively: Discomfort expressing disagreement. Therapists
felt that clients were not always comfortable disclosing disagreement about care plans with them:
Even when you directly ask them, ’Do these goals feel like they fit for you?’, they’re not always honest,
when they answer” (T1). Therapists attributed that to the power differential between clients and
therapists (T1), and to trying to please the therapist (T2). This was seen as particularly unhelpful to
making progress on therapy goals: "that doesn’t really help because that’s not helping either of us
because then you’re not going to do it” (T2). Clients did not express disagreement about the relevance
of the goals set: "Clients don’t feel able to tell you that the goals you’re helping them set aren’t fully
what they want to be focusing on, or don’t fully capture what matters to them” (T1). They also did
not feel comfortable sharing that goals were not useful: “People don’t want to tell you... I thought it
was a terrible idea. It was not helpful at all” (T2).
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5.2.3 Proposed solutions for choosing goals collaboratively. Clients and therapists discussed that it
could be useful to have a tool for the client to prepare topics of conversation ahead of time and to
provide feedback on the relevance of the goals and the relationship with the therapist.
Making it easier to bring up problems of interest. Participants discussed approaches that

could help the client communicate information that they might be reluctant to share during therapy
sessions (T7, C10). One type of information that therapists found useful was to know issues that the
client wanted to discuss during therapy sessions but might be reluctant to bring up. They discussed
this in the context of a "wish list" that clients could bring into the session. T7 thought that it could
be helpful for the client to keep track of what they might want to discuss in the moment during
a therapy session: “If they could... write it down in the moment, maybe it’d be easier to bring it up.
Or if I have access to see it, then I can bring them up” (T7-W). Preparing a wish list ahead of time
could also help expand what is being discussed in a limited amount of time during therapy sessions
(T2, T10): “In our sessions, it’s creating an agenda... normally the first five-ish minutes... that’s always
helpful if they kind of start to think about stuff beforehand... instead of jumping in and small talk and
like, ‘oh, what should we discuss?’” (T10-W).
T2 had concerns about the client preparing ahead of the therapy sessions because they might

intentionally avoid bringing up important topics that the client wanted to avoid: "She hasn’t decided
about her job... that’s a huge thing that’s going on... And then she said also, ‘I went to the movies, and
I was really anxious about seeing other people there’. Well, that’s important. And that might have
caused you distress this week. But there’s something that was really important for us to talk about. So I
want to make sure that doesn’t get lost" (T2-W). T2 also cautioned that having materials that the
client prepares ahead of time can be a problem if they are not reviewed because it can get perceived
as the therapist not being interested: "I wouldn’t want the person to feel like I was disregarding what
they were interested in" (T2-W).

Assessment of working alliance and feedback to therapist. T13 suggested a digital tool to
assess the working alliance that could be used outside of the session if the goal-related activity was
not completed: "So maybe the tool could prompt for assessment of working alliance if homework isn’t
completed". That assessment could indicate poor therapy fit or client-therapist relationship problems
that influence engagement with goals. The therapist suggested that a consistent assessment of
the working alliance can be important when the client is not sharing all their thoughts about the
between-session goals, so the therapist can work with the client to address what is wrong: "You
probably need to reevaluate... the therapeutic relationship, and ask yourself ’Why is the client agreeing
to a goal that’s not relevant to them? Is it because the therapy isn’t a good match? Is it because they’re
not ready for this type of work?’... every therapist-client relationship isn’t perfect. So making sure that
you better understand why the client is continuing in therapy, if they’re working on things that are not
relevant to them" (T13). Therapists found it important to get feedback from the client, for example,
knowing whether clients felt the between-session goals were easy or difficult. That feedback could
be used for clients and therapists to collaboratively decide on an achievable goal activity: "I thought
this one like something that allows them to rate how challenging the goal was. So if they do... like for
determining achievable goals... checking the pulse on how difficult it [goal] so that can inform the
next goals that we choose" (T7).

5.3 Formulating goals in light of progress towards the goal
Therapists discussed the challenge of setting goals that are not achievable and clients not being able
to make progress toward their goals (RQ1). They discussed how lack of progress can be difficult for
clients, but seeing small progress can be rewarding (RQ2).
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5.3.1 Challenges in setting goals the client can pursue. Tensions in anticipating what goals are
achievable for the client. Therapists followed a collaborative process of setting between-session
goals with the client. However, clients and therapists had different perspectives on what the client
could achieve. This occurred either because the client or the therapist was overly optimistic about
the goals set. The misalignment in perspectives required negotiation and assistance from both to
calibrate appropriate goals. At times, clients set overly ambitious goals because they did not feel
comfortable saying "no" to the therapist.
Therapists proposed goals that they wanted the client to achieve, but at times were overly

ambitious for what the client could accomplish once they left the therapy session: "it could be like
ego on my part, or the part of the therapist in general... I know you can do it... and kind of setting
that [too difficult] goal... I think that’s maybe like more optimism or more like eagerness on my part
than they’re ready for" (T7). In such cases, the clients might not have been ready to engage in the
proposed goals (T7). However, they were not willing to communicate that. Therapists saw the
different perspectives as an opportunity for the client and therapist to collaborate around shared
goals: "They don’t want to say no, it’s hard to say ‘No, I don’t think I can do that this week’... and
advocate for something else. Which is where the collaboration comes back in" (T7).
In contrast, at times, the clients were overly optimistic about what they could achieve. For

example, it could be difficult to estimate how much time a client can spend on a behavior, or delay
a behavior, so the therapist assisted the client in being more realistic about the goals. Sometimes,
clients thought setting a small goal was too easy for them and wanted to push themselves to
do more, but the therapist anticipated it could be difficult and encouraged experimentation to
understand if the goal was actually too easy: "they might go, 10 minutes is easy... let’s try to do 10
minutes every day and see how that goes" (T11). Clients also overestimated how much they can hold
off on doing an undesirable behavior, like purging, to which the therapist helped calibrate: "a new
client... sometimes be like, I can do an hour [without purging]. And I’m like, can you really do an
hour? And often, it’s maybe five to 10 minutes" (T4).
Embarrassment about lack of progress. Therapists reported that clients felt stigma around

their experiences (T3), or were embarrassed or anxious about being honest when they could not
accomplish goals agreed upon with the therapist: "patients feel embarrassed when you say what can
get in the way or like you’re not doing it. And it’s not meant to be a shaming thing... a lot of times
people get embarrassed, mostly... ‘I’m going to do it this week. I forgot this week, but I’m going to do it
next week.’ And so it becomes this thing of where they just shut down and then you can’t talk about it"
(T2).

5.3.2 Proposed solutions to understanding client progress. Therapists believed that visualizing
progress toward goals could support clients to increase their self-awareness and to align with their
therapist about their therapy needs moving forward: “Bring us back to... what actually did you come
in here for?... what are you wanting to work on? And are we actually making improvement on this? Or
do we need to add a different goal?” (T10). However, progress can be difficult to represent visually
when it is subjective and not necessarily related to the number of goal-related activities that the
client completed. Each person is different in how each activity helps them progress toward a goal:
"How do you know how much progress? It’s not that simple... Everybody’s different in how long it takes
to work through that kind of thing" (T7).

Therapists and clients had different awareness levels of the client’s progress. Therapists expressed
that any progress at all would be meaningful for the client to see because clients often lack the
perspective to see how far they have come. While therapists might see dramatic change over time,
it would be good for the client to see the information they have entered in their own words and
how they have changed throughout the treatment: “People get mired in their day-to-day struggle
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and forget ... where they started and how much things have changed... to see the information they
themselves have entered in their own words, and how that’s changed, I think could be really impactful”
(T1-W).

5.4 Pursuing goals: Information needs
To support the client in pursuing goals, therapists wanted to understand the client’s experiences
in pursuing goals. Therapists felt that client self-report may not be enough for the therapist
because it may be biased (RQ1). Therapists proposed solutions that could help surface data that
the client might not share (RQ2). Sensing technology could help gather accurate in-the-moment
data, and therapists also wanted to be able to talk to others in the client’s life to get less biased data.
Participants suggested that client data should be integrated in one place so it is easier to visualize
and understand over time.

5.4.1 Challenges in gathering between-session information. Therapists could not gather the infor-
mation needed to help the client from the self-report alone, as it would not show the full picture
of what they are experiencing: "You don’t have the perspective to see... there’s something about the
lens through which you’re viewing your problem that’s clouding your ability to see the full context.
And so writing about it– you’re not going to capture it without discussion with the person who knows
your mind, who’s helping you” (T1-W). Therapists thought that sensing technologies or relying
on people in the client’s life (e.g., friends and other health providers) could help gather data that
presented overall would give them a more accurate perspective of the client’s life.

Therapists had difficulty learning relevant information about the client. T9 wanted to understand
how the client actually attempted to complete the between-session goal: "Let’s say the goal for
them was to go and talk to 10 different people. Did they walk down the street and just go Hi, hi... Do
like a small little wave and count that? Or did they go out to the store and strike up a conversation?"
Therapists wished they could get more honest answers from clients about their environment (T1, T2,
T4): "I wish I knew the truth, for clients who aren’t honest about it in session, about the client problems,
goals, barriers, everyday life" (T4), and about their internal struggles: "I wish I could see... what’s
going on internally for them, thoughts, emotions, dissociation" (T5). The therapeutic relationship
could support the client in sharing information with the therapists (T9).

5.4.2 Proposed solutions for understanding client behavior between-session. Clients discussed how
sensing technologies could help complement the data they bring into therapy. Therapists added to
that by also envisioning social systems that help share information about the client.
In-the-moment experiences: tracking and information from sensors. Participants (T7,

C10, C11) thought of ways to help the client capture what was important to them outside the
therapy session and bring those into the session. This could involve keeping track of things that
they think of in the moment but might not remember to bring up in the session: “write it down
in the moment, maybe it’d be easier to bring it up. Or if I have access to see it, then I can bring them
up” (T7-W). C11 wanted to voice record their thoughts and feelings in the moment when they
happened because that was easier than writing when the goal-related activity got overwhelming
due to their anxiety: "when things are happening in the moment, it’s happening so fast, and you know,
my feelings and emotions are just kind of like all over the place.
Some therapists wanted more accurate in-the-moment information about the client: “I would

really love to be able to more easily collect data on the fly through ecological momentary assessment...
have more information about what is actually happening internally” (T8). Such information could
help surface situations that are useful to discuss in the therapy session and the clients might not
realize are occurring: "You’ve been feeling really X, Y, Z this week? Can you tell me more about
it? What’s going on?... Are there things that come up that you wouldn’t otherwise realize?” (T2-W).
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Similar needs were expressed by some clients. C2 mentioned that it can be difficult to be aware
of feelings. C2 suggested that emotion and mood trackers could be incorporated into therapy to
help the client identify their feelings. This could support the client and therapist in discussing the
client’s feelings in specific situations: "I can skip all of the background information and just be like,
’okay, during this time and date this happened, and I was anxious... but I don’t know why, and I don’t
know how to fix that problem” (C2).
However, T8 recognized that having technologies capture data can be restrictive due to cost:

"That’s just so expensive to get the equipment... there’s a lot of information that we don’t have, and
there’s a lot of information that we could have. If we had the tools to really do it in a way that was
financially possible, I think that would be awesome".
Information from other people: a less biased perspective. Other therapists thought that

clients interpreted their problems through a biased lens. To better understand the client’s life
outside of therapy sessions, T11 felt that they needed to overcome the client’s self-bias over their
experiences by talking to family, friends, people they work with, or getting more information from
other health providers: “Clients generally give you... a very biased perspective... sometimes I would
love to know from other people in that person’s life how they’re actually doing or what they’re saying.
Some clients will tell me that they’re really not doing well. But if I were to survey their employer and
their friends, like, no, they’re doing great... I definitely wish I would have more objective data about
how clients are doing” (T11). T11 thought this could help them in surfacing to the client things that
the client might not see on their own: “A lot of socially anxious clients... they would say all of my
friends and all of my family think x y z when in reality, they don’t think that at all...it’s good to kind
of challenge some those thoughts” (T11).

5.5 Supporting pursuing goals: Client-therapist communication between-sessions
Clients faced a multitude of internal and external factors that impacted their engagement with goals
between therapy sessions. Clients and therapists expressed that clients had challenges in pursuing
goals and desired support and encouragement (RQ1). They proposed solutions for how the therapist
and client could interact between sessions through lightweight interactions and supporting the
client’s agency in problem-solving (RQ2).

5.5.1 Challenges in client-therapist communication between sessions. Clients expressed a need to
get support from the therapist between therapy sessions in pursuing their goals. However, the
therapists discussed the challenges of not having time to communicate with the client and not
wanting the client to be dependent on the therapist.

Getting support from therapist between sessions. Clients found it challenging to get started
working on homework plans they set during therapy. They thought therapists could support them
with check-in messages between sessions when they felt uncomfortable starting the goal activities
or to receive encouragement (C8, C9): "midweek kind of, hey, how you doing? How’s it going? What’s
going on today?... This is what’s happening and I just need some extra support around this right now"
(C9). Some clients felt that encouraging or motivational messages from the therapist would be
helpful when they were experiencing depressive and anxiety symptoms: "If I feel like I’m very
discouraged to do anything, like it’s just one of those days... I think those are the times that I would
usually want to talk to my therapist more". They felt that the therapist conversation would be more
helpful than talking to a friend: "My friends would probably just tell me like, ‘Oh... We all feel this
way sometimes’. But... it’s different talking to my therapist, just because my therapist can give me a
little bit more insight on maybe why I’m feeling the way I’m feeling" (C11).
Limiting communication with clients. Therapists (T1, T2, T9) expressed major concerns

about providing support to the client outside of therapy sessions, explaining that clinicians are often
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underpaid for their emotional labor, and outside communication would add “additional emotional
burden on top of the really difficult work that we already do” (T1-W). Some therapists thought that
it would be detrimental for the therapist to check in with the client’s progress between therapy
sessions because it would create over-reliance on the therapist and limit the client’s independence
(T4, T9, T2): “I don’t love it when I’m in a role where I have to be the person being like, ’Hey, did you do
your thing yet?’ Because then that’s not going to work, right? They can’t be dependent on me forever
to poke at them to do their homework” (T4). Further, therapists did not have enough time to be in
contact with clients between sessions (T3, T4, T5, T6): "I don’t have a lot of contact with patients in
between sessions. And part of that is by design, because I’m in just part-time" (T3).

5.5.2 Proposed solutions for client-therapist communication: lightweight communication. Brief
interactions with the client. Therapists had varying views about when to communicate with
clients, but overall, they agreed that communication should be limited. Therapists thought it was
appropriate to be in touch with clients in exceptional situations “with most of my clients, we don’t
[get in touch between sessions] ... with a handful of clients, if they’re in crisis, or if there’s... a
specific reason” (T11). Some therapists felt that it would be appropriate to communicate and provide
encouragement to clients sometimes. In such situations, therapists preferred communication to be
lightweight. For example, T11 used emojis with a client and brief check-ins if she didn’t receive an
update from the client: "one client whose homework was to do behavioral activation every day. And to
keep her doing that, she would send me an emoji text message of a person dancing to tell me... I did my
behavioral activation... if I didn’t get that dancing message from her, I would text her to be like, what
happened?” (T11).

Semi-automated interaction with the client. Reminders to engage in goal-related activities
and messages of encouragement were seen as useful interventions by both clients and therapists.
Therapists did not want to take the lead in sending the reminders but rather have them be sent
automatically: "Making sure that the therapist has time to send their reminders or if they can be
like automatically sent, that would be preferable" (T13). Messages could be pre-written based on
different situations the client could go through and then sent automatically after the client has
been through the situation: "if in this tool or this app, I get a message that they did the thing that was
so hard for them to do, when I see it, I can send a message like, Hey, I’m so proud, that must have been
a really difficult thing that you accomplished or something like that" (T1). Therapists also mentioned
a "portal" with "pre-written responses that the therapist can set" and sending them to a client: "
can click a button to send something that they might frequently send to all ’great work’ or something"
(T1-W).

Automated support with therapist oversight. A modality in which the therapist could stay
connected with the client’s experiences outside of the therapy was to have some oversight of the
client’s activities without direct engagement. Therapists envisioned this by imagining tools that
supported sharing content between the client and therapist. For example, therapists wanted a tool
that would automatically support the client through reminders but bring awareness of the problems
and goals clients engaged in throughout the week for work in the therapy session: "If there were
reminders, and the client has done it, the client could probably turn them off or to say, ’Yep, taken
care of’... if you can review kind of like a dashboard if they say yes to having done this before the
therapy session, then that would really impact how you started your next therapy session with them"
(T13). Clients and therapists also envisioned that technologies could provide automatic support
through surfacing the value of goal activities (C8), checking in with the client on whether they
have engaged in the goal activities (T4, T7), and providing accountability for engaging in goal
activities (T4).
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6 Discussion
Research in the mental health domain has started identifying features that are important in the
design of tools that support engagement with between-session goals through self-monitoring, sup-
porting learning, connecting with others who can support homework engagement, and supporting
the completion of homework [118]. Through our results, we expand the current insights on the
design of technology to support engagement with therapy goals by highlighting a need to balance
the client self-report with other sources of data, supporting communication between client and
therapist outside of the session, and using digital captured information to support different stages
of goal setting and pursuit.

6.1 Aligning perspectives through data
6.1.1 Supporting comfort in sharing information. A client-centered approach to goal setting implies
involving and collaborating with clients in the consultation and decisions made during therapy
sessions. This approach enhances communication success and trust, which supports the working
alliance between the client and therapist [66, 98, 117]. Clients and providers can foster a closer
relationship through effective communication [85], such as being able to communicate directly with
each other outside of clinical settings without interference or blockages in the communication [28].
However, our results show that clients might not be comfortable sharing data with the therapist.
Participants discussed how asynchronously keeping track of discussion topics can make it

easier for the client to communicate to the therapist what the client would like to prioritize.
Prior work indicates that "design for autonomy-supported communication" instead of directive or
judgmental communication could help the client perceive the environment as safer and facilitate
better collaboration [95]. However, in designing asynchronous tools for generating discussion topics,
system designers should account for the domain-specific issues, such as the client’s tendency to
focus on urgent items or to avoid difficult problems [3]. Among challenges in aligning perspectives,
participants reported clients’ resistance to sharing information due to the embarrassment of not
engaging in goal-related activities. People can feel reluctant to track lack of success [35, 110],
as it can be the case of clients who avoid goal-related activities. An approach to addressing the
perception of failure at goal-related activities might be through re-framing activity failures to
activity experiments [60, 73, 95].
Asynchronous communication could be used when clients do not feel comfortable disclosing

disagreements about care plans face-to-face with the therapist. Participants suggested that it is
important to re-assess the working alliance between client and therapist. Clients and therapists
could use text messages between sessions to track sensitive topics for discussion, disagreement
about goals, or working alliance assessment. This could encourage the client to open up about
emotions and opinions more so than compared to face-to-face communication [79, 120].

6.1.2 Using data to facilitate decisions. Therapists wanted to know a range of information about
the client to support shared decision-making. A multimedia dashboard that includes visual and
auditory information could help support a positive working alliance by being centered on the
client’s needs, having the client make decisions, and supporting the therapist in having in-depth
discussions. Therapists could collaborate with each client to define the client’s preferred way to
represent how they felt about a particular goal activity, skill, challenge, etc. HCI research could
borrow concepts from art therapy, including non-verbal communication and the creation of a safe
space [71] to explore how therapists could support clients in creating a dashboard that works for
their goals and needs. For example, clients could choose sounds or symbols for moods or emotions
that represent their feelings during that week, how much effort they thought they put into the goal

Proc. ACM Hum.-Comput. Interact., Vol. 8, No. CSCW2, Article 516. Publication date: November 2024.



Technology’s Role in Fostering Therapist-Client Collaboration and Engagement with Goals 516:19

activity, or how successful they thought they were with the goal activity practice. Clients could
add information to the dashboard as needed, outside of sessions.
HCI research has shown that visualizations can support people with chronic health conditions

to recognize connections and share information with providers. That supported the person in
feeling understood and working on their goals [105]. Visualizing information and getting support
from a trained interventionist to visualize connections helped people with multiple chronic health
conditions in self-management [15]. Part of the therapy session is used for sharing information and
to support the client’s understanding of connections [15]. Visualizations during the therapy session
could support aligning perspectives between therapist and client. The therapist could convey
information and more easily show the client the progress that they are making. Visualizations
and connections between information can help participants have a holistic understanding of their
needs and responsibilities beyond their chronic health issues. This, in turn, can lead participants to
prioritize their needs and, consequently, achieve a more sustainable self-management [105].

6.2 Clients as unreliable sources of data: social and sensing technologies as proxies for
client experiences

To support clients in engaging in goals, therapists relied on information shared by the client.
However, in different ways, the client was perceived as an unreliable source of data. First, because
they might not remember or might not be thinking of sharing how they felt and what they did as
they tried to engage with their goals. Second, the client’s view of their life might be misrepresenting
what the client is actually experiencing.

Use of qualitative contextual data. Therapists wanted to understand how clients experienced
barriers to engaging in a behavior, such as exactly what the client tried and what happened when
they did, consistent with prior work [3]. Past work in managing chronic disease has shown that
self-monitoring journaling tools can help people capture unforeseen circumstances in the care
process through categorizing data based on their unique practices [114, 115]. When barriers come
up and/or the user needs change, the tags are open-ended and can be used within that new context,
needs, or goals [114, 115]. Contextual data can be difficult to capture because the nature of it is
subjective and often includes contextual aspects of what is occurring around the person. Past work
in diet management has shown that photos can be a lightweight way for the client to capture
contextual information [32]. Photos can be a low-burden method to capture context, which can
be helpful when clients are facing barriers to engaging with goal-related activities [32]. Imagery,
photos, or icons can provide engaging representations of people’s actions [55, 114, 115] and has
been used for communicating data to providers in domains like pain, migraine, multiple sclerosis, or
diet management [6, 32, 75, 109]. Although most data tracking tools support quantitative measure
capture, the nature of mental health experiences might require supporting different types of media
(e.g. numerical, imagery) for different clients [75]. Data collected through sensors, EMAs data, and
contextual images captured by the client, among others, could support client-therapist collaboration
when they need to discuss and make decisions about goals. That data could be organized in a
dashboard to facilitate shared decision-making, as exemplified in section 6.3.2.

Use of clinical data. Therapists and clients also discussed the need for sharing information with
different health providers about the client’s health. One such approach is through The Collaborative
Care Model, which is a collaborative approach between primary care and mental health providers
to provide systematic mental health care delivery to people [123]. That collaboration can involve
patients and their caregivers [13, 14]. As collaborative care is increasing in medical practices,
technologies have the potential to support sharing information across providers about the client’s
health and context [50, 57, 116]. Previous research has explored how technology could support
health providers to record and share information (e.g., notes from clinical visits) between them and
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collaborate on decisions about patients’ care [57], and the potential for Electronic Health Records
(EHRs) to share notes from other providers about a client to support the mental health treatment
[50]. The Health Information Exchange (HIE) supports sharing EHR data about patients between
providers in different facilities if the client allows it [17]. However, many clinics and hospitals
do not have EHR interoperability [74, 100] and, even when they do, providers can spend half of
their time on EHR documentation [100, 113], and some providers never review this data (e.g. in an
emergency department) [81]. Large Language Models (LLMs) are starting to support clinicians in
taking medical notes, saving them time each day [48]. LLMs could support providers’ collaboration
by summarizing notes from different providers for the therapist to review quickly, as well as sharing
a summary of the therapists’ notes with other providers without increasing their workload.
Use of quantitative and sensed data. To inform decisions about goals, therapists wanted to

understand the client’s experiences in engaging with the goals they set out, specifically how people
felt when they tried to engage with goals, whether successfully or not. This involved capturing
data about their experiences. Therapists saw favorably the opportunity to capture in-the-moment
data through approaches like Ecological Momentary Assessments (EMA) or sensed data about
mood because it does not rely solely on memory, which can be influenced by bias and mistakes
[112]. However, self-reporting of perceived stress [34] regularly can be burdensome [10], people
can avoid monitoring negative feelings [110], and need to report mood during a short time frame
from the stressor exposure to avoid errors [36]. Therapists desired to use sensing technologies,
but technologies are limited. They cannot measure stress perfectly because its biomarkers (e.g.,
increased blood pressure) can also indicate other states, such as excitement [36]. The way someone
responds to stress in one situation can be different from another situation [36]. Providers would
need to develop expertise in interpreting such data. Sensing-related research has shown that many
types of data can be useful to predict mental health states such as location [46], being near others
[46], being at home or at work [94], or use of screen time [94]. Past work has surfaced that providers
might be interested in data such as physical activity as a form of objective data [83]. However,
our participants did not bring up such types of data in their needs to support clients with therapy
homework. This might be a limitation of our focus on supporting homework activities. We believe
that a future study focused more on personal data use and sensing technology use in therapy
sessions would surface more about how providers might desire and use sensed data.
Considerations for using data. While therapists were optimistic about using sensor data,

its relevance in practice might not meet the expected value that therapists hoped to get from it.
Moreover, health data privacy was a concern for participants in this study, and it is a concern in
digital mental health literature [19, 59]. Sensors should keep data storage to a minimum and avoid
data exchange [47] beyond sending it to the therapist. Clients should be able to define the data they
prefer to share with their therapist, according to their needs [11]. Even though such considerations
are discussed in research, recent reviews of mental health apps for depression show that most
privacy policies do not convey security and privacy, and most privacy policies are only shown to
users after data is entered into the app [91]. Researchers have been raising attention to stronger
regulation of health apps [91].

6.3 Supporting the client on engaging in goals: tiered communication between
therapist and client

Participants thought it would be helpful to have digital client-therapist communication between
therapy sessions, which could be synchronous or asynchronous. That communication could also
range from a quick check-in to in-depth communication depending on the client’s needs and the
therapist’s availability. Client-therapist communication can provide supportive accountability to the
client to keep engaging with the therapy activities [79]. Sending reminders to clients can increase
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their attendance in therapy sessions [21]. Therapists discussed their interest in supporting clients
outside of therapy, which is in tension with their availability to do so. Since 2019, psychologists
have experienced a significant amount of stress, with 36% of therapists feeling burned out in 2023
and a large number planning to reduce their work hours [5]. Traditional psychotherapies could
incorporate digital features to adjust communication needs according to the available resources
(e.g., therapists’ availability). Further, therapists did not want clients to become over-reliant on
them by communicating too much between sessions.
However, the interest in engaging in communication with the client raises the opportunity

for lightweight communication or mixed-initiative systems where the therapist has some input
into an automated system. Prior work has shown that technology should enable flexibility for
the type of communication the client needs [90]. The severity of depression symptoms can vary
depending on the moment, with clients needing varying support [69, 90]. When clients need
encouragement to engage with goals, then simpler communication, such as positive reinforcement
and reminders, could provide enough support. Such communication could be designed to be
delivered asynchronously at predetermined times (e.g., when the client and therapist established
it would be good to get a reminder about the goal activity). Therapists could support clients
through a set of motivational text messages that they have written in advance, personalized to
each client, based on the issues that the client might face. Because providers find it burdensome to
write messages for clients, Large Language Models (LLMs) could help write engaging messages
personalized [76] to each client’s context and values. Therapists could review those messages before
they are sent to make sure they are contextualized in the therapeutic alliance and therapist-client
discussions. When the client reaches out to the therapist with a problem that does not require a
live therapy session or medical support, the client could receive one of the pre-written messages
from the therapist. Asynchronous communication often takes more effort to write because of the
lack of environmental cues that support the meaning of the message [79, 125].
When clients need time-intensive support, such as when they feel low due to mental health

symptoms or need to problem-solve a situation according to what they learned in therapy, a chatbot
could provide regular check-ins with the client. Chatbots could provide more engagement than
preset reminders because of their conversational nature [68]. Some therapy techniques, such as
motivational interviewing, could be used in this case to guide the client to problem-solve their
issues without live support from the therapist. However, it is important to recognize that available
chatbots are often not tailored to each person’s needs [80] and still have usability issues, such as
not understanding nuances of human speech, which can cause distress [20]. Clients mentioned
preferring to talk to their therapist rather than someone else because their therapist has more
insights into their problems. Communication between therapy clients’ peers could be a compromise
when clients wish for synchronous communication but do not want automated messages. Peer-
based chats can be helpful for clients to discuss their mental health symptoms synchronously and
according to their communication needs [90].

7 Limitations
Only one therapist in our sample had more than 10 years of experience, and all had at least 3 years
of experience. This reflects a younger sample of therapists. Our therapist sample might be more
accustomed to novel technologies and be more open to using technologies as part of their practice,
compared to a more senior sample of therapists. It is also possible that a more experienced sample
of therapists might have different communication practices with their clients that we might have
not captured in our data. Among clients we interviewed, we had a larger number of women than the
typical therapy population. Our data may reflect themes around communication and information
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sharing that are biased toward women’s preferences. More work is needed to understand if our
insights apply to a client group that is more gender diverse.

8 Conclusion
We describe the challenges and opportunities around mental health therapy goals and homework
activities based on the experiences of therapists and clients. Therapists wanted to better understand
information about the client to support them in creating relevant goals. Client data could be gathered
between sessions through sensors and from other people. That data could be integrated through
multimedia to facilitate a holistic understanding. Therapists and clients can collaborate to set goals
and create activities based on the discussions they have around that data. That technology can be
designed to enhance the therapist-client relationship, or working alliance, which supports clients
to feel more comfortable in opening up to therapists. Consequently, they can collaborate to define
more relevant goal activities for the client. Clients faced a multitude of factors between-sessions
that influenced their engagement with their goals. Technology could help therapists and clients in
communicating between-sessions across various levels of conversation, or tiered communication, so
it fits the needs of both therapists and clients.
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