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Executive summary

There is growing evidence and awareness about the burden of mental dis-
orders in European countries. The impact of mental disorders on individuals’ 
lives is enormous. Mental disorders are associated with serious functional 
impairment in social, educational and occupational domains, together with 
low quality of life, increased mortality and high economic costs to the indi-
vidual and to society. Despite the existence of effective treatments such as 
cognitive behavioural therapy (CBT) and psychopharmacology, a substantial 
proportion of people suffering from mental disorders do not seek treatment 
due to barriers such as fear of stigma associated with mental health disor-
ders, geographical constraints, time limitations and mobility issues. 

Internet-delivered cognitive behavioural therapy (iCBT) represents an innova-
tive approach to dissemination of evidence-based care that has the potential 
to improve accessibility to mental health care services. iCBT is typically de-
livered as an educational software package with interactive components such 
as symptom questionnaires, multimedia content, and exercises in which users 
practice skills that can help them cope with their illness. iCBT packages can 
be offered as self-guided and guided services with therapist support provid-
ed by phone or secure messaging.

The efficacy of iCBT as a treatment modality for a variety of mood disorders 
has been a topic for research for over a decade. A large number of ran-
domised controlled trials and meta-analyses have demonstrated that iCBT can 
be effective with outcomes that are comparable to face-to-face interventions 
when delivered with some form of professional guidance. However, the route 
from promising results based on efficacy studies to routine clinical practice 
is less travelled. According to Andersson & Hedman (2013), it is possible to 
transfer iCBT into routine clinical practice with moderate to large effect siz-
es; however, which service model should be used for iCBT and how to dissem-
inate iCBT is an open question. 

InterPsyk is a comparative case study designed to investigate how estab-
lished iCBT services work from an operational perspective. The following iCBT 
services are included in the case study:

• Internetpsykiatrin in Stockholm, Sweden
• eMeistring in Bergen, Norway
• Internetpsykiatrien in Odense, Denmark
• eHealth@Mind in Amsterdam, The Netherlands
• Beating the Blues at NHS Tayside, Scotland

The objective of InterPsyk is to explore and compare different ways of or-
ganizing, implementing and running technology-assisted psychological thera-
py services in routine care settings in five Northern European countries with 
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comparable health care systems. Hence, it is not a review of the efficacy or 
effectiveness of iCBT in routine care, nor an analysis of patient perspectives 
or a service evaluation covering cost effectiveness and business case po-
tential of offering iCBT in routine care. The study will address the following 
questions:

• How are the internet-based therapies services composed and organized? 

• How have the services operated in practice? 

• Which barriers and facilitators have been identified for implementation of 
internet-based therapy services? 

The study is designed to inform decisions on dissemination and implemen-
tation of internet-based therapy services in routine care settings. Due to the 
challenges facing mental health care services, it is of great importance that 
the implementation of iCBT services be informed and qualified by the expe-
riences already accumulated in other European countries. However, no sys-
tematic overview exists of European experiences in offering internet-based 
therapy services as part of routine clinical settings, including target groups, 
practice in relation to daily operation and organisation, as well as facilitators 
and barriers related to implementation and sustainability of internet-based 
therapy services. This knowledge is crucial to existing services as well as for 
the development of new internet-based services. The report is intended for 
clinical and policy decisions-makers, iCBT practitioners and researchers inter-
ested in the dissemination and implementation of iCBT in routine care.

The report comprises:

• Detailed case study descriptions of five iCBT services operating in routine 
care settings; 

• A comparative analysis of emerging themes across the five iCBT services; 

• A discussion of study findings and recommendations for further research 
and practice development.

Based on a comparative case study design, data collection in the InterPsyk 
study has combined the following data sources: desk research on each iCBT 
service, an online questionnaire covering background information about the 
iCBT service, a semi-structured interview with the management of the ser-
vice and focus group interviews with key staff involved in organizing or 
performing the clinical activities, as well as relevant researchers. The use of 
multiple informants and data sources (i.e. triangulation) has been used in 
order to increase the validity of the findings.

The InterPsyk project, a comparative case study of the organisation and im-
plementation of internet-based cognitive behavioural therapy services in five 
European countries, is a collaboration between the Centre for Telepsychiatry, 
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the National Institute of Public Health at the University of Southern Denmark 
and COWI A/S. InterPsyk was conducted in the period June 2016 to April 
2017 and is funded by TrygFonden.

Key findings

The iCBT services in the study cover a wide spectrum of care delivery models. 
At Internetpsykiatrin in Stockholm (Sweden), eMeistring in Bergen (Norway) 
and Internetpsykiatrien in Odense (Denmark) the iCBT services are guided 
by therapists. In Stockholm and Bergen, the entry point is a face-to-face 
diagnostic interview, while in Odense entry begins with a video-based di-
agnostic assessment. Odense and Stockholm operate with self-referral only, 
while Bergen operates with a mixed model of outpatient, GP and self-refer-
ral. At eHealth@Mind in Amsterdam (the Netherlands), the treatment format 
is a blended care model, where face-to-face therapy sessions are blended 
with guided iCBT sessions. Beating the Blues at NHS Tayside (Scotland) is an 
unguided, automated iCBT service which operates as a stand-alone service in 
primary care and in conjunction with face-to-face psychological treatment 
in secondary care, that is, a blended care model. Use of the iCBT service in 
Scotland is monitored by an administrative coordinator, not by a clinician. 
The services in Amsterdam and NHS Tayside both operate exclusively with a 
referral model, where patients are referred by their GP or an outpatient ser-
vice. Across the five case studies, we highlight the following key findings:
 
Motivation behind the establishment of the iCBT services:

Considerations over reach and accessibility of treatment for depression and 
anxiety have been the main motivation behind the establishment of the iCBT 
services. The motivation to reach more patients has been intertwined with 
the ambition to develop innovative solutions to the rise in demand for treat-
ment for depression and anxiety, and to provide a new kind of treatment 
suited to patients who have not been able to use or benefit from traditional 
services. The economic potential of iCBT has certainly been a factor behind 
the decision to establish the iCBT services, but it has not been the only driv-
er.

Integration of iCBT with existing mental health care systems: 

The iCBT services in the study have all started out as research or develop-
ment projects before being offered as permanent services. Thus, integration 
with the existing mental health care system is necessary in order to com-
plete the transition from project to permanent service. Integration is also 
crucial to ensure a steady referral of patients from GPs and other mental 
health professionals.  Furthermore, integration with the existing health care 
system is important in order to recruit and maintain qualified health pro-
fessionals to work in the iCBT services. And finally, integration is vital in 
order to establish a sustainable funding base for the service through reim-
bursement, co-payment or health insurance coverage. All iCBT services in our 
study are embedded within larger specialized mental health care organisa-
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tions, though in different ways. In Stockholm, Bergen, Amsterdam and Tay-
side, the iCBT service is embedded within a regular outpatient service where 
patients receive treatment face-to-face. Also, the target group of the iCBT 
service matches the target group of the host organisation. In Odense, the 
iCBT service is embedded within a mental health research and development 
centre. Here the therapists work either full- or part-time in the iCBT service 
or with other development tasks; thus, they do not work in an outpatient 
service of the host organisation.

Patient recruitment: 

How patients are referred to iCBT services appears imperative to clinical 
success and patient intake. The iCBT services analysed here operate with 
three referral models: self-referral, referral from another service and a mixed 
model. There are various reasons for using the different referral models, but 
self-referral appears to be the model that most efficiently promotes patient 
intake and motivation for patients to engage in iCBT.

Communicating iCBT: 

The intake of patients in all iCBT services is somewhat unsteady. Hence, all 
services focus on communicating their service to clinical decision-makers 
and patients in order to promote uptake. We have identified three commu-
nication strategies for achieving this goal: a strategy targeting clinical deci-
sion-makers, patients or both at the same time. GPs are key to patient intake 
but it has proven difficult to get GPs ‘on board’ with the idea of using iCBT. 
The iCBT services we have investigated have developed three strategies to 
deal with this challenge.  One strategy focuses on informing and empowering 
patients to convince their GPs that iCBT is the right clinical choice for their 
ailment. Another strategy focuses exclusively on communicating the merits 
of iCBT directly to GPs. Finally, the rest of the iCBT services employ a more 
ad hoc and mixed strategy, targeting both GPs and patients.

Providing treatment: 

In providing treatment, the five iCBT services show differences in the degree 
to which they are supported and guided by therapists. At one end of the 
scale, one service operates without any therapist support while at the other 
end of the scale; another service operates with blended treatment and com-
prehensive therapist support. The other iCBT services are placed somewhere 
between these two positions.

Constraints of available technical platforms and the need for tailoring iCBT 
programs: 

In four of the five services IT problems such as system breakdowns and inter-
net connection problems are part of the everyday routine. Overall, the ther-
apists in the services agree that the platforms are often slow and a cause 
of frustration. Therapists at the services furthermore experience that the 
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technical platforms are out of date compared to other digital health servic-
es.  Some of the therapists experience that IT problems are causing patients 
to drop out of service. In terms of technical development, most of the iCBT 
services employ treatment platforms or programs with limited functionality 
for tailoring treatment to the individual patient. An iCBT service platform is 
envisioned that offer a suite of different iCBT products tailored to individual 
needs rather than referral to just one program. There are also requests for 
programs for new conditions (e.g. OCD), and for the inclusion of new kinds of 
patients (e.g. prisoners, older people, patients with various chronic physical 
conditions). Also, developing more interactive treatment programs allowing 
for individual user preferences and different learning styles (audio-visual and 
text-based materials) is considered a necessary development in order to en-
sure user engagement and prevent drop-out from iCBT service. Finally, there 
is a need to find a better match during the recruitment process between the 
patients and the available programs.

Working practice of therapists: 

Knowledge of the patient group in terms of symptomology is necessary in 
order to provide iCBT. Good writing skills of therapists are also necessary. 
They need to be clear and concise in communicating with the patient e.g. 
in the provision of written feedback. They also need to be sensitive to the 
kind of feedback and style of presentation to which the patient best re-
sponds. Finally, the therapist needs  the ability to ‘read between the lines’ 
in order for the communication to move forward and to limit the need for 
further clarifying questions that may slow down the speed of communication 
and the progress of therapy. The provision of iCBT does not require specific 
technological competences apart from basic IT-skills. The training of ther-
apists in the provision of iCBT is very important because written communi-
cation, especially communication of a therapeutic nature, is very different 
from face-to-face communication. Several services have recurrent supervision, 
where therapists can come and discuss issues relating to online therapy with 
colleagues. The amount of supervision varies from one service to another. It 
is common for therapists to supervise or ‘coach’ each other. The possibility 
to consult a colleague during treatment is considered by therapists to be a 
valuable form of support. 

Long term sustainability planning: 

Most of the iCBT services included in the study are in a kind of transitional 
process, where they may evolve from project-like conditions to permanent 
organisations. This is described as a ‘mental shift’, where managers have to 
think many years ahead and make long-term planning decisions about de-
velopment of programs, stable recruitment of patients, providing attractive 
working conditions for therapists, and sustainability in terms of effectiveness 
and cost-effectiveness of the iCBT service. The iCBT services in the present 
study are all moving towards national implementation. In Internetpsykiatrin 
in Stockholm, eMeistring in Bergen, Internetpsykiatrien in Odense and Beat-
ing the Blues at NHS Tayside, measures are taken at policy and health ser-
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vice levels to enlarge the service to a national or regional scale. Generally, 
the prospect of a national rollout of services spurs interest in reorganizing 
services, such as introducing video-based assessment and procuring new and 
larger iCBT platforms. A key finding of the present study is that issues of 
implementation relating to the organisation, practical operation and commu-
nication of iCBT are crucial for such a transition to succeed.

Perspectives for further research and practice development

The InterPsyk study documents that the included iCBT services are evolving 
rapidly. The potential of digital mental health care and iCBT appears great, 
though studies of the actual implementation of services remain few. This is a 
major shortage. Appraisal of how iCBT operates in real life settings is cen-
tral to further development of the field. The study shows that there exists a 
wide range of ways to implement iCBT. The five services we have investigated 
show differences in how their iCBT services are organized, how patients are 
referred, recruited and retained, and how much therapeutic support they re-
ceive during treatment. Especially six areas call for further investigations:

Substitute or supplement.
The study indicates that presently two contrary developmental trends in the 
field appear to be at play. One trend focuses on developing iCBT as a pro-
fessional substitute for face-to-face therapy, while another trend views iCBT 
as a supplement to routine CBT. It will be interesting to see if both models 
are viable in the long run and whether they at one point will converge or 
whether they will continue to exist side-by-side.
 
Recognition of iCBT.
As repeated throughout the study, iCBT services presently struggle to achieve 
full acceptance among patients and colleagues. It will be interesting to see if 
or when this situation will change and which communication tools are most 
efficient in bringing about such a change. It will be interesting to observe 
whether the iCBT will achieve more acceptance in the future.

IT and tailoring.
iCBT services are constrained by IT problems such as system failures and 
breakdowns. Moreover, the present platforms are too inflexible to deal with 
the therapeutic needs of patients with complex medical problems and psy-
chosocial needs. Further investigation into experiences in offering flexible 
and/or stabile IT platforms would be beneficial to development of the field. 
Also, developing more interactive treatment programs allowing for individual 
user preferences and different learning styles (audio-visual and text-based 
materials) is considered a necessary development in order to ensure user en-
gagement and prevent drop-out from iCBT service.

Peer supervision during treatment.
Several of the iCBT services in the case study report having had recurrent 
supervision sessions where therapists can come and discuss issues relating 
to online therapy. However, there seems to be considerable variation in the 
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degree to which the supervision is actually used. Rather, it appears to be 
common for therapists to supervise or ‘coach’ each other. Especially the pos-
sibility to consult a colleague during treatment is considered a valuable form 
of support that should be explored further. 

Retention of therapists.
It is clear from the present study that issues relating to the retention of 
therapists should be investigated further, e.g. case-load, variation between 
online therapy and face-to-face therapy, sociability and colleagues, previous 
experience, and the flexibility of online programs. Future studies and servic-
es should be just as concerned about issues relating to staff selection and 
retention than previous studies have been on issues relating to the selection 
of study participants.

Priority to issues of implementation.
Issues of implementation and development of the service are crucial for a 
successful transition from temporary projects to more stable operating ser-
vices on a larger scale. Hence, there is a need to prioritize implementation 
issues, i.e. issues relating to the organisation, quality assurance, practical 
operation and communication of iCBT, and a need to reduce the tendency for 
technical solutions and technical issues to dominate in discussion and deci-
sion-making over iCBT. 



Introduction and Objectives 
Chapter 1

1.1 Introduction

This report documents the InterPsyk study, a comparative case study of the 
organisation and implementation of internet-based cognitive behavioural 
therapy services in Denmark, Norway, Sweden, the Netherlands and Scotland. 
The InterPsyk study is a collaboration project carried out by the Centre for 
Telepsychiatry, the National Institute of Public Health at the University of 
Southern Denmark and COWI A/S. InterPsyk was conducted in the period 
June 2016 to April 2017 and is funded by TrygFonden.

1.2 Mental health in Europe – the burden and cost of mental health 
disorders 

Mental health is a major public health challenge, and mental disorders are 
the leading contributor to the burden of disease in European countries. In 
Europe, more than a third of the population (165 million people) is affect-
ed by mental disorders (Wittchen et al., 2011). Mental disorders have a major 
impact on the individual’s emotional, financial and social circumstances, as 
well as affecting families and social networks. The burden and cost of mental 
illness is therefore far reaching, not just to the individual but also to so-
ciety. The annual economic cost of mental disorders across thirty European 
countries was recently estimated to be 798 billion Euros for 2010 (Gustavsson 
et al., 2011). This figure includes mental, neurological and neurodegenerative 
diseases of the brain. The proportion attributable to direct healthcare costs 
(37%) was greater than that attributed to indirect non-medical costs (e.g. 
social services) (23%). However, the proportion attributable to indirect costs 
in terms of a person’s loss of production was even higher, at 40% (ibid.). An 
increasing proportion of sick leave, disability benefits and early retirement 
are attributable to mental disorders (OECD 2014). In many Western economies, 
up to half of the disability pensions are granted due to mental disorders, es-
pecially depression. The costs of lost productivity due to mental disorders far 
exceed the costs of treatment (ibid.).

People with mental illness are also at greater risk of physical illness and 
have higher levels of disability and earlier mortality compared to the general 
population (Laursen et al., 2014, Nordentoft et al.,2013). This high level of risk 
is in part due to unhealthy lifestyle and to treatment-specific factors, such 
as use of antipsychotic medication. However, there is evidence that people 
with severe mental illness and comorbid physical health problems are less 
likely to receive standard levels of care for metabolic, cardiovascular, viral, 
respiratory and other disorders (De Hert et al., 2011, Lawrence & Kisely). On 
average, 26% of people with mental illness in Europe are provided with treat-
ment for physical health problems. For those with physical illness, over 75% 
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receive treatment (Wahlbeck & Huber, 2009). 

1.3 Access to treatment – the public mental health intervention gap

Despite the broad set of negative impacts and costs of mental disorders and 
the existence of a number of effective treatments, such as pharmacological 
interventions and psychotherapy – especially cognitive behavioural therapy 
(CBT), more than half of those with mental health problems do not receive 
adequate treatment (Andrade et al.,2014, Kessler et al., 2009). Examining six 
European countries, Alonso et al. (2007) found that for people drawn from 
representative samples of the general adult population with a 12-month prev-
alence of mental disorder, just under half (48%) reported no formal use of 
mental healthcare.

Low perceived need is one of the most substantial barriers to treatment 
seeking (Andrade et al., 2014, Wahlbeck & Huber 2009) in addition to atti-
tudinal barriers (e.g. fear of stigma, pessimism and structural barriers (e.g. 
difficulties getting an appointment and high costs). Delays in seeking treat-
ment, especially among severely ill people, predict a lower quality of life and 
decline in functionality. Untreated mental health problems are also related to 
poor treatment outcomes.

1.4 Internet-Delivered Cognitive Behavioural Therapy (iCBT) as a means 
of overcoming treatment barriers

One way to minimise barriers to treatment delivery and increase access to 
evidence-based treatment could be through the use of internet-based psy-
chological treatment for common mental health disorders such as depression 
and anxiety. Potential benefits of internet-based psychological treatment in-
clude their ease of access (accessible 24/7 from different locations), cost-ef-
ficiency (due to less face-to-face time) and ability to reach a wide range of 
users.
 
Regardless of the growing body of research on internet-delivered psycholog-
ical treatment for mental health disorders, a generally accepted definition 
has not yet been provided. According to Andersson (2016) several terms are 
used to describe similar internet treatment formats, and similar terms are 
used to describe different treatments.  In this report, the abbreviation iCBT 
(internet-delivered cognitive behavioural therapy) is used to describe internet 
delivered evidence-based programs for treating common mental health disor-
ders with some form of therapist support.
  
Internet-based treatment is typically based on cognitive behaviour therapy 
(CBT). CBT consists of both cognitive and behavioural techniques aimed at 
describing and testing non-functional misconceptions and assumptions made 
by the patient (Beck et al., 1979)1. Internet-based therapy interventions are 

1 CBT teaches the patient to 1) monitor negative automatic thoughts, 2) recognize the relationship 
 between thoughts, emotions and behavior, 3) consider the evidence for and against the negative  
 thought, 4) replace the negative thoughts with more positive interpretations, and 5) learn to   
 identify and change dysfunctional assumptions that influence experience (Beck et al., 1979).



SIDE 17

based on an evidence-based treatment protocol and delivered in a self-help 
format (Andersson 2016). Access to the internet-based service can take place 
through self-referral or referral from other healthcare providers. The service 
can be pure self-help or include different kinds of support for the patient 
(self-help or guided). iCBT generally follows a structured treatment approach, 
including psychoeducation focusing on the specific disorder, providing a mod-
el of understanding the disease and developing a pathway to recovery (An-
dersson 2016, 162). iCBT generally presents a model incorporating control of 
thoughts, emotions and behaviours specific to the disorder in focus. Programs 
are based on weekly sessions focusing on dysfunctional thoughts, emotions 
and behaviours and require engagement over several months. Homework is 
an essential part of an iCBT program, as it is in face-to-face CBT helping us-
ers to link training into their everyday life (ibid.).

1.5 Efficacy and effectiveness of iCBT

Internet-delivered psychological treatment programs have been developed 
and subjected to rigorous efficacy research in randomized controlled trials 
during the past two decades. In a meta-analysis from 2010, Andrews and 
colleagues examined 22 randomized controlled trials (RCTs) of iCBT for adult 
major depressive disorder, social phobia, panic disorder, and generalized anx-
iety disorder. All except three studies demonstrated a statistically significant 
advantage of iCBT over the control condition, with effect sizes ranging from 
small to very large (Hedges’ g 0.28 to 1.49). The studies conclude that iCBT 
is efficacious and in fact may be comparable to face-to-face therapy. This 
conclusion was supported up by another review and meta-analysis from the 
same year by Cuijpers and colleagues, in which 21 RCTs were identified, com-
paring face-to-face CBT directly with iCBT for adult depression and anxiety. 
The overall effect size was d=-0.02, indicating no difference between the two 
conditions; the lack of difference remained true at follow-up. The same over-
all conclusion was reached in a meta-analysis by Andersson and colleagues, 
published in World Psychiatry in 2014. Thirteen studies were included and 
were weighted according to quality following guidelines by the Cochrane col-
laboration. Andersson et al. found no overall difference between conditions 
(g=-0.01). In a Cochrane review by Olthuis et al. from 2015, 30 RCTs of iCBT 
for adult anxiety were investigated, comparing iCBT with either non-interven-
tion control or face-to-face treatment. Even though the authors have some 
reservations about the quality of the included RCTs, the results still point 
in the same direction as the previous studies. Similar results were found in 
a meta-analysis conducted by Ebert et al. (2015b)  for a youth population, 
where iCBT was found to yield a medium to large effect size (g=.72) for de-
pression and anxiety. Additionally, emerging evidence now suggests these 
promising results persist into routine practice (effectiveness studies) (Anders-
son & Hedman 2013, Hedman et al., 2013, Hedman et al., 2014, Rudwaard et 
al., 2012).

1.6 Therapist support and cost-effectiveness

Various amounts and types of therapist support have been tested In an early 
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meta-analysis by Spek et al. (2007), it was found that in studies where no 
support was provided, effect sizes were small (d=0.26) in contrast to studies 
providing support, in which effect sizes were large (d=1.0). In some studies, 
however, differences have not been discernible. In two recent studies, Berger 
et al. compared guided to un-guided iCBT for social phobia and depression 
(Berger et al.,2011a, Berger et al.,2011b). In neither of these studies did they 
find a significant difference between guided and un-guided delivery of iCBT. 
Despite the relatively small sample sizes for such analyses, the results yield 
useful inputs to the debate about the need for guidance in the delivery of 
iCBT.

Cost-effectiveness of iCBT is not as extensively investigated. However, iCBT 
is indicated to be cost-effective for improving mental health care (Kalten-
haler et al., 2006, Hedman et al., 2012, Donker et al., 2015, Ebert et al., 2015a, 
Lokkerböll et al., 2015, Warmerdam et al., 2010). The cost effectiveness is due 
primarily to the savings in clinician time spent on individual patients. Lately, 
there is a renewed interest in combining iCBT with face-to-face consultations 
in a blended care format (Mathiasen et al., 2016, Kleibor et al., 2016). The lit-
erature on clinical- and cost effectiveness in this area is still very sparse.

Even though it is beyond the scope of this report to conduct a comprehen-
sive review of studies of iCBT, the general trend seems to support the view 
that iCBT is efficacious particularly for adult anxiety and depression. Moreo-
ver, the effect appears to be maintained when implemented into routine care. 
It seems to also apply to a youth population. Additionally, iCBT seems to be 
cost effective, although further studies are needed. 

1.7 Barriers and enablers when implementing iCBT into routine care

Despite the promising results of iCBT, it has been, and still is, an enormous 
challenge to transcend the gap from research projects to implementation 
into routine care. The EU Joint Action on Mental Health and Wellbeing 
(Purebl et al., 2015) states that the provision of mental health care through 
e-mental health (the use of ICTs in mental healthcare services) is increasing 
but that many challenges remain in the mainstreaming e-mental health into 
routine practice. Known barriers include legislative, regulatory and political 
restrictions, incompatible reimbursement systems, negative attitudes towards 
internet-based treatment among providers and patients, lack of awareness of 
iCBT among patients  and providers, high drop-out numbers from treatment, 
limited availability of adequately trained professionals and limited evidence 
for cost-effectiveness (Purebl et al., 2015). Research concerning iCBT has so 
far primarily focused on efficacy and effectiveness trials, with little attention 
to the process of implementation. Although some authors have identified 
some key components to consider for successful implementation (Andersson 
& Hedman 2013, Andersson et al., 2008) very little research has been done on 
implementation strategies for iCBT or comparisons of service delivery models. 
A recent scoping review by Drozd et al. (2016) aimed at uncovering gaps in 
knowledge regarding implementation of iCBT for adult depression. For their 
analyses, the authors applied the Active Implementation Framework, identify-
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ing eight core components of implementation: (1) staff and client selection, 
(2) training, (3) supervision, (4) performance assessment, (5) decision sup-
port, (6) administrative support, (7) system intervention, and (8) leadership. 
After reviewing 164 studies of iCBT in routine practice, they found nearly no 
information on other components than the so-called ‘competency drivers’, 
comprising the first four components, and they found no data at all on the 
leadership component. Thus, they identify a large gap in knowledge on the 
practical operation of service and active implementation strategies for iCBT.
 
Some studies, such as Waller and Gilbody (2009), have focused on barriers for 
uptake of iCBT. However, Waller and Gilbody primarily identify barriers for pa-
tient uptake. They investigated three main components - acceptability, acces-
sibility and adverse consequences - from data retrieved from efficacy studies. 
Even though their study is important, it can be argued that it provides little 
insight into actual implementation strategies or service delivery models. 
The field of research into implementation of iCBT is not only limited, it also 
seems dispersed and fragmented, with little congruence of terms. 

1.8 Objectives of the InterPsyk study

InterPsyk is a comparative case study of internet-based cognitive behavioural 
therapy services in Denmark, Norway, Sweden, the Netherlands and Scotland. 
The following iCBT services are included in the study:

• Internetpsykiatrin in Stockholm, Sweden
• eMeistring in Bergen, Norway
• Internetpsykiatrien in Odense, Denmark
• eHealth@Mind in Amsterdam, The Netherlands
• Beating the Blues at NHS Tayside, Scotland

InterPsyk aims to describe and compare the organisation, implementation 
and practical operation of iCBT services in routine care settings in five Euro-
pean countries with established experience in the field. The study compares 
different ways of organizing, implementing and running technology-assist-
ed psychological therapy services in routine care settings in five Northern 
European countries with comparable health care systems. Hence, it is not a 
review of the efficacy or effectiveness of iCBT in routine care, nor an analy-
sis of patient perspectives or a service evaluation covering cost effectiveness 
and business case potential of offering iCBT in routine care. The study will 
address the following questions: 

• How are the internet-based therapy services organized?  

• How to the services operate (in terms of funding, referral patterns, and 
integration within existing health care services)?  

• Which barriers and facilitators have been identified for implementation of 
internet-based therapy services? 
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The study is designed to inform decisions on dissemination and implementa-
tion of internet-based therapy services in routine care settings by gathering 
and describing practical experiences and reflections on the planning, opera-
tion, organisation and implementation of internet-based therapy services in 
five Northern European countries with comparable health care systems. Due 
to the challenges facing mental health care services, it is of great impor-
tance that the implementation of iCBT services be acquainted with the expe-
riences of other European countries. However, no systematic overview exists 
of European experiences with offering internet-based therapy services as 
part of routine clinical settings, including target groups, practice in relation 
to daily operation and organisation, as well as facilitators and barriers related 
to implementation and sustainability of internet-based therapy services. This 
knowledge is crucial to existing services as well as to the development of 
new internet-based services. Important work at a European level is addressing 
the challenges of implementing iCBT in routine clinical settings. The recently 
completed European project MasterMind (2014-2017) studied clinical effective-
ness and implementation strategies for iCBT for depression in 30 countries, 
and the current EU project ImpleMentAll (2017-2021) continues the effort of 
MasterMind in developing and evaluating tailored implementation strategies 
for iCBT services across 9 European countries and Australia. InterPsyk adds to 
this body of work by providing a closer look at how the services function in 
daily operation.

1.9 Structure of the report

Following the introduction in chapter one, chapter two describes the meth-
ods employed in this study and the procedure for data collection, including 
case study selection and data analysis. Chapter three comprises the case 
study description of each iCBT service included in the study. Chapter four 
contains a comparative analysis of the case studies, and chapter five presents 
the conclusions and perspectives for further research and practical devel-
opment within the field of internet-based psychological therapy services in 
routine care.



Methods
Chapter 2

2.1 Case study design

This study employs a qualitative case study research design. The case study 
design has been chosen because it provides the most comprehensive meth-
od for describing the practices and practical experiences in implementing 
iCBT services in five countries with established experience in the field. Case 
studies are particularly useful when the aim is to obtain an in-depth appre-
ciation of an issue in its real-life context with a focus on the understanding 
how and why particular processes take place (Yin 2014; Crowe et al., 2011; 
Stake 2006). Case studies are also appropriate when the aim is to gain an 
understanding of implementation processes, and when implementation takes 
place over multiple contexts, where there is no opportunity to manipulate or 
control the implementation (Goodrick, 2014). Our study has been designed as 
a multiple comparative case study in order to explore differences within and 
between cases. We have thus utilized a cross-case synthesis approach, where 
we initially have treated individual cases as separate studies and subsequent-
ly compared the cases in order to identify selected similarities and differenc-
es between them (Baxter & Jack, 2008).

2.2 Case study selection

The study has comprised five supported iCBT services, all of which are re-
search-based but which operate within a routine care context. Each partic-
ipating iCBT service has been conceptualized as a ‘case’, i.e. as a specific 
unit of analysis in terms of operation of services, organisation and factors of 
implementation. The iCBT services have been selected because of their ex-
perience with internet-based therapy services as part of the general range 
of services (either in special iCBT services or services offering blended treat-
ment regimes or iCBT as one option among other kinds of treatment), as well 
as because of their variation in relation to patient population and uptake 
area. Another selection criterion has been that most of the services offer 
therapeutic assistance during the course of treatment, as this is considered 
a critical factor for efficacy of service (Seawright & Gerring, 2008). The focus 
has been on North European countries with similar healthcare systems. The 
five iCBT services included in the study sample are diverse in geographical 
catchment area, service size and type of delivery organisation. However, all 
five are embedded within public sector operated healthcare systems. Al-
though the iCBT services do not implement the exact same interventions, 
the delivery organisations in our sample are comparable in terms of client 
need, service provision, funding requirements and other external or ‘outer 
setting’ factors. Also, programs and practices can be compared in meaningful 
ways based upon their characteristics, for example referral pattern, target 
group and treatment intervention. Research services solely funded through 
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short-term or pilot projects rather than through daily operation have not 
been included in the study. 

2.3 Data collection

The data collection for the five case studies was carried out from June 2016 
to April 2017 by an interdisciplinary project team of five researchers with 
backgrounds in public mental health, clinical psychology, social anthropol-
ogy and public health ethics. The data collection in each case study has 
combined the following data sources: desk research on each iCBT service, an 
online questionnaire covering background information about the iCBT service, 
a semi-structured interview with the management of the service, and focus 
group interviews with key staff involved in organizing or performing the 
clinical activities, as well as relevant researchers attached to each of the five 
services. The use of multiple informants and data sources (i.e. triangulation) 
has helped to increase the validity of the findings.

Each case study was initiated with desk research focusing on the online 
description of the particular iCBT service as well as relevant research litera-
ture covering the efficiency, effectiveness and implementation of the respec-
tive iCBT service organ. Field visits were then carried out to each of the five 
services. The field visits lasted one to two days and included interviews with 
the management of the service, focus group interviews with key staff and 
demonstration of online programs. Three researchers from the project team 
participated in each case visit. The interviews were based on an interview 
guide based on existing scientific literature and preliminary desk research. 
Thematically, the interview guide focused on the organisation of the iCBT 
services, their operation, organisation and implementation. As part of the 
field visits to the iCBT services, the researchers recorded detailed notes and 
observations. The case study design is summarized in table 1 below.

Table 1. Case study design

Study question Method Data sources Data analysis

How are iCBT services 
organized?

What experiences have 
you had in relation to the 
practical operation of 
iCBT services? 
 
Which barriers and 
facilitators have been 
identified for implemen-
tation of iCBT services? 

Analytical inductive 
method focusing on 
pre-defined themes as 
well as themes emerging 
during data analysis 

Desk research

Qualitative interviews

Focus groups interviews

Scientific literature 

iCBT services websites 

Manager of service

Clinical staff

Administrative staff

Researchers
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The case studies were carried out in two phases. First, two case studies were 
carried out in Denmark (June 2016) and in the Netherlands (August 2016). 
This was followed by a midterm analysis workshop focusing on data collec-
tion experiences, the result of which was minor adjustments to the inter-
view guides. Subsequently, the additional three case studies were carried out 
in Norway (September 2016), Sweden (October 2016), and Scotland (October 
2016). In total, 9 managers and 15 key staff members participated in the 
study. The key staff members were involved in organizing or performing the 
clinical activities, and some of them were also relevant researchers. Out of 15 
key staff 12 were therapists working as clinicians in the iCBT services. 

2.4 Data analysis

Qualitative data from the desk research, the semi-structured interviews, 
the focus group interviews and the field notes were imported and analysed 
in the qualitative software program NVivo. All interviews were transcribed. 
Subsequently, the data was analysed through systematic inductive and de-
ductive categorization and text coding (Crabtree & Mille, 1999). First, the data 
analysis was carried out by three of the researchers through reading and 
coding of the field and interview notes based on preliminary meaning units 
identified inductively in the textual material. The codes and meaning units 
were then discussed at a workshop with all researchers. Next, the units were 
systematized across all interviews in overall themes, after which the data 
was analysed based on the themes deductively derived from the study ques-
tions (Ritchie et al., 2013). At the end of analysis, 10 descriptive themes were 
identified on the basis of careful reading and rereading of the material by 
all the researchers. The themes identified were the following: the history and 
motivation behind the establishment of the iCBT services, the integration of 
iCBT within routine health care, the organisation of iCBT service models, the 
division of labour between iCBT and research, the target group and recruit-
ment of patients, the communication of iCBT to other health care profession-
als, the provision of treatment to patients, the constraints of the technical 
platform, the working practice of therapists and issues relating to the long 
term sustainability planning of the iCBT services. The themes have been used 
to structure the comparative analysis.   

The analysis was further organized in two tracks. In the first track, the qual-
itative data was analysed with a focus on the details of each specific case. 
This case specific analysis is presented as five separate case studies in chap-
ter 3. The analysis of each case study was subsequently returned to the 
managers of each iCBT service for respondent validation. This resulted in a 
few, mainly factual adjustments. In the second track, a transversal and com-
parative analysis of the data material’s themes were carried out. The trans-
versal analysis focused on investigating the general experiences with iCBT 
services across the participating cases, including experience with providing 
treatment, the organisation of the services and implementation facilitators 
and barriers. The comparative analysis consisted of re-categorizing the data 
from the five case services into groups, and then comparing the groups in 
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order to elucidate strengths and weaknesses in the organisation and imple-
mentation of iCBT services. The transversal and comparative analysis is pre-
sented as a unified comparative analysis of how iCBT services are implement-
ed across the five case studies in chapter 4. 
 
2.5 Ethics

All interviewees have consented to participate in the study. They have pro-
vided written informed consent on the basis of oral and written information 
on the study’s objectives, method of data collection and analysis. Managers 
and therapists/key staff have been interviewed separately. We have taken 
care to ensure the anonymity of both case sites and individual participants 
by allocating appropriate codes and withholding descriptors in order to avoid 
the risk of inadvertent disclosure of identities. Thus, we have removed all 
characteristics of informants except their role in the organisation (manag-
er vs. key staff or therapist). However, the case study sample is small and 
individual case study participants may recognise themselves. The protocol 
of the study has been reviewed and approved by the Regional Committees 
on Health Research Ethics for Southern Denmark. The approval ensures that 
state-of-the-art ethical guidelines and data protection regulation are adhered 
to throughout the study.



The five case studies 
Chapter 3

3.0 Introduction

This chapter contains an in-depth description of the five iCBT services. Each 
case study description provides a brief overview of the service offered. Inter-
ested readers can read the full case study description with background infor-
mation on the national mental health care system in which the iCBT service 
operates, and a description of the financing of mental health care and na-
tional initiatives to support the provision of iCBT. The history of the service 
and motivation behind the establishment of the clinic is described, as well 
as treatment setting, operation of service, patient pathway and future service 
development. The case study description is based on interviews, observations 
made during a field visit to the clinic, and documents describing the ser-
vice (scientific articles, reports, leaflets, and websites). Since iCBT services 
are changing rapidly, it should be noted that changes in practical operations 
occur continuously. The case study descriptions have been approved by the 
clinic managers, but they still represent a snapshot in time.

3.1 Sweden (Internetpsykiatrin in Stockholm)
3.2 Norway (eMeistring in Bergen)
3.3 Denmark (Internetpsykiatrien in Odense)
3.4 The Netherlands (eHealth@Mind in Amsterdam) 
3.5 Scotland (Beating the Blues at NHS Tayside)
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3.1.1 Brief overview of service offered

Internetpsykiatrin is part of Psykiatri Sydväst, a university psychiatric hospi-
tal providing specialist mental health care for adults at Karolinska University 
Hospital in Huddinge, located in the southwestern part of Stockholm. Psy-
kiatri Sydväst is part of Psykiatri SLSO (Stockholms läns sjukvårdsområde/
Stockholm county healthcare area) which is one of the largest healthcare 
providers in Sweden. Internetpsykiatrin is a permanent unit established in 
2007 and integrated within a regular psychiatric outpatient clinic where 
patients receive standard, face-to-face treatment. The clinic offers inter-
net-based cognitive behavioural therapy (iCBT) for depression, social anxiety 
disorder, panic disorder and irritable bowel syndrome. Eligible patients are 
assessed in person by a psychiatrist or a resident under the supervision of a 
psychiatrist. Patients are also offered an end-of-treatment interview conduct-
ed face-to-face at Internetpsykiatrin. Patients are enrolled through self-re-
ferral or through referral from a general practitioner or other mental health 
care specialist. Patients apply directly through the national e-health portal, 
1177.se Vårdguiden. The web portal is Sweden’s national hub for information 
and e-services such as medical appointments and prescriptions. The duration 
of treatment is approximately 12 weeks with a 10-module, text-based online 
program. The primary catchment area is Stockholm county, but from January 
2015, citizens from other parts of Sweden are allowed to request treatment 
at Internetpsykiatrin. The target group is Swedish citizens from the age of 16 
with a primary diagnosis of depression, social anxiety disorder, panic disorder 
and irritable bowel syndrome. Besides these four internet-based treatment 
programs, researchers at Internetpsykiatrin are engaged in developing and 
evaluating psychological treatments in disorders such as insomnia, health 
anxiety, ADHD, obsessive-compulsive disorder (OCD) and depression during 
pregnancy. This line of research is carried out by researchers affiliated with 
Internetpsykiatrin as well as Karolinska Institutet at the Department of Clini-
cal Neuroscience, Section Psychiatry.

3.1.2 Organisation of Swedish mental health care1

 
In Sweden, mental healthcare is provided by county councils and municipal-
ities. At a regional level, the 21 county councils are responsible for organiz-
ing and providing primary and secondary mental health services, including 
primary care provided by general practitioners and mental health profession-
als working in primary care settings. At the local level, municipalities are in 
charge of social welfare services, which include housing and employment 
services and care for long-term psychiatric patients. Primary health care ser-
vices are the first point of contact for people with mental health disorders. 
People suffering from minor to moderate mental disorders, such as depres-
sion, anxiety or sleeping disorders, may be treated in primary care settings. 
As there is limited gatekeeping in primary care to access specialist mental 
health services, many patients in need of treatment for severe mental dis-
orders seek specialist-level care directly. Specialist psychiatric services are 

1 This section is based on (Patana, 2015).

3.1 Internetpsykiatrin, Stockholm, Sweden
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provided mainly in psychiatric outpatient clinics located in general hospitals. 
Specialist psychiatric care includes both inpatient and outpatient care.

Financing of Swedish mental health care
 
The county councils are responsible for the financing of mental health care. 
The Swedish health care system is financed mainly through taxation by the 
counties. Approximately 80 percent of the total health care budget is fi-
nanced through regional taxation. The remaining 15-20 percent comes from 
state grants and user charges. User charges for health care visits and per 
bed-day are determined by individual county councils and municipalities. In 
almost all county councils, patients under 18 years of age are exempt from 
user charges. The national ceiling for user charges means that an individual 
will never pay more than SEK 1100 (€122) for health care visits within a peri-
od of 12 months. Patients seeking primary and secondary care are charged a 
user fee per visit2.

National initiatives to support the provision of internet-based treatments in 
Sweden

In Sweden, the National Board of Health and Welfare (Socialstyrelsen), for-
merly recommended guided Internet-based CBT (iCBT) as the first choice for 
mild depression. For moderate depression, CBT or antidepressant medication 
is the recommended first choice (Socialstyrelsen 2010). However, according to 
the newly revised guidelines (2016-17), there is no recommendation concern-
ing the mode of CBT delivery. Internet-based treatment is offered in routine 
care in both primary and secondary health care settings. In primary care, 
iCBT services are provided through healthcare centres (vårdcentraler) and 
by private healthcare providers, e.g.  KBTonline (Psykologpartners). The wide 
uptake of internet-based treatment in Sweden is explained by the extensive 
research effort in internet-based treatments and by the active support from 
the Swedish government and the Swedish Association of Local Authorities 
and Regions (SALAR, SKL in Swedish). From 2008, Swedish health care provid-
ers have been financially supported to provide cognitive behavioural therapy 
and interpersonal psychotherapy to patients with mild to moderate mental 
ill health as well as back and neck pain through the Rehabilitation Guaran-
tee. The Rehabilitation Guarantee is a government scheme to reduce worker 
absenteeism due to psychological problems such as anxiety, depression and 
work-related stress.

In 2012, SALAR initiated the development of a national treatment platform 
for delivering internet-based treatment with funds from the Rehabilitation 
Guarantee. The national treatment platform Stöd och Behandling (SOB) was 
launched in April 2015 as an e-service on the 1177.se eHealth portal. The na-
tional platform will enable municipalities, county councils and private health 
care organisations to provide internet-based treatments to Swedish citizens. 

2 For an overview of user fees at Psykiatri SLSO, see http://psykiatri.sll.se/vard-hos-oss/avgifter/. 
Accessed 2016-12-20.
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Apart from the technical development process, which is still underway, a 
much work has been carried out on deciding the proper governance structure 
for program approval with regards to quality assurance, legal and security 
issues and the management of effectiveness research in connection with the 
programs. Development targets for SOB include the use of video consultation 
and the establishment of a research database for clinical quality development 
and effectiveness research (SKL 2015a). 
In preparation for the national platform, SALAR carried out a cross-country 
survey of internet-based programs in 2014 (SKL 2014), documenting 74 treat-
ment programs in routine care and research and development. In 2015, SALAR 
reported on 30 internet-based treatment programs implemented in routine 
care, including thorough descriptions of the evidence base for the individual 
treatment programs throughout Sweden (SKL 2015b). Departing from this line 
of work, a national competence group for internet-based support and treat-
ment (Nationell kompetensgrupp för internetbaserat stöd och behandling) 
has been appointed on behalf of the Nationell Samverkansgrupp för Kun-
skapsstyrning (the national cooperative group for knowledge management, 
NSK). The national competence group will provide recommendations as to 
which internet-based programs are viable to use as models for developing a 
framework for quality assessment and assurance of internet-based treatment.

The Swedish internet-based treatment register SibeR3 (Svenska internet-
behandlingsregistret) has been another important milestone in the main-
streaming of iCBT in Sweden. Initiated in 2012 with support from SALAR 
and the Rehabilitation Guarantee and launched in 2015, SibeR is a national 
quality database focusing on five mental health disorders (depression, panic 
disorder, social anxiety disorder, generalized anxiety disorder and insomnia). 
The purpose of the registry is to create a basis for systematic follow-up and 
continuous quality development of internet-based treatments (SibeR 2016). 
Individual social security ID numbers, employment status, diagnosis, alco-
hol consumption, treatment course and patient activity in the program are 
registered in the database. Symptoms are assessed before and after treat-
ment with validated disease-specific measures using a general measure of 
health-related quality of life. Internet treatments usually last about three 
months. To monitor the long term effect, follow-up is recommended about 6 
months after treatment start. Registry data will mainly provide feedback to 
the local unit engaged in internet-treatment and thus provide a basis for im-
provement of daily operation. Each local unit can monitor treatment effects 
and other relevant measurements in real time, and these treatment effects 
can be compared against their own performance on a quarterly basis and to 
other Internet treatments within the region and nationally. National statistics 
will show differences in accessibility, patient satisfaction and treatment ef-
fects. This in turn will help to improve treatment strategies and make access 
to the internet-based treatments more equal across Sweden.

3 Http://www.psykiatriregister.se/content/siber-1. Accessed 2016-12-20.
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3.1.3 History of the clinic 

Internetpsykiatrin was established as a regular clinic in Psykiatri Sydväst in 
Stockholm County Health Care Services (SLSO) in 2007 on the basis of ex-
tensive clinical research projects led by Nils Lindefors, Professor of psychi-
atry, Karolinska Institutet, and by Professor of psychology Gerhard Anders-
son, Uppsala and Linköping Universities. The first internet clinic in Sweden 
was established at Akademiska Sjukhuset in Uppsala by Professor Gerhard 
Andersson in 1999 with an internet-based CBT program for tinnitus.  Since 
1999, clinical iCBT studies have been carried out in areas such as tinnitus, 
headache, panic disorder, depression, social anxiety disorder, post-traumatic 
stress syndrome, generalized anxiety disorder, obsessive-compulsive disorder 
and chronic pain.  Nils Lindefors was responsible for establishing Internetps-
ykiatrin at Psykiatri Sydväst, where he is now Chief Head of Clinic. From the 
beginning, the clinic was envisioned as a regular outpatient clinic that com-
bined internet-based treatments with clinical iCBT research. 
 
3.1.4 The treatment setting 

Psykiatri Sydväst is located in a large hospital building with wards for somat-
ic as well as psychiatric disorders. Internetpsykiatrin Mottagning M46 is on 
the 4th floor, and is a long hall with offices and consultation rooms preced-
ed by a small waiting area with chairs and a water cooler. In the waiting 
area, a glass container showcases several awards that the clinic has received 
for its work. The walls of the hall of Internetpsykiatrin are decorated with 
posters and newspaper collages of the academic and clinical achievements 
of the clinic. A large white board shows the research projects of the clinic 
with names of the research projects and topics in handwriting. There is also 
a lean board (a magnetic white board) with suggestions for improvement 
of the clinic. Internetpsykiatrin shares the hall with the OCD program. This 
outpatient clinic treats patients with obsessive-compulsive disorder, and pa-
tients use the kitchen and bathrooms for training sessions. The psychologists 
working at Internetpsykiatrin share a large office at the end of the hall with 
PC work stations.

3.1.5 Operation of service
 
Internetpsykiatrin operates as a regular psychiatric outpatient clinic. Upon 
admittance, patients undergo a diagnostic assessment which is conducted 
by a psychiatrist or a resident with supervision from a psychiatrist. Licensed 
psychologists manage online treatment contacts, and the clinic assumes full 
treatment responsibility for the patient while he or she is enrolled. Medical 
prescriptions and sick leave notices are managed by the patient’s GP. Some of 
the psychologists delivering the internet-based treatments also work clin-
ically in a conventional outpatient setting, i.e. with face-to-face therapies. 
The goals of Internetpsykiatrin are twofold: to make effective CBT treatment 
available to more people, and to do research on the effectiveness of inter-
net-based treatments and develop new treatment programs.



SIDE 30

Internetpsykiatrin is part of Psykiatri Sydväst and offers its services to res-
idents of SLSO as the primary catchment area. In January 2015, however, a 
new patient act was introduced in Sweden, allowing patients free choice of 
primary and specialist health care providers (Patient Act 2014). Opening up 
the service to patients from other counties poses a set of difficulties for the 
clinic. The preliminary assessment interview and end-of-treatment interviews, 
both face-to-face, are inconvenient for patients coming from another region. 
Also, registering the personal health data of these out-of-county patients, 
called ‘national patients’, is not possible, so they need to bring their own 
paper files. At Internetpsykiatrin, iCBT treatment is reimbursed with a spe-
cial reimbursement code. There is not a model for reimbursement from other 
councils. This makes the administration of ‘national patients’ unsustainable 
to Psykiatri SLSO.

Internetpsykiatrin operates with self-referral, introduced in 2008 as a way 
to improve access to internet-based treatment, and through referral by a GP 
or other mental health professional. Patients access treatment through the 
national e-healthcare portal at 1177.se (Vårdguiden). The unit serves approxi-
mately 1.500 patients per year. Approximately 50% of the patients who apply 
for internet treatment are included in one of the treatment programs of 
Internetpsykiatrin.

Internetpsykiatrin has a website4 with detailed information about the treat-
ment programs and research conducted at the unit. This website is important 
for patient enrolment, since most patients find out about the service through 
Google searching. Internetpsykiatrin also has a Facebook page5. The Facebook 
page is important in order to reach out to health care professionals and the 
general public, but not many patients find out about the service through 
Facebook.

As with all publicly funded healthcare in Sweden, internet delivered treat-
ments at Internetpsykiatrin are subsidized, meaning that there is a small 
patient fee for both online treatment and face-to-face psychiatric appoint-
ments equivalent to the patient fee for treatment face-to-face.

Management of the clinic

The management of Internetpsykiatrien is composed of a medical director, a 
head of the psychologists group and an administrative manager. In addition, 
Internetpsykiatrin has a Steering Committee whose task is to monitor the 
intake of patients, situation of waiting lists, number of completed treatments, 
treatment effects and necessary strategic developments of the unit. An an-
nual quality report is issued with treatment effect and health economic data 
and sent to the management of Psykiatri Sydväst.

Internetpsykiatrin operates a local quality system linked to the national 

4 Http://web.internetpsykiatri.se/ Accessed 2016-12-20.
5 Https://www.facebook.com/internetpsykiatri Accessed 2016-12-20.
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Swedish internet-based treatment register SibeR (Svenska internetbehan-
dlingsregistret). The local quality system ensures that each step in the 
patient flow is meticulously described. The elaborate quality system ensures 
that each process in the treatment pathway is standardized and adhered by 
the relevant clinical staff member. Treatment is thoroughly manualized. This 
ensures that treatment is standardized. Deviations from protocolized practice 
are registered, and suggestions for improvements are discussed each week in 
a lean methodology approach.

The clinical staff (totally 20 persons) includes psychologists, medical spe-
cialists in psychiatry, resident physicians, a coordinating nurse, a medical 
secretary and researchers with extensive experience in both psychiatry and 
internet-based treatment. Some of the psychologists are licensed psycholo-
gists working part-time in the unit and part-time in research or another out-
patient clinic. There are also ‘PTP-psychologists’ (who have completed their 
master’s degree in psychology and are doing practical orientation in order to 
obtain their practitioner’s license) and also supervised psychology students. 
All online therapists are licensed psychologists with extensive CBT training.

Technical platform 

The technical platform used in Internetpsykiatrien was developed in the 
context of research projects in the early 2000s by researchers at Karolinska 
Institutet. Psykiatri Sydväst owns the platform, and the programs and IT- 
support are provided by the IT department of SLSO. In addition Internetps-
ykiatrin has a technician working part time with technical support of the 
platform. Log-in problems are handled by the 1177.se Vårdguiden healthcare 
portal. The programs are text-based – 10-15 pages of text per module with 
no interactive media content. The technical platform contains a quality data-
base used for statistical analysis and research.

3.1.6 Patient pathway
 
Referral and assessment

Patients can apply directly to Internetpsykiatrin through the national e-ser-
vice 1177.se Vårdguiden, or they can also be electronically referred by their 
general practitioner or other mental health provider. Often, the GPs suggest 
to those patients whom they find eligible for the service that they contact 
Internetpsykiatrin themselves instead of issuing a referral. Patients receive a 
login through 1177.se Vårdguiden, and the first step is to undergo an initial 
symptom assessment using online self-report questionnaires. Patients are 
screened for suicidal tendencies. Patients give consent to the management 
of their personal health information through the technical platform and that 
they can be contacted via SMS.

A nurse or medical secretary reviews the online screenings, registers the 
patient in the electronic patient record system (Psykiatri Sydväst’s Take Care) 
and the quality database and within an average of 18 days, the patient is 
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invited to participate in a diagnostic, face-to-face interview with a psychia-
trist or psychiatry resident at the clinic. The patient receives an appointment 
notification two days before the visit. If needed, a second interview is sched-
uled with a psychologist. During this initial visit, a nurse may take a blood 
test to exclude co-occurring medical conditions. If the patient is found to be 
eligible for iCBT (primary diagnosis in one of the four treatment programs), 
treatment is commenced within 48 hours. If the patient is considered not 
eligible for iCBT, he or she may be referred elsewhere for treatment or for 
further assessment. Exclusion criteria include severe depression, high suicide 
risk, psychotic or bipolar condition, drug and alcohol abuse, low motivation, 
poor literacy, language difficulties or long periods away from Stockholm. 
Between 2009 and 2013, 45-62 % of patients seeking treatment have begun 
internet-based treatment at Internetpsykiatrin.
 
Treatment

The medical secretary will start the treatment program in the treatment plat-
form and assign a psychologist to the patient based on each psychologist’s 
workload. A health care plan and a welcoming letter are issued in the treat-
ment platform, and an SMS is forwarded to inform the patient that treatment 
has started. At this stage, a follow-up appointment is scheduled at the con-
clusion of treatment. The psychologists handle about 95% of the follow-up 
appointments. Only complicated cases are scheduled to see a psychiatrist.

The first time the patient logs onto the system, he or she completes an on-
line self-assessment questionnaire. The self-help program comprises 10 text 
modules, each covering a specific theme such as psychoeducation, cognitive 
restructuring, behavioural activation, exposure, relapse prevention with asso-
ciated homework assignments. The general principle of the treatment is that 
patients should be exposed to the same interventions as in conventional CBT. 
In addition, participants have access to an online discussion forum, where 
they can communicate anonymously with each other during the 12-week 
treatment program. The patient forum is unmoderated and Internetpsykiatrin 
has a written code of conduct for ensuring positive and supportive contact 
in the forum. Throughout the treatment, all participants have access to an 
online therapist who supervises the progress and provides individual feed-
back on homework exercises. Upon successful module completion, therapists 
grant access to the next module. Patients can send messages to their thera-
pist at any time and expect a reply the following weekday. In general, there 
is no live contact between therapist and patient. However, if the therapist 
finds it necessary, the patient can be contacted by telephone. The expect-
ed duration of treatment is 10–12 weeks, but an extension is allowed if the 
therapist concludes that the patient would benefit from further treatment. A 
system for symptom assessment using self-reporting instruments is integrat-
ed into the online treatment platform. To ensure adequate collection of data, 
patients must complete any due assessment before they can access their 
treatment file. Another important feature of the treatment platform is that 
it automatically reports to the therapist any signs of potential risk for drop-
out or symptom deterioration. In general, the patient has the same therapist 
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throughout the treatment, and this therapist also manages these risk indica-
tors. However, when the patient’s assigned therapist is unavailable for a short 
period of time (e.g. on sick leave), an on-call system is used where therapists 
substitute for each other. If the therapist will be away for a longer period 
(e.g. on vacation), the patient is assigned a new therapist.
 
End of treatment

After treatment completion, patients may undergo an end-of-treatment 
face-to-face assessment interview with a psychologist or a psychiatrist at 
Internetpsykiatrin. After this interview, the patient is discharged from the 
Internetpsykiatrin. For three months after treatment completion, the patient 
retains access to the treatment platform and all treatment modules, but no 
therapist contact is provided. After six months, patients receive an SMS mes-
sage requesting that they complete a follow-up assessment questionnaire. 

3.1.7 Future service development

The decision to open up the Stockholm-based iCBT service to citizens from 
the entire country has spurred interest in conducting assessments through 
video instead of a face-to-face meeting. Internetpsykiatrin has decided to 
include the possibility of assessing patients through video and is currently 
assessing possible technical solutions. Incompatible electronic record systems 
between counties and agreements and cooperation with emergency servic-
es in case of suicide risk remain unresolved issues concerning treatment of 
patients coming from another county. Some of these issues may be addressed 
by switching to the new national treatment platform SOB. The plan is for 
Internetpsykiatrin to switch to the national platform in the near future. The 
decision to join the platform has been delayed, however, because the plat-
form does not adequately address the needs of the unit in terms of patient 
volume and systematic research procedures. Each county will pay for access 
to the platform according to the number of their inhabitants.

The unit includes about 50% of the patients who visit the clinic for a live 
assessment. Exclusion is determined by factors described above, or by the 
fact that patients need other types of iCBT-programs that are not provided 
today. Thus, new treatment content is desired to match the needs of patients 
seeking treatment. Registering screening results, assessing patients and 
referring patients to other services is very much appreciated, but this limits 
access to iCBT when more programs are developed. This has spurred interest 
in assessing patients in other ways, or in cooperation with other caregivers. 
Internetpsykiatrin would also like to offer additional treatments programs; 
for example, programs for generalised anxiety disorder and stress or burnout 
are especially needed. It is envisioned that a module-based system where the 
therapist can select different modules according to their needs would be an 
attractive solution, allowing for more tailoring of treatment content.

Internetpsykiatrin is in the process of strengthening its emphasis on self-re-
ferral. This means of accessing services is considered most effective in reach-
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ing more people, especially those who would not otherwise seek treatment. 
Another line of development is to offer internet-based treatment in a blend-
ed model by which internet-based therapy supports psychiatric treatment 
of severe mental health disorders, such as bipolar disorder. Blended care is 
expected to be a fruitful new area of development within Internetpsykiatrin.
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3.2.1 Brief overview of service offered

eMeistring is an internet clinic operating at Bjørgvin District Psychiatric Cen-
tre, Haukeland University Hospital in Bergen. eMeistring offers internet-based 
cognitive behavioural therapy for social anxiety disorder, panic disorder and 
depression. eMeistring started out as a research project in 2012 and became 
part of routine mental health care by January 2015. Today, eMeistring is an 
individual and permanent part of Bjørgvin District Psychiatric Centre, offer-
ing iCBT to patients from western Norway. The clinic also has a close co-
operation with Solli District Psychiatric Centre in Bergen, and clinical and 
research cooperation with Vestfold Hospital. Patients are enrolled through 
referral from a general practitioner or other mental healthcare specialist. As 
part of a temporary project, self-referral is also being tried out as a means 
of improving patient access to the iCBT services of eMeistring. eMeistring’s 
treatment service consists of a face-to-face assessment interview followed by 
a 9 module (anxiety) and 8 module (depression) treatment program, where 
patients undergo treatment supported by a therapist. The treatment ends 
with a face-to-face exit interview. eMeistring therapists spend 1-2 days a 
week carrying out internet-based treatment at eMeistring in Bjørgvin District 
Psychiatric Centre, and the remaining days at other outpatient clinics doing 
regular face-to-face treatment. eMeistring does not have an acute help ser-
vice. In the event of an increased risk of suicide or suspected development 
of serious mental disorder with patients undergoing treatment in eMeistring, 
it is the local specialized healthcare service that is responsible for safeguard-
ing the patient. eMeistring is involved with several research programs, such 
as INTROMAT1, and cooperates closely with researchers at the Department of 
Clinical Psychology, University of Bergen, and with the Division of Psychiatry, 
Haukeland University Hospital in Bergen.

3.2.2 Organisation of Norwegian mental health care2 
 
Bjørgvin District Psychiatric Centre is part of Helse Bergen, which is one of 
the four health trusts owned by the Western Norway Regional Health Au-
thority (Helse Vest RHF). Norway has four designated Regional Health Author-
ities. The regional authorities are state-owned and responsible for operating 
hospitals through health trusts. There are currently 26 health trusts in Nor-
way. These include four pharmacy trusts, a trust for pre-hospital services and 
an IT trust – Helse Vest IKT.

In Norway, mental health services are organized at the municipal level and 
within specialist care. At the municipal level, GPs act as gatekeepers for 
specialized healthcare. In municipalities, other providers such as psycholo-
gists, psychiatric nurses and social workers also provide primary mental care, 
including preventive care. For specialized care, GPs refer patients to private 
psychologists or psychiatrists, or to community-based mental health centers 
(district psychiatric centers). The district psychiatric centers provide acute 

1 www.intromat.no Accessed 2017-01-13.
2 This section is based on (Ringard, 2013 and Lindahl, 2016).

3.2 eMeistring, Bergen, Norway



SIDE 36

services (on an inpatient, outpatient and day-care basis) and rehabilitation, 
and also supervise and support primary care. The district psychiatric centers 
often include psychiatric outreach teams. More advanced specialized servic-
es are organized in the inpatient psychiatric wards of general hospitals or in 
mental health hospitals. 

3.2.3 Financing of mental healthcare in Norway

The Norwegian health care system is founded upon the principles of uni-
versal access, decentralization, free choice of provider and is financed by 
national and municipal taxation together with user payments. Hospitals and 
district psychiatric centers are financed by block transfers from the state to 
the Regional Health Authorities and by earmarked funding. GP and specialist 
visits, including outpatient hospital care, require co-payments (NOK 152 (€ 17) 
and NOK 345 (€ 39) per visit in 2017, respectively). There is an annual ceiling 
for user fees set by Parliament, above which fees are waived. For 2017, the 
cost-sharing ceiling for most services is NOK 2205 (€ 247).

National initiatives to support the provision of internet-based treatments in 
Norway

The potential for e-mental health (the use of ICTs in mental healthcare 
services, including assessment, diagnosis, treatment and follow-up) is empha-
sized in the current national health- and hospital plan for 2016-2019 (Re-
geringen 2015). Use of e-mental healthcare is envisioned to improve access 
to mental healthcare, provide better services and reduce costs through more 
efficient use of resources. In the national health and hospital plan, eMeis-
tring is highlighted as an example of future mental health services. Norway 
also has an eHealth Action Plan 2014-2016 (Helsedirektoratet 2014) empha-
sizing stronger national governance, prioritization and coordination of ICT 
development in the health care sector. The recently established Directorate 
for eHealth is responsible for overall governance of eHealth in Norway and is 
tasked with the implementation of the eHealth Action Plan. However, mental 
health care is not directly addressed in the action plan.

3.2.4 History of the clinic

eMeistring started out as a research project led by Associate Professor Tine 
Nordgreen, Department of Clinical Psychology at the University of Bergen and 
Haukeland University Hospital. The 3-year project eMeistring – Psykisk helse 
på nett (2012-2014) received funding from Helse Vest and the Norwegian De-
partment of Health to develop and test an internet-based treatment program 
for social anxiety disorder and panic disorder. The first patients were enrolled 
in April 2013, and the goal was to make evidence-based treatment more 
accessible to people with anxiety and to give patients an active role in their 
treatment. The research project eMeistring was awarded Årets eHelsepris in 
2013 and Helse Vests Innovasjonspris in 2014. Internetpsykiatri in Stockholm 
and eMeistring have cooperated closely from the start. Associate Professor 
Kerstin Blom from the Department of Clinical Neuroscience, Karolinska In-
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stitutet, Stockholm, has been affiliated with eMeistring since the beginning, 
with the task of providing supervision and training of therapists at eMeis-
tring. The research project eMeistring continued another research project 
led by Professor Odd E. Havik and Einar R. Heiervang, Department of Clinical 
Psychology at the University of Bergen entitled ‘Kartlegging og behandling. 
Angst hos barn og voksne’ (Mapping and treatment of anxiety among chil-
dren and adults) which showed promising effects with guided internet-based 
treatment of anxiety disorders. This project led to a large research study 
funded by a Norwegian regional research network for anxiety disorders in 
Helse Vest. The randomized controlled study ‘Stepped care versus direct face-
to-face cognitive behaviour therapy for social anxiety and panic disorder’ 
ran from 2008-2012 and included Swedish and Norwegian researchers. The 
stepped care model tested in the research project included psychoeducation, 
guided internet treatment and face-to-face CBT, and clinical outcomes were 
found comparably effective with regular face-to-face CBT treatment. The 
eMeistring clinic added an internet-based treatment program for depression 
in 2015 following a pilot study which showed good effect (Nordgreen 2015). 
Major milestones in the life of eMeistring have been the decision to enter 
into routine care as a permanent service in January 2015 and the introduc-
tion of reimbursement for services in 2016. Since January 1st 2017, eMeistring 
has become an independent clinic with clinical and research activities.

3.2.5 The treatment setting 

Bjørgvin District Psychiatric Centre is located in Tertnes, 12 km north of Ber-
gen. It consists of several free-standing redbrick buildings with a trees and 
bushes in between. The buildings contain various mental health services like 
inpatient and outpatient clinics. eMeistring occupies a former basement in 
the building containing the outpatient clinic. The waiting area is by the main 
entrance. There are three rooms with 3-4 work stations, where therapists 
conduct the guided internet treatment, a room for patient interviews, a small 
kitchen and a conference room.

3.2.6 Operation of service  

eMeistring is offered at Bjørgvin District Psychiatric Centre (DPS) to patients 
from the Bergen area, as well as the rest of the Helse Vest RHF intake area. 
The therapists work part-time at the eMeistring clinic, combined with work 
at District Psychiatric Centres in the Bergen area. Patient intake as well as 
the assessment interview take place at the Bjørgvin District Psychiatric Cen-
tre premises. If during treatment the patient is in need of acute psychiatric 
care, the patient has to be referred to his or her local DPS. The standard way 
of recruiting patients to eMeistring has been GP referral or referral from a 
DPS therapist or other mental health care specialist. Currently, eMeistring 
is running a project to test self-referral as a supplement to GP referral. The 
self-referral project will run until June 2017. The decision to test self-referral 
is inspired by Internetpsykiatri.se in Stockholm. The experience so far is that 
self-referral enables an increase in the amount of patients included in the 
treatment. These patients seem more motivated for treatment, but no sta-
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tistical analysis has been carried out to confirm this. Some of these patients 
have reported that they would not have contacted the healthcare system 
through ordinary procedures (these are, for example, healthcare workers). The 
main goal of the project is to reach patients at an earlier stage and make the 
treatment more accessible. It is not yet known if the project enables this, 
but the experience so far seems to support this hypothesis. Since September 
2016, about 80 persons have been assessed for inclusion in the self-referral 
project. In 2016, the clinic served 220 patients. With the new way of organiz-
ing eMeistring and a patient uptake centrally coordinated through eMeistring 
with direct self-referral, this number is expected to grow.

The transition from the research project eMeistring to offering eMeistring in 
routine care was preceded by an evaluation that showed high patient sat-
isfaction and similar effects of internet-based treatment compared to face-
to-face treatment. The evaluation also showed that eMeistring therapists 
conduct 10-12 consultations per day. The normal caseload of therapists is 3 
to 4 consultations per day. This finding allowed for the argument that eMeis-
tring is able to treat 3-4 times more patients than conventional face-to-face 
treatment. Currently, a research study is underway to investigate the cost-ef-
fectiveness of eMeistring (results are underway). From January 2015, eMeis-
tring has entered into routine care as a permanent service, and from 2016 
eMeistring has received reimbursement for its services. The reimbursement 
for eMeistring is 427 NOK (€ 44) for 14 weeks of treatment. Therapists at 
eMeistring find this reimbursement rate too low, since reimbursement for an 
eMeistring treatment program (14 weeks) equals just one face-to-face con-
sultation. The agreement for reimbursement runs one year, and the plan is to 
increase the reimbursement amount per treatment pathway.

Management of the clinic  

When it was a research project, eMeistring had a steering group which in-
cluded medical representatives of the senior management of Helse Bergen, 
the head of the psychiatric division at Helse Bergen and a scientific advisory 
board including Gerhard Andersson from Linköping University, Kerstin Blom 
from Karolinska Institutet and Kate Cavanagh from the University of Sussex. 
Today, eMeistring at Bjørgvin DPS is managed by a department manager who 
is part of the DPS management team. The manager is responsible for strate-
gies for further development of eMeistring, coordinating technical develop-
ment, and managing the team of therapists. A psychologist is responsible 
for the professional content of the treatment programs and for intake as-
sessments. The department manager is assisted by a coordinator. The coordi-
nator takes calls from patients, helps with the marketing of the service and 
improvement of daily operations in the clinic, and contributes to the devel-
opment of the treatment programs. The eMeistring  clinical staff (not all of 
whom full-time) is composed of a one psychiatrist, three psychologists, two 
clinical nurses, an occupational therapist and a social worker - all with CBT 
training. Most of the therapists are employed 20-40% in eMeistring and 60-
80% in their ‘home’ out-patient clinic. Maintenance of the technical platform 
and adjustments of the treatment programs are both part of the clinic’s 
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work. The clinic employs a total of 15 staff: 3 psychologists work full-time at 
eMeistring, 2 psychologists work 20%, 1 psychologist (50%) and 1 psychiatrist 
(20 %), 2 psych. nurses (100% + 20%), 1 occupational therapist (20%) and 1 
social worker (40%) - all with CBT training, 2 clinic managers (psychologist 
and psychiatric nurse) both employed 100%, 1 clinic coordinator employed 
100% and 1 PhD student employed 50%.  Associate Professor Kerstin Blom 
from Internetpsykiatri.se, Karolinska Institutet in Stockholm is employed 50% 
in eMeistring and also visits Bergen once a month. In this task she con-
tributes to research in eMeistring, development of the treatment-programs, 
gives professional guidance to the therapists and plans the future for the 
eMeistring-clinic. eMeistring has a website3 with detailed information about 
the treatment programs and research conducted at the clinic. This website 
is important for patient enrolment, since most patients first learn about the 
service through Google searching. eMeistring also has a Facebook page4. The 
Facebook page was created in order to share knowledge about anxiety, de-
pression and self-help. Through this page, eMeistring wants to contribute 
insight into what anxiety and depression is, how to help others struggling 
with anxiety and depression, and how people themselves can cope with such 
difficulties.

Technical platform  

The technical platform used in eMeistring has been developed by the Nor-
wegian company Checkware. The treatment programs for panic anxiety, 
social anxiety and depression developed by Internetpsykiatri.se in Stockholm 
have been adapted and translated from Swedish into Norwegian. Helse Ber-
gen owns the platform, and IT-support is provided by Seksjon for eHelse, an 
IT-division of Helse Bergen together with the technical provider CheckWare. 
Checkware’s platform was originally developed as a database for health ques-
tionnaires, so the treatment programs in eMeistring had to be fitted into a 
pre-existing format. This format does not allow for interactive content and 
possibilities for adjustments are limited. Technical problems with the platform 
are a major issue for both patients and therapists. Adjustments of the plat-
form take up a lot of their time. Changing the platform is a line of develop-
ment for 2017. Also, the plan is to develop a quality system and database for 
monitoring treatment outcomes.

3.2.7 Patient pathway

Referral and assessment

Patients over 18 years seeking treatment at eMeistring are referred by their 
GP, specialized healthcare therapists, or other doctors or psychologists. It is 
encouraged that the referral contains information about the patient’s mo-
tivation for online therapy at eMeistring. Initially, patients are invited to an 
assessment interview at the eMeistring clinic for a more detailed diagnostic 

3 Https://helse-bergen.no/emeistring/ Accessed 2017-01-13.
4 Https://www.facebook.com/emeistring Accessed 2017-01-13.
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assessment, where the decision to include the patient in eMeistring will be 
made. Depending on their situation, one or more interviews are needed to 
do the assessment. All the therapists in eMeistring (professions mentioned 
earlier) conduct the face-to-face assessment and end-of-treatment interviews. 
During the assessment interview, patients are introduced to the treatment 
program. Upon completion of the assessment interview, patients can start 
eMeistring treatment the same day or when it is suitable to the patient. The 
Checkware platform is not linked to the electronic patient record system of 
Helse Bergen (DIPS). Therapists therefore need to copy data from the plat-
form to the patient record of each patient.

Treatment

To commence treatment, patients log in through the website www.emeistring.
no using their BankID code device. Because of the electronic exchange of 
sensitive personal information in eMeistring, both the patients and thera-
pists use security level 4 for login (BankID or Buypass). Security level 4 is 
the highest level for securing sensitive information in Norway. The treatment 
programs consist of 8-9 modules of text, work sheets, home assignments and 
diagnosis-specific questionnaires. There is also a communication module in 
the program, where patients and therapists can communicate. The therapist 
guides the patient once a week (sometimes more) giving the patient feed-
back on their homework. Upon module completion, therapists grant access 
to the next module. The eMeistring team recommends that patients spend 
one hour a day on the program (up to 14 weeks). Also, therapists actively 
suggest to the patients that they seek out support from relatives or good 
friends during treatment. Patients are also asked to read text files in the 
modules. The communication between patient and therapist in eMeistring is 
not a chat. Patients can send messages to their therapist at any time and 
expect a reply within the week. In general, there is no live contact between 
therapist and patient. However, if the therapist finds it necessary, the patient 
can be contacted by telephone or invited to a face-to-face appointment at 
the clinic. A system for symptom assessment using a self-reporting question-
naire is integrated into the online treatment platform. If a patient indicates 
suicidal tendencies, this system will automatically trigger a flag in the pro-
gram visible to both the therapist and two other members of the treatment 
team (system administrators). All three will also receive an anonymous email 
with this information. The technical platform does not yet provide alerts for 
patient inactivity on the modules, but this function is coming in the planned 
new version of the programs.

End of treatment

After completion of the last module, patients are invited to an evaluation 
and end-of-treatment interview. The interview is conducted face-to-face at 
the eMeistring clinic.
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3.2.8 Future service development

A major focus at eMeistring includes improvement of the technical platform 
and the usability of the program interface. Also, eMeistring is in the middle 
of a major reorganisation, having gone from operating in 5 outpatient clinics 
in Helse Bergen to becoming a single clinic from January 2017. In addition 
to changes as a consequence of the reorganisation, patient referral, employ-
ment and health responsibility are also affected by future plans to add addi-
tional policlinics in Norway outside of Helse Vest. Here the national platform 
helsenorge.no is envisioned as a future point of entry to eMeistring. The 
recently awarded public-private partnership program INTROMAT (INtroducing 
personalized TReatment Of Mental health problems using Adaptive Technol-
ogy)5, led by Associate Professor Tine Nordgreen, is expected to contribute 
to the development of new treatment programs and technology that can be 
used at eMeistring.

5 Www.forskningsradet.no/no/Nyheter/168_millioner_til_IKTforskning_for_helse/1254017743134/  
 p1174467583739. Accessed 2017-10-10.
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3.3.1 Brief overview of service offered

Internetpsykiatrien is an online clinic offering internet-based treatment for 
depression and anxiety (panic disorders and phobia) to citizens of the Region 
of Southern Denmark.  Internetpsykiatrien is part of Centre for Telepsychiatry, 
a research and development centre within the Mental Health Services in the 
Region of Southern Denmark. Internetpsykiatrien offers two programs: NoDep, 
an 8-module program for patients with depression, and FearFighter, a 9-mod-
ule program offered with therapist support by phone or written messages. 
Treatment at Internetpsykiatrien includes a video-based assessment interview 
and an end-of-treatment video-based interview after 10-12 weeks of treat-
ment. Patients self-refer through the website of the clinic1, and the iCBT ser-
vice is offered to citizens with a primary diagnosis of mild to moderate de-
pression or anxiety, age above 18 years, no substance abuse, bipolar disorder 
or psychotic disorders, ability to understand and write in Danish, access to 
computer and access to a broadband internet connection. Internetpsykiatrien 
has been a service operating in routine care in the mental health services 
in the Region of Southern Denmark since March 2015, with temporary fund-
ing running to the end of 2018. It followed a three-year development project 
running from 2013 to 2015. The original ‘Internetpsykiatrien’ project was es-
tablished as a demonstration project in the National Action Plan for Dissem-
ination of Telemedicine (2012-2015) with funding from the Danish Welfare 
Technology Fund and the Danish Agency for Digitization. Being conceived 
as a demonstration project in the National Action Plan, current policy work 
is focused on assessing the potential of offering iCBT at a national level by 
taking the clinical, technical and organizational experiences of Internetpsyki-
atrien to a national level. 

3.3.2 Organisation of mental health services2

Mental health care in Denmark consists of two relatively independent sec-
tors: the regional health centers and the municipalities. The regional health 
authorities are responsible for the mental health hospitals and community 
mental health centres, the general practitioners (GPs) and for psychiatric 
care in specialist private practice. The municipalities provide social psychi-
atric services, such as housing and support for activities of daily living. The 
municipalities are also responsible for public mental health promotion and 
for alcohol and drug abuse treatment. GPs play an important role as gate-
keepers between the primary level and the specialized healthcare system. 
When necessary, the GP will refer patients to specialist care, hospital care or 
healthcare services provided by the municipalities.

Psychotherapy for mild to moderate mental health disorders, such as depres-
sion and anxiety, is provided by private psychologists or psychiatrists operat-
ing on contract with the regions, with a co-payment contribution for private 
psychologists payed by the patients covering 40% of the treatment cost (up 

1 Www.internetspykiatrien.dk Accessed 2017-01-23.
2 This section is based on Ministry of Health (2016).

3.3 Internetpsykiatrien, Odense, Denmark
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to 12 conversations). In some cases, municipalities may grant partial or full 
coverage of payment for psychotherapy. Access to psychotherapy with subsi-
dy from the state is provided for a specified list of disorders and individual 
circumstances; e.g., to patients with mild to moderate depression above 18 
years and to patients with anxiety for adults aged 18-38 years. A GP refer-
ral is required for psychotherapy. The waiting list to access psychotherapy is 
approximately 10 weeks. The cost of one therapy session is 900 kr. (€121), of 
which the patient pays approximately 350 kr. (€47). Thus, 12 conversations 
with a therapist amount to 4.200 kr (€565) for the individual citizen/patient.
 
Financing of healthcare

Healthcare is financed mainly through national taxes and is supported by a 
system of central government block grants, reimbursements and equalization 
schemes. Taxes finance approximately 83% of all healthcare expenses, includ-
ing free access to hospitals, outpatient clinics, GPs, as well as partial reim-
bursement of prescribed medicines and access to psychological therapy. The 
remaining patient co-payments make up approximately 17% of total health-
care expenditures, and primarily constitute co-payment of medication and 
dental care (Henriksen et al.,2015). The financing of the healthcare system is 
based on annual financial agreements between the government, the regions 
and the municipalities. The parties agree on a set of objectives for the level 
of healthcare expenditure for the coming year. The annual financial agree-
ments are negotiated annually between the government and the associations 
representing the regions and the municipalities.

National initiatives to support the provision of iCBT in Denmark

In 2012 the Danish Government, Local Government Denmark (an association 
representing the 98 Danish municipalities) and the Danish Regions (the or-
ganisation for the five regions in Denmark) approved a national action plan 
for dissemination of telemedicine with a total of DKK 80 million (approx. € 
11 million) allocated to completely or partially finance the initiatives of the 
action plan in addition to regional and municipal co-funding. The action 
plan was an initiative within the Danish eGovernment Strategy 2011-2015. The 
current Digital Strategy 2016-2020 continues this agenda (Digitaliseringssty-
relsen 2016). The Digital Strategy 2016-2020 contains a number of initiatives 
which will strengthen public sector digitization in Denmark. One initiative in 
the Digital Strategy concerns the deployment of ‘digital welfare solutions’. 
The Danish government has a strong focus on implementing so-called ‘wel-
fare technology’, i.e. assistive technologies that assist users in their daily 
lives, provide a better work environment for employees while at the same 
time ensuring a more efficient provision of public sector services. A dedi-
cated budget is allocated to analysing the potential to promote eight digi-
tal welfare solutions for national delivery, enabling a binding decision to be 
taken before 2020 on nationwide deployment of up to four digital solutions. 
Internet-based therapy for depression is among the eight selected digital 
solutions.
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Concerning mental health provision, the former government set up a Psychi-
atry Committee to formulate guidelines for improved mental health care pro-
vision. The Psychiatry Committee included representatives from the leading 
medical and health professional societies, patient organisations, Government 
ministries, the Danish regions and Local Government Denmark. The report of 
the Psychiatry Committee (Psykiatriudvalget 2013) stresses the need to use 
digital technologies in mental healthcare provision, highlighting the exam-
ple provided by Internetpsykiatrien in the Region of Southern Denmark. The 
Psychiatry Committee report was followed by a National Mental Healthcare 
Strategy Plan in 2014, which also mentioning the potential of digital technol-
ogy in offering flexible treatment and support in mental healthcare. Recent-
ly, the Danish Regions has issued a national prevention strategy mentioning 
iCBT and Internetpsykiatrien as a possible national intervention3. At an opera-
tional level, no formal clinical guidelines for anxiety or depression specifically 
mention iCBT as an evidence-based treatment approach, but the Danish Psy-
chological Association has recently issued a ‘Guideline for technology-based 
therapy services’ to support practitioners in offering internet-based therapy 
services in accordance with international best practice guidelines4.

3.3.3 History of the clinic

Internet-based therapy was introduced in Denmark with the decision to in-
clude the project ‘Internetpsykiatrien’ as a ‘dissemination path’ in the Nation-
al Action Plan for Telemedicine (2012-2015). The Southern Denmark Region 
volunteered to develop and test a therapy-supported self-help CBT program 
using video-based diagnosing for patients with mild to moderate depression 
in a public-private partnership with the Danish company Context Consult-
ing. Earlier, in 2010, a Danish research study had assessed the feasibility of 
offering iCBT (FearFighter) to patients with phobia and panic disorder while 
they awaited outpatient treatment in comparison to a non-intervening con-
trol group in routine care in a specialized anxiety clinic at Aarhus University 
(Mathiasen et al.,2015). This research study was motivated by the commercial 
development of three iCBT programs for panic disorder, social anxiety disor-
der and fear of taking exams at Godstart.nu.

The decision to include ‘Internetpsykiatrien’ in the National Action Plan 
for Telemedicine was made after a joint study trip to Internetpsykiatrin in 
Stockholm by the Committee for Psychiatry in the Danish Regions in 2011. 
Following this study trip, a working group was formed, tasked with formu-
lating a framework description for a pilot iCBT service in Denmark. The five 
Danish regions were represented in this working group. Based on this frame-
work description and a preliminary business case analysis, it was decided to 
include Internetpsykiatrien in the National Action Plan. It was also decided 
to include Internetpsykiatrien in a set of future indicators (pejlemærker) for 

3 Danske Regioner (2017). Sundhed for livet. Forebyggelse er en nødvendig investering. http://www.
 regioner.dk/media/4709/sundhed-for-livet-forebyggelse-er-en-noedvendig-investering.pdf. 
 Accessed 2017-04-07.
4 Http://www.dp.dk/teknologiunderstoettede-psykologydelser/. Accessed 2017-01-23.
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the development of regional health-IT in Denmark for the period 2014-20165. 
The joint future indicators document stated that the ambition was to roll 
out Internetpsykiatrien nationally, pending a positive evaluation and busi-
ness case (Danske Regioner 2013). From the start, the national perspective 
for Internetpsykiatrien, with patients coming from a large catchment area, 
determined the choice to include video-based diagnosis in the service model 
instead of face-to-face interviews.

With the decision to include Internetpsykatrien, the National Action Plan 
Project Manager Kim Mathiasen was assigned the task of developing an iCBT 
program for depression. A development team was formed, including special-
ist psychologist Krista Nielsen Staarup, the program developer Context Con-
sulting and the design company Leapcraft. With funding from the Region of 
Southern Denmark and the Fund for Welfare Technology, through the Danish 
Agency for Digitization, the project was managed with an advisory board 
whose chairman was the Director for Psychiatry and Social Care in the Re-
gion of Southern Denmark, including the Medical Director of Psychiatry and a 
policy support group counting the directors for psychiatry of the five Danish 
regions. During the start-up phase of the demonstration project, Internetpsy-
kiatrien became part of the European ‘MasterMind’ project (2014-2017), which 
evaluates Internet-based treatment of depression in a large number of Eu-
ropean countries. While the technical development of the software program 
and development of the clinical setup was taking place, it was decided to 
embed the clinic within the newly established Centre for Telepsychiatry. The 
first patients were enrolled in June 2014.

3.3.4 The treatment setting 

Internetpsykiatrien is located in a large concrete building occupied by the 
Centre for Telepsychiatry and Centre for Communication and Welfare Tech-
nologies, near Odense University Hospital and the Psychiatric Department 
of Odense. Internetpsykiatrien takes up four rooms on the third floor of the 
building. The floor is shared with the Centre for Telepsychiatry. Three offices 
are shared by the psychologists and one office is reserved for video-based 
assessment and discharge interviews. Clinical conferences and team meetings 
are held in the office of the Team Manager.

3.3.5 Operation of service  

Internetpsykiatrien offers routine care in a specialized mental health care 
setting. The target groups for Internetpsykiatrien, however, are patients with 
mild to moderate depression and anxiety. These target groups would normal-
ly seek treatment provided by GPs and private psychologists and psychia-
trists in primary care. Access to psychotherapy services requires co-payments, 
paid by the citizens (40 % of full costs). However, a large number of people 

5 The future indicators were issued by Regionernes Sundheds-IT (RSI), a cross regional decision 
making body for regional health-IT development within Danish Regions, an interest organisation of the 
five Danish regions.
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with these disorders do not seek treatment at GPs or private therapists. The 
argument for providing iCBT is to lower the threshold for treatment, provid-
ing access to treatment without having to see a GP first and without having 
to wait for up to three months to start treatment. iCBT services at Inter-
netpsykiatrien are therefore offered free of charge. The cost for running the 
service is paid by the Region of Southern Denmark. The reason for placing 
the service within a specialized mental health care setting is to provide the 
necessary organisational and specialist support.

Internetpsykiatrien is operated on a temporary budget, with funds from 
the Region of Southern Denmark (De Nære Sundhedsmidler, a special fund 
reserved for cooperation between the region and 22 municipalities of the 
region as well as funds provided directly by the Regional Council (a deci-
sion-making body of the Region of Southern Denmark made up of elected 
politicians) and the Mental Healthcare Services of the Region of Southern 
Denmark.

Internetpsykiatrien operates with self-referral only, and patient intake de-
pends on the awareness of the iCBT service within the general population 
and by collaborating health professionals (GPs). Internetpsykiatrien advertises 
its services through regional and national media (newspapers, magazines and 
radio stations), by sending information leaflets to private psychologists, GPs, 
outpatient clinics and job centres at municipalities and by speaking to thera-
pists, counsellors, patients and relatives at public events and seminars.

Patients can contact Internetpsykiatrien at any time of the day or night, but 
video-based assessment interviews and therapist support during the pro-
gram take place during standard working hours. Internetpsykiatrien has an 
on-call scheme for timely handling of suicide screening results. Each day, a 
psychologist reviews the incoming treatment requests6 and detects possible 
suicidal risks. In case of a suicide risk, the psychologist will call the patient, 
thus following guidelines for mental health in the Region of Southern Den-
mark.

From March 2015 to March 2017, 332 patients were offered treatment at Inter-
netpsykiatrien. Treatment requests are declined if the psychologist assesses 
that the treatment is not appropriate due to primary diagnosis or an alcohol 
abuse problem, co-existing other mental illness, very poor literacy or low 
cognitive functioning etc. This matching of service and patient is an impor-
tant working procedure at Internetpsykiatrien.

Management of the clinic  

Internetpsykiatrien is managed by a Team Leader who is specialist psycholo-
gist and head of the psychologists and the Chief Administrative Head of the 
Centre for Telepsychiatry. Overall treatment responsibility for Internetpsyki-

6 Upon request for treatment at Internetpsykiatrien, the patient is prompted to respond to a 
 questionnaire. This questionnaire assesses symptoms and screens for suicidal intent.
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atrien resides with the Team Leader. There are five psychologists in the iCBT 
service, one is Team Leader, one is employed full-time, and the remaining 3 
psychologists are employed 40-60 % at Internetpsykiatrien. They also work as 
private practicing psychologists or with other development tasks in the Cen-
tre for Telepsychiatry. Half of the psychologists are licensed psychologists. 
An administrative employee handles patient bookings. A data management 
consultant and a statistician of the Centre for Telepsychiatry assist the psy-
chologists with technical support and data management. The psychologists 
at Internetpsykiatrien collaborate with researchers at the newly established 
Research Unit for Telepsychiatry and E-Mental health, Department of Clinical 
Research, University of Southern Denmark. At the research unit, randomized 
trials are currently underway investigating clinical and cost effectiveness, 
patient satisfaction and usability of iCBT in depression and anxiety. The psy-
chologists meet once a week at a clinical conference to discuss individual 
patient cases and treatment decisions. Clinical and support staff meet once 
a week at a team meeting to coordinate working procedures and technical 
problems with the programs or videoconference equipment. Three to four 
times per year, an external CBT psychologist meets with the clinical staff for 
clinical supervision, training courses and supervision of non-licensed psy-
chologists.

3.3.6 Treatment platform  

Internetpsykiatrien uses two programs in its treatment regime: NoDep is a 
Danish program developed in a public-private partnership with Context Con-
sulting. The software is owned by Context and content (text and audio-visual 
material) is owned by the Mental Health Services of the Region of Southern 
Denmark. FearFighter is developed and owned by the British company CCBT 
Limited in collaboration with Context, with a license contract for three years. 
Technical support and service is provided by CCBT and data management by 
the Centre for Telepsychiatry. The program NoDep will be put out to tender 
by the end of 2017, when the public-private partnership contract with Con-
text Consulting ends. The license for Fear Fighter with Context also runs 
until the end of 2017. A new supplier agreement will be concluded in the 
beginning of 2018.  A local database stores data from the programs (input 
from questionnaires, log on history and content entered by the patient). The 
GP is notified about the start and end of treatment if the patient consents. 
Psychologists at Internetpsykiatrien use the electronic health record system 
of the mental health services in the Region of Southern Denmark (COSMIC). 
Individual entries on each patient are entered directly into COSMIC.

3.3.7 Treatment

Referral and assessment

Patients apply for treatment at Internetpsykiatrien through the website of 
the clinic www.internetpsykiatrien.dk. The clinic places a great deal of atten-
tion towards marketing the iCBT service to GPs in the region, other health 
care professionals and public media. Patients log on to the secure web ser-
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vice and request treatment using their NemID (a secure login with user 
ID and password and a code card used for all public online self-services in 
Denmark). As part of the request procedure, patients fill in a questionnaire. 
Patients are invited to a video-based assessment interview lasting 1-1 ½ 
hours. This pre-examination is carried out using standard validated measures 
to assess symptoms and psychopathology. During the assessment interview, 
the therapists ask the patient about employment status, social circumstanc-
es, access to a PC and internet connection as well as other requirements for 
internet-based treatment (a quiet place at home), technical practicalities and 
the expected time allotted to homework assignments.

Treatment

The clinic utilizes two programs: NoDep for depression consists of six man-
datory modules that include psychoeducation, behavioural activation, cogni-
tive restructuring, behavioural experiments, and relapse prevention. It also 
includes two optional modules containing techniques to stop rumination 
and to change dysfunctional beliefs. The program administers questionnaires 
(both pre and post treatment) weekly. It also contains a built-in text module 
for a secure written therapist support. The program is text-based but also 
includes a range of multimedia elements such as video, audio, photo, and 
interactive exercises, providing the patient the opportunity to work on exer-
cises on a daily basis. FearFighter, for anxiety, is an online self-help program 
specifically designed for panic disorders and phobias and is completed over 
9 modules. The core clinical elements in the program are psychoeducation, 
cognitive restructuring, interoceptive and in vivo exposure exercises, applied 
relaxation, restructuring of maladaptive schemas and relapse prevention. 
The program includes interactive exercises and uses a range of multimedia 
channels, including audio/video of a therapist, case and exercise demonstra-
tion, text on screen as slides next to the therapist in the videos, printout 
summaries, exercise descriptions and material for non-professional helpers, 
graphics and animations. It includes weekly screening of symptoms by use 
of questionnaires supported by a database to keep track of progress. The 
program gives feedback to the patient as well as the supporting clinician 
about whether symptom levels are constant, rising or falling. Both NoDep 
and Fearfighter generate an alarm message if the patient scores over a pre-
set threshold on a one-item suicidal score. When this occurs, the patient is 
contacted for a suicidal assessment interview and the patient is asked to 
contact their GP or an acute ward, if needed, as stated by guidelines in the 
mental health service. There is no text module for written therapist support 
in the FearFighter program. Instead, a 10-minute telephone call is made each 
week on a prescheduled appointment. The support involves technical assis-
tance and problem-solving regarding any difficulties or lack of progress with 
the therapy and encouragement to continue the treatment. In cases where 
a patient has not been active on the program, the therapist will contact the 
patient by secure email (e-Boks) or phone. The duration of treatment is 10-12 
weeks.
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Post-treatment

After 10 weeks of treatment, patients complete an end-of-treatment ques-
tionnaire and patient and therapist conclude the treatment with half-hour 
video-based consultation, with the same therapist who conducted the initial 
assessment and written or phone-based support during treatment. Depending 
on the situation of the patient as regards symptom improvement, Internetps-
ykiatrien may advise the patient to seek treatment elsewhere. If the patient 
consents, a discharge letter is sent to the patient’s GP. The grace period for 
using the programs is three months, and patients may use the modules after 
their treatment has ended. Access to the modules during the three-month 
post-treatment period is provided without therapist support.

3.3.8 Future service development

Operating in routine care since March 2015, Internetpsykiatrien is still fo-
cused on developing its service and work procedures, managing a stabile 
patient intake and ensuring a high level of professional competence for iCBT 
among its clinical psychologists and recruitment and maintenance of clinical 
staff. Concerning national dissemination of iCBT, the Danish Regional Health 
Directors will decide on a future model for national provision of iCBT in 
Denmark during the spring of 2017. National roll out of the iCBT service has 
been a political ambition within the Danish Regions since 2016. Results from 
the evaluation and business case report of the project Internetpsykiatrien 
(Reindahl et al., 2016) as well as the commissioning of an analysis to assess 
the potential for a national level iCBT service will form the basis for a possi-
ble decision to roll out iCBT in Denmark with funding through the national 
budget for 2019. The commissioning of an analysis to assess the potential for 
a national level iCBT service could involve a trial period where Internetpsy-
kiatrien will supplement its current intake of patients through self-referral 
with GP referral. Patient intake will also take place across additional regions. 
Preparation for this development is underway, while the decision to roll out 
the service nationally is pending.
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3.4.1 Brief overview of service offered

eHealth@Mind is a newly established e-mental health clinic operating within 
GGZ inGeest, a large academic mental health organisation serving the greater 
Amsterdam area. GGZ inGeest consists of several inpatient and outpatient di-
visions for various mental health disorders offered at two levels -- basic and 
specialized mental health care.  eHealth@Mind opened in March 2016 and is 
still developing its service. eHealth@Mind offers blended treatments (inter-
net + face-to-face) for depression, generalized anxiety, social anxiety disorder, 
panic disorder and obsessive-compulsive disorder. In addition, it offers ‘add-
on’ online treatment for comorbid symptoms such as sleeping disorders or 
emotion regulation problems in depressed or anxious patients. In the blend-
ed treatment regime, individual face-to-face therapy sessions are alternat-
ed with online sessions. Patients can contact eHealth@Mind directly, but in 
order to start treatment, they need a referral from their General Practitioner 
(GP) or a therapist from GGZ inGeest. The clinic is research based and works 
closely with the Department of Clinical Psychology of the Vrije Universite-
it Amsterdam (VUA) as well as with the research department of psychiatry 
of GGZ inGeest and VU University Medical Center Amsterdam (VUmc). The 
eHealth@Mind clinic was established to boost the implementation of iCBT 
within the organisation. In the last three years, many therapists from the 
outpatient clinics in GGZ inGeest have been trained to provide iCBT, but only 
a small proportion of therapists actually make use of this option. When of-
fered, online treatment in basic and specialist care of GGZ InGeest is always 
provided in a blended care format. In the Netherlands, blended care is gen-
erally the preferred option for providing internet-based cognitive behaviour-
al therapy (iCBT) in basic and specialist care.  For patients with less severe 
complaints, self-guided, online programs are available.

3.4.2 Organisation of Dutch mental health care1

In the Netherlands, mental health care is organised at three levels. The first 
level is the GP, who functions as a gatekeeper for all referrals. The GP can 
prescribe medication and/or refer the patient to a nurse practitioner trained 
in the field of mental healthcare. Preventive mental healthcare and housing 
services are provided by the municipalities at this level. If a patient’s prob-
lems are too complex, the GP or general practice mental health worker may 
refer a patient to a primary mental healthcare provider. This second level is 
called basic mental healthcare. Primary mental healthcare providers deal with 
people suffering from mild to moderate mental health problems. Patients are 
treated by psychologists and specialised nurses with protocolled treatment 
such as CBT (Cognitive Behavioural Therapy), EMDR (Eye Movement Desensi-
tisation and Reprocessing), IPT (Interpersonal Psycho Therapy), PST (Problem 
Solving Treatment) or relapse prevention programs. Treatment is delivered 
face-to-face, or in blended form. Psychiatrists and specialised nurses pro-
vide medication monitoring and treatment. The treatment protocols in basic 
mental healthcare are offered in time-limited formats. Depending on the 

1 The following section is based on (Forti et al., 2014 and Schäfer et al., 2010).

3.4 eHealth@Mind, Amsterdam, The Netherlands 
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severity of the symptoms, four levels can be distinguished: short (maximum 
300 minutes), middle (450 minutes), intensive (750 minutes) or chronic (750 
minutes each year). Basic healthcare is offered by mental healthcare organi-
sations and by independent therapists. People with more serious or complex 
psychiatric disorders are referred to secondary mental health care. This third 
level is the specialised mental healthcare: in the case of more severe/com-
plex psychopathology, patients are referred to specialised mental healthcare 
(outpatient clinics) for more intensive treatment. Treatment is delivered by 
multidisciplinary teams consisting of clinical psychologists, psychiatrists, spe-
cialised therapists such as occupational therapists or motoric therapists, and 
specialised mental health nurses. Most treatment is offered face-to-face or 
blended. Specialist mental health services are concentrated largely in region-
al integrated mental health care organisations such as GGZ inGeest, with only 
a few stand-alone mental hospitals and community services still in existence.  
In specialist mental healthcare, people with mental health problems can be 
diagnosed by a clinical psychologist or psychiatrist. Treatment and care ad-
dress the patient’s recovery and rehabilitation, relapse prevention, self-man-
agement and e-health. Regarding the type of setting for the provision of 
care, the preferred option is outpatient care. 

3.4.3 Financing of Dutch mental health care

The financing of health care in the Netherlands is based on social health 
insurance, with a small contribution from general taxation and out-of-pocket 
payments. Health insurers are legally required to provide a standard bene-
fits package covering basic mental health care for mild to moderate mental 
disorders, and specialized outpatient and inpatient mental care for compli-
cated and severe mental disorders. Subscription to a health insurance policy 
is compulsory for all citizens, but patients are free to choose their health 
insurers. Although prices and quality standards are set by the government, 
providers compete for patients by offering better quality services, and they 
compete for insurers by providing attractive health care arrangements. In 
secondary care, inpatient and outpatient mental health care is reimbursed 
by a DRG-based system known as ‘Diagnose Behandeling Combinatie’ (DBC) 
(Diagnostic Treatment Combination). A DBC identifies the type of care (regu-
lar, emergency or chronic), the diagnosis (DSM-IV coding) and the treatment 
(outpatient or residential; type of treatment). Unlike the Diagnosis Related 
Group (DRG) system, the DBC system provides a DBC for each diagnosis-treat-
ment combination. As a consequence, flexibility is allowed for co-morbidi-
ty cases, in that each patient can be assigned to more than one DBC. The 
amount of DBC reimbursement is affected by the intensity of treatment 
(total minutes of treatment duration), but not by the number of diagnostic 
procedures for a given patient. 

National initiatives to support the provision of internet-based treatments in 
the Netherlands

Following a major the re-organisation of the health care system in 2006, 
health care providers and insurers are primarily responsible for embedding 
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e-health, including e-mental health in the healthcare process. GGZ Neder-
land, the Dutch Association of Mental Health and Addiction Care (a sector 
organisation of specialist mental health and addiction care providers in the 
Netherlands) actively supports the provision of e-mental health. The Dutch 
Ministry of Health, Welfare and Sport also encourages the use of e-health 
across primary and secondary health care2. Each year, the Government com-
missions an eHealth Monitor survey of how many people are using eHealth 
services and the development in uptake of eHealth among health care 
providers3. The Dutch government sees e-mental health as a viable option to 
retain and improve the quality of care, while at the same time minimizing 
costs, increasing patient access to care and improving patient empowerment. 
The Government sees its role as creating the appropriate preconditions for 
such innovations to take place, for example by eliminating barriers in legis-
lation or in the financing systems. E-mental health is specifically addressed 
in the National Agreement on the Future of Mental Healthcare, which pledg-
es to eliminate ‘obstacles to and accelerating progress towards responsible 
use of e-mental health’4. The National Agreement on the Future of Mental 
Healthcare is the result of negotiations between the Dutch government, GGZ 
Nederland and eight other stakeholders and is considered the Dutch mental 
health policy for the period 2012–2017. In the Netherlands, the Trimbos Insti-
tute (Netherlands Institute of Mental Health and Addiction) and the mental 
health care organisations such as GGZ inGest have been at the forefront of 
the development of e-mental health since the late 1990s. Since then, a large 
number of internet treatment programs have been developed for a range of 
conditions (depression, anxiety, alcohol, eating disorders, dementia, diabe-
tes and comorbid depression, stress at work and others) and their treatment 
effectiveness and cost effectiveness has been investigated. This has led to 
positive recommendations from the government for large-scale deployment. 
However, despite availability of technologically mature systems and support 
from government, acceptance of e-mental health is slow and uneven due to 
lack of information about the costs and benefits of e-mental health in gener-
al.

3.4.4 History of the clinic

Internet-based treatments at GGZ inGeest started out in 2011 with the devel-
opment of an internet-based self-guided problem solving intervention called 
Alles Onder Controle (Everything under Control), targeting the prevention of 
depression in basic mental healthcare. This intervention was developed by 
Professor Pim Cuijpers and researchers at Trimbos Institute. Prevention of de-
pression was the Dutch impetus for starting out in internet-based treatment, 
and Professor Pim Cuijpers had already been very active in bibliotherapy and 

2 Https://www.government.nl/topics/ehealth. Accessed January 24, 2017.
3 For the latest, see https://www.nictiz.nl/ehealth/ehealth-monitor/ehealth-monitor-2016. 
 Accessed 2017-01-24.
4 The National agreement on the Future of Mental Healthcare (2012). http://www.ggznederland.nl/
 uploads/assets/National%20Agreement%20on%20the%20Future%20of%20Mental%20Health%20  
 Care.pdf. Accessed 2017-01-24.
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self-help work5. Early proof of effectiveness of this line of work, technolog-
ical development and the prospective of improving reach to evidence-based 
treatment spurred interest towards internet-based therapy formats. From 
there, internet-based therapy expanded in the organisation, in partnership 
with the private company Minddistrict, whose platform was chosen as a tech-
nical platform with a contract for prevention and basic mental health care, 
eventually a contract for specialized mental healthcare. In 2016, the two con-
tracts were merged into one three-year contract for internet-based treatment 
in basic and specialized mental healthcare at GGZ inGeest. 

3.4.5 The treatment setting 

The eHealth@Mind clinic is located on the second floor of the main building 
of GGZ inGeest in Amsterdam, in a modern red brick building in a south-west 
residential neighbourhood. Patients enter the building through glass doors 
and are welcomed by a friendly waiting area with a coffee bar, large colour-
ful murals on the back wall, coffee tables and lounge furniture. Next to the 
waiting area is the hospital reception desk. The eHealth@Mind clinic takes 
up a few meeting rooms on the second floor. One room is equipped with 
a number of computers. This room, called a ‘flex room’, is where therapists 
may do administrative tasks and where they also conduct the internet-based 
treatment. Laptops are available for eHealth@Mind professionals for video-
conferencing. Single rooms are also available to the therapists. 

3.4.6 Operation of service  

eHealth@Mind clinic is operated by the GGZ inGeest and is temporarily 
funded by the Board of Directors of GGZ inGeest for a period of one year. 
eHealth@Mind offers blended treatment for depression, generalized anxie-
ty, social anxiety disorder, panic disorder and obsessive-compulsive disorder. 
Within the blended treatment regime, iCBT is provided by integrating individ-
ual face-to-face sessions and online sessions delivered via the Minddistrict 
platform. Patients receive up to 10 weekly face-to-face sessions alternating 
with 9 online sessions over a period of 16-20 weeks.

The clinic is research-based; thus, treatment interventions at the clinic are 
mostly part of clinical research protocols. The aim of the clinic is to accel-
erate the delivery of online therapy, and having a dedicated clinic is consid-
ered the best way to optimize and concentrate expertise in iCBT services. 
The development of online services of GGZ inGeest has not been motivated 
by cost savings. Rather, the main motivation for offering iCBT is to extend 
the reach of treatment services and provide more people the opportunity 
obtain treatment. The eHealth@Mind clinic has been set up in GGZ inGeest 
in order to boost the delivery of online treatment services throughout the 
organisation and to upscale online treatments. However, it is not the inten-

5 Bibliotherapy is when a systematic psychological method is written down in book format while 
 the client works through it independently, or with some kind of personal support from a 
 therapist (by telephone, email, or otherwise).
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tion of eHealth@Mind clinic to replace the online treatment offered by GGZ 
inGeest, and the long term plan is to reintegrate the eHealth@mind into 
GGZ inGeest’s treatment services once the online treatment service is more 
consolidated. By establishing a separate clinic, new knowledge and resources 
will be devoted to developing clear guidelines and care pathways for blended 
care that may subsequently be distributed throughout the organisation. The 
clinic closely collaborates with e-mental health researchers from the Depart-
ment of Clinical Psychology at the VUA, the Department of Research and 
Innovation of GGZ inGeest and the VU Medical Centre and eHealth practition-
ers from GGZ inGeest.

eHealth@mind is currently setting up its service, building a website and 
establishing clinical procedures. It is looking towards recruiting additional 
researchers as well as practitioners, and it is actively involving patients in the 
design of the clinic and its services. eHealth@Mind has a patient panel of 
experts for consultations on various topics related to the development of the 
service. eHealth@Mind started out with two clinicians serving 80 patients in 
its first year, but this number is expected to increase substantially once the 
service is more fully operational. The clinic has a website6, and patients are 
informed about the service through social media, advertisements and during 
the standard patient intake procedure at GGZ inGeest.

Management of the clinic  

eHealth@Mind was set up by a psychiatrist, two psychologists and a nurse 
specialist. Today it is co-directed by a psychiatrist and a nurse specialist. The 
clinic currently employs six therapists – a psychiatrist, a nurse specialist and 
four psychologists with CBT training.

3.4.7 Technical platform  

The clinic works mainly with the technical platform of Minddistrict. In one 
study, the Moodbuster platform is being used. In the Minddistrict platform, 
the online treatment is delivered through a secure web-based online treat-
ment platform that patients and therapists access with a personal login 
account.  The platform is owned by Minddistrict under an annual license 
contract with GGZ inGeest. The internet platform includes a computer inter-
face providing patients with access to CBT therapy and a secure interface 
for communication for both therapists and patients. The ‘back office’ of the 
online platform enables professional users (therapists and supervisors) to 
monitor patients and/or therapists. A messaging system enables therapists 
to communicate with each other and with their patients on the platform. 
When patients do not complete a scheduled online session on time, thera-
pists use the messaging system to motivate patients to complete the online 
session before the upcoming face-to-face session. The Minddistrict platform 
is not linked to the electronic patient record system of GGZ inGeest. Thera-
pists need to copy data from the Minddistrict platform to the patient record 

6 Http://www.ehealthatmind.nl/ Accessed 2017-01-24.
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of each patient. The Minddistrict platform provides access to more than 200 
different iCBT modules. At the clinic, a written manual provides guidance 
for using the appropriate mixture of modules for various forms of psychopa-
thology (depression, anxiety, OCD, substance abuse). These modules can be 
embedded as part of blended care or as a standalone treatment with or with-
out online feedback from a therapist. The written manual pinpoints specific 
modules, thus constituting a treatment package in each treatment program. 
Minddistrict operates a helpdesk for patient support with their platform. The 
Moodbuster platform, developed by the Department of Clinical Psychology at 
the VU University, is reserved for research projects and has more basic func-
tionality.

3.4.8 Patient pathway

Referral and assessment

Up to now, patients who are being treated at eHealth@Mind have been re-
ferred by therapists from GGZ inGeest who conduct a regular intake proce-
dure. No patients have been directly referred by their GP for internet-based 
treatment. The idea is that this will change when referrers are more aware of 
the internet-based treatment options at eHealth@Mind. In addition, another 
route is now also available through the website of eHealth@Mind. Patients 
may find this website themselves and create an account on eHealth@Mind. 
The account provides access to an individual treatment platform. Patients 
may complete a triage questionnaire and some additional questions. Within 
two working days, one of the therapists will assess each patient application 
and provide advice as to whether blended care is a suitable option. Patients 
receive a notification by email. The idea is that they will be more motivated 
to discuss the findings from the triage with their GP and to decide together 
about a possible referral to eHealth@Mind (or elsewhere). This procedure is 
intended to lower the barrier for patients who are looking for help on the 
internet. With a GP referral, the patient can make an appointment for a face-
to-face interview at the eHealth@Mind clinic. With this procedure, eHealth@
Mind communicates directly with the patient, and the patient communi-
cates with the GP. Thus, the referral model is neither full self-referral nor 
GP referral but a mixture.  It is considered important for the patient to seek 
help on his or her own initiative, as it is a precondition for engagement in 
treatment. On the basis of this interview, a treatment plan is agreed upon 
and treatment commences. The assessment interview also serves to estab-
lish a therapeutic relationship, motivate patients for treatment and explain 
to the patient how to work with the online treatment environment. Includ-
ed patients have a primary diagnosis in depression, generalized anxiety, 
social anxiety disorder, panic disorder and obsessive compulsive disorder in 
the mild-to-moderate range. Exclusion criteria include severity, suicide risk, 
psychotic disorders, current abuse of drugs or alcohol and other therapeutic 
treatment. 
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Treatment

During treatment, patients are asked to assess their symptoms using week-
ly questionnaires, and they are screened for suicidal tendencies. The iCBT 
treatment modules are based on an evidence-based treatment protocol for 
face-to-face cognitive behavioural therapy. The core components of the 
treatment are psychoeducation, behavioural activation, cognitive restructur-
ing and relapse prevention. The online iCBT element consists of two parts: 
1) a session that patients work through by themselves, and 2) personalized 
therapist feedback on the completed homework assignments. Nine online 
sessions elaborate on the themes of the face-to-face sessions. The sessions 
consist of psycho-education (written information, and a short video in which 
the information is explained in lay terms) and homework exercises, which are 
illustrated by vignettes of fictional patients (patient stories). Modules consist 
of sessions of varying length and intensity. In order to facilitate the use of 
the online platform, an additional online session is available at the start of 
treatment, providing specific information on how to work with the platform. 
Patients are encouraged to access the online platform on a daily basis, in 
order to keep a mood diary and complete homework exercises, such as daily 
activity monitoring. Minddistrict and Moodbuster also have a mobile applica-
tion to register mood. Therapists receive notification about patient activity 
via their e-mail program and respond to messages within three working days.

End of treatment

Treatment ends with an end-of- treatment questionnaire and a face-to-face 
exit interview. If it appears that online or blended treatment is insufficient, 
the patient can start face-to-face treatment within the outpatient service of 
GGZ InGeest. 

3.4.9 Future service development

As the eHealth@Mind clinic is a recent addition to the e-mental health 
services of GGZ ingest, no plans for further service development has been 
scheduled. 
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3.5.1 Brief overview of service offered

In Scotland, the online self-help program Beating the Blues is offered at 
six different NHS Health Boards. Beating the Blues is a computerized cogni-
tive behavioural therapy service (cCBT)1 for patients with mild to moderate 
depression and/or anxiety. The online self-help program consists of eight 
sessions, each session taking up to one hour to complete. The average dura-
tion of treatment is approximately 10 weeks and is offered to people 16 years 
of age and above. It is a text-based program with interactive elements and 
video tutorials. The program is fully automated and does not provide thera-
pist support during treatment. Beating the Blues is provided in community, 
outpatient and inpatient treatment settings. The program may be accessed 
at home or in community locations such as libraries, GP settings, pharmacies 
and community centres. Access to the program is through referral from the 
adult psychological service, mental health services or through direct GP re-
ferral. Assessment of symptoms is carried out in person at the referring adult 
psychological service or GP service. In Scotland, two Health Boards have been 
offering cCBT as one of their core, mainstreamed psychological services since 
2005 (NHS Forth Valley) and 2007 (NHS Tayside). The program is used as a 
stand-alone service in primary care and in conjunction with face-to-face psy-
chological treatment services in secondary care. Since 2014, the cCBT service 
has been enlarged to four additional health boards with participation in the 
MasterMind EU project (2014-2017). Participation in MasterMind and the speed 
of uptake across the four new Health Boards have paved the way for the 
decision, in 2016, to expand cCBT services to the remaining eight NHS Health 
Boards in Scotland. Roll-out of a national cCBT service has been enabled by 
a two-year grant from the Technology Enabled Care Program of the Scottish 
Government in August 2016. Implementation of the national cCBT delivery 
program is currently underway.

3.5.2 Organisation of mental health services2

The National Health Service Scotland (NHS Scotland) is the publicly funded 
healthcare system in Scotland. Mental health services in Scotland are provid-
ed at the national and local levels. At the national level, the NHS Scotland, 
through the 14 regional Health Boards, provides mental health care services 
in community and hospital settings. At the local level, local councils provide 
social care and support services (e.g. housing and day care services).

The majority of NHS services to those with mental health problems are car-
ried out in the community and are delivered through primary care (e.g. GPs 
and pharmacies), clinical psychology services and community mental health 
teams (e.g. community psychiatric nurses, occupational therapists, psychia-
trists, clinical psychologists, etc.). NHS Boards provide specialist psychiatric 

1 iCBT og cCBT are two terms for the same service – therapy services offered online. In Scotland 
 and the UK, cCBT is the preferred term whereas iCBT is preferred in Continental Europe and 
 overseas.
2 This section is based on (Forti, 2014).

3.5 Beating the Blues, NHS Tayside, Scotland
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care (i.e. general, adolescent, child and geriatric) for all patient types (i.e. 
in-patient, day care and outpatient). Since 2004, Scotland’s health and social 
care system has been evolving towards an integrated service under the man-
agement of NHS Boards.

Working in parallel and in partnership with the local Health Boards a number 
of non-geographical Specialist Health Boards support Health Board activities 
by providing national services. They include NHS24, Scotland’s national Tele-
health and Telecare organisation providing and facilitating the development 
of national telecare and telehealth services across Scotland.

The provision of mental health treatment across the Health Boards is based 
on the needs of patient groups in each of the geographical areas but will 
generally be delivered in a matched/stepped care model.  The first level of 
intervention focuses on self-help or guided self-help treatment managed 
within primary care setting such as GP practices. The level above consists of 
Clinical Psychology services accessed by referral, predominantly by GPs. The 
psychology services will offer a range of therapy styles in face-to-face or 
group settings. The third level concentrates on patients with more severe and 
enduring conditions and consists of multidisciplinary teams called CMHTs  
(Community Mental Health Teams) working in a range of outpatient and inpa-
tient services including early intervention and emergency teams.  

National initiatives to support the provision of cCBT in Scotland

The current key policy document for mental health in Scotland is the Mental 
Health Strategy for Scotland 2012–2015 (The Scottish Government (2012). The 
main focus of the strategy is the improvement of ‘prevention, anticipation 
and supported self-management’. The strategy addresses seven key themes, 
deployed across 36 government commitments. One of the seven themes 
includes the need to ‘use new technology effectively as a mechanism for 
providing information and delivering evidence-based services’. Examples of 
these approaches mentioned in Scotland’s Mental Health Strategy include 
online services such as Living Life to the Full Online, Beating the Blues and 
Moodgym, provided by the Heath Boards. Also, Commitment 6 states that NHS 
Scotland will develop a Scotland-wide approach to improving mental health 
through new technology in collaboration with NHS24.

Mental health was added to the Scottish HEAT targets from the early 2000s. 
HEAT Targets (Health Improvement, Efficiency, Access and Treatment) are a 
core set of ministerial objectives, targets and measures for NHS Scotland. 
The most recent HEAT target, ‘Access to Psychological Therapies’ that will 
provide faster access to mental health services by offering 18 weeks’ referral 
to treatment for psychological therapies, has been crucial to further interest 
and policy support for cCBT in Scotland.

NHS Boards in Scotland provide psychological therapies in accordance with 
the HEAT target ‘Access to Psychological Therapies’. A range of initiatives 
have been put in place to support the achievement of the HEAT Target and 
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guarantee on-time, evidence-based psychological treatments. Psychological 
interventions are provided by a range of services, including GPs, commu-
nity mental health teams and voluntary services.  Psychological Therapies 
are provided primarily, but not exclusively, by specialist Applied Psychology 
Services, a unit embedded within regional and national health boards. Psy-
chological interventions and therapies are typically delivered in a matched/
stepped care model of service delivery. Matched/stepped-care models are 
employed in Scotland to enhance the capacity of mental health services and 
to increase access to evidence-based psychological interventions in order to 
meet escalating demand and strained budgets. They are based on the de-
velopment of a range of ‘low intensity’ psychological interventions that are 
less restrictive and resource intensive than traditional approaches. It is now 
accepted that many patients who address the mental health services can 
achieve successful outcomes from these less resource-intensive interventions, 
freeing up capacity at the higher tiers of service to provide treatments for 
those with more complex difficulties.  Matched/stepped-care services adopt 
a tiered approach to service provision, best described as pyramidal in struc-
ture. Hence, high-volume, low intensity interventions being provided at the 
base of the pyramid to service users with the least complex difficulties, 
followed by ‘steps’ entailing increasing levels of case complexity, and increas-
ingly intensive forms of treatment. An allocation process seeks to predict 
how patients will respond to the different levels of therapy available, and to 
match them with the least resource-intensive treatment likely to be effec-
tive. iCBT services such as Beating the Blues are integrated into local stepped 
or matched care models and supported directly by psychological therapies 
services in each of the NHS Health Boards area. iCBT is offered to patients 
across all 3 levels of intervention described above. It is a stand-alone treat-
ment for patients at the mild to moderate end of the treatment spectrum 
managed in primary care.  It is also used in conjunction with face-to-face 
therapy for those with more severe and enduring conditions by specialist 
psychological therapies services and CMHT’s as a blended treatment.

The current eHealth Strategy 2014–2017 (NHS Scotland 2015) does not spe-
cifically address the use of technology to support mental health. In addition 
to the engagement of national strategies, cCBT for the treatment of depres-
sion, generalised anxiety disorder and panic disorder is recommended by the 
National Institute for Health and Care Excellence (NICE).  According to NICE 
Clinical Guidelines 90 and 91 (depression), 113 (generalized anxiety disorder) 
and 159 (social anxiety disorder) cCBT is recommended for depression, gen-
eralised anxiety disorder and panic disorder. Also, the Scottish Intercollegiate 
Guidelines Network recommends cCBT for depression (SIGN 2010). 

3.5.3 History of the service

Originally, Beating the Blues was developed as a stand-alone treatment tool 
administered in GP settings in the UK to patients with anxiety, depression, or 
mixed anxiety and depression (Gray et al., 2000). An open trial of 20 outpa-
tients with chronic depression supported the feasibility and outcome benefits 
of the program (Proudfoot et al., 2003a). This trial was followed by two rand-
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omized, controlled trials in general practice groups, which confirmed the effi-
cacy of Beating the Blues within subsamples based on clinical, demographic, 
and setting variables (Proudfoot et al.,2003b). This led to it being the subject 
of recommendation by the UK National Institute for Health and Care Excel-
lence (NICE 2009) and subsequent deployment on a large scale within the 
UK NHS. 

Spurred by this evidence base, by serious difficulties with long waiting times 
to access therapy services in primary care (2+ years waiting time) and by an 
ambition to diversify services, NHS Forth Valley managed to secure funding 
for a trial of Beating the Blues through the Adult Clinical Psychology Depart-
ment. In 2007 the cCBT service was introduced and taken up by NHS Tayside.  
Here it was decided to establish the Beating the Blues service within adult 
psychological therapy services, retaining the link to GPs but providing an 
institutional base in psychology therapy services. This decision enabled the 
possibility to provide Beating the Blues at home, in the community and as 
an adjunct to traditional therapeutic face-to-face therapy. At NHS Tayside, 
implementation of Beating the Blues started out in 2006, and in 2007 the 
service formally opened. In Forth Valley, implementation started out in 2004, 
with the first patients accessing the service in 2005. In NHS Forth Valley, the 
initial service model included a network of 10 computers distributed across 
the region in local council establishments such as local libraries, community 
educations centres in order to extend reach and reach potential patients in 
everyday situations. Community locations had several practical advantages, 
as their IT-equipment was automatically maintained, and they had a strong 
broadband connection. In addition, staff within libraries were able to assist 
people in accessing and using the program. This also coincided with the 
‘Books on Prescription Scheme’ in Scotland where NHS mental health pro-
fessionals, as part of their psychological therapies services, recommend and 
GPs prescribe self-help books for a range of common psychological problems 
and encourage people to use books as an alternative to, or alongside, medi-
cation and therapy services3. In NHS Tayside, the same location-based system 
was employed to begin with, but due to home-based internet penetration, 
the model was quickly supplemented with online access in people’s homes. 
In Forth Valley, the location-based system was in use until 2014 as well as 
online access.

In Scotland, implementation of cCBT has been reinforced through partici-
pation in the European Commission project ‘Management of Mental Health 
Disorders through Advanced Technology and Services – Telehealth for the 
MIND’ (Acronym – MASTERMIND), which has operated from 2014 to 2017.  NHS 
24 participated in a joint bid to the European Commission in 2013 and suc-
ceeded in receiving funding for the development, operation and evaluation 
of cCBT services in four out of 14 Health Boards4. The goal of the project is 
to assess through implementation at scale (more than 5,000 patients over-
all) the impact of cCBT and video conference for depression across 10 EU 

3 http://www.nhstayside.scot.nhs.uk/bookprescription/index.htm. Accessed 2017-01-20.
4 NHS Lanarkshire, NHS Grampian, NHS Fife and NHS Shetland.
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and four Associated Countries. With six Health Boards offering cCBT, 44% of 
the total Scottish population is covered by the service. During their first 12 
months of operation, it received approximate 5,600 referrals for cCBT, 4,000 
of which were within the MasterMind Health Boards. Participation in Master-
Mind and the speed of participation across Health Boards have paved the way 
for the decision to expand cCBT services to the remaining eight NHS Health 
Boards. Roll-out of a national cCBT service has been achieved thanks to a 
two-year funding grant from the Technology Enabled Care Program of the 
Scottish Government in August 2016. Implementation of the national cCBT 
delivery program is currently underway.

3.5.4 Operation of service  

NHS Tayside is responsible for commissioning mental health care services 
for the residents in the local government areas of Angus, Dundee, Perth and 
Kinross. NHS Tayside includes three major and a number of community hos-
pitals. It also includes over 60 GP surgeries and a variety of health centres. 
At NHS Tayside, treatment is provided as supported self-help, cCBT comput-
er-based therapy, and individual face-to-face treatment. NHS Tayside provides 
an overview of mental health services (face-to-face- and online) through the 
website Healthy Minds5. NHS Tayside currently delivers approximately 40-50% 
of its CBT services by cCBT. The cCBT service in NHS Tayside is fully integrat-
ed into local clinical pathways and the matched/stepped care model.

The cCBT service in each Health Board is independently and supported by 
NHS24. In each Health Board, the cCBT service is managed by an adminis-
trative co-ordinator within the Psychological Therapies Service. The local 
cCBT service co-ordinator is responsible for processing referrals from GPs or 
other mental health providers, addressing referrer enquiries and supporting 
patients throughout the duration of their treatment. Each co-ordinator can 
approximately deliver 1.500–2.000 referrals a year. Depending on the size of 
each Health Board, one or more co-ordinators are needed. The co-ordinators 
screen incoming referrals, manage administration of the service and logisti-
cally support patients through the program (e.g. technical issues with access, 
information about the program). The co-ordinator may contact patients by 
phone, SMS-text or e-mail.  Patients are monitored remotely by the local 
service co-ordinator, who is able to relay important information back to the 
referrer, thus enabling enhanced knowledge about the patient.  Through this 
monitoring, patients can be encouraged by the co-ordinator at certain points 
when technical, emotional and logistical obstacles need to be overcome. 
Patients can call the service co-ordinator during working hours to discuss 
technical issues. If they have a clinical issue, they are directed towards their 
referrer.

Within this cCBT service model, the referrer maintains clinical responsibili-
ty for treatment. In case of a suicide alert in the program, the co-ordinator 
will respond by relaying information about the alert to the original referrer, 

5 http://www.nhstayside.scot.nhs.uk/HealthyMinds Accessed 2017-01-20.
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GP or clinical psychologist or psychiatrist, who can then take appropriate 
action by contacting the patient by phone. Also, the co-ordinator receives 
information through the program if a patient has not accessed the program 
during any four-week period. Again, this information is relayed to the refer-
rer. Patients can use the program on their own (typically patients referred 
through GPs), and they can use the program in a blended way, where they 
start therapy face-to-face and continue treatment through cCBT or combine 
both treatment modalities. In Tayside, patients referred to face-to-face thera-
py may be referred to cCBT during the 18 weeks of waiting time. This option 
has just been introduced in order to provide immediate help while waiting 
for therapy service. Referrals to Beating the Blues across the six Health 
Boards for the past 12 months (2015/2016) number about 7,100 referrals.

Cost of treatment  

Employed as a stand-alone service license, unit cost per patient is currently 
45 pounds (€52) compared to the costs of a face-to-face service with 8 ther-
apy sessions costing 208-240 pounds (€ 244-281). In a national set-up, there 
will be national costs and local costs to the operation of the cCBT service. 
National costs paid by the Scottish government cover the initial implemen-
tation support and the national cCBT software license with the commercial 
program provider, 365 Health and Wellbeing (formerly Ultrasis). The local 
costs cover administration costs picked up by each territorial Health Board. 

3.5.5 Technical platform  

365 Health and Wellbeing owns the program, with technical support provid-
ed by the company and the local service co-ordinator. 

3.5.6 Patient pathway

Referral and assessment

Beating the Blues is a referral service – referring agents being adult psy-
chological service providers, mental health services or GPs. Assessment of 
symptoms is done in person at referral. Upon referral, the cCBT co-ordinator 
registers the referral in the patient management system or data base. The 
co-ordinator will log the patient into the Beating the Blues program and gen-
erate an activation code which will then be relayed to the patient by phone 
text-message, letter or e-mail.  The phone call consists of a short conversa-
tion where the co-ordinator relays information about the program, explaining 
how it works, its benefits and difficulties (technical issues, suggested amount 
of time spent on the program). This phone call is purely a logistic conversa-
tion, not a clinical one. Following the conversation, the co-ordinator gener-
ates an e-mail or letter with information for the patient.  Within two weeks 
of referral, the patient can log on to the program. 
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Treatment

Beating the Blues is an eight-session program (each session lasting about one 
hour), plus homework assignments between sessions.  Homework assignments 
need to be accomplished before the next session. The computer checks at 
the start of each session whether homework has been carried out. Work on 
each session must be printed out. Self-reporting questionnaires are built into 
the program. Core components of Beating the Blues are psychoeducation 
about depression and anxiety, cognitive restructuring, behavioural activation 
and relapse prevention. An effectiveness report of the patient’s progress is 
generated by the end of the program and sent as a discharge letter to the 
referrer. It is up to the referrer to make a decision as to the next course of 
action, depending on the patient’s outcome score in the cCBT report.

3.5.7 Future service development

With a two-year funding grant from the Technology Enabled Care Program of 
the Scottish Government for a national cCBT service, implementation of the 
national cCBT delivery program is currently underway.

A national ‘implementation team’ hosted by NHS24 has been set up with 
responsibility for ensuring that the Scottish objectives for cCBT are met. This 
team works in partnership with the Health Boards to guide, support and 
evaluate the implementation process, ensuring that cCBT objectives and tar-
gets as well as local Health Board requirements are met.
  
All service requirements, such as administration processes, patient moni-
toring, documentation, clinical governance and confidentiality policies, are 
developed at national and local levels.  Service models and integration into 
service pathways have also been developed, and a process of implementation 
has been established, in addition to methods of marketing and promoting 
the services locally to GPs.  

Methods of receiving patient feedback and responses to the treatment and 
service are embedded within routine practice and will be evaluated both lo-
cally and nationally by the implementation team.  Service improvements will 
include individual service evaluation, looking specifically at key performance 
indicators such as commencement rates, drop-out and completion rates and 
patient/referrer satisfaction with service and treatment. The impact of cCBT 
on specialist services and primary care, clinical outcomes as well as patient 
experience will also be evaluated. This information will be used to continual-
ly improve and shape the services as they evolve.

Running in parallel with this implementation process, work will be carried 
out to ensure the sustainability of the cCBT service.  Sustainability require-
ments will focus on two key areas:

1. National long-term funding and procurement of a national cCBT 
 software license for Scotland;
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2. Local mainstream funding of the local service infrastructure and 
 administration. This is required to run services within each of the 
 territorial Health Boards.

In order to secure long-term national funding for the cCBT software license, 
a Business Case will be written that outlines the logistical detail and evi-
dence, costs, benefits, risks and deployment options.  Two working groups 
have been formed that will focus on the operational and clinical require-
ments of the Business Case, each in turn feeding into a group that will 
oversee the process of developing the Business Case with overall responsibil-
ity for its delivery.  The national implementation team will be responsible for 
the management of these groups and for ensuring that all requirements and 
deliverables pertaining to the Business Case are met. Within each of the ter-
ritorial boards, work will be carried out to ensure that all local requirements, 
including administrative, managerial and clinical structures, are fully funded.  
This work will be supported by the national implementation team, who will 
provide guidance and support as required.   

Apart from the work of making the cCBT service operate on a national level, 
points for further service development include extending the service into 
mental health in a more embedded way. Anxiety and depression are co-mor-
bid factors in relation to chronic physical diseases. Providing cCBT to patient 
groups with COPD or cardiovascular diseases is one line of development. 
Another line of development is to extend the service to inpatient settings 
and to prison services. Potential new target groups include adolescents and 
older adults in care homes. In NHS Tayside, a cCBT service in residential care 
homes is currently being set up for a two-year period. In terms of technical 
development, a service platform is envisioned that will offer a suite of dif-
ferent cCBT products tailored to individual needs rather than referral to a 
single program.



Comparative analysis 
Chapter 4

4.1 Introduction

In the following, we present a comparative analysis of the five iCBT services. 
The aim of the comparative analysis is to describe considerations and reflec-
tions relating to the implementation of iCBT across the five case studies. We 
present general themes and subthemes emerging from the interviews with 
service managers and from the focus group interviews with therapists and 
key staff. Minority viewpoints are clearly indicated, as well as relevant simi-
larities and differences among the five iCBT services.    
The comparative analysis is organized in a number of sections, each covering 
a salient aspect related to the organisation and implementation of iCBT into 
routine clinical practice. We present various models for the integration of 
iCBT within existing mental health care systems, as well as similarities and 
differences in the practical organisation of the iCBT service models. We also 
compare procedures for the intake of patients, strategies for the external 
communication of iCBT and the various kinds of treatment offered to pa-
tients. In the final two sections, we present a number of issues related to the 
training and working practice of therapists, and the interviewees’ reflections 
regarding the long-term sustainability planning of the iCBT services. Table 2 
provides an overview of the iCBT services described in this study.
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4.2 Theme 1: History and motivation behind the establishment of the 
iCBT services 

As an introduction to the comparative analysis, we start by presenting the 
history and main motivations behind the establishment of the five services. 
This history is presented as perceived by the managers and therapists. The 
iCBT services at NHS Tayside and in Stockholm were introduced into routine 
care in 2007, while the services in Odense and Bergen were introduced in 
2015 and in Amsterdam in 20161. In Stockholm, Amsterdam, Bergen and NHS 
Tayside, the establishment and introduction of the iCBT services were preced-
ed by years of extensive clinical research projects led by researchers within 
psychiatry and clinical psychology at national universities. In Odense, the 
establishment of an iCBT service was mainly a political decision taken by the 
chief administrative and political level of the Mental Health Service in the 
Region of Southern Denmark. The service, undertaken as a pilot project, was 
the result of a decision by the Danish government and the five Danish Re-
gions to include an iCBT project in the National Action Plan for Telemedicine 
2012-2015.

While the iCBT services in the case study are part of different health care 
systems, different legislation and different financial systems, the interview-
ees are very much in agreement regarding the main drivers for the develop-
ment and the provision of iCBT services. To a large extent, they all share the 
same context in terms of rising numbers of people with symptoms of anxiety 
and depression, waiting lists for specialized psychiatric and psychological 

1 In Amsterdam, the clinic included in the study was established in 2016; however, the clinic has 
 conducted continuous iCBT work since 2011.
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Table 2. Overview of the five iCBT services

Service & year 
of introduction 

into routine care

Diagnoses
treated

Support
offered

Duration of 
intervention

Referral
source

Type of diagnostic 
interview

Internetpsykiatrin, 
Stockholm, Sweden

2007

Depression, social 
anxiety, panic disorder 

and irritable bowel 
syndrome 

Guided iCBT 12 weeks Self-referral Face-to-face

eMeistring, 
Bergen, Norway 2015

Anxiety, depression Guided iCBT 14 weeks GP and self-referral Face-to-face

Internetpsykiatrien, 
Odense, Denmark

2015

Depression, anxiety Guided iCBT 10 - 12 weeks Self-referral Video-based

eHealth@Mind, 
Amsterdam, the 
Netherlands 2016

Depression, generalized 
anxiety, social anxiety, 

panic disorder, obsessive 
compulsive disorder

Blended care 16 - 20 weeks GP and mental health 
provider referral

Face-to-face

Beating the Blues, 
NHS Tayside, 

Scotland 2007

Depression and
 anxiety

Unguided iCBT 
with 

administrative 
support

10 weeks GP referral Face-to-face 
at referring GP

Funding 
base

Permanent funding, 
reimbursement and 
co-payment as in 

regular care

Permanent funding, 
reimbursement and 
co-payment as in 

regular care

Temporary funding, 
no reimbursement 
and free of charge 

in contrast to 
regular care

Temporary funding 
and basic insurance

Temporary funding, 
no reimbursement and 
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treatment, a rising demand for alternative or flexible treatment modalities 
and the need to develop effective services that are easy to expand and to 
disseminate. 

Reach

Most interviewees point out that considerations over reach and accessibility 
of treatment for depression and anxiety have been the main motivation be-
hind the establishment of the iCBT services.

[The main motivation was that] we could reach more people with 
effective resources. We have to think new things because all these 
problems with depression and anxiety are so overwhelming for mod-
ern Western society (therapist, service1).

The main goal is to make treatment more accessible for the patients 
and try out new ways, new internet-based technologies. It is a quite 
a new way to communicate with the patients. So it is trying out new 
ways to do the treatment and to reach more patients. … We think that 
we can serve about three to four times as many patients on the inter-
net compared to face-to-face (manager, service2).

Innovative service delivery

It is apparent from the interviews that the motivation to reach more patients 
has been intertwined with the ambition to develop innovative solutions to 
the rise in demand for treatment for depression and anxiety, and to provide 
a new kind of treatment suited to patients who have not been able to use or 
benefit from traditional services due to distance, other commitments, per-
ceived stigma or symptoms that made it difficult to leave their homes.     

First, I think there was an issue of demand. There was demand for 
the service. And then it was also to look at innovative ways of service 
delivery (manager, service5).

The goal is just to spread – to make effective CBT treatment available 
to more people. That’s one goal. And the other goal is to carry out re-
search and to develop new treatment programs (therapist, service1).

I like to give more quality to my patients, and I think eHealth is a real-
ly, really big opportunity for it. That’s why I’m interested in innovating. 
And of course, the financial aspect is very, very important, I know it is, 
but it’s not what I’m really interested in (manager, service4).

Economy

Regarding the economic motivation, there is general agreement among inter-
viewees that the economic potential of iCBT has been present as a motivator 
behind the decision to establish the iCBT services, but that it has not been 
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the only driver for the initial establishment of the services. Economic factors 
seem to have been more a potential to be explored alongside the potential 
clinical benefits and better reach.

      
I haven’t seen the arguments that the government is [in favour] only 
because of [cheaper] unit costs. That has never come up as the main 
driver. It certainly will be there, but I think these things are multifacto-
rially determined. But there is no doubt that economics is not the sole 
reason for the existence of this kind of project (manager, service5).

So the background, as why we should have such an offer, has had 
two general purposes. One [purpose] has been that there are many 
people walking around with depression and anxiety who are not being 
treated. And to create a more accessible and perhaps also cheaper 
and more everyday treatment compared to a standard treatment. And 
it has also been pure substitution. Is there something that’s cheap-
er? So it’s been to reach more [people] and see whether there was an 
economic potential (manager, service3).

4.3 Theme 2: Integration of iCBT within routine mental health care

The use of the internet to deliver evidence-based psychological treatment 
in routine care settings has a short history, despite the fact that we have a 
number of controlled trials for a range of conditions with promising results. 
Integration with existing mental health care system is central to iCBT ser-
vices for a number of reasons. First of all, each service has started off as a 
project. Therefore, integration with the mental health care system is neces-
sary in order to complete the transition from project to permanent service. 
Second, integration is crucial to ensuring a steady stream of patient referrals 
from GPs and other mental health professionals.  Integration with the ex-
isting health care system is also important in order to recruit and maintain 
qualified health professionals to work in the iCBT services. And finally, inte-
gration is vital in order to establish a sustainable funding base for the ser-
vice through reimbursement, co-payment or health insurance coverage.

In this section, we examine the degree of integration of our five case servic-
es in their respective health care systems. We analyse this integration from 
three perspectives:  

• The overall integration in the healthcare system; 

• To which degree the services are integrated into the organisation and IT 
structure of the overall care system; 

• Acceptance of the iCBT service by peers.

The overall integration in the system

All iCBT services in our study are embedded within larger specialized mental 
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health care organisations, though in different ways. In Stockholm, Bergen, 
Amsterdam and Tayside, the iCBT service is embedded within a regular out-
patient service where patients receive treatment face-to-face. Also, the target 
group of the iCBT service matches the target group of the host organisa-
tion. The service in Bergen started out as a research project, but since 2015, 
the service operates within a routine care regime. The service in Stockholm 
began as a regular service and, like the service in Amsterdam, is based on 
clinical research. Tayside is one of six NHS Boards in Scotland where the on-
line program is offered, and where two of the NHS Boards offer the program 
as one of their primary services. In the case of Stockholm, Bergen and Am-
sterdam, the majority of therapists delivering the internet-based treatment 
also work clinically in a regular outpatient setting. In Odense, the iCBT ser-
vice is embedded within a mental health research and development center. 
Here therapists work either full- or part-time in the iCBT service or with 
other development tasks at the center; thus, they do not work in an outpa-
tient service of the host organisation. In terms of financing, the services in 
Stockholm, Odense and Bergen are part of healthcare systems funded largely 
through national and/or regional taxation. In Bergen and Stockholm, the sec-
ondary financial resources are out-of-pocket payments. In Amsterdam, social 
health insurance is the main financial source, along with a small contribution 
from taxation and user payments.  

To which degree are iCBT services integrated into the organisation and IT 
structure of the overall health care system?

IT systems play an essential role in contemporary health care systems with 
regard to monitoring and referring patients. Thus, it is important for new 
health services like iCBT services to be integrated into existing health care 
systems. All services appear to have been successfully integrated into the 
existing system, though in some cases with minor challenges. The services, 
among other things, share a journal register system with the rest of the 
healthcare system, and – very importantly - GPs can often refer patients 
electronically to iCBT treatment. In some cases, it is even possible to com-
municate with the GPs through the iCBT service´s IT system, depending upon 
which system the GP has. 

Though still in the start-up phase, direct communication with the GPs is 
possible through the journal system. In Bergen, for instance it is possible to 
send direct messages and electronic letters to some of the GPs. 

Likewise, the services in Stockholm, Amsterdam and Tayside seem very in-
tegrated into existing IT systems. Tayside reports having had this as a key 
focal point from the start in order to ensure patient intake. Some services 
have also experienced some problems integrating with standard IT systems. 
Odense, for instance, though fully integrated into the hospital’s IT system, 
has experienced problems with its template, which does not always fit the 
particular needs of iCBT for instance it does not support the testing involved 
in a psychological assessment. 
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Nevertheless, the therapists in Odense maintain that there are benefits to 
using the same journal system as in routine care. It allows the iCBT thera-
pists to quickly access the journals of their patient in order to view any clin-
ical observations that they should take into consideration when treating the 
patient. Equally, therapists will easily be able to access results and clinical 
observations made in Odense if the patient later receives treatment within 
the standard care system. In this sense, a unified IT journal register system 
promotes integration into the mental health care system.

Odense has experienced some complexity concerning integration with the 
regular healthcare system. This is due to the fact that Odense is present-
ly anchored in the secondary healthcare system in Denmark (the hospital 
sector) but receives patients from the primary health care system (GPs and 
private psychologists). The service has been located in the secondary health 
care system because of legal requirements concerning registration of pa-
tients and services. In order to meet these requirements, Odense uses the 
hospital IT patient registration system. 

Recognition of the iCBT service among peers

The recognition and awareness of iCBT among both other therapists and 
patients continues to some degree to be a challenge to most of the services 
we have studied. This recognition is essential in order to have a viable ser-
vice with a steady inflow of patients.

So this is a catch 22 isn’t it? If nobody uses it, you can’t really do any 
of the things or activities that would increase uptake. And if you don’t 
increase uptake, then no one is using it, and it is a vicious cycle (ther-
apist, service4).

Although the iCBT services appear integrated with the routine healthcare 
system, they also meet some scepticism when engaging with other services 
about referring patients. This causes uncertainty regarding the number of 
patients who clinicians in other services in the ordinary health care system 
will refer to iCBT services.

A lot of them [GPs] have an attitude like ‘Well I’m not really too keen 
on it, I don’t really believe in it’, but they have not actually looked at it, 
so it’s like saying I don’t like this kind of stuff but I have never tasted it 
(therapist, service5).

4.4 Theme 3: Organisation of iCBT services – staff and management 

The professionals at the iCBT services consist primarily of psychologists and 
psychiatrists. However, other professionals are also present. The service in 
Bergen, for instance, consists of 15 clinical staff. Their professions include 
mainly therapists but also coordinators and service managers. The group of 
therapists consists of 11 therapists, most of whom work at the service part-
time. Their educational background is within psychology. Apart from two 
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nurses, an occupational therapist and a social worker are also part of the 
team of therapists. In the service in Amsterdam, six therapists are employed. 
One of these therapists has an educational background in psychiatry, one is 
a nurse specialist and four are psychologists. In Odense and Stockholm, the 
group of therapists consists of psychologists.

The iCBT services are managed by one to three managers. The manager of 
the service in Bergen is head of the psychologists and is responsible for 
strategies for further development of the iCBT service, coordinating technical 
development as well as the team of therapists. The service in Stockholm is 
managed by a medical leader who is head of psychologists as well as ad-
ministrative manager. The medical leader has an educational background in 
psychiatry. In Amsterdam, the service is managed by a psychiatrist and a 
nurse specialist. In Odense, the iCBT service is managed by the head of the 
psychologists and the head of the department. The head of the psychologists 
is part of the overall management of the research and development center 
that hosts the iCBT service.

Finally, Tayside is organized in a quite different way than the other servic-
es. It is co-managed by a psychologist and a person with a marketing back-
ground. No therapists are employed, as its iCBT service operates solely via a 
software program, as per the description of the Beating the Blues program 
above. 

4.5 Theme 4: Division of labour between iCBT and research

All services in the study have two primary functions. They focus on provid-
ing iCBT to patients and on doing research on iCBT. These two functions go 
well hand-in-hand for primary two reasons. First, since iCBT is a rather new 
type of therapy, there is a considerable need for research into how it works, 
how to design programs and how to interact with patients. Second, research 
is also an important tool for maintaining therapists´ interests in working 
with online treatment. Both therapists and managers have stressed that it is 
important to perform other tasks than online therapy. This balance is typi-
cally achieved by time-sharing between online therapy and either research or 
other kinds of clinical work such as face-to-face therapy.

The five services utilize two main models for balancing iCBT and doing re-
search. The most common model – used by Amsterdam and Stockholm – 
consists of therapists’ time-sharing between iCBT and research activity. The 
second model, used in Odense and Bergen, is to divide iCBT and research 
into two separate work units. Although there is collaboration between the 
two departments, employees do not time-share between providing iCBT and 
doing research. Instead, staff is hired to do either the one or the other activ-
ity. 

4.6 Theme 5: Target group and patient recruitment

In this section, we present the target group and the requirements to be met 
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in order to be included in the iCBT programs. We also present factors which 
exclude potential patients from the iCBT services. Following this, we investi-
gate the actual group of patients who accept the offer and are included in 
the treatment programs.

All services have a specific target group for their online therapy; i.e., patients 
need to meet certain requirements in order to commence online therapy. 
Diagnosis is the most important inclusion criteria.  All services operate with 
a specific set of iCBT programs and hence, only treat patients with diagnoses 
that fit these programs. In table 2 we present an overview of target diagno-
ses and the type of interventions provided by the five services.

The fact that patients need to have rather clear-cut diagnoses to be eligible 
for iCBT poses a barrier to patients with diagnoses that do not clearly match 
the program profiles. Aware of this weakness, a number of services have 
mentioned setting up iCBT programs that could address patients with comor-
bidity as a desired service development opportunity.

It is also a requirement in all the services that patients must be at least 18 
(or 16) years old to be eligible for iCBT treatment. Furthermore, a minimum of 
IT competency is another requirement for program inclusion. However, it is a 
general sentiment among informants across services that (old) age and lack 
of IT skills does not seem to constitute a barrier.

I would say in general that people have good computer skills, and if 
they don’t have it, then they are usually - I mean if there is an obvious 
problem perhaps because they are a bit elderly and they haven’t used 
computers that much, we usually refer them to another clinic. (…)The 
oldest person I have had was 80, but I know some of my colleagues 
have had persons who were 85 (therapist, service1).

The services also operate with various diagnoses, social and language-re-
lated exclusion criteria. For instance, an informant from Internetpsykiatrin 
in Stockholm reports that patients having specific diagnoses like ADHD or 
autism may experience difficulties in e.g. reading or IT skills. In such cases, 
the person who assesses the eligibility of the patient (typically a psycholo-
gist) asks specific questions concerning these issues before allowing them to 
enter the program. In Odense, the iCBT service is open to citizens with mild 
to moderate depression or anxiety, 18+ years, no substance abuse, personality 
disorder or psychotic disorders, the ability to understand and write in Danish, 
access to a computer and broadband internet connection. In Amsterdam, the 
exclusion criteria include severity, suicidal risk, psychotic disorders, current 
abuse of drugs or alcohol and other therapeutic treatment. 

Who receives iCBT?

The group of patients who actually receive the iCBT services in the different 
countries share certain characteristics, and differ in other aspects. The age 
groups of the patients who receive treatment vary in most of the services, 
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going from 16 up to 85 years of age. Many of the interviewed informants in 
the different countries perceived the gender ratio to be fairly equal, but usu-
ally with a larger proportion of female patients.

There is a majority of women, but the distribution is a little different 
than in the traditional treatment system. There are more men than 
typically in terms of who usually applies for a treatment offer (thera-
pist, service3).

The interviewed informants expressed different opinions on the social as-
pects of the patient group; however, the majority of interviewees experienced 
big variety in the group of patients. 

Intake of patients

The novelty of iCBT, combined with the fact that evidence supporting iCBT 
by is still viewed as questionable by some, reportedly presents a barrier to 
recruitment of patients. This issue remains an important focus in online ser-
vices.

The challenge is often with the other therapists’ attitude to internet 
therapy, because it is new, and they are a bit sceptical: ‘Does this 
work?’ ‘Is it too superficial?’ Many patients dropped out, so they have 
a lot of questions about the usefulness about the treatment. But there 
are also others who are very positive and think this is very exciting. It 
is kind of both experiences (therapist, service3).

The study has revealed that two factors are essential to recruiting patients: 
the model of referral employed by the service and the model for creating 
awareness about iCBT among GPs or other healthcare providers and patients. 
In this section, we address the models of referral, and in the next one we 
investigate more closely the models for creating awareness.

Models of referral

Analytically, there are three models for intake of patients:

• Self-referral; 

• Referral from GPs or other services; 

• A mixture of self-referral and referral from clinical decision-makers (GPs 
or other health care providers).

The self-referral model:
Two of the five services in our study, Odense and Stockholm, rely on a  
self-referral model. Typically, self-referral consists of patients signing up for 
treatment through the website of the service. As part of this process, the 
patient has to fill-in a questionnaire which determines whether the patient is 
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eligible for the program (outlined in figure 1 below). If the patient is suitable 
for internet treatment, he usually starts treatment the next day. Otherwise 
he will be referred to another kind of treatment. 

Figure 1. The self-referral model: Stockholm and Odense.

Therapists at the receiving service then assess the needs of the patient in 
order to establish whether he or she is eligible for iCBT. If the patient meets 
the inclusion criteria of the service, the service assumes clinical responsi-
bility for the patient and includes him or her in the program. The criteria 
used to assess the needs of patients are specified above in the paragraph on 
target groups.

The referral model:
eHealth@Mind in Amsterdam and NHS Tayside operate with a referral mod-
el where patients come from GPs and/or other services. In the eHealth@
Mind service in Amsterdam, most of the patients still come from the general 
intake to mental health care, although the service has recently launched a 
new procedure for ‘nudging’ GPs to refer more patients to the service (see 
next section). Even though, patients are referred from other services, an 
assessment team consisting of primarily psychologists assesses all referred 
patients with regard to severity and complexity to determine if they fit the 
service. The service in Amsterdam assumes clinical responsibility for patients 
included in the program.

NHS Tayside, though also operating with a referral model, has a very differ-
ent model. As shown in figure 2, it is the GP who makes the clinical judge-
ment on whether or not a patient is eligible for iCBT. If he or she concludes 
that the patient will benefit from iCBT, she refers the patient but maintains 
the clinical responsibility.

Figure 2. The GP referral model: NHS Tayside 

Patient refers herself 
to iCBT service

iCBT service assesses 
need of patient and 

assumes clinical 
responsibility and 
ilcludes patient in 
program if relevant

Patient completes 
iCBT program

Exchange of feedback 
between therapist and patient

SIDE 74



The fact that the GP (or a referring service) maintains clinical responsibility 
for the patient during iCBT allows Tayside to operate with an online treat-
ment model that does not include any support from therapists. The model 
is administered by local administrators who facilitate patients’ access to the 
iCBT program and help resolve any technical issues. If a patient has any sort 
of clinical issue or question, they must address their referring GP (or refer-
ring service). The GP or referring therapist may provide feedback to patients 
while they complete Beating the Blues, but this is optional, and the GPs 
generally do not do so.

The mixed model:
In Bergen the procedure for inclusion and distribution of clinical responsibili-
ty is different. Here patients are assessed at, and responsibility is assumed by, 
the standard service which refers patients to eMeistring.

Figure 3. The mixed model: Bergen

However, if patients are referred by a GP, eMeistring in Bergen conducts the 
assessment.

Reported benefits with referral or self-referral

Self-referral:
The study indicates that there are at least four benefits with self-referral or 
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by managers as the most important reason. By removing GPs as gatekeepers 
for the service, for example, patients obtain a more direct and easier access 
to care. Secondly, patients risk waiting time in the system if they need to be 
referred to iCBT – self-referral represents a faster alternative.

We want to get more patients. I think that is the main reason. And 
also because if we have to get referral through GPs or others, we 
often take very much time, generally we have a month before a pa-
tient gets into the treatment, so it’s a way to sort of get them in faster 
(manager, service2).

Thirdly, patients may feel that they avoid any real or imagined stigma associ-
ated with receiving mental health therapy. They can access treatment direct-
ly, and they do not need to speak with anyone who is not directly involved 
in the treatment. Fourthly, there is general agreement that motivation is key 
to successful treatment, and several informants state that patients who have 
addressed iCBT directly are more motivated for this type of treatment than 
patients who have been referred. 

GP Referral:
The referral model also has its advantages. For example, NHS Tayside, by 
linking referral and clinical responsibility for patients, has managed to create 
a potentially very cost effective service model where the iCBT program does 
all the therapeutic work without any involvement of therapists. Furthermore, 
a referral model, where, for example, GPs function as gatekeepers of the 
service, may make it easier to manage the intake of patients if the services 
begin to receive more patients than they can handle. However, this is not the 
case in any of the services we have visited. On the contrary, all services (ex-
cept Tayside) to some degree lack patients. The downsides, however, are that 
it is much more difficult to recruit patients through GPs and (sometimes) 
other services, and there is general agreement that patients who are referred 
are less motivated than those who have sought out treatment on their own 
initiative.

4.7 Theme 6: Communicating iCBT

Almost all services experience a somewhat unstable patient intake and con-
sequently have a keen eye on how to optimize the recruitment of patients. 
To this end, communication or marketing is seen as an important task in all 
five iCBT services. All informants consider it important to inform both GPs, 
patients and other healthcare services about the potential and accessibility 
of iCBT. 

All five iCBT services operate with three communication strategies:

• Strategies targeted at clinical decision-makers (GPs and other services); 

• Strategies targeted at patients (end users); 
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• Mixed strategies that target both clinical decision-makers and patients.

The services, however, vary in how much emphasis they place on targeting 
decision-makers versus patients and how systematic they are in their PR 
efforts. Roughly speaking, it makes sense to divide the services into three 
categories:

• Category 1: Three of the services in our study have a somewhat ad hoc 
approach to recruitment; 

• Category 2: One of the services focuses on targeting patients (end users); 

• Category 3: One service focuses on targeting GPs (clinical decision-mak-
ers)

Category 1: It is a common feature that the services communicate to GPs di-
rectly and more broadly through social media to GPs, other services and po-
tential patients. In addition, two of the services report having received some 
media attention because they are the only iCBT services in their respective 
countries. 

Also, since we are the first in the country who do this, we have gotten 
quite a lot of new attention, so we have been on national TV (…). So 
we have gotten a lot of positive attention from media, which is really 
important, I think. And then we have visited other clinics to inform 
therapists about our service. But we see we need to do this contin-
uously because it is easy for them to forget that we exist (therapist, 
service2).

However, in both services, the recruitment strategy still seems somewhat ad 
hoc rather than systematic. This may have to do with the fact that the ser-
vices are relatively new and hence, still experimenting with different ways of 
running their operations including recruitment of patients. Also, recruitment 
was initially conceived as a communication task which has only recently 
been integrated into the iCBT portfolio. 

We don’t have a fixed form yet. It is also fairly new to me because I 
haven’t been a part of it from the beginning (…) I have always worried 
about it, and I think we have done something about it, but formally we 
haven’t established it yet. But we are trying, we are working on estab-
lishing a system for what we do and what we will count on (therapist, 
service3).

One of the services within category 1 appears to have a more systematic ap-
proach, in the sense that they monitor the intake of patients on a regularly 
basis:

We look at these intake curves every other week when we have our 
treatment conferences so we see what it looks like now, are we on a 
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low [intake point] and if we have been on a low [intake] for a couple 
of months, we need to do something. So we might do a PR drive of 
some sort, like sending memos to the primary care units in the ser-
vice. So we do follow it, when we find it needed, we do some sort of 
- we take some action (manager, service1).

However, it still appears somewhat ad hoc in terms of how they use e.g. Face-
book as a communication channel or how they react when they recognize 
that they need to increase the intake of patients. 

Category 2: The service within category 2 experiences that it lacks patients 
and that GPs only rarely refer patients to them – even though the possibility 
of referring patients to online therapy is built into the GPs software pro-
grams and, hence, very easy. The main reason why GPs do not refer, the ser-
vice believes, is due to low awareness combined with some scepticism among 
GPs about online therapy.

To remedy this, the service has developed a communication strategy that 
targets potential patients (the end users) rather than GPs (the decision-mak-
ers). To ensure a satisfactory intake of patients, the service invites potential 
patients to visit the service, fill out a screening questionnaire, and receive 
personalized advice from the service´s therapists. The potential patient can 
then subsequently contact his or her GP and obtain an actual referral. Pa-
tients are invited to visit the service through social media like Facebook and 
news in the media. It is a new model, and achieving it is not yet imminent. 
Presently, the service is focusing on how to communicate the model to both 
potential patients and GPs, so the GP views it as a possible option, rather 
than somebody telling the GP what to do. The service, however, believes that 
there is a segment of patients who would benefit from online therapy and 
who, if they knew about it, would choose this option to avoid the stigma 
that is sometimes attached to mental health care.

We hope to find patients who say, ‘I don’t want to go to a mental 
hospital and I don’t want to sit here – it’s beautiful but there are all 
kinds of people that I don’t like to sit with.’ So we are looking for those 
people who need help but resist going to the mental health hospital. I 
think that this is also one of the things with eHealth. It is more -- it is 
something with stigma -- you lower the stigma. I think so. I hope so 
(service4).

Category 3: This service operates with a communication strategy more or less 
diametrically opposed to that of the service within category 2. Rather than 
targeting potential patients, they target GPs in their communication. The 
fact that one part of the management duo of the service has a professional 
background in marketing greatly pervades their service model. From the very 
beginning, the service has focused on designing a service model which is de-
signed it from a GP’s perspective, i.e. which is easy to approach for the GPs.
 
The service is also the only service that explicitly talks about marketing 
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their service and which has developed a comprehensive marketing strategy 
for doing this. It has been designed to address key obstacles to referring, 
for instance potential negative attitudes towards iCBT, e-health, and psycho-
logical treatment. The service has divided the uptake area into geographical 
areas which they target in a very systematic manner in marketing campaigns 
that last for about 12 months. The campaign is targeted at referrers by 
means of different channels, e.g. oral presentations, newsletter-updates, and 
peer-recommendations. 

4.8 Theme 7: Providing treatment to patients

In terms of provision of treatment, all five iCBT services share a number 
of common characteristics. All programs focus on mild to moderate mental 
disorders. Treatment of patients is typically organized in 8-12 sessions or 
modules, though in Amsterdam patients receive 19 modules. Depending on 
which mental health problem the program addresses, the modules comprise 
clinical elements such as psychoeducation, cognitive restructuring, behav-
ioural activation, etc. and didactic methods such as homework assignments 
and questionnaires. Modules may vary in length and intensity. They typically 
include short videos and illustrative patient stories. In most of the services, 
patients can also access treatment modules for a limited period of time after 
the formal completion of the program. 

Bergen and Amsterdam differ from the other iCBT services in that patients 
can switch from iCBT to standard treatment if iCBT is not working for the pa-
tient. However, even though the services share this overall frame, they differ 
in mainly two aspects: 

• The degree to which the treatment is designed and implemented as a 
self-help, guided or blended care model;  

• The degree to which the treatment is pre-structured or tailor-made to 
the needs of the individual patient.

The degree to which the treatment is designed and implemented as a self-
help, guided or blended treatment model.

The five services differ as to which type of iCBT they provide. We have iden-
tified four different iCBT models, shown in figure 4 below.

Figure 4. Degree of therapeutic support in the iCBT service.
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any face-to-face meeting
Internet psykiatrien

Guided online treatment with 
initial and end-of-treatment 

diagnostic face-to-face 
interview

Internetpsykiatrin & eMeistring

Blended treatment with 
several face-to-face encounters 

during online course
EHealth@Mind

Comprehensive therapeutic support

SIDE 79



Self-help service:
On the left side of the figure, NHS Tayside is the only service which offers an 
online self-help service. This means that patients do not receive any individ-
ualized feedback from therapists during their course. Feedback is generated 
by the program (Beating the Blues). Technical issues, as described earlier, are 
resolved by a local administrator. A number of benefits with this model are 
mentioned. It appears to be cost-effective. It is a high-capacity, low-intensity 
intervention. It is flexible. It can be combined with standard treatment or as 
temporary intervention while patients await standard treatment.

The other four services all provide guided treatment, comprising both online 
modules and individualized feedback from therapists. Within this category 
of guided treatment, however, the services differ between providing guided 
online treatment and blended treatment. And finally, within the sub-catego-
ry of guided online treatment, the services differ between using diagnostic 
face-to-face interviews or using video conferences for diagnostic interviews. 

Guided online treatment and video assessment without face-to-face  
interviews:
Internetpsykiatrien in Odense operates with an online model. Their initial as-
sessment and an end-of-treatment interview are conducted as video consul-
tations with patients. This model appears convenient to both therapists and 
patients. Patients benefit from not having to show up to meetings but can 
instead manage their live communication as video consultations. The conven-
ience of this model has inspired Stockholm, which having recently expanded 
to become a nationwide service, is now considering replacing physical meet-
ings with video conferences. They view the physical meeting as being incon-
venient to patients living in more remote parts of the country.

Guided online treatment with face-to-face interviews:
Stockholm and Bergen combine two physical meetings with other didactic 
online elements such as written and telephone feedback to the patients. 
The two meetings consist of an initial assessment interview and an end of 
treatment interview. However, the latter is optional in Stockholm and is used 
only if therapists consider it necessary, e.g. if the patients has not achieved 
expected progress. Most often, an online form is used as follow-up after 
treatment. Sweden also, as the only service, provides an online forum for 
peer-to-peer sparring among patients. The forum is unmoderated, and Inter-
netpsykiatrin has a written code of conduct for ensuring positive and sup-
portive contact in the forum. 

Blended treatment:
Amsterdam is the service which combines online therapy with several face-
to-face meetings between therapists and patients. In this blended treatment 
model, patients have weekly face-to-face consultations with a therapist, al-
ternating with internet-based training modules over a period of 16-20 weeks.

To what degree is the treatment pre-structured or tailor-made to the needs 
of the individual patient?
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Another interesting aspect of iCBT service is the extent to which the ser-
vices differ regarding how tailor-made or pre-structured a service they offer. 
Two aspects of the service determine how structured the service is:

• Clinical decision-making: How much clinical discretion does the therapist 
have in terms of providing feedback and individualizing treatment? 

• Patient influence: How much autonomy does patient have in organizing 
the use of the service? 

The assumption here is that the more decision-making power that thera-
pists and patients have, the less structured the treatment. Therapists´ written 
feedback to patients is another important vehicle for tailoring iCBT treat-
ment. This is described in theme 9.

Clinical decision-making

The services appear to differ considerably when in the degree of clinical dis-
cretion regarding feedback and individualizing treatment. Stockholm, for in-
stance, operates with a detailed and very structured quality assurance system 
requiring therapists to monitor and systematically record exemptions from 
care protocols; e.g., using more time with a patient than standard, telephon-
ing the patient rather than writing or prolonging the treatment period.

Odense, on the other hand, is an example of a service which appears to 
have a more experimental approach to how structured and rigidly treatment 
protocols need to be followed. Therapists in Odense report having considera-
ble discretion with regard to both content and form of the clinical interven-
tion. The explanation in the differences in approach between Stockholm and 
Odense may have to do with the fact that Odense is still a rather new ser-
vice, and hence, experiments with different approaches. 

Patient influence:

Patients across all iCBT services, in general, enjoy fairly much autonomy com-
pared to patients in standard care units. This is integral to the very concept 
of iCBT: patients can decide when and where they want to take the mod-
ules in their course. Also, iCBT patients can communicate directly and easily 
with their therapist throughout the treatment period (except for NHS Tay-
side, which operates with a self-help service). Patients can write a message 
through the program and expect an answer within typically 24 hours.
 
Nevertheless, there are some differences in terms of levels of patient influ-
ence. First, in cases where therapists must adhere to treatment protocols, 
patient autonomy becomes more limited. If it is possible for therapists, for 
example, to prolong treatment or communicate through by phone, this 
enhances patients´ possibility to influence therapists and obtain more in-
dividualized treatment. Second, where patients have more direct and less 
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structured access to iCBT, the more autonomy they will have. In this sense, 
patients have more autonomy if they can sign up for treatment themselves 
(self-referral) and can manage the assessment interview for inclusion in the 
program in the form of  a video conference rather than having to show up 
at a service at a certain time. 

4.9 Theme 8: Constraints of available technical platforms 

The technical platform employed by the services also constitutes an impor-
tant precondition for clinical discretion and patient influence. Therapists 
experience that the platform may limit the type of patients they can enrol 
in iCBT. The problem is that many patients have several diagnoses, but the 
platforms are designed to address just one diagnosis.
 

And also I would like to have other programs as well, maybe not just 
panic and social anxiety and depression. It would be very exciting to 
have other programs as well (therapist, service2)

The other line that I am very interested and involved in is to develop 
internet treatment much more as a blended treatment (therapist, 
service1)

Amsterdam operates with a technical platform capable of addressing this 
challenge. Here therapists can combine modules in courses targeting com-
plex therapeutic needs. Although they experience this as positive, they 
also worry that these highly individualized and tailor-made modules are not 
evidence-based, and that it may be confusing for therapists to choose mod-
ules and combine them in an individualized treatment service. Besides these 
differences in the structure of the platforms, the services also vary in how 
the platforms are owned and developed.

Technical potential and limitations of the iCBT platforms

All services employ technical platforms reported to be convenient and op-
erational to both patients and therapists. Therapists can communicate with 
patients through the platforms in Stockholm, Bergen, Odense, and Amster-
dam. They can provide support or give the patient homework assignments. 
In Tayside, the local co-ordinator monitors the patient’s progress through 
the program and emails reports to the patient´s referrer, typically a GP. The 
local service coordinator can also contact the patients by telephone, text or 
email and is able to provide technical and logistical support. The patient can 
phone the coordinator during service hours if they have any enquiries con-
cerning technical issues. Results from the interviews show that the services 
experience some overall limitations of the iCBT platforms, where the plat-
forms fail to function as expected. The informants state that the platforms 
are slow and that both therapists and patients are sometimes cut off during 
a session due to IT problems such as system breakdown or internet connec-
tion problems.
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Therapists at the services furthermore experience that the technical plat-
forms are out of date. One therapist clearly states the need to improve plat-
form functionality and usability:

We are using a very primitive technology. And it is very inflexible for 
different reasons […] you ought to increase the types of programs, 
improve the program, the usability and the user experience (therapist, 
service2).

Overall, the therapists in the services agree that the platforms are often slow 
and a cause of frustration. Some therapists also report that they sometimes 
experience malfunctions, which they find very frustrating. 
  

When you arrive for work and it comes in the way of talking to people, 
who are feeling bad and it is because of technology […] – I mean tech-
nology should support you because you know it from everywhere. 
When it supports you it is fine, but as soon as something is wrong, 
you get irritated because it’s the same thing when there is a hole in 
the pavement. It’s just supposed to be there (therapist, service3).

Table 3. Overview of iCBT platforms

Development and ownership of iCBT platforms

In eHealth@Mind in Amsterdam, for instance, the platform is owned by Mind-
district, who have an annual license contract with GGZ inGeest. Likewise, 350 
Health and Wellbeing owns the platform Beating the Blues with an annual 
contract with NHS Tayside. In Internetpsykiatrien in Odense, two platforms 
are used: First, they employ NoDep, an iCBT program for patients with mild to 
moderate depression, which is developed in a public-private partnership with 
a private company (Context Consulting). The software running the platform is 
owned by Context, but the content (text and audio-visual material) is owned 

Diagnoses

Denmark: 
Internetpsykiatrien

Sweden: 
Internetpsykiatrin

Scotland: 
NHS Tayside

Norway: 
eMeistring

The Netherlands: 
EHealth@Mind 

iCBT platform/program Ownership of platform Provider of technical support

Anxiety, depression

Depression, social anxiety 
disorder, panic disorder and 
irritable bowel syndrome

Anxiety and depression

Anxiety, depression

Depression, generalized anxiety, 
social anxiety disorder, panic 
disorder and obsessive 
compulsive disorder

NoDep
FearFighter

Internetpsykiatrien – developed 
own program

Beating the Blues

Checkware

Minddistrict 
Moodbuster

Context  / Mental Health 
Services of the Region of 
Southern Denmark.

CCBT Limited

Psykiatri Sydväst

365 Health and Wellbeing 
(licence)

Helse Bergen

Minddistrict (license)

IT-consultant 
Context 

The IT department of SLSO
A technician working part time
1177.se Vårdguiden (log in 
problems)

365 Health and Wellbeing
Local service co-ordinator

Seksjon for eHelse Checkware

Minddistrict (support for the 
Minddistrict platform)
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by the Mental Health Services of the Region of Southern Denmark. Secondly, 
they use FearFighter, a course for patients with anxiety, developed and owned 
by the British company CCBT Limited in collaboration with Context. Technical 
support is provided by CCBT, and support for minor problems by the Cen-
tre for Telepsychiatry. In Bergen, the technical platform used in eMeistring 
has been developed as part of a research project. The technical provider is 
Checkware. The treatment programs for panic anxiety, social anxiety and de-
pression are owned by Internetpsykiatrin in Stockholm and are adapted and 
translated from Swedish to Norwegian. Helse Bergen owns the platform and 
IT support is provided by Seksjon for eHelse. Checkware’s platform was orig-
inally developed as a database for health questionnaires, so the treatment 
programs had to be fitted into a pre-existing format. This does not allow for 
interactive content, and possibilities for adjustments are limited. If the pa-
tient or the therapist wishes to contact each other, the program provides a 
separate communication module. The technical platform used in Internetpsy-
kiatrien in Stockholm was also developed as part of a research project in the 
early 2000s by researchers at the Karolinska Institute. Psykiatri Sydväst owns 
the platform, and the programs and IT support is provided by the IT depart-
ment of SLSO. In addition, Internetpsykiatrin has a technician working part-
time with technical support of the platform. Courses are text-based – 10-15 
pages of text per module with no interactive media. However, a patient who 
wishes to contact a therapist during treatment has access to an online ther-
apist. The technical platform contains a database used for statistical analysis, 
quality development and research.

4.10 Theme 9: Working practice of therapists

It has been part of the study to investigate the working practice of ther-
apists and to prompt reflection on the experienced similarities and differ-
ences between online therapy and face-to-face therapy. Unlike the other 
dimensions investigated in previous sections, the therapists and managers 
expressed similar views on salient themes regarding therapists’ work. In the 
following, we therefore present the general themes and the nuances rather 
than comparing and distinguishing the services from one another2. We have 
identified three main subthemes in relation to the working practice of ther-
apists: 1) reflections on the required professional and technological compe-
tences of therapists, 2) needs and practices regarding training and super-
vision of therapists, and 3) interviewees’ reflections on the advantages and 
disadvantages of online therapy.

Required professional and technological competences of therapists

This theme covers the interviewees’ reflections on the necessary profession-
al and technological competences for therapists conducting online therapy. 
The topic involves consideration over who are the proper professional groups 

2 It is important to bear in mind that NHS Tayside’s programme Beating the Blues is automatic in 
 the sense that it does not involve therapists and does not include written feedback during the 
 course of treatment. For this reason, the interviews from NHS Tayside contains less data on 
 issues relating to the working practice of therapists.
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to carry out iCBT interventions, the necessary professional background and 
the necessary skills in terms of writing and the provision of written feed-
back. The interviews also bring up the need to be a well-organized therapist 
in order to fit into the structured approach of current online therapies. In 
the following, we present the findings concerning professional competenc-
es, followed by findings concerning required technological competences of 
therapists.

Professional competences

Most of the therapists in the services are psychologists or psychiatrists. The 
interviewees generally emphasize that knowledge of the patient group in 
terms of symptoms and disorders is necessary in order for the therapist to 
identify lack of progress in the treatment or prevent the treatment from 
steering in an unfortunate or less effective direction. However, a few inter-
viewees point out that other professional groups such as psychiatric nurses 
or specialized social workers might be able to conduct iCBT if they receive 
the proper training and supervision. There is also widespread consensus that 
it is necessary to have (or develop) good writing skills. This is a matter of be-
ing very clear and concise in communicating with the patient, as the therapy 
relies upon written feed-back. It is also a matter of being very structured and 
in preferring therapeutic protocols that have a clear progression from begin-
ning to end.

You need to be able to express yourself clearly and in a very validat-
ing sense in written words, because you have no verbal cues to rely 
on. So you have to be quite clear, I think, in what you express to the 
patient. And also quite thorough, I think. You have different support 
systems built-into the platform to help you remember certain things, 
but since it is a very structured treatment, I think you also have to be 
somewhat structured, too (manager, service1).

According to most interviewees’ -- therapist and managers alike – good writ-
ing skills are crucial but also difficult to acquire. For most of the therapists, 
providing written feed-back to patients is not something they have been 
trained to do as part of their training. Rather, they have had to develop their 
style and competences in a trial and error fashion (see also the next theme 
on the training and supervision of therapists).       

When I wrote my first feedback, there were a lot of assumptions in 
there that I shouldn’t really make. When you are face to face, you can 
check in or use a question mark in your sentence with the intonation 
of your voice. It doesn’t work like that in the text. You have subtle 
differences. I had to get used to that. […] Writing good, concise, and 
clear feedback, I find difficult (therapist, service4). 

Writing skills are not only a matter of providing clear and unambiguous 
information. Skill in written communication is also a matter of being sensi-
tive to the kind of feed-back and style of presentation to which the patient 
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responds. According to several therapists, this can be difficult because such 
preferences vary between patients. 

Sometimes people are very sensitive about what is written. You know, 
there’s some very fine line, and they are like… […] They don’t like it, for 
example there was one woman who said: ‘O.K., here it says good luck’ 
and that didn’t fit with her expectations. So they can be a little bit 
allergic to some parts of the eHealth (therapist, service4).

  
The therapists also report the need for a related aspect of skill in writ-
ten communication:  the ability to ‘read between the lines’ in order for the 
communication to move forward and to limit the need for further clarifying 
questions that may slow down the speed of communication and the progress 
of therapy. 

You have to be able to read between the lines quite a lot, because 
if you write messages to each other every day, the communication 
becomes very slow and kind of inefficient, so you can’t ask too many 
questions: You can’t go back and forth with questions because [then] 
you won’t get anywhere in the treatment. So I think you need to be 
able to look at what someone is writing and expressing to you, read 
between the lines, see the whole picture and just sort of quite rapidly 
get a good view of what is the problem and how to deal with it (man-
ager, service1).

A different aspect of written communication in online therapy mentioned by 
some of the therapists is the professional requirement to make patients un-
derstand that online therapy differs from more informal and social communi-
cation on social media, and that it should be taken seriously as a structured 
treatment that needs structured adherence. 

Some people who start the internet-based treatment, it seems like 
they have this different attitude… that it is like being a member of 
Facebook or something. They have this attitude, ‘Oh they can just 
log in whenever they want and have a little chat.’ They don’t take it 
seriously enough because they are used to these online services as 
something they can use when they want to, and they don’t feel the 
pressure in the same way. And they go into this nice chat mode, being 
too friendly or informal. It is so important to kind of keep a distance 
and be serious and write long messages (therapist, service2). 

Technological competences

Regarding the technological competences of therapists, none of the inter-
viewees mentioned technological issues as an obstacle in terms of skill. 

You have to know how to use a laptop or a computer or IPad; you 
don’t have to be an expert. You can learn. But most of at least my 
generation know how to [do that], so that is not very special (thera-
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pist, service4). 

You just [need) regular computer skills. I mean some people like you 
[pointing to a colleague who is also present] who have more respon-
sibility for the homepage and stuff like this, then maybe you need a 
little bit more [technological skill], but I think we are all pretty com-
fortable and used to computers. I mean you don’t apply for this kind 
of job if you’re not interested (therapist, service1). 

Some managers, however, report that there may be obstacles in terms of 
therapists’ readiness to learn new, technological skills. 

I think that everyone can learn it, it’s not complicated and for really 
technical problems you have the service desk. It’s very well equipped. 
They help you when you need it, so the technical part is not the hard-
est, but some therapists are really afraid of it and don’t want to use it. 
That’s still the case I think (manager, service4). 

Training and supervision of therapists 

Across the iCBT services surveyed in this study, the training of therapists in 
the provision of iCBT is considered very important (except for NHS Tayside, 
whose therapeutic service is provided in an unguided format). According to 
the interviewees, most of the programs can be relatively easily taught, e.g. 
in a two-hour training-session. The managers and therapists underscore that 
online communication is very different than face-to-face communication, and 
that it is part of the training to practice written feedback, including norms 
for the production of written feedback. However, no set standards have been 
formulated as yet for providing online feedback.
 

Online communication is different. In the training, we try to teach 
people essential parts of written feedback and how you use the feed-
back […] We have organized the supervision so that it is possible to 
talk about that kind of problems. What’s the best way to do it? What 
do you think of it? How can we do it better? We still have to develop 
lots of knowledge on the scale that therapists need for this way of 
providing therapy, I think. […] We are [only] scratching the surface of 
that topic in our training. We don’t go into depth, and I think a lot can 
be gained from this [training], but as an organisation, I don’t think we 
are at that level right now (manager, service4). 

Several services have recurring supervision sessions, where therapists can 
come and discuss issues relating to online therapy. Use of this supervision 
feedback option varies considerably among therapists. It is common for ther-
apists to supervise or ‘coach’ each other, and coaching is generally consid-
ered to be the most valuable form of supervision.  The possibility to consult 
a colleague during treatment is mentioned as an especially valuable form 
of support (see also the next section on the reflections on face-to-face vs. 
online therapy).   
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If someone runs into difficulties, they always take supervision from 
everyone else like: ‘this is the message I got, how should I give feed-
back on this, and I wrote this, do you think it’s good or does it sound 
too harsh?’ So in that sense, we sort of coach each other (therapist, 
service1).

It is very important that we sit together and guide each other, the con-
tact between the therapists is very important. So that is one thing we 
hope to see, work a little bit closer together (manager, service2). 

Even though the program is easily taught and fairly easy to operate, some 
therapists point out that it takes a while to integrate it smoothly into the 
daily routine.  

I think the basics of the program -- well, especially for the younger 
people -- is quite easy to get the hang of. But what I found in my own 
experience -- I also see it with colleagues -- is that it is a mindset that 
needs to be changed, and it is quite hard. […] I am very enthusiastic 
about it, but I still  find it difficult to really fully get it into my day-to-
day routine. […]It has to be embedded in your system. If you change 
your behaviour, it takes, I think, a couple of months before it’s really a 
part of your normal day-to-day routine.[…] And also, [it takes time to] 
feel secure that you’re doing the right thing (therapist, service4). 

Experienced advantages and disadvantages of iCBT  

This theme covers the interviewees’ reflections on the advantages and disad-
vantages of iCBT. Most of the time, these reflections centered on comparing 
the virtues and vices of online therapy vs. face-to-face therapy, but they 
also concerned more general issues in relation to the working conditions of 
therapists. In the following, we first present the various advantages of online 
therapy reported in the study. We then present the interviewees’ experi-
enced disadvantages. Finally, we present interviewees’ reflections on issues 
relating to the working conditions, recruitment and retention of iCBT thera-
pists. 

Advantages

In comparing face-to-face therapy with online therapy, the interviewees 
opinions converge on a number of virtues of internet interventions. Some of 
these virtues centre on the work of the therapist, which in certain respects 
is seen to be easier than face-to-face therapy. This involves the possibility 
to provide clear information to patients, and the experience that the written 
format can have a higher quality because the therapists have more time to 
reflect on their replies and to discuss them with colleagues before they are 
transmitted to patients. 

I was enthusiastic from the beginning because my experience is that 
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the things that I say to the patients are clearer, patients like the way 
it is explained, they like the platform, the exercises and I especially 
like the possibilities of contact. I can send them a message easily, it’s 
safe. They can contact me more easily, and I like the written feed-
back. It’s really different from talking to somebody. [It allows time to] 
think it over, okay. What did he do? What did he say? And what does 
he need? So the time lapse between what the patient is telling me and 
the things that I can give back is… I like it. I have the sense of more 
quality in my treatment (manager, service4).

When I do face-to-face therapy, I wish that I could just pause the ther-
apy and ask my colleague for psychiatric advice. But I can’t do that in 
face-to-face therapy. I can do it in online therapy (therapist, service2).

As a psychologist, it can be nice to be able to filter it a bit before an-
swering. And try to form at least an idea of what it is that is important 
to get the answer to if it is a long message. It can be a really great 
advantage (therapist, service3).

If you make a good start, then your alliance [with the patient] could be 
even as good as in a face-to-face therapy (therapist, service4). 

Several therapists also report that the structured approach of online therapy 
can help therapists to increase the effectiveness and quality of their thera-
py. There are several aspects to this. For example, the available information 
within the programs regarding symptoms and psychoeducation helps the 
therapists, so they do not have to remember it all. The programs also make 
it easier for them to monitor patients’ adherence and progress in treatment. 
Finally, some therapists mention that the providing a firm guideline for the 
structuring of treatment makes it easier for therapists to stay on track and 
to reduce unnecessary digressions.  

Maybe you even need fewer competencies [to carry out iCBT] be-
cause a lot of the information and psychoeducation is there already 
[…] …so if you forget things, all important elements will be accessible 
for the patient. If you’re not good at psychoeducation, it’s not such a 
big loss. […] If you have a patient who does not do his therapy very 
good, not adherent, then you notice it immediately on the internet, 
because they just don’t do it. So if you don’t get a message from the 
patient, […] … you notice that immediately (therapist, service4). 

Some therapists also report advantages of online therapy that directly relate 
to the experienced benefits of patients. These involve the extra possibility of 
patients to think thorough their written replies and to increase reflection in 
relation to the different steps of treatment. Another advantage for patients 
is the possibility to control and to implement treatment according to the 
patient’s needs, symptoms and time schedule.    

There are some [patients] who think that it’s really good to be able to 
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write about what’s going on with them. There are some who manage 
to read what they write before sending it off and then think, ‘That’s not 
how it’s supposed to sound, that’s not how I feel,’ where they actually 
are already getting started with working [on themselves]. [...] With the 
depressed [patients], it can be a really big advantage that they can log 
on when the motivation is there, when the energy is there (therapist, 
service3).

I think another benefit is that someone who is depressed and who is not 
functioning at a high level, and doesn’t want to leave the house can be 
accessed [and treated] from the house. You know, some people actually find 
it difficult to come to the clinic because they are struggling to get up, and 
getting up is like a massive task for them -- or it feels like it at the time -- 
where a plus point of this program is that you don’t necessarily have to go 
anywhere to get help (therapist, service2). 

Disadvantages
 
Some interviewees – mainly therapists - mention a number of reservations 
about internet interventions. These include that online therapy can reduce 
the quality of the contact with the patient because there are no visual cues 
indicating the condition and mood of the patient, and because it can be 
difficult for the patient and the therapist to manage very complex issues in 
iCBT. 

When you work with the platform, in my experience, it sometimes 
breaks the direct contact [with the patient]…You have to be together 
somewhere else [than] on a screen. It does something to the contact 
(therapist, service4). 

Some things like negative thoughts, hot topics or things that hap-
pened in the past that influence their automatic thoughts right now... 
It is quite hard to get that from yourself while reading an instruction. 
So [regarding] negative thoughts – it’s a challenge, I think (therapist, 
service4).

It is also mentioned as a disadvantage by several therapists that it is difficult 
to change programs in a flexible way and thus, more difficult to tailor the 
treatment to the patients if their problems change during treatment.

You need to be flexible with the patients… the main problem when you 
can’t be flexible enough is when the patient is not -- their problems 
are not related to the program. Like if I get a patient face to face, I can 
start off, ‘This seems like social anxiety’. And then suddenly, ‘No it’s 
post-traumatic stress.’ And then I can change, and I can be flexible. 
You can’t do that in online therapy, so if that happens, you need to of-
fer them a different treatment. But you often get fooled into trying to 
adapt it [instead of changing the treatment]. If you get somebody with 
some sort of panic anxiety, but it then turns out, well, it’s a specific 
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phobia, it’s not panic. You can make it work, but it’s just a lot of extra 
work, basically, which would probably be better if they just got anoth-
er offer (therapist, service2).

Working conditions, recruitment and maintenance

Another recurrent theme is the appropriate amount of iCBT work in a day’s 
work load. According to many interviewees – especially therapists –a disad-
vantage of online therapy is that it can be boring and strenuous if not com-
bined with other kinds of clinical work, such as face-to-face therapy. 

I don’t think you can do full time internet therapy. It’s too boring. You 
need the human contact. It is too boring to just sit with the comput-
er all day. If you did face-to-face therapy and you did a really, really 
strict treatment of one patient group every day, that would be boring 
as well. […] If things were great in the internet clinic and [there was] a 
lot of variation, maybe it would feel different. I’m not sure if that kind 
of clinic exists anywhere, where they have a large menu [of programs 
and modules] and everything is top notch (therapist, service2). 

The structured and somewhat inflexible format of online therapy is repeated-
ly mentioned as a challenge for therapists. The challenge seems mainly to be 
connected to the lack of variation and the very structured approach of CBT 
rather than the online medium as such. 
  
Several therapists also describe that the text-based therapeutic format is 
more demanding because it takes more effort to produce a satisfactory writ-
ten reply than to conduct a therapeutic conversation. They also mention that 
written feedback leaves a text ‘trail’ that can be assessed by the patient and 
by colleagues and managers at a later point, making it more demanding from 
a professional point of view. 

Another issue that relates to the working environment of therapists con-
cerns efforts to recruit and maintain therapists.  Regarding recruitment, 
several managers report that it is difficult to recruit therapists. They are not 
sure of the reason, but they speculate that it might be tied to assumptions 
that online therapy somehow constrains professional freedom and autonomy, 
thus making it less attractive.   

We’re a bit up against some myths, I think, about at least a hesitation 
among psychologists about going into this field. And I don’t quite 
know what it stems from. In any case, it’s not that they are standing in 
line, and this puzzles me, you know. But they aren’t (manager, ser-
vice3).

 
I think that this is one of the fears of many therapist, that they have to 
do this and they cannot deviate or vary. That a little bit of their auton-
omy is taken away by using eHealth structured programs (manager, 
service4).
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Retention of therapists is also a critical issue for managers across services. 
It is difficult to maintain therapists and to provide working conditions that 
are sufficiently attractive for therapists to remain at their units for a longer 
period of time. 

We are losing good therapists, so this is something that we have 
discussed more and more during recent years, that we need to find 
solutions to get people to stay here. […] I have worked six years in a 
psychiatric unit before I started working here, I don’t need any more 
face-to-face contact -- believe me, I’m quite happy to treat [patients] 
over the internet. I find it much less exhausting, much less emotion-
ally draining, but most of the therapists here are quite young. They 
haven’t worked that much with face-to-face treatment before they 
came here. So after a couple of years, they get a bit more curious 
about that, and they want to work face to face for a while as well. So 
I think that’s one of the reasons. And I also think that we don’t have 
that many treatment programs, it becomes boring after a while to 
answer the same panic disorder questions, because it’s the same 
home assignment for everyone in the treatment, and once you have 
answered them 162 times it becomes a bit… It’s just the same, the 
same, the same and I think you are looking for new things and new 
challenges after a while (manager, service1).

Generally, the mangers are very aware of the issue of retention of therapists, 
and they find themselves reflecting about the potential causes and remedies. 
From our study, it is clear that this is something that could be investigat-
ed further, e.g., the relative importance of retaining therapists as related to 
factors such as case load, variation between online therapy and face-to-face 
therapy, sociability and colleagues, previous experience and the flexibility of 
online programs. 

One thing that has been missing a bit when it comes to research on 
this is actually the therapist’s experience of being an internet thera-
pist. And it is a really important part of making a good clinic. Making 
sure that the therapists enjoy their work. And I think this is a place 
where you could easily lose therapists. Because you could basically 
just give them a computer and have them work from an office where 
they don’t meet anybody. You could do that, but it would not be a 
good idea (therapist, service2).

4.11 Theme 10: Long term sustainability planning

The iCBT services in the present study are all moving towards an expansion 
of uptake area. In Internetpsykiatrin in Stockholm, eMeistring in Bergen, 
Internetpsykiatrien in Odense and Beating the Blues at NHS Tayside, meas-
ures are taken at policy and health service levels to enlarge the service to 
a national or regional scale. Generally, the prospect of a national rollout of 
services spurs interest in reorganizing services, as described in the individu-
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al case studies. As part of the comparative study, we have also investigated 
interviewees’ reflections on long term sustainability planning and visions for 
the future of iCBT. These are all issues in relation to the long term sustain-
ability planning of iCBT. In the following, we present the perceived develop-
mental trends and ideas about the future of iCBT. As will be apparent, the 
interviewees are very much in agreement regarding long term visions. Some 
of these issues are brought up only in a few interviews, although they may 
have wider relevance. We have indicated when this is the case.      

From project to permanent service

At the time of writing, most of the services are in a kind of transitional pro-
cess, where they may evolve from more project-like conditions to more per-
manent or stable organisations. This development brings several issues to be 
resolved. First of all, it is described as a ‘mental shift’, where managers have 
to think many years ahead and make long-term planning decisions about 
development of programs, stable recruitment of patients, providing attractive 
working conditions for therapists, and sustainability in terms of effectiveness 
and cost-effectiveness.

The project really had a completely different assignment to create 
the program and to test a certain number of patients. And it’s just 
something else to have to run a clinic that has a very long term view. 
[...] It is a mental shift in the direction of, O.K., we’re going to be here 
for many years, what should it look like? How do we get a stable 
intake? We have to get hold of the target group that is suited to this, 
and to whom we can make a relevant offer. We need to have some 
work procedures that are good for the patients and that are good to 
work with for the psychologists. We need to have a flow that makes it 
profitable, but which does not produce an excessive work overload in 
the long run either. We must develop some specific knowledge about 
this field because we do not have many to learn from, while at the 
same time we also have to remember to use the professional skills 
so that we can become better at our jobs. [...] So I think that in many 
areas, it is something quite different than in a project, where you pick 
out the staff you can get or want, and you then give it all you can dur-
ing the time you have, and then you go your separate ways. It’s like a 
collective, which must function for many years or a family (manager, 
service3).

Most of the iCBT services have begun with a bottom-up approach, propelled 
by particular dedicated entrepreneurs and scientists who pushed the initial 
experimental projects and trials forward. In the transition to more permanent 
operative services, there is a need for large-scale coordination. A proper bal-
ance needs to be found between a top-down and bottom-up approach. It is 
necessary to find a way to make the service fully operational without being 
dependent on particular enthusiastic innovators. At the same time, it is nec-
essary to retain the spirit of innovation, research and development because 
there are still many issues that need to be resolved.  
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The transition from local services to national implementation

A related issue is the transition from more local (geographically restricted) 
iCBT services to full scale national implementation. This transition has al-
ready taken place at the iCBT services in Stockholm and NHS Tayside, while 
the services in Bergen and Odense still await final decisions regarding na-
tional implementation and the provision of adequate funding. Concerning 
the iCBT service in Amsterdam, Dutch mental health care is insurance based 
and most mental health care organisations in the Netherlands have contracts 
with commercial providers of iCBT programs for common mental disorders.

Internetpsykiatrin in Stockholm has been open to patients from Sweden 
since 2015. The decision to open up Internetpsykiatrin to citizens from the 
entire country has spurred interest in conducting assessments through video 
instead of a face-to-face consultation. Internetpsykiatrin is currently looking 
into technical solutions to handle incompatible electronic record-keeping 
systems between counties. This may be addressed when Internetpsykiatrin, 
in the near future, switches to a new national treatment platform (Stöd och 
Behandling, SOB). Each county will pay for access to the platform according 
to the number of their inhabitants. 

In Scotland, the implementation of a national iCBT service is currently under-
way, with a two-year funding grant from the Scottish government. A national 
implementation team hosted by NHS has been set up to work in partnership 
with the 14 regional Health Boards in order to guide, support and evaluate 
the implementation process. Running in parallel with this implementation 
process, work is being carried out to ensure the sustainability of the iCBT 
service in terms of long term funding and procurement of a national iCBT 
software license for Scotland. 

In the Netherlands, E-mental health is specifically addressed in the Nation-
al Agreement on the Future of Mental Healthcare from 2012, with a pledge 
to eliminate ‘obstacles to and accelerating progress towards responsible use 
of e-mental health’. GGZ inGeest and the Trimbos Institute have been at 
the forefront of the development of e-health since the late 1990s. This has 
resulted in a large number of effective and cost-efficient internet treatment 
programs for a range of conditions and positive recommendations from the 
government for national implementation and today, most mental health care 
organisations provide online treatment. However, uptake of iCBT is low ac-
cording to the yearly national report eHealth Monitor. 

In Denmark, the regional health directors will decide on a future model for 
national implementation of iCBT during the spring of 2017. The decision will 
be based on an evaluation and business case report, as well as an assessment 
of the potential for a national level iCBT service. The decision could involve 
a trial period where Internetpsykiatrien in Odense supplements its current 
self-referral of patients with referrals of patients through GPs from across 
the five Danish regions.

SIDE 94



In Norway, eMeistring is in the middle of a major re-organisation, where the 
service has gone from operating in five separate outpatient services in Ber-
gen to becoming a single centralised unit. Future service development plans 
include the expansion to additional district psychiatric centers beyond Ber-
gen. The national platform Helsenorge.no is envisioned as a future national 
point of entry to eMeistring, but the Norwegian government has not made 
any decision on the future funding and national implementation of iCBT ser-
vices.  

Implementation as important as technology

Most of the managers are acutely aware that issues of development and 
implementation of the service are crucial if the transition from tempo-
rary projects to more stable operating conditions on a larger scale is to be 
successful. One of the managers explicitly mentions the need to prioritize 
implementation issues, i.e. issues relating to the organisation, practical op-
eration and communication of iCBT, because there might be a tendency for 
technical solutions and technical issues to dominate in the discussions and 
decision-making regarding iCBT.

Implementation is as important as technology. I think our biggest 
issue is [that] we focus so much on the technology aspects that we 
completely miss the fact that implementation makes it work. […] …
When you’re looking at implementation, the most important thing is 
not technology, it’s marketing, communication and staff engagement 
(manager, service5). 

Another manager emphasizes the development of an appropriate quality sys-
tem as an additional crucial aspect of implementation. This is a quality sys-
tem with structured roles, clear instructions and continuous measurements of 
outcomes. 

It is important to implement some sort of quality system, to have 
some sort of very structured rules on who is doing what and how […]. 
It is definitely important to measure your outcomes and to make sure 
that you are doing something that works. And also, I think that the 
quality system is a support that you actually carry out evidence-based 
treatment and that you don’t go astray and start doing your own thing 
(manager, service1). 

It is emphasized as a huge advantage of a quality system if it contains writ-
ten instructions constructed like flow charts which guide therapists in dif-
ferent directions, depending on the symptoms and response of the patients. 
This is not only seen as support for individual therapists. It also helps man-
agers in carrying out more systematic supervision of therapists.  
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Need for more service development

Some of the managers express a concern that it may be too early to go from 
local to national implementation, i.e. that the service could benefit from 
more time to develop the service and to prepare for expansion. 

In its current form, I could wish for future patients, that it became 
better. That we cultivated the basic offering a little better. It doesn’t 
have to be perfected, but [that we could] consolidate the basic offer-
ing a bit more before it was inflated. Because I could fear that it [our 
programs] could be very thin cup of tea out there. If we already start 
duplicating it with 50 psychologists spread around the country ... [...] 
We think that what we do with a large proportion of the patients is 
a really good offering. And how we go from there to imagining that 
it was now all over the place, well I think that I’ll have a better idea 
about it two years from now (manager, service3).

 
According to most of the interviewees, one of the issues that remain un-
resolved at the moment is the need to find a better match during the re-
cruitment process between the patients and the programs. Several managers 
explain that they spend a lot of time and resources on the admission pro-
cess because too many patients are referred who do not match the service. 
It is time consuming to conduct the assessment and to refer those patients 
who do not match the service somewhere else. This seems to be a common 
problem for both those services relying on self-referral and those based on 
referrals from GPs or other services.  

Today we offer everyone who has done a self-referral, filled out a 
self-admission, we offer them an assessment by a physician, and to 
be honest, I don’t think that it’s reasonable for us to keep on doing 
this year after year, because we are quite a small unit, and we don’t 
have that many physicians, and I think that we need to make sure that 
we use our physicians in a way that is more efficient for the unit, be-
cause now we are some sort of -- now we have become some sort of 
-- unit for diagnosing people and just referring them elsewhere, and 
we don’t have this kind of resources. So I think that we have to think 
about how, in quite a near future, we can sort of narrow down our 
inflow a bit to make sure that we get the right patients, and that is the 
patients to whom we can actually offer treatment programs (manag-
er, service1). 

Need to develop new iCBT programs

In terms of technical development, most of the iCBT services employ treat-
ment platforms or programs with limited functionality for tailoring treat-
ment to the individual patient. Here an iCBT service platform is envisioned, 
offering a suite of different iCBT products that are not only more flexible 
and trans-diagnostic but also more interactive and tailored to the individual 
needs of patients. 
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I think that we have too few treatment programs at the moment. I 
think we need to broaden ourselves a lot, and we need to do it quickly 
(manager, service1). 

Another thing would be to look at what is the most beneficial or 
helpful aspect of an intervention for the patients - is it session 4 or 
session 8? …And for that information to be utilized. […] …It should be 
possible to do so by Analytics on the way individuals interact with the 
program. So it would be an improvement if the services were able to 
implement [data from Analytics] and adjust the clinical interventions 
based on that kind of feedback (therapist, service5).

Several interviewees are also concerned about the need to develop programs 
for new conditions (e.g. bipolar disorder and various chronic physical condi-
tions or co-morbid diagnoses), and to include new kinds of patients (e.g. pris-
oners, older people). There is also an interest in developing additional kinds 
of blended treatment formats and developing additional ways to embed iCBT 
services within the rest of the health care system. 

I am very interested in the development of internet treatment for 
psychiatric treatment as blended treatment. That you use the internet 
very much as a support system. For example, I have a project about 
bipolar disorder and blended treatments. So there I think we have an 
important area for development (manager, service1). 

I’d like to be extended into the health care system in a far more 
embedded way, because we have individuals presented with anxie-
ty and depression as co-morbid factors in relation to their physical 
health. There are issues about whether we should be using it for other 
groups, for example, individuals and in-patient settings, individuals 
in the prison service as well […]…You also have many residential care 
homes that kind of lack services -- because the idea is that this type 
of innovation is not suitable for older people, I think that’s a lot of 
rubbish (manager, service5). 
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Discussion
Chapter 5

This study used qualitative case study data to answer important questions 
about the implementation of iCBT services across five countries. Specifically, 
this study investigated 1) how are the internet-based therapies services com-
posed and organized, 2) which experiences have been made in relation to the 
practical operation of services, and 3) which barriers and facilitators have been 
identified for implementation of internet-based therapy services. In the follow-
ing, study results are discussed in more detail in the context of the literature 
below.

Integration of iCBT with the mental health care system

The study shows that all iCBT services are embedded within larger specialized 
mental health care organisations, though, in different ways. The integration of 
iCBT service and hosting mental health care organization is necessary in order 
to complete the transition from project to permanent service. Integration is 
also crucial to ensure a steady referral of patients from GPs and other mental 
health professionals.  Furthermore, integration with existing health care system 
is important in order to recruit and maintain qualified health professionals to 
work in the iCBT services. And finally, integration is vital in order to establish 
a sustainable funding base for the service through reimbursement, co-payment 
or health insurance coverage. Our study has shown that while all services are 
already integrated within routine care provision, they are still facing certain 
challenges with integration of the service in most cases. We have focused our 
analysis of integration mainly on IT integration and other services perception 
of iCBT. Regarding the IT-infrastructure all iCBT services appear well-integrat-
ed. Several services report that they can communicate electronically with GPs, 
and in several cases GPs can refer patients to the iCBT service electronically. 
However, the perception of iCBT from other services is, perhaps unsurprisingly, 
mixed. All iCBT services struggle with skepticism and negative attitudes of iCBT 
treatment of referring health professionals and fellow CBT therapists.

However, attitudes range from skepticism about the quality of iCBT compared 
to standard treatment to enthusiasm about potential and possibilities in the 
new technology. This finding is consistent with the literature. Therapist and 
patient attitudes towards internet delivered treatment have been examined 
in a number of studies (Berle et al., 2015, Kivi et al., 2015, Musiat et al., 2014, 
Waller & Gilbody 2009, Wootton et al., 2011). Concerning therapists it is possible 
that they experience internet-based interventions as threatening (Purebl et 
al., 2015). Possible explanations for this include fear for traditional face-to-face 
treatment becoming redundant and consequent changes in funding; face-to-
face treatment is more costly than Internet delivered interventions (Purebl et 
al., 2015). Furthermore, many professionals are concerned about the quality of 
internet delivered care, specifically the quality of the particular intervention, 
concerns about the therapeutic relationship and concerns about patients ex-
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periencing feelings of rejection if referred to an online intervention (Purebl 
et al., 2015). Therapists also express concerns about Internet delivered inter-
ventions absorbing more of their time, which usually is limited (Purebl et al., 
2015).

Concerning staff composition, most iCBT services are often run by a psychi-
atrist or a psychologist. Target groups of the services consist primarily of 
adult patients suffering from mild to moderate anxiety and depression. The 
therapists in the iCBT services are most often psychologists, though in a few 
cases nurses also work as therapists. The absence of other professions among 
therapists may be due to the fact that the training of other professions does 
not match the therapeutic task in iCBT, or it may be due to the conventional 
wisdom in the services that psychological support needs to be undertaken 
be either psychologists or psychiatrists.

Patient recruitment

The partial uneasiness concerning iCBT among clinical decision-makers and 
patients appear to have some impact on the intake of patients of the iCBT 
services. This finding is consistent with the few studies of internet-delivered 
treatments that have been performed in routine care settings (Hedman et 
al., 2013, Hedman et al., 2014, Andersson & Hedman 2013, Hadjistavropoulos 
et al., 2014, Ruward et al., 2012). iCBT services share common experiences of 
difficulties in the patient recruitment (Ebert et al., 2015a) with inclusion rates 
between 3% and 25% (ibid.).

In the study, all services (save Tayside) experience an unstable intake of pa-
tients, and they all want to increase their patient intake. Our study indicates 
that two factors are important for improving intake of patients: how patients 
are referred to the service and how the service is communicated to clinical 
decision-makers and patients. Regarding the referral model, iCBT services 
operate with either self-referral, a mixture of self-referral and referral, or 
referral through other services including GPs. According to our study, there 
appear to be several advantages associated with self-referral: (1) it is easier 
for patients to sign up themselves, (2) patients who actively choose iCBT are 
more motivated than patients who are referred, and (3) iCBT can reach a seg-
ment of patients who would otherwise not receive psychological treatment. 
No observable disadvantages associated with self-referral are mentioned in 
the interviews in our case studies. Nevertheless, it may be that patients are 
not capable of making the clinical judgement of whether or not iCBT is a 
suitable choice for them. If this were the case, iCBT services would risk being 
overrun by patients for whom the service was not appropriate. The question, 
of course, is whether this would ever be a problem, since patients not fit for 
iCBT would always be identified in the assessment process conducted by the 
iCBT services. 

Having said this, there may be other reasons for using referral as a vehicle 
for patient intake. NHS Tayside, for instance, has constructed a fully automat-
ed iCBT service whose functionality builds upon the referral model.  However, 
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this model is viable only because the referring part, typically a GP, maintains 
clinical responsibility for the patient after referral. It is also notable that 
while users of self-referral mention increased patient intake as a reason for 
applying self-referral, NHS Tayside, among our five services, is the most suc-
cessful in recruiting patients, though employing a referral model. This brings 
us to ‘communication of the service’, the second factor apparently essential 
to patient intake.

Communicating iCBT

Due to the unstable intake of patients, all iCBT services have focussed on 
promoting their services by various dissemination channels. All of the ser-
vices use a dedicated website and most of the iCBT services use a Facebook 
page, leaflets and educational videos to prospective patients. We identified 
three communication strategies for achieving an increase in intake, i.e. strat-
egies targeting clinical decision-makers, patients, or both at the same time. 

There is a general agreement that the clinical decision-makers (notably GPs) 
are key to patient intake, but they remain sceptical about the idea of using 
iCBT. The three strategies are in fact three different approaches to dealing 
with this challenge. In Amsterdam, the iCBT service experiments with in-
forming and empowering patients to convince their GPs that iCBT is the right 
clinical choice for their disorder. In NHS Tayside, on the other hand, focus 
is exclusively on the GPs. Major efforts are made to convince GPs of the 
merits of iCBT, including face-to-face meetings as well as presentations to 
larger groups.  Finally, the other three iCBT services in Bergen, Odense and 
Stockholm employ a more ad hoc and mixed strategy, targeting both clinical 
decision-makers and patients. Though our data does not allow for any firm 
conclusions regarding the success of the respective referral models or com-
munication strategies, it seems possible to draw a few lessons: 

First, a developed and systematic communication strategy appears essential 
for achieving a high and steady patient intake. Second, there seem to be 
strong arguments in favour of employing a self-referral model. Reportedly, 
self-referral increases intake, speeds up access and ensures motivation for 
treatment, which is an important predictor for clinical success. Thirdly, not-
withstanding the lesson mentioned above, the referral model may not in 
itself be decisive to patient intake. As we have just seen, though a self-re-
ferral model may increase patient intake more than a referral model, it is 
perfectly possible to operate with a referral model and have a high patient 
intake if the referral model is combined with a strong communication strate-
gy.

Providing treatment

Our study has shown that the iCBT services exhibit significant differences. 
The most salient difference may be the degree to which the iCBT services 
are supported and guided by therapists. We have placed the five iCBT servic-
es of the case study on a scale where NHS Tayside constitutes one extreme, 
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as a service without any therapist support, and Amsterdam constitutes 
another extreme, with a blended treatment service employing face-to-face 
consultations. In-between these two positions lie Bergen, Stockholm and 
Odense, all of which provide guided treatment. Subsequently, we also point-
ed to differences in the degree to which the services are pre-structured and 
tailor-made to patients. Our study reveals differences in how firmly thera-
pists adhere to treatment protocols e.g. in terms of length of treatment.  We 
found a substantial diversity among the five iCBT services in terms of wheth-
er they use iCBT as a supplementary or replacement service, use of thera-
pists, and the degree of structure in the treatment programs. This diversity 
may be inspirational to both the services that participated in the study as 
well as to other services or departments in the process of implementing iCBT. 

Constraints of available iCBT platforms and the need for tailoring iCBT 

Generally, slow-running programs and internet-related problems such as 
internet cutoff and system failures are constraining therapists’ work and 
patients’ adherence to iCBT work. This finding is consistent with a recent 
systematic review of predictors for adherence to iCBT (Beatty & Binnion 
2016). Here, computer or internet-related problems are mentioned as critical 
factors for adherence to iCBT. Also, therapists are concerned that outdated 
programs may hinder patient engagement in programs. In terms of future 
technical development, most of the iCBT services in this study employ treat-
ment platforms or programs with limited functionality for tailoring treatment 
to the individual patient. A flexible iCBT service platform is envisioned that 
can offer a suite of different iCBT products tailored to individual needs and 
problems rather than specific diseases. It has been observed that patients in 
the service, i.e. outside research trials, often do not present one clear psychi-
atric diagnosis but rather suffer from multiple co-morbid disorders (Anders-
son et al., 2008). A trial has been conducted where treatment modules for 
a range of different problems and conditions have been rewritten to suit a 
tailored transdiagnostic format with promising results (Andersson, 2016). In 
the majority of iCBT services described in our study, such tailoring or transdi-
agnostic treatment is not offered.  

Writing skills

A main finding of the case study is that therapists need good writing skills 
in order to provide iCBT. According to our study, this is a matter of being 
clear and concise in communicating with the patient e.g. in the provision of 
written feedback. Good writing skills also require a high degree of sensitivity 
about what kind of feedback and style of presentation the patient responds 
to. Finally, therapists need the ability to ‘read between the lines’ in order for 
their communication with the patient to move forward and to limit the need 
for further clarifying questions that may slow down the speed of communi-
cation and the progress of therapy. Our results thus provide supplementary 
detail to one of the lessons learned from a series of Swedish trials on inter-
net-delivered CBT, where the need for therapists ‘to be good communicators 
and have sufficient writing skills’ was stressed by the authors (Andersson et 
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al. 2008). 

Therapist support

Another lesson from the Swedish trials is the importance of proper training 
and supervision of therapists and the need for more implementation research 
on the required form and content of iCBT competence development (An-
dersson et al., 2008). In a recent scoping review of 164 studies on internet 
interventions for depression in regular care settings, it was found that the 
training of therapists was typically brief and consisted of lectures, videos 
and written material (Drozd et al., 2016). It was also found, that supervision 
or other forms of therapist support were often not formalized, and that the 
content appeared to be heterogeneous (Drozd et al., 2016). The findings of 
the present study confirm these findings. Several of the iCBT services de-
scribed here report having recurrent supervision sessions where therapists 
can come and discuss issues relating to online therapy. However, there seems 
to be much variation in the degree to which the supervision option is ac-
tually used. Rather, it appears to be common for therapists to supervise or 
‘coach’ each other (peer supervision). The possibility to consult with a col-
league during treatment is considered a valuable form of support which 
could be explored further. 

Staff selection and retention

It is clear from the present study that issues relating to the retention of 
therapists could be investigated further, e.g. case-load, variation between 
online therapy and face-to-face therapy, sociability and colleagues, previous 
experience, and the flexibility of online programs. There is a genuine risk 
that therapists will find iCBT monotonous and insufficiently challenging after 
a while. As a solution, it has been suggested that therapists work with both 
face-to-face and online therapy or work with blended care (Andersson, 2016). 
Our study supports the need to explore these possibilities further. Hence, our 
findings support the recommendation of the previously mentioned scoping 
review that future studies and services should be just as concerned about 
issues relating to staff recruitment and retention than previous studies have 
been on issues relating to the selection of study participants (Drozd et al., 
2016). 

From local service to national service

Most of the iCBT services included in the study are in a kind of transitional 
process, where they may evolve from project-like conditions to permanent 
organisations. This is described as a ‘mental shift’, where managers have to 
think many years ahead and make long-term planning decisions about de-
velopment of programs, stable recruitment of patients, providing attractive 
working conditions for therapists, and sustainability in terms of effectiveness 
and cost-effectiveness of the iCBT service. The iCBT services in the present 
study are all moving towards expansion on a national scale. In Internetpsyki-
atrin in Stockholm, eMeistring in Bergen, Internetpsykiatrien in Odense and 
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Beating the Blues at NHS Tayside, measures are taken at policy and health 
service levels to enlarge the service to a national or regional scale. Generally, 
the prospect of a national rollout of services spurs interest in reorganizing 
services, such as introducing video-based assessment and procuring new and 
larger iCBT platforms.

Strengths and limitations

It is a strength of our study that five iCBT services have been studied in 
detail in their real-life context. Through observations, detailed interviews and 
focus group interviews we have been able to provide data on the practical 
implementation and organisation of iCBT services that was not previously 
available. Also, it is a strength of the study that it has involved a purposeful 
selection of cases operating in routine care. Additionally, the data collection 
has focused mainly on the research questions, while allowing for unexpect-
ed issues to emerge. The researchers have taken care to collect sufficient 
data to allow for an in-depth analysis of individual cases and across cases, 
so as to provide a comprehensive analysis (Crowe et al., 2011). Finally, it is a 
strength of the study that respondent validation and triangulation (multiple 
informants and data sources) have been used to increase the validity of the 
results. A limitation of our study is that we have interviewed only managers 
and key staff (including therapists) of the iCBT services. Given the limitations 
of time and resources, we had to exclude from our study the first-hand per-
spectives of patients. Patient data would have provided valuable insight into 
the interaction between therapists and patients from the patient’s perspec-
tive, including their experience of the referral process and course of treat-
ment.
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Conclusions
Chapter 6

As has become evident from this study, iCBT is evolving rapidly. The potential 
of digital mental health care and iCBT appears great, though studies of the ac-
tual implementation of services remain few. This is a major shortage. Appraisal 
of how iCBT operates in real life settings is central to further development of 
the field. The present case study clearly indicates that iCBT has taken hold in 
routine healthcare systems of the study. However, even though the transition 
from being projects to becoming full-blown services in the routine care system 
is not complete, important steps have already been taken.
 
In terms of what steps remain, challenges remain when it comes to integrating 
iCBT into the IT systems of the routine care systems and combating the scep-
ticism towards iCBT that prevails among GPs and therapists using face-to-face 
treatments. The latter may be part of the explanation why iCBT services, ac-
cording to our study, still grapple with unstable patient intake. 

The study also indicates that self-referral may be superior to referral when it 
comes to increasing patient intake and motivation among patients. However, 
self-referral may not be a necessary condition, since high patient intake ap-
pears fully compatible with a referral model, if this is combined with a strong 
communication and implementation strategy. 

Our analysis has also revealed notable similarities and differences when it 
comes to providing and tailoring treatment to patients. First, iCBT services dif-
fer markedly from each other in degree of support by therapists – their work 
may range from offering no guidance at all to offering supplementary face-
to-face treatment in a blended care format. Second, therapists appear to differ 
in their level of tailoring treatment to the individual patient. Third, for all five 
services, written feedback has been shown to be absolutely essential to tai-
loring feedback to patients; hence, good writing skills among therapists are a 
key to high quality iCBT. This includes being sensitive to type of feedback and 
being able to read between the lines when deciphering patient feedback. Nev-
ertheless, tailoring treatment remains a central challenge to all iCBT services 
due to limitations in the technical platforms. No magical cure to this problem 
has yet been found, though attempts have been made. 

With regard to how therapists experience working with iCBT, the study indi-
cates that the monotony of iCBT may cause retention problems. Finally, it has 
become manifest from the study that supervision of therapists is both impor-
tant and widespread, though it can take on various forms, of which peer super-
vision has been shown to be especially valuable. 
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Recommendations for further further research and practice 
development 

Substitute or supplement. 
The study indicates that presently, two contrary developmental trends 
in the field appear to be at play. One trend is focused on developing 
iCBT as a full, comprehensive replacement for face-to-face therapy. 
Another trend is to use iCBT as a lighter supplement to routine CBT. 
It will be interesting to see if both models are viable in the long run 
and whether they at one point will converge or rather keep existing in 
parallel.

Recognition of iCBT. 
As repeated throughout the study, iCBT services presently struggle to 
achieve full recognition among patients and colleagues. It will be inter-
esting to see whether this will change and which communication tools 
will prove most efficient in bringing such a change about.

IT and tailoring. 
iCBT services are constrained by IT problems such as system failures 
and break downs. Moreover, the present platforms are too inflexible 
to deal with the therapeutic needs of patients with complex medical 
problems and psychosocial needs. Further investigation into experiences 
with offering flexible and/or stable IT platforms would be beneficial to 
development of the field. Also, developing more interactive treatment 
programs that could allow for individual user preferences and different 
learning styles (audio-visual and text-based materials) is considered a 
necessary development in order to ensure user engagement and pre-
vent drop-out from iCBT service.

Peer supervision during treatment. 
Several of the iCBT services in the case study report having had regular 
supervision sessions where therapists discuss issues relating to online 
therapy. However, there seems to be considerable variation in how much 
the supervision is actually used. Rather, it appears to be common for 
therapists to supervise or ‘coach’ each other. The possibility to consult 
a colleague during treatment is considered an especially valuable form 
of support, and this peer supervision could be explored further. 

Retention of therapists. 
It is clear from the present study that issues relating to the reten-
tion of therapists could be investigated further, e.g. case-load, varia-
tion between online therapy and face- to-face therapy, sociability and 
colleagues, previous experience, and the flexibility of online programs. 
Future studies and services should be just as concerned about issues 
relating to staff selection and retention than previous studies have 
been on issues relating to the selection of study participants. 
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Priority to issues of implementation. 
Issues of implementation and development of the service are crucial if 
the transition from temporary projects to more stable operating ser-
vices on a larger scale is to be successful. There is a need to prioritize 
implementation issues, i.e. issues relating to the organisation, quality 
assurance, practical operation and communication of iCBT, and to re-
duce the tendency for technical issues to dominate in discussions and 
decision-making about iCBT. 
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