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Executive Summary
This document contains the intermediate trial report for WP5 (cCBT) – computerised
Cognitive Behavioural Therapy for the treatment of depression in the MasterMind project.
It uses the approach based on MAST methodology.
The MasterMind project aims to make high quality treatment for depression more widely
available for adults suffering from the illness by the use of ICT. A major cause of morbidity
worldwide, depression is characterised by its high incidence, social cost and proven clinical
effectiveness of ICT in its treatment.
At month 21 of the project, 2.176 patients have been recruited for the MasterMind project,
75% of the target number of patients; 95% of recruited patients’ data have been uploaded
to the database. The number of recruited healthcare professionals is already ten times
more than expected. The expected number of involved organisations is high, with three
partners already over-recruiting. It is expected that the project will at least meet, if not
exceed, its expectations.
Within the trial, patient recruitment started slowly as a result of a number of different
problems encountered by the trial sites. These problems and their resulting resolution are
very heterogeneous. First results suggest that system integration played an important role
with regard to problems encountered, as well as healthcare professional recruitment within
this relatively new field of treatment.
With regard to the healthcare settings of the distinct trial sites, within all trial sites, the first
point of contact for the patient for treatment is, in one way or the other, the GP, although
only NHS 24 and NST are establishing their cCBT project directly with the GP as a starting
point. Within the five WP5 partners, there is a more heterogeneous picture; this
heterogeneity, in combination with the specifics of the distinct healthcare system, will be
evaluated further within the qualitative data analysis at the end of the project.
The cCBT programmes implemented are as diverse as the healthcare systems. While the
cCBT solutions used are functionally equivalent and therefore comparable, the local
solutions vary with regard to the intended target population, used treatment formats,
applied referral modes, and ways of treatment delivery. The intensity of the cCBT solutions
used also differs, with five sessions for the programme with the lowest intensity up to 25
sessions for the longest intervention. There is a similar variation in the type and intensity of
therapeutic support given.
The baseline data is consistent with other research on depression, showing a higher
percentage of women suffering from depression; participation in an internet intervention
does not seem to influence this distribution. The sample is skewed towards higher
education, and the majority of patients are employed.
Patient baseline data shows that 57% of the total data set experience severe depressive
symptoms at cCBT treatment intake. In general, the sample can be considered to suffer
from chronic depression. The majority of patients report mixed feelings about their
satisfaction with life and being displeased with their mental health at intake to treatment,
underlining the depressive burden within this patient group.

Public

Page 4 of 61

st

V1.0 / 21 January 2016

D5.3 Intermediate Trial Report cCBT

The majority of patients accessed the cCBT service from home, and not at publically
available computers. The reported mean number of completed CBT and cCBT is lower than
expected, suspected to be skewed by patients dropped-out at this point of the project.
About 60% of participants completed the all sessions intended.
346 healthcare professionals provided data for the current analysis; they were in a large
part GPs (95,7%), female (56,9%), with predominantly (84,7%) more than 10 years of field
experience in providing CBT; but the sample is relatively inexperienced in providing cCBT,
with the large majority of participating healthcare professionals (99,1%) reporting to have
less than three years of cCBT work experience.
Preliminary information shows that the cCBT solutions are reimbursed by different
institutions within the diverse trial sites. For two trial sites (Schoen & NHS24), the fact that
cCBT is now reimbursed within routine mental health care can be judged as a success of the
MasterMind project.
In conclusion, the project at mid-point is already over-exceeding expectations with regard
to many aspects of the project, such as recruitment numbers and the possibilities for
comparison and transferability of results. During the remainder of the project, the goals are
to: a) further increase recruitment numbers, especially providing a greater amount of posttreatment data; b) include a higher number of participating organisations and regions; c)
further sustain the knowledge exchange between wave one and wave two partners; and d)
prepare the qualitative post assessment.
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1.

Introduction

1.1

Purpose of this document
This document contains the intermediate trial report for WP5 (cCBT) in the MasterMind
project. It uses the approach based on MAST methodology.
The MasterMind project aims to make high quality treatment for depression more widely
available for adults suffering from the illness through the use of ICT. A major cause of
morbidity worldwide, depression is characterised by its high incidence, social cost and the
proven clinical effectiveness of ICT in its treatment.
The goal is to assess through implementation at scale (more than 5.000 patient overall,
2.900 patients in WP5) the impact of cCBT (computerised Cognitive Behavioural Therapy)
and video conference for collaborative care (ccVC) on treatment for depression across ten
EU and Associated Countries (five WP5 partners).
WP5 aims to:
1. Deploy at scale cCBT services for depressed adults across a number of EU and
associated countries in regions where cCBT has been already piloted.
2. Collect the values of the indicators specified by the trial protocol before, during and
after the trials (see deliverable D3.1 and Annex 1 of this document).
3. Identify issues that can impede and enable implementation.
4. Devise ways to overcome the impeding factors and exploit the enabling factors.
The intermediate trial report for WP5 reports on the progress of the WP from month 1 to
21. The intermediate trial report gives an overview of preliminary results and sets the
structure for the final report. This report only contains the information available; it does
not report on any of the qualitative data that will be collected at the end of the trial.
The inclusion period started in January 2015 and is expected to end at the end of August
2016.
The two Intermediate Trial Reports, D5.3 and D7.4, adopt the same structure and share
part of the descriptive content, some of which has been included in other deliverables, e.g.
D3.1 Scientific Trial Protocol. This approach has been chosen to ensure both readability
(avoiding too many references to other documents) and that the two deliverables can be
read independently from each other.

1.2

Structure of document
Section 2 contains a description of the organisation of the project and the expected
analysis.
Section 3 describes the status of recruitment.
Section 4 contains information for MAST Domain 1: Health problem and characteristics of
the application.
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Section 5 contains information for MAST Domain 2 and 3: Safety and clinical effectiveness.
Section 6 contains information for MAST Domain 4: Patient and healthcare professional
perspectives.
Section 7 contains information for MAST Domain 5: Economic aspects.
Section 8 contains information for MAST Domain 6: Organisational aspects.
Section 9 contains information for MAST Domain 7: Socio-cultural, ethical and legal aspects.
Section 10 contains information on transferability assessment.
Section 11 contains information on lessons learned and recommendations.
Section 12 contains information on conclusions.
Appendix A gives the project objectives, while Annex 1 sets out the local trial protocols for
each site.

1.3

Public

Glossary
cCBT

Computerised Cognitive Behavioural Therapy

ccVC

Video Conference for Collaborative Care and treatment of depression

HCP

Healthcare Professional

ICT

Information and Communication Technology

MAST

Model for ASsessment of Telemedicine

NICE

National Institute for Health and Care Excellence (in UK)
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2.

Methodology
The methodology is described in detail in deliverable D3.1 Scientific Study Protocol. An
overview of the study design and data analysis plan is provided below.

2.1

Study design
To evaluate the 15 implementation projects, a multi-level and mixed-methods assessment
will be undertaken using a process and pre-test-post-test study design. The evaluation will
assess the viewpoints of three levels of stakeholders involved in the implementation
projects: 1) patients, 2) healthcare professionals and 3) mental healthcare organisations. A
mixed-methods approach will be employed which can provide a good understanding of
what the implementation projects have achieved (quantitative results), and how or why
these outcomes occurred (qualitative results). Using qualitative methods of data collection
can also provide a good insight into unintended consequences, and will provide lessons for
improvement of both interventions and the implementation and up scaling of future
interventions in routine practice.
The evaluation is structured according to the Model for ASessment of Telemedicine (MAST)
in which seven highly interrelated domains will be assessed:
1) Client and care profiles.
2) Safety of patients.
3)
4)
5)
6)
7)

Clinical change in depressive symptoms.
Implementation related costs.
Patient and professional perspectives towards cCBT and ccVC.
Organisational aspects.
Social, legal and ethical issues related to employing cCBT and ccVC in routine practice.

Transferability will be assessed in two steps: first experienced regions will implement cCBT
in routine practice; the lessons learned from this first implementation wave will be
employed by less experienced regions in a second wave.
Routine practice is our laboratory, thus the measurements should not interfere with the
object of our study. Therefore, the study outcomes will be based on data already available
in routine care, such as information on the reduction of depressive symptoms. In addition,
short self-report questionnaires will be used to measure satisfaction with and usability of
cCBT and ccVC, as this information is not available in routine focus group interviews with a
limited group of healthcare professionals; structured interviews with representatives from
the involved healthcare organisations will be undertaken to gain a better understanding of
the process that leads to implementation success or failure.
The primary focal points of interest are reach, clinical effect, acceptability, appropriateness,
implementation costs, and sustainability of the interventions in practice.
The resulting summative evaluation will provide valuable insights into the factors that
influence the implementation and up-scaling of cCBT and ccVC in a variety of real political,
social, economic and clinical contexts. It will provide insight into the perspectives of
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involved stakeholders, and result in concrete recommendations for implementing and upscaling cCBT and ccVC for depression in different mental healthcare contexts.

2.2

Data management
To ensure a proper and timely statistical analysis of the collected data, it is essential that,
previously, each pilot site in the study assures the correct entry of all requested data
including all relevant quality controls. That way we will be able to fulfil the data analysis as
described in the next section within the time schedule and deadlines established in the
project and by the European Commission.
Each pilot site in the study should ensure the quality of the data collected and its
completeness, with sufficient controls to prevent the introduction of erroneous data and to
totally ensure the confidentiality of patient information entered into the database. To do
so, each pilot site has nominated a data manager.
Each pilot site uploads or exports the data to the central database (depending on the tool
chosen in the central database) on a monthly basis. Here, the most relevant aspects to be
checked are:
 The number of valid participants included in the database.
 The quality of the information entered (completeness, no missing data or erroneous
data), mainly in relation to the most relevant variables of the study.
 Detect possible adverse effects of the intervention (mainly suicide attempts or
worsening of the patient's condition).
If any important mistake occurs, pilot sites have to communicate to the coordination team.
In addition to the quality assurance carried out by pilot sites, Arsenal.IT (which is
responsible for the central database) will check if the data uploaded are in the correct
format according to the codebook, i.e. all mandatory indicators are entered, no incorrect
symbols are introduced, ranges of the indicators are respected.
As a third layer of quality assurance, the evaluation team led by the scientific coordinators
will be in charge of monitoring whether the data is of good scientific quality, e.g. the option
of “missing answer” is used as little as possible and instruments are monitored to measure
and provide data as intended.
Once data capture is completed, each pilot site should fully recheck the quality of the
information entered; if any errors are detected in the data entry or data is found missing,
they will correct it prior to the statistical analysis.

2.3

Analysis plan
In general, the analysis consists of the following three steps:
Step 1: The three levels of patient-healthcare professional-organisation are assumed to be
hierarchical and interdependent issuing covariance. Therefore, the data analysis will be
approached using amongst others multilevel (implementation site) repeated measures

Public

Page 11 of 61

st

V1.0 / 21 January 2016

D5.3 Intermediate Trial Report cCBT

regression techniques. Univariate analysis will be used to investigate demographic and
clinical variables associated with adherence.
Step 2: Through thematic analysis, semantic units of meaning related to the study
objectives will be identified inductively within the qualitative data, and then coded and
included with the quantitative data in statistical analysis1.
Step 3: Analysis on combined data will be of a descriptive nature in order to preserve
heterogeneity between levels and contexts of sites. This will be done by using narrative
summaries in the form of simple descriptions and tables of disaggregated data2.
Additionally, advanced statistical methods will be employed to investigate cross-sectional
relationships between levels (patients, healthcare professionals and organisations), care
settings and, if possible, specific intervention characteristics.
Data collected will be analysed for each site and level (patient, healthcare professional and
organisation) separately, and subsequently pooled for a combined aggregated analysis.
At patient level, data of all participants will be included in the analyses when they are
eligible and agree to receive treatment, regardless of whether the participant ends their
participation as intended. The reason for this is that information on e.g. complete
discontinuation of treatment or parts of the treatment provides valuable information on
the effectiveness of the implementation programme. As the focus of this study is on
implementation effectiveness, no data, or parts of the data missing, is core information for
the outcomes. Therefore, no imputation techniques will be applied. Data from healthcare
professionals and representatives of the healthcare providers will be included in the
analysis when the participants provide their consent.
In line with the objectives of the study (included in Appendix A), a proposed statistical
analysis would be as follows.

2.3.1

Univariate analysis
a. Differences between groups, when provided with cCBT and ccVC in routine practice, as
in:
 objective #1:To identify the factors which promote or hinder the implementation of
cCBT and ccVC for treating depression in routine practice;
 objective #4: patients’ safety in terms of their mental health; or
 objective #5: To assess the perceived satisfaction and perceived usability;
will be statistically answered through the following tests:
 Quantitative variables: Student´s t-test or nonparametric Wilcoxon test for NonNormal distributed variables.
 Qualitative variables: Chi-squared or Fisher exact test
b. Study of changes over time (baseline and final values), as in Objective 2: changes over
time of patients’ depressive symptoms.

1
2

Braun & Clarke, 2006
Dixon-Woods, Agarwal, Jones, Young, & Sutton, 2005

Public

Page 12 of 61

st

V1.0 / 21 January 2016

D5.3 Intermediate Trial Report cCBT

 Quantitative variables: Student´s t-test or nonparametric Wilcoxon test for nonnormal distributed variables for paired data.
 Qualitative variables: McNecmar´s test for paired data.
c. Differences between sites for intervention group (baseline-final difference means)
 Quantitative variables: ANOVA test or nonparametric Kruskal-Wallis test for nonnormal distributed variables.
 Qualitative variables: Chi-squared test

2.3.2

Multivariate analysis
For the multivariate analysis, longitudinal generalised mixed models (GLMM) will be
employed. The repeated measurements for each patient and also the hierarchical structure
of data, with patients nested in sites, must be taken into account. Among possible adjusting
covariate, age, sex, depression severity, other comorbidities and other possible
confounding variables taken from the univariate analysis should be considered.
In general, in the case of continuous outcomes (such as study of changes over time of
patients’ depressive symptoms by health related quality of life questionnaires), linear
multivariate regression models will be employed. For dichotomous outcomes (such as
“reach of the interventions”: yes or no), logistic multivariate regression will be used. In all
global analysis, multilevel multivariate analysis will be performed taking into account all the
pilot sites.

2.3.3

Cost analysis
The economic analysis will comprise two elements:
 an estimate of the implementation and establishment costs of the services across the
consortium; and
 a cost-effectiveness analysis based on the cost of change in experienced depression
symptoms.
These analyses will be carried out to answer objective #3: To assess the costs associated
with implementation and large-scale uptake of cCBT and ccVC for treating depression in
routine practice.

2.3.4

Qualitative analysis
Qualitative analysis is aligned to a constructivist understanding of the factors that facilitate
or hinder implementation by focusing on the opinions that groups of healthcare
professionals and individuals in managerial positions hold towards implementing cCBT and
ccVC. We do not set out to answer a specific hypothesis. In that sense, the aim is to
describe the participants’ experiences of a certain event, which allows presenting the
participants’ point of view and staying close to data3.

3

Neergaard et al. 2009
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The qualitative data collection and analysis are planned for the end of the study. Full details
of the qualitative studies can be found in the next version of deliverable D3.1 Scientific
study protocols and in Vis et al.4. Below is an overview of the various components in the
collection and analysis of the qualitative data in MasterMind.
The qualitative study addresses the perspective of healthcare professionals and healthcare
organisations for the following MAST domains:
2. Client safety.
4. Economic aspects.
5. Perspectives towards cCBT and ccCV.
6. Organisational aspects.
7. Social, legal and ethical aspects.
Domain 1 health problem and Domain 3 clinical effect are addressed by quantitative
methods (see above).
The qualitative study follows a two-stepped emerging design that steers the contents of the
structuring themes. Focus group discussions will be conducted with healthcare
professionals (both therapists / referrers and team leaders / managers) to obtain collective
views on the identified themes for cCBT and ccVC. These views feed into the semistructured interviews with representatives (with decision power, management) of the
involved healthcare organisations. The interviews are aimed at obtaining the opinions of
individuals related to the context they are operating in.
For the data collection and analysis, a combination of inductive and deductive methods will
be applied. The MAST framework5, Consolidated Framework for Implementation Research
(CFIR)6, Measurements for Determining Innovation (MIDI)7, RE-AIM8 and the Normalisation
Process Theory (NPT)9 is used to deductively inform the initial themes. These frameworks
(MAST, CFIR, MIDI, RE-AIM) and theory (NPT) describe items and issues one should take
into account when considering, planning, executing and evaluating an implementation
project. Through iterative testing of the items in a pilot study, saturation of themes will be
achieved inductively. Purposive sampling is applied.
For each theme, a comprehensive set of replies will be developed to ensure comparability
between the different regions; i.e. each focus group and interview needs to score the
various replies by means of the scoring card.
Credibility and validity will be ensured through cross verification (i.e. triangulation) of the
outcomes of the various methods. This takes place in three ways:

4

5
6

7

8

9

Vis et al. Implementing and up-scaling evidence-based eMental health in Europe: The study protocol for the
MasterMind project. Internet Interventions 2015.
Kidholm:2012. A Model for Assessment of Telemedicine Applications: MAST.
Damschroder L.J. et al, 2009. Fostering implementation of health services research findings into practice: a
consolidated framework for advancing implementation science. BioMed Central Ltd 2009.
Fleuren M.A.H. et al. Towards a measurement instrument for determinants of innovations. International
Journal for Quality in Health Care, 2014.
Glasgow R.E. et al, 1999. Evaluating the public health impact of health promotion interventions: The RE-AIM
framework. American Journal of Public Health, 1999.
May C. Implementing, Embedding, and integrating practices: An outline of Normalization Process Theory.
SAGE Publications, 2009.

Public

Page 14 of 61

st

V1.0 / 21 January 2016

D5.3 Intermediate Trial Report cCBT

 For healthcare professionals - therapists / referrers: confirmative research of the
CSQ-3 and SUS questionnaires that are administered to healthcare professionals.
 For healthcare professionals - team leaders: confirmative research of the CSQ-3 and
SUS questionnaires that are administered to healthcare professionals.
 Between healthcare professionals and healthcare organisations upper-level
management: confirmative research of the focus groups with professionals and team
leaders.
Preceding the focus-group interviews and semi-structured interviews, participants will be
asked to fill out a short questionnaire to obtain general information about the interviewees
and to prepare them for the interviews.
The analysis will be performed at both local and aggregated level, guided by a codebook
that will be based on the three pilot studies.
The analysis consists of three distinct steps.
2.3.4.1

Step 1: Quantified answering categories
Descriptive statistics will be used to analyse the categorised and quantified data that is
obtained by relating the qualitative answers to the pre-determined answering categories.

2.3.4.2

Step 2: Thematic analysis
Through thematic analysis, semantic units of meaning related to the initially defined
themes will be identified within the qualitative data, and then coded and included with the
quantitative data in statistical analysis10.
Thematic analysis will be applied to those themes that are not included in step 1 (or those
of special interest to the researchers). Those parts of the focus group discussions /
interviews addressing the themes of interest will be transcribed verbatim and translated
into English.
The process of coding and categorisation of data is structured according to the following
four steps:
1. The transcribed data should be read to obtain an overview of data and to identify
recurrent themes.
2. The transcribed data should be reread and coded according to the themes identified in
the first step.
3. All text sections that are coded similarly are categorised into general themes.
4. To ensure correct coding and categorisation, the data should be reviewed for
coherence and reallocated if discrepancies were found.
Coding and categorisation should be done in the qualitative data analysis application
ATLAS.ti.

2.3.4.3

Step 3: Narrative summaries
Analysis on combined data (i.e. at central level) will be of a descriptive nature in order to
preserve heterogeneity between the levels and contexts of sites. For each (type of)

10

Braun & Clarke, 2006
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interview, a table is constructed with the final categorisations from steps 1 and 2 above, a
brief description of the findings, a description of the data collection process, and a
description of the participants (numbers, gender, age, education etc.) is prepared and
included in the database which facilitates the analysis at aggregated level.
The descriptions of findings, data collection processes and participants will be created by
using narrative summaries in the form of simple descriptions and tables of disaggregated
data11. Based on this, statistical methods will be employed to investigate cross-sectional
relationships between levels (patients, healthcare professionals and organisations), care
settings, and, if possible, specific intervention characteristics.
An analysis plan will be developed to guide the analysis of qualitative data at local level.

11

Dixon-Woods, Agarwal, Jones, Young, & Sutton, 2005
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3.

Status of recruitment at month 21
In total, 5.320 patients are to be included in the project covering both cCBT and ccVC. After
21 months (the time of writing this report), 2.580 patients have been included; 2.176 of
these are receiving cCBT.
In month 21 of the project, a total of 2.176 patients have been recruited for the cCBT part
of the MasterMind project. While the trial started a little slower than expected with regard
to patient inclusion, it is now over-exceeding expectations; already 75% of the total target
of patients have been included at the midpoint of the recruitment process. Some of the
trial sites had more problems getting their programme started than others, but the
trajectory of their patient inclusion process is expected to run exponentially. It is therefore
expected that the overall number of patient inclusion aimed for (n=2.900) will be exceeded.
However, partners whose treatments have a longer duration (e.g. Germany’s “Depression
Online”) or require more “man-power” (e.g. the Dutch blended treatment) are not able to
increase recruitment numbers as easily as unguided self-help programmes (e.g. NHS’
Beating the Blues or the German Get.On Mood Enhancer). In addition, it is expected that
the healthcare professional inclusion number will increase at most of the sites as they
include more patients and run more stable services; at month 21, the current inclusion
numbers already exceed expectations.

3.1

Recruitment status
Table 1: Recruitment status
DK

UKScotland

NL

DE

NO

Total

Number patients
included (% of target)

450/800
(56%)

1350/800
(168%)

65/300
(22%)

427/500
(85%)

64/500
(13%)

2176/2900
(75%)

Number patients
reported in database (%
of those included)

449
(100%)

1080
(80%)

57
(88%)

427
(100%)

55
(86%)

2068
(95%)

Number of healthcare
professionals included (%
of target)

7/16
(44%)

334/15
(2200%)

3/6
(50%)

30/10
(300%)

42/30
(140%)

713/77
(926%)

Number of healthcare
organisations included (%
of target)

1/1
(100%)12

4/1
(400%)

5/4
(125%)

5/1
(500%)

13/16
(81%)

28/23
(121%)

12

As the Danish cCBT service is based on self-referral, the only relevant organisation to include in the project
is the Centre for Telepsychiatry in the Region of Southern Denmark.
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3.2

Problems encountered and corrective actions

3.2.1

Summary
The problems encountered and lessons learned within the MasterMind project are very
heterogeneous, so it is difficult summarise them; the focus of problems varies strongly
between the partners. For NHS, system integration has been the focus of concern during
the implementation process, especially because it is a relatively old cCBT system. On the
other hand, GGZ InGeest experienced problem during the implementation process as they
are dependent on specific external providers, while Schoen mostly reported difficulties with
regard to the acceptance of the cCBT solution. NST highlighted time pressures within the
project, and that sustainable implementation might need a longer process then just the
implementation. However, each pilot site might have been able to refer to other sites’
problems / solutions when they experienced the same or very similar problems, or even
prevented them by learning from the other partners within the project.
One strong recurring theme is the degree to which the system can be adapted to the
organisational needs if they are using an already existing system. All partners who relied
either on third party content or third party technical infrastructure reported major
problems when it came to adapting and changing the system. Only RSD developed their
own program; but developing an individual program contains advantages and
disadvantages. The comparison between third party programs and an “in-house”
innovation will be a central part of the discussion within the final report.
The results show that the project can provide a very heterogeneous picture of problems
encountered; however, this allows for a greater value added with regard to lessons learned.
On the other hand, the wider picture at the end of the study, structured by focus group
interviews, will help to find larger themes and allow for greater transferability with regard
to the lessons learned.

3.2.2

RSD
In RSD, a co-development between the region and a private company was arranged to
create a new treatment program for adult depression. This cooperation has had challenges
due to different organisational cultures resulting most notably in communication difficulties
and, consequently, delays. Some monetary disputes have also challenged the cooperation.
In addition, the implementation of the new software has caused significant problems for
RSD due to functional failures and malfunctions. In particular, this has caused problems
with the data collection.
Regarding organisation and practical implementation, dissemination of knowledge about
the service, particularly to the primary sector, has been difficult. Consequently,
collaboration with GPs has been nearly impossible.

3.2.3

Scotland
For NHS24, firstly there was a problem initially with the conversion of referrals for patients
commencing treatment. Changes were made to the administration processes to create
more direct contact with patients to improve the levels of engagement. Secondly, a
continued problem with the cCBT program used; this was due to the age of the programme,
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and primarily with its use on mobile technologies such as tablets. Within each of the cCBT
services, an alternative is offered to patients to complete treatment at community locations
rather than in their own homes. Community locations are controlled environments which
enabled the technical issues to be resolved before the start of treatment.

3.2.4

Netherlands
For GGZ inGeest, one healthcare organisation declined to participate, because the
organisation made a change to a different provider and needed time to implement this new
platform. GGZ started to recruit new healthcare organisations via the Minddistrict network
(provider of the platform GGZ inGeest is using). This was very successful: so far five
different healthcare organisations are now participating. GGZ hopes that they will recruit
one or two additional organisations in order to reach the target number of patients.
Because of the recruitment of new organisations, they expect that the inclusion of patients
will go faster and that they will catch up with the target number.

3.2.5

Germany
For Schoen, the following problems have been encountered.
Engaging providers
In Germany, the successful implementation and maintenance of this innovation is only
possible with a long-term funding plan from health insurance companies. Therefore, from
the start there was an effort to enter into cooperative agreements with health insurance
companies. In order to engage providers, we found it necessary that they are able to a)
easily understand the innovation, b) transfer and place the innovation into their product
catalogue, and c) see the advantage and value of the innovation.
Therefore, the innovation plan was adapted with regards to these points, and the
intervention was structured as close to routine outpatient care as possible. In Month 7 of
the project, Schoen was able to close the first contract with a major public health insurance
company; in Month 18, they were closing a contract with a major private company.
Work is still ongoing to close cooperation agreements with more health insurance
companies. One hindering factor seems to be that some companies already invest in their
own internet innovations, and are not at the moment interested in collaboration with one
specific provider. We expect that the publication of first results of the German MasterMind
trial will attract more potential partners. In addition, Schoen is now active in approaching
smaller health insurance companies, which are usually attached to bigger industrial
companies.
Setting up the technical requirements in the local environment
To start the internet- and video-based service, Schoen found an experienced partner to
provide the technical infrastructure for the intervention. Relying on an external, already
operating partner brings many advantages, but also limits the innovation to the provided
technical options. In addition, bringing together systems, in this case of the clinic and the
technical provider, has obstacles such as security restrictions that need to be overcome.

Public

Page 19 of 61

st

V1.0 / 21 January 2016

D5.3 Intermediate Trial Report cCBT

Reservations about the innovation
There are still major reservations against telemedicine in Germany in general, and within
the organisation specifically. These reservations can only be overcome through a constant
open dialogue in combination with evidence-based publications. Within the German
MasterMind trial, one objective is to assess the degree of reservation as well the
acceptance by healthcare professionals over the course of the project and beyond.
Engaging therapists
In order to engage therapists within the project, it became obvious that it is important to
provide them with an easy to use and stable system, as well as an easily accessible ICT
service. Furthermore, therapists need sufficient information on the patient before engaging
with him/her, and a clear picture of exclusion criteria for the service as well as emergency
regulations.
The project infrastructure needs to account for the downsides that online therapy brings to
the therapists. Therapists report that providing therapy via video-conferencing and
interacting with a patient using the platform as more tiring than direct face-to-face contact,
especially if the system is unstable. Here, the organisation needs to provide the therapist
with compensation for the additional effort and stress, otherwise the therapist will prefer
to give regular face-to-face therapy.
Engaging referrers
Within the organisation, information was one key to successful implementation. For the
process, it was essential that one specific key person within the clinic is present for
questions of employees, and that this person is perceived as a member of this organisation
and not as a "foreign" person sent from another organisation or (research) institution.
Patient recruitment
Writing informational letters to a pre-selected group of patients proved to be extremely
inefficient. As a corrective action, Schoen tried to identify "more-at-risk" groups, and called
these patients after they received the letter. In addition, the health insurance company
started using their case management system to approach the client in a more direct way.
This approach was successful, while not being too time-consuming. Additionally, we
realised that “buzz marketing” (via friends and family of clients who either were inpatients
in the clinic or received a letter from the health insurance company) was a very efficient
recruitment method.
Implementation and roll-out
Within the implementation process, it is obvious that the more organisation and partners
are involved, the slower the process is often driven. Here, the decision was made to work
for a sustainable system instead of rapid implementation. In order to promote the
implementation, Schoen firstly implemented the innovation in one setting, and then rolled
it out to the other clinics stepwise.
Preference was placed on giving the organisation's different sites space to implement their
own processes, instead of forcing one overall process on the whole organisation; this
approach was considered the most acceptable one.
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Schoen adheres to the belief that a constant monitoring and adaptation of the innovation is
necessary in the implementation process to foster sustainability of the service. Milestones
were used to reflect on processes and procedures. For example, before the roll-out to the
other clinics started, the first clinic optimised all their practices.
Organisational issues
One major issue that became clear in the course of implementation was that the project
needs supports from the highest organisational levels. Only then can a complete
implementation into existing structures take place.
Data collection
The integration of different data collection systems is a big issue. To plan the
implementation, the smallest number of data collection systems should be used. This
should also be taken into consideration when choosing specific ICT solution providers.

3.2.6

Norway
For NST, the most important lesson learned was that this kind of research implementation
takes much longer than anticipated, even if they already have extensive experiences from
very similar projects. Unforeseen events such as illness of key staff, and more or less
foreseen problems with recruiting highly qualified staff in Northern Norway, have taken
time.
Major organisational changes both in the psychiatric hospital structure and at NST have
been very challenging, and until the beginning of 2016 NST does not know the full
consequences of these changes for MasterMind.
Getting administrative and legal approval for the different parts of the project, especially on
privacy protection of databases and software, has been and still is frustratingly slow.
In addition, the Norwegian team had not anticipated that MoodGYM had reservations
when the team wanted to integrate a Norwegian translation of the questionnaires needed
into the Mastermind project. This problem highlights the importance of having full control
of the software solutions to suit local needs.
The close cooperation with the GPs and IT staff in the municipalities has been better than
anticipated, although NST still needs to see the cooperation materialise into large scale
patient recruitment by the GPs.
In their meetings and courses for healthcare staff at the municipalities, they have
experienced a surprisingly high degree of interest and enthusiasm from staff other than
GPs.
NST has had one public MasterMind appearance in local newspapers. This resulted in a
short interest in the project. In the first quarter of 2016, they will follow this up.
NST have had no problems with suicide or suicide scares. But, as expected, they have
realised that cCBT requires patients to have strong motivation and some minimum
cognitive and reading skills.
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4.

Domain 1: Health problem and characteristics of the
application

4.1

Introduction – what information is analysed in Domain 1
Domain 1 addresses the health problem and general characteristics of the patient,
healthcare professional, and organisations involved. It will result in a profile of the average
patient, average healthcare professional, and organisation providing the services. The
patient profiles will contain information on basic demographics (age, gender, education,
employment, etc.) and health status. The profiles of the healthcare professionals include
demographic information as well as professional experience in the field of mental
healthcare and with the services. The organisational profiles include information in terms of
age and size.
Data for this domain will be mainly of a quantitative nature, and is used to answer the
following questions from the project objectives: objective #1: To identify barriers and
facilitators that influences the implementation of cCBT and ccVC for treating depression in
routine practice; objective #6: To assess who receives cCBT and ccVC in routine practice;
and objective #7: To assess the transferability of implementation and up scaling of cCBT and
ccVC in routine practice in different care contexts. The instruments used to collect the data
include Routine Outcome Measurements (ROM), the treatment platforms, and online
questionnaires.
The quantitative data retrieved from the trial sites will be enriched with qualitative
descriptions of the epidemiological health problem in the regions and an overview of the
mental health systems currently active. This will enable drawing conclusions in terms of the
reach of the implemented intervention for the given healthcare context.

4.2

Depressive disorder and its burden
Unipolar depressive disorder is currently one of the most prevalent mental disorders
worldwide, and is predicted to be the number one overall cause of disability by 2030 for
citizens of higher income countries13,14. Depressive disorders can lead to reduced quality of
life, impaired social and personal relationships, and disturbed professional life. They are
often accompanied by other psychiatric disorders (e.g. anxiety disorders, substance abuse)
and a variety of physical health problems. A depressive disorder may start early in life, and
the course is often recurrent15,16,17. Therefore, depressive disorders are associated with

13

14

15

16

17

mhGAP: Mental Health Gap Action Programme: scaling up care for mental, neurological and substance use
disorders. World Health Organization, 2008;
Mathers C.D. & Loncar D. Projections of global mortality and burden of disease from 2002 to 2030. Public
Library of Science, 2006
Bijl R.V. & Ravelli A. Current and residual functional disability associated with psychopathology: findings
from the Netherlands Mental Health Survey and Incidence Study (NEMESIS). Psychological medicine, 2000.
Barney N.J. et al. Stigma about depression and its impact on help‐seeking intentions. The Australian and
New Zealand journal of psychiatry, 2006.
Titov N. Current Opinion in Psychiatry. 2011.
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substantial economic and societal costs, such as cost of treatment, loss of work
productivity, absenteeism, early retirement, and premature death18,19,20.
Despite the availability of effective treatments, the number of people that actually receive
treatment for depressive disorders is not optimal. Care rates for adults with depression
range from 35% to 45% in higher income countries21. Suggested barriers that contribute to
these low rates include: fear of or perceived stigmatisation22; lack of adequately trained
therapists; and the costs associated with healthcare delivery23. Also, the often monodiagnostic nature of interventions available might limit treatment options for patients with
mixed symptoms or the relatively high comorbidity among psychological disorders or
interpersonal difficulties24.

4.2.1

Burden within MasterMind trial sites
Table 2 below provides an estimate of the eligible patients within the local population of
each trial site. The number of eligible patients is estimated by the prevalence of depression.
A total of 697,464 patients could be reached with the local cCBT programmes at this stage
of the project. The local eligibility criteria for cCBT further limit the assumed notional reach
of the local cCBT solutions.
Table 2: Estimate of eligible patients and description of local eligibility criteria

Region

Number of
eligible
patients

Applicable (local) inclusion and exclusion criteria for cCBT

Denmark –
RSD

36,000

Inclusion criteria
 Aged 18 years or older.
 Meets DSM-IV diagnostic criteria for MDD as confirmed by the
MINI International Neuropsychiatric Interview version 5.0
administered via video conference.
Exclusion criteria:
 Current high risk for suicide according to the MINI Interview
section C.
 Co-morbid substance dependence, bipolar affective disorder,
psychotic illness, obsessive compulsive disorder, as established at
the MINI interview.
 Currently receiving psychological treatment for depression in
primary or specialised mental health care.
 Not having access to a PC and fast Internet connection (i.e.
broadband or comparable).

18

19

20
21
22
23
24

Ferrari et al. Burden of Depressive Disorders by Country, Sex, Age, and Year: Findings from the Global
Burden of Disease Study 2010. Public Library of Science, 2013.
Wittchen et al. The size and burden of mental disorders and other disorders of the brain in Europe 2010.
European Neuropsychopharmacology, 2011.
Gustavsson et al. Cost of disorders of the brain in Europe 2010. European Neuropsychopharmacology, 2011.
Andrews et al. 2001; Spijker et al. 2001
Hengartner:2012, VanVoorhees:2012
Kazdin & Blase 2011; Wittchen et al. 2011
Emmelkamp:2013, VanVoorhees:2012
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Region

Number of
eligible
patients

Applicable (local) inclusion and exclusion criteria for cCBT

Scotland –
NHS24

108,000

Inclusion criteria:
 Patients with mild to moderate depression.
 Willingness to be pro-active in their treatment recovery and to
use a computer program.
Exclusion criteria:
 Patient with active suicidal ideas or plans.
 Patients who are unable to read or write English (reading age
below 10/11 years).
 Patients in acute phase of psychosis or mania, or with cognitive
functioning disorder, e.g. dementia.

Netherlands 62,650
– GGZ
InGeest

Inclusion criteria:

Germany –
Schoen
Clinic

Inclusion criteria:

487,754







Primary diagnosis of depression (mild, moderate or severe).
Indication for CBT.
Motivated for cCBT.
Access to a computer, internet and email address.
Adequate Dutch language skills (verbal and written.







Primary diagnosis of depression (mild, moderate or severe).
Indication for CBT.
Indication of short-term outpatient CBT.
Motivation for cCBT.
The patient is insured with a participating health insurance
company.
Exclusion criteria:
 Patient with high suicidal ideas or plans.
 Patients with psychotic symptoms or addiction.
 Patients with eating disorder, personality disorder etc. which
should be the focus of therapy.

Norway NST

3,060

Inclusion criteria:
 Feeling depressed or deemed depressed by GP.

Further details of how these estimates are reached for each trial site are set out below.
Denmark. Eligible patients are described by the prevalence of 3% out of 1.2m inhabitants.
Scotland. Eligible patients in Scotland are selected from the four participating Health
Boards, patients aged 16 and over, or approximately 1,300,000 individuals. The prevalence
of depression in Scotland over the past 12 months is 8%. Therefore the predicted number
of patients that are suitable for cCBT is 108,000.
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Scottish Health Board

Population 16+

Potential Patient Numbers

NHS Fife

304,536

24,363

NHS Shetland

19,256

1,540

NHS Lanarkshire

546,231

43,698

NHS Grampian

480,733

38,459

Netherlands. The number of eligible patients is calculated from the number of inhabitants
in the recruitment regions and applying the 12-month prevalence rate estimates of
depression in the Netherlands to this group of inhabitants. The number of inhabitants in
the recruitment regions is obtained from the Central Bureau for Statistics (CBS). These
numbers represent the inhabitants on 1st January 2014, aged from 20 to 64 years. The 12month prevalence of depression in the Netherlands is 5.2%25. The total number of eligible
patients for the Netherlands is therefore around 62,650.
Healthcare
organisation

Recruitment region /
location

1. GGZ inGeest

Amstelveen

49,735

2,586

Amsterdam

551,048

28,654

Haarlem

95,935

4,989

Haarlemmermeer

86,504

4,498

2. Mondriaan

Heerlen

54,015

2,809

3. PsyQ

Maastricht

77,096

4,009

4. CPH

‘s-Hertogenbosch

89,513

4,655

5. NhN

Heerhugowaard

31,450

1,635

Alkmaar

58,737

3,054

Schagen

25,924

1,348

Hoorn

42,999

2,236

Den Helder

33,722

1,754

Heiloo

11,982

623

1,208,660

62,850

Total

Number of inhabitants
Number of
in recruitment regions eligible patients

Germany. For Schoen, the number of eligible patients is provided by assuming a twelvemoth prevalence of 6%26 within the population of 81,292,000, of which about 10% are
insured with the cooperating public health insurance company27.

25

26
27

Nemesis-2, De Graaf et al, 2012. Prevalence of mental disorders and trends from 1996 to 2009. Results from
the Netherlands Mental Health Survey and Incidence Study-2. Social psychiatry and psychiatric
epidemiology, 47(2), 203-213.
Busch et al., 2013.
Busch, M., Maske, U., Ryl, L., Schlack, R., & Hapke, U. (2013). Prevalence of depressive symptoms and
diagnosed depression among adults in Germany
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The following table described one of the potential analyses the public health insurance
company conducted with the following criteria:
a) Within 100 km of the clinic;
b) ICD diagnoses F32.*, F33.1, F33.2, F33.3, F43.0, F43.2, F43.8, F43.9 or Z73.*;
c) data since 2004; d) exclusion criteria of outpatient treatment received within the last
two years.
Schoen has until now recruited with different inclusion criteria for the potential analysis, on
the one hand increasing the potential, on the other hand increasing and specifying it.
Clinic

Number of potential clients

Bad Arolsen

193,182

Bad Bramstedt

179,354

Roseneck

116,909

Bad Staffelstein

136,778

Total

626,223

Norway. NST is referring to Krinelen et al. 28.

4.3

Current mental healthcare settings targeting depression
The majority of persons with a mild or moderate depressive disorder receive treatment in
primary care settings, mostly from GPs, by means of antidepressants and less by brief
psychotherapeutic interventions. Patients suffering from more severe depressive disorders
are often referred to specialised mental healthcare services where treatment consists of
medication, psychotherapy, or a combination of the two29. For specialised care, there is an
overall trend in Europe to replace inpatient by outpatient care in specialised mental health
centres, and treat depression if appropriate in the community in primary care settings.
However, the rates differ considerably between EU countries.
The MasterMind partners place their cCBT offer in different constituent parts of their
healthcare setting. For all healthcare systems compared, GPs are the primary point of
contact for the patient. However, only NHS and NST are currently establishing their cCBT
project directly with the GP as a starting point. Schoen incorporates an “Online clinic”
within the clinic chain, and GGZ InGeest currently implements the service within basic and
specialised care, but here as well the patient has to be referred by a GP (or a specialist,
respectively). RSD currently locates its service within a newly established independent
department.

28

29

Kringelen,E., Torgersen,S., and Cramer, V. (2001). A Norwegian psychiatric epidemiological study. The
American Journal of Psychiatry, 158, 1091-1098. Doi: 10.1034/j.1600-0447.2003.00204.x
Cuijpers et al., 2012; Cuijpers, van Straten, Andersson, & van Oppen, 2008b; Wittchen et al., 2011.

Public

Page 26 of 61

st

V1.0 / 21 January 2016

D5.3 Intermediate Trial Report cCBT

4.3.1

RSD
A regional council of publicly elected representatives governs the mental healthcare system
in RSD. Health insurance in Denmark is publicly funded. The primary healthcare sector
comprises the GPs, who are the first point of contact and also serve a gatekeeper function.
GPs can refer patients to a practising psychologist or psychiatrist within the primary sector,
or to the mental health services in the secondary sector in the Region of Southern
Denmark. It has departments and functions across the region's 12,000 km2 in southern
Denmark. Approximately 3,000 employees work in the hospital, which covers both
community psychiatry and hospital psychiatry.
Departments and functions cover general psychiatry, child and adolescent psychiatry,
geronto-psychiatry, forensic psychiatry, psychiatric emergency rooms, psychiatric
information centres, and centres for survivors of trauma and torture.
The departments also have a number of specialised teams such as early intervention teams,
emergency teams, geronto-psychiatric teams, affective teams, geronto-neuropsychiatric
clinics, clinic for suicidal persons, eating disorder teams, oligophrenia-psychiatric clinic,
schizophrenia clinics, mobile teams, and psychotherapeutic outpatient clinics.
RSD’s service is located in a newly established department in the mental health services
named Centre for Telepsychiatry. The responsibilities of this new department are to
investigate, develop and implement digital tools in the domain of mental health services.
The service now functions in a clinic called Internetpsykiatrien.dk with a team leader, who
reports to a department manager at the Centre for Telepsychiatry, who in turn reports to
the head of the mental health services of RSD.

4.3.2

NHS24
The four participating Health Boards are divided up by geographical areas varying greatly in
terms of population from 23,000 (NHS Shetland) to 650,000 (NHS Lanarkshire). The
provision of mental health service is also very varied, in terms of what services are offered
and the size of these services. This is based on the needs of patient groups in each of the
geographical areas, but will generally be delivered in Stepped or Matched care models.
Within these models there are three levels of intervention, ranging from self-help or guided
self-help managed within primary care setting such as GP practices. The next step consists
of clinical psychology services accessed by referral, predominantly by GPs. The psychology
services offer a range of therapy styles in face-to-face or group settings. There are 271.4
FTE (full time equivalent) psychologists working in the participating areas.
For the more severe and enduring conditions, multidisciplinary teams based in the
community (CMHTs – Community Mental Health Teams) work across each area providing a
range of outpatient and inpatient services, including early intervention and emergency
teams.
All services are offered through the NHS structure and are free to patients.

4.3.3

GGZ
Within the Netherlands, the mental healthcare system is organised at three levels.
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1) The first level is the GP, who functions as a gatekeeper for all assignments: every
patient first consults his/her GP. The GP can prescribe medication and/or refer the
patient to a nurse practitioner trained in the field of mental healthcare (POH GGZ). All
GPs have the possibility to contract an in-house nurse practitioner. They deliver triage,
and short term face-to-face, online or blended treatment directed to self-management
and empowerment of the patient.
2) The second level is called basic mental healthcare (bGGZ): patients requiring mental
healthcare for relatively mild to moderate symptomatology (single diagnosis); patients
with sufficiently treated chronic disorders existing for longer than two years, and who
are at low risk, are treated in the basic mental healthcare. Patients are treated by
psychologists and specialised nurses with protocolled treatment such as CBT (Cognitive
Behavioural Therapy), EMDR (Eye Movement Desensitisation and Reprocessing), IPT
(Interpersonal Psycho Therapy), PST (Problem Solving Treatment) or relapse
prevention programmes. Treatment is delivered face-to-face, or in a blended form.
Psychiatrists and specialised nurses offer medication monitoring and treatment. The
treatment protocols in basic mental healthcare are offered in time limited formats.
Depending on the severity of the symptoms, four levels can be distinguished: short
(maximum 300 minutes), medium (450 minutes), intensive (750 minutes) or chronic
(750 minutes each year). Basic healthcare is offered by mental healthcare
organisations and by independent therapists.
3) The third level is the specialised mental healthcare (sGGZ): in the case of more severe /
complex 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, specialised
therapists such as occupational therapists or motoric therapists, and specialised
mental health nurses. Most treatment is offered face-to-face or blended. For severe
mentally ill patients, who are (semi-) independently living with guidance from mental
healthcare, video conferencing is starting to find its way into regular treatment
programmes. When the patient is in crisis and psychopathology is so severe that the
patient is in danger of self-neglect and/or harming himself/others (due to e.g. severe
depression, suicidal tendency or psychosis), the patient can be referred from an
outpatient clinic setting to an inpatient clinic.
Not all people with a depression seek and get help in bGGZ and sGGZ. Until 2013, there
were only two levels of care for mental health problems: primary care and secondary care.
It was found that only half to two thirds of the persons with a depression ask for
professional help30. When people first visit their GP, after diagnosis, the majority of people
with a depression (in 2008: 85%) stay in care at the general practice31. Research from the
Netherlands also showed that in 2007-9, 41% of people with a depression visited their GP
because of their symptoms25. About 5% of patients who are referred by the GP are referred
to mental healthcare within primary care (private practices), and 10% are referred to
secondary care32. For MasterMind, we recruit patients from this 15% who are referred.
Probably in the last few years this referral rate is somewhat lower, as more general
practices are able to deliver mental health interventions through their POH- GGZ.
This would mean that of the total number of depressed patients in the recruitment area of
MasterMind in the Netherlands, it is estimated that 40-50% go to their GP (0,5 x 62.850 =
30
31
32

Cuijpers, 2011; Wieren, 2010.
Achterberg, 2010.
Verhaak, 2011.
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31.425). Of these, 15% may be referred to basic or specialised mental healthcare (4.714). In
all areas, the sites that participate in MasterMind are not the only providers of mental
healthcare in that region. For example, at the site of GGZ inGeest in Amstelveen, there are
only about 60-80 patients referred for depression treatment per year.
The patient flow within the mental healthcare system is shown in Figure 1.

Figure 1: Patient flow in mental healthcare system in the Netherlands

4.3.4

Schoen
In Germany, being insured with a health insurer is mandatory. The German system is a dual
system where health insurance is provided by a) competing, not-for-profit, nongovernmental health insurance funds called “sickness funds” in the statutory health
insurance scheme (SHI), or b) voluntary substitutive private health insurance (PHI).
Within the German healthcare system, outpatient and ambulatory care fulfils a central role:
except for emergencies, GPs and outpatient specialists operating in private practices are
the first contact point for a patient. Every GP or specialist has to be a member of a regional
association; these negotiate individual contracts with the “sickness funds”, and coordinate
healthcare requirements. GPs and outpatient specialists are then reimbursed on a fee-forservice basis with a uniform fee schedule negotiated individually between the fund and the
physician.
Inpatient treatment in clinics represents a third of the financial burden of the German
healthcare system. Inpatient treatment in Germany can be divided into clinical inpatient
treatment and rehabilitation. Inpatient is always subordinate to outpatient treatment, and
an outpatient physician has to refer the patient to inpatient treatment. In 2013, there were
1.996 acute clinics with 500.600 beds. There is a reduction in acute beds in Germany, and a
shift to more specialised outpatient treatment. Clinics operate within the federal states in
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Germany (mostly university hospitals), while municipalities play a role in public health
activities and own about half of hospital beds. Private practices play an increasing role in
the German healthcare system, and today hold a majority of acute clinics. The German law
for clinic funding regulates a dualistic financing system of acute care: investment costs are
funded by means of taxation, while operating costs are funded by health insurance
companies.
Within the healthcare system, the German MasterMind trial is located within both in- and
out-patient settings, cooperating with both SHIs and PHIs.
The three interventions offered by the Schoen clinic, a private acute clinic for
psychosomatics, are planned to cover different aspects within patient care.

Figure 2: Stepped care model of healthcare in the German MasterMind trial
Within the stepped care approach to patient care, the German MasterMind trial offers:
1) guided and unguided prevention and self-help intervention through Get.On Mood
Enhancer (ProMind) as a first step; then
2) outpatient diagnostics and the option for a subsequent internet- and video-based
outpatient treatment “Depression Online”. Patients experiencing an increase in
symptom severity can find easy access to acute treatment in a (co-operating) day
clinic or acute hospital; and
3) the internet- and video-based Relapse Prevention programme after inpatient
treatment.
Patients can enter at any stage.
Within the healthcare system, the German MasterMind offer is funded by one major SHI
and one PHI. The infrastructure is located in an acute inpatient setting, while the service
can be considered as outpatient treatment. This intersection allows for the provision of
holistic care.

4.3.5

NST
The Norwegian MasterMind system covers 34.000 inhabitants, 11 municipalities and 42 GPs
serving in a list care system (please see D3.1 study protocol for details). The specialist care
system is a district mental health centre and a university hospital.
The guiding principles in the Norwegian MasterMind service are that the system should be:
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 Integrated into the normal healthcare system, not an “add-on”.
 Based on a stepped care approach from self-help with GP involvement to increasing
involvement of specialised healthcare workers.
 Highly flexible to allow the GPs to work within their normal routines.
 A learning healthcare system that promotes cooperation across administrative
borders.
 Economically beneficial for GPs.
 Efficient to focus the specialist healthcare system on patients that cannot receive
sufficient treatment in the primary healthcare system.
 A tool to reduce waiting lists by better and faster visits by patients to the right level
of care.
 A system to relieve constant lack of specialists in the remote areas of NorthernNorway.
NST tries to achieve these goals by integrating Internet based cognitive behavioural therapy
(ICBT) and ccVC into the normal patient care system.
Figure 3 below shows the complexity of patient flows through the system. One of many
patient flows could as follows. A patient tries self-help ICBT at home. The patient realises
that she or he needs more help, and contacts the GP. The patient and GP together try
assisted self-help where the GP motivates the patient to work on the ICBT. This is not
enough, and the GP increases the assistance by offering more motivational consultations,
typically a consultation between each module in the ICBT programme. If that does not
work, the GP may offer therapeutic consultations or ask for ccVC from a psychologist in the
specialist healthcare. The GP and patient in the GP's office participate together with the
psychologist in therapeutic consultations, typically six consultations, but this will be decided
jointly between the three parties.

Figure 3: Patient flow in the Norwegian MasterMind project
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If this does not work, specialist healthcare takes over, and the patient is cared for in the
policlinic. After an initial consultation at the policlinic where the patient meets the therapist
face-to-face, the patient is offered ccVC with or without cCBT or ICBT.
The patient and GP can also ask for assistance on therapeutic or diagnostic problems using
ccVC with psychologists or psychiatrists. If the patient is very ill, ccVC can be used for the
GP and patient to consult specialist healthcare personnel to form a plan for the optimal
acute treatment. Finally, district psychiatric wards will be able to consult the university
clinics on individual patients using video links. Should GPs choose not to use the system,
they can refer patients in the usual way, risking longer waiting lists. ccVC can also be used
at the policlinic to treat patients from the waiting list. GPs in Norway are paid to conduct
structured therapeutic consultations and take part in joint consultations with other
healthcare personnel as long as each session does last longer than approximately 35
minutes.

4.4

Interventions implemented in MasterMind
Within MasterMind, the participating healthcare organisations will implement evidencebased cCBT interventions in routine mental healthcare practice. The cCBT interventions are
evidence-based, in that there is clinical evidence from randomised controlled trials
demonstrating that the underlying therapeutic principles contribute to improvement of
depressive symptoms and health related client outcomes.
The exact treatment and service modalities depend on the type and structure of the
technical cCBT platform used, the individual needs of patients, and the actual care setting.
For all implementation sites, the treatment protocols and technological solutions adhere to
the multidisciplinary NICE clinical guidelines for depression developed by the National
Institute for Health and Care Excellence in the UK 33. The core components of all cCBT
treatments are: 1) psycho-education; 2) cognitive restructuring; 3) behavioural activation;
and 4) relapse prevention. These components are delivered over a number of sessions
either online (with minimal guidance) or via a combination of face-to-face sessions with a
mental healthcare professional, alternating with online sessions in which the CBT
components are described and practised.
Patients for whom CBT treatment is indicated, and who have for example difficulty visiting
the clinic, will be offered video supported cCBT treatment. The online sessions are
delivered through a secure web-based online treatment platform. The Internet platforms
include a web-based interface providing patients with access to cCBT therapy modules, a
digital workbook, and a secure communication channel for both therapists and patients.
The cCBT solutions used at the five trial sites are functionally equivalent; local adaptations
are found across the sites regarding the intended target population, treatment formats
used, applied referral modes, and ways of treatment delivery. The intensity of the cCBT
solutions used also differs widely, with five sessions for the programme with the lowest
intensity (NST), and up to 25 sessions for the longest intervention (Schoen). There is a
similar variation in type and intensity of therapeutic support given, ranging from pure selfhelp programmes without any additional support (NST), to synchronous videoconferencebased psychotherapy with 25 sessions of 50 min (Schoen).

33

Depression: the Treatment and Management of Depression in Adults (update). NICE 2009
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Table 3: The local cCBT solutions
Region

cCBT intervention and programme

Denmark –
RSD

Internet based cCBT programme consisting of six mandatory and two optional modules.
The six mandatory modules are: Introduction; Registering Activities; Planning Activities;
Negative Automatic Thoughts; Challenging Negative Automatic Thoughts; and Relapse
Prevention. Two optional modules: Intermediate Beliefs; and Rumination.

Scotland –
NHS24

Beating the Blues is the cCBT solution used by NHS 24 in Scotland for the MasterMind
project. It was developed by the Institute of Psychiatry at Kings College London and
Ultrasis, a software development company that specialises in health and wellbeing.
Beating the Blues is the most widely used cCBT application in the UK; it is unguided,
internet-based, and consists of eight weekly sessions, each approximately 60 minutes
in length.
The modules include instructions about unhelpful thoughts, inner beliefs, and
addresses problem solving and activity scheduling, graded exposure, task breakdown,
sleep management, with a final review of learned items and goal setting for the months
after treatment completion.
This solution is recommended by the UK National Institute for Health and Care
Excellence (NICE) and by the Scottish Intercollegiate Guidelines Network (SIGN).
cCBT is integrated and support by local psychological therapies stepped care models; it
can be offered as a stand-alone treatment, or used in a blended model of delivery in
conjunction with face-to-face therapy. Robust clinical governance procedures are in
place that monitor patient's progress after each session by a number of identified
individuals in each site. Where significant deteriorations are observed, clinicians are
engaged to provide additional support to the patient.
cCBT is offered to patients suffering from depression on computers located in a
number of community locations, such as libraries, community centres, community
colleges and other locations. In addition, it is offered to patients in their own homes.
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Region

cCBT intervention and programme

Netherlands The cCBT treatment modules are based on an evidence-based treatment protocol for
– GGZ
face-to-face cognitive behavioural therapy 34. This protocol is part of the
InGeest
multidisciplinary guidelines for depression35. The core components of the treatment
are: 1) psycho-education, 2) cognitive restructuring, 3) behavioural activation, and
4)°relapse prevention. As there is a distinction in the Netherlands between basic
mental healthcare (mild to moderate depression), and specialised mental healthcare
(more complex moderate to severe depression), the number of sessions differs
between these healthcare levels: 10-15 sessions in basic mental healthcare, and 12-20
sessions in specialised mental healthcare. At both healthcare levels, the number of
face-to-face sessions is reduced as half or more of the face-to-face sessions are
replaced by online treatment sessions. The treatment always starts and ends with a
face-to-face session. For the online sessions, patients have access to (text and video)
information and homework exercises on the platform. The therapist can monitor
patients’ online progress, and provide feedback by e-mail.
The organisations use different secure web-based online treatment platforms (e.g.
Minddistrict and ICT4Depression). The internet platforms include a computer interface
providing patient’s access to CBT therapy, a digital workbook, and a secure
communication channel for both therapists and patients.
The platforms were not considered to be medical devices by the medical ethics
committee of the VU university medical centre.
Germany –
Schoen
Clinic

34
35

The German MasterMind trial provides patients with three interventions:
1. The outpatient treatment (“Depression Online”) is best described as an evidencebased CBT for depression, for which a modular therapy manual accounts for the use
of cCBT in this setting. The treatment contains modules on psycho-education,
activation, modules on emotion and cognition, as well as relapse prevention. The
patient is offered 25 sessions of internet- and video-based cCBT, which consists of a
weekly 50-minute video-conference meeting with the therapists and work modules
on an interactive platform.
2. Relapse prevention is offered to patients that have received inpatient treatment for
depression in one of the cooperating clinics, and which now have an outpatient
therapist available. They receive a group introduction to the online platform during
their stay at the clinic; after they have been released, they are offered up to 25
sessions with an online therapist. The treatment is structured into two main phases:
first, 12 sessions of relapse prevention, and then 12 sessions of modularised CBT plus
one booster session after the end of treatment. In Phase 1, the patient is offered
support in finding an outpatient therapist close to home. The online therapist would
support a possible transfer to an outpatient therapist.
3. Get.On Mood Enhancer is facilitated by the Get.On Institute, and is offered to
patients insured with the participating public health insurance company. The Get.On
Mood Enhancer is an evidence-based internet-based treatment consisting of six
elements, and is mainly based on problem solving and behavioural activation. The
patient is asked to work on one element per week. In addition, an online diary is
provided.

Bockting and Huibers, 2011.
Spijker et al., 2012
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Region

cCBT intervention and programme

Norway NST

NST provides a holistic stepped care system using iPSYK and MasterMind. The unguided
Internet-based cCBT programme consists of five modules and a personal workbook.
Modules are entitled: Feelings; Thoughts; Unwarping; De- Stressing; and Relationships.
There is a depression and anxiety quiz at the end of each module. Approximately fiveweek course, 45 to 60 minutes to complete each module.
Further information at www.moodgym.anu.edu.au.
Section 5 of D3.1 Scientific Trial Protocol provides more information on the included cCBT
interventions and ccVC services.

4.5

Demographic characteristics of patients receiving cCBT through
MasterMind
Overall, 1.501 patients have been included in the data analysis. Across all trial sites, the
mean age of patients is 40 years (SD = 13,4), and 62,8% of participants are female. 32,5% of
all participants received secondary education, and 59,6% received higher education, while
38,7% of participants report to be currently employed. Data on immigration is only
provided by two partners (n=1.273) and shows that 6,9% of Scottish participants and 0,4%
of German participants report to have immigrated. Data on residency will be provided in
the final report.
The majority of patients (53,1%) have been referred to the cCBT service by GPs. 12,3% of
participants have been referred by psychologists, and 9,9% have been included after selfreferral. Only 9,8% of patients has been referred by psychiatrists or other mental health
professionals.
The majority of patients are not on medication (69,7%); if a patient is on medication,
predominantly he/she has already been on medication for more than two months (22,8% of
the total number of participants).
See Table 4 for more details of patient demographics.
Table 4: The demographic characteristics of patients
Region
DK
Sample: n
Age years: mean (SD)
Gender: n (%)
Male
Female
Education: n (%)
Primary
Secondary

Public

Total

NL

DE

NO

140
41 (14,3)

UKScotland
1049
39 (13,6)

38
40 (11,4)

224
44 (11,4)

50
37 (13,2)

1501
40 (13,4)

50
(37,9%)
82
(62,1%)

395
(37,3%)
654
(62,3%)

12
(31,6%)
26
(68,4%)

76
(34,1%)
147
(65,9%)

17
(34,0%)
33
(66%)

550
(36,6%)
942
(62,8%)

-

0
131
(41,3%)

3 (8,1%)
15
(40,5%)

12 (5,4%)
41
(18,4%)

11 (22%)
17
(34%)

26 (4,1%)
204
(32,5%)
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Region
DK
-

Higher / University
Other

-

Immigrated: n (%)

-

Residency: n (%)
Urban area
Rural area

UKScotland
164
(51,7%)
22 (6,9%)
-

Total

NL

DE

NO

19
(51,4%)
0
15
(39,5%)

169
(75,8%)
1 (0,4%)
-

22
(44%)
0
1
(2,0%)

374
(59,6%)
23 (3,7%)
16
(1,2%)

Will be delivered at final trial report.

Employment status: n (%)

56
(51,9%)

265
(25,3%)

24
(63,2%)

192
(86,5%)

20
(83,3%)

557
(38,7%)

0

729
(72,8%)
38 (3,8%)

21
(95,5%)
0

0
0

13
(26%)
2 (4%)

120
(12,0%)
99
(9,9%)
0

0
1
(4,5%)
0

50
(22,3%)
174
(77,7%)
0

7
(14%)
1
(2%)
2 (4%)

763
(53,1%)
40
(2,8%)
177
(12,3%)
101
(7,0%)
142
(9,9%)

5 (4,0%)

1 (6,3%)

2 (4,1%)

4 (8,%)

3 (2,4%)
21
(16,7%)
97
(77,0%)

2 (12,5%)
2
(12,5%)
11
(68,8%)

0
23
(46,9%)
24
(49,0%)

1 (2%)
9
(18%)
36
(72%)

Service referral: n (%)
General practitioner

0

Psychiatrist

0

Psychologist
Other mental health
professional

0

140
(100%)
Anti-depressant medication use: n (%)
Yes, for less than one month
Self-referral

Yes, for less than 2 months
Yes, for more than 2 months

-

No

4.6

-

12
(5,0%)
6 (2,5%)
55
(22,8%)
168
(69,7%)

Demographic characteristics of healthcare professionals involved in
MasterMind
Due to the low numbers for some partners, only the total number of participating
healthcare professionals (HCPs)is provided in this intermediate trial report. Data on about
49% of the total of recruited healthcare professionals is available in the data set at the
moment.
Table 5: Summary of the demographic characteristics of healthcare providers
Total
Sample: n

346

Gender: n (%)
Male
Female

149 (43,1%)
197 (56,9%)

Profession: n (%)
General practitioner
Licensed psychologist
Public

331 (95,7%)
4 (1,2%)
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Total
Psychologist (in training)
Psychologist (basic training)
Licensed psychiatrist
Psychiatrist (in CBT training)
Psychiatrist (diploma in CBT)
Psychiatrist (master)
Psychiatrist (doctorate)
MH / community worker
Central administrator
Other
Training in cCBT: n (%)

6 (1,7%)
4 (1,4%)
0
0
0
0
0
0
0
0
6 (1,7%=

Field experience: mean (SD)
Less than 3 years
3 years or more but less than 5 years
5 years or more but less than 10 years
10 years or more

5 (1,4%)
5 (1,4%)
43 (12,4%)
293 (84,7%)

Experience with providing cCBT: mean (SD)
Less than 3 years
3 years or more but less than 5 years
5 years or more but less than 5 years
10 years or more

337 (99,1%)
0
1 (0,3%)
2 (0,6%)

Within the reported sample, 43,1% of participants report to be male, and 95,7% are GPs.
340 HCPs (98,3%) report that they have not received training in cCBT; 99,1% report they
have worked with cCBT for less than 3 years. 84,7% of HCPs report they have had field
experience for 10 years or more; 12,4% report they have five years of experience (but less
than 10 years).
As 95,7% of the participating healthcare professionals are GPs, we are assuming that the
majority of the data set are in fact referrers, and not those actually giving cCBT treatment
and therefore need no training in cCBT. NHS Scotland, whose healthcare professionals
make up 96% of the data set, are providing their GPs with information on the project and
the referral modalities, which might not be perceived by the participants as cCBT “training”.

4.7

Demographic characteristics of mental healthcare organisations
involved in MasterMind
The final report will provide an overview of the demographics of healthcare institutions
with regard to the number of participating institutions per trial site, the age of these
institutions, the number of participating units, turnover, as well as the setting the
organisations are operating in (primary / secondary care).
At this stage of the project, a report on these demographics is too early, as some of the
collaborations are still too recent to be evaluated. What can be said at this stage is that all
trial sites are operating in primary as well as secondary care, and have multiple cooperating organisations.
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For RSD, the cCBT service is accessible to all inhabitants in the region (1.2 million) via selfreferral. It is operated by the Mental Health Services of the Region of Southern Denmark,
which administratively is one organisation.
For NSH Scotland, there are four departments within MasterMind that are currently
involved in the delivery of cCBT services, one within each of the participating areas. These
are departments embedded in much larger organisations.
For GGZ, five different mental healthcare organisations participate in the MasterMind
project.
Table 6 below has further details.
Table 6: Summary of GGZ healthcare organisations
Sample: Included
patients Nov 2015

Participating locations
(clinics for depression)

Setting

1.1 GGZ inGeest
1.2 Prezens

29
25

4
2

sGGZ
bGGZ

2. Mondriaan

4

2

bGGZ

3. PsyQ

0

1

sGGZ

4. CPH

0

1

sGGZ

5. NhN

7

6

sGGZ

Healthcare organisation

Schoen has five sites involved at this stage of the project. The basis of the project is the
Schoen Clinic Bad Arolsen, from where the outpatient treatment “Depression Online” and
relapse prevention are provided. The fifth site is the co-operating Get.On Institute offering
the guided and unguided self-help treatment Get.On Mood Enhancer.
Table 7: Summary of the Schoen Clinic
Healthcare organisation
1. Bad Arolsen

Sample: Included patients
Nov 2015

Setting

178

Relapse Prevention

62

Depression Online

2. Bad Bramstedt

47

Depression Online

3. Roseneck

4
19

Relapse Prevention
Depression Online

4. Bad Staffelstein

15

Depression Online

5. Get.On Institut

186

Get.On Mood Enhancer

Note that Schoen has not been able to upload all their data to the database yet. Not all of
the patients reported here are considered in the previously mentioned recruitment
numbers. Of all MasterMind patients in the system, all patients that actually received
treatment have been uploaded to the database.
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Here the health insurance companies are not considered, as until now there is only the
public healthcare organisation that recruits patients loaded to the database. For the final
report, a division of patient recruitment by health insurance companies will be provided, as
well as more information on the two organisations.
For NST, there is no information available at this point of the project. Information will be
provided in the final report.
Overall, the project involves a variety of different organisations; we expect very valuable
outcome especially from the qualitative interview analysis by the end of the study.

4.8

Summary and Discussion
After 21 months of the project, the preliminary data analysis has analysed 1.501 cases after
data cleaning (RSD: n = 140, NHS: n = 1.039, GGZ: n = 38, Schoen: n = 224 and NST: n = 50).
The total sample consists of 62,8% females with an mean age of 40 years (SD = 13,4). The
sample is skewed towards a higher level of education, and the majority of patients are
employed. A large proportion of patients have been referred to cCBT by a GP, and are not
taking any antidepressant medication, hence cCBT is for most participants the only
treatment for depression they receive.
With regard to the involved healthcare professionals, 346 individuals provided data for the
current analysis; these were in a large part GPs (95,7%), female (56,9%), with
predominantly (84,7%) more than 10 years of field experience in providing CBT; but the
sample is relatively inexperienced in providing cCBT, with the large majority of participating
HCPs (99,1%) reporting to have less than three years of cCBT work experience. In addition,
a large majority of the participants report to have not received any specific cCBT training.
This result is not surprising, as it is likely that the majority of participants are referrers to
unguided self-help treatment.
By month 21, 28 organisations are already involved in the study. As three of the trial sites
have over-recruited already, the MasterMind project now also allows for inter trial site
comparisons of organisations, which adds additional options for data analysis in the final
report.
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5.

Domain 2 and 3: Safety and clinical effectiveness

5.1

Introduction – what information is analysed in Domain 2 and 3
The analysis within the context of domains 2 and 3 will establish the clinical effectiveness of
the services in real world settings. The analysis for safety will focus on suicidality, drop-outs,
and treatment attrition, together with safety issues as perceived by the healthcare
professionals. In terms of clinical effectiveness, the variables included address the
symptoms and methods for establishing symptoms, referral modalities, quality of life,
access to the systems, and reasons for drop-outs and attrition rates.
Data for these domains will be quantitative, and will be used to answer the these project
objectives: objective #1: To identify barriers and facilitators that influences the
implementation of cCBT and ccVC for treating depression in routine practice; objective #2:
To assess clinical change of patients’ depressive symptoms when treated with cCBT and
ccVC in routine practice; objective #4: To assess patients’ safety in terms of their health
when provided with cCBT and ccVC in routine practice; and objective #7: To assess the
transferability of implementation and up scaling of cCBT and ccVC in routine practice in
different care contexts. The instruments used to collect the data include Routine Outcome
Measurements (ROM), the treatment platforms, and online questionnaires.
Together with domains 1 and 4, these results will enable drawing conclusions in terms of
the acceptability and appropriateness of the services in alleviating depressive symptoms.
Acceptability is the perception among patients that the received treatment is agreeable,
palatable, or satisfactory36. Appropriateness is the perceived fit, relevance, or compatibility
of the treatment for the patient in addressing his or her mental disorder. Acceptability and
appropriateness will be measured through:
a) establishing change in depressive symptoms and quality of life (domain 3);
b) establishing perceived satisfaction with the treatment (domain 4);
c) establishing the perceived usability of the treatment (domain 4); and
d) treatment attrition (domain 2 and 3).
The methods for measuring the symptoms of depression adhere to routine practice, and
will be registered in terms of: clinical interview; professional clinical judgement; or a
symptom questionnaire. Symptoms are recorded in terms of no, mild, moderate and severe
symptoms according to routine practice diagnostic procedures (e.g. PHQ-9, BDI, etc.) using
appropriate transformation scales if needed.

5.2

Clinical safety in MasterMind
So far, no suicide attempts or any other adverse events have been reported by the
participating trial sites.

36

Proctor E. et al. Administration and policy in mental health. Springer US, 2011
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5.3

Clinical effectiveness in MasterMind
Because MasterMind aims to implement cCBT in routine care, we were not able to make
sure that all trial sites assess depression severity using the same standardised depression
measure. Change in depressive symptom severity was assessed by NHS24 using BDI and
PHQ-9, RSD using PHQ-9, GGZ inGeest using QIDS Questionnaire, Schoen using PHQ-9 or
PHQ-8, respectively, and NST using PHQ-9 and BDI. The symptom severity as reported has
then been transformed to a categorical system by each trial site.
Of the 1.501 participants at baseline, 219 participants (15%) have already completed the
cCBT treatment and provided end of treatment data. Cases that did not reach the mildsymptom severity threshold at intake (2,5%) have been excluded from data analysis. 14,7%
of participants report mild, 26,4% moderate and the majority of the population report
severe symptoms experienced (57,2%), while 1,7% report very severe symptoms.
By the end of treatment, 13% of participants reported that they do not experience any
symptoms anymore. 39,7% of participants reported mild symptoms, and only 24,7%
reported they still suffer from severe symptoms, while no patient reported that they
suffered from very severe symptoms anymore.
The majority of the population (71,9%) report that the start of the current depressive
episode was longer than one year ago. 24% report it to be more than 10 years ago, which
indicates a high number of chronically depressed patients participating. Within the total
data set, the majority of patients reported they have suffered from the current depressive
episode for between 3 to 5 years.
Note that NHS24 provided the majority of post-data (90% of the reported 219 postassessment cases) as most of the recruited patients in the other trials sites are still in
treatment. Since the case numbers for the other trial centres are too few at the moment,
these findings cannot be interpreted on a trial site level at this point of the project.
Table 8: Clinical symptom severity of the total data set
Total

Clinical symptoms:
n (%) t1 = 1.501, t2 = 219

Baseline

End of Treatment

(Excluded from analysis)

30 (13,7%)

Symptoms are mild

220 (14,7%)

87 (39,7%)

Symptoms are moderate

397 (26,4%)

48 (21,9%)

Symptoms are severe

858 (57,2%)

54 (24,7%)

26 (1,7%)

0

No symptoms are experienced

Symptoms are very severe
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Table 9: Duration of the depressive episode at intake of the total data set
Total
Current episodes: mean (SD) n= 1501
Less than 4 weeks

9 (0,7%)

Between 4 and 8 weeks

11 (0,9%)

Between 8 and 12 weeks

10 (0,8%)

Between 3 and six moths

125 (10,3%)

Between 6 moths and 1 year

181 (15%)

Between 1 year and 3 years

233 (19,3%)

Between 3 and 5 years

158 (13,1%)

Between 5 and 10 years

178 (15,5%)

More than 10 years

295 (24%)

At trial site level, one can see that NHS24 provided the majority of data. The majority of
Scottish patients were severely depressed (67,5% of the Scottish data set), resembling the
findings within the total data set, whereas the German patients reported mostly moderate
(50,0%) or severe (24,1%) symptoms, and the Danish reported almost half of the patients to
be severely depressed at intake into treatment. The Norwegian patients show mostly mild
(36%) to moderate (28%) symptoms and the 38 Dutch patients report to be severely
depressed with a percentage of 44,7%.
Within the Danish data set, the majority of patients reported they suffered from the
current depressive episode for between three to six months, the Scottish between three to
five years, and the majority of the Dutch, German and Norwegian patients reported they
suffered from the current depressive episode for between six months to one year.
As indicated above, the post treatment data cannot be interpreted at this stage of the
project.
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Table 10: Clinical symptom severity by trial site
Region
DK
Baseline

Clinical symptoms: n (%) t2
NHS=197, RSD=15, NL=0, NST=0,
Schoen=6

UK-Scotland
End of
Treatment

t1 = 140, t2=15

Baseline

NL

End of
Treatment

t1 = 1.049, t2=197

Baseline

DE
End of
Treatment

t1 = 38, t2=0

Baseline

NO
End of
Treatment

t1 = 224, t2=6

Baseline

End of
Treatment

t1 = 50, t2=0

(Excluded
from analysis)

3 (20%)

(Excluded
from analysis)

26 (13,2%)

(Excluded
from analysis)

-

(Excluded
from analysis)

1 (16,7%)

(Excluded
from analysis)

-

Symptoms are mild

17 (12,1%)

7 (46,7%)

135 (12,9%)

78 (39,6%)

6 (15,8%)

-

44 (19,6%)

2 (33,3%)

18 (36%)

-

Symptoms are moderate

55 (39,3%)

4 (26,7%)

206 (19,6%)

41 (20,8%)

10 (26,3%)

-

112 (50,0%)

2 (33,3%)

14 (28%)

-

Symptoms are severe

68 (48,6%)

1 (6,7%)

708 (67,5%)

52 (26,4%)

17 (44,7%)

-

54 (24,1%)

1 (16,7%)

11 (22%)

-

0

0

0

0

5 (13,2%)

-

14 (6,3%)

0

7 (14%)

-

No symptoms are experienced

Symptoms are very severe
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Table 11: Duration of the depressive episode at intake by trial site by trial site
Region
DK

UK Scotland

NL

DE

NO

Baseline

Current episodes: n=1501
Less than 4 weeks

3 (8,1%)

0

0

3 (6,0%)

3 (6%)

Between 4 and 8 weeks

4 (10,8%)

0

0

2 (4,0%)

5 (10%)

Between 8 and 12 weeks

4 (10,8%)

0

2 (8,7%)

2 (4,0%)

2 (4%)

Between 3 and six moths

10 (27,0%)

94 (9,0%)

3 (13,0%)

14 (28,0%)

4 (8%)

Between 6 months and 1 year

6 (16,2%)

149 (14,2%)

6 (26,1 %)

16 (32,0%)

4 (8%)

Between 1 year and 3 years

5 (13,5%)

206 (19,6%)

6 (26,1%)

9 (18,0%)

7 (14%)

Between 3 and 5 years

3 (8,1%)

142 (13,5%)

3 (13,0%)

2 (4,0%)

8 (16%)

Between 5 and 10 years

2 (5,4)

175 (16,7%)

2 (8,7%)

1 (2,0%)

7 (14%)

0

283 (27,0%)

9 (4,3%)

1 (2,0%)

10 (20%)

More than 10 years

5.4

Quality of life in MasterMind
38,1% of patients providing data on their current satisfaction with life reported to have
mixed feelings about their current satisfaction with life pre treatment; 21,7% described
themselves as displeased with their life, and 18,5% as mostly dissatisfied, while 15,4%
reported to be mostly satisfied with their life pre treatment. 39,4% of patients are
displeased with their current mental health pre treatment, while 14,8% reported to be
mostly dissatisfied, and 35,8% reported to have mixed feelings about their mental health
pre treatment.
End of treatment data cannot be interpreted at this stage of the project.
Table 12: Satisfaction with life and satisfaction with mental health of the total dataset
Total
Baseline
Satisfaction with life: n (%)

n = 383

Couldn´t be worse

Public

End of Treatment
n = 28

5 (1,3%)

1 (3,6%)

Displeased

83 (21,7%)

1 (3,6%)

Mostly dissatisfied

71 (18,5%)

3 (10,7%)

Mixed

146 (38,1)

8 (28,6%)

Mostly satisfied

59 (15,4%)

4 (14,3%)

Pleased

17 (4,4%)

10 (35,7%)

Couldn´t be better

2 (0,5%)

1 (3,6%)
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Total
Baseline
Satisfaction with mental health: n (%)

n = 371

Couldn´t be worse

n = 29

7 (1,9%)

1 (3,4%)

Displeased

146 (39,4%)

3 (10,3%)

Mostly dissatisfied

55 (14,8%)

2 (6,9%)

Mixed

133 (35,8%)

6 (20,7%)

Mostly satisfied

21 (5,7%)

7 (24,1%)

Pleased

8 (2,2%)

9 (31,0%)

1 (0,3)

1 (3,4%)

Couldn´t be better

5.5

End of Treatment

Analysis of patients who stopped the treatment (drop-outs)
Analysis shows that the large majority of patients access the service from their own
computer (98,6%). The number of planned sessions was eight for RSD and NHS, ten to 20
sessions (depending on primary or secondary care) for GGZ, 12-25 sessions (depending on
treatment programme) for Schoen, and five for NST. The mean of planned sessions is
around ten sessions on average over the trial sites. The number of sessions completed and
the number of sessions completed online is 3,6 and 3,7 respectively for the total data set.
59,4% of participants providing information stated they had completed the treatment.
To interpret drop-out reasons, at the moment there is insufficient information available. In
addition to the quantitative data, results from focus group interviews with healthcare
professionals on the theme of drop-outs will provide additional information by the end of
the trial.
Table 13: Summary of drop-outs
Total
Access to service: n (%)

1.064

Individual, personal location (e.g. at home)
Community location

7 (0,7%)

At care institution

8 (0,8%)

Number of sessions completed in total: mean (sd)

3,62 (2,6)

Number of sessions completed online: mean (sd)

3,67 (2,66)

Reasons for ending the treatment: n (%)

32 (3,0%)

I completed all sessions that were planned
I had problems with my internet connection and/or computer

Public

1.049 (98,6%)

19 (59,4%)
1 (3,1%)

I don´t have a computer

0

I don´t trust the online sessions are secure

0

I don´t have enough skills to follow the online sessions

0

I forgot to attend the online sessions

0

I ran out of time

0

I was ill

0
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Total
I had to work

0

My family did not support me

0

I did not want to share my personal information through internet
For other therapeutic reasons

5.6

3 (9,4%)
0

I am not convinced that the therapy solves my problems

1 (3,1%)

The therapist and I concluded that there was no use to continue
treatment

2 (6,3%)

My mental problems are alleviated

1 (3,1%)

Other reasons

5 (15,6%)

Discussion of findings
Patient baseline data shows that 57% of the total data set experience severe depressive
symptoms at cCBT treatment intake. This is remarkable, as there is still the hypothesis that
patients suffering from less severe depressive symptoms seek cCBT treatment more
frequently than more burdened patients. However, data from randomised controlled trials
clearly indicate that patients with severe symptoms of depression can also profit from
(guided) cCBT when they choose to use this treatment option37. The preliminary data
analysis shows that a large part of the sample can be considered to suffer from chronic
depression. Pre-post-effect sizes cannot be provided at this stage, as the sample providing
post treatment data is too small and too skewed by outliers. The majority of patients report
mixed feelings about their satisfaction with life, and being displeased with their mental
health at intake to treatment, underlining the depressive burden within this patient group.
Interestingly, the majority of patients accessed the cCBT service from home and not at
publically available computers as provided at some of the trial sites. About 60% of
participants completed all the intended sessions. At this stage of the project, there is
insufficient information on drop-out reasons available; a complete picture can only be
developed in combination with the qualitative analysis.

37

Ebert et al. forthcoming
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6.

Domain 4: Patient and healthcare professional
perspectives

6.1

Introduction – what information is analysed in Domain 4
Domain 4 will address the perceived satisfaction and usability of both patients and
healthcare professionals. Through validated self-reported measures (CSQ-8/3 and SUS), the
perspectives will be measured, and provide an indication of the acceptance and
appropriateness of the services in addressing the depressive disorder. The data on
satisfaction includes variables on quality, type, needs, complexity and overall satisfaction.
Data on usability will describe usage, complexity, consistency, confidence, and level of
integration.
Domain 4 aims to answer research objectives: objective #1: To identify barriers and
facilitators that influences the implementation of cCBT and ccVC for treating depression in
routine practice; objective #5: To assess the perceived satisfaction and perceived usability
with cCBT and ccVC; and objective #7: To assess the transferability of implementation and
up scaling of cCBT and ccVC into routine practice in different care contexts.
Together with domains 1, 2, 3, and 5, these results will enable to draw conclusions in terms
of the acceptability and appropriateness of the services in alleviating depressive symptoms.
The results will be triangulated (mixed-methods) with the focus-group discussions with the
healthcare professionals (domain 4) and organisations (domain 5). This triangulation will
provide an understanding of the meaning (qualitative) of the facts (quantitative) for the
healthcare professionals and organisations, and the interplay of both stakeholders.
More specifically, data will provide information on patients' perspectives towards the
services implemented within the MasterMind project, and the healthcare professional
perspective towards these services, by analysing and interpreting data retrieved from focus
group interviews and structured interviews.

Public
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7.

Domain 5: Economic aspects

7.1

Introduction – what information is analysed in Domain 5
Domain 5 will provide insights into the costs associated with the implementation of the
services. Both direct and indirect costs related to the investment for implementing the
services are collected, as well as estimates of the recurrent costs to maintain the services.
Additionally, the quantitative data will be enriched by qualitative data about envisioned
funding strategies and business cases by the healthcare organisations, as well as a view on
the barriers and facilitators that organisations perceive in implementing and maintaining
the services in routine practice.
Data analysed in domain 5 will attempt to answer research objectives: objective #1: To
identify barriers and facilitators that influences the implementation of cCBT and ccVC for
treating depression in routine practice; objective #3: To assess the costs associated with
implementing and large-scale uptake of cCBT and ccVC for treating depression in routine
practice; and objective #7: To assess the transferability of implementation and up scaling of
cCBT and ccVC into routine practice in different care contexts.
The results will enable drawing conclusions in terms of implementation costs.
Data for the economic evaluation will be collected as part of the qualitative data collection
process that will take place in the next year according to the trial protocol.
Within the final trial report, data will be provided on investment (incidental effort needed
to implement cCBT service and investment cost for providing the infrastructure), as well as
additional time per person spent on initial training and supervision. Mean direct and
indirect cost per cCBT session will be provided per trial site.

7.2

Investments
Table 14: Summary of investment for the implementation of the cCBT services
Region
DK
Incidental efforts (time in
FTE) needed from support
staff to implement cCBT:
mean (SD)

UKScotland

4.4

6

NL

NA

Investment
costs
for
additional materials such as
ICT infrastructure: mean
(SD)
9.000€

1.087€

NA

DE

NO

5

Depends how many staff –
a very rough estimate is
5.000 € at the clinic. GPs
learn as they go along.

Overall
39.000€

At the moment we estimate
about 500 € per GP, but this
depends on the municipality
(what infrastructure they
have and their economic
capability).
For the clinic, most of the
equipment is in place;
perhaps they need an extra
computer (550 €)

Public
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Region
DK
Extra time per person for
initial
training
and
supervision: (y/n) %

7.3

UKScotland

50%

1%

NL

DE

NO
GPs about 1-2 hrs. For some
16 hrs if they are interested.

NA

In total,
we
calculate
initially
30h

Second line staff depending
on initial qualifications – an
estimate of perhaps 10 hrs.

Recurring operational costs
Table 15: Summary of cost for the maintenance of the cCBT services
Region
DK

UKScotland

Direct costs of cCBT for
one session: mean (SD)

NL

DE

NO

NA

NA

NA

NA

For specialised care the costs of
a face-to-face treatment were:
 Women, 32 years old =
4.415€
 Man, 41 years old = 7.732€
 Man, 58 years old = 4.471€

For specialised care the costs of
a blended treatment were:
326
(44€)

£55
(78€)

 Man, 26 years old = 2.467€
 Women, 59 years old =
2.352€
 Women, 51 years old =
2.436€

And basic care the costs of a
blended treatment were:
 Women, 20 years old =
1.234€
 Women, 27 years old = 462€
 Man, 31 years old = 1.234€

Indirect costs spend on
overheads of cCBT for
one session: mean (SD)

Public

874
£11 (16€)
(117€)
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7.4

Sustainability of services in routine practice
Within the MasterMind trial, there are different reimbursement modalities in place for the cCBT services. The Scottish service’s running costs are
provided by the participating Health Boards, while the licence fee is provided by NHS24. Within the Dutch healthcare system, the services are covered by
basic health insurance up to a specific financial amount, while the German treatment is covered by the co-operating healthcare companies to a full
amount of treatment cost. In Norway, 27€ per consultation in which the cCBT treatment is included. For Scotland and Germany the reimbursement
procedures can be considered a success of the MasterMind project. For example, in Germany there were no reimbursement procedures before the
project; they will be evaluated after the first 500 patients within “Depression Online” treatment and "Relapse Prevention", respectively. Information on
current reimbursement cost cannot be provided at this stage of the project, or is not applicable to the partners' specific organisational structure. For
Germany, it has been a success that cCBT is reimbursed equally as face-to-face CBT.
Table 16: Description of the predicted sustainability of the cCBT services

Service reimbursed
and by whom
(health insurance,
state etc.)

Public

DK

UK-Scotland

The service costs are
covered by the Mental
Health Services of RSD,
and are not reimbursed.
Licences for the
treatment programme
are covered until 2017
by the initial
development project.

Service costs are based on
costs of service delivery,
including costs of
administration and cCBT
licence rather than by a
patient to patient or hourly
basis. Therefore all costs
come from departmental or
service budgets. In the case
of MasterMind, the costs
have been divided between
service running costs, which
are paid for by each of the
individual participating
Boards, and the licence and
project costs covered by NHS
24.

NL
The health insurance companies
reimburse the cCBT treatment when
the diagnosis for depression is
established.

DE

The service is reimbursed
by two major health
insurance companies, a
public one and a private
one. The sessions are
Everyone that has basic health
insurance has a standard, obligatory reimbursed with regard to
deductible excess of 375€ (2015). This the regular outpatient cost
amount is paid when costs are made rate of psychotherapy in
Germany.
by the insurance policy holder. The
deductible excess stacks up during a
year and resets at the start of a new
year. The health insurer will start to
reimburse when the deductible excess
is fully paid for. The deductible excess
can be increased (voluntary) with a
maximum of 500€ in order to
decrease the monthly premium.
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One session with a GP is 58€
up to 30 minutes, double if
more than 30 minutes. All
reimbursed if together with
psychologist, 15€ paid for
patients if only GP and patient.
A psychologist is on fixed
salary, calculated per hour
about 65€.
Patient pays at the policlinics
about 27€. But there are many
modifications and many
patients are treated free of
charge due to social
circumstances. Everybody that
has paid 238€ gets additional
medical treatment free.
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DK

UK-Scotland

NL

DE

NO
No – we use the standard
system, but perhaps GPs will
use ccVC more than before –
perhaps 6-12 consultations per
GP if we are really lucky. But
the GPs would otherwise have
had to treat the patients alone
or refer the patients to
expensive specialist care.

If reimbursed, is
this a success of
Mastermind?

Not reimbursed.

Yes

No

Within MasterMind,
German health insurance
companies for the first
time structurally
reimbursed video-based
therapy sessions. This is a
success of the contracts
made within the project.
The maintenance of these
contracts will be assessed
after the treatment of the
first 500 patients in
“Depression Online” and
Relapse Prevention,
respectively.

Reimbursement
per session [€],
total service per
patient [€]

NA

Not applicable

Information not available yet

Public: 81€ per 50 minutes See above. Routine sessions
video-based therapy
are six, but can vary
session, private 100,55€
significantly, see protocol.
per session; dependant on
session quantity.

Comparability of
reimbursement of
face-to-face
therapy

NA

Not applicable

Information not available yet.

Equal reimbursement as
face-to-face.

7.5

NA

Economic analysis
The project will carry out a cost effectiveness analysis based on the total cost (cost of implementing + running cost) for the services, and revenues
(savings, payments, and external budgets) relative to the effects of the service. For this analysis, changes in symptoms have been selected as the primary
effect of the services.

Public
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The following data from the clinical protocol and other sources will be included in the cost effectiveness analysis in the final trial report.
Table 17: Costs and effects
Cost

DK

UK-Scotland

NL

DE

NO

Incidental efforts (time) needed of
support staff to implement cCBT
Investment costs for additional materials
such as ICT infrastructure
Cost of initial training
Direct costs of cCBT for one session
What are the costs spend on overheads
of cCBT for one session?
The number of cases that a healthcare
professional handles each year
Cost of staff
Cost of extra time to implement the
intervention in their daily practice
Therapist time per patient
Resource savings
Change in symptom severity
The cost effectiveness analysis will provide an estimate of the costs / savings of changing severity level for the patients in a region and at consortium
level.

Public
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7.6

Discussion of findings
The cost effectiveness analysis will provide an estimate of the cost of changing severity level for the patients in a region and at consortium level. The
project will carry out a cost effectiveness analysis based on the total cost (cost of implementing + running cost) for the services, and revenues (savings,
payments, and external budgets) relative to the effects of the service. For this analysis, changes in symptoms have been selected as the primary effect of
the services. The initial findings provided above will be updated and completed in the final evaluation report. Because of the inconsistency and
incompleteness of data at this stage of the project, no cost effectiveness analysis has been conducted.

Public
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8.

Domain 6: Organisational aspects

8.1

Introduction – what information is analysed in Domain 6
As stated in deliverable D3.1 Scientific study protocol, domain 6 aims to provide insights
into the organisational aspects and perspectives of implementing and up-scaling the cCBT
and ccVC services into routine practice. Variables include quantitative information on the
organisation profile (as part of domain 1) and estimates of case load, and qualitative
information retrieved via focus group discussions and semi-structured interviews on issues
of leadership engagement (in terms of commitment and implementation strategies),
resources (time and savings), perceived factors for implementation success, and innovation
climate (including information on knowledge and beliefs about the services, self-efficacy in
using the services, individual state of change, identification with the organisation, support
and awards, and relative priority). Findings will be triangulated between both quantitative
data and qualitative data, and between healthcare professionals and organisational
perspectives (organisations).
The analyses performed at the end of the study period will enable drawing answers to the
research questions: objective #1: To identify barriers and facilitators that influence the
implementation of cCBT and ccVC to treat depression in routine practice; objective #3: To
assess the costs associated with implementing and large-scale uptake of cCBT and ccVC to
treat depression in routine practice; objective #5: To assess the perceived satisfaction and
perceived usability with cCBT and ccVC; and objective #7: To assess the transferability of
implementation and up scaling of cCBT and ccVC in routine practice in different care
contexts.
Findings from domain 6, together with domains 1-5 and 7, will provide insights into the
acceptability and appropriateness from the perspective of healthcare professionals, and the
sustainability of the services in routine practice as seen from the viewpoint of the
organisations.

8.2

Case-load of healthcare professional
This will be completed in the final report.

8.3

Leadership engagement
This will be completed in the final report.

8.4

Resources
This will be completed in the final report.

8.5

Perspectives on implementation
This will be completed in the final report.

Public
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8.6

Innovation culture
This will be completed in the final report.

8.7

Discussion of findings
This will be completed in the final report.

Public
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9.

Domain 7: Socio-cultural, ethical and legal aspects

9.1

Introduction – what information is analysed in Domain 7
Domain 7 is concerned with the broader context of the implementation. In MasterMind, it
is concerned with two issues: public policy and regulations, and liability. Variables include
information on clinical guidelines and perspectives of healthcare professionals and
organisations towards the value and use of clinical guidelines in everyday practice.
Additionally, the analysis for domain 7 also engages in establishing the competitive value of
implementing innovations such as the cCBT and ccVC services, where applicable. Liability
analysis will address the issue of clinical and legal liability of healthcare professionals and
organisations in employing (partly) automated ICT systems in delivering care to patients.
Data will be retrieved through the focus group discussions with healthcare professionals
and semi-structured interviews with representatives of the service providers. Please refer
to D3.1 Scientific study protocol (version 2) for more information on the details of the
design and data collection for this domain.
Data analysis for domain 7 will enable answering the following research objectives:
objective #1: To identify barriers and facilitators that influences the implementation of
cCBT and ccVC for treating depression in routine practice; objective #5: To assess the
perceived satisfaction and perceived usability with cCBT and ccVC; and objective #7: To
assess the transferability of implementation and up scaling of cCBT and ccVC into routine
practice in different care contexts.
Findings from domain 7, together with domains 1-6, will provide insights into the
acceptability and appropriateness of the services from the perspective of healthcare
professionals, and the sustainability of the services in routine practice as seen from the
viewpoint of the organisations.
More specifically, data will give information on the public policy and regulations at the
different trial sites (clinical guidelines in practice, and public image through benchmarking)
and potential conflicts within a qualitative discussion of professional liability.

9.2

Public policy and regulation
This will be completed in the final report.

9.3

Conflict
This will be completed in the final report.

9.4

Discussion of findings
This will be completed in the final report.

Public
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10.

Transferability assessment
This section will assess the transferability of results, i.e. determining whether particular
demographic, clinical, organisational or economical issues have affected the outcome, and
to what extent the results can be transferred to e.g. a larger patient group or other
organisations. The section will be based on the MAST model, and will assess scalability and
generalisability of the domains in the MAST model. This section will be completed in the
Final Trial Evaluation report.

Public
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11.

Conclusions
At month 21 of the project, 2.176 patients have been recruited for the MasterMind project;
this marks 75% of the target number of patients. The number of recruited healthcare
professionals is already ten times more than expected. So far, 95% of recruited patients’
data have been uploaded to the database; this is a comparatively high percentage
considering that most data upload issues in this complex routine care setting have been
solved. The expected number of involved organisations is high, with three partners already
over-recruiting. It is expected that the project will at least meet, if not exceed, its
expectations.
Within the trial, patient recruitment started slowly as a result of a number of different
problems encountered by the trial sites. These problems and These problems and their
resulting resolution are very heterogeneous, and will be fully reported through structured,
qualitative analysis provided at the end of the study. First results suggest that system
integration played an important role with regard to problems encountered, as well as
healthcare professional recruitment within this relatively new field of treatment.
An estimate of eligible patients based on country specific prevalence data showed that
about 700.000 patients could be reached by the WP5 treatment for depression within the
MasterMind trial. The number of eligible patients is limited by the inclusion / exclusion
criteria of the trial sites, which in all cases are kept as close to routine care as possible; the
project is not forcing any limitations on the trial sites for the sake of comparison.
The report describes the healthcare settings of the distinct trial sites. Within all trial sites,
for the patient the first point of contact with the treatment is, in one way or the other, the
GP, although only NHS 24 and NST are establishing their cCBT project directly with the GP
as a starting point. Within the five WP5 partners, this constitutes a more heterogeneous
picture: Schoen incorporates an “Online clinic” within the clinic chain, and GGZ InGeest
implements the service within basic and specialised care, where the patient has to be
referred by a GP, or a specialist, respectively. RSD locates its service within a newly
established independent department. This heterogeneity, in combination with the specifics
of the distinct healthcare system, will be evaluated further and in a highly structured way
within the qualitative data analysis at the end of the project, promising a valuable insight
into the matter of implementation within different types of healthcare systems.
The cCBT programmes implemented are as diverse as the healthcare systems. While the
cCBT solutions used are functionally equivalent and therefore comparable, the local
solutions vary with regard to the intended target population, used treatment formats,
applied referral modes, and ways of treatment delivery. The intensity of the cCBT solutions
used also differs, with five sessions for the programme with the lowest intensity (NST) up to
25 sessions for the longest intervention (Schoen). There is a similar variation in the type and
intensity of therapeutic support given, ranging from pure self-help programmes (NST)
without any additional support, to synchronous videoconference-based psychotherapy with
25 sessions of 50 min (Schoen).
The baseline data is consistent with other research on depression, showing a higher
percentage of women suffering from depression; participation in an internet intervention
does not seem to influence this distribution. The sample is skewed towards higher
education, and the majority of patients are employed. A large proportion of patients have
been referred to cCBT by a GP, and are not taking any antidepressant medication.

Public
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Patient baseline data shows that 57% of the total data set experience severe depressive
symptoms at cCBT treatment intake. This is remarkable, as there is still the hypothesis that
patients suffering from less severe depressive symptoms seek cCBT treatment more
frequently than more burdened patients. Preliminary data analysis shows that the sample
can be considered suffering from chronic depression. Pre-post-effect sizes cannot be
provided at this stage, as the sample providing post treatment data is too small and too
skewed by outliers. The majority of patients report mixed feelings about their satisfaction
with life and being displeased with their mental health at intake to treatment, underlining
the depressive burden within this patient group.
Interestingly, the majority of patients accessed the cCBT service from home, and not at
publically available computers as provided at some of the trial sites. The reported mean
number of completed CBT and cCBT is lower than expected, suspected to be skewed by
patients dropped-out at this point of the project. About 60% of participants completed the
all sessions intended. At this stage of the project, there is insufficient information on dropout reasons available; a complete picture can only be retrieved in combination with the
qualitative analysis.
With regard to the involved healthcare professionals, 346 individuals provided data for the
current analysis; they were in a large part GPs (95,7%), female (56,9%), with predominantly
(84,7%) more than 10 years of field experience in providing CBT; but the sample is relatively
inexperienced in providing cCBT, with the large majority of participating healthcare
professionals (99,1%) reporting to have less than three years of cCBT work experience. In
addition, a large majority of the participants report to have not received any specific cCBT
training. This is perhaps not surprising, as it is likely that the majority of participants are
referrers to unguided self-help treatment.
By month 21, 28 organisations are already involved in the study. As three of the trial sites
have over-recruited already, the MasterMind project now also allows for inter trial site
comparisons of organisations, which adds additional options for data analysis.
With regard to the clinical safety of the project, there have been no adverse events
reported by the trials sites by month 21.
Preliminary information shows that the cCBT solutions are reimbursed by different
institutions within the diverse trial sites. For two trial sites (Schoen & NHS24), the fact that
cCBT is now reimbursed within routine mental health care can be judged as a success of the
MasterMind project. The high degree of implemented reimbursement policies increases the
likelihood of maintaining the treatment solution beyond the MasterMind project.
The final report will provide further information and insights on a number of topics,
including: organisational aspects; socio-cultural, ethical and legal perspectives; the patients'
and healthcare professionals' perspectives on the cCBT solutions; and economic aspects of
the trial. The qualitative part of the study conducted at the end of the trial will add
additional depth and understanding to the results. Finally, a specific section will give
information on the important topic of transferability of results to other patient groups,
organisation groups and regions.
In conclusion, the project at mid-point is already over-exceeding expectations with regard
to many aspects of the project, such as recruitment numbers and the possibilities for
comparison and transferability of results. During the remainder of the project, the goals are
to: a) further increase recruitment numbers, especially providing a greater amount of postPublic
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treatment data; b) include a higher number of participating organisations and regions; c)
further sustain the knowledge exchange between wave one and wave two partners; and d)
prepare the qualitative post assessment.
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Appendix A: Study Objectives
The MasterMind Consortium intends to implement and up-scale evidence-based
computerised Cognitive Behavioural Therapy (cCBT) services for depressed adults across a
number of EU and Associated Countries, and from this implementation: a) identify barriers
and success factors to implement cCBT on a large scale and b) to recommend successful
strategies for implementing cCBT in different contexts. Additionally, MasterMind aims to
implement video-conference-enabled collaborative care (ccVC) for patients who are treated
for depression. Using the lessons learnt, the Consortium will develop guidelines and a tool
kit for promoting and facilitating the broader implementation across Europe of a safe,
effective and efficient service that is supported by relevant stakeholders.
For these purposes, the present study pursues the following seven objectives:
1 To identify the factors which promote or hinder the implementation of cCBT and ccVC
for treating depression in routine practice.
2 To assess change of patients’ depressive symptoms when treated with cCBT and ccVC in
routine practice.
3 To assess the costs associated with implementation and large-scale uptake of cCBT and
ccVC for treating depression in routine practice.
4 To assess patients’ safety in terms of their mental health when provided with cCBT and
ccVC in routine practice.
5 To assess the perceived satisfaction and perceived usability of cCBT and ccVC in: a)
Patients when treated for depression; b) Healthcare professionals when treating
patients suffering from depression; c) Healthcare professionals when using ccVC in a
collaborative care setting.
6 To identify the reach of cCBT and ccVC in routine practice through assessing general
patient characteristics.
7 To identify how to implement cCBT and ccVC at large scale in routine practice in
different care contexts.
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