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EXECUTIVE SUMMARY 

 
This document provides information of the MasterMind Final Conference which took place 
in Barcelona on February 8th 2017. 
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1. Introduction 

1.1 Purpose of this document 

This document provides information of the MasterMind Final Conference which took 
place in Barcelona on 8th February 2017. 

1.2 Glossary 
 

cCBT Computerised Cognitive Behavioural Therapy 

ccVC Collaborative Care Video Conferencing  

GP General Practitioner 

iCBT Internet-based Cognitive Behavioural Therapy 

MAST  Model for Assessment of Telemedicine 

VC Video-conferencing 

WHO World Health Organisation 

WP Work Package 
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2. Overview 

 

2.1  Background 

The Final Conference is one of the most relevant activities of Work Package 2 of 
MasterMind, devoted to the dissemination and communication of the activities and results 
of the project.  

2.2  Aim of the MasterMind final conference  

The MasterMind Final Conference represents the culmination of the project with the 
unveiling of results from three years of dedicated work towards paving the way for high 
quality depression treatment to become more widely available. 

The MasterMind project has been running since 2014, to deploy eMental Health services 
for depression with the aim of providing equal access to quality mental health care across 
Europe. Over three years, 23 partners from 15 European regions have collaborated and 
shared their knowledge to reach real life large-scale implementation of two services: 
computerised Cognitive Behavioural Therapy and Video Conference for Collaborative Care 
and treatment.  

MasterMind Final Conference took place on 8th February 2017 in Barcelona, at la Pedrera 
Auditori. The Conference was designed as one-day event structured around presentations 
and round tables where 18 speakers and panellists gave their views on the project, its 
results, eMental Health, and health innovation in general, with the active involvement from 
the audience through questions, comments, and – not least – tweets. All this with the 
objective to broaden eMental Health deployment beyond the natural limits of an EU 
project, and to facilitate a broad spectrum debate about the future of mental health. The 
combination of keynote presentations and debates increased knowledge sharing, increased 
visibility, and, most importantly, triggered the uptake of eMental Health services outside of 
the consortium. 

The main points brought forward by the project consortium representatives include: 

 

 how the differences between the implementation sites have generated valuable 
knowledge throughout the project; 

 

 how we have reached a global audience (for example the US and Australia) through 
our communication efforts and partnerships; and  

 

 how the project has resulted in changes to both organisational and reimbursement 
structures for eMental Health in several partner regions.  

The conference also showed how a small EU investment in a project can become the 
catalyst for cooperation and a much larger regional investment – unlocking implementation 
potential in the participating regions. 

From the external speakers, we heard how Europe needs the experiences and evidence 
obtained by the project, and how we should continue to share them with regions, 
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countries, and the European Union as a whole. Also, it was noted by the European 
Commission that the case for technology contributing to dealing with mental health 
problems is real, and that the next steps should be replication and further deployment. 
Notably, the WHO commented that Europe is the region of the world where the rate of 
eMental Health adoption is growing the fastest, and that MasterMind is considered an 
international success in this regard. 

 

2.3  Reach 

The conference was attended by more than 130 participants. To facilitate its dissemination, 
the whole event was broadcast using live video streaming through MasterMind’s YouTube 
channel. The resulting video was edited afterwards, and made public and available for 
future use. 

Finally, the most relevant contributions during the conference, and a summary of the 
discussions and debates, were gathered in the Proceedings, presented in this deliverable. 

All the complementary documents (video, slides of the presentations) are available and can 
be downloaded through: 

 

 the web: http://mastermind-project.eu/; and  
 

 the repository of the project: 
https://www.dropbox.com/sh/xcw67opx3hzceoh/AACsBaDbw1vtOqwpQMKhhTcsa?dl=0. 

 
 

 
 
 
 
 
 
 
 
 
 
 
 

 

http://mastermind-project.eu/
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3. MasterMind Final Conference Proceedings 

 

The Final Conference Proceedings have been produced as a stand-alone document, with 
the aim to allow a wide dissemination.  
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Introduction  
 

The MasterMind Final Conference marked the culmination of the project with the unveiling of 
results from three years of dedicated work towards paving the way for high quality depression 
treatment to become more widely available and be deployed at large scale. 

 

The MasterMind project has been running since 2014, co-funded by the European 
Commission, to deploy eMental health services for depression with the aim of paving the way 
for equal access to quality mental health care across Europe. 23 partners from 15 European 
regions have collaborated and shared their knowledge to reach real life large-scale 
implementation of two services: computerised Cognitive Behavioural Therapy and Video 
Conference for Collaborative Care and treatment. 

 

The Final Conference has been designed as one-day event structured in presentations and 
round tables. The conference presented the results from the political, clinical, and 
organisational perspectives of eMental health deployment – beyond the natural limits of an EU 
project – and will facilitate a broad spectrum debate about the future of mental health. High 
level speakers from policy, research, interest organisations, and more, will enrich the 
discussions with their individual perspectives. The combination of keynote presentations and 
debates will increase the knowledge sharing, increase visibility, and, most importantly, trigger 
the uptake of eMental health services outside of the consortium. 

 
 



 

 

 

    

4 

Agenda 

8th February 2017 
Barcelona 

La Pedrera. The Auditorium  
     
 
08:00 - 09:00      Registration 
 
09:00 - 09:05      Welcome to the Conference 

Institutional opening by Ernest Maragall, President of the Fundació Catalunya Europa 
and former member of the European Parliament  

 
09:05 - 09:15     The objectives of the conference  
  Presentation of the agenda by the moderator  

Antoni Dedeu. Director of the Agency for Health Quality and Assessment of Catalonia- 
AQuAS  
 

09:15 - 10:00  Deploying eMental health at scale: “The What”  
  MasterMind, its results, and the way forward 

Claus Duedal Pedersen. MasterMind Coordinator. Chief Consultant. CIMT (Centre for 
Innovative Medical Technology), OUH, Denmark 

  Heleen Riper. Full Professor eMental-Health/ Clinical Psychology. VU Amsterdam 
 
10:00 - 10:45  Keynote speaker. MasterMind in a global perspective 
  Alexander Kalache. President of the International Longevity Centre Brazil 
 
10:45 - 11:15 Coffee Break   
 
11:15 - 12:15 Round table 1 - “The why”: Why eMental health? The point of view of the 

stakeholders 
 Ministries: its importance from a political perspective and the political expectations 

Ionela Petrea.  Head - Department Trimbos International and member of the Joint 
Action in Mental health. 

 Societal researcher: its relevance from a societal and economic standpoint 

Geraldine Bienkowski. Associate Director (Psychology). Lead for Psychological 
Therapies. NHS Education for Scotland. 

 Health professionals: its significance from a clinical perspective 

Morten Sodemann. Professor in Global and Migrant Health, Center for Global Health, 
Clinical Institute 
 

12:15 - 13:00  Round table 2 - “The how”: What does it take to implement eMental health in 
routine practice  

 Project findings: barriers and facilitators identified 

Christiaan Vis (VUA, Netherlands), scientific coordinator MasterMind 
 Health professionals: how does eMental health fit with daily care practice? 

Nils Kolstrup (NST, Norway); GP, health professional 
Anneke van Schaik  (GGZInGeest, Netherlands) health professional 

 Patient needs: who benefits? 

Erik van der Eycken (Gamian- Europe, Belgium) patient perspective 
 Reseach, where to go next? 

Christian Vis (VUA, Netherlands), scientific coordinator MasterMind 
 

13:00 - 14:00 Lunch 
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14:00 - 15:30 Round table 3 - “From here to where?”: Instruments for further deployment 

 Overview of project reach and the proposed instruments 

Claus Duedal Pedersen 
 The EC facing the deployment 

Miguel Gonzalez-Sancho. Head of Unit - Unit H3 – e-Health, Well-being and Ageing DG 
CONNECT (Communications Networks, Content and Technology).European 
Commission. 

 The WHO: where eMental health has an  impact and value. 

Clayton Hamilton. eHealth Regional Focal Point for the European Region at World 
Health Organization 

 Cities and global challenges 

Pilar Solanes. Head of Department of Health. Barcelona City Council.  
 The opportunities for the regions.  

Vicente Rodriguez Saez. Deputy Head of Unit D3 -  Programmes Implementation. DG 
REGIO. European Commission 
 

15:30 - 16:15 Round table 4 – “The Here and Now” 
 An overview of the practical organisation and implementation of iCBT in European 

pioneer countries 

Marie Paldam Folker. Team Lead, Centre for Telepsychiatry, Mental Health Services in 
the Region of Southern Denmark 

 The  expectations and demands of a patient. 

Raquel Rebollo and Xavi Granda. Patient and caregiver. 
 

16:15 - 16:30 Final conclusion and wrap-up 
 Claus Duedal Pedersen 

 
16:30  Closing cocktail 
 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
     
 
Organizing project: www.mastermind-project.eu                
Contact: central@ecomit.net  
Twitter: @EUMasterMind  

http://www.mastermind-project.eu/
mailto:central@ecomit.net
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Welcome 

Institutional opening 

Ernest Maragall, President of the Fundació Catalunya Europa and former Member of the European 
Parliament 

 

In his opening speech, Ernest Maragall welcomes all the participants and congratulates 
MasterMind Coordinator and Partners since the  project team has achieved a twofold success 
not only in terms of impacts fulfilled by the project itself thanks to the implementation of 
technology based solutions for mental health but also having contributed to demonstrate once 
again how European integration and cooperation in R&I can be determinant in tackling societal 
challenges. 

 

Moreover, building on his long experience as MEP and deep knowledge of the European, 
national and regional institutions, he emphasizes the importance of dissemination of results of 
European projects in order to engage other organizations that can potentially benefit of them 
and enlarge the stakeholder community further beyond the projects’ consortia. This is key to 
achieve the critical mass which is needed to stimulate durable changes in policies. 

 

The objectives of the conference 
Presentation of the agenda by the moderator 

Antoni Dedeu. Director of the Agency for Health Quality and Assessment of Catalonia (AQuAS) and Chair 
of the European Regional and Local Health Authorities Association (EUREGHA) 

 

After the opening speech of Ernest Maragall, Toni Dedeu, as Chair of the Conference, 
illustrates its objectives and expected results. 

 

The MasterMind project has been running since 2014 for 3 years with the ambitious aim to 
pave the way for equal access to quality mental health services across Europe. 

 

23 partners from 15 different regions have collaborated and shared their knowledge to the 
deployment in real life large-scale implementation settings of two services: computerised 
Cognitive Behavioural Therapy (cCBT) and Video Conference for Collaborative Care and 
treatment (ccVC). 

 

The Conference is thought to serve as a platform to present the results of the project as well as 
an opportunity to debate about e-mental health sustainability in Europe, thus a high level of 
engagement and participation of the audience is the essential ingredient to make it fruitful. 

 

Together with project partners, key stakeholders of the e-mental health community are invited 
as speakers. Round tables will be centred on the future direction and sustainability of e-mental 
health in Europe. 

 

The debate will specifically point out the role of public administration in the deployment of ICT 
services for mental health and the identification of the most appropriate strategies for the 
uptake of those services. 
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After the presentation of the project’s results, four key questions guide the discussion 
throughout the round tables: 

 

- What are the benefits of MasterMind from the stakeholders’ point of view? 
- How to make it happen outside and beyond MasterMind? 
- Where and when will MasterMind implemented? 
- What is the level of maturity achieved now and what is needed to go ahead? 

 

Deploying eMental health at scale: “The What”     
 
MasterMind, its results, and the way forward  

 
Claus Duedal Pedersen. MasterMind Coordinator. Chief Consultant. CIMT (Centre for Innovative 
Medical Technology), OUH, Denmark    

 

Heleen Riper. Full Professor eMental-Health/ Clinical Psychology. VU Amsterdam 
 

The MasterMind project has been funded by the Competitiveness and Innovation Programme 
(CIP - Information and Communication Technology Policy Support Programme), aiming at 
stimulating innovation and competitiveness through the wider uptake and best use of ICT by 
citizens, governments and businesses (Call 7, launched in January 2013).  
 
MasterMind’s goals were: 

- To Implement the cCBT and ccVC services in 15 European regions; 

- To carry out a systematic evaluation based on the MAST framework1;  

- To provide the services to at least 5230 patients. 

The budget was 14 million Euro (50% funded by the EC). Nevertheless, the regions that 
participated have spent far more than the budgeted amount in terms of internal efforts and 
investments needed to implement at large scale e-health services having such a huge number 
of users. 

                                                
1 Kidholm K, Ekeland AG, Jensen LK, Rasmussen J, Pedersen CD, Bowes A, Flottorp SA, Bech M. A 

model for assessment of telemedicine applications: MAST. Int J Technol Assess Health Care. 2012 

Jan;28(1):44–51. doi: 10.1017/S0266462311000638. 
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In particular, a two-wave implementation has been put in place for cCBT services: firstly, more 
experienced regions implemented the technology and secondly less experienced regions took 
advantage of the expertise and lessons learnt by the former to implement themselves the 
services. 
 
MasterMind target population is composed of adults suffering from mild, medium, or severe 
depression, both inpatients and outpatients, through the deployment of two different 
services, as mentioned before: 

- computerised Cognitive Behavioural Therapy (cCBT), based on an innovative online 

care system; 

- Videoconference for Collaborative care and treatment (ccVC), using videoconference 

to pave the way to new forms of 

collaboration in the care process. 

The core objectives of the project were: 
- Upscaling the ICT-based mental 

health care services (in 

regions/countries where these have 

been already successfully piloted) 

- Triggering the uptake of the 

services (in regions/countries new 

to ICT-based mental health care 

services) 

- Demonstrating clinical outcomes 

and economic effectiveness 

- Optimising the organisation of 

mental health services 

- Increasing the equal access to mental health care 

- Ensuring that the services are safe for patients and do not increase the incidence of 

adverse events. 

The cCBT solutions implemented are based on cognitive behavioural therapy (CBT)2. The 
different project teams did not deploy the same solution in all regions but different solutions 
that are functionally equivalent, although fitted to the specific requirements of the local health 
care system and culture. Differences in the duration, form (from pure self-help to video-based 
therapy sessions) and intensity of the delivery of the services reflected indeed the 
heterogeneity of healthcare systems involved and generated a stimulating comparison and 
debate between the regions opening up a wide range of cross-learning possibilities.  
 
The ccVC services are based on the demonstrated evidence of usefulness of videoconference 
as a tool for collaboration. Even though most of the partners were already using 
videoconference for different purposes and made investments on videoconferencing 
infrastructure, the adaptation of those infrastructures and, correspondingly, the needed 
changes in organisation of mental health care service delivery showed to be one of the most 
challenging part of the project.  
 

                                                
2 Beck JS (2011), Cognitive behavior therapy: Basics and beyond (2nd ed.), New York, NY: The Guilford 

Press, pp. 19–20. 

“MasterMind has been successful in 
carrying out a coordinated 
implementation of eHealth for 
depression in 15 EU regions  with > 
8,000 patients recruited, and >1,650 
patients treated”. 

Claus Duedal Pedersen. OUH, 
MasterMind Coordinator 
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At least four different ways of using videoconference emerged and can be categorized as 
follows: 
 

- Group A is collaborative care between specialist and GP without patient. The specialist 

guides the GP in the use of cCBT, or together they assess a patient’s medication, or 

plan treatment. 

- Group B is collaborative care between specialist and GP where the patient can be 

present. The purpose of the meetings can be the same as for group A 

- Group C is follow-up or out-patient care with the patient at home. The healthcare 

worker (GP or specialist) communicates with the patient, who is at home.  

- Group D is acute care. This is video conference from the acute ward to a specialist. 

Together with the patient, they make a treatment plan. 

This variety implies a high level of complexity in implementation so MasterMind has turned to 
be also an opportunity to acquire deeper knowledge about the pros and cons of each group of 
services. In general, the biggest advantage of videoconference is that provides the possibility 
to deliver services in places where there is no alternative (e.g. Greenland). 
 
Regarding the evaluation of the two services, it has been carried out based on a generic 
protocol following the MAST framework, including quantitative and qualitative data stored in a 
central database in Veneto Region. All partners collaborated on data management and quality 
assurance of data following the prescription of a data sharing agreement that can be now used 
as a reference for new similar projects.  
 
The MAST model has proved its effectiveness being for many other telemedicine services 
around Europe in last years and it covers the areas of knowledge that decision makers need to 
take decisions about implementation. Besides a set of multidisciplinary assessment domains, 
the model has the advantage to take into account also transferability assessment. 
 
The project has achieved all the expected objectives and more than doubled the number of 
patients included in the pilots showing a high commitment from each region with a 
satisfactory level of appreciation of the services expressed by both patients and professionals.  
MasterMInd has also stimulated the market through the introduction of different solutions 
and different ways to integrate them in the health care system and has contributed to trigger a 
change in the reimbursement systems. 
 
In addition, the effort 
done in setting a 
professional 
communication strategy 
allowed to position 
MasterMind as an 
influencing initiative in 
Europe and a catalyst for 
other regions farther 
beyond the visibility and 
outreach usually achieved 
by European projects. 
 
 

Organisation typesIT platforms

Number of patients

Clinical services



 

 

 

    

10 

The deployment plans for the future show that expansion paths for MasterMind services are 
mainly in four directions: increase of number of patients, new types of organisations using 
these services, new kind of services delivered (e.g. healthcare services for people suffering 
from anxiety and stress) and new ICT developments (see figure in the MasterMInd repository). 
 
MasterMind indeed showed that sharing interventions in the e-mental health domain and 
make them sustainable is possible. 
 
Australian and US organisations are looking at MasterMind with interest for being the first 
project in Europe deploying e-mental healthcare services in such a large scale and based in 
routine care and not in a controlled setting as it usually happens in trials. 
 
Furthermore, sustainability is also strictly connected to the capacity of sharing results with 
other projects in the same domain and collaboratively build upon them, e.g. E-COMPARED3 
project’s results will be available in June 2017 about comparative cost-effectiveness of 
internet-based depression treatment. On 
the other hand, the H2020 project 
ImpleMentAll, recently started in January 
2017, will develop, apply, and evaluate 
tailored implementation strategies in the 
context of on-going e-health 
implementation initiatives. 
 
In addition, the territorial cooperation 
programme authorities are also increasingly 
recognising the importance of enhancing 
competitiveness and attracting investments 
in the e-mental health sector, as the eMEN 
project (“e-mental health innovation and 
transnational implementation platform North West Europe” funded by the Interreg North-
West programme) seeks to achieve in the North West European countries (Germany, The 
Netherlands, Belgium, United Kingdom and France). 
 
Nevertheless, there is still a lot of work to be done in terms of evidence-based treatments, 
reach of most disfavoured target groups and effectiveness from both preventative and 
treatment perspectives.  
 
From the economic point of view, the numerous studies are showing some cost-effectiveness 
but revealing that e-mental health will not produce relevant savings in the medium term in 
comparison to face-to-face treatment, thus the expected savings will come from other 
domains, e.g. enhanced productivity at work, etc. This calls for a straightforward policy vision. 
 
Further research is needed to identify the most effective length for each kind of treatment and 
collect more evidence to definitely conclude which are the target groups for which internet 
based treatment is more effective, the reasons behind and what are the optimum components 
of treatment. On the other hand, internet based prevention is also lagging behind and still not 

                                                
3 https://www.e-compared.eu/.  

“Mental health is calling for a new 
definition and a new concept of healthy 
society intended as community of 
people able to adapt, live better even 
when suffering from a chronic 
condition”. 

Heleen Reeper, VUA, MasterMind 
Scientific Coordinator 

https://www.e-compared.eu/
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offered on a large scale (with some exception, e.g. Scotland), even though evidence of its 
effectiveness is increasingly available4.  
 
Lastly, more research is required also on the placebo and side effects of internet based 
treatments. 

 
 
 
In conclusion, a crucial paradigm shift is expected: due to the increasingly incidence of mental 
chronic conditions and the notable evidence of re-occurrence of depression, mental health is 
calling for a new definition and a new concept of healthy society intended as community of 
people able to adapt, live better even when suffering from a chronic condition and self 
manage in the face of social, physical and emotional challenges5. This implies the need to look 
into different outcome indicators much more related to resilience and quality of life than the 
traditional ones (e.g. increase of depression symptoms or number of re-admissions). A newly 
developed concept strictly related with this redefined idea of mental health is “co-centrality” 
that is thinking at individuals fully immersed in multiple interactions with other individuals and 
the surrounding environment, i.e. looking at “mankind as a component of an ecosystem, 
instead of perceiving human being as the stand alone centre of the cosmo”6. 
 
The Information and Communication Technologies have the full potential to reduce the 
territorial inequity in access to care, foster collaboration and enhance this new kind of 
interactive vision, for instance allowing for a more pervasive use of Ecological Momentary 

                                                
4 See for instance: Buntrock C, Ebert DD, Lehr D, Smit F, Riper H, Berking M, Cuijpers P. (2016) Effect of 

a web-based guided self-help intervention for prevention of major depression in adults with sub-

threshold depression: A randomized clinical trial. JAMA. 2016;315(17):1854-1863. 

doi:10.1001/jama.2016.4326 

5 HuberM, How should we define health?, BMJ 2011;343:d4163. 

6 Free translation from a statement by Stefano Marzano, Former Creative Director of Philips Design. 
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Assessment (EMA) – based on on-time assessment of experiences instead of retrospective 
approach - through mobile applications and extending it also to the other steps of the care 
continuum from Prevention to Intervention.  
 
Detailed information about project’s results are available in the presentations in the 
MasterMInd repository: 
 https://www.dropbox.com/sh/xcw67opx3hzceoh/AACsBaDbw1vtOqwpQMKhhTcsa?dl=0
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Keynote speaker. MasterMind in a global perspective 

Alexander Kalache. President of the International Longevity Centre Brazil 
 

The keynote speaker speech goes in the direction of putting mental, and specifically e-mental, 
health into the context of the longevity revolution that the world is experiencing. 
World population is facing a huge global increase combined with an unprecedented rise of life 

expectancy. In particular, from 1950 to 2050 it has been 
calculated that the number of people aged more than 60 will 
increase by 10 times and those aged more than 80 by 26. 
Correspondingly, the number of countries with more than 30% 
of their population over 60 years old will be steadily increase 
also among the developing and emerging countries. Specifically, 
in those countries population is ageing faster and that is where, 
in a context of weak economies and poverty, the advantages 
coming from the development of alternative ways to provide 
services can be more beneficial.  
 
Population ageing coincides with other converging and 
interdependent global trends – among which, the 4th Industrial 
Revolution and major shifts on morbidity and disability rates. 
Together they are shaping our collective future. 
 

 
A shift from “ownership” to “access”, based on the sharing economy models, is provoking a 
reconfiguration of services delivery, leading to a radical transformation in the nature of 
employment: over 60% of the jobs to be performed by the next generation do not yet exist.  
 
This poses another major challenge in education: if societies are not able to provide the 
adequate skills to all young, this rapid transformation will produce progress of course, but also 
emphasize the “skill divide” and create more inequalities. 
 
The 4th Industrial Revolution is 
characterized by the “hyperconnectivity” of 
a multitude of components; it is creating an 
unprecedented fusion of new technologies 
across the digital, physical and biological 
domains. These changes are thus “shaking” 
our societies. These dynamic forces impact 
every aspect of each individual life at all 
stages, creating multiple and diverse 
opportunities as well as a long list of risks 
that cannot be taken into consideration in 
isolation. Those who will not be able to 
keep up will remain excluded. 
 
Hyperconnection and increasing importance of the telecommunication section are of course 
entering the healthcare domain and proving that they can provide huge benefits making 
possible the provision of services tailored to the needs of the users and the providers 
themselves. 

“The 4th Industrial Revolution is the 
inexorable shift from the simple 
digitalisation that characterized the 3rd 
one to a much more complex form of 
innovation based on the combination of 
multiple technologies in novel ways”.  

Klaus Schwab, World Economic Forum, 
2016 
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To produce such improvements, products, services and infrastructures need to go through a 
process of “age-friendly re-design” which will benefit not only older people but the whole 
population. 
 
According to Active Ageing Policy Framework issued by WHO in 2002, Active Ageing is                    
defined as ”the process of optimizing the opportunities for Health, Participation and Security in 
order to enhance quality of life as individuals age”. 
 
This optimization passes through the 
adoption of a bottom up approach aimed at 
fostering the protagonism of older people 
and the dialogue between generations as 
well as a “top-down” response from the 
public as well as the private sector. A 
checklist on how to respond to the needs of 
ageing urban population is contained in the 
Global Age-friendly Cities Guide (WHO, 
2007). 
 
In 2015, the International Longevity Centre (ILC) carried out an extensive literature review of 
all the knowledge produced on active ageing since 2002 and incorporated in the previous WHO 
definition of active ageing the need for providing also opportunities of lifelong learning to 
citizens and addressing the life course cumulative effects of inequalities also in terms of 
skillsets. 
 
Other core concepts of this upgraded ageing policy framework are represented by the need to 
adopt a rights-based approach, the gender focus and resilience, intended as “having access to 
the reserves needed to adapt to, endure, or grow from the challenges encountered in life”.  
 
Ultimately, policies need to support individuals to accumulate the four “capitals” which, 
together are the pathways for resilience, so much contributing to quality of life throughout the 
life course:  

-  

- Vital capital: making healthier options easier and cheaper 

- Knowledge capital: fostering “life-long learning” and training professionals 

- Social capital: combating old clichés and stereotypes ageism 

- Financial capital: addressing growing inequalities worldwide. 

The role of design and technology in response to the longevity revolution and the need for 
inclusive design approaches in service design that enhance emotional intelligence, self 
reflection, empathy and resilience have been the key themes of the IV International Longevity 
Forum held in Rio de Janeiro in 20167. 
 
Detailed information results are available in the presentation downloadable at the MasterMInd 
repository 
 
 
 

                                                
7 http://ilcbrazil.org/wp-content/uploads/2016/02/Design-Ageing-Report_3-jan-2017.pdf.  

“Design that deals with people is the 
design that matters”. 

George Burden, (formerly University of 
Design Schwäbisch Gmuend), ILC 
Forum,2016  

http://ilcbrazil.org/wp-content/uploads/2016/02/Design-Ageing-Report_3-jan-2017.pdf
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Round table 1 - “The why”: Why eMental health? The point of 
view of the stakeholders   
 
The first round table analyses the needs and gaps in current service provision that make 
eMental health implementation necessary from the perspective of different stakeholders.  
 
Ministries: its importance from a political perspective and the political expectations  
 
Ionela Petrea.  Head - Department Trimbos International and member of the Joint Action in 
Mental health. 
 
The first presentation provides an overview of governance perspective on e-mental health. 
At international level, mental health policy has started to be develop rather lather in 
comparison with the other health policy domains, In 2012 the WHO adopted the Global 
Mental Health Action Plan and in 2013 the Mental Health Strategy for Europe. To that date, 
there is still no specific policy framework from EU, even though it is worth to be mentioned 
that in 2012 the EC adopted European Strategy on Active and Healthy Ageing, which, of 
course, has a clear impact on mental health domain too. 
 
In EU, the process of recognizing mental health as a policy priority starts with the European 
Declaration for Mental Health, signed in Helsinki in January 2005. From that moment, a 
number of consultations led to the publication of a Green Paper on Mental Health.  
 
In 2006 the Report of the European Parliament on the Green Paper proposed a motion for a 
resolution on improving mental health of the EU population. The strategy was expected to be 
adopted in 2007 but the consultations were unsuccessful.   
 
In 2008, there was an agreement called the Mental Health Pact, allowing Member States to 
continue working together arranging a series of conferences that culminated with the decision 
taken by the Council of Ministers to launch a Joint Action on Mental Health. 
To date, the JA (2013-2016) represents the most significant policy initiative in Mental Health at 
EU level. The core topics (each of them included in a Work Package) covered by the JA are: 

 WP 4. Taking evidence-based action against depression, including actions to prevent 

suicide. Mainstream E-health 

 WP 5. Managing the evolution towards community-based and socially inclusive 

approaches in mental health 

 WP 6. Promoting mental health at the workplace 

 WP 7. Promoting mental health and preventing depression in children and adolescents 

 WP 8. Mental health in all policies. 

What is interesting is that still the e-mental health has not a dedicate work package. 
 
After the end of the JA, it has been recognized that an instrument to monitor policies and 
activities in the field of mental health and well-being by Member States and non-governmental 
stakeholders, further the mental health agenda in EU Member States and instigate policy 
dialogue and commitment for it. For this reason the EC decided to establish a platform called 
EU Compass for Mental Health and Well-Being8. 
                                                
8 https://ec.europa.eu/health/mental_health/eu_compass_en.  

https://ec.europa.eu/health/mental_health/eu_compass_en
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All these initiatives, however, are not political acts, thus they do not have the mandate to 
enforce any political formal action. 
 
Once a year a European Forum on Mental Health and Wellbeing takes in place in Luxembourg 
(next one will be in June 2017). 
 
What emerges from the policy landscape is that there is still a need for a Joint Framework for 
Action at EU level to mainstream at e-mental health. The engagement of decision makers is 
crucial to ensure that e-health interventions have recognized the same status of face-to-face 
ones. Until it does not happen single projects will have small probability to achieve their 
impacts at a larger scale. 
 
Detailed information results are available in the presentation downloadable at the MasterMInd 
repository 
 
 
Societal researcher: its relevance from a societal and economic standpoint  
 
Geraldine Bienkowski. Associate Director (Psychology). Lead for Psychological Therapies. NHS 
Education for Scotland.  
 
As MasterMind demonstrated, e-mental health can make a significant contribution to increase 
access. 
 
Mental Illness is defined as ‘significant and persistent distress and impairment of functioning 
with causes which are psychological or psycho-physical’. Studies on quality of life demonstrate 
that mental illness causes more of the suffering in our society than physical illness does, or 
than poverty or unemployment does. However, costs are much bigger and go farther beyond 
the individual, affecting the society as a whole.  
 
Here below some of the most socio-economic effects that mental health burden produces: 

- As many people die in the world from suicide as from homicide and warfare combined. 

About 90% of people who kill themselves are mentally ill when they to it.  

- Mental Illness in childhood correlates with truancy, exclusion from school, drug use,  

self-harm and crime. 

- Mental illness and poverty are linked. Poverty can be both a causal factor and a 

consequence of mental ill health, thus provoking a cycle of deprivation. 

- 44% of people on Disability Living Allowance have mental health problems. 

- Unemployment is extremely higher in people suffering from mental disorders, 

provoking, as a consequence, a huge cost for societies in terms of loss of tax revenue. 

- Failure to treat co-morbid mental health problems also decreases the effectiveness, 

and increases the costs, of physical health care. 

Treating mental health problems effectively can allow to raise a number of clear benefits for 
both the individual, family and community:  

- Reducing human suffering 

- Getting people back into the workforce-helpful in itself 
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- Reducing poverty and, as a consequence, reducing future level of mental health 

problems too 

- Supporting families and building social capital 

and for the economy: 
- Reducing welfare/social security payments 

- Increasing tax revenue 

- Decreasing cost of physical health care 

- Reducing crime and costs of crime. 

The most relevant barriers preventing to do that are represented by: the scale of the problem 
which is still afforded with traditional service models not able to deal with its complexity; the 
poor access to services; the lack of investment due to recent austerity policies in spite of the 
demographic shift and the increasing burden. 
 
It has also to be stressed that there is no parity of esteem: mental illness attracts only 13% of 
the health budget, and 5% of the health research budget, despite the fact that it accounts for 
23% of the ‘burden of disease’). Last, but not least, mental disorders are still in many case 
unknown, misunderstood and often subject to stigmatization. 
 
eMental health can contribute to implement evidence-based quickly scalable and widely 
available interventions. It is suited to both prevention and early intervention and less resource 
intensive. Thus it can replace face-to-face treatment (cCBT) and/or supplement traditional 
model and reduce time in one-to-one therapy, improving outcomes and providing a quicker 
response to patient. It has also the advantage of reaching remote communities and ‘hard-to-
engage’ groups, Increase privacy and, as a consequence, reduce fear of stigma. In addition it 
has advantages in itself since it reduces risk of dependency and gives people more control over 
in the process. 
 
Nevertheless, big challenges still remain to be tackled specifically with reference to increase 
acceptability, reduce technology costs and convince decision-makers to take a mindset shift 
from “invest to save”. 
 
Detailed information results are available in the presentation downloadable at the MasterMInd 
repository 
 
 
 
 
Health professionals: its significance from a clinical perspective  
 
Morten Sodemann. Professor in Global and Migrant Health, Center for Global Health, Clinical 
Institute  
 
Technological stress reduction is one of the biggest implementation challenge faced in e-
mental health programmes. 
 
Especially with dealing with patients suffering more than others from stigmatization and stress 
due to their specific conditions of migrants or refugees, this is of outmost importance: they 
present higher sensitivity and struggle with cultural and language barriers. Interpreters’ role is 
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crucial in those cases and reducing disruptive elements in doctor-patient communication so 
patients can concentrate is essential. 
 
Mobile health can be very helpful whe patients get anxious and scared, have questions and 
nobody to answer them. 
 
Anyhow building trust still remains a key point. Trust is essential also to establish the correct 
balance between the contradicting needs expressed by patients: on one side they need to be 
as much honest as possible to disclose their problems, but on the other hand privacy has to be 
secured. They also need proxity and intimacy but at the same time managing the correct 
distance with professionalism is fundamental. 
 
Mobile health and, technology in general have the advantage to ”force”patient and doctor to 
focus on communication, substance and understanding, maintaining the necessary level of 
humaneness. Research demontrates that e-mental health allows for more information 
exchanges, higher level of understanding and better communication flow and reduces stress.  
 
For instance, handling pauses is easier in a remote therapy. Many patients, also, benefits from 
the fact that the interpreter and the therapist does not know their body and for some of them 
it can be crucial in making them feel comfortable. 
 
e-mental health allows test of alternative ways of doctor-patient communication and it has 
been demonstrate that on average patients are more honest about revealing their feelings 
when they are in front of a screen. 
 
Migration is indeed an enormous challenge whose importance is sharply increasing, so at the 
last EU Compass Forum it has been at the centre of the debate. Cross-border healthcare, 
anyhow, is a broad issue also regarding citizens moving across European countries and 
minorities settled in there: several studies demonstrated that minorities for instance suffer 
from different disease patterns in different European countries and how to cope with them 
properly still needs further investigation. 
 
The discussion with the audience emphasizes the importance of improving the skillset of 
health professional in all these specific healthcare context. Three main types of skills indeed 
are needed to make e-mental health successful with migrants, refugees and in general with 
people having a different cultural background: technological skills, of course, but also the 
capacity to talk through an interpreter and basic communication skills.  
 
The latter often lack because most doctors are not trained on how to do that properly. 
Nonetheless, some significant steps are being made in this sense, providing communication 
and technological training to doctors in university hospitals. Also, the European Psychiatric 
Association recognized the need for training as a core issue and started releasing training 
courses for psychiatrist to teach them how to embed e-health in their own routine 
intervention. 
 
Detailed information results are available in the presentation downloadable at the MasterMInd 
repository 
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Round table 2 - “The how”: What does it take to implement 
eMental health in routine practice 
 
 
Christiaan Vis (VUA, Netherlands), scientific coordinator MAsterMind 
Nils Kolstrup (NST, Norway); GP, health professional 
Anneke van Schaik (GGZInGeest, Netherlands) health professional 
Erik van der Eycken (Gamian- Europe, Belgium) patient perspective 
 

The second round table starts with the presentation of the implementation key issues 
observed in MasterMind when “reaching” patients. 
 
Recruitment followed local guidelines and procedures and majority of patients are referred by 
primary care (62.9% in Wave 1). Possible barriers in reach demonstrated to be service type, 
awareness and participation biases.  
 
To tackle the complex barrier of patient acceptance also in view of future implementation in 
other settings, one of the partners of MasterMind, GAMIAN-Europe (Global Alliance of Mental 
Illness Advocacy Networks-Europe), setup a Patients Advisory Board and investigated the 
approaches to acceptability issue in the countries where the MasterMind trials took place. 
What emerged was that for patients it is crucial to receive sufficient explanation and 
instructions easy to understand in the patient’s mother tongue, the guarantee of secured and 
protected privacy and maintenance of human contact. Monitoring after treatment to check 
how the patients progress afterwards is also key to ensure durable positive outcomes and 
there is a need for providing the required training and resources to primary care to carry out 
this task. 
 
On the other hand, from the healthcare 
professional perspective, engagement 
barriers are much more related to 
overcoming the initial barrier of adoption of 
a new method and establish new process 
and way of delivering services. Limited 
awareness and familiarity with the service 
makes the implementation difficult but 
administrative and technical support can 
help. 
 
As an example, it is illustrated the case of Norway where one of MasterMind pilots took place. 
In Norway, 5,000 GPs serves 5 million Norwegians (1,000 patients per GP) and there is a 
progressive trend from hospital to discharge earlier patients, that combined with a shift from 
expensive specialist care to primary care, means a significant higher burden for GPs. In 
particular, what emerges is a need for more prevention oriented alternatives to drug 
treatment for depression and a GPs’ approach based on a lifespan horizon instead of limited to 
the treatment window. 
 
From the patients’ perspective, MasterMind has highlighted that in routine care it is possible 
to use video to treat patients at home in spite of technical, structural and economical barriers: 
actually, inclusion indications for CBT patients mostly apply also to cCBT: selected patients 
have to be relatively stable, committed to treatment and they should come to visits and do 

“Video collaboration between GPs and 
specialists allows for setting a “cross-
border” bridge between the two 
traditionally separated domains of 
specialist and primary care.”. 

Nils Kolstrup (NST, Norway)  
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homework assignments. In addition, in order to be eligible for cCBT they have to be more 
relatively skilled and/or willing to use technology.  
 
On the other hand, what emerges is that there is also a pretty high variability in the 
expectations of the patients at least as they are perceived by health professionals. 
 
As a recommendation, beyond MasterMind, a collaborative model in somatic health care is 
needed to adapt internet treatment tools to the way GPs work. 
 
The project also proved that establishing a video collaboration between GPs and specialists it is 
possible setting a “cross-border” bridge between the two traditionally separated domains of 
specialist and primary care. 
 
From the specialist perspective, in particular, the project showed that it is a learning by doing 
process: specialists on average find cCBT more protocolled than CBT and for that reason they 
need time and motivation to learn to work with the it.  
 

 
 
Focus groups indicated that unfamiliarity with the contents of the program is a barrier so a 
more complete set of training is needed not only focusing on technical aspects. 
 
Nevertheless, interaction with therapist on average showed to be better than regular CBT, 
therapists are forced to keep track on the protocol and this improve monitoring and evidence 
collection. As Anneke van Schaik (GGZInGeest, Netherlands) stresses, internet based 
complementary resources and tools actually enrich the services. 
 
Finally, the round table panellists took in consideration also the viewpoint of the organisations. 
MasterMind faced the same organisational barriers that most of research and innovation 
projects dealing with deployment of services are coping with: (i) the availability and the need 
for a shift in the model for reimbursement of resources; (ii) the need of having a formal 
recognition of service as valid treatment option by relevant authorities and guidelines; (iii) the 
need of demonstrating technical stability, reliability, and interoperability.  
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Continuous work is required to overcome those barriers much farther beyond the project’s 
duration. MasterMind put in place strategic involvement of all stakeholders including 
professionals and support offices to facilitate this process and a dedicated coordinator or 
project manager was identified.  
 
In this sense, MasterMind gave an observational perspective as a “window on reality” on how 
implementation strategies are still lacking of coordination and there is a need for high level 
implementation framework providing guidance and tools to put implementation strategies 
into practice, even though remarkably the project benefited from a high leadership 
commitment. 
 
Low clarity on implementation strategies 
have different possible explanations, i.e. the 
complexity of service, the fact that in most 
settings this work is being regarded as being 
more ’operational’ and there has been a 
major focus on communication and 
marketing instead of system integration and 
’ad-hoc’ approaches are often undertaken.  
 
To cope with these problems, a H2020 funding has been recently granted to the ImpleMentAll 
consortium. Considering that various iCBT implementation are currently being conducted 
across the world, the project proposes to use this “natural laboratory” to develop and evaluate 
a toolkit for tailored implementation strategies that is expected to make implementation 
trajectories more efficient and help going beyond the above mentioned barriers.  
 
MasterMind offered indeed a basis for a deeper understanding of the process of implementing 
complesx solutions. What the project team observed that, in order to make the multiple 
initiative to continue and scale really successful, there is is a urgent need for routine outcome 
measurements to improve data collection and management, further refinement of eHealth 
Technology Assessment tools and validated implementation indicators. 
 
Detailed information results are available in the presentation downloadable at the MasterMInd 
repository 
 
 
 
 

“MasterMind is the first solid attempt 
to transfer research in routine practice 
in mental healthcare”. 

Christiaan Vis (VUA, Netherlands), 
scientific coordinator MAsterMind  
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Round table 3 - “From here to where?: Instruments for further 
deployment” 
Overview of project reach and the proposed instruments 
Claus Duedal Pedersen 
 
From the analysis of the core MasterMind achievements it is possible to identify a set of 
questions relevant to pave the way to further deployment: 

- Collaborating with, learning from, and using experiences from other European regions 

and countries, added value to the regional implementation process. How do we 

support that collaboration? 

- MasterMind has built an arsenal of knowledge and experiences that can be useful to 

others. How can this knowledge be utilised? 

- eMental health is more than depression.  How do we encourage professionals to 

extend the use of eMental health to other disorders? 

- Combination of EU and national / regional funding has been a key factor for reaching 

the current level of implementation. How do we efficiently create synergies in Europe 

and beyond?  

- eMental Health  increases the competences of the patients. How do we activate the 

patients in the deployment process?  

- Good technical solutions are key. How can we secure an efficient and vital market for 

eMental health solutions?   

- Being part of a European project, and what this entails in terms of collaboration, 

external push, and of course funding, matters.  How can the Commission support the 

deployment of eMental health services? 

 
The EC facing the deployment 
 
Miguel Gonzalez-Sancho. Head of Unit - Unit H3 – e-Health, Well-being and Ageing DG 
CONNECT (Communications Networks, Content and Technology). European Commission. 
 
Supporting further deployment of ICT enabled innovative solutions was indeed the goal of CIP 
programme under which MasterMind was 
funded.  
 
A good consortium and the capacity of 
building an interactive ecosystem with all 
stakeholders involved are key features for a 
successful project as MasterMind, but they 
are not enough to secure further deployment 
and scaling up. 
 
Three key enablers of successful deployment 
are: 1) Evaluation and getting evidence of 
impact; 2) Data quality and comparability to 
foster data sharing; 3) Mechanisms for 
scaling up and replication. 

“Three key enablers of successful 
deployment are: 1) Evaluation and 
getting evidence of impact; 2) Data 
quality and comparability; 3) 
Mechanisms for scaling up and 
replication”. 

Miguel Gonzalez-Sancho. Head of Unit - 
Unit H3 – e-Health, Well-being and 
Ageing, EC, DG CONNECT  
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Mental health social and economic costs have to be afforded. More personalised healthcare, 
more efficient patients’ empowerment, better access to care, better management of chronic 
conditions through the promotion of self-management are key to reduce these costs and 
healthcare costs in general. All of them can be pursued by leveraging eHealth benefits. 
 
The Commission has been supporting a wide range of research and innovation projects in 
technology and mental health aimed to get a more objective assessment of symptoms, 
effectiveness of therapies and adherence to treatment, to build decision support for treatment 
planning and also system for provision of warnings and motivated feedbacks. 
 
The results comes from a diverse range of technological innovative developments, from 
portable devices, sensors and wearables, to interactive platforms and services, aimed to 
reinforce the doctor-patient communication flow and facilitate the delivery of treatment and 
cognitive behavioural therapy. 
 

 
 
It is also to be mentioned the Human Brain FET Flagship Project, aiming to provide researchers 
worldwide with ICT tools and mathematical models for sharing and analysing large brain data 
they need for understanding how the human brain works and for emulating its computational 
capabilities9. 
 
European policy can of course support further the deployment of innovative solutions, but the 
opposite is also true: if the projects’ results are taken further and used as a basis to put in 
place durable changes in the way services are provided, this in turn serves as a justification for 
advocating further policy support. 
 
The European Commission’s goals are fully aligned with the objectives pursued by other 
institutions, at national, regional and local level and can be summarized in the so called “triple 
win”: a better quality of life for European citizens, innovation and growth for a competitive EU 
industry and more sustainable healthcare systems for society10. 
                                                
9 https://www.humanbrainproject.eu/.  

10 https://ec.europa.eu/research/innovation-union/pdf/active-healthy-ageing/steering-

group/implementation_plan.pdf.  

https://www.humanbrainproject.eu/
https://ec.europa.eu/research/innovation-union/pdf/active-healthy-ageing/steering-group/implementation_plan.pdf
https://ec.europa.eu/research/innovation-union/pdf/active-healthy-ageing/steering-group/implementation_plan.pdf
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The WHO: where eMental health has an impact and value. 
 
Clayton Hamilton. eHealth Regional Focal Point for the European Region at World Health 
Organization 
 
In order to catch the international perspective on the impact and value of eMental Health 
three key questions need to be responded: 
 

1. How does WHO view eMental Health in the context of achieving key health policy 

objectives in Europe? 

2. Why do we consider that MasterMind has been particularly effective in its delivery? 

3. What, concretely, can we do from here to propagate and scale-up the results of 

MasterMind across all countries of WHO 

European Region? 

Mental health is a critical public health priority at 
international policy level as demonstrated by the 
decision of focusing on depression as the key 
health topic for the World Health Day 2017 
campaign11. It is also embedded in the health 
related Sustainable Development Goal for 2030. 
Under the goal no. 3 “Good health and 
wellbeing”, the specific target 3.8 is about 
achieving “universal health coverage, including 
financial risk protection, access to quality 
essential health-care services and access to safe, 
effective, quality and affordable essential 
medicines and vaccines for all”. “Universal Health 
Coverage” is an implementation model for the 
democratization of health services to which WHO 
and all Member States committed in 2005. It asks 
countries to comply with a set of requirements 
that can be summarized in six key areas: 
 

- Do citizens have access to health personnel? 

- Is there adequate treatment, medicines and other health products? 

- Who pays for the health services? 

- Do the necessary policies exist to make quality services available to all? 

- Do decision makers have access to health information to enable them to make 

decision that will improve the health system as a whole? 

Translating into the regional level, this approach is conveyed into the European Health 
Information Initiative, an operational and strategic multistakeholder framework committed to 
improve the information that underpin health policies as such as evidence from projects like 

                                                
11 http://www.who.int/topics/depression/en/.  

“ICT offers alternative modes of    
mental health care delivery when 
resources are scarce, while also 
addressing long-standing obstacles in 
mental health delivery, such as 
transportation barriers, stigma 
associated with visiting mental health 
clinics, clinician shortages, and high 
costs”. 

‘Out of the shadows: Making Mental 
Health a Global Development Priority’, 
World Bank Group and WHO, 2016  

http://www.who.int/topics/depression/en/
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MasterMind, as mentioned above. It is aimed to foster cooperation, enhance international 
exchanges and promote harmonisation of processes. 
 
As touched upon in the first round table the global policy framework for Mental Health is the 
Mental Health Action Plan 2013-2020 that aims to achieve four general objectives: 

- Everyone has an equal opportunity to realize mental well-being throughout their 

lifespan, particularly those who are most vulnerable or at risk. 

- People with mental health problems are citizens whose human rights are fully 

valued, protected and promoted; 

- Mental health services are accessible and affordable, available in the community 

according to need; and 

- People are entitled to respectful, safe and effective treatment. 

eMental Health is not explicitely mentioned in the Action Plan even though it is indirectly 
referred to that when stating the necessity for Member States to deliver the services in the 
best ways possible (including the uptake of technology-based solutions anytime they 
demonstrate to improve quality and effectiveness. 
 
As for Europe, it stands as a global leader in eMental Health having more than half of Member 
States having set some form of sustainable public investments in eMental Health. Europe is 
also the region in the world with the fastest growing rate of adoption eMental Health 
solutions. Nonetheless, if we look at national experiences regarding the adoption of eMental 
Health solutions in Europe, eMental Health solutions are not often “in the toolkit” of key policy 
makers. This is due mainly to lack of a strong enough evidence base on the effectiveness of 
eMental Health solutions and the lack of guidance packages for implementation and rollout.  
 
In addition, national institutions are often not adequately prepared for having an uptake role 
and implementation has a higher degree of complexity compared to other health domain since 
responsibilities for effective and sustainable eMental Health solutions extend beyond the 
health sector alone. 
 
From an international perspective, MasterMind has been particularly effective in its delivery 
for three main reason:  

- Its strong focus on information access and quality: It has provided a truly evidence-

based and equity focused approach to assessing the impact of computerised 

treatments for depression. 

- Its ability to operate in different level simultaneously both horizontally and 

vertically: the project has catalysed action between regions as well as major 

international partners and raised the visibility of the real value of cCBT and ccVC 

solutions. 

- Results demonstrate to be beneficial both in low and high resource settings. This 

has direct applicability to countries outside of the European Union and we now 

need to propagate the results and knowledge gained to a far-reaching audience. 

In spite of this, of course still much work has to be done and further research is required, 
following the indication of the WHO Advisory Committee on Health Research (ACHR). A way to 
provide adequate incentives to public authorities would be amplify communication efforts 
around the fiscal benefits (return on investment) of eMental Health solutions. Moreover, 
leveraging on the delivery of the forthcoming ImpleMentAll project’s results, it would be a 
major achievement to package the design of solutions as well as implementation strategies - as 
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part of a European toolkit for national eMental Health adoption and, as part of the 
international policy activity, make all national stakeholders sign a shared e-Mental Health 
Charter. 
 
 
Cities and global challenges 
 
Pilar Solanes. Head of Department of Health. Barcelona City Council.  
 
After the viewpoints of the European Commission and the World Health Organization, Pilar 
Solanes presented the perspective of local authorities on mental health promotion policies. 
 
In Barcelona the first mental health plan has been approved December 2016. It is based on the 
data gathered by the public agency of health showing that 11% of men and 17% of women 
aged 50+ are at risk and that these percentages have been getting worse following the 
financial crisis. 
 
Health determinants, personal determinants, social factors, etc. are considered in the plan in a 
lifecycle perspective and four strategic goals are identified: (i) to improve the psycho wellbeing 
and reduce the prevalence of mental illness; (ii) to ensure provision of safe and effective 
service; (iii) to combat stigma; and (iv) to enforce mechanisms for proper governance. 
 
A number of initiatives and projects is being carried out, for instance:  
 

- “Vincles BCN” projects: Vincles BCN is a social innovation project designed to 

strengthen the social ties of elderly people who feel lonely and to improve their 

well-being with the aid of new technologies and, thus, prevent emotional 

disorders12. 

- Treatment combining virtual reality and “mindfulness”: The Psychiatry Service of 

the Vall d'Hebron University Hospital is the first in the country to launch a pilot 

test to analyse the usefulness of virtual reality in the treatment of Attention Deficit 

Hyperactivity Disorder (ADHD). The project, carried out with the collaboration of 

the Catalan company Psious  in the Vall d'Hebron Barcelona Hospital Campus, 

follows the line taken by the Vall d'Hebron Research Institute (VHIR) in the analysis 

of new approaches to this disorder13. 

- Thirdly, the municipality is progressing on the connection and integration of social 

and health care. Having these services managed by different institution prevents 

data sharing and identification of cross-cutting rooms for improvement. 

In conclusion, regarding the need to raise further investments to deploy intervention at large 
scale at regional and national level, two key points are emphasized by the panellists and the 
audience: on one side, the need to pursue cross financing support with structural funds and, 

                                                
12 http://ajuntament.barcelona.cat/vinclesbcn/en/vincles-bcn.  

13 R Vidal, J Castells, V Richarte, G Palomar, M García, R Nicolau, L Lázaro, M Casas, JA Ramos-

Quiroga. Group Therapy for Adolescents With Attention-Deficit/Hyperactivity Disorder: A Randomized 

Controlled Trial. Journal of the American Academy of Child & Adolescent Psychiatry. 2015. DOI: 

http://dx.doi.org/10.1016/j.jaac.2014.12.016. 

http://ajuntament.barcelona.cat/vinclesbcn/en/vincles-bcn
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on the other side, looking for different actors disruptively promoting innovation outside the 
European project community14. 
 
Detailed information results are available in the presentation downloadable at the MasterMInd 
repository 
 
 
 

                                                
14 See for instance https://fora.ie/eduardo-saverin-silvercloud-health-investment-3191853-Jan2017/. 

https://fora.ie/eduardo-saverin-silvercloud-health-investment-3191853-Jan2017/
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Round table 4 – “The Here and Now” 
 
An overview of the practical organisation and implementation of iCBT in European pioneer 
countries 
 
Marie Paldam Folker. Team Lead, Centre for Telepsychiatry, Mental Health Services in the Region of 
Southern Denmark 
 

The last round table is opened by a presentation of the preliminary findings of a study issued 
by a Danish consortium collecting 5 cases of practical implementation of iCBT in European 
countries: Denmark, Norway, The Netherlands, Sweden and Scotland and focusing on the 
description and comparison of operational aspects in the five routine care settings. Building on 
the experiences of those organizations it will be possible to identify more effective strategies 
for iCBT implementation. 
 
The 5 selected cases are Internetpsykiatrin in Stockholm, Sweden; Meistring in Bergen, 
Norway; Internetpsykiatrien in Odense, Denmark; eHealth@Mind in Amsterdam, The 
Netherlands; Beating the Blues at NHS Tayside, Scotland. Even though they are diverse in 
terms of size, geographical coverage, type of intervention and type of delivery organization, 
they are all embedded in comparable healthcare systems. 
 
After a preliminary desk research on each internet-based therapy service data have been 
collected through an online questionnaire covering background information about the 
internet-based service; semi-structured interviews with the operational management of the 
service; and, finally, focus group interviews with therapists working with the service. 
 
The aim of the study is to address 4 key issues: (i) the iCBT service delivery model; (ii) the 
integration of iCBT with existing mental health care systems; (iii) the training of therapists in 
ICBT; (iv) the long term sustainability planning needed to support large scale implementation. 
In spite of the promising results obtained in several controlled trials, the study highlighted that 
the integration in the routine healthcare system is still critical for a number of reasons: firstly, 
in all the analyzed cases iCBT started to be implemented as a project and it is still not defined 
the transition path from project to permanent service; secondly, a steady referral from GPs 
and other healthcare professionals is also needed; thirdly, it is crucial to recruit and maintain 
qualified healthcare professionals capable to work with iCBT. Finally, identification of financial 
sustainability models through either funding, co-payment or health insurance coverage is 
crucial to support integration too. 
 
As for the differences that the study highlighted, in Sweden, Norway, The Netherlands and 
Scotland, the iCBT is embedded in a regular outpatient setting whereas in Denmark iCBT is 
embedded in the activity of the R&I centre as an experimental project, thus it is free of charge 
and it is still not included in a regular clinical setting. The referral routes were also diverse in 
each setting having in general three possible routes for patients’ recruitment: self-referral, 
referral from the GP or other clinician and a mixed option of both. A commonality emerged 
from the study is the importance of training of therapists working with iCBT with a specific 
focus on communication skills: it has been observed that the capacity to provide written 
feedback to a patient is a skill that is not usually trained and it needs to be reinforced in order 
to make communication through iCBT effective. Mutual training among therapists and 
exchange of lessons learnt between colleagues is also considered highly valuable to speed the 
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process of adaptation to the new methodology. In general, from focus groups with therapists 
what emerged is that the mixed (internet and face-to-face) therapeutic modality is the 
preferred one. 
 
In all the studied settings health policy authorities are now working on a large dissemination 
plan to make the iCBT service at national or regional level. Of course, moving to a larger scale 
implies in all five cases operational changes and re-organization of the entire services. Finally, 
other crucial feature of the long term sustainability plans analyzed are the need to invest more 
resources to better tailor treatment to individuals, to treat comorbidities and to improve 
interactivity and flexibility of the platforms. 
 
All these issues are crucial and practitioners, implementers, funding authorities and decision 
makers need to address them in order to advance in the integration of iCBT in routine care. 
 
Detailed information results are available in the presentation downloadable at the MasterMInd 
repository 
 
 
The expectations and demands of a patient 
 
Raquel Rebollo and Xavi Granda. Patient and caregiver. 

 
The final speaker closing this round table is a patient, Raquel Rebollo, providing her own 
authentic witness from the perspective of a person who experienced mental illness and its 
consequences. Moreover, attention is given not only to the viewpoint of the patient but also to 
her carers, and specifically to her partner, thus providing an extremely important point for 
starting a reflection on what it means living with and take care of somebody suffering from a 
mental disorder.  
 
Raquel and his husband’s speeches were vivid and provocative and stimulated an intense 
debate with audience as well as emphasized the crucial importance of engaging the whole care 
network around a patient in the design of the most appropriate treatment tailored to her 
needs. 
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Conclusions 
 
The MasterMind Final Conference is the culminating event that marks the conclusion of a 
successful project but it also achieved the purpose initially stated in the presentation of its 
objective, i.e. being more than the closure event of a project and overcoming its natural 
boundaries offering itself as a living opportunity for some of the most influencing stakeholders 
of the (e)Mental health community to meet and reflect together around the barriers that are 
still preventing eMental health solutions to be implemented at large scale and the actions to 
be undertaken to foster their integration in routine care. 
 
MasterMind indeed showed that sharing interventions in the eMental health domain and 
make them sustainable is possible. Nevertheless, there is still a lot of work to be done in terms 
of deployment of tailored evidence-based intervention, capacity of reaching the most 
disfavoured target groups and effectiveness from both preventative and treatment 
perspectives.  
 
In addition, due to the increasingly incidence of mental chronic conditions and the notable 
evidence of re-occurrence of depression, mental health is calling for paradigm shift towards a 
new concept of healthy society intended as community of people able to adapt, live better 
even when suffering from a chronic condition and self-manage.  
 
On the other hand, what emerges from the policy landscape is that there is still a need for a 
Joint Framework for Action at EU level to mainstream at eMental health. 
 
Lastly, the keynote speaker, Alexander Kalache, widened the debate putting mental, and 
specifically e-mental, health into the context of the longevity revolution that the world is 
experiencing. 
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