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Executive Summary
This document contains the final trial evaluation report for WP6 computerised Cognitive
Behavioural Therapy (cCBT) for the treatment of depression. It reports the detailed
outcomes of the final evaluation, which is based on the MAST domains, of the cCBT service
implementation in second wavers (Wales, Aragón, Basque Country, Badalona, Galicia,
Piemonte, Treviso, Turkey, and Estonia). It concludes with the lessons learned collected by
the second wavers during the deployment of the service.
The data analysis is based on both quantitative and qualitative information. The data
gathered provides the possibility of an understanding of the meaning (qualitative) of the
facts (quantitative) for all stakeholders (patients, healthcare professionals and
organisations) and their interplay.
Overall, 1.550 patients have received cCBT treatment, and have been included in the
analysis. 281 healthcare professionals have been enrolled, while 14 healthcare
organisations were involved.
The cCBT solutions implemented are different between sites, but not the therapeutic
support given. Some sites have localised existing cCBT programmes while others have
created new ones, such as the “Supera tu depresión” tool designed by the Spanish cluster,
or the CBT basic app developed by the Estonian pilot.
Similarly to first wave pilots, the recruitment target has not been met mainly due to slow
progression in patient recruitment. The reasons are related to delays in development of
cCBT platforms, technical problems during deployment, difficulties in professional
engagement, and long procurement processes. However, all sites defined and set up
corrective actions to overcome these obstacles.
Regarding the clinical effectiveness, 58% of patients were reported to experience a
reduction in depressive symptoms, meaning that the cCBT treatment reached one of its
major objectives.
The patients' satisfaction is different between sites, but positive in overall. 76,4% of
patients reported to have been satisfied with the treatment. However, the overall
perceived satisfaction by healthcare professionals with the treatment varies between
regions: 17% in Estonia, 25% in Basque Country and Wales and 87% in Treviso. 67% of
Wales’ professionals would use these services again, but in Aragón, Treviso and Turkey this
is 100%.
The qualitative data derived from semi-structured interviews and focus groups with
healthcare professionals and organisation representatives collected information on
implementation strategies, the commitment of parties involved, as well as decision making
processes. The analysis concluded that the deployment of the cCBT service has been a
challenge for the second wave pilots, but valuable lessons for the future implementation
and key factors to ensure the sustainability of the service have been raised.
In conclusion, the experience of the second wave pilot sites provides findings to
demonstrate the benefits of eHealth solutions in the treatment of depression to facilitate
the uptake of the service into routine practice.
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1.

Introduction

1.1

Purpose of this document
This document contains the final trial evaluation report for WP6 Internet based guided
cCBT for treatment of depression - 2nd wave in the MasterMind project. It uses the
approach based on the MAST methodology.
The 2nd wave sites are:
 Powys teaching Local Health Board (PtHB), Wales.
 Azienda Unita Locale Socio Sanitaria N9 di Treviso (LHA N.9), Veneto, Italy.
 Azienda Sanitaria Locale TO3 (ASLTO3), Piemonte, Italy.
 Tallinna Tehnikaülikool (TUT), Estonia.
 Middle East Technical University (METU), Turkey.
 Servicio Aragonés de Salud (SALUD), Spain.
 Badalona Serveis Assistencials SA (BSA), Spain.
 Conselleria de Sanidade de Galicia (SERGAS), Spain.
 Servicio Vasco de Salud (OSAKIDETZA), Spain.
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,
2.300 patients in WP6) the impact of cCBT (computerised Cognitive Behavioural Therapy)
on the treatment for depression across nine EU and Associated Countries (nine WP6
partners).
WP6 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).
3. Identify issues that can impede and enable implementation.
4. Devise ways to overcome the impeding factors and exploit the enabling factors.
The Final Trial Evaluation Report for WP6 reports quantitative and qualitative results of the
2nd wavers who deployed cCBT.
The three Final Trial Reports, D5.5, D6.5 and D7.6, 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 deliverables can be read
independently from each other.
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1.2

Structure of document
Section 2 contains a description of the organisation of the project and the analysis done.
Section 3 describes the data used for the analysis regarding recruitment, patients that
finalised the treatment, and drop-outs.
Section 4 contains information for MAST Domain 1: Health problem and characteristics of
the application.
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 includes 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.

1.3

Public

Glossary
ASLTO3

Azienda Sanitaria Locale TO3

BDI

Beck Depression Inventory

BMP

Business Process Modelling

BSA

Badalona

BTB

Beating The Blues

cCBT

Computerised Cognitive Behavioural Therapy

ccVC

Collaborative care Videoconference

CSM

Centro di Salute Mentale

DSM

Diagnostic and Statistical Manual of Mental Disorders

EHR

Electronic Health Record

FTE

Full Time Equivalent

GP

General Practitioner

GPS

Global Positioning System

HIE

Health Information Exchange
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HIS

Hospital Information System

IBM

International Business Machines

ICT

Information and Communication Technology

IMSP

Institut Municipal de Serveis Personals

LHA

Local Health Authority

LHA N.9

Unitá Locale Socio Sanitaria

MAST

Model for ASsessment of Telemedicine

METU

Middle East technical University

MHCE

Mental Health Care Environment

MHCU

Mental Health Care Unit

MHD

Mental Health Department

OMI

Oficina Médica Informatizada

PACS

Picture Archiving and Communication System

PTHB

Powys teaching Health Board

PHQ

Patient Health Questionnaire

RIS

Radiology Information System

TUT

Tallinna Tehnikaülikool (Tallinn Technical University)

WHO

World Health Organisation
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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 sites, a multi-level and mixed-methods was undertaken
using a process and pre-test-post-test study design. The evaluation assessed 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 was employed which provided 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 also provided a good
insight into unintended consequences, and provided lessons for improvement of both
interventions, and the implementation and up scaling of future interventions in routine
practice.
The evaluation was structured according to the Model for ASsessment of Telemedicine
(MAST) in which seven highly interrelated domains were assessed:
 Client and care profiles.
 Safety of patients.
 Clinical change in depressive symptoms.
 Implementation related costs.
 Patient and professional perspectives towards cCBT.
 Organisational aspects and the broader
 Social, legal and ethical issues related to employing cCBT in routine practice.
For these seven MAST domains, the following seven objectives can be derived:
1. To identify the factors which promote or hinder the implementation of cCBT for
treating depression in routine practice.
2. To assess changes in patients’ depressive symptoms when treated with cCBT in
routine practice.
3. To assess the costs associated with implementation and large-scale uptake of cCBT
for treating depression in routine practice.
4. To assess patients’ safety in terms of their mental health when provided with cCBT in
routine practice.
5. To assess the perceived satisfaction and perceived usability of cCBT in:
 Patients when treated for depression.
 Healthcare professionals when treating patients suffering from depression.
 Healthcare professionals when using ccVC in a collaborative care setting.
6. To identify the reach of cCBT in routine practice through assessing general patient
characteristics.
7. To identify how to implement cCBT at a large scale in routine practice in different
care contexts.
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Routine practice is our laboratory, thus the measurements should not interfere with the
object of our study. Therefore, the study outcomes were based on data already available in
routine care, such as information on the reduction of depressive symptoms. In addition,
short self-report questionnaires were used to measure satisfaction with and usability of
cCBT, 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 were undertaken to gain a better understanding of the
process that leads to implementation success or failure.
The primary focal points of interest were reach, clinical effect, acceptability,
appropriateness, implementation costs, and sustainability of the interventions in practice.
The resulting summative evaluation provided valuable insights into the factors that
influence the implementation and up-scaling of cCBT in a variety of real political, social,
economic and clinical contexts. It provided insight into the perspectives of involved
stakeholders, and resulted in concrete recommendations for implementing and up-scaling
cCBT for depression in different mental healthcare contexts.

2.2

Data management
To ensure a proper and timely statistical analysis of the collected data, it was essential that,
previously, each pilot site in the study assured the correct entry of all requested data,
including all relevant quality controls. That way we were 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 ensured 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 nominated a data manager.
Each pilot site had to upload or export the data to the central database (depending on the
tool chosen) on a monthly basis. Every month, pilot sites had the opportunity to correct any
mistakes introduced in the previous months. The most relevant aspects to be checked
were:
 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 communicated with the coordination team.
In addition to the quality assurance carried out by pilot sites, Arsenal.IT (which was
responsible for the central database) checked if the data uploaded were in the correct
format according to the codebook, i.e. all mandatory indicators were entered, no incorrect
symbols were introduced, ranges of the indicators were respected, etc.
As a third layer of quality assurance, the evaluation team led by the scientific coordinators
was in charge of monitoring whether the data was of good scientific quality, e.g. the option
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of “missing answer” was used as little as possible, and instruments were monitored to
measure and provide data as intended.
Once data capture was completed, each pilot site fully rechecked the quality of the
information entered; if any errors were detected in the data entry or data was found
missing, they corrected it prior to the statistical analysis.

2.3

Analysis plan
The analyses underwent the following three steps:
 Step 1: Due to the strong heterogeneity amongst the participating sites in terms of
cCBT solutions, recruitment procedures, and healthcare systems, the analyses of the
quantitative data were of a descriptive nature. This was expected and fits the study
design: summative evaluation. Frequency tables and scoring were used to observe
trends in the data. Univariate analysis was used to investigate potential associations
between variables.
 Step 2: Through thematic content analysis, semantic units of meaning related to the
study objectives were identified inductively within the qualitative data, and then
coded and summarised in aggregated narrative tables.
 Step 3: The results from step 1 and 2 were combined and observed for trends.
Quantitative data were confronted with the qualitative results, and remarkable
observations described. The interpretation was of a descriptive nature in order to
preserve heterogeneity between levels and contexts of sites. Additionally, and where
possible, explorative statistical methods were employed to investigate crosssectional relationships between levels (patients, healthcare professionals and
organisations), care settings and, if possible, specific intervention characteristics.
Presentation of results and interpretations was structured in accordance with the MAST
domains. At patient level, data of all participants were included in the analyses when they
were eligible and agreed to receive treatment, regardless of whether the participant ended
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 was on
implementation effectiveness, no data, or parts of the data missing, was core information
for the outcomes. Therefore, no imputation techniques were applied.

2.3.1

Descriptive statistics
Data cleaning for the depicted analysis included the filtering of patients that were a) eligible
for treatment offered, b) recruited and gave consent for the use of their data in the project,
and c) of adult age. In general, no other exclusion criteria from data analysis have been
used. For post treatment analysis, patients have been excluded who did not provide pretreatment data. For the clinical effectiveness and change analyses, cases have not been
filtered by the number of sessions completed; all provided cases have been used.
We used SPSS 24 for the data analysis. The data has been divided into a core and sub-data
sets. The core data sets include all available data on patients, professionals and
organisations in order to report a maximum data on the demographics with regard to the
inclusion criteria mentioned above. Additionally, for each analysis, a sub-set demographics
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table is reported in order to indicate the differences in these sub-datasets from the core
data set.
For the clinical effectiveness measure, pre- and post-treatment total numbers and
percentages are depicted within pre-set categories (no symptoms, mild, moderate, severe
or very severe symptoms). For clinical change, the difference scores between these
categories have been calculated indicating the degree of change in the pre-set categories.
“Reduction in one category” means that the patient symptoms were reduced by one
severity category, e.g. from very severe to severe depressive symptoms, severe to
moderate, moderate to mild or mild to no symptoms. Similarly, “reduction in two
categories” depicts patients whose depressive symptom severity was reduced either from
very severe to moderate, severe to mild or moderate to no symptoms. Under
“deterioration”, the number of patients is shown who experienced a higher level of
depressive symptom severity after treatment than before.
Patient’s perceived satisfaction was measured with the Client Satisfaction Questionnaire
(CSQ-81). This version of the CSQ contains eight questions on consumers’ satisfaction; it is
easily scored by summing the individual item scores to produce a range of 8 to 32, with high
scores indicating greater satisfaction. The answer options on the Likert scale linked to
approval have been combined as indicating “approval”, and the disapproving options in the
category “disapproval”. Item selection for the CSQ-8 has been done by expert ratings and
factor analysis. Being one-dimensional, the measurement is equipped to provide a
homogeneous estimate of general satisfaction with services. In numerous studies, the CSQ8 has proven to extract patients' perspectives of the value brought by the service, and not
so much the gain from treatment or outcome. Similarly, the healthcare professionals'
perceived satisfaction was assessed with the Client Satisfaction Questionnaire (CSQ-3),
containing items 3, 7, and 8 of the CSQ-8. These items are the empirically the most salient
ones, and are used to provide the maximum efficiency in obtaining data. For the reader’s
convenience, we chose to show the percentage of approval.
Patients' and health care professionals' perceived usability was measured with the System
Usability Scale (SUS2) consisting of ten items to facilitate the evaluation of products such as
software and applications. The questionnaire was chosen because it represents the gold
standard in the field of measuring system usability, it can easily be administered, is
realisable in small sample sized, and has been proven to be a valid instrument.
Interpretation can be complicated, as the scoring of the SUS items can be positive or
negative3. To calculate the score, each participant's scores for each question are converted
individually, added together and then multiplied by 2.5 to convert the original scores of 040 to 0-100. Though the scores are 0-100, these are not percentages and should be
considered only in terms of their percentile ranking. Based on research, a SUS score equal
to or above a 68 would be considered above average and anything below 68 is below
average.

1

2

3

Larsen, D.L., Attkisson, C.C., Hargreaves, W.A., and Nguyen, T.D. (1979). Assessment of client / patient
satisfaction: Development of a general scale, Evaluation and Program Planning, 2, 197-207. Instrument
reproduced with permission of C. Clifford Attkisson.
Brooke, J.: SUS: a "quick and dirty" usability scale. In: Usability Evaluation in Industry. London: Taylor and
Francis, 1986.
Bangor, A., Kortum, P. T., & Miller, J. T. (2008). An empirical evaluation of the system usability scale. Intl.
Journal of Human–Computer Interaction, 24(6), 574-594.
https://www.usability.gov/how-to-and-tools/methods/system-usability-scale.html
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The data has been converted into table format with the help of the “ctable” command in
SPSS, and laid out by the MasterMind partner Kronikgune.

2.3.2

Cost analysis: budget impact analyses
An economic evaluation, sometimes referred to as cost-effectiveness analysis, is defined as
“the comparative analysis of alternative courses of action in terms of both their costs and
their consequences”4. Therefore, an economic evaluation requires a comparison of two or
more treatment alternatives, and the consideration of both costs and health outcomes in
the analysis.
MasterMind does not include a control group, as this is out of the scope of the evaluative
framework design of the project. This precludes a comparison between the interventions
under study and other treatment alternatives; this prevents a full assessment of the costeffectiveness of these interventions. The scope of the economic analysis is thus focused on
the implementation costs, the recurring costs of the implemented cCBT service, and
potential savings derived from the use of the technologies under evaluation.
The economic analysis, or budget impact analyses, is based on responses to the
questionnaires preceding the semi-structured interviews with healthcare organisations,
which include a series of questions regarding implementation and maintenance costs. The
semi-structure interviews collected relevant views in terms of potential savings and a
potential business case for initiating and retaining the interventions according to directors /
or owners of the healthcare organisations participating in MasterMind.
The budget impact analyses contained the following two steps:
1. Estimate costs of implementing interventions:
The overall implementation cost to the healthcare organisation is estimated based on
information on investment (§6.2.2) and recurring costs (§6.2.3), as well as
reimbursement modalities (§6.2.4) and external information on unit costs for staff
time.
2. Estimate cost of providing interventions:
Based on questionnaires preceding the interviews with organisations and
information from questionnaires preceding healthcare professionals’ focus groups,
the (recurring) cost of providing cCBT service in practice are estimated.

2.3.3

Qualitative analysis
The qualitative analysis 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. We
did not set out to answer a specific hypothesis. In that sense, the aim was to describe the
participants’ experiences of a certain event, which allows presenting the participants’ point
of view and staying close to data 5.

4

5

Ref. Drummond, M.F. et al., 2005. Methods for the Economic Evaluation of Health Care Programmes,
Oxford University Press.
Neergaard, M.A., Olesen, F., Andersen, R.S., Sondergaard J.,2009. Qualitative description - the poor cousin of
health research?, BMC Med Res Methodol. Jul 16;9:52. doi: 10.1186/1471-2288-9-52.
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Full details on the qualitative studies can be found in the deliverable D3.1 Scientific study
protocols6.Below is an overview of the various components of analysis of the qualitative
data in MasterMind.
The qualitative study addressed the perspective of healthcare professionals and healthcare
organisations for the following MAST domains:
 Domain 2: Client Safety: reasons for stopping treatment.
 Domain 4: Economic aspects: expected cost savings, business cases, and
sustainability.
 Domain 5: Perspectives towards cCBT and ccCV: needs of the patient and
professionals.
 Domain 6: Organisational aspects: leadership and factors promoting or inhibiting
implementation.
 Domain 7: Social, legal and ethical aspects: issues with liability, benchmarking, and
public image.
The qualitative study followed a two-stepped emerging design that steered the contents of
the structuring themes. Focus group discussions were conducted with healthcare
professionals (both therapists and clinician referrers) to obtain collective views on the
identified themes for cCBT. The interviews were aimed at obtaining the opinions of
individuals representing the services organisations related to the context they are operating
in.
For the data collection and analysis, a combination of inductive and deductive methods was
applied. The MAST framework7, Consolidated Framework for Implementation Research
(CFIR)8, Measurements for Determining Innovation (MIDI)9, RE-AIM10 and the Normalisation
Process Theory (NPT) were 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 was achieved inductively. Purposive sampling was applied. The composition of the
focus groups and interviews is listed in the tables below.
Table 1: Wave 2: Focus group discussions

6

7

8

9

10

Site

Service discussed

Participants

Aragón

Guided cCBT

Primary care practitioners, nurses, and specialist
therapists (n=7)

Badalona

Guided cCBT

GP, nurse, psychologist, MD, director, psychiatrist (n=6)

Vis, C. et all. Implementing and up-scaling evidence-based eMental health in Europe: The study protocol for
the MasterMind project. Internet Interventions 2 (2015) 399–409
Kidholm, K et all. A model for assessment of telemedicine applications: mast. Int J Technol Assess Health
Care. 2012 Jan;28(1):44-51. doi: 10.1017/S0266462311000638.
Damschroder, L.J. et all. Fostering implementation of health services research findings into practice: a
consolidated framework for advancing implementation science. Implement Sci. 2009 Aug 7;4:50. doi:
10.1186/1748-5908-4-50.
Fleuren, M.A. et all. Towards a measurement instrument for determinants of innovations. Int J Qual Health
Care. 2014 Oct;26(5):501-10. doi: 10.1093/intqhc/mzu060. Epub 2014 Jun 20.
Glasgow, R.E. et all. Evaluating the public health impact of health promotion interventions: the RE-AIM
framework. Am J Public Health. 1999 Sep;89(9):1322-7.
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Site

Service discussed

Participants

Basque
Country

Guided cCBT

Primary care practitioners (n=5)

Guided cCBT

Primary care practitioners (n=7)

Estonia

cCBT min. guidance

Primary care practitioners (n=9)

Galicia

Guided cCBT

Primary care practitioners, nurses, therapists (n=6)

Piemonte

Guided cCBT + ccVC

Primary care practitioners, specialist therapists (n=11)

Treviso,
Veneto

Guided cCBT + ccVC

Primary care practitioners, specialist therapists (n=5)

Guided cCBT + ccVC

Primary care practitioners, specialist therapists (n=7)

Turkey

cCBT min. guidance

Specialist therapists (n=3)

Wales

Unguided cCBT

Primary care practitioners (n=5)

Table 2: Wave 2: Semi-structured interviews
Site

Service discussed

Participants

Aragón

Guided cCBT

Coordinator mental healthcare unit

Badalona

Guided cCBT + ccVC

Director Innovation, research, and ICT

Guided cCBT + ccVC

Medical officer

Basque
Country

Guided cCBT

Regional Director of integration

Guided cCBT

Regional Director of integration (different region)

Estonia

Guided cCBT

Head of GPs and psychologist centre

Galicia

Not available; corrupt data file

Piemonte

Guided cCBT + ccVC

Director of mental health department

Guided cCBT + ccVC

Director of mental health unit

Treviso,
Veneto

Guided cCBT

Director of department of mental health

Guided cCBT

Director of social services

Turkey

cCBT min. guidance

Project manager

Wales

Guided cCBT

Chief Executive Officer

Guided cCBT

Assistant director mental health services

Credibility and validity was ensured through cross verification (i.e. triangulation) of the
outcomes of the various methods. This took place in three ways:
 For healthcare professionals - therapists / referrers: confirmative research of the
CSQ-3 and SUS questionnaires that were administered to healthcare professionals.
 For healthcare professionals - team leaders: confirmative research of the CSQ-3 and
SUS questionnaires that were administered to healthcare professionals.
 Between healthcare professionals and healthcare organisations upper-level
management: confirmative research of the focus groups with professionals and team
leaders.
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Preceding the focus-group discussions and semi-structured interviews, participants were
asked to fill out a short questionnaire to obtain general information about the interviewees
and to prepare them for the interviews.
A detailed field guide and reporting template was developed, and interviewers and focus
group facilitators were trained in a two-day workshop. Please refer to the generic study
protocol (D3.1 version 1.2) for more information on the data collection procedures.
The analysis consisted of two distinct steps:
 Step 1: Thematic content analysis.
 Step 2: Thematic analysis.
2.3.3.1

Step 1: Thematic content analysis
Through thematic content analysis, semantic units of meaning related to the initially
defined themes were identified within the qualitative data, and then coded and
summarised in tables corresponding the MAST domains. The reports delivered by the sites
were split, and categorised in accordance with the wave the sites were active in, in
combination with the service evaluated (i.e. cCBT + ccVC or ccVC only). The reports
contained summary statements from the interviewer, together with transcribed and
translated (to English) quotes from the audio tapes supporting the summary statements.
The process of coding and categorisation of data was structured according to the following
four steps:
1. The reports were read to obtain an overview of data and to identify recurrent themes.
2. The reports were reread and coded according to the themes identified in the first step.
3. All text sections that were coded similarly were categorised into general themes.
4. To ensure correct coding and categorisation, the data was reviewed for coherence and
reallocated if discrepancies were found.
Coding and categorisation was using the qualitative data analysis application ATLAS.ti.

2.3.3.2

Step 2: Thematic analysis
Analysis of combined data was of a descriptive nature in order to preserve heterogeneity
between the levels and contexts of sites. For each (type of) interview, a table was
constructed with the final categorisations from step 1, a summary description of the
findings, and a description of the sources (site, focus group or interview, participants), was
prepared and included in the results sections.
The descriptions of findings, data collection processes and participants were created by
using narrative summaries in the form of simple descriptions of disaggregated data in
tabular format 11. These narrative summaries are included in the presentation of the results
for the corresponding MAST domains, after are included the interpretative step described
in step 3 of the overall analyses plan.

11

Dixon-Woods, M., Agarwal, S., Jones, D., Young, B., Sutton, A., 2005. Synthesising qualitative and
quantitative evidence: a review of possible methods. J Health Serv Res Policy;10(1):45-53.
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3.

Domain 1: Health problem and characteristics of the
application

3.1

Introduction
Domain 1 addresses the health problem and general characteristics of the patients,
healthcare professionals, and organisations involved. It results in a profile of the average
patient, average healthcare professional, and organisation providing the services. The
patient profiles 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 is 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 for treating depression in routine practice.
 Objective #6: To assess who receives cCBT in routine practice.
 Objective #7: To assess the transferability of implementation and up-scaling of cCBT
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 has been enriched with qualitative
descriptions of the epidemiological health problem in the regions and an overview of the
mental health systems currently active. This enables drawing conclusions in terms of the
reach of the implemented intervention for the given healthcare context.

3.2

The setting

3.2.1

Prevalence of depressive disorder
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 countries12. 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 recurrent13,14. Therefore, depressive disorders are associated with

12

13

14

Mathers, C.D., Loncar, D..2006. Projections of global mortality and burden of disease from 2002 to 2030.
PLoS Med;3(11):e442.
Bijl, R.V., Ravelli, A.. 2000. Psychiatric morbidity, service use, and need for care in the general population:
results of The Netherlands Mental Health Survey and Incidence Study. Am J Public Health;90(4):602-7.
Barney, L.J. et all. Stigma about depression and its impact on help-seeking intentions. Aust N Z J Psychiatry.
2006 Jan;40(1):51-4.
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substantial economic and societal costs, such as cost of treatment, loss of work
productivity, absenteeism, early retirement, and premature death.
Despite the availability of effective treatments, the number of people that actually receive
treatment for depressive disorders is not optimal. Care utilisation rates for adults with
depression range from 35% to 45% in higher income countries. Suggested barriers that
contribute to these low rates include: fear of or perceived stigmatisation; lack of
adequately trained therapists; and the costs associated with healthcare delivery. Also, the
often mono-diagnostic nature of interventions available might limit treatment options for
patients with mixed symptoms, the relatively high comorbidity among psychological
disorders, or interpersonal differences in patients.
The table below provides an estimate of the eligible patients for each region. This number
is based on the local or national prevalence for depression, and the population of the
region.
Table 3: Estimation of eligible patients for each region
Region
PtHB-IRH (Wales)

10,614

Gathered through Mental Health Team needs
assessments with the HB (linked to their IMTP)

SALUD (Aragon)

3,697

Adults with depression in the area of intervention

Osakidetza
(Basque Country)

39,404

10% of the depressed inhabitants of the Basque
Country, with mid or moderate symptoms. The
depressed inhabitants are 18% of the total.

BSA (Catalonia)

25,105

Depressed population that go to their centres

SERGAS (Galicia)

101,424

Patients meeting inclusion criteria

ASLTO3
(Piemonte)

21,600

Population reached by the 18 GPs trained and
involved in MM (18 * 1,200patients/GP )

LHA N.9 (Treviso,
Veneto)

88,000

Calculation is estimated on the prevalence of the
inhabitants of the Veneto region (5.000.000) in
relation to the intended users of Mental Health
Services in Veneto region LHA N.9

METU (Turkey)

8,450

5750 students (prevalence: 0.25)
2700 staff (prevalence: 0.1)

TUT (Estonia)

Public

Applicable (local) eligibility criteria for cCBT
Number of
eligible patients

100

Applicable (local) eligibility criteria for cCBT:
- Mild to moderate depressed patients, adults
(18+).
- Motivated and interested in using CBT BASIC app
and iFightDepression programme.
- Involved through GPs and psychologists over
country.
- No serious morbidities that affect further usability
of programmes.
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3.2.2

Current mental healthcare settings targeting depression
The majority of persons with a mild or moderate depressive disorder receive treatment in
primary care settings, mostly by GPs, by means of antidepressants and less by brief
psychotherapeutic interventions. Patients suffering from more severe depressive disorders
are often referred to specialised mental health care services where treatment consists of
medication, psychotherapy or a combination of both15,16. 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.

3.2.2.1

PtHB-IRH (Wales)
Powys covers ¼ landmass of Wales, but only has 4.5% of the population (132,000 people
approximately) making it the most sparsely populated region in Wales. PtHB is part of the
National Health Service within the United Kingdom. Travel between some of the different
Health Board sites can take three hours plus.
The majority of the persons suffering with mild / moderate depression first contact their
GP; the GP would usually undertake watchful waiting, or possible treatment with
antidepressants. If this was not successful, then the GP would refer the patient into the
Local Primary Mental Health Support Service (LPMHSS) for further assessment and
psychological therapy.

3.2.2.2

SALUD (Aragon)
The primary care professionals at the Primary Care Centres have the first and closest
contact with the patients. They do the first diagnosis, and normally treat mild to moderate
depression. This treatment might include an anti-depressants prescription. When there is a
patient profile with more complex needs and/or the symptoms are more severe, the GP
might decide whether to contact the Mental HealthCare Unit at the main general hospital
or not. The frequency and the type of interaction depends very much on the GP's workload
and on his/her training and experience in the treatment of mental health disorders. These
contacts with the Mental Healthcare Unit can be of two types:
 Consultations. This kind of contact normally consists of a description of a case with
specific questions about diagnosis or therapeutic treatment.
 Direct referral, when the severity or the complexity of the patient profile indicates
specialised treatment.

3.2.2.3

Osakidetza (Basque Country)
The Basque Health System includes 15 hospitals, more than 100 primary care clinics
organised through three different geographical areas, apart from the Mental Health
Centres, Emergencies and Basque Transfusions and Human Tissue Centre. More than
32,000 professionals work for Osakidetza, which could be considered the biggest
organisation of the Basque Country.

15

16

Cuijpers, P. et all. Personalized treatment of adult depression: medication, psychotherapy, or both? A
systematic review. Depress Anxiety. 2012 Oct;29(10):855-64. doi: 10.1002/da.21985. Epub 2012 Jul 19.
Cuijpers, P., van Straten, A., Andersson, G., van Oppen, P. Psychotherapy for depression in adults: a metaanalysis of comparative outcome studies. J Consult Clin Psychol. 2008 Dec;76(6):909-22. doi:
10.1037/a0013075.
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Mental health services in the Basque Country are based on the community care model
which:
(i) promotes integration and standardisation of mental health care services;
(ii) gives support and facilitates social integration and normalisation of the affected
population; and
(iii) endorses coordination of social and health care.
Mental health services consist of three regional networks with four psychiatric hospitals
(777 beds), two contracted long-term mental hospitals, and several mental health centres
in close collaboration with primary care. Mental health services in the Basque Country
consist of departments and functions across the three provinces of the Autonomous
Basque Community.
Service deployment in the Basque Country includes different actors with specific tasks: GPs
from primary care, psychologists and psychiatrists from Mental Health Centres
and/hospitals, managers and patients. Healthcare professionals belong to distinct
organisations of the three provinces of the Basque Country. According to the organisational
model defined, GPs are the main actors responsible for patient recruitment. They invite
candidate patients, who meet the inclusion criteria defined in the general scientific trial
protocol, to participate in MasterMind project. In addition to these criteria, GPs ensure that
the patient is able to handle the online cCBT tool.
3.2.2.4

BSA (Catalonia)
Badalona Serveis Assistencials (BSA) is a consortium that manages seven Primary Care
Centres, an acute care hospital (Hospital Municipal de Badalona), an intermediate care
hospital (Centre Sociosanitari El Carme), an integrated homecare service, and a Centre for
Sexual and Reproductive Health. BSA provides care to a total population of 234,000
inhabitants in the most populated suburban area of Barcelona. BSA employs more than
1,200 staff.
One of the most significant characteristics is the strategy based on the coordination of the
different levels of care: from primary and home care to hospital care, all the interventions
are well coordinated and globally supervised. This integrated model of care ensures the
best service for citizens when and where needed, optimising the use of resources to
guarantee the best overall care. The possibility of sharing the EHCR among the different
healthcare levels allows the development of new models of care to improve the access of
patients to secondary care, without generating duplications or delays in lab tests or other
diagnostic procedures. This allows specialists to consult patient both at their home and in
the Primary Care Centres.
We also work very closely with IMSP (in Catalan, Institut Municipal de Serveis Personals). It
is a public organisation operating in Badalona region which is in charge of providing the
most specialised mental care support. It is also owned by the City Council of Badalona.

3.2.2.5

SERGAS (Galicia)
Galicia is a territory with a significant demographic dispersion. The mental health services
are designed from a community perspective in order to provide resources for the whole
population.
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Any health problem is evaluated first by a GP. In the case of mental illnesses, GPs treat the
most prevalent and mild diseases such as adaptation problems or mild depression. GPs can
refer to secondary care any case that he/she considers specifically psychosis or severe
affective disorders. Mild and moderate depression cases are usually treated by the GP.
Secondary care provides psychiatric services. There are seven psychiatric services in Galicia.
Each of them has community based resources and hospital care units. The basic unit for
community based approach is the Mental Health Unit (USM). Each of them is composed of
a team of psychiatrist, psychologist and a nurse, plus a social worker. We also have
continuity care teams, in order to treat the most isolated cases at their home. Chronic cases
could be treated in Units for Psychosocial Rehabilitation or supervised flats.
There are also units in general hospitals for treating severe acute patients. We have two
psychiatric hospitals for admissions of patients with very severe chronic conditions.
There are 52 Mental Health Units in Galicia. They are in general health centres or in
hospitals. We are recruiting patients in three of the seven health areas of our region; all of
them are part of a single health service (SERGAS). Six Mental Health Units have been
selected to pilot the MMIND cCBT programme.
3.2.2.6

ASLTO3 (Piemonte)
ASLTO3, partner of the MasterMind project, is located in Piedmont, and covers the widest
part of the regional territory, as compared to the other ASL. Overall, the psychiatric services
of ASLTO3 treat about 9,000 cases per year. They receive about 3,000 new cases every year,
with an estimated proportion of depressive disorders of around 20%. Over the years, a
specific pathway has been developed for the assessment and treatment of people suffering
from depression. This pathway encompasses an assessment stage of the patients in the
Mental Health Outpatient Services (11 distributed in the territory of the ASLTO3); when
appropriate, this is followed by referral to a therapeutic treatment of low, medium or high
intensity, depending on the clinical needs of the patients. Patients can be treated in three
hospitals (with 10 beds each for psychiatric emergencies, and an average length of stay of
around 12 days), or in two private accredited facilities (with 140 beds in total, and an
average length of stay of around 36 days).
In addition, in the territory covered by ASLTO3 there are currently more than 400 GPs who
represent a precious resource. In the last few years, collaboration of the GPs has increased
the capacity for early detection of those who are suffering (or at risk of suffering) from
depression. However, it is currently difficult to provide adequate therapeutic treatment to
such a large number of patients with traditional approaches (e.g. face-to-face
psychotherapy), especially as the number of patients with depressive disorders will increase
significantly in the next decades (World Health Organisation, 2001). Thus, the introduction
in ASLTO3 of a cCBT service, and the increased use of video-conference system for clinical
monitoring (as implied by the MasterMind pilot) would probably allow a significant
proportion of patients with mild to moderate depression to benefit from a treatment of
their disorder.

3.2.2.7

LHA n.9 (Treviso, Veneto)
The Mental Health Department in Treviso comprises two psychiatric services, one for
200,000 people which has two psychiatric wards and four Mental Health Centres, and one
for 100,000 people. Patients suffering from severe mental health disorders are often
referred to these mental healthcare services where treatment consists of medication,
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psychotherapy, or a combination of both. The majority of persons with a mild or moderate
mental disorder, depressive disorders included, receive treatment in primary care settings
from GPs, mostly medication.
During the follow-up, the specialists (MasterMind psychologist and psychiatrist) meet the
patient at the Mental Health Centre for evaluation, and consider the possibility of assigning
to cCBT treatment, in collaboration with the GP by collaborative care through
videoconference or phone. At the Mental Health Centre, depending on the clinical situation
presented, the patient is invited to start cCBT treatment or to start an adequate treatment
for his condition, with or without medication. In both cases, the GP has the opportunity to
share the patient status with the specialist, at any time, through videoconferencing with
the specialist and in the shared electronic MasterMind folder. The patient, who agrees to
undergo cCBT treatment, will be adequately informed and invited to carry out the
treatment activities, under the supervision of a psychiatrist mental health specialist or a
case manager (MHC workers).
3.2.2.8

METU (Turkey)
The prevalence of depression in the general Turkish population is of the order of 13% in
women and 8% in men according to Turkish psychiatry association. However, the
prevalence is much higher among university students (25% according to Binbay et.al 2013).
The target population of MasterMind in Turkey has been university students. For this
purpose, several customisation procedures have been implemented. First of all, the
language used in the cCBT modules is tilted towards the jargon common to youth; also the
respect code in the language is tilted towards addressing younger people. Secondly, the
therapists are chosen from among specialists closer to the patient populations; the
therapists are graduates of psychology departments with MS degrees, they are licensed in
CBT, and they are students themselves, pursuing PhD. Finally, the delivery of services is
entirely free. The online service is based on the educational LMS platform offered by METU.
The modules are entered as a part of a regular online class. If the service is licensed in the
future, this can easily be done through METU.
Local patient recruitment was initially planned to be done only from the METU student
counselling services, AYNA. But later, after a few encounters with other universities,
Bogazici University’s BUREM also joined. Both of these services are overcrowded with
student patients. Usually, the time spent in the waiting list is around 5-6 months. The
recruitment strategy takes patients from the waiting list, but keeps their place on the list,
so that if the patients wish to continue with face-to-face therapy after cCBT, this is still
available. One problem seems to be the creativity of students to have thoughts of suicide.
This is an exclusion criteria, and it appears that quite a few students indicate that they have
developed a suicidal plan after they gave consent to participate. In these cases, they have
to be immediately referred to face-to-face therapy, so they have to be dropped out of Top
Sende. Currently remedies are being sought for this issue.

3.2.2.9

TUT (Estonia)
In Estonia, patients have an opportunity to choose whether they like to visit their GP in the
primary healthcare setting, or to visit a psychologist / psychotherapist / psychiatrist in the
mental healthcare centre without any referral letter; mental healthcare service is also
available in private healthcare centres. The psychiatric services in the Register of Activity
Licences of the Health Board are classified as follows:
 Outpatient psychiatric services.
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Outpatient children’s psychiatry services.
Outpatient psychiatric services (including children’s psychiatry).
Children’s psychiatry services.
Psychiatric services of day medical treatment.
Psychiatric services (including children’s psychiatry) inpatient psychiatric services.
Auxiliary psychotherapy services.
Out-patient psychotherapy.

74 natural or legal persons, providing health services, hold a valid activity licence for the
provision of psychiatric services. Some of them provide services to mainly or only a certain
target group (e.g. people suffering from mental disorders caused by the consumption of
psychoactive substances, and to those suffering from sexual dysfunctions).
Social services, with reference to people with severe and long-lasting mental special needs,
are provided by 86 service providers who provide the following services:
 Supported living.
 Living in a community.
 Supported employment.
 Supporting everyday life.
 24-hour care.
 24-hour care with intensified monitoring

3.2.3

Interventions implemented in MasterMind WP6
Within MasterMind, the participating healthcare organisations implement evidence-based
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 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 Care and Excellence in the UK17. 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 have for example difficulty visiting the
clinic will be offered a 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 adopted by 2nd wavers have followed a similar procedure in order to
decide the cCBT programme used. In this way, some of the aspects that have been

17

NICE. Depression: the Treatment and Management of Depression in Adults. 2009.
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considered are in relation to the collection of information on the different characteristics of
the programmes such as structure and clinical content of the online therapy, costs, or
privacy and confidentiality.
The following table shows the cCBT programmes chosen by 2nd wavers.
Table 4: cCBT programmes chosen by 2nd wavers
Pilot site

cCBT programme

Wales

Beating the Blues

Piemonte

iFight Depression

Treviso, Veneto

iFight Depression

Estonia

iFight Depression and CBT Basic app

Turkey

Top Sende (a brand new programme in Turkish)

Badalona
Aragón
Galicia

“Supera tu depresión” (adapted by Spanish cluster)

Basque Country
3.2.3.1

PtHB-IRH (Wales)
Powys had adopted the ‘Beating the Blues’ system of online CBT developed by Ultrasis (but
now owned by 365 Health & Wellbeing). Beating the Blues is a cCBT programme for
depression and anxiety. It is a clinically proven drug-free treatment that is cost effective
and time efficient, which integrates best practice in psychological therapies with advanced
multimedia software. The programme was developed and evaluated by Ultrasis in
collaboration with a research team from the Institute of Psychiatry, Kings College, London,
led by Dr Judy Proudfoot. Beating the Blues has been evaluated through independent
clinical trials; the results have been published by the British Journal of Psychiatry.
The eight sessions enable users to identify specific problems and realistic treatment goals.
Users work through cognitive modules to identify and challenge automatic thoughts,
thinking errors, distractions, core beliefs and attributional styles. Problem directed
behavioural components are interlinked with these cognitive elements, enabling users to
work on activity scheduling, problem solving, graded exposure, task breakdown, or sleep
management, according to their specific problems. The final session looks at action
planning and relapse prevention.
Beating the Blues uses interactive modules, animations and voice-overs to motivate and
engage the user. A major feature is a series of filmed case studies of fictional patients who
model the symptoms of anxiety and depression, and help demonstrate the treatment by
CBT.
The programme offers clinicians a remote monitoring tool whereby users complete
modules from any computer, whilst their clinical helper can print off reports from their own
system. The programme has integrated assessment tools PHQ9 and GAD 7 in line with IAPT
requirements. Suicide risk alert emails are generated, and regular encouragement is fed
back to users.
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3.2.3.2

SALUD, Osakidetza, BSA and SERGAS (Spain)
The four Spanish organisations participating in MasterMind agreed to adapt existing
evidence-based cCBT programmes to their local cultural context. For this purpose, a group
of healthcare professionals (psychiatrists and psychologists) from these regions, with
expertise in CBT interventions and online therapies directed to other pathologies, have
worked together to define the clinical content of the cCBT programme to be implemented.
The adapted cCBT programme is called “Supera tu depresión" (Overcome your depression)
and consists of eight modules:
1. What is depression?
Description of depression, its main symptoms, and guidelines to face depression are
stated. In addition, how to manage anxiety and relaxation techniques are explained.
2. How different activities affect our mood.
Relationship between behaviour and emotions is explained, and how changing our
daily activities can influence our mood.
3. Increasing pleasant activities. Additional information on healthy habits.
Guidelines to plan and perform pleasant activities are given.
4. How our thoughts affect our mood.
Relationship between thoughts and mood is defined, and different types of thoughts
that boost the appearance of the depression are listed and illustrated with examples.
In addition, guidelines to detect negative thoughts are given.
5. Learning to change our negative thoughts.
Benefits of being optimistic are explained and how to reverse a negative thought into
a more reasonable and positive idea.
6. Learning to change our negative thoughts. Special situations.
Different techniques to boost positive thoughts are given, such as distraction, and a
set of exercises is proposed.
7. Problem solving.
Steps to problem solving are explained: 1) identification of the problem, 2)
specification of the response that usually occurs, 3) listing alternative solutions, 4)
assessment of consequences of each alternative solution, 5) analysis of the results.
8. Looking to the future.
Salud
The strategy in MasterMind also includes a "stepped approach", as there was no previous
experience in the area / organisation in the use of cCBT, nor in mental health technologyrelated projects. This stepped approach is composed of two routes of incremental activity:
 Beginning at the Mental Healthcare Unit with a few patients, and after that small
intervention, inclusion of recruitment by a few GPs at some Healthcare Centres.
 The initial approach was to try a "self / auto-guided" intervention with a minimum
follow-up. Monitoring would be increased / tailored depending on the effectiveness
of the intervention and on the adherence to treatment from users.
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The plan includes:
 A first phase with a few patients, in which psychiatrists from the Mental Health Care
Unit would put the final touches to the intervention. This initial phase started in
October 2015, and included a few patients recruited from the Mental Health Care
Unit. The initial results of this small experience led to a redesign of the intervention
due to the lack of adherence to treatment by patients, including more training
materials, more technical support, and the inclusion of training sessions. Also, the
complex profiles of patients at the Mental HealthCare Unit caused some changes in
the recruitment strategies.
 A second phase focused on recruitment at the Primary Care Centres. This phase
started in February 2016 with the intervention of GPs to do the recruitment, and
nurses from primary care to do the follow-up. Recruitment at the Mental Health Care
Unit also continues, but with a few changes from the initial approach (more
collaboration with the Mental Health Care nurses and a more intensive monitoring of
patients).
Once the solution and the protocol have been assessed and validated at these centres,
further deployments are foreseen.
Osakidetza
Once the patient has accepted to participate in the intervention, the GP or the GP nurse is
in charge of explaining how the online cCBT tools works. After the demo, the patient is
given a username and a password, and he/she can start with the first session scheduled in
the cCBT programme. Before starting the session, the patient has to complete some
questionnaires online (MANSA-2, PHQ-9, BDI and EuroQoL).
The MasterMind platform is a web application developed in HTML5. Access to this
application is possible by mobile, tablet or PC. It is composed of two parts or "consoles":
 Patient console: accessible by a link in the personal health folder, this console is used
by two roles (patient and caregiver). Authentication in this console is supported by
personal certificate or Barcode – Advanced electronic signature.
The most important functionalities provided are:
- Empowerment of patients in your activities to check your disease.
- Education about your disease.
- To answer questionnaires about your health status or disease status.
- To send messages to clinicians.
 Clinical Console: accessible by URL deployed in the internal environment of the public
health service (Osakideza). It is accessible only by clinicians. The method for
authentication is SSO (Single Sign On) using the user and password introduced by
user in Osakidetza environment.
The most important functionalities are:
- Management of the clinical contents of app (movies, questionnaires, educational
documents…).
- Monitoring patients' status.
- Check alarms.
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BSA
A platform recently developed through a joint venture with Arvato-Bertelsmann is used to
deploy the cCBT service. The platform has now been integrated within BSA information
systems. A positive aspect of the platform is that it has been designed to be able to change
/ tune the interventions to be deployed very easily by a non-programmer.
The platform is designed to be able to deploy any internet intervention, and has the
following main components:
 Workflow engine: This defines and manages the flow of the intervention according to
roles, tasks and time.
 Content management system: This manages the content which is shown by the
intervention. The content can be: enriched text integrated in the web page; files to
download; and external content including videos.
 Communication system: This manages the communication channels and messages
between the different roles involved within the interventions. The communication
channels can be: internal messaging system, SMS and email.
 Form / questionnaire tool: This manages every questionnaire or form within the
platform. The questionnaires can be fully tuned according to the needs of the
intervention.
SERGAS
The IT department has integrated the CBT programme in our electronic clinic report, and
ensured that 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 programme would be
included in a computer-based clinical process that guides professionals in treating
depression. In that process, professionals could assign this therapy to any patient they
consider.
All the interventions are registered in the electronic clinical report. This electronic clinical
report has a special security profile in order to protect clinical data in accordance with
Spanish legislation.
During 2016, other healthcare centres have been enrolled in the MasterMind project. We
try to offer a very helpful programme in order to provide better management of mild and
moderate patients. We have been able to enrol 49 GPs during this time. Once we have the
final cCBT programme integrated in our clinic history tool, we will start new courses in
order to explain to participants the specific aspects of the protocol.
3.2.3.3

ASLTO3 and LHA N.9 (Italy)
Both Italian partners have adopted the iFightDepression© system for online CBT.
iFightDepression was developed within the Predi-NU project, Preventing depression and
improving awareness through networking in the EU (http: // www.predi-nu.eu/).
The iFightDepression tool is a guided, internet-based self-management programme for
individuals experiencing mild to moderate depression; it was developed based on existing
evidence, best practice recommendations, and user and expert consensus. The tool is free
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to use, and is intended to help individuals to self-manage their symptoms of depression and
to promote recovery, with support from a trained GP or mental health professional. The
tool is based on the principles of CBT; it consists of six core modules, and three additional
modules that can be performed by patients, according to their clinical needs. More
precisely, iFightDepression consists of informative modules that focus on increasing daily
activity, identifying and challenging unhelpful thought patterns, monitoring mood, adopting
healthy sleeping patterns, and maintaining a healthy lifestyle. Associated worksheets and
exercises encourage users of the tool to practise and consolidate new skills and to promote
self-monitoring.
ASLTO3
After the inclusion of patients in the pilot, the MasterMind team contacts patients to
provide the username to access the iFightDepression website, and to explain in more detail
how to go through the website. The aim is to ensure that the patient gets the greatest
possible benefits from the clinical tool. In addition, a guide on how to use the tool is
included within the cCBT tool itself.
Patients receive support from the MasterMind team for the entire duration of the pilot. The
team is available via VC, email or phone to support patients, and is also in contact with
patients’ GPs, to solve possible problems related to the clinical use of the tool. For technical
needs, our technical MasterMind partner (CSI Piemonte) is the first line of support. In
addition, help lines and contact details of emergency services are provided to all patients;
they are also included in the appropriate contact section of the cCBT tool.
Our cCBT programme is mainly delivered at patient's home. GPs, psychologists and
psychiatrists are eligible to refer to the service. Health professionals are required to possess
a PC, laptop or tablet to be able to use the tool and supervise patients’ treatment. If
professionals are willing to participate, but do not have an electronic device available, it
was provided by our MasterMind team. A specific email account has been created through
which health professionals can contact project staff, and through which information about
the cCBT tool is sent.
3.2.3.4

METU (Turkey)
Metu has developed a new programme, Top Sende, based on two first wave CBT
programmes, Alles under Controle and GetOn. This new programme contains six modules
described in the table below.
Table 5: Top Sende modules
Module Description

Public

Exercise

1

Identification of important
things and classification of
problems

- List of important things.
- List of problems and worries.

2

Behavioural activation

3

Working on important and
solvable problems

-

List of enjoyable activities.
Planning of daily activities.
Diary.
Book keeping for an attempt to solve a single
important problem.
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Module Description

Exercise

4

Working on unimportant
worries

5

Working on important but
unsolvable problems

6

Getting ready for the
future

- Pursuing a suggested technique for getting
rid of unimportant worries.
- Pursuing a technique for summoning positive
thoughts.
- Emotional appraisal.
- Sharing thoughts with others.
- Updating the list of important things,
problems and worries.
- Noting new directions for life in the future.
- Listing probable stressful events.
- Listing personal signals for awareness.

This is an approach rooted in problem solving therapy, augmented with behavioural
activation. The ICT backbone is the learning management system used in METU for online
course management. It requires PC access and internet connection.
3.2.3.5

TUT (Estonia)
Estonia is also using iFightDepression programme, similarly to the Italian pilot sites. But in
Estonia, additionally, a CBT Basic App has been created by clinical psychologist Mrs. Kärt
Lust-Paal from Estonia, which is available as iOS version in the App Store, and as Android
version in the Play Store. The modern design of this cCBT app makes the CBT process
simpler, more patient-friendly, paperless and modern. The app consists of basic CBT
elements such as basic cognitive model, jotting down automatic thoughts, planning
behavioural experiments, compiling coping cards, and most importantly, it helps to easily
construct your own tables for therapy or to make notes in cooperation with your CBT
therapist. The various functions are:
 Cognitive model: at the beginning of the CBT process, the basic cognitive model is
explained. According to this, thoughts, feelings and behaviour are all connected, and
individuals can move towards, overcoming difficulties and meeting their goals by
identifying and changing unhelpful or inaccurate thinking, problematic behaviour,
and distressing emotional responses. The purpose of this function is to have the
cognitive model as a reminder for the app users.
 Start your thought diary: this diary is a commonly used tool in CBT for monitoring
thoughts, feelings and behaviours, as well as noticing problematic situations. The
function has three levels: noticing the mentioned elements, answering or finding
alternative ways of thinking, and re-evaluating thoughts, feelings and behaviours.
The therapist chooses the required levels and the number of sessions that are
necessary for the patient. The patient can choose individually whether to continue
using the function after the task has been completed.
 Make your own table: as the app is not diagnosis specific, there are numerous tables
/ worksheets in CBT that can help the patient to notice and change dysfunctional
thoughts and/or behaviours. The therapist decides what task to fill in, and the app
creates the corresponding worksheet(s). This is one function that separates the app
from any other existing cCBT solutions, as it flexibly gives the therapist an
opportunity to choose the ways that patient jots down homework.
 My coping cards: during the therapy procedure, patients learn to change unhelpful
thoughts for more balanced thinking; however, people still tend to forget the strong
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and useful arguments and new core beliefs when they are in difficult situations. This
is when they can use coping cards that are prepared in therapy or on their own.
 Behavioural experiment: this function in the CBT Basic app gives structure to
behavioural experiments; these are planned activities, based on experimentation or
observation, undertaken by clients in sessions or in between sessions. The premade
form in the app helps to test existing beliefs and/or help to test more adaptive beliefs
by jotting them down and making conclusions. The therapist guides the patient how,
why and when to fill in the forms.
Section 5 of the Generic Protocol (D3.1) provides more information on the included cCBT
intervention services.

3.2.4

Recruitment and reach of MasterMind services
Reach is defined as the absolute number, proportion, and representativeness of individuals
who are willing to participate in a given intervention. In this document, reach is reported
by:
a.
b.
c.
d.

Prevalence of depression in target region;
Potentially eligible patients to receive services;
Patients whom are targeted by recruitment strategy;
Patients to whom the services are offered;

e. Patients who are recruited;
f. Patients who completed treatment, and reach (% participating, e. divided by b.).
Inhabitants of target
region #

Depressed in target
region # (A)

Not eligible, number
and reason

Potentially eligible in
target region # (B)

Not targeted,
number and reason

Actually targeted
patients # (C)

Patients not offered
the treatment,
number and reason

Patients offered
treatment (D)

Patients not
recruited, number
and reasons

Patients recruited
(E)

Patients not
completed
treatment
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Table 6: Recruitment and reach of MasterMind services
Region
Osakidetza
BSA
(Basque
(Badalona)
Country)

SERGAS
(Galicia)

ASLTO3
(Piemonte)

LHA N.9
(Treviso,
Veneto)

METU
(Turkey)

TUT
(Estonia)

25105

109293

60000

156000

8450

72800

39404

25105

101424

21600

88000

8450

3500

3697

1107

8000

1334

1188

200

390

101

355

135

234

1549

141

401

220

240

72

Patients who are recruited (E)

355

129

216

253

110

161

150

120

56

Patients who completed treatment (F)

31

35

66

54

14

72

29

19

15

355/10614
= 0.03%

129/4297
= 0.03%

216/39404
= 0.005%

253/25105
= 0.01%

110/10142
4 = 0.001%

161/21600
= 0.007%

150/88000
= 0.0017%

120/8450
= 0.014%

56/3500
= 0.017%

PtHB-IRH
(Wales)

SALUD
(Aragon)

Prevalence of depression in target region (A)

10614

4297

394036

Potentially eligible patients to receive services
(B)

10614

4297

Patients whom are targeted by recruitment
strategy (C)

10614

Patients to whom the services are offered (D)

Reach (E:B)

Most patients, if not all, who suffer from depression are potentially eligible patients to receive cCBT in Wales, Aragón, Badalona, Galicia and Turkey;
however, the number of patients who are eligible in Basque Country, both Italian regions and Estonia is significantly lower. Reasons can vary: not all
types of depressions are included (severe symptoms are excluded), not the whole the geographical area participates in the project, or only a certain
number of healthcare professionals are involved in the study. As expected, from the targeted patients a smaller percentage is approached and invited to
participate in the study. In all sites, with the exception of Wales and Turkey, some patients declined to receive cCBT. It is remarkable that in Badalona
only the 16% of the patients approached accepted.
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3.3

Results

3.3.1

Demographic characteristics of patients
With respect to demographic characteristics, the number of patients who met the inclusion criteria was 1550, differently distributed across the nine cCBT
trial sites. The sample size differs significantly from site to site, ranging from 56 (Estonia) to 355 (Wales). The average age of participants is around 45 in
most sites, with the exception of Turkey, Estonia and Wales, where patients are considerably younger, 25, 33 and 38 respectively. The proportion of
females is considerably higher in all sites, and the educational level is primarily university, except for Aragón and Badalona where there is a greater
number of patients with secondary studies. Immigrants represent a very low percentage of the sample. Employees are more than 60% of the total. Most
of the patients (53,7%) are referred to the cCBT service by GPs; however, other healthcare professionals are responsible of referrals in Wales, Aragón and
Turkey (other mental health professionals, psychologists and self-referral, respectively). Anti-depressant medication use is highly variable, having a
significant number of patients taking drugs for more than two months and others without medication.
See Table 7 for more details of patient demographics.
Table 7: The demographic characteristics of patients
Region

Sample: n
Age years: mean (SD)

Basque
Country

Wales

Aragón

Badalona

Galicia

Piemonte

Treviso,
Veneto

Turkey

Estonia

Total

216

355

129

253

110

161

150

120

56

1550

44 (12)

38 (14)

46 (12)

47 (13)

44 (12)

47 (14)

44 (13)

25 (7)

33 (10)

42 (14)

54 (25%)

122 (34,4%)

35 (27,1%)

83 (32,8%)

25 (22,7%)

57 (35,4%)

55 (36,7%)

40 (33,3%)

16 (28,6%)

487 (31,4%)

162 (75%)

233 (65,6%)

94 (72,9%)

170 (67,2%)

85 (77,3%)

104 (64,6%)

95 (63,3%)

80 (66,7%)

40 (71,4%)

1063 (68,6%)

36 (19,3%)

4 (1,2%)

45 (35,7%)

47 (18,7%)

14 (14,6%)

3 (1,9%)

5 (3,3%)

0 (0%)

4 (7,3%)

158 (10,7%)

44 (23,5%)

146 (42,7%)

52 (41,3%)

112 (44,4%)

42 (43,8%)

48 (30%)

41 (27,3%)

0 (0%)

14 (25,5%)

499 (33,9%)

107 (57,2%)

192 (56,1%)

29 (23%)

81 (32,1%)

40 (41,7%)

109 (68,1%)

103 (68,7%)

104 (100%)

37 (67,3%)

802 (54,5%)

0 (0%)

0 (0%)

0 (0%)

12 (4,8%)

0 (0%)

0 (0%)

1 (0,7%)

0 (0%)

0 (0%)

13 (0,9%)

Gender: n (%)
Male
Female
Education: n (%)
Primary
Secondary
Higher / University
Other
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Region
Basque
Country

Wales

Aragón

Badalona

Galicia

Piemonte

Treviso,
Veneto

Turkey

Estonia

Total

Immigrated: n (%)

19 (8,8%)

0 (0%)

1 (0,8%)

4 (1,6%)

3 (2,7%)

27 (16,9%)

10 (17,5%)

8 (6,7%)

7 (12,5%)

79 (7,2%)

Employed: n (%)

156 (75%)

196 (55,5%)

66 (52,4%)

180 (71,4%)

76 (70,4%)

88 (54,7%)

97 (65,1%)

39 (40,2%)

33 (64,7%)

931 (61,9%)

Service referral: n (%)
General practitioner

144 (66,7%)

91 (25,7%)

27 (20,9%)

231 (91,3%)

109 (99,1%)

110 (68,3%)

0 (0%)

0 (0%)

38 (70,4%)

750 (53,7%)

Psychiatrist

48 (22,2%)

4 (1,1%)

14 (10,9%)

15 (5,9%)

1 (0,9%)

24 (14,9%)

0 (0%)

0 (0%)

2 (3,7%)

108 (7,7%)

Psychologist

24 (11,1%)

12 (3,4%)

87 (67,4%)

7 (2,8%)

0 (0%)

1 (0,6%)

0 (0%)

1 (0,8%)

8 (14,8%)

140 (10%)

Other mental health professional

0 (0%)

209 (59%)

0 (0%)

0 (0%)

0 (0%)

1 (0,6%)

0 (0%)

1 (0,8%)

0 (0%)

211 (15,1%)

Self-referral

0 (0%)

0 (0%)

1 (0,8%)

0 (0%)

0 (0%)

24 (14,9%)

0 (0%)

40 (33,3%)

2 (3,7%)

67 (4,8%)

Yes, for less than one month

37 (17,1%)

14 (4%)

3 (2,4%)

7 (2,8%)

19 (17,3%)

12 (7,5%)

21 (14,1%)

2 (2%)

17 (32,1%)

132 (8,7%)

Yes, for less than 2 months

23 (10,6%)

18 (5,1%)

5 (4%)

49 (19,4%)

5 (4,5%)

7 (4,3%)

11 (7,4%)

3 (3,1%)

9 (17%)

130 (8,6%)

Yes, for more than 2 months

66 (30,6%)

173 (48,9%)

92 (73%)

91 (36%)

63 (57,3%)

64 (39,8%)

59 (39,6%)

13 (13,3%)

7 (13,2%)

628 (41,3%)

No

90 (41,7%)

149 (42,1%)

26 (20,6%)

106 (41,9%)

23 (20,9%)

78 (48,4%)

58 (38,9%)

80 (81,6%)

20 (37,7%)

630 (41,4%)

Anti-depressant medication use: n (%)

3.3.2

Demographic characteristics of healthcare professionals
Information on 281 healthcare professionals has been gathered in the 2nd wave sites. The demographic characteristics of healthcare professionals show
that most are women (71,5%) and GPs (54,5%). A high percentage of the professionals are experienced in mental health field, most of them with more
than 10 years (47,3%) or less than 3 years (23,4%). Additionally, the experience in providing cCBT service is less than five times (53,9%). This makes sense,
because the second wavers were regions with no previous experience in the provision of cCBT services.
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Table 8: Demographic characteristics of healthcare professionals
Region
Basque
Country

Wales

Aragón

Badalona

Galicia

Piemonte

Treviso,
Veneto

Turkey

Estonia

Total

53

27

12

114

11

21

22

3

18

281

Male

16 (30,2%)

6 (22,2%)

3 (25%)

27 (23,7%)

4 (36,4%)

13 (61,9%)

11 (50%)

0 (0%)

0 (0%)

80 (28,5%)

Female

37 (69,8%)

21 (77,8%)

9 (75%)

87 (76,3%)

7 (63,6%)

8 (38,1%)

11 (50%)

3 (100%)

18 (100%)

201 (71,5%)

General practitioner

41 (77,4%)

5 (18,5%)

4 (33,3%)

59 (51,8%)

11 (100%)

17 (81%)

4 (19%)

0 (0%)

11 (64,7%)

152 (54,5%)

Licensed psychologist

2 (3,8%)

0 (0%)

2 (16,7%)

3 (2,6%)

0

1 (4,8%)

5 (23,8%)

3 (100%)

3 (17,6%)

19 (6,8%)

0

0

0

0

0

0

0

0

0

0

1 (1,9%)

0

0

0

0

0

1 (4,8%)

0

0

2 (0,7%)

0

1 (3,7%)

2 (16,7%)

2 (1,8%)

0

3 (14,3%)

2 (9,5%)

0

0

10 (3,6%)

Psychiatrist (in CBT training)

1 (1,9%)

0

0

0

0

0

6 (28,6%)

0

0

7 (2,5%)

Psychiatrist (diploma in CBT)

0

1 (3,7%)

0

0

0

0

1 (4,8%)

0

0

2 (0,7%)

Psychiatrist (master)

0

0

1 (8,3%)

1 (0,9%)

0

0

2 (9,5%)

0

0

4 (1,4%)

3 (5,7%)

0

0

0

0

0

0

0

1 (5,9%)

4 (1,4%)

MH / community worker

0

14 (51,9%)

0

0

0

0

0

0

1 (5,9%)

15 (5,4%)

Central administrator

0

0

0

2 (1,8%)

0

0

0

0

0

2 (0,7%)

5 (9,4%)

6 (22,2%)

3 (25%)

47 (41,2%)

0

0

0

0

1 (5,9%)

62 (22,2%)

44 (83%)

13 (50%)

12 (100%) 109 (96,5%)

0

18 (85,7%)

14 (82,4%)

2 (66,7%)

2 (11,1%)

214 (78,1%)

Sample: n
Gender: n (%)

Profession: n (%)

Psychologist (in training)
Psychologist (basic training)
Licensed psychiatrist

Psychiatrist (doctorate)

Other
Training in cCBT: n (%)
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Region
Basque
Country

Wales

Aragón

Badalona

Galicia

Piemonte

Treviso,
Veneto

Turkey

Estonia

Total

Less than 3 years

6 (11,3%)

0

4 (36,4%)

46 (40,4%)

2 (18,2%)

2 (10%)

0

2
(66,7%)

2 (11,8%)

64 (23,4%)

Between 3 and 5 years

2 (3,8%)

0

0

16 (14%)

2 (18,2%)

1 (5%)

0

1
(33,3%)

3 (17,6%)

25 (9,2%)

Between 5 and 10 years

6 (11,3%)

4 (14,8%)

2 (18,2%)

11 (9,6%)

0

4 (20%)

0

0

5 (29,4%)

32 (11,7%)

10 years or more

39 (73,6%)

0

5 (45,5%)

41 (36%)

7 (63,6%)

13 (65%)

17 (100%)

0

7 (41,2%)

129 (47,3%)

14 (53,8%) 12 (100%)

22 (19,5%)

8 (72,7%)

19 (90,5%)

17 (100%)

3 (100%)

6 (37,5%)

144 (53,9%)

Field experience: n (%)

Experience with providing cCBT: n (%)
Less than 5 times

43 (89,6%)

Between 5 and 10 times

1 (2,1%)

5 (19,2%)

0

31 (27,4%)

2 (18,2%)

1 (4,8%)

0

0

0

40 (15%)

Between 10 and 15 times

0

3 (11,5%)

0

12 (10,6%)

1 (9,1%)

0

0

0

2 (12,5%)

18 (6,7%)

Between 15 and 19 times

1 (2,1%)

2 (7,7%)

0

22 (19,5%)

0

0

0

0

1 (6,3%)

26 (9,7%)

More than 20 times

3 (6,3%)

2 (7,7%)

0

26 (23%)

0

1 (4,8%)

0

0

7 (43,8%)

39 (14,6%)

3.3.3

Characteristics of mental healthcare organisations
14 organisations belonging to the cCBT trial sites provided information on their characteristics. The age, size and composition of the healthcare
organisations involved are considerably different, and consist of a varying number of units, between one to 1.250 units. The staff full-time equivalents
are 3.976 on average, and turnover varies significantly between less than 2 million euro (28,57%) and over 50 million euro (57,14%).
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Table 9: Characteristics of mental healthcare organisations
Region
Basque
Country

Wales

Aragón

Badalona

Galicia

Piemonte

Treviso,
Veneto

Turkey

Estonia

Total

2

2

1

2

1

1

1

1

3

14

Age (year of establishment)

1983

1948

1989

1932

1990

2008

2000

1956

2000

1976

Number of units / departments: mean (range)

49 (2)

6 (6)

17 (.)

30 (0)

1250 (.)

14 (.)

2 (.)

36 (.)

1 (0)

106 (330)

900 (.)

1.000 (0)

36.000 (.)

3922 (.)

200 (.)

3800 (.)

2 (1)

3.976 (9.364)

1 (100%) 3 (100%)

Sample: n

Number of FTE employed: mean (range)

3.679 (1.869) 742 (915)

Turnover: categorical
equal or less than 2 million Euro

0 (0%)

0 (0%)

0 (0%)

0 (0%)

0 (0%)

0 (0%)

0 (0%)

between 2 and 10 million Euro

0 (0%)

0 (0%)

0 (0%)

0 (0%)

0 (0%)

0 (0%)

0 (0%)

0 (0%)

0 (0%)

0 (0%)

between 10 and 50 million euro

0 (0%)

1 (50%)

0 (0%)

0 (0%)

0 (0%)

0 (0%)

1 (100%)

0 (0%)

0 (0%)

2 (14,28%)

2 (100%)

1 (50%)

1 (100%)

2 (100%)

1 (100%)

1 (100%)

0 (0%)

0 (0%)

0 (0%)

8 (57,14%)

2 (100%)

0 (0%)

0 (0%)

2 (100%)

1 (100%)

0 (0%)

0 (0%)

0 (0%)

3 (100%)

8 (57,1%)

between 1 and 4 weeks

0 (0%)

1 (50%)

0 (0%)

0 (0%)

0 (0%)

1 (100%)

1 (100%)

0 (0%)

0 (0%)

3 (21,4%)

1 and 2 months

0 (0%)

0 (0%)

1 (100%)

0 (0%)

0 (0%)

0 (0%)

0 (0%)

0 (0%)

0 (0%)

1 (7,1%)

between 2 and 6 months

0 (0%)

0 (0%)

0 (0%)

0 (0%)

0 (0%)

0 (0%)

0 (0%)

1 (100%)

0 (0%)

1 (7,1%)

more than 6 months

0 (0%)

1 (50%)

0 (0%)

0 (0%)

0 (0%)

0 (0%)

0 (0%)

0 (0%)

0 (0%)

1 (7,1%)

over 50 million

4 (28,57%)

Waiting list: categorical
less than a week
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3.4

Summary
Patients
Data from 1. patients has been considered from the pilots of the 2nd wave. 68,6% are
female and the mean age of participating patients is 42 years (SD=14). 54,5% of patients
received high education, and the 61,9% of them are employed, which indicates a highly
educated data set in comparison to the general population. 41,3% of them have been using
anti-depressant for more than two months, while 41,4% do not use them at all.
Overall, the profile of the depressive patients (including age and gender distribution) is
considerably similar in all sites, with no unexpected characteristics. There is one exception,
Turkey, that presents patients much younger, all of them with university degree, with a
decreased use of medication and mainly provided with cCBT by self-referral; this is because
the service is only offered to university students.
With regard to the cCBT service referral, although the 53,7% of patients have been referred
to the cCBT service by GPs, three differentiated groups can be seen. GPs are the main
referrers in Basque Country, Badalona, Galicia, Piemonte and Estonia, whereas mental
health professionals provide cCBT in Wales and Aragón; as previously mentioned, patients
in Turkey are self-referred to the service. These differences can influence the results, as one
can expect that a mental healthcare professional might provide a better support to patients
in the use of the cCBT tool.
Biases in the selection of patients might have happened at distinct points, and have to be
considered:
a) Inclusion criteria in the project scientific protocol are wide: patients suffering from
depression are eligible. In addition, each pilot site might have tailored not only the
inclusion criteria, but also the exclusion criteria, to local needs and context. For
example, patients included in each site might differ in the severity of their
depression, which might affect the clinical results.
b) Professionals might have invited patients who are more likely to fill out
questionnaires and exercises. Therefore, data collection might come from those
patients whose cCBT programme worked better.
c) Professionals tend to select and recruit patients who already have a certain belief or
trust in eHealth approaches.
Healthcare professionals
In total, information on 281 healthcare professionals has been gathered within the cCBT 2nd
wave sites. Within the reported sample, 71,5% are women, and 54,5% are GPs. It is
observable that most healthcare professionals show remarkable clinical experience (more
than 60% with more than five years of experience) and have received specific training in
cCBT. This is completely aligned with 2nd wavers' reality since they do not have experience
in providing cCBT service in contrast to 1st wavers. As an exception, psychologists in Turkey
have less clinical experience.
The engagement of the healthcare professionals has been difficult. A lack of motivation
among the healthcare professionals has been experienced, due to different reasons; daily
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work routines, lack of time for face-to-face consultations, the lack of ICT skills, and technical
problems with the cCBT, have been a great challenge. The poor engagement of healthcare
professionals at some point has affected the recruitment rate of patients. However, several
corrective actions were developed and implemented during the pilots to improve
professionals' motivation and, as a consequence, to increase the inclusion numbers of
patients.
Organisations
14 organisations provided information on their characteristics within the cCBT trial sites.
The organisations differ significantly in the age and the number of units. Most trial sites
combined information on multiple clinics working under one head organisation, with the
exception of Estonia who provided implementation site specific information.
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4.

Domain 2 and 3: Safety and clinical effectiveness

4.1

Introduction
The analysis within the context of domains 2 and 3 establish the clinical effectiveness of the
services in real world settings. The analysis for safety focused 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 are quantitative, and are used to answer these project objectives:
 objective #1: to identify barriers and facilitators that influences the implementation
of cCBT for treating depression in routine practice;
 objective #2: to assess clinical change of patients’ depressive symptoms when
treated with cCBT in routine practice;
 objective #4: to assess patients’ safety in terms of their health when provided with
cCBT in routine practice; and
 objective #7: to assess the transferability of implementation and up-scaling of cCBT 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.
These results 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 satisfactory 18.
Appropriateness is the perceived fit, relevance, or compatibility of the treatment for the
patient in addressing his/her mental disorder19. Acceptability and appropriateness are
measured through:
a) establishing changes 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
are registered in terms of: clinical interview; professional clinical judgement; or a symptom
questionnaire. Symptoms are recorded in terms of no, mild, moderate or severe symptoms
according to routine practice diagnostic procedures (e.g. PHQ-9, BDI, etc.) using
appropriate transformation scales if needed.

18

19

Proctor E. et al. Outcomes for implementation research: conceptual distinctions, measurement challenges,
and research agenda. Springer US, 2011
Proctor E. et al. Administration and policy in mental health. Springer US, 2011
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4.2

Results

4.2.1

Clinical safety
This topic relates to concerns about to the clinical safety of the patient and the
confidentiality of their data. Qualitative and quantitative data has been assessed to answer
the questions on patient’s safety in a whole and will be discussed jointly in the discussion of
this chapter. Quantitative data on clinical safety and suicidal ideation has been provided by
eight of the nine WP6 partners.
The number of patients who have been included in the analysis of safety and clinical
effectiveness domains is 1.162, differently distributed across the nine sites.
The idea of suicide is very infrequent among patients: the Basque Country is the site with
the highest percentage (10,7%). The number of patients who attempted to commit suicide
is very low (Badalona 4%; Basque Country 0,5% and Treviso 1%). Although the number of
ideations is clearly higher in the Basque Country, the attempts are less.
Table 10: Clinical safety: suicidal ideation
Region
Basque
Country

Sample: n

215

Treviso,
Wales Aragón Badalona Galicia Piemonte Veneto Turkey Estonia Total

208

103

253

46

125

100

112

1162

0 (0%)

6 (6%)

1 (0,9%)

66 (5,7%)

94 (94%)

111
(99,1%)

1095
(94,3%)

1 (1%)

0 (0%)

12 (1%)

99 (99%)

112
(100%)

1150
(99%)

Has the patient being thinking lately to end his/her life?
Yes: n (%)

23 (10,7%)

8 (3,8%)

No: n (%)

192 (89,3%)

200
(96,2%)

1 (1%)

25 (9,9%)

101 (99%) 228 (90,1%)

2 (4,3%)

44
125 (100%)
(95,7%)

During the treatment, has the patient attempted to commit suicide?
Yes: n (%)

1 (0,5%)

0 (0%)

No: n (%)

214 (99,5%)

208
(100%)

0 (0%)

10 (4%)

0 (0%)

0 (0%)

103 (100%) 243 (96%) 46 (100%) 125 (100%)

Qualitative data
The main findings coming from the qualitative analysis are:
 Clinical risks were reported mainly regarding seriously ill patients and patients with a
history of suicidal ideation and self-harm.
 Monitoring was stated to protect against dropout, to ensure the efficacy, and safety
of the intervention. Finally, it was underlined to be an important factor for the
relational aspect of treatment.
 Technical and confidential security related to the transmission of privacy sensitive
information. The majority of patients seemed to not worry about privacy issues. The
others were relatively easily assured after a discussion by their doctor.
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Appendix A.1 contains more details on the findings from the focus group interviews,
which substantiate the factors that relate to concerns about to the clinical safety of
the patient and the confidentiality their data.
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4.2.2

Clinical effectiveness in symptom reduction
The subset of patients analysed is 679. Data from patients with pre and post questionaires has been analysed.Most of the patients suffer from mild,
moderate or severe symptoms; no symptoms or very severe symptoms are practically not present. The results show that symptoms are improved after
treatment, with an increase in the percentage of patients with better symptomatology. Before treatment, the percentage of patients with no symptoms
is near zero; however this proportion is increased in all sites (by 5,3% up to 71,8%, Turkey and Aragón respectively). How this percentage fluctuates in
each site, depending very much on the starting symptomatology of patients. The duration of depressive episodes has been decreased by a significant
proportion, 3-6 months and 1-3 years are more represented. Concerning the change in depressive symptom severity, most cases show a reduction of one
category or no change at all. However, Aragón, Galicia and Treviso present a reduction of significance in two or more categories.
Table 11: Clinical effectiveness in symptom reduction

Region
Basque
Country
B/line
Sample: n

End

Wales
B/line

161

End

Aragón
B/line

64

End
39

Badalona
B/line

Galicia

End

B/line

84

Piemonte

End B/line

41

End

Treviso, Veneto
B/line

121

End

Turkey
B/line

112

End

Estonia
B/line

19

Total

End

B/line

38

End

679

Symptoms of depressive disorder: n (%)
No
symptoms
are
experienced

0 (0%)

35
(21,7%)

1 (1,6%)

6 (9,4%)

1 (2,6%)

33
(27,3%)

0 (0%)

49
(43,8%)

0 (0%)

1 (5,3%)

1
(2,6%)

12
(31,6%
)

3 (0,4%)

218
(32,1%)

Symptoms
are mild

42
(26,1%)

52
(32,3%)

12
(18,8%)

26
(40,6%)

20
38
11
12
47
47
8 (20,5%) 58 (69%)
(51,3%)
(45,2%) (26,8%) (29,3%) (38,8%) (38,8%)

32
(28,6%)

39
(34,8%)

12
(63,2%)

14
(73,7%)

15
(39,5%
)

15
(39,5%
)

249
(36,7%)

251
(37%)

103
(64%)

64
(39,8%)

51
(79,7%)

32 (50%)

13
(33,3%)

54
(48,2%)

13
7 (36,8%) 4 (21,1%)
(11,6%)

21
(55,3%
)

9
(23,7%
)

306
(45,1%)

165
(24,3%)

14 (8,7%)

8 (5%)

0 (0%)

0 (0%)

9 (8%)

1
(2,6%)

2
(5,3%)

102
(15%)

38 (5,6%)

Symptoms
are moderate
Symptoms
are severe
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28
(71,8%)

0 (0%)

37
(44%)

0 (0%)

17
0 (0%)
(41,5%)

1 (2,6%)

18
(21,4%)

5 (6%)

6
10
33
27
(14,6%) (24,4%) (27,3%) (22,3%)

5 (12,8%) 2 (5,1%)

8 (9,5%)

3
24
2
31
12 (9,9%) 19 (17%)
(3,6%) (58,5%) (4,9%) (25,6%)
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Region
Basque
Country
Symptoms
are very
severe

Wales

Aragón

Badalona

B/line

End

B/line

End

B/line

End

B/line

2 (1,2%)

2 (1,2%)

0 (0%)

0 (0%)

0 (0%)

0 (0%)

0 (0%)

End

Galicia
B/line

Piemonte

End B/line

1
10
0 (0%) 0 (0%)
(1,2%)
(8,3%)

Treviso, Veneto

Turkey

Estonia

Total

End

B/line

End

B/line

End

B/line

End

B/line

End

2 (1,7%)

7 (6,3%)

2 (1,8%)

0 (0%)

0 (0%)

0 (0%)

0 (0%)

19 (2,8%)

7 (1%)

Current depressive episodes: n (%)
Less than 4
weeks

7 (4,6%)

0 (0%)

0 (0%)

2 (2,4%)

0 (0%)

9
(7,6%)

2 (1,8%)

4 (21,1%)

10
(27%)

34 (5,2%)

Between 4
and 8 weeks

19
(12,6%)

1 (1,6%)

1 (2,6%)

11
(13,1%)

6
(17,6%)

14
(11,8%)

3 (2,7%)

4 (21,1%)

9
(24,3%
)

68
(10,3%)

Between 8
and 12 weeks

17
(11,3%)

2 (3,1%)

2 (5,1%)

17
(20,2%)

4
(11,8%)

21
(17,6%)

6 (5,4%)

1 (5,3%)

1
(2,7%)

71
(10,8%)

Between 3
and 6
months

39
(25,8%)

3 (4,7%)

7 (17,9%)

22
(26,2%)

8
(23,5%)

28
(23,5%)

12
(10,8%)

3 (15,8%)

6
(16,2%
)

128
(19,5%)

Between 6
month to a
year

25
(16,6%)

10
(15,6%)

7 (17,9%)

14
(16,7%)

7
(20,6%)

20
(16,8%)

11 (9,9%)

1 (5,3%)

9
(24,3%
)

104
(15,8%)

Between 1
year and 3
years

26
(17,2%)

11
(17,2%)

9 (23,1%)

12
(14,3%)

8
(23,5%)

15
(12,6%)

24
(21,6%)

5 (26,3%)

2
(5,4%)

112
(17%)

3 to 5 years

8 (5,3%)

8 (12,5%)

12
(30,8%)

0 (0%)

0 (0%)

4
(3,4%)

12
(10,8%)

1 (5,3%)

0 (0%)

45 (6,8%)

5 to 10 years

7 (4,6%)

10
(15,6%)

1 (2,6%)

2 (2,4%)

0 (0%)

5
(4,2%)

21
(18,9%)

0 (0%)

0 (0%)

46 (7%)

More than 10
years

3 (2%)

19
(29,7%)

0 (0%)

4 (4,8%)

1
(2,9%)

3
(2,5%)

20 (18%)

0 (0%)

0 (0%)

50 (7,6%)
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4.2.3

Clinical change
In order to depict the change in symptom severity further, difference scores have been calculated between the symptom severity before and after
treatment. “Reduction in one category” means that the patient symptoms were reduced by one severity category, i.e. from very severe to severe
depressive symptoms, severe to moderate, moderate to mild or mild to no symptoms. Similarly, “reduction in two categories” means that the patient
depressive symptoms were reduced either from very severe to moderate, severe to mild or moderate to no symptoms. Under “deterioration” the
number of patients are shown who experienced a higher level of depressive symptom severity after treatment than before.
Within the reported sub data set, in total 58% of patients were reported to experience a reduction in depressive symptoms, 38,7% by one and 19,3% by
two categories. 4,6% deteriorated and 37,4% showed no change between the start and the end of cCBT treatment. Huge differences can be seen
between the trial sites. Aragón report 82,1% of patients improving between the beginning and end of cCBT treatment, 78,5% for Treviso, and 59,5% for
Badalona’s patients, whereas only 31,6% of Turkish patients reported a reduction in depressive symptom severity. 57,9% of the Turkish patients
deteriorated between the start and the end of cCBT treatment. 64,6% of Basque patients, 54,7% of Wales patients and 10,5% of Turkish patients
experienced no change in symptoms between the beginning and end of the cCBT treatment.
It has to be noted that clinical effectiveness is biased since patients who never initiated the cCBT or did not complete any session were included in the
analysis (80 in the Basque Country, 2 in Aragón, 22 in Galicia, 2 in Piemonte, 40 in Treviso, and 1 in Estonia). This number is the 57.4% of all drop outs
(146 from 254) . These patients abandoned the treatment and the study due to diverse reasons. Therefore, the real clinical effectiveness of the therapy is
underestimated.
Table 12: Clinical change
Region
Basque
Country

Wales

Aragón

Badalona

Galicia

Piemonte

Treviso,
Veneto

Turkey

Estonia

Total

28 (17,4%)

25 (39,1%)

20 (51,3%)

37 (44%)

18 (43,9%)

57 (47,1%)

50 (44,6%)

6 (31,6%)

22 (57,9%)

263 (38,7%)

28 (17,4%)

1 (1,6%)

12 (30,8%)

13 (15,5%)

16 (39%)

22 (18,2%)

38 (33,9%)

0 (0%)

1 (2,6%)

131 (19,3%)

1 (0,6%)

3 (4,7%)

1 (2,6%)

6 (7,1%)

1 (2,4%)

7 (5,8%)

7 (6,3%)

2 (10,5%)

3 (7,9%)

31 (4,6%)

104 (64,6%)

35 (54,7%)

6 (15,4%)

28 (33,3%)

6 (14,6%)

35 (28,9%)

17 (15,2%)

11 (57,9%)

12 (31,6%)

254 (37,4%)

Change in depressive symptom severity: n (%)
Reduction in one category
Reduction in two or more
categories
Deterioration:
No change:
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4.2.4

Quality of life
The table below shows the results obtained with the MANSA questionnaire to assess the patient´s perception regarding their quality of life. Overall, the
satisfaction with life is poor; those categories reflecting dissatisfaction present the highest percentages. However, this unhappiness is slightly decreased
after treatment, having a great number of patients mostly satisfied. On average, an improvement in the results of all categories between pre- and posttreatment is observed.
Concerning the satisfaction with their mental health, there is a generalised improvement which is observed with a clear increase in the “mostly satisfied”
category (31.2%). In both satisfaction measures, the most negative categories present a more dramatic decrease after treatment.
Table 13: Quality of life
Region
Basque
Country

Wales

Aragón

Badalona

Galicia

Piemonte

Treviso,
Veneto

Turkey

Estonia

Total

B/line

End

B/lin
e

End

2 (1,8%) 2 (1,8%)

0 (0%)

0 (0%)

0 (0%)

0 (0%)

15
(13,4%)

0 (0%)

0 (0%)

5
(13,2%
)

3
(7,9%)

93
(15,4%)

42
(7,2%)

5
21
42
12
6
3
7 (5,8%)
(13,5%) (17,4%)
(37,5%) (10,7%) (31,6%) (15,8%)

15
(39,5%
)

5
(13,2%)

183
(30,3%)

72
(12,3%)

Mixed

16
10
26
22
11
7
33
19
8
39
35
25
32
6
4
6 (15%)
(18,2%) (10,9%) (41,3%) (34,4%) (28,2%) (18,4%) (39,3%) (30,2%)
(21,6%) (32,2%) (28,9%) (22,3%) (28,6%) (31,6%) (21,1%)

12
(31,6%
)

5
(13,2%)

174
(28,8%)

142
(24,3%)

Mostly satisfied

17
15
14
22
7
9
22
17
24
35
25
46
6
7
4 (4,8%)
6 (15%)
(19,3%) (16,3%) (22,2%) (34,4%) (17,9%) (23,7%)
(34,9%)
(45,9%) (19,8%) (28,9%) (22,3%) (41,1%) (31,6%) (36,8%)

3
(7,9%)

9
(23,7%)

106
(17,5%)

182
(31,2%)

Pleased

7 (8%)

1
(2,6%)

12
(31,6%)

30 (5%)

108
(18,5%)

B/line

End

B/line

End

B/line

End

B/line

End

B/line

End

B/line

End

0 (0%) 4 (4,8%)

0 (0%)

0 (0%)

0 (0%)

0 (0%)

0 (0%)

Displeased

12
8
9
7
15
25
5 (5,4%)
3 (7,9%)
1 (1,6%) 6 (15%) 1 (2,7%)
(13,6%)
(12,7%) (14,1%) (17,9%)
(17,9%)
(20,7%)

10
(8,3%)

Mostly
dissatisfied

32
20
(36,4%) (21,7%)

B/line

End

B/line

End

Satisfaction with life: n (%)
Couldn´t
worse
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3 (3,4%) 3 (3,3%) 3 (4,8%) 3 (4,7%) 2 (5,1%)

24
(26,1%)

12
(19%)

4 (6,3%)

0 (0%) 3 (4,7%)

12
13
25
3 (4,8%)
(30,8%) (34,2%) (29,8%)

0 (0%)

18
(45%)

6
13
6
3 (3,6%)
4 (10%)
(15,8%)
(20,6%)
(16,2%)
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Couldn´t
better

be

1 (1,1%)

15
(16,3%)

0 (0%) 1 (1,6%)

0 (0%)

0 (0%)

0 (0%)

5 (7,9%)

0 (0%)

0 (0%)

0 (0%)

3 (2,5%) 1 (0,9%) 2 (1,8%)

0 (0%)

0 (0%)

2
(5,3%)

4
(10,5%)

4 (0,7%)

30
(5,1%)

0 (0%)

0 (0%)

1 (0,8%) 2 (1,8%) 3 (2,7%)

0 (0%)

0 (0%)

1
(2,6%)

0 (0%)

16 (2,6%)

15
(2,6%)

41
(33,9%)

18
7
2
5 (4,5%)
(16,1%)
(36,8%) (10,5%)

6
(15,8%
)

3
(7,9%)

155
(25,7%)

50
(8,6%)

Satisfaction with mental health: n (%)
Couldn´t
worse

be

4 (4,5%) 5 (5,4%) 2 (3,2%) 5 (7,8%)

4
1 (2,6%) 2 (2,4%)
(10,3%)

0 (0%) 1 (2,5%)

Displeased

24
20
11
10
5
17
9 (9,8%)
2 (3,2%)
(27,3%)
(31,7%) (17,2%) (25,6%) (13,2%) (20,2%)

12
(30%)

1 (2,7%)

Mostly
dissatisfied

34
28
11
15
7
29
6 (9,4%)
6 (9,5%)
(38,6%) (30,4%) (17,5%)
(38,5%) (18,4%) (34,5%)

18
(45%)

9
28
15
44
15
4
(24,3%) (23,1%) (12,4%) (39,3%) (13,5%) (21,1%)

0 (0%)

17
(44,7%
)

7
(18,4%
)

200
(33,1%)

93 (16%)

Mixed

12
21
23
7
7
30
13
11
27
32
23
27
6
5
2 (2,2%)
3 (7,5%)
(13,6%)
(33,3%) (35,9%) (17,9%) (18,4%) (35,7%) (20,6%)
(29,7%) (22,3%) (26,4%) (20,5%) (24,3%) (31,6%) (26,3%)

9
(23,7%
)

4
(10,5%
)

138
(22,8%)

124
(21,3%)

Mostly satisfied

6 (6,8%)

2
(5,3%)

8
(21,1%
)

75
(12,4%)

174
(29,8%)

Pleased

7 (8,0%)

Couldn´t
better
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1 (1,1%)

11
(12%)

6 (9,5%)

15
12
27
5
3 (7,7%)
6 (7,1%)
(23,4%)
(31,6%)
(42,9%) (12,5%)

25
2 (3,2%) 2 (3,1%)
(27,2%)
12
(13%)

1 (1,6%) 2 (3,1%)

10
(27%)

12
(9,9%)

21
34
24
49
2
8
(17,4%) (28,1%) (21,4%) (44,1%) (10,5%) (42,1%)

0 (0%)

6
(15,8%)

0 (0%)

6 (9,5%) 1 (2,5%)

6
26
12
4 (3,3%)
1 (0,9%)
(16,2%)
(21,5%)
(10,8%)

0 (0%)

3
(15,8%)

1
(2,6%)

10
(26,3%
)

16 (2,6%)

96
(16,5%)

0 (0%)

0 (0%)

0 (0%)

9
(14,3%)

0 (0%)

0 (0%)

1 (5,3%)

2
(5,3%)

6
(15,8%
)

4 (0,7%)

31
(5,3%)

0 (0%)
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4.2.5

Appropriateness of MasterMind services in alleviating depressive disorder in routine practice
With respect to the appropriateness of the treatment that patients received, information on 786 patients has been reported. The differences in term of
contribution between the trial sites are large: Basque Country reported 74,8% of participants of its whole sample size at the post assessment, Wales
18,3%, Aragón 51,16%, Badalona 33,2%, Galicia 61,8%, Piemonte 75,1%, Treviso 100%, Turkey 15,8%, and Estonia 69,6%. The differences in reported
post-treatment data derive mainly from patients that are still under treatment (on-going), and difficulties in the data collection process under routine
care conditions, and should be considered a limitation factor in the interpretation of the post-treatment data.
The average age is around 44. The other parameters remain similar to the demographic characteristics reported above: a high representation of women;
most patients with university degrees; immigrants are poorly represented; most patients are referred by GPs; and most patients either do not take drugs
or take anti-depressants for more than two months.
Table 14: Appropriateness of treatment
Region
Basque
Country

Wales

Aragón

Badalon
Treviso,
Galicia Piemonte
Turkey
a
Veneto

161 (100%)

64 (98,5%)

66 (100%)

84 (100%)

55 (67,9%)

120 (99,2%)

99 (66%)

0 (0%)

1 (1,5%)

0 (0%)

0 (0%)

1 (1,2%)

0 (0%)

0 (0%)

0 (0%)

0 (0%)

0 (0%)

0 (0%)

3,61 (3,84)

5,25 (2,91)

5,91 (3,58)

5,24 (1,26)

3,61 (3,84)

5,25 (2,91)

4,95 (3,51)

66 (41%)

31 (47,7%)

7 (4,3%)
0 (0%)

Estonia

Total

18 (94,7%)

36 (92,3%)

703 (89,4%)

1 (0,7%)

1 (5,3%)

0 (0%)

4 (0,5%)

1 (0,8%)

11 (7,3%)

0 (0%)

1 (2,6%)

13 (1,7%)

3,23 (3,7)

5,5 (2,15)

5,14 (3,99)

6,16 (0,69)

13,9
(24,99)

5,23 (6,71)

4,24 (1,26)

2,64 (2,76)

5,4 (2,16)

3,29 (3,15)

6 (0)

13,62
(29,28)

4,6 (7,41)

35 (53%)

54 (64,3%)

14 (17,3%)

72 (59,5%)

29 (19,3%)

19 (100%)

15 (38,5%)

335 (42,6%)

5 (7,7%)

1 (1,5%)

4 (4,8%)

7 (8,6%)

3 (2,5%)

10 (6,7%)

0 (0%)

0 (0%)

37 (4,7%)

2 (3,1%)

0 (0%)

0 (0%)

0 (0%)

0 (0%)

1 (0,7%)

0 (0%)

0 (0%)

3 (0,4%)

Access to service: n (%)
Individual, personal location (e.g. at home)
Community location
At care institution
Number of sessions completed in total: mean (sd)
Number of sessions completed online: mean (sd)
Reasons for ending the treatment: n (%)
I completed all sessions that were planned
I had problems with my internet connection
and/or my computer was not functioning..
I don´t have a computer
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I don´t trust the online sessions are secure
I don´t have enough skills to follow the online
sessions
I forgot to attend the online sessions
I ran out of time
I was ill
I had to work
My family did not support me
I did not want to share my personal information
through internet
For other therapeutic reasons
I am not convinced that the therapy solves my
problems
The therapist and I concluded that it had no use
to continue treatment
My mental problems are alleviated
Other reasons

1 (0,6%)

1 (1,5%)

1 (1,5%)

0 (0%)

0 (0%)

0 (0%)

0 (0%)

0 (0%)

0 (0%)

3 (0,4%)

1 (0,6%)

1 (1,5%)

1 (1,5%)

2 (2,4%)

0 (0%)

9 (7,4%)

4 (2,7%)

0 (0%)

0 (0%)

18 (2,3%)

3 (1,9%)

0 (0%)

3 (4,5%)

3 (3,6%)

0 (0%)

2 (1,7%)

4 (2,7%)

0 (0%)

2 (5,1%)

17 (2,2%)

0 (0%)

0 (0%)

1 (1,5%)

0 (0%)

19 (23,5%)

2 (1,7%)

19 (12,7%)

0 (0%)

1 (2,6%)

42 (5,3%)

0 (0%)

0 (0%)

1 (1,5%)

3 (3,6%)

4 (4,9%)

2 (1,7%)

1 (0,7%)

0 (0%)

0 (0%)

11 (1,4%)

0 (0%)

0 (0%)

0 (0%)

1 (1,2%)

3 (3,7%)

6 (5%)

0 (0%)

0 (0%)

1 (2,6%)

11 (1,4%)

1 (0,6%)

0 (0%)

0 (0%)

1 (1,2%)

2 (2,5%)

0 (0%)

1 (0,7%)

0 (0%)

1 (2,6%)

6 (0,8%)

0 (0%)

0 (0%)

1 (1,5%)

0 (0%)

0 (0%)

0 (0%)

0 (0%)

0 (0%)

0 (0%)

1 (0,1%)

12 (7,5%)

0 (0%)

2 (3%)

1 (1,2%)

1 (1,2%)

0 (0%)

0 (0%)

0 (0%)

2 (5,1%)

18 (2,3%)

1 (0,6%)

0 (0%)

1 (1,5%)

1 (1,2%)

13 (16%)

23 (19%)

2 (1,3%)

0 (0%)

3 (7,7%)

44 (5,6%)

4 (2,5%)

0 (0%)

3 (4,5%)

1 (1,2%)

4 (4,9%)

0 (0%)

0 (0%)

0 (0%)

3 (7,7%)

15 (1,9%)

8 (5%)

18 (27,7%)

1 (1,5%)

10 (11,9%)

1 (1,2%)

2 (1,7%)

2 (1,3%)

0 (0%)

5 (12,8%)

47 (6%)

0 (0%)

0 (0%)

3 (4,5%)

3 (3,6%)

0 (0%)

0 (0%)

34 (22,7%)

0 (0%)

1 (2,6%)

41 (5,2%)

The analysis shows that the large majority of patients access the service from their own computer (89,4%), and very rarely from community and care
organisations locations. The average number of sessions completed was: 3,61 in the Basque Country, 3,23 in Galicia, higher than five in the rest of
regions and up to six in Turkey and Estonia. The number of online sessions slightly decreases on average in Badalona, Galicia, Piemonte, Treviso, Turkey
and Estonia, leaving an average of 4,6 in total; Wales and Basque Country remain equal.
For the interpretation of treatment drop-out, patients were offered different options to choose from. As of now, the drop-outs number 314 (20,25% of
the patients included). There is a huge variability by region in relation with the reasons for ending the treatment. 37 patients stated that they dropped
out of treatment because they had problems with the internet connection or that their computer was not functioning. 18 patients stated to have
stopped the treatment for therapeutic reasons, 17 forgot to attend the online sessions, and 18 stated that they did not have the skills to follow the
online treatment.
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4.2.6

Appropriateness of MasterMind services based on focus group interviews
Besides access to service, completion numbers, and reasons presented above, all trial sites
engaged in obtaining a rich patient profile of those for whom the cCBT service is most
appropriate. This was done by performing in total 11 focus group discussions with
healthcare professionals in the five 1st wave trial sites reflecting on the patients they see in
their daily practices. From these focus groups, it appeared that various factors are relevant
to:
a) the appropriateness of the service in alleviating the needs of the patients;
b) the decision to engage with the cCBT service;
c) adherence to cCBT treatment; and
d) safety of the service.
In summary, the focus groups indicated the following factors as relevant:
 Appropriateness
- Clinical symptoms: It seems that cCBT is most likely appropriate for mild to
moderate depression. Patients should be monitored, especially when they have
suicidal tendencies or display self-harming behaviour.
- Contextual factors: Patients need professional support and are more likely to
drop out if they are not supported.
- Skills, personality traits, and attitude: The intervention seems to be not equally
effective for all type of patients. Certain factors, such as age, educational level or
ICT skills seem to be important when considering who should be referred for
cCBT.
- Treatment delivery: The programme was appreciated as an additional type of
support that was at any time freely available. However, some patients preferred
face-to-face contact, and did not wanted to be involved with technology in their
treatment.
 Decision to engage
- Access to treatment: Not every patient owns a computer at home. The idea of
providing computers at the facility and making the tool available for smartphones
and tablets received much attention.
- Awareness of treatment: Many patients are not aware of this type of treatment.
Increasing the knowledge of the general population about e-health technology
might increase recruitment. Furthermore, professionals seem to be very eager at
first to include a lot of patients in the new intervention, but after a while seem to
forget about its existence.
- Consent and referral: Not every patient seems to be suitable for this type of
therapy. Early support seems to increase the chances of people accepting the
treatment. The way professionals advertise the intervention to their patients also
seems to be a crucial factor.
- Expectations and needs: Patients require a clear introduction to cCBT to start
with realistic expectation of the therapy. Otherwise, patients might be at risk of
dropping out.
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 Adherence to treatment
- Applicability of content: The intervention does not fit every patient to the same
extent. The need for carefully screening of patients was mentioned to identify
patients who can be considered eligible.
- Attractiveness of content and design of treatment platform: There is room for
improvement regarding the design of the platform, but also for the content.
Patients who already had experience with CBT seem to find the intervention
repetitive and might drop out due to this.
- Clinical changes: It was stated that the tool has the capacity to elicit a change in
clinical symptoms, but also decreases the amount of GP visits. However, it seems
that seriously ill patients should be excluded due to the risk of getting worse.
- Motivational aspects: The importance of motivation was mentioned to keep
patients doing the exercises. Incentives were mentioned as a possible approach to
increase motivation.
- Practical arrangements: Certain practical arrangements might increase
adherence. Some of those are mentioned are: follow-ups; forms describing
technical features; additional human resources; support; basic ICT courses; alarm
functions for practitioners; review appointments; having a computer at the
centre.
- Technical aspects and user-friendliness: It seems as some patients had technical
issues with the application, and the support could not always immediately help
these patients. As a consequence, some patients might not have adhered to the
treatment; whereas others thought the technical support to be relatively good
with a fast response rate. In the same way, some patients criticised the tool as too
complicated and unstable, while others seemed to like the design and described
the tool as stable.
Appendix A.2 contains more details on the findings from the focus group interviews, which
substantiate the factors related to the appropriateness of the service.

4.2.7

Summary
This section presents data on safety and clinical effectiveness from the 2nd wave pilots.
1167 patients have been included in the analysis of the safety and clinical effectiveness
domains, differently distributed across the nine sites. The sample size differs significantly
from site to site.
Safety
The percentages in terms of suicide ideation and attempts are not high, which reflects that
the cCBT service provided is considered safe. In fact, the numbers are more favourable than
the literature describes. For example, in Spain, the percentages are 8,26% and 1,78%, for
ideation and attempts respectively, which are higher than our results. There are differences
between regions; the Basque Country and Badalona are especially noteworthy. Yet, it has
to be noted that the assessment for suicide ideation and attempts is different from site to
site. Differences in the severity of the initial symptoms, which is a fact, can clearly be
another reason of such contrasts. Additionally, it has to be highlighted that distinct
methods or approaches have been used for diagnostic assessment, which can hinder the
comparability of the results.
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A qualitative analysis has been conducted through interviews and focus groups with the
healthcare professionals involved in the study. Interviewees were questioned about the
efficacy and safety of the intervention provided. At the beginning of the process, some
patients needed to be reassured by the doctors about the safety of the tool. After this
reassurance, no patient expressed any concern regarding clinical safety. Even more, the
majority of patients seemed not to be worried about privacy issues.
Clinical effectiveness
Pre-treatment and post-treatment data have been taken into account in this analysis. To
this end, data from 679 patients has been analysed, differently distributed between pilots.
On average, patients are around 44 years old, though two pilots present opposite
tendencies: Turkey drops to 28 years old and Aragón goes up to 50 years old. The other
parameters of the demographic characteristics (gender, education, employment status)
remain similar.
Most of the patients represented in pre-treatment data suffered from mild (36,7%),
moderate (45,1%) or severe symptoms (15%). No symptoms, or very severe symptoms,
were almost non-existent. Approximately 58% of patients improved after receiving cCBT;
this is a positive result, taking into account that 50% of remissions are described with
antidepressant use. Approximately 63% of patients with severe or very severe symptoms
improved their mental health status, and the number with moderate depression was
significantly decreased. The results show that symptoms are improved after the treatment,
with an increase in the percentage of patients with better symptomatology. Before
treatment, the percentage of patients with no symptoms was zero; however this
proportion is increased in all sites, from 5,3% (Turkey) up to 71,8% (Aragón). How this
percentage varies in each site depends very much on the starting symptomatology of
patients. The duration of depressive episodes has decreased by a significant proportion,
being 3-6 months and 1-3 years more represented.
Looking at the change during the treatment, by calculating score differences between the
symptom severity before and after treatment, in total 58% of patients were reported to
experience a reduction in depressive symptoms, 38,7% by one and 19,3% by two
categories. Large differences can be seen between the trial sites: Galicia reported 82,9% of
patients with improved symptomatology, 82,1% in Aragón and 78,5% in Treviso; on the
other hand, 31,6% of the Turkish patients deteriorated between the start and the end of
cCBT treatment.
64,6% of the Basque patients, 57,9% of the Turkish patients and 4,70% of the Welsh
patients experienced no change in symptoms between the beginning and the end of the
cCBT treatment. As mentioned before, it has to be noted that clinical effectiveness is biased
since patients who never initiated the cCBT or did not complete any session were included
in the analysis. This number is the 57.4% of all drop outs (146 from 254), therefore, the real
clinical effectiveness of the therapy is underestimated.
It has to be highlighted that the proportion of chronic patients is high, which can affect the
clinical responsiveness, since this type of depression is often resistant to treatment. This is
even more true when the treatment is online, since the patients are in charge of the
treatment, and they can abandon it whenever they want. In the qualitative analysis, the
importance of proper supervision was underlined. It was also reported that patients who do
not feel that they receive enough professional support are likely to drop out. Doing online
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therapy needs a lot of motivation from the patient, since it is an active treatment compared
to pharmacological interventions. Possible ideas to motivate and encourage patients were
focused mainly on providing the service in a more continuous and constant way, for
example, with the use of supportive therapy through telephone or explanatory videos.
Regarding quality of life and satisfaction with mental health, an improvement can be seen
between pre-treatment and post-treatment assessment. The following graphs show the
improvement of the quality of life and satisfaction with mental health between pretreatment and post-treatment assessment:

Satisfaction with life
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Satisfaction with mental health
250
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150
100
50
0
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Based on the results on access to the service, the use of personal location is predominant
(89,4%). It could be interesting to promote the use of public or community settings, which
might improve the access rate.
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The number of sessions completed (in total, which could be a combination of face-to face
and online sessions) and the number of sessions completed online is 5,23 and 4,6
respectively, varying between sites. 42,6% of patients completed the treatment as planned.
It can be concluded that most patients drop-out due to poor skills in managing technology,
problems with limited connectivity, or problems with the computers. In the case of Galicia
and Piemonte, the main drop-out reason is that patients are not convinced that the
therapy could solve their problems, with 13 and 23 drop-out cases respectively. Strategies
to boost patients completing the treatment are clearly needed, which will probably result in
better clinical effectiveness.
Appropriateness of the service
The appropriateness of the treatment was discussed in the qualitative analysis’ focus
groups. The positive aspects of MasterMind mentioned were: free of costs for the patient;
only requires basic informatics competencies; user-friendliness; accessible at any time. It
was stated that family doctors liked cCBT for patients that live far away, and for foreign
patients with language barriers. Also, the further the patients lived from the mental health
centre, the more they appreciated the programme. It was also stated that healthcare
professionals should offer this kind of therapy to patients more scientifically (evidence,
information, explanations) in order to make the patient more confident that this is a proven
and reliable treatment.
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5.

Domain 4: Patient and healthcare professional
perspectives

5.1

Introduction
Domain 4 addresses the perceived satisfaction of both patients and healthcare
professionals, and the usability of the programmes. The perspectives are measured through
validated self-reported measures (CSQ-8/3 and SUS), 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 describe usage, complexity, consistency, confidence, and
level of integration.
Domain 4 aims to answer research objectives:
 objective #1: to identify barriers and facilitators that influence the implementation of
cCBT for treating depression in routine practice;
 objective #5: to assess the perceived satisfaction and usability of cCBT; and
 objective #7: to assess the transferability of implementation and up-scaling of cCBT
into routine practice in different care contexts.
Together with domains 1, 2, 3, and 5, these results enable drawing conclusions in terms of
the acceptability and appropriateness of the services in alleviating depressive symptoms.
The results have been triangulated (mixed-methods) with the focus group discussions with
the healthcare professionals (domain 4) and organisations (domain 5). This triangulation
provides 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 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.

5.2

Results – Patient perspectives

5.2.1

Patient’s perceived satisfaction
Information for 576 patients has been reported, representing 37,16% of the core dataset.
The differences between the trial sites are large: Turkey reports 15,8% of participants at
post-self-assessment, Wales 19,4%, the Basque Country 25,4%, Estonia 26,78%, Aragón
27,13%, Galicia 30,9%, Badalona 33,99%, Piemonte 74,56% and Treviso 95,33%. All the data
available was included in the analysis of the dimension “patient’s perceived satisfaction”.
The average age is around 45, except Turkey and Estonia (28 and 30 years old respectively).
The other parameters remain similar to the overall demographic characteristics reported
above: high representation of women; most patient with university degrees (except
Aragón); immigrants are poorly represented; most patients are referred by GPs (except
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Wales and Turkey); and most patients either do not take drugs or take anti-depressants for
more than two months.
Patient’s perceived satisfaction was assessed with the Client Satisfaction Questionnaire
(CSQ-8). This version of the CSQ contains eight questions on consumers' satisfaction, and is
easily scored by summing the individual item scores to produce a range of 8 to 32, with high
scores indicating greater satisfaction. For the reader’s convenience, we chose to depict the
results as percentage of approval in Table 15 below. The answer options on the Likert scale
linked to approval have been combined as indicating “approval”, and the disapproving
options in the category “disapproval”.
In total, across all items, 76,4% of patients reported to have been satisfied with the
treatment; Badalona with 98,3% of patients satisfied, and Wales with only 49,3% satisfied,
show the differences. On the question if it was the desired type of treatment, it goes from
35,3% satisfaction in Galicia to 100% in Aragón and Basque Country. The percentage of
satisfaction as to whether the treatment meets the needs of the patient, it goes to the
54,5% in general. Again, there are huge differences between sites; with a 26,5% in Galicia,
and 90,9% in the Basque Country. The treatment recommendation is quite good (79,5%),
except in Galicia where the satisfaction is 14.7%. The amount of aid received lowers the
percentage of overall satisfaction. There is a big difference between regions regarding the
satisfaction to effectively treat problems with treatment; it is 40% in Estonia, but 100% in
Basque Country or Turkey. Regarding the satisfaction to reuse the treatment in case of
need it again, it is very low in Galicia (17,6%), but much higher in the Basque Country,
Aragon and Badalona (it surpasses 90%)..
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Table 15: Patient’s perceived satisfaction
Region
Basque
Country

Wales Aragón Badalona Galicia Piemonte

Treviso,
Turkey Estonia
Veneto

Total

Sample: n
1. Quality of the treatment you have received? % approval

54 (98,2%)

38 (55,1%) 33 (94,3%)

59 (98,3%)

30 (88,2%)

76 (63,3%)

79 (79%) 15 (78,9%) 10 (66,7%) 394 (77,7%)

2. Did you get the kind of treatment you wanted? % approval

54 (100%)

37 (55,2%) 35 (100%)

59 (98,3%)

12 (35,3%)

68 (56,7%)

55 (79,7%) 15 (78,9%) 10 (66,7%) 345 (72,9%)

3. To what extent has the treatment met your needs? % approval

50 (90,9%)

25 (36,2%) 23 (65,7%)

54 (90%)

9 (26,5%)

41 (34,2%)

37 (54,4%) 12 (63,2%) 8 (53,3%)

4. If a friend were in need of similar help, would you recommend
this treatment to him or her? % approval

54 (98,2%)

47 (68,1%) 34 (100%)

59 (100%)

5 (14,7%)

91 (75,8%)

59 (85,5%) 17 (89,5%) 11 (73,3%) 377 (79,5%)

5. How satisfied are you with the amount of help you have
received? % approval

54 (100%)

30 (43,5%) 33 (94,3%)

57 (95%)

8 (23,5%)

71 (59,2%)

56 (82,4%) 17 (89,5%) 10 (66,7%) 336 (70,9%)

6. Has the treatment you received helped you to deal more
effectively with your problems? % approval

55 (100%)

38 (55,1%) 33 (94,3%)

57 (95%)

25 (73,5%)

70 (58,3%)

50 (74,6%) 19 (100%)

7. In an overall, general senses, how satisfied are you with the
treatment you have received? % approval

54 (98,2%)

34 (49,3%) 33 (94,3%)

59 (98,3%)

28 (82,4%)

71 (59,2%)

85 (84,2%) 14 (73,7%) 10 (66,7%) 388 (76,4%)

8. If you were to seek help again, would you make use of this
treatment again? % approval

54 (98,2%)

39 (56,5%) 34 (97,1%)

54 (96,4%)

6 (17,6%)

67 (55,8%)

91 (89,2%) 15 (78,9%)
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5.2.2

Patient’s perceived usability
Information on 577 patients has been reported, representing 37,2% of the core dataset. Treviso
provided 94% of its whole participants sample at post assessment, and Piemonte 74,53%. The
other sites' numbers are much lower.
The average age is around 45, except Turkey and Estonia (28 and 31 years old, respectively), and
Aragón (50 years old). The other parameters remain similar to the demographic characteristics
reported above: high representation of women; most patient with university degrees (except
Aragón); immigrants are poorly represented; most patients are referred by GPs (except Wales and
Turkey); and most patients either do not take drugs or take anti-depressants for more than two
months.
Patient’s perceived usability was measured with the System Usability Scale (SUS; cite), consisting
of ten items to facilitate the evaluation of products such as software and applications. The
questionnaire was chosen because it depicts the gold standard in the field of measuring system
usability, it can be administered easily, is realisable in small sample sized, and has been proven to
be a valid instrument (cite). The interpretation can be complicated. For the reader's convenience,
we provide below a table showing the percentage of approval within the specific SUS category as
well as the mean score. Though the scores are 0-100, these are not percentages and should be
considered only in terms of their percentile ranking. A SUS score above a 68 would be considered
above average and anything below 68 is below average.
More than 66% of patients would use the cCBT service again if needed, with the exception of
Wales and Piemonte which present lower percentages. Most of the patients asked (84,3%)
believe that the platform is not complex to use, and many of them (more than 69,6%) believe the
treatment is easy to use and apply; the maximum rate was obtained in Turkey (89,5%). On the
contrary, patients in Estonia mainly consider that the treatment is difficult to manage.
Less than 22% of patients in all sites required the support of a technician to use the cCBT
platform, except Treviso where the proportion is slightly higher (41%). Satisfaction with regard to
the integration of functionalities is around 50% in Estonia, while the rest of sites show higher
numbers. Inconsistencies in the therapy are not a major issue for patients of most sites. Piemonte
and Treviso,both Italian regions, present the highest percentages; 34,2% and 20,4% respectively.
The perception of how rapidly people would learn using the cCBT platform varies widely from site
to site. Patients from Wales consider that only 47,8% of the people would get the skills to handle
the treatment quickly, whereas all Turkish patients agree on the ease of use. Most patients do not
describe the treatment as cumbersome; the percentage only surpasses 15% in Wales and Treviso.
In terms of feeling confident when handling the platform, sites show very variable results, from
39,2% in Piemonte to a 97,1% in Aragón. The majority of patients interviewed do not think that
lots of things have to be learned before starting treatment; the highest proportion is Badalona
(26,7%).
The final score obtained in the SUS questionnaire reflects that patients of most sites consider the
cCBT service of high usability (score > 68). There are two sites with diametrically opposed results:
Treviso shows a very low score, while Estonia presents a considerably high score.
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Table 16: Patient’s perceived usability
Region
Basque
Treviso,
Wales Aragón Badalona Galicia Piemonte
Turkey Estonia
Country
Veneto

Total

Sample: n
1. I think that I would like to use [cCBT/ccVC] treatment frequently
when needed. % approval*
2. I found the [cCBT/ccVC] platform unnecessarily complex. %
approval*
3. I thought the [cCBT/ccVC] treatment was easy to use and apply. %
approval*
4. I think that I would need the support of a technical person to be
able to use [cCBT/ccVC] treatment more often. % approval*)
5. I found the various functions in the [cCBT/ccVC] treatment were
well integrated. % approval*
6. I thought there was too much inconsistency in the [cCBT/ccVC]
treatment. % approval*
7. I would imagine that most people would learn to use and apply the
[cCBT/ccVC] treatment very quickly. % approval*
8. I found the [cCBT/ccVC] treatment very cumbersome to use and
apply. % approval*
9. I felt very confident using and applying the [cCBT/ccVC] treatment.
% approval*
10. I needed to learn a lot of things before I could get going with the
[cCBT/ccVC] treatment. % approval*
System Usability Scale (SUS): total (>68 is high)
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51 (87,9%)

25 (71,4%)

51 (42,5%)

69 (69,7%)

15
(78,9%)

4 (6,7%)

5 (14,3%)

20 (16,7%)

24 (24,2%)

0 (0%)

46 (76,7%)

28 (80%)

68 (56,7%)

71 (72,4%)

17
(89,5%)

4 (28,6%) 352 (69,6%)

13 (18,8%) 9 (26,5%)

4 (6,7%)

5 (14,3%)

22 (18,3%)

41 (41%)

1 (5,3%)

4 (26,7%) 108 (21,3%)

52 (92,9%) 37 (53,6%) 32 (91,4%)

45 (75%)

21 (60%)

78 (65%)

78 (78,8%)

13
(68,4%)

7 (50%)

363 (71,6%)

2 (3,4%)

2 (5,7%)

41 (34,2%)

20 (20,4%)

0 (0%)

2 (13,3%)

79 (15,6%)

35 (60,3%)

21 (60%)

60 (50%)

63 (63,6%)

17
(89,5%)

10 (66,7%) 313 (61,9%)

6 (10,3%)

3 (8,6%)

17 (14,2%)

20 (20,2%)

0 (0%)

1 (6,7%)

45 (80,4%) 29 (42,6%) 34 (97,1%)

51 (86,4%)

27 (77,1%)

47 (39,2%)

68 (68,7%)

15
(78,9%)

8 (57,1%) 324 (64,2%)

6 (10,7%)

16 (26,7%)

4 (11,4%)

12 (10%)

13 (16%)

3 (15,8%)

46 (82,1%) 34 (49,3%) 33 (97,1%)

8 (14,3%)

14 (20,3%) 5 (14,3%)

50 (89,3%) 38 (55,1%) 30 (85,7%)

9 (16,1%)

2 (3,6%)

9 (13%)

1 (2,9%)

45 (80,4%) 33 (47,8%) 29 (82,9%)

3 (5,4%)

78,79
(15,42)

17 (24,6%)

10 (14,5%)
63,19
(32,53)
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1 (2,9%)
77,64
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67,65
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78,29
(9,72)

10 (66,7%) 334 (66,1%)

0 (0%)

2 (13,3%)
110,67
(136,78)

80 (15,7%)

67 (13,3%)

67 (13,7%)
60,75
(65,92)
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5.3

Results – Healthcare professional’s perspectives

5.3.1

Healthcare professional’s perceived satisfaction
The professionals are mostly women (71%), except Piemonte, where the proportion of men is greater. Professionals are mainly represented by GPs,
except Wales where MH / community workers are main actors. Most professionals questioned have had training in cCBT (77,4%), with the exception of
Galicia (0%). Their field experience is 10 years or more (43,4%); however, their experience in using cCBT is less than five times (43,9%).
The healthcare professional’s perceived satisfaction was assessed with the Client Satisfaction Questionnaire (CSQ-3), containing items 3, 7 and 8 of the
CSQ-8 (as described in section 5.2.2). Empirically, these items are the most salient ones, and are used to provide a maximum amount of efficiency in
obtaining data. For the reader’s convenience, we chose to show the percentage of approval in Table 17 below.
The overall perceived satisfaction with the treatment varies between regions; 17% in Estonia, 25% in Basque Country and Wales, and 87% in Treviso. The
satisfaction with patient treatment varies as well, from the 23% in Wales, to the 100% in Aragón. 67% of Wales’ professionals would use these services
again, but in Aragón, Treviso and Turkey this is 100%.
Table 17: Healthcare professional’s perceived satisfaction
Region
Basque
Country

Sample: n

11

Wales Aragón Badalona Galicia Piemonte
13

12

114

11

17

Treviso,
Turkey Estonia
Veneto
22

3

18

Total
221

1. To what extent have these services met your needs in treating
patients? % approval*

1
(25%)

3
10
84
5
12
(25%) (83,3%) (76,4%) (45,5%) (70,6%)

2. In an overall general sense, how satisfied are you with the
services in treating your clients? % approval*

2
(50%)

3
12
93
7
12
(23,1%) (100%) (83,8%) (63,6%) (70,6%)

7
1
(31,8%) (33,3%)

9
(50%)

146
(69,2%)

3. If you were to provide CBT treatment, would you use these
services again? % approval*

3
(75%)

8
12
93
8
15
(66,7%) (100%) (84,5%) (72,7%) (88,2%)

7
(100%)

9
(50%)

158
(81,4%)

Public

Page 61 of 138

7
1
3
126
(87,5%) (33,3%) (16,7%) (64,6%)

3
(100%)

V2.0 / 29th May 2017

D6.5 Final Trial Report 2nd Wave (cCBT)

5.3.2

Healthcare professional’s perceived usability
The healthcare professional’s perceived usability was also measured with the System Usability Scale (SUS).
222 healthcare professionals (79% of the core dataset) reported information on perceived usability of the treatment. The proportion of professionals
who answered the questionnaire on usability compared to those involved in the cCBT service varied significantly: Basque Country 22,6%, Wales 48,18%,
Piemonte 80,95%, and Aragón, Badalona, Galicia, Treviso, Turkey, and Estonia all 100% . All data available was included in the analysis of the dimension
“health care professional’s perceived usability”.
As in the previous analysis, women are more represented (70.7% in average). The professionals who refer patients to the cCBT treatment are mainly GPs,
with the exception of Wales where MH / community worker are principal referrers. Most of the professionals received specific training in cCBT in all sites,
but with a significant lower percentage in Galicia (0%) and Estonia (11%).
Professionals at most sites were willing to provide the cCBT treatment frequently, reaching 80% of professionals in Aragón. Yet, lower percentages can
be observed in Wales (15.4%) and Piemonte (13.3%). There is a wide variability with respect to the complexity of the treatment; some regions consider
that the treatment is not complex at all (Wales, Aragón, Treviso and Turkey), while others find it very difficult to handle (81%). Overall, 60% of
professionals believe that the platform is easy to use; however, there are opposite perceptions depending on the site analysed: 18% in Galicia and 100%
in Aragón.
The need for a technician to support the management of the cCBT platform differed considerably across sites (0% in Wales and 100% Estonia). The same
tendency is observed (great variability) when integration of the functionalities into the platform is assessed, or the degree of inconsistencies in the
treatment is investigated.
Ample differences are shown across sites in terms of need for learning to provide the cCBT service. Professional from the Basque Country, Wales,
Piemonte, and Estonia mostly consider that learning to use the platform is not a straightforward and rapid process, while Aragón, Badalona, Galicia,
Treviso and Turkey believe that providing the treatment is easy (54.5%-90%). Overall, most professionals do not think that the intervention is
cumbersome to use; however, three sites (Wales, Galicia and Estonia) present some discrepancies in this matter.
Similarly, professionals of distinct regions do not completely agree when asked about their confidence is using the cCBT platform. None of the
professionals in the Basque Country are confident, whereas others appear to be very confident (50%-80%).
In contrast to patients' perception on usability, the scores obtained by the survey of professionals is much lower. Only professionals of two sites (Aragón
and Badalona) feel that the cCBT intervention is useable enough (score > 68). The other regions present values between 31.92 and 72.68 (Wales and
Badalona, respectively).
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Table 18: Healthcare professionals' perceived usability
Region
Basque
Wales
Country
Sample: n

Aragón Badalona Galicia Piemonte

Treviso,
Turkey Estonia
Veneto

12

13

12

114

11

17

22

1. I think that I would like to provide the [cCBT/ccVC] treatment
frequently. % approval*
2. I found the [cCBT/ccVC] treatment unnecessarily complex. %
approval*
3. I thought the [cCBT/ccVC] treatment was easy to use and provide
to my clients. % approval*

1
(20%)
2
(40%)
1
(20%)

2
(15,4%)

8
(80%)
0

6
10
(46,2%) (100%)

6
(54,5%)
6
(54,5%)
2
(18,2%)

2
(13,3%)
13
(81,3%)
8
(50%)

4
(50%)

0

59
(53,6%)
10
(9,1%)
75
(68,2%)

2
8
92
(66,7%) (44,4%) (47,7%)
40
0
0
9 (50%)
(20,6%)
5
1
8
116
(62,5%) (33,3%) (44,4%) (59,8%)

4. I think that I would need the support of a technical person to be
able to use and provide the [cCBT/ccVC] treatment to my clients.
% approval*
5. I found the various functions in the [cCBT/ccVC] intervention were
well integrated. % approval*
6. I thought there was too much inconsistency in the [cCBT/ccVC]
intervention. % approval*

3
(60%)

0

7
(70%)

9
(8,2%)

4
(36,4%)

11
(68,8%)

2
2
18
56
(28,6%) (66,7%) (100%) (31,1%)

0

9 (90%)

0

0

75
(68,8%)
3
(2,8%)

4
(36,4%)
4
(36,4%)

1
(7,1%)
12
(75%)

6
1
2
102
(85,7%) (33,3%) (11,1%) (57,6%)
9
30
0
0
(50%) (16,8%)

7. I would imagine that most healthcare professionals would learn to
use and provide the [cCBT/ccVC] intervention very quickly. %
approval*
8. I found the [cCBT/ccVC] intervention very cumbersome to use and
provide to my clients. % approval*

1
(20%)

1
(7,7%)

9
(90%)

76
(69,1%)

6
(54,5%)

2
(12,5%)

4
2
5
106
(57,1%) (66,7%) (27,8%) (54,9%)

1
(20%)

5
(38,5%)
2
(15,4%)

8
(80%)

9
(8,2%)
77
(70%)

7
(63,6%)
6
(54,5%)

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

1
7
32
0
(12,5%)
(38,9%) (16,5%)
4
2
8
118
(50%) (66,7%) (44,4%) (60,8%)

2
(40%)

9
(69,2%)

8
(80%)

8
(7,3%)

7
(63,6%)

3
(18,8%)

4
(50%)

1
8
50
(33,3%) (44,4%) (25,8%)

52
(19,56)

31,92
(3,41)

68,25
(7,64)

72,68
(17,36)

47,05
(16,39)

44,53
(6,66)

60,31
(13,79)

63,33
(11,81)

9. I felt very confident using and providing the [cCBT/ccVC]
intervention to my clients. % approval*
10. I needed to learn a lot of things before I could get going with using
and providing the [cCBT/ccVC] intervention to my clients. %
approval*
System Usability Scale (SUS): total (>68 = high)
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5.3.3

Healthcare professionals' perceived acceptability of MasterMind services in routine
practice
Besides access to service, completion numbers and reasons presented above, all trial sites
engaged in obtaining a rich professional profile of those for whom the cCBT service might be
acceptable. This was done by carrying out focus group discussions with healthcare professionals
reflecting on the patients they see in their daily practices. From these focus groups, it appeared
that various factors are relevant to:
 the appropriateness of the service in alleviating the needs of the patients;
 the decision to engage with the cCBT service; and
 the satisfaction and usability of the services in routine practice.
In summary, the focus groups indicated the following factors as relevant:
 Appropriateness of and adherence to treatment
- Skills and knowledge: The need of having knowledge of CBT as modality and
understanding how the application works were underlined.
- Service delivery: Professionals need to be trained how to deliver the tool. The use of the
tool should be shortly after this training. Although cCBT does not safe professionals
much time and many professionals are yet unfamiliar with this type of treatment
delivery, potentials of the tool were recognized.
 Engaging in treatment
- Awareness and knowledge: Professionals seem to be enthusiastic about receiving a new
tool. Unfortunately, many professionals tend to forget about the tool after some time.
Furthermore, patients need to be made aware of its existence.
- Expectations and needs: It seems that professionals might have been pressured from
their organization to use the tool. In order for professionals to be able to adopt to cCBT
they need to be able to integrate it into their daily work.
- Support: It was stressed that healthcare professionals need more resources and support
(also technical) to being able to implement these services.
- Training and education: Professionals cannot recommend something of which they
don’t have knowledge of. Specific learning courses for professionals were suggested.
- Technical and confidential security: Professionals do not see any security issues with
the tool. Contrary, it was stated that they perceive it as more safe compared to written
notes.
 Satisfaction and usability from the perspective of the healthcare professional
- Satisfaction: No major problems were reported regarding usage. Many individuals
seemed to be grateful for the tool:
- Usability: The professionals stated mostly that there were no major issues working with
the tool and mentioned certain positive aspects of the tool, such as its value in
monitoring patients.
Appendix A.3 contains more details on the findings from the focus group interviews, which
substantiate the factors described above.
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5.4

Summary
With regard to the patient’s perceived satisfaction, information for 576 patients has been
reported, which represents 37,16% of the core dataset, with differences between trial sites.
Turkey reports 15,8% of participants at post-self-assessment, Wales 19,4%, the Basque Country
25,4%, Estonia 26,78%, Aragón 27,13%, Galicia 30,9%, Badalona 33,99%, Piemonte 74,56% and
Treviso 95,33%.Patient’s perceived satisfaction was assessed; the majority of the patients
approved the quality of the treatment received (77,7%). 79,5% of them would recommend the
treatment to patients with similar needs, and 76,4% of the patients were satisfied with the
treatment that they received.
Healthcare professionals, mainly represented by GPs, are mostly satisfied with the services
(69,2%), and believe that the cCBT service can be a useful solution to treat depression. In
addition, 81,4% of healthcare professionals would use these services again, and 64,6% think that
the services meet their needs in treating patients.
With respect to the patient’s perceived usability of the treatment, more than 66% of patients will
use the cCBT service again if needed, with the exception of Wales and Piemonte, which present
lower percentages. Less than 22% of patients in all sites required the support of a technician to
use the platform. Satisfaction with regard to the integration of functionalities is around 50% in
Wales and Estonia, while the rest of sites show much higher numbers. In addition, most patients
do not describe the treatment as cumbersome, addressing the high usability of the service.
In terms of the appropriateness of the cCBT service, focus groups reported primarily factors that
can be categorised under treatment delivery processes. Professionals in most sites are willing to
provide the cCBT treatment, reaching 80% of professionals in Aragón. In the qualitative analysis,
not only was the need for professionals to have CBT skills stated, but also the need for increased
knowledge of how the application works, and the support received to implement the services (in
terms of resources). They stated that there were no major issues working with the tool, and
mentioned certain positive aspects, such as its value in monitoring patients.
Although cCBT does not save professionals much time, and many professionals are as yet
unfamiliar with this type of treatment delivery, the potential of the tool was recognised.
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6.

Domain 5: Economic aspects

6.1

Introduction
The analysis of the economic aspect of the implementation of the services is based on responses
to the questionnaires preceding the semi-structured interviews with healthcare organisations.
These questionnaires include a series of questions regarding implementation and maintenance
costs. The semi-structure interviews collected relevant views in terms of potential savings, and a
potential business case for initiating and retaining the interventions according to directors and/or
owners of the healthcare organisations participating in MasterMind. These are also summarised
in this section.

6.2

Results

6.2.1

Demographic characteristics of mental healthcare organisations (subset)
This table provides a summary of demographic characteristics of healthcare organisations in
MasterMind.
Table 19: Demographic characteristics of mental healthcare organisations (subset)
Region
Basque
Treviso,
Wales Aragón Badalona Galicia Piemonte
Turkey Estonia Total
country
Veneto

Sample: n
Year of establishment:
mean (SD)
Number of units /
departments: mean (SD)
Number of FTE
employed: mean (SD)

2

3

1

1983
(0)

1948
(0)

1989
(0)

49 (2)

7 (5)

3.679
958
(1.869) (747)

2

2

1990
1932 (0)
(0)
1250
17 (0) 30 (0)
(0)
36000
900 (0) 1000 (0)
(0)

1

1

1

3

2008 (0)

2000
(0)

1956
(0)

2000
(6)

14 (0)

2 (0)

36 (0)

3922 (0)

200 (0)

3800
(0)

17

1976
(26)
163
1 (0)
(410)
5.527
2 (1)
(11.567)

Turnover: count (%)
Less than 2 million €

0

0

0

0

0

0

0

1

3

4 (24%)

Between 2 - 10 million €

0

0

0

0

0

0

0

0

0

0

Between 10 - 50 million €

0

1

0

0

0

0

1

0

0

Over 50 million.

2

2

1

2

2

1

0

0

0

2 (12%)
11
(65%)

Less than a week

2

0

0

2

2

0

0

0

3

9 (53%)

Between 1 and 4 weeks

0

2(

0

0

0

1

1

0

0

4 (24%)

1 and 2 months

0

0

1

0

0

0

0

0

0

2 (12%)

Between 2 and 6 months

0

0

0

0

0

0

0

1

0

1 (6%)

More than 6 months

0

1

0

0

0

0

0

0

0

1 (6%)

Waiting time: count (%)
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6.2.2

Investments
The table below presents the initial investment in materials, ICT infrastructure and staff training required to implement the services in each region.
Table 20: Investments
Region
Basque
Country

Wales

Aragón

Badalona

Galicia

Piemonte

Treviso,
Veneto

Turkey

Estonia

Total

Investments in materials and ICT infrastructure (€):
mean (SD)

0

0

70.000
(49.497)

24.000
(0)

38.386
(43.254)

21.500
(0)

50.000
(0)

440 (0)

833
(416)

15.836
(24.459)

Efforts (time) needed of support staff to
implement the services (FTEs): mean (SD)

0

0

0

1 (0)

5 (4)

3 (0)

2 (0)

1 (0)

2 (1)

1 (2)

Yes

1 (1)

1 (0.5)

1 (1)

2 (1)

2 (1)

1 (1)

1 (1)

0 (0)

3 (1)

13 (0.87)

No

0

1 (0.5)

0

0

0

0

0

1 (1)

0

2 (0.13)

Technical aspects and how to use of the platform

0

0

0

0

1

0

0

-

3

5 (33%)

Therapeutic elements that are included in the
platform (e.g. CBT)

0

0

0

0

0

0

0

-

0

0

Technical aspects and how to use the platform, and
therapeutic elements that are included in the
platform (e.g. CBT)

2

2

1

2

1

1

1

-

0

10 (67%)

Other aspects related to the service.

0

0

0

0

0

0

0

-

0

0

Initial training and supervision: count (proportion)

Training type: count (%)
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6.2.3

Recurring operational costs
The recurring operational costs, estimated by the direct and indirect costs per session, are summarised in the following table.
Table 21: Recurrent operational costs
Region
Basque
Country

Wales

Aragón

Badalona

Galicia

Piemonte

Treviso,
Veneto

Turkey

Estonia

Total

0

0

100 (0)

238 (18)

348 (0)

50 (0)

20 (0)

100 (0)

25 (0)

78 (110)

0

0

30 (0)

33 (4)

56 (0)

11 (0)

15 (0)

10 (0)

20 (0)

20 (18)

Direct costs of for one cCBT session (€)
mean (SD)
Indirect costs spend on overheads for one
cCBT/ccVC session (€) mean (SD)

6.2.4

Reimbursement modalities
We present the reimbursement modalities reported by each organisation in each region.
Table 22: Reimbursement modalities
Region
Basque
Country

Wales

Aragón

Badalona

Galicia

Piemonte

Treviso,
Turkey
Veneto

Estonia

Total

Main sources of reimbursement
Public healthcare system (i.e. Ministry of Health)
Health care insurers
Patients
Other
The service is not reimbursed structurally
Unknown

Public

-

2

1
3
0
1
1
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6.2.5

Cost savings
This topic relates to the cost of the implementation. Resource utilisation was reported by the interviews on theme 1: Factors hindering and fostering
implementation. Nevertheless, not all interviews addressed this issue.
Main topics emergent from the interviews included:
 The need of more economic evaluation.
 Potential savings.
 An overall perception of lack of resources in mental health services.
Appendix A.4.1 contains more details on these findings from these interviews.

6.2.6

Budget Impact Analyses
The table below summarises the main sources of costs identified in the questionnaires preceding the interviews. Savings could not be quantified
monetarily, as this was not included in the questionnaire.
Table 23: Budget impact analyses
Region
Basque
country

Wales

Aragón

Badalona

Galicia

Piemonte

Treviso,
Veneto

Turkey

Estonia

Total

Investments in materials and ICT infrastructure (€)
mean (SD)

0

0

70.000
(49.497)

24.000
(0)

38.386
(43.254)

21500
(0)

50.000
(0)

440 (0)

833
(416)

15.836
(24.459)

Effort (time) needed for support staff to
implement the services. (FTEs) mean (SD)

0

0

0

1 (0)

5 (4)

3 (0)

2 (0)

1 (0)

2 (1)

1 (2)

Direct costs for one cCBT session (€) mean (SD)

0

0

100 (0)

238 (18)

348 (0)

50 (0)

20 (0)

100 (0)

25 (0)

78 (110)

Direct costs for one ccVC session (€)mean (SD)

0

0

20 (0)

95 (7)

374 (0)

50 (0)

50 (0)

-

-

62 (110)

Public
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The views in terms of potential savings and a potential business case for initiating and
retaining the interventions are evaluated with the information provided by the semistructure interviews:
 Reasons for maintaining the services
- Services could be efficient and would not need many additional resources.
- Quality of the programme.
- Services are effective and able to treat previously untreated patients.
 Issues to be addressed to maintain the service
- Programmes need to prove their efficiency.
- Future funding.
- Lack of human and technological resources.
Appendix A.4.2 contains more details on these findings from these interviews.

6.2.7

Economic sustainability of services in routine practice
Economic sustainability of services in routine practice relates to two topics that were
collected through interviews:
 Perspective on maintaining the services in place.
Regarding the perspective on maintaining the services in place, two main reasons
emerged during the interviews:
- Reasons for maintaining the services.
- Improvements needed to maintain the service.
 Business case.
Regarding business case, some participants mentioned some economic reasons that
could build a business case, while others doubted it could be built due to lack of data
and uncertainty regarding funding.
Appendix A.4.3 contains more details on these findings from these interviews.

6.3

Summary
There is a wide variation in the responses regarding the economic aspects of the
implementation of the services. Initial investment in material and ICT infrastructure varied
from 0€ to 70,000€ in Wales / Basque Country and Aragón respectively. Most regions
required support staff to implement the services, with a mean FTE of one person. Almost
every region required initial training and supervision for staff, which in most cases involved
technical aspects on how to use the platform, and on the therapeutic elements that are
included in the platform. The direct cost for one session is not provided in a number of
regions; among those that provided this information, the cost varied from 0€ to 348€ for
cCBT. Most regions reported that the service is not reimbursed structurally, with the
exception of two organisations: one in Galicia and one in Wales recording a public health
system reimbursement, and Turkey recording “other” type of reimbursement modality.
Regarding qualitative analysis, the economic aspects of the implementation of cCBT were
analysed taking into account the reports of interviews from Aragón, Badalona, Basque
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Country, Estonia, Galicia, Piemonte, Treviso, Turkey and Wales. Data from Estonia and
Galicia were not available for analysis.
Qualitative reports were highly variable in the quantity and quality of the information
included. In this sense, the number of quotations may not be representative of the interest
in the topics. Both direct quotations from the interviews, and summary statements, were
used as primary data and are cited in this analysis.

Public
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7.

Domain 6: Organisational aspects

7.1

Introduction
Domain 6 aims to provide insights into organisational aspects and perspectives in
implementing and up-scaling the cCBT services in routine practice. Variables include
quantitative information on the organisational profile (as part of domain 1) and estimates
of case load, and qualitative information retrieved via focus group discussions and semistructured 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 are
triangulated between quantitative data and qualitative data, and between healthcare
professionals and organisational perspectives (organisations).
The analyses will enable drawing answers to the research questions:
 To identify barriers and facilitators that influence the implementation of cCBT to
treat depression in routine practice.
 To assess the costs associated with implementing and large-scale uptake of cCBT to
treat depression in routine practice.
 To assess the perceived satisfaction and perceived usability with cCBT.
 To assess the transferability of implementation and up-scaling of cCBT in routine
practice in different care contexts.
Findings from domain 6, together with domains 1-5 and 7, provides 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.

7.2

Results – Healthcare professionals

7.2.1

Productivity, caseload and resources
Regarding the demographic characteristics, 92 professionals have reported information,
which represents 32,74% of the core dataset: 48,9% were GPs, 5,2% licensed psychologists,
and 10,9% licensed psychiatrists. 91% of professionals had been trained in cCBT, and 63,3%
had 10 or more years of field experience in the provision of healthcare. 19.8% of the
professionals analysed had offered cCBT more than 20 times, 7,7% between 15 and 19
times, 14,3% between 10 and 15 times, and 29,7% between 5 and 10 times. This means
that only 28,6% of the professionals have offered the treatment less than 5 times.
In terms of productivity, caseload and resources, it is evident that the professionals in most
sites have a high number of consultations per week; the Basque Country and Galicia are the
ones with the highest numbers (103 and 173 respectively), although Piemonte, Aragón,
Treviso and Badalona show considerable values (40-84), Wales, Turkey and Estonia present
significantly lower numbers of consultations. Concerning the availability of time to provide
cCBT service, 27,3% of professionals believe that they have enough time to make the
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service part of their daily care practice (25% agree, and 2.3% strongly agree); on the other
hand, 43% of professionals disagree (38,60%) or strongly disagree (4,45%). Regarding
efficiency, 69,4% of professionals questioned consider that patients are more efficiently
treated thanks to the cCBT intervention compared to the usual care(61.2% agree, and 8.2%
strongly agree).
Table 24: Productivity, caseload and resources
Region
Basque
Treviso,
Wales Aragón Badalona Galicia Piemonte
Turkey Estonia
Country
Veneto
Sample: n
Clients per week:
mean (SD)

Total

12

5

12

12

6

20

13

3

9

92

103
(74)

16
(4)

84 (4)

40 (38)

173
(46)

84 (56)

73
(63)

7 (4)

10
(6)

72 (63)

Availability of time: there is enough time to make the service part of daily care practice: categorical
I strongly disagree
I disagree
I neither disagree
nor agree
I agree
I strongly agree

1
4 (4,5%)
(11,1%)
5
2
3
5
5
34
4 (44,4%)
9 (45%) 1 (7,7%)
0
(41,7%) (40%) (27,3%)
(83,3%)
(55,6%) (38,6%)
2
2
1
9
3
26
0
5 (55,6%)
4 (20%)
0
(16,7%)
(18,2%)
(16,7%)
(69,2%) (100%)
(29,5%)
4
3
5
2
3
0
0
5 (25%)
0
22 (25%)
(33,3%) (60%) (45,5%)
(15,4%)
(33,3%)
1 (8,3%)
0
0
0
0
1 (5%)
0
0
0
2 (2,3%)
0

0

1 (9,1%)

0

0

1 (5%)

1 (7,7%)

0

Efficiency: patients are treated more efficiently: categorical
I strongly disagree

0

I disagree

0

I neither disagree
nor agree
I agree
I strongly agree

7.2.2

0
2
(40%)

0

2 (22,2%)

0

0

0

0

0

2 (2,4%)

0

3 (33,3%)

0

0

0

0

0

5 (5,9%)

2
2
4
0
1 (11,1%)
0
4 (20%)
(18,2%)
(16,7%)
(30,8%)
7
3
8
6
9
3 (33,3%)
13 (65%)
(63,6%) (60%) (66,7%)
(100%)
(69,2%)
2
2
0
0
0
3 (15%)
0
(18,2%)
(16,7%)

0
0
0

6
19
(66,7%) (22,4%)
3
52
(33,3%) (61,2%)
0

7 (8,2%)

Leadership engagement
From the 281 professionals surveyed, 71,3% characterise the decision making in their
organisation as a participatory process; on the other hand, 27,6% describe the process as a
top-down approach. Most of the professionals (62.8%) feel that supervisors are highly
engaged in promoting the use of cCBT services. 52,3% of professionals recognise that there
is a visible and accessible strategy for the implementation of the service. However, a third
of the professionals do not have a clear position on this matter.
With respect to the availability of qualified staff to provide cCBT services, most
professionals (51.7%) agree with this statement. On the other hand, only 47,3% of the
professionals think that there is an adequate number of resources available to provide the
service.
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Table 25: Leadership engagement
Region
Basque
Treviso,
Wales Aragón Badalona Galicia Piemonte
Turkey Estonia
Country
Veneto

Total

How would you characterize the decision making process in your Organisation? categorical; mean (SD)
Top-down
Bottom-up
Participatory

3
1
5
3 (27,3%)
4 (20%) 2 (15,4%)
(60%) (9,1%)
(83,3%)
1
0
0
0
0
0
0
(20%)
1
10
1
11
6 (50%)
8 (72,7%)
16 (80%)
(20%) (90,9%)
(16,7%)
(84,6%)
6 (50%)

0

0

24
(27,6%)

0

0

1 (1,1%)

0

9
62
(100%) (71,3%)

Leadership engagement (Supervisors are highly engaged in using the cCBT and/or ccVC services in the clinical
practice): categorical; mean (SD)
I strongly
disagree

0

0

0

0

0

0

0

0

1 (1,2%)

1
6
15
2 (10%) 2 (15,4%) 0 (0%)
(16,7%)
(66,7%) (17,4%)
I neither disagree
16
3 (25%)
0 4 (40%) 2 (18,2%) 0 (0%) 5 (25%) 2 (15,4%)
0
0
nor agree
(18,6%)
3
1
3
36
I agree
5 (41,7%)
3 (30%) 3 (27,3%)
10 (50%) 8 (61,5%)
0
(60%)
(16,7%)
(33,3%) (41,9%)
4
18
I strongly agree
3 (25%)
0 2 (20%) 5 (45,5%)
3 (15%) 1 (7,7%)
0
0
(66,7%)
(20,9%)
I disagree

1 (8,3%)

2
1 (10%)
(40%)

1 (9,1%)
0 (0%)

Implementation strategy (A visible and recognisable strategy is used for implementing the services)
categorical; mean (SD)
I strongly
disagree

2 (16,7%)

0

0

0

0

0

0

0

1
(11,1%)
I neither disagree
3
4
2 (16,7%) 0 (0%) 4 (40%) 1 (8,3%) 0 (0%) 5 (25%) 8 (61,5%)
nor agree
(100%) (44,4%)
3
5
4
I agree
2 (16,7%)
5 (50%) 8 (66,7%)
11 (55%) 4 (30,8%) 0 (0%)
(60%)
(83,3%)
(44,4%)
I strongly agree
2 (16,7%) 0
0
2 (16,7%)
0
1 (5%)
0 (0%) 0 (0%) 0 (0%)
I disagree

4 (33,3%)

2
1
1 (10%) 1 (8,3%)
3 (15%)
(40%)
(16,7%)

0
1 (7,7%)

0

2 (2,2%)
14
(15,6%)
27 (30%)
42
(46,7%)
5 (5,6%)

Staff availability (Enough qualified staff is available to provide the services) categorical; mean (SD)
I strongly
disagree

1 (9,1%)

0

0

2
(40%)

0

0

0

0

0

0

0

1 (1,1%)

1
7
15
3 (15%) 2 (15,4%)
0
(16,7%)
(77,8%) (16,5%)
I neither disagree
1
11
2
28
2 (18,2%) 0
2 (16,7%) 3 (50%) 7 (35%)
0
nor agree
(8,3%)
(84,6%)
(22,2%) (30,8%)
3
7
2
34
I agree
5 (45,5%)
9 (75%)
8 (40%)
0
0
0
(60%) (58,3%)
(33,3%)
(37,4%)
4
3
13
I strongly agree
3 (27,3%) 0
1 (8,3%) 0 (0%) 2 (10%)
0
0
(33,3%)
(100%)
(14,3%)
I disagree
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Region
Basque
Treviso,
Wales Aragón Badalona Galicia Piemonte
Turkey Estonia
Country
Veneto

Total

An adequate number of resources are made available to offer the services. categorical; mean (SD)
I strongly
disagree

1 (8,3%)

0

0

0

2
4
(40%) (36,4%)
I neither disagree
4
0
0
nor agree
(36,4%)
3
3
I agree
4 (33,3%)
(60%) (27,3%)
I strongly agree
3 (25%)
0
0
I disagree

7.2.3

4 (33,3%)

0

1
3 (3,3%)
(11,1%)
7
2
26
5 (25%)
0
(53,8%)
(22,2%) (28,6%)
6
19
6 (30%)
0
0
(46,2%)
(20,9%)
3
6
38
7 (35%)
0
(100%) (66,7%) (41,8%)
1 (5%)
0
0
0
5 (5,5%)
1 (5%)

1
(16,7%)
2
1
(16,7%) (16,7%)
8
4
(66,7%) (66,7%)
1 (8,3%)
0
1 (8,3%)

0

0

Innovation climate
It is observed that a large majority of the professionals surveyed are committed to the goals
of the organisation they work for (85,1%) and are loyal to their organisation (82%). 71,2%
of professionals feel confident in their ability to use the cCBT service in treating their
patients, and 60% feel they are supported by their organisation. 61% of professionals feel
that their organisation appreciates their work when applying and using new ways of
working such as cCBT in their daily practice.
Although 66,7% of professionals feel enthusiastic about using the therapy in their day-today practice, only the 29,1% give a high priority to its implementation.
Table 26: Innovation climate
Region
Basque
Treviso,
Wales Aragón Badalona Galicia Piemonte
Turkey Estonia Total
Country
Veneto

Commitment: I am committed to the goals of the organisation I work for. categorical; mean (SD)*
I strongly disagree
I disagree
I neither disagree
nor agree
I agree
I strongly agree

0

0

0

0

0

0

0

0

0

0
1
0
0
0
0
0
1 (5,6%)
0
0
0
(1,1%)
1
1
2
3
12
1 (8,3%)
1 (9,1%)
0
3 (16,7%)
0
(20%) (9,1%)
(16,7%) (100%)
(13,8%)
2
9
6
14
7
58
5 (41,7%)
6 (54,5%)
9 (75%)
0
(40%) (81,8%)
(100%) (77,8%)
(77,8%) (66,7%)
2
1
2
16
6 (50%)
4 (36,4%)
0
0
1 (8,3%)
0
(40%) (9,1%)
(22,2%) (18,4%)

Loyalty: I see myself as being loyal to the organisation I work for. categorical; mean (SD)*
I strongly disagree
I disagree
I neither disagree
nor agree
I agree
I strongly agree

Public

0
0

0
0

0
0

0
0

0
0

0
0

0

0
0

0
0

0

1 (1,1%)
1
2
3
15
2 (16,7%)
1 (9,1%)
2 (10,5%) 4 (33,3%)
0
0
(20%)
(33,3%)
(100%)
(16,9%)
2
4
5
54
7 (58,3%)
9 (75%) 5 (45,5%)
15 (78,9%) 7 (58,3%)
0
(40%)
(66,7%)
(55,6%) (60,7%)
2
4
19
3 (25%)
3 (25%) 5 (45,5%)
2 (10,5%)
0
0
0
(40%)
(44,4%) (21,3%)
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Region
Basque
Treviso,
Wales Aragón Badalona Galicia Piemonte
Turkey Estonia Total
Country
Veneto
Confidence: I feel confident in my ability to use the cCBT and ccVC services in treating clients. categorical;
mean (SD)*
I strongly disagree
I disagree
I neither disagree
nor agree
I agree
I strongly agree

1
(11,1%)
1
2
1 (8,3%)
0
0
0
0
0
0
(20%)
(22,2%)
2
5
4
0
0
0
0
7 (36,8%)
0
(16,7%)
(41,7%)
(44,4%)
3
8
6
10
4
1
9 (75%)
6 (66,7%)
0
(60%) (66,7%)
(100%) (52,6%) (33,3%)
(11,1%)
1
2
3
1
2 (16,7%)
3 (33,3%)
0
2 (10,5%) 1 (8,3%)
(20%) (16,7%)
(100%) (11,1%)
0

0

0

0

0

0

2
(16,7%)

0

3
(3,4%)
4
(4,6%)
18
(20,7%)
47
(54%)
15
(17,2%)

State of change: On the continuum of change, where are you currently in using and offering cCBT and/or ccVC
services regularly to your clients? categorical; mean (SD)**
I am currently
2
1
6
orienting myself in
3 (17,6%)
0 (0%)
0
0
0
0
0
(15,4%)
(11,1%) (7,3%)
using cCBT or ccVC
I have some insight
and understand
1
3
3
2
20
4 (33,3%)
2 (22,2%)
5 (29,4%)
0
0
how I can use cCBT
(25%)
(23,1%) (100%) (22,2%) (24,4%)
or ccVC
I have decided to
change my routine
1
3
6
2 (11,8%)
0
0
0
0
0
0
and start using
(16,7%)
(23,1%)
(7,3%)
cCBT or ccVC
I am currently
testing usage of
8
5
3
6
37
6 (50%) 0 (0%)
4 (44,4%)
5 (29,4%)
0
cCBT or ccVC in my
(88,9%)
(83,3%)
(23,1%)
(66,7%) (45,1%)
daily routine
I have integrated
cCBT or ccVC in my
3
1
2
13
2 (16,7%)
3 (33,3%)
2 (11,8%)
0
0
0
routine in treating
(75%) (11,1%)
(15,4%)
(15,9%)
clients
Support: I feel supported by my organisation in applying and using new ways of working such as cCBT and/or
ccVC in my daily practice. categorical; mean (SD)
I strongly disagree
I disagree
I neither disagree
nor agree
I agree
I strongly agree

Public

0

0

2 (16,7%) 0 (0%)
2
(40%)
2
3 (25%)
(40%)
1
2 (16,7%)
(20%)
5 (41,7%)

0
0
0
0
0
0
0
0
1
3
1
9
0
0
1 (5%) 1 (8,3%)
(9,1%)
(100%) (11,1%) (10,3%)
1
2
20
7 (35%) 3 (25%)
0
0
0
(9,1%)
(33,3%)
(23%)
5
8
8
45
9 (100%) 0 (0%) 10 (50%)
0
(45,5%)
(66,7%)
(88,9%) (51,7%)
4
4
13
2 (10%)
0
0
0
0
(36,4%)
(66,7%)
(14,9%)
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Region
Basque
Treviso,
Wales Aragón Badalona Galicia Piemonte
Turkey Estonia Total
Country
Veneto
Recognition: I feel recognised by the organisation I work for when incorporating a new intervention in my
daily practice. categorical
I strongly disagree
I disagree

0

0

0

0

0

1
1
1
0
(20%) (8,3%)
(16,7%)
2
1
4 (33,3%) 0
4 (40%)
(16,7%)
(16,7%)
4
8
2 (16,7%)
6 (60%) 3 (50%)
(80%) (66,7%)
1
1
2 (16,7%) 0 (0%)
0
(8,3%)
(16,7%)
4 (33,3%)

I neither disagree
nor agree
I agree
I strongly agree

1
(1,1%)
2
3
1
16
3 (15%)
(15,4%) (100%) (11,1%) (17,8%)
2
1
19
5 (25%)
0
(15,4%)
(11,1%) (21,1%)
8
7
49
11 (55%)
0
(61,5%)
(77,8%) (54,4%)
5
1 (5%)
0
0
0
(5,6%)
0

1 (7,7%)

0

0

Appreciation: I feel appreciated by the organisation I work for when incorporating a new intervention in my
daily practice. categorical; mean (SD)
I strongly disagree
I disagree

0

0

0

0

0

1
1
1
0
(20%) (8,3%)
(16,7%)
2
1
4 (33,3%) 0
3 (60%)
(16,7%)
(16,7%)
3
8
1
2 (16,7%)
1 (20%)
(60%) (66,7%)
(16,7%)
1
1
3 (25%)
1 (20%) 3 (50%)
(20%) (8,3%)
3 (25%)

I neither disagree
nor agree
I agree
I strongly agree

1
(1,2%)
2
10
2 (10%)
0
0
(15,4%)
(11,8%)
3
3
1
22
5 (25%)
(23,1%) (100%) (11,1%) (25,9%)
7
7
41
12 (60%)
0
(53,8%)
(77,8%) (48,2%)
1
11
1 (5%)
0
0
(11,1%) (12,9%)
0

1 (7,7%)

0

0

Enthusiasm: I am enthusiastic about using cCBT in treating clients. categorical; mean (SD)
I strongly disagree
I disagree
I neither disagree
nor agree
I agree
I strongly agree

0

0
0
0
0
0
0
0
0
0
2
1
2 (16,7%)
0 (0%) 1 (11,1%) 0 (0%) 1 (5,3%) 0 (0%)
7 (8%)
0
(40%)
(11,1%)
2
1
6
22
5 (41,7%) 0
8 (42,1%)
0 (0%)
0
0
(18,2%)
(16,7%)
(46,2%)
(25,3%)
3
7
5
6
8
48
2 (16,7%)
8 (88,9%)
9 (47,4%)
0
(60%) (63,6%)
(83,3%)
(46,2%)
(88,9%) (55,2%)
2
3
10
3 (25%)
0 (0%) 0 (0%) 1 (5,3%) 1 (7,7%)
0
0
(18,2%)
(100%)
(11,5%)

Priority: I give high priority to implementing the cCBT and/or ccVC services in my daily work. categorical;
mean (SD)
I strongly disagree
I disagree
I neither disagree
nor agree
I agree
I strongly agree

7.2.4

1
1 (5,3%) 2 (15,4%)
4 (4,7%)
0
0
0
0
0
(20%)
1
1
16
6 (50%)
1 (10%)
6 (31,6%) 1 (7,7%)
0
0
0
(20%)
(11,1%) (18,6%)
1
6
3
3
41
1 (8,3%)
7 (70%) 4 (44,4%)
8 (42,1%) 8 (61,5%)
(20%)
(100%)
(100%) (33,3%) (47,7%)
2
5
24
4 (33,3%)
2 (20%) 5 (55,6%)
4 (21,1%) 2 (15,4%)
0
0
(40%)
(55,6%) (27,9%)
1 (8,3%)
0
1 (1,2%)
0
0
0
0
0
0
0

0

Perspective on implementation (professional)
When asked about experience with and perspectives on the concrete implementation of
the various cCBT services in practice, participants of the focus groups discussed various
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factors that are to be taken into account. Topics discussed included factors related to
access, referral, and the actual provision of the services. Also, aspects of the technology
applied and the evidence base of the cCBT service emerged from the focus groups as
aspects carrying the potential to either facilitate or hamper implementation processes.
Information about, and training and education in, the service and therapeutic principles
were noted as relevant, as well as collaboration and support by colleagues and others. In
addition, the factors related to the process of implementation were discussed.
 Access, referral, and treatment processes: First of all, healthcare professionals
struggle with a lack of time and resources. Professionals asked for the tool to be
easily accessible at all times, and underlined the importance of face-to-face support.
 Technology: Some professionals mentioned that they worry about being slowly
replaced by technology. However, others reported being already familiar with
technology in their workplace, and welcomed cCBT as a new tool.
 Evidence base and accreditation: Professionals requested more scientific evidence
regarding effectiveness in symptom reduction and cost-effectiveness. Evidence of
how to present the tool to patients was also requested.
 Information, training and education: Healthcare professionals first often need to be
trained, since not everyone has knowledge of CBT principles.
 Collaboration and support: Professionals are in need of technical support, technical
equipment, previous training, and more healthcare workers to perform additional
follow-ups.
 Rationale and the implementation process: Government regulations are needed
that support the implementation process. Local institutions might prove valuable in
promoting the tool.
Appendix A.5.1 contains more details on these findings from these focus groups.

7.3

Results – healthcare organisations

7.3.1

Leadership engagement
All trial sites held semi-structured interviews with representatives of the organisations that
implemented the cCBT services in routine practice. The representatives that were
interviewed had a certain level of decision making power in the organisation and/or a
leading role in the implementation processes involved.
 Commitment: It seems that the majority were very committed and enthusiastic
about the project, despite certain problems involving tools and lack of resources.
 Decision making processes and rationale: The decision making process regarding the
adoption of the tool varied according to the study site. Certain organisations
implemented the project based on the decision of the management, while others
adopted a shared decision making process, and sought the professionals' approval.
 Implementation strategies: Various implementation strategies were mentioned by
the different sites. Barriers hindering implementation were mentioned as well.
Appendix A.5.2 contains more details on these findings from these interviews
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7.3.2

Perspective on implementation
Participants in the semi-structured interviews identified various factors that should be
taken into account from an organisational view point when implementing cCBT in routine
practice:
 Needs and perspectives: Different sites reported distinct needs and perspectives.
This included various facilitators and barriers regarding the implementation of the
programme.
 Implementation success: Mainly reasons that might have hindered the success of the
tool were reported at the various study sites, such as the application not working,
insufficient technical assistance, not enough professionals.
 Strategy, policy and priorities: Different obstacles were mentioned regarding policy
details in the various countries included. The inclusion of the tool in depression
guidelines was also mentioned.
 Commitment: Professionals who perceive themselves as part of the project seem to
work more eagerly towards the goal of the project. The involvement of stakeholders,
directors and management staff is also very important to achieve implementation
goals.
 Guidelines and professional development: Various incentives to support personal
and institutional development were offered by MasterMind.
 Concrete activities: Certain concrete activities were mentioned to improve the
service provided, such as incentives, coordinated work, and developing specific
programmes.
 Technology: The use of technology eases work and ideally saves time. Challenges
include fitting the new service into routine care.
 Resources: Resources are sparse, but needed to improve implementation. These
resources include: time, human resources, and technological resources. In order to
save resources via cCBT, investments first need to be made to create an
infrastructure. Then at a later stage when the infrastructure exists, the organisation
can expect to save resources via e.g. fewer appointments for GPs and community
psychiatric nurses.
Appendix A.5.3 contains more details the factors hindering and fostering implementation
from an organisational view point.

7.4

Summary
Data from both healthcare professionals and organisations' representatives has been
gathered, regarding the organisational aspects and the implementation process. A
qualitative (semi-structured interviews and focus group) and a quantitative analysis
approach have been carried out. Data has been analysed separately in the results section
above.
Healthcare professionals
In total, 92 professionals have reported information, most of them represented by GPs. The
information was gathered in focus groups. 27,3% of them believe that they have enough
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time to make their service part of daily care practice. The number does not seem to be very
promising, however it is necessary to take into account that the professionals of most sites
have a very high number of consultations per week (103 Basque Country, 173 Galicia),
making the uptake of new care processes more complex.
Most of the professionals (62.8%) feel that supervisors are highly engaged in promoting the
use the cCBT services. 52,3% of professionals recognise that there is a visible and accessible
strategy for the implementation of the service. The majority of them feel confident in their
ability to use the service in treating patients; most of them feel supported by their
organisation. Although 66,7% of professionals feel enthusiastic about using the therapy in
their day to day practice, only the 29,1% gives high priority to its implementation.
When asked about experience with and perspectives on the concrete implementation of
the various services in practice, focus groups participants discussed various factors that
need to be taken into account. Topics discussed included factors related to access, referral,
and the actual provision of the services. Healthcare professionals struggle with a lack of
time and resources. Professionals asked for the tool to be easily accessible at all times, and
underlined the importance of face-to-face support.
Healthcare organisations
A series of semi-structured interviews were carried out with organisational representatives
who had a certain level of decision making power in the organisation and/or a leading role
in the implementation processes involved. Despite the problems involving tools, lack of
time and resources, the majority were very committed and enthusiastic about the project.
The main reasons that might have hindered the success of the tool were reported at the
various study sites, such as the application not working, insufficient technical assistance,
not enough professionals. Professionals who perceive themselves as part of the project
seem to work more eagerly to the goal of the project. The involvement of stakeholders,
director and management staff is also mentioned as a key to achieve implementation goals.
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8.

Domain 7: Socio-cultural, ethical and legal aspects
Domain 7 is concerned with the broader context of the implementation. In MasterMind, it
is concerned with one issue: public image and benchmarking. Although more topics were
identified in the design phase to discuss with both professionals in the focus groups and
with organisations' representatives in the interviews, none of these raised the issue of
professional liability when delivering computerised mental health services, nor on using ICT
for benchmarking purposes. These topics thus seem not to be important at this moment.
Only one interviewee replied in relation to guidelines that it would be beneficial to include
cCBT services in clinical guidelines for depression, as was being done in other countries such
as the UK and the Netherlands.
Concerning the topic of public image, Interviewees clearly indicated that it is expected that
the MasterMind services contribute to a positive image of psychiatry in general, and the
service provider specifically. It was stated that organisations aim to showcase the
achievements of MasterMind to stimulate further deployment and up-scaling in their
respective regions, and possibly even beyond.
Appendix A.6 contains more details on the findings on the factors described above.

Public

Page 81 of 138

V2.0 / 29th May 2017

D6.5 Final Trial Report 2nd Wave (cCBT)

9.

Transferability assessment
In the MasterMind project, a large amount of data and knowledge has been collected, and
is made available for other European regions in their work with implementation and upscaling of eMental health services. As part of the reporting of the results, the MasterMind
project provides two approaches to transferability assessment:


The first is the transfer of knowledge of the implementation process and
organisation of services. This information is primarily made available in the
evaluation of domain 6 (Organisation) in the MAST model, the tools and process
applied in the Market place concept described in deliverable D5.6, and in the
deployment plans in deliverable D3.6. Process, experiences, and methods from this
work have been validated by the Advisory Boards and external experts, and can be
transferred by other regions.

 The second approach to transferability is to look at the specific outcomes of the
domains in the MAST model based on the demographic characteristics of a specific
region wanting to transfer the service.
It is possible to assess the transferability of results, i.e. determining whether particular
demographics, clinical, organisational or economic issues have affected the outcome, and
to what extent the results can be transferred to e.g. a larger patient group or other
organisations. This could include an assessment of:
 Comparison of demographic characteristics with national data.
 Widening of inclusion criteria and the inclusion of other types of patients.
 What would it take to scale up the intervention to other areas?
This should be based on the MAST model, and include the assessment of scalability and
generalisability of the domains in the MAST model.
This section has not been completed within the final report due to variation in data from
each individual site. Instead, it has been decided that each individual site will perform
transferability assessment and to scale up the results where appropriate.
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10.

Problems encountered and lessons learned
This chapter lists some of the preliminary lessons learned and recommendations from the
pilots of the 2nd wave.

10.1

Basque Country
What are the main lessons learned regarding implementation, and organisation of the
pilot (including facilitators and barriers for implementation)?
During the implementation of the cCBT service, we have noted that having a field trial
coordinator responsible for the detection of incidents, application of corrective actions to
ensure that the validated protocol is carried out, technical and clinical support to
professionals, and coordination and monitoring of the whole process is crucial. The role of
this actor appears to be a facilitator, since he/she provides rapid and appropriate solutions
to issues that arise during the deployment of the service.
In addition to the field trial coordinator, a well-coordinated and accessible technical
support team is very relevant in order to ensure that problems related to the online
application can be solved properly and quickly. If the technical support is decisive,
healthcare professionals feel more confident with the online treatment, and, as a
consequence, they are more motivated and committed. Similarly, the patients' treatment
adherence is significantly higher if the application responds correctly, meaning that they
are not stopped in any given session during the therapy.
Another facilitator that needs to be highlighted is the commitment of the managerial teams
of the healthcare organisations involved, which boosts the implementation process thanks
to their decision-making capacity. These managers not only allow professionals to be
excused from some daily tasks to attend training sessions, but also reward them in different
non-financial ways (participation certificate, attendance to conferences and meetings, etc.).
Healthcare professionals who have similar profile of the attendees have led the training
sessions, so this creates an empathy atmosphere favouring the positive impact of the
session: professionals feel more comfortable and receptive if the trainers are their peers
rather than their managers or supervisors.
Regarding barriers, we have to remark how detrimental incidents with the application have
been to the success of service deployment. The online platform we have used was an
existing one, but several improvements were made to enrich its functionality. The use of
the newly developed functions resulted in several technical issues during the first few
months after the inclusion of patients. These problems blocked both professionals and
patients in the progress and follow-up of the therapy, respectively, which caused
demotivation and drop-outs. The acceptance of the cCBT became lower than expected due
to technical issues; professionals were not completely convinced of the benefit of the
online therapy.
Additionally, the period between the training sessions (Nov 2015) and access to the final
version of the online application (due to technical problems) and subsequent inclusion of
patients (Feb 2016) was too long, so that many professionals who were excited about the
therapy lost interest.
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Finally, it is worth commenting that the work overload of those GPs who recruited and
monitored patients was high. The first visit of the patient was especially long, three times
longer than a routine consultation, since the project was explained, the application shown
and the informed consent presented. This first consultation generated pressure on the
professionals' schedule.
Engaging healthcare professionals and providers, setting up the technical services, patient
recruitment, organisational issues and finance
As mentioned before, the initial engagement of the healthcare professionals, both
specialists and GPs, was extremely high. A significant number of professionals were excited
about providing the online therapy. This remarkable attitude was mainly due to: i)
healthcare professionals recognised the need to empower GPs by providing tools (cCBT) to
treat patients with mild or moderate depression; ii) specialists demanded more time to
focus on severe cases, and consequently the urgency to refer mild/moderate depression
patients to primary care; and iii) enhancing patients' self-management capacity and
treatment adherence by offering an attractive, accessible and user friendly online tool to
tackle their disease.
Besides that, managers of the healthcare organisations supported the implementation of
the cCBT service, which reflected the commitment of the organisation and its interest,
avoiding the feeling of a satellite project not aligned with the corporative strategy.
In summary, both bottom-up and top-down initiatives were completely in line, which
created a perfect ground for the deployment.
However all this initial engagement slowly weakened due to the technical issues of the
online platform. As described before, the existing platform was upgraded in order to
provide new functionalities. In order to meet MasterMind project deadlines, professionals
started using the application before it was completely tested and fine-tuned, and several
incidents occurred regularly. This situation pushed professionals not to prescribe the cCBT
because they were worried about providing a defective service to their patients, especially
taking into account the profile of these types of patients.
On the other hand, patients who started the treatment abandoned the therapy once the
problems started, though they feet motivated at the beginning.
The coordination between the technical staff from Osakidetza and the developers of the
online application was not effective at the beginning, so the problems were not solved as
fast as expected. This lack contributed to the demotivation of both professionals and
patients.
Today, this situation has changed dramatically: technical incidents are anecdotal, and the
problem solving capacity is much greater. Therefore, a re-engagement strategy has been
launched to push professionals to recruit more patients, and to motivate those patients
who stopped the online therapy to restart.
A significant number of the patients with depression of the Basque Country who were
offered the cCBT were elderly people with no technological skills. Although these patients
accepted to follow the online therapy, they also wanted to continue with the routine visits
(face-to-face), which resulted in a work overload for GPs, so that blended therapy (cCBt
plus face-to-face visits) was not possible.
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What main problems did you experience, and how did you solve them?
The poor performance on the online platform was the main barrier for the successful
deployment of the cCBT service.
Fitting all the pieces together (roles of all actors involved) has been complex and timeconsuming. The coordination team of the project (Kronikgune and the field trial
coordinator) made huge efforts to solve these issues and ease the workflow.
The deployment plan of the Basque Country, if the cCBT demonstrates its benefit to some
extent, includes the incorporation of the functionalities of the online application into the
Personal Health Folder. This approach will facilitate problem solving, since the technical
staff from Osakidetza will be solely responsible for the platform.
What are the experiences of the healthcare workers?
Those GPs that overcame the technical problems have recruited more patients than
expected, since they believe in the benefit of the online therapy. Although they have
recommended some changes in terms of organisational workflows, they are convinced of
the relevance of the treatment.
What are the experiences of the patients?
Those patients who finished the cCBT agreed on the positive impact of the therapy. In
general, these patients were highly committed to the treatment, and presented sufficient
skills to manage the technology. In other cases, the problems with the platform have
caused some anxiety in some patients.
The cCBT solution of the Basque Country forces patients to complete (questionnaires,
exercise etc.) one session before accessing the next one. This has caused a feeling of
frustration and demotivation to those patients who were curious, or who had difficulties
completing the exercises.
What recommendations do you have for others to start ICT based services in this area?
The technological platform has to be ready to be used in the real setting, meaning that
technical issues have to be completely resolved. If any problem does occur, a responsive
technical support team has to be accessible to solve them rapidly and effectively.
The training of professionals and patients is of great relevance, it becomes a key point in
terms of success. Regular training sessions have to be organised for professionals, at least
at the beginning, so they feel confident with the online therapy. These well trained
professionals will be able to support the patients at any point in the therapy.
What are your comments on your numbers of patients / participants reached in
MasterMind and completed treatment?
As above, the inclusion of the patients in the cCBT service has been lower than expected,
due mainly to demotivation of professionals due to technical problems with the online
platform. On the other hand, lots of patients abandoned the therapy because:
i) lack of support from their GP, since he/she was demotivated;
ii) constant technical problems dissuaded patients to continue, and
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iii) this type of patients often feel they are recovered (symptoms have ameliorated), and
do not see the point of continuing the treatment.

10.2

Wales
What are the main lessons learned regarding implementation, and organisation of the
pilot (including facilitators and barriers for implementation)?
 Engaging Health care professionals and providers: The variation in willingness to
engage within the healthcare professionals and the different teams has been
surprising. There was a reluctance from some to work with platforms that they were
not familiar with, and some distrust of CBT as a therapy as a whole, not just
computerised CBT.
 Setting up the technical services: One of our main issues was relating to access to
broadband or super-fast broadband; this caused issues for patients, in some areas, in
accessing the programme. Also, the cCBT platform we opted for (Beating the Blues) is
not currently compatible with iPads, tablets & smart phones; it therefore restricted
patients' access to the programme. For those who did not have access to a computer
or laptop, the option was given to use a community site; however, not all patients
felt comfortable with this option.
 Patient recruitment: There are a considerable number of patients who feel
uncomfortable talking about problems, and so do not want face-to-face therapy;
therefore offering a computerised therapy is a welcome option.
 Organisational issues: On the whole, our organisation has been very positive and
engaged in the implementation of cCBT, especially as it can have a positive impact on
the achievement of our targets and objectives set by the Welsh Government with
regards to waiting times, etc.
 Finance: This has been quite a complex issue for us, in that it has been difficult to
predict spend, and a lot of work and detail goes into the collection of data with
regards to staff time.
What main problems did you experience, and how did you solve them?
Our cCBT platform Beating the Blues does not currently work on iPads, tablets or
Smartphones; we therefore set up community sites, i.e. libraries, where patients could
access a laptop / computer and printer free of charge in order to complete the programme.
Equipment such as headphones and privacy screens were provided in the community sites
to ensure patients had adequate privacy to complete the programme at ease.
We had a high number of drop outs which caused the healthcare professionals to lose faith
in the service. On reflection, and after receiving patient feedback, it was learned that it was
not necessarily that patients were dropping out, but that they felt better after completing
4-5 sessions, so did not feel the need the continue to session 8.
We had a few issues with access to broadband which is a Powys-wide issue. This is not an
issue that can be resolved by PtHB, but it is hoped that all of Powys will have super-fast
broadband by the end of 2017.
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What are the experiences of the healthcare workers?
There were mixed reviews within our healthcare professionals; many felt that this was an
additional service / therapy that could be offered to patients, whilst others were more
inclined to continue with offering only face-to-face therapies, rather than promoting the
cCBT option. Some healthcare professionals had little faith in this mode of delivery, even
though there is evidence to show its effectiveness. Some healthcare professionals felt
threatened that this sort of therapy could reduce their workload, and therefore threaten
their jobs.
What are the experiences of the patients?
Some patients preferred to continue with or opt for face-to-face therapy; it was a felt that
there was a large element of self-motivation required to complete online sessions.
However, it was welcomed by and beneficial to those patients who feel too uncomfortable
to talk about their issues face-to-face. Some found the computerised platform dated and
impersonal, whilst others reported that they found it a flexible form of therapy with
relevant and helpful techniques, and information on how to use them, as well as being
easily and readily accessible.
What recommendations do you have for others to start ICT based services in this area?
 Consider software carefully, ensure the software providers have development plans
in place to stay on trend with new technologies. Ensure the software can be accessed
and is compatible with all devices on standard computers, not just on specialist
programs i.e. specific versions of Flash?
 Ensure professionals have a good understanding of the technology before
implementing it in order for them to be able to assist / support patients.
 Research what technological issues could be a risk to your service, which are out of
your control, i.e. broadband access in your area.
 Pilot the service within one team first, make them the pioneers of the service, and
get good evidence of benefits before rolling out further.
 Invest sufficient time and effort into giving information to the necessary departments
and injecting enthusiasm for the service
What are your comments on your numbers of patients / participants reached in
MasterMind and completed treatment?
We did not have as many patient referrals as we would have liked, but our service was still
deemed successful. Our number of completed patients is low in comparison to the number
of patients referred.
Currently, the way our statistics are reported, the service is only deemed to be a success if
the patient completes all eight sessions of the programme; it does not take into
consideration those patients that feel better after session 5, so do not feel the need to
continue to session 8. It is felt that if a patient does not complete all eight sessions, but
ends the programme as they feels better, then this should also be considered as a
completion and/or success.
It is felt that we may have achieved our patient target if we had engaged with our GPs
sooner; we went down the incorrect route of engaging with the LPMHSS teams first.
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10.3

Aragón
What main problems did you experience, and how did you solve them?
Problem

Proposed solution(s)

Specific action(s)

Recruitment of
professionals

Highlight the added value for them and
for the patients: better quality of the
service; new, up to date and objective
information from patients; the patients
receive support between consultations.

Presentations in the regular
GPs and clinicians meetings
with specific materials
(leaflets and video).

Low patient
adherence

To increase the self-confidence of the
patient in the use of technology.
Transition from an unguided treatment
to a blended treatment.

Inclusion of an initial training
session with a nurse.
Periodic telephone follow-up
performed by a nurse.

What are the experiences of the healthcare workers?
The initial attitude towards the cCBT service can be classified into two very different
groups: professionals highly interested in innovation and new services, and professionals
who show reluctance to change due to different reasons: lack of time; fear of technology;
lack of motivation because of previous experiences.
Each professional profile that has participated in the project plays a different role and has a
different perspective:
 Recruitment of patients has been performed by psychiatrist, psychologists, and GPs.
- Psychologists have recruited patients into ccBT, and have dealt with any specific
severe problems (alarms). They consider the ccBT tool as a very useful
complement to their treatment for patients, but they do not see the service as
one solution that can replace face-to-face treatment.
- The GPs have a positive opinion about ccBT as an effective intervention for a
specific group of patients.
 Training and generic follow-up of patients in ccBT have been performed by (mental
health and specifically trained) nurses. They consider that these services increase the
quality of the service provided to patients, as they give the patient the idea of
continuous follow-up and support from the healthcare organisations. Nurses have
played a very important role in the treatment, and this change of roles has been well
accepted by them, even though they admit that it implies more workload, because it
gives them a more active role in the patient treatment.
 Professionals from the technical contact centre consider that recruiters must be very
aware that only patients with enough digital skills should be included in the cCBT
services, because otherwise their request for help & support could not be handled
with the level of dedication required; this might lead to an overload of the technical
resources, and also to patient frustration.
What are the experiences of the patients?
Most patients who have not finished their treatment have claimed that they wanted to
follow it because it is effective for them, but they do not have the time, technological
infrastructure or other specific situations (holidays, lack of internet access, problems with
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the computer) that, once solved, would allow them to continue. The healthcare
professionals believe that most of them will not continue, but they do not want to accept it,
or they feel guilty and they do not want to report it.
Only a few patients have clearly specified that they were not going to continue the
treatment for various reasons, mainly lack of time.
The results from the questionnaires show that patients who ended treatment are clearly
satisfied with the service received. We have also received several positive inputs
(comments, emails) from patients showing their gratitude and their support for the
treatment.
What recommendations do you have for others to start ICT based services in this area?
There must be technical support available for professionals and users. There must be a
previous evaluation of the level of digital literacy and aptitude of the patients, so as to
avoid a high workload fo the technical support contact centre, and frustration for patients.
It is mandatory to make a specific effort to improve the usability of the tools for both
professionals and patients. The maintenance, redesign and continuous improvement of the
interface must be taken into account.
What are your comments on your numbers of patients / participants reached in
MasterMind and completed treatment?
Aragón has reached its recruitment target. The initial design of the cCBT protocol (based on
self-guided treatment) had bad results, so a blended protocol was designed, especially to
meet the deadlines and the recruitment target of the project.
This redesign led to much better results, but some of the resources invested (training
session with a nurse and telephone follow up) should be reoriented for routine practice,
otherwise they might lead to an unsustainable service in the long term.
The figures about performance in the Aragón pilot show that the holiday periods have a
clear impact on the adherence to treatment. Vacations cause treatment discontinuation,
and finally lead to drop-out. This might be due to the positive effect of the holidays on
patients, but it might also be caused by the change in the patient's daily habits that might
hinder the continuation of treatment. Recruitment should be made during those periods in
which it is not expected that any external circumstance might interfere with the patient's
personal situation and daily habits.

10.4

Badalona
What are the main lessons learned regarding implementation, and organisation of the
pilot (including facilitators and barriers for implementation)?
 Engaging healthcare professionals and providers
One of the most important facilitators has been that the organisation and especially the
medical management are convinced about the benefits of Get Over your Depression and
the video conference for collaborative care and treatment of depression in order to
optimise care for patients with depression.
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The training and the dissemination materials to engage our healthcare professionals has
also been a key factor for success within the project: having the recruiters on board. We did
an initial and strong campaign called “recruiting the recruiter”, and we did a lot of
dissemination activities in different phases of the pilot. In addition, most of our
professionals had experience with cCBT treatment, because BSA previously implemented
Caring me, another cCBT treatment to care for our users with depression.
Of course, there was a group of professionals who needed extra information and
engagement to move from something to what they were used to, to something new. This
process took a lot of effort.
 Setting up the technical services
The problems to extract data from our EHR, with our servers and some technical issues,
have created a barrier or difficulty in implementation, especially our cCBT tool. To solve it,
our ICT team had to make an important effort. In addition, the internal management team
did some corrective actions after studying all the incidents. Examples:
 Users' email (Hotmail) made recruitment difficult. We detected some cases in which
users had not received the user and password because the first email was sent to
Spam. For this reason, we carried out a specific “campaign” with all the steps that
users needed to check if they did not receive the first email.
 Patient recruitment
Recruitment is influenced by the seasonal incidence of depression. Previous professional
engagement is another factor to take into account. There were several differences between
the different Primary Care Centres that BSA manages.
 Organisational issues
In BSA, the most important advantage for the implementation of collaborative care was
that it was put in place some years ago. But, in fact, the experience with MasterMind has
opened a new work group to improve the videoconference connection in order to do
multicenter videoconferences. In addition, BSA had experience with cCBT treatments
because of a previous programme called Caring me.
 Finance
During the pilot, the facilitator was that Get Over your Depression could be used free of
charge within BSA. On the other hand, the collaborative care system used within the pilot
was a free tool. The investment to take into account, especially after the pilot, will be the
infrastructure and personal required.
What main problems did you experience, and how did you solve them?
We lost engagement (from professionals and users) with some technical problems with the
cCBT tool; also, there was pressure of time in our healthcare system and, in some cases,
deep-rooted beliefs that were difficult to change. To solve these issues, we activated a
contingency plan, with the staff required to solve the problems, and encourage
professionals to continue with Get Over your Depression. Now they have shown that they
are quite satisfied with the potential of the service. Most of them thought and think that
we should continue working on these projects to make them more compatible with
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everyday tasks; they realised that they have to make an effort to get out of the comfort
zone in order not to lag behind regarding the news things that emerge.
As previously mentioned, another problem was that, at some times, ours GPs were
overloaded. Therefore some nurses were enrolled in order to help with the intervention
(Get Over your depression), and we allocated financial resources for those who recruited
patients; the Primary Care Centre is in charge of administrating this, but it only can be used
for mentoring purposes.
What are the experiences of the healthcare workers?
In general, most of them trust in the potential capacity of online therapy; most of them are
convinced that cCBT could be adequate for the treatment of patients with depression as an
additional source of support, as long as it meets the clinical guidelines for the treatment of
depression. Also it is considered as a tool to support patients in their recovery process, but
not always as essential / compulsory. However, this depends on the characteristics of the
patient; therefore we should respect this heterogeneity. They would need support during
the initial stages of the online treatment. They also think that support from health
professionals is very important, and they need to be well-informed to transmit this
information to patients.
What are the experiences of the patients?
The videos, the time and the follow up from their professionals are the most important
points for the users. The platform was developed through an iterative co-design process
involving user interface designers and end users. As a result, and the assessment conducted
on the usability of the platform, it has been demonstrated that patients find it very easy to
use. In addition, patients are actively involved in the treatment of his/her pathology, and
they show their satisfaction when they progress in the treatment.
On the other hand, we had to fight with some technical issues that damaged their trust, but
we were able to overcome this with corrective actions, as noted above. Finally, they have
not identified any confidentiality issues. No cases have emerged of users worried about the
fact that others may have access to their personal information and discover about their
condition.
What recommendations do you have for others to start ICT based services in this area?
 It’s important to visualise (from a professional's and user’s perspective) the benefits
of this kind of service. Usability would be enhanced with scientific evidence for the
clinical efficacy of the online treatment.
 A key factor is the motivation, not only at individual level, but also for groups, for
professionals and patients. For those professionals who have to change their “mind”,
it is important they do not feel alone in the change process; that is why the group
training sessions can be useful. On the other hand, there must be an incentive during
the early stages of their change process for both professionals and also users.
 There should be contingency plans to avoid organisational or technical problems, or
issues that can arise during implementation. For example, they should foresee some
barriers: lack of ICT literacy on the patient's side, which may cause a lot of drop outs
in the recruitment process; lack of access to technology and internet, etc. In fact, an
important inclusion criterion is the minimum capacity to manage with ICT solutions.
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 They should have a contact centre or a clear system to manage all the incidents with
all the stakeholders involved. The channels (emails, phones…), the kind of answer,
the time for answering, etc., are also important.
What are your comments on your numbers of patients / participants reached in
MasterMind and completed treatment?
The results are provisional, as professionals will continue using Get Over your Depression
until the end of the year. After that, and with the results of the study, BSA will adapt the
platform to improve it, but it will become a new tool within the health and social services
portfolio.

10.5

Galicia
What are the main lessons learned regarding implementation, and organisation of the
pilot (including facilitators and barriers for implementation)?
We regard the following as the most relevant aspects for a proper implementation of the
project:
 Making a firm commitment on the part of the organisation in order to implement
MasterMind.
 The continuity of the team in charge, as well as having well-defined responsibilities
throughout the whole study.
 A fluent, fast coordination between collaborators and the organisation so as to be
able to give an efficient response to the feedback provided by those participating in
the project.
The facilitators for its implementation in our Autonomous Community include the preexistence of such computer tools in the daily practice of professionals as the computerised
medical record, where the MasterMind project has been included.
And among the most remarkable barriers that have hampered its implementation are the
lack of time and the work overload borne by professionals and well as the slowness of the
technical support.
Engaging Health care professionals and providers
Following an initial general training on computer-based behavioural cognitive interventions,
the professionals participating in this project have required individualised training and
support via email or telephone from the research team on technical issues.
Individual support to professionals has been essential for their involvement in the project.
Setting up the technical services
In our region, the decision to introduce the MasterMind project in the new computerised
medical record has been a commitment to the future, but it has brought about the usual
difficulties resulting from project overlap and coordination.
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Patient recruitment
Experience so far on this project has provided us with information on the profile of the
patients that most benefit from these interventions. Patients with mild or asymptomatic
depressive disorder are those who benefit most from these programmes as preventive
interventions.
Organisational issues
The proper coordination between the different participants in the project, and including
these programmes in the regular services portfolio offered by professionals, are
indispensable for the successful implementation of the project.
Financing
In Galicia, financing is public, and these programmes are part of the regular mental health
care, so they do not entail additional costs to patients.
What main problems did you experience, and how did you solve them?
The main problem is the workload of GPs, which makes it difficult to organise the project
more effectively. We have tried to solve this problem by asking the organisation for more
time and means to implement the new tools.
We have had difficulties in the means used to inform stakeholders; information via email in
some cases has not been useful. We have changed the procedure, and we now give the
information in person; the result has been that professionals have considered this
information more effective.
Prior distrust of new technologies due to bad experiences (bad connection, delays...) has
been solved by checking the proper functioning of the new tool.
GPs describe the experience as positive, as a closer collaboration with specialists is a
frequent demand from GPs.
In those centres where face-to-face consultation (GP - psychiatrist) had been established, a
greater reluctance for new technologies was found, despite the fact that they allow an
increase in the frequency of the sessions and facilitate access to more professionals.
What are the experiences of the patients?
With the data available so far, the impression patients have regarding the cCBT is that it is a
useful programme that supplements their regular therapy, but they need more time and
greater supervision.
What recommendations do you have for others starting ICT based services in this area?
The main recommendation is to have a detailed knowledge of the daily practice of
professionals, so as to be able to adapt the new technologies to their real needs and
implement a good coordination to effectively respond to their suggestions or the difficulties
they encounter.
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What are your comments on the numbers of patients / participants that have been
reached by MasterMind and have completed treatment?
The number of patients who completed the full course is the 21%; this is in line with similar
projects. We believe that patients need more time to complete the programme, and
greater supervision to motivate them due to the characteristics of depressive
symptomatology.

10.6

Piemonte
Engaging Healthcare professionals and providers, setting up the technical services,
patient recruitment, organisational issues and finance
Regarding the cCBT service, realised in our unit (ASLTO3) with the tool IFightDepression©
licensed by EAAD, in our experience various factors should be considered carefully:
 The clinical target of these services, i.e. patients affected by mild to moderate
depression, typically refer primarily to GPs. Thus the first important thing is to foster
the collaboration with a larger number of GPs and try to motivate them.
 In addition, it is relevant to involve a wider spectrum of health professionals in our
unit: not only psychiatrists, psychologists and GPs, but also psychiatric nurses and
professional educators.
 The role of the two dedicated figures of the MasterMind team was crucial to health
professionals who can ask for support constantly.
Regarding the economic and financial aspects, in Italy the healthcare services provided by
the Local Health Authorities receive a partial or total reimbursement from the regional
government following the guidelines and rules established by the NHS. The main criteria of
reimbursement of healthcare is represented by providing to patients public healthcare
services included in the LEA20 which are the common and official basic level of assistance
for covering health needs of the population. Telemedicine services are basically not
included in LEA, so they do not receive any form of reimbursement, except for several
specialist disciplines21 which do not include psychiatry.
On this basis, as there is not a fixed reimbursement model at national level the tele
psychiatry tools can be maintained only through access to external resources, such as
innovation funding by regional and EU programmes, support of local foundation, and
continuing with the effort of the health professionals already involved in MasterMind to be
considered subject to further availability of local resources.
What main problems did you experience, and how did you solve them?
 Patients’ recruitment, and their degree of acceptance of the innovative cCBT
service: we made a major activity of dissemination of the project, to attract both
doctors and patients, and show the feasibility of this innovative service.

20

21

The essential levels of care (LEA), are the facilities and services that the NHS has to provide to all citizens
free of charge or on payment of a fee (ticket); these services have been defined by the Decree of President
of the Council of Ministers of 29 November 2001, entered into force 23 February 2002.
cardiology, diagnostic imaging, ophthalmology, clinical diagnostics
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 Significant collaboration of health professionals throughout the entire pilot: we did
not really solve this, as both GPs and psychiatrists needed to be continuously
reminded of the pilot, and supported in all their activities related to the project. As a
result, only a small group of GPs and psychiatrists cooperated with us for the entire
duration of the pilot, while the majority of them did not collaborate significantly.
 Adequate Internet coverage throughout the territory of our unit: this was not a
factor under our control. However, as far as our unit is concerned, we implemented
technical equipment especially in mental health centres in which the internet
connection was more stable and reliable.
What are the experiences of the healthcare workers?
Doctors (GPs, psychiatrists and psychologists) who cooperated throughout the entire
duration of the project acknowledged the innovative and potentially very useful nature of
these innovative services. However, they also underlined the difficulty to integrate this kind
of project, and the associated monitoring of patients’ use of services, into their already
busy clinical routine. In other words, significant case-load for both GPs and psychiatrists
emerged as the main issue that slowed down and hindered a full cooperation and
satisfaction of healthcare workers towards this project.
What are the experiences of the patients?
We eventually recruited two types of patients: patients with informatics skills, high
motivation to treat themselves, and availability to work overtime with the tools; and
patients with a lack of skills and motivation. Patients belonging to the first group had a very
good experience of these innovative services, clarified their symptoms, and had benefited
from the treatment path. Patients of the second group did not get benefit, tended to drop
out easily, and as a result did not provide positive feedbacks about these services.
What recommendations do you have for others to start ICT based services in this area?
Generally speaking, ad hoc training sessions and continuous monitoring of the study are key
aspects facilitating adherence to the project. To realise this, it is necessary to have
resources, adequate technical equipment, and the permission of all stakeholders involved.
What are your comments on your numbers of patients / participants reached in
MasterMind and completed treatment?
We were not able to reach the declared target (N=300), mainly due to the difficulty of GPs
in recruiting patients. However, the drop-out rate was significantly lower than “standard”
drop-out rates reported in scientific literature about compliance to pharmacotherapy for
depression22, so our general comment is that it is not so easy to attract patients to these
services, but once they have been recruited and informed, this kind of service may provide
benefits and positive effects to a significant proportion of them.

22

Pampallona et al., 2002; Reimherr et al., 1998
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10.7

Treviso, Veneto
What are the main lessons learned regarding implementation and organisation of the
pilot (including facilitators and barriers for implementation)?
 Engaging healthcare professionals and providers: Engage specialists and GPs, more
communication and sharing of NICE guidelines and user-friendly tools.
 Setting up the technical services: User-friendly tools are important, at different level:
users, GPs and specialists.
 Patient recruitment: Help GPs with psychologists at their office for screening of
common mental health disorders.
 Organisational issues: Every change in the organisational needs reinforcement and
time to be accepted by people.
 Finance: Financial support for implementation!
What main problems did you experience, and how did you solve them?
A major difficulty concerned the involvement of GPs who have perceived, especially at the
beginning of the project, MasterMind as add a chore rather than as a resource and a
prevention and education tool which can reduce accesses to doctors' offices.
It was solved by a greater commitment and involvement of mental health specialists, in
particular in the enrolment phase, but the number of specialists who have participated in
the project was limited compared to what was expected.
To involve more professionals at the Mental Health Centre, nurses have been involved for
the follow up phase, with the aim to follow patients with difficulty in the use of ICT tools. In
particular, the cCBT tool, iFightDepression, has showed big usability limitations rather than
any technical aspects, creating difficulties for many patients. To limit these difficulties, we
have printed worksheets.
What are the experiences of the healthcare workers?
Healthcare workers, who have been involved in the MasterMind project in different level,
have verified the usefulness of the tool, which acts primarily as an important tool of psycoeducation and prevention, and as an interesting resource in the relationship between the
specialist and patient, and could help communication with the GP.
What recommendations do you have for others to start ICT based services in this area?
MasterMind is an important and innovative tool to introduce in Italy the stepped care
vision and evidence-based treatment for low and moderate depression, as promoted by
NICE guideline, at different level: citizens, GPs and mental health specialists.
What are your comments on your numbers of patients / participants reached in
MasterMind and completed treatment?
The number of patients who finished the treatment is in line with that of similar projects,
highlighting a number of dropouts. We also have to consider the not usable version of the
cCBT tool that has discouraged the continuation of cCBT.
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The satisfaction of those who have concluded the cCBT is widespread and evident. This
gave them the opportunity to begin to cope with the initial and critical phase of mental
problems, with an evidence-based instrument and guided support from specialists.

10.8

Turkey
Please elaborate on any issues that have been of importance related to the following
categories:
 Engaging healthcare professionals and providers
This was extremely difficult for us. The professionals have limited time. They did not want
to spend extra effort.
 Setting up the technical services
This was easier for us since the LMS system of METU was already up and running. After
implementing modules, we needed a lot of training for its use by therapists. We did not
expect that its use would require so much training.
 Organisational issues
METU bureaucracy was quite overwhelming. Even for reimbursement of travel we had to
file several sheets of documents. Also, time sheets for the personnel were extremely hard
to obtain and calculate. These administrative steps stole time from actual project
implementation, and made it hard to focus.
 Finance
Our resources were very limited. We were very tight on budget. We could pay limited fees
for referrals, therapists and technical support.
What are the experiences of the healthcare workers?
Our main resource is the therapists. They developed a good sense of service delivery only
after 50 patients were admitted. Until then, they had to receive very close supervision to be
able to guide the patients correctly. Because of that, they were devoting time that is close
to face to face therapy. Now they are more comfortable, since they can help the patients
much faster.
What are the experiences of the patients?
It seems that there is a specific kind of patient for whom cCBT can be helpful. These are the
type of people with higher self-confidence and equipped with more auto-control. Of
course, this is just a feeling, we do not have adequate statistics to back up this claim yet.
What recommendations do you have for others to start ICT based services in this area?
Before doing it, consult with other service providers, make a requirements analysis at your
own site, and tailor your local needs and facilities accordingly.
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What are your comments on your numbers of patients / participants reached in
MasterMind and completed treatment?
Our drop-out rate is high, because we have a lot of patients in the study outside the
university student group. Our target was university students, but the population referred to
us by AYNA was quite heterogeneous. So we need to do more data collection on our actual
target population before commenting on this.

10.9

Estonia
Please elaborate on any issues that have been of importance related to the following
categories:
 Engaging healthcare professionals and providers
Lack of interest among the majority of healthcare providers to implement eHealth service
into daily routine care, as it takes additional time for them to explore, and then explain the
usefulness for patients. Many of healthcare professionals do additional appointments at
the end of official working day if a depressed patient has a need to express his/her
emotions and thoughts; time limits during official appointments (mean c. 20 minutes) do
not allow to provide full therapy.
 Setting up the technical services
Technical issues were related to login access and further monitoring of patients status.
However, monitoring patients' activities was complicated due to program functionality.
Unfortunately, the programme could not engage patients with their healthcare providers.
Moreover, the programme had no additional functionalities, such as automatic reminders
for patients and healthcare providers to foster and motivate usability.
 Patient recruitment
Patients' recruitment depends on several factors. The most prevalent were:
 Clinical diagnosis according to ICD-10 and their health condition to perform cCBT
modules independently.
 Willingness to contribute to the study.
 Lack of time resources.
 Lack of computer skills.
 Language difficulties.
 Accessibility and engagement with healthcare provider.
 Organisational issues
Data extracted from the semi-structured interview showed that the GP centres and
psychological practices were open for innovative technological solutions intended as a
treatment for mild to moderate depressed patients.
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 Finance
During MasterMind project, healthcare providers were employed as long as they were
providing cCBT for patients who had completed at least three modules (with or without
healthcare provider supervision). During the project, patients used the programme for free.
From the reimbursement point of view, eHealth service is a part of a whole healthcare
system. Patients might pay for a licence, for example downloading a program on their
smartphones.
What main problems did you experience, and how did you solve them?
During the MasterMind project, TUT has been faced with several problems, from the
technical solution of iFightDepression to professionals’ engagement. The main problem
issue was related to difficulties in providing seamless login access to the program from
Cognuse platform. The remote authentication capability still does not work in a way to signin once. Furthermore, patients’ data cannot be downloaded from the service.
What are the experiences of the healthcare workers?
Healthcare providers are interested in a solution which will help patients to recover faster.
However, healthcare providers such as GPs have no experience in providing CBT or cCBT.
Psychologists who have experience in that field are unfortunately not healthcare providers
according to Health Services Organisation Act § 3 Chapter 1. This means that a psychiatrist
has to be in the team providing cCBT service as it is recognised as evidence-based therapy.
What are the experiences of the patients?
The majority of patients have not completed treatment for the following reasons:
 Lack of time.
 Technical problems.
 Misunderstandings when performing modules.
 Low motivation, no interest (often patients forgot to complete modules).
 Become healthier
antidepressants).

before

starting

to use

programme

(direct effect of

What recommendations do you have for others to start ICT based services in this area?
GPs have concluded that they have not been educated or trained with a minimum 2-year
specialised training programme for CBT. This makes difficulty to provide patients cCBT.
Recommendations:
 Any eHealth service must have a user-friendly interface.
 eHealth service has to be provided by experienced people in the specialist field.
 Any eHealth service has to be adapted by the clinical healthcare provider.
 Most psychiatrists did not agree to provide cCBT for depressed patients.
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 Any eHealth service intended for patient treatment has to be addressed as a medical
device according to Directive 93/42/EEC, and thus be clinically evaluated (Directive
2007/47/EC).
What are your comments on your numbers of patients / participants reached in
MasterMind and completed treatment?
Target number of patients could not be achieved during MasterMind project time for
several reasons:
 Provision of cCBT needs extra preparedness from healthcare providers, which
requires a 2-year training programme.
 Guidelines for using cCBT programme are not enough.
 Psychologists need a proof of specific cCBT programme before they could offer it to
depressed patients; in the case of iFD, this was a huge problem.
Only few patients completed the intended number of modules.
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Appendix A: Qualitative data from focus groups and interviews
A.1

Domain 2: Clinical safety

Emerging topic and sources

Description (quotes are in italics)

Clinical safety
Reported in 11 quotations by 8 out of 11 focus It was stated that at the beginning of the process, some patients needed to be reassured by the doctors about the
groups in:
safety of the tool. After this reassurance, no patient expressed any concern regarding clinical safety.
“They never told me they didn't feel safe.” (2nd focus group Basque Guided cCBT)
 Aragón: health care professional (n=7);
“It was so safe, so safe, that it probably failed due to safety.” (2nd focus group Basque Guided cCBT)
 Badalona: psychologists / psychiatrists (n=7);
 Basque Country: psychologists (n=5,7);
“I don’t think that this service worsens the depressed state of the patient” (1st focus group Treviso Guided cCBT)
 Piemonte: doctors (n=11);
It was stated that cCBT was considered safe for patients likely to be included for this service, whereas seriously ill
patients or patients with suicidal ideation and a history of self-harm should receive more intensive care.
 Treviso: psychologists (n=5,7);
“One of the reasons why seriously ill patients are excluded is the risk of getting worse.”
 Turkey: therapists (n=3);
(1st focus group Basque Guided cCBT)
 Wales: therapists (n=5).
Monitoring
Reported in 7 quotations by 4 out of 11 focus
groups in:

It was stated that the specialists agreed about the importance of monitoring patients’ health that might feel
increased sensitivity and vulnerability due to their condition.

 Estonia (physicians n=9;
 Piemonte (doctors n=11);
 Treviso (psychologists n=5, 7).

It was stated that properly conducted monitoring could also protect against dropout, ensure the safety and
efficacy of the therapy, and finally, was seen as the relational aspect of the cCBT intervention.
“Being in touch with the patient to monitor their clinical status is important.”
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(1st focus group Treviso, guided cCBT)
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Emerging topic and sources

Description (quotes are in italics)

Technical and confidential security
Reported in 10 quotations by 7 out of 11 focus It was stated that the vast majority of patients expressed no concern about privacy issues related to their
groups in:
condition. Others who expressed concerns were easily reassured after a discussion with their doctor. In fact, only
a minority of patients considered the therapy insecure and inadequate to protect their privacy.
 Aragón: health care professional (n=7);
“During the proposal of the service, some patients were in two minds about it: ‘then they know who I am…’.”
 Badalona: psychologists/psychiatrists (n=7);
 Piemonte: doctors (n=11);
 Treviso: psychologists (n=7);
 Wales: therapists (n=5);
 Turkey: therapists (n=3);
 Estonia: physicians (n=9).

(1st focus group Piemonte, guided cCBT)

It was stated that for patients who do not want to start face to face therapy, cCBT is a discreet and private
alternative therapy.

A.2

Domain 3: Effectiveness of the cCBT service

A.2.1

Appropriateness of the cCBT service
This relates to the extent to which the service alleviates and addresses the patient’s needs.

Emerging topic and sources

Description (quotes are in italics)

Clinical symptoms
Reported in 30 quotations by 11
out of 11 focus groups in:
 Aragón: health care professional
(n=7);
 Badalona: psychologists /
psychiatrists (n=7);
 Basque Country: psychologists

Public

The majority of participants were convinced that the cCBT is adequate for the treatment of patients with mild to moderate
depression as an additional source of support.
“I think that the inclusion and exclusion criteria have been selected correctly.” (1st focus group Aragón Guided cCBT)
However, comorbidities are a common thing in daily practice.
“'Pure' profiles of depression (without other mental co-morbidities) are not common, especially in the Mental Healthcare
Unit patients.” (1st focus group Aragón Guided cCBT)
Depressed patients should be monitored because of the risk of low motivation to adhere to the treatment.
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Emerging topic and sources
(n=5,7);
 Estonia: (physicians (n=9);
 Galicia: healthcare professionals
(n=6);
 Piemonte (doctors n=11);
 Treviso: psychologists (n=5,7);
 Turkey: therapists (n=3),
 Wales: therapists (n=5)

Description (quotes are in italics)
“I think that the state of depression shouldn’t be severe, otherwise they don’t have enough motivation.”
(1st focus group Treviso Guided cCBT)

Patients should receive relevant information and support to understand not just the subject of the modules, but also the
technical skills to complete the modules on time.
“I think there are two categories of patients with mild to moderate depression: patients who need information, and
patients who need an interpersonal relationship, for whom this service is not appropriate.”
(1st focus group Piemonte Guided cCBT)

It was stated that drop-out is part of every study, and the reasons are mostly because: patients feel better; co-morbidities;
major depressive disorder; time deficiency to focus on tasks and worksheets; suicidal thoughts and attempts.
However, there were some patients who did not like to share their personal data on the platform.
The opinion of the professional was that cCBT should not be aimed at patients who are likely to have any suicidal self-harm
or ideation.
It was also observed that patients that avoid social situations prefer this type of intervention, whereas other patients, for
example with anxiety issues, prefer face-to-face therapy.
"I think it targets a very specific group of patients." (1st focus groups Basque, Guided cCBT )
“Seeing that the patient improves, that they make progress in the treatment, is what makes you feel good.”
(1st focus group Galicia, Guided cCBT)

Contextual factors
Reported in 6 quotations by 5 out
of 11 focus groups in:
 Aragón: healthcare professional
(n=7);
 Badalona: psychologists /
psychiatrists (n=7);
 Basque Country:
psychologists,(n=7);
 Estonia: physicians (n=9;
 Turkey: therapists (n=3).
Public

The importance of proper supervision was underlined.
The intervention also assists family members of the patients, which in turn ensures continuity of care. Also, group therapy via
this intervention was proposed in order to fight feelings of loneliness.
“My patients need to have a contact, I mean, continuous staff.” (2nd focus group Basque Country, guided cCBT)
“I think what matters most is for patients here today to have an appointment and contact with the person.”
(2nd focus group Basque Country, Guided cCBT)

Another important issue reported by the focus groups was that patients that do not feel that they receive enough
professional support are likely to drop out.
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Emerging topic and sources

Description (quotes are in italics)

Skills, personality traits, and attitude
Reported in 13 quotations by 5 out
of 11 focus groups i:
 Aragón: healthcare professional
(n=7);
 Estonia: physicians (n=9;
 Piemonte: doctors (n=11);
 Treviso: psychologists (n=5,7);
 Wales: therapists (n=5).

What was very often mentioned was that it is important to verify the level of digital literacy of patients. Patients are in need
of technical support, and need to have available resources such as a computer at home.
“Basic informatics skills and informatics resources available (e.g. computers, tablet, smartphone, etc…"
(1st focus group Piemonte, Guided cCBT)

The intervention does not seem suitable for elderly patients with little experience in using computerized technology, nor for
subjects characterised by too high or low depression levels or low education.
“Patients are different from one another, need to have a specific profile to appreciate this service: basic informatics skills;
young age; medium to high level of formal education.” (1st focus group Piemonte, Guided cCBT)
“I’ve come across a few people who … through their lack of education, just the minute you mention computer … they just
say no.” (1st focus group Wales, Unguided cCBT)
“Not all patients with depression were recruited, it depends on their competence with the computerised systems.”
(1st focus group Treviso, Guided cCBT)

“Technical and skills issues in starting to use this kind of services." (1st focus group Piemonte, Guided cCBT)
Treatment delivery
Reported in 31 quotations by 11
out of 11 focus groups i:
 Aragón: healthcare professional
(n=7);
 Badalona: psychologists /
psychiatrists (n=7);
 Basque Country psychologists
(n=5,7);
 Estonia: physicians (n=9;
 Galicia (healthcare professionals
n=6;
 Piemonte: doctors (n=11);

Public

Although older patients have more obstacles to access the ICT resources, they have higher commitment compared to
younger patients.
“Geographical location is a big issue: the more the distance between patient’s place and the mental health centre, the
higher the appreciation of this kind of service.” (1st focus group Piemonte, guided cCBT)
MasterMind was especially praised for the fact that it was freely available to patients, its user-friendliness, that it is
standardised, and the fact that it was available at any time to the patients.
Doing online therapy does need a lot of motivation from the patient, since it is an active treatment compared to
pharmacological interventions. Possible ideas to motivate patients were that the service should be offered in a more
continuous and constant way, for example, with the use of supportive therapy through telephone or explanatory videos.
“This service guarantees the care continuity and it gives the patients relief as they feel that there is somebody behind who
can support them.” (1st focus group Aragón, Guided cCBT)
Some patients did not want to be involved with technological-based therapy. They preferred human contact.
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Emerging topic and sources
 Treviso: psychologists (n=5,7);
 Turkey: therapists (n=3);
 Wales: therapists (n=5).

Description (quotes are in italics)
“For some patients, the negative feeling not to be followed by people, but by a computer.”
(1st focus group Piemonte, Guided cCBT)

“I think they need a human contact.” (1st focus group Piemonte, Guided cCBT)
“There are still patients who do not link technology and health.” (1st focus group Aragón, Guided cCBT)
“All patients I supervised…they are not so many…agreed to begin traditional psychotherapy afterwards.”
(1st focus group Piemonte, Guided cCBT)

However, other statements show that some patients appreciated this form of delivery.
“…some of my patients have felt it’s important for them to be able to do it without having to go and see somebody
because sometimes they so much do, not want to come and see somebody.” (1st focus group Wales, unguided cCBT)

A.2.2

Engaging in treatment
Aspects that are related to the decision of a patient and professional to consume or deliver the cCBT service.

Emerging topic and sources

Description (quotes are in italics)

Access to treatment
Reported in 15 quotations by 7 out
of 11 focus groups in:
 Aragón: health care professional
(n=7);
 Badalona: psychologists /
psychiatrists (n=7);
 Basque Country psychologists
(n=5,7);
 Estonia: physicians (n=9;
 Piemonte: doctors (n=11);
 Wales: therapists (n=5).

Public

Certain access problems, such as not being able to register immediately, might have dampened the initial motivation. Many
patients did not have a computer at home, but have a smartphone or a tablet. Therefore, practitioners are interested to
know whether the programme will be updated in the near future to function on such devices.
“All accessibility issues and having … a much easier programme to access.” (1st focus group Basque Country, guided cCBT)
Another interesting idea that was mentioned was to provide the patient an extra instrument to work at home and/or
between consultations.
“I think a lot more people would have been keen to sign up if they could use it on tablets.”
(1st focus group Wales, unguided cCBT)

The positive aspects that were mentioned of MasterMind were: free of costs for the patient; only requires basic informatics
competencies; user-friendliness; accessible at any time. Family doctors very much liked cCBT for patients that live far away,
and for foreign patients with language barriers. Also, the further the patients lived from the mental health centre, the more
they appreciated the programme.
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Emerging topic and sources

Description (quotes are in italics)
“Geographical location is a big issue: the greater the distance between patient’s place and the mental health centre, the
higher the appreciation of this kind of service.” (1st focus group Piemonte, guided cCBT)
“I believe this kind of therapy is adequate as long as it meets technological requirements … it allows to reach a lot of
people, giving more time for the traditional therapy (face-to-face treatment) with those that cannot access cCBT (i.e.
illiterate), also giving more opportunities to them.” (1st focus group Badalona, guided cCBT)
“…people who I’ve had most success with have been people who … haven’t always been able to book appointments, so
they’ve wanted to go and try this at home, and it’s worked for them … I think there is a group of people out there who
don’t have a computer who, if they could access it a bit more easily on tablets or mobiles, then they’d be more likely to at
least give it a go and see how it went.” (1st focus group Wales, unguided cCBT)
However, time limitations and increased workload were also mentioned.
“I think being part of the pilot has ensured that we (Primary Care) were the gatekeepers then added to the workload … GPs
could be referring to this direct … it’s about getting them to do the paperwork.” (1st focus group Wales, unguided cCBT)

Reported in 12 quotations by 9 out
of 11 focus groups in:
 Aragón (health care professional,
n=7);
 Badalona (psychologists /
psychiatrists, n=7);
 Basque Country psychologists,
n=5);
 Estonia (physicians n=9;
 Piemonte (doctors n=11);
 Treviso (psychologists n=5,7);
 Turkey (therapists n=3);
 Wales (therapists n=5).

The tool should be presented differently than it is now. Many patients are not aware of this programme. Therefore,
presenting information about the tool to the general population might be a good solution. Healthcare professionals should
offer this kind of therapy to patients more scientifically (evidence, information, explanations) in order to make the patient
more confident that this is a proven and reliable treatment.
“We need to involve general population (…) some patients are not recruited because they don’t go to the doctor’s office o
they are not called at all.” (1st focus group Treviso, guided cCBT)
“Some patients are not recruited because they don’t go to the doctor’s office o they are not called at all.”
(1st focus group Treviso, Guided cCBT)

Doctors recruited a lot of patients for the project at its beginning, and then tended to forget the existence of this project; as
a result, recruitment slowed down later.
“As it was an innovative thing, what happened was more or less what usually happens with new drugs: we recruited
patients for the project at the beginning, and then tended to forget the existence of this project.”
(1st focus group Piemonte, guided cCBT)

“First of all, enthusiasm … and the conviction that it's going to be useful, and the possibility, I found very innovative the
possibility of applying a new therapy; a tool we don't have in primary health care; i.e. something new which may continue
and for which there was nothing structured in this way until now.” (1st focus group Basque Country, guided cCBT)
Practitioners should be consulted prior to the implementation of the services. This would facilitate the incorporation of the

Public
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Emerging topic and sources

Description (quotes are in italics)
services into routine practice.
“…it’s an additional resource that’s being funded centrally that doesn’t impact on staffing levels.”
(1st focus group Wales, unguided cCBT)

Consent and referral
Reported in 13 quotations by 6 out
of 11 focus groups in:
 Badalona: psychologists /
psychiatrists (n=7);
 Galicia: healthcare professionals
(n=6);
 Piemonte: doctors (n=11);
 Treviso: psychologists (n=5,7);
 Wales: therapists (n=5).

There is a great heterogeneity of patients, some being more resistant to online therapy than others. A therapist concluded
that we should respect this heterogeneity, and offer online therapy to patients who can accept new technology as a way of
treatment.
“Not all patients with depression were recruited; it depends on the competence with the computerised systems.”
(1st focus group Treviso, guided cCBT)

The first contact of the patient with the system and the support he/she received was very helpful for the start of the
treatment.
“The people I’ve had most success with Beating the Blues tend to be people that I’ve referred to the service and offered a
sort of review part way through; I’ve noticed that’s more helpful.” (1st focus group Wales, unguided cCBT)
“Yes consultation is key, absolutely.” (1st focus group Wales, unguided cCBT)
However, the screening procedure for an online intervention takes much time of daily practice. Practitioners who are not
familiar with CBT have less confidence referring patients to cCBT. Many primary Mental Health Care Practitioners felt
strongly that cCBT is a service suited for GPs to refer patients directly into.

Expectations and needs
Reported in 16 quotations by 8 out
of 11 focus groups in:
 Aragón (health care professional,
n=7):
 Badalona: psychologists /
psychiatrists, n=7);
 Basque Country psychologists,
n=7);
 Piemonte (doctors n=11);

Public

The participants generally interacted with interest, and appreciated the extra up to date information that this kind of service
provides. It was also stated that patients demand an immediate response to their problems. Patients can see from this
service that they are not alone, and that worldwide a lot of people suffer from depression.
However, geriatric patients, the majority of whom are functional illiterates, cannot be asked to follow an online
computerised psychological treatment.
“Patients who refused the treatment said ‘this has a lot to do with a machine, I need a person listening to me’”
(1st focus group Piemonte, Guided cCBT)

“I think they need a human contact (…) I think there are two categories of patients with mild to moderate depression:
patients who need information, and patients who need an interpersonal relationship, for whom this service is not
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Emerging topic and sources

Description (quotes are in italics)

 Turkey (therapists n=3);
 Wales (therapists n=5).

appropriate.” (1st focus group Piemonte, guided cCBT)
Patients require a clear explanation of cCBT along with realistic expectations of the therapy.
“…clarity of what it is, realistic expectations.” (1st focus group Wales, unguided cCBT)
“Yes, and I explain it a bit, I mean, how to do the exercise because if it's not complex —I think it's very important for a
patient with this profile; otherwise he/she is going to give up because they get frustrated.”
(2nd focus group Basque Country, guided cCBT)

A.2.3

Adherence to treatment
Aspects that are related to the adherence of a patient to the cCBT treatment. This includes reasons for ‘no-show’ or ‘treatment drop-out’ from the
perspective of the healthcare professional.

Emerging topic and sources

Description (quotes are in italics)

Applicability of content
Reported in 24 quotations by 10
out of 11 focus groups in:
 Badalona: psychologists /
psychiatrists (n=7);
 Basque Country: psychologists
(n=5);
 Estonia: physicians (n=9;
 Galicia: healthcare professionals
(n=6);
 Piemonte: doctors (n=11);
 Treviso (psychologists n=5,7);
 Turkey: therapists (n=3);
 Wales: therapists (n=5).

Public

Professionals need to select patients based on their profiles and needs for this treatment; e.g. high self-control, education,
young age, and the existence of comorbidities were mentioned as relevant factors.
Greater interest in the cCBT service was observed in patients that are young-middle aged and medium or highly educated.
“Patient’s needs, that’s the main thing, … needs… they have to be at least addressed.”
(4th focus group Basque Country, guided cCBT)

“Doctors have to identify the patients who can be considered eligible and appropriate for this service, or not (…) younger
patients are a reasonable target for this kind of services (with exceptions).”
(1st focus group Piemonte, guided cCBT)

"I think it targets a very specific group of patients." (1st focus group Basque Country, guided cCBT)
The idea of the possibility to offer more individualised / personalised treatment with some specific features for those who
can use it as an additional supportive therapy, or for those who are less familiar with technology. Offering the service in a
more continuous way, for example, with the use of supportive therapy through telephone or explanatory videos, was also
mentioned. It was also stated that not every patient seemed to adhere to the therapy.
“When I look at my figures, 36 – 37 people I put on it? 7 or 8 have completed. Large numbers … stopped at session 2, and
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Emerging topic and sources

Description (quotes are in italics)
as I say, it’s not for the want of me saying, explained to them that the meat of it is in session 4 or 5, and just get through
until then …you know you’ve got me to come and speak to. I’ve only put three people on it as a stand-alone, all of the
others have been face-to-face as well, and they still drop out. What does that say about me? Or what does it say about
cCBT? Or what does it say about the population that this is being aimed at? I think these are the big questions that we
need to look at.” (1st focus group Wales, unguided cCBT)
“The patient could drop out because he/she doesn’t find the service useful.” (1st focus group Treviso, guided cCBT)
“I think there’s an element of self-recovery as well, enduring the process, and often I’ve found that by the time patients
have gotten to maybe sessions 4, 5, 6 they don’t need it anymore.” (1st focus group Wales, unguided cCBT)

Attractiveness of content and design of treatment platform
Reported in 19 quotations by 9 out
of 11 focus groups in:
 Badalona: psychologists /
psychiatrists (n=7);
 Basque Country: psychologists
(n=5,7);
 Estonia: physicians (n=9;
 Galicia (healthcare professionals
(n=6);
 Piemonte: doctors (n=11);
 Treviso: psychologists (n=5);
 Turkey: therapists (n=3);
 Wales: therapists (n=5).

Some professionals reported that their experience with the service was preliminary, and that they could not evaluate its
utility yet. From the data that they had received until then, it seemed that some patients did not want to participate from
the beginning, others agreed to participate but abandoned after the second or third session. Also, professionals are
convinced that internet based CBT provides an opportunity for more secure note taking – notes could not be lost or seen by
third parties. The professionals suggested improving the user interface to be more user-friendly and interactive, and easy in
use.
“Upgrading it. Graphics and platforms.” (1st focus group Wales, unguided cCBT)
Some patients who have previously undertaken CBT found the cCBT to be repetitive.
“I’ve only met with one (patient) who’s sort of given me some feedback of why they dropped out, and that’s because she
doesn’t like CBT; (it was) previously repeating on stuff she’s done.” (1st focus group Wales, unguided cCBT)
“The patient could have dropped out because he/she doesn’t find the service useful.” (1st focus group Treviso, guided cCBT)
“Importance of tailoring the 'right' treatment for the 'right' patient.” (1st focus group Piemonte, guided cCBT)

Clinical changes
Reported in 28 quotations by 11
out of 11 focus groups in:
 Aragón: health care professional
(n=7);
 Badalona: psychologists /
Public

Professionals stated that due to the nature of depression, patients are often resistant to adhere to the treatment. This is
even more true when the treatment is online, since the patients are in charge of the treatment, and they can abandon it
whenever they want. Therefore, they should be accompanied by professionals in the initial stages as they need more support
when accessing the treatment at home.
“These are patients who need phone or physical monitoring… otherwise I believe they feel a bit abandoned.”
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Emerging topic and sources
psychiatrists (n=7);
 Basque Country: psychologists
(n=5,7);
 Estonia (physicians n=9;
 Galicia: healthcare professionals
(n=6);
 Piemonte: doctors (n=11);
 Treviso: psychologists (n=5,7);
 Turkey: therapists (n=3);
 Wales: therapists (n=5)

Description (quotes are in italics)
(1st focus group Basque Country, guided cCBT)

Doctors stated that this tool might have the capacity to change patients’ perspective on their health, to increase personal
awareness: supporting people in seeing that for example the physical symptoms they frequently report to the GPs are
actually part of a depressive syndrome. Also possible are reduced frequency of access to the GP by the patients, and
increased level of wellness reported by patients who used it.
“If treatment works, we should show reduced frequency of access to the GP by the patients.”
(1st focus group Piemonte, Guided cCBT)

“Increased level of wellness reported by patients who used it.” (1st focus group Piemonte, Guided cCBT)
“Change patients’ perspective: supporting people in seeing that for example the physical symptoms he/she frequently
reports to the GPs are actually part of a depressive syndrome.” (1st focus group Piemonte, Guided cCBT)
“This service allows the patient not to consider him/herself as abnormal; … that it is a problem of many people … and at
any rate I can get out of it somehow.” (1st focus group Piemonte, Guided cCBT)
“The initial assessment helps people to become aware, and then the cCBT tool reinforces their autonomy … they are not
destined to lose against these difficulties.” (1st focus group Piemonte, Guided cCBT)
Some patients get worse because it does not work as they expect, and they start seeing a therapist after that, while others
have stopped the treatment because as a result of the treatment they started to recover.
“…some of mine have gone into crisis and they’ve been taken over by secondary services.”
(1st focus group Wales, unguided cCBT)

“One of the reasons why seriously ill patients are excluded is the risk of getting worse.”
(1st focus group Basque Country, guided cCBT)

“All patients I supervised … they are not so many … agreed to begin a traditional psychotherapy afterwards.”
(1st focus group Piemonte, guided cCBT)

Patients that drop-out do not provide sufficient data. Therefore, practitioners suggested an “I’ve completed the programme
as far as is required” button to be incorporated into the programme.
Motivational aspects
Reported in 37 quotations by 10
out of 11 focus groups in:
 Aragón: health care professional
Public

Young people, although initially more motivated, show less engagement later. Holiday periods have a negative impact on the
adherence to treatment. Possible rewards were mentioned to increase motivation both for professionals and patients, e.g.:
extra training for professionals; individualised treatment for patients.
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Emerging topic and sources
(n=7);
 Badalona: psychologists /
psychiatrists (n=7);
 Basque Country: psychologists
(n=5,7);
 Estonia: physicians (n=9;
 Galicia: healthcare professionals
(n=6;
 Piemonte: doctors (n=11);
 Treviso: psychologists (n=5,7);
 Wales: therapists (n=5).

Description (quotes are in italics)
"There must be an incentive for both the patient and the professional in the early stages of their changing process.”
(1st focus group Badalona, guided cCBT)

Patients and professionals need to be motivated, and to understand the utility of this kind of therapy. It was stated that the
procedure of the system (to register a new patient or any other issues) should be more immediate, because the patient can
lose motivation if this process takes too long. Supporting patients to help them with the treatment is crucial to keep them
motivated and actively performing the programme.
“…follow-up by professionals, because many of them have fallen behind … because it stopped motivating them.”
(1st focus group Basque, Guided cCBT)

“It's difficult to work with therapy like that on-line if you have no outside support from someone who structures and
encourages you to continue.” (1st focus group Basque, Guided cCBT)
Some professionals reported that patients with major depression are not well suited for online therapy due to low
motivation, while others reported that they should receive the online component since it’s an adjuvant therapy.
The “faith” the doctor has in the treatment plays a crucial role. The support and coaching from the professionals seems to
foster motivation in the clients.
“In proposing the service, the enthusiasm of the doctor is relevant in this kind of experience.”
(1st focus group Piemonte, Guided cCBT)

“An attractive proposal of the service to the patient.” (1st focus group Piemonte, Guided cCBT)
“According to me, the support of a consultant who motivates the patient is crucial.”
(1st focus group Treviso, Guided cCBT)

Patients with motivation and self-interest seem to be more suited for cCBT.
Practical arrangements
Reported in 11 quotations by 8 out
of 11 focus groups in:
 Aragón: health care professional
(n=7);
 Badalona: psychologists /
psychiatrists (n=7);
 Basque Country: psychologists
Public

Professionals stated that telephone follow-ups are a positive factor for adherence. Helpful practical arrangements would be:
recruitment by primary care and Mental Health Units (psychology and psychiatry); training and follow up by nurses. Alarms
management by nurses who check the validity of the alarm and who refer to the physicians if needed.
“As well as the nurses who do a great job, we probably need mental health care professionals more closely, going to
Primary Care every now and then, to deal with the patient avalanche they have with those or other tools.”
(1st focus group Basque Country, guided cCBT)

Professionals stated that they would appreciate an easy and clear way to provide instruction about using the device.
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Emerging topic and sources

Description (quotes are in italics)

(n=5,7);
 Piemonte: doctors (n=11);
 Treviso: psychologists (n=5,7);
 Turkey: therapists (n=3);
 Wales: therapists (n=5).

Another professional added that within the MasterMind project, an alternative solution is to give written information to the
patients. The MasterMind project also offers a video on YouTube with a tutorial about how to use the device.
“A form reporting technical features of the service … to illustrate this service to patients with more details…”
(1st focus group Piemonte, guided cCBT)

An additional human resource with medical education could be beneficial in terms of monitoring and consulting patients to
complete modules and fulfil worksheets.
“According to me, the support of a consultant who motivates the patient is crucial.” (1st focus group Treviso, guided cCBT)
Possible facilitators include: the development of paper materials to support the online programme; the possibility to involve
local institutions in order to facilitate the diffusion and promotion of the programme (e.g. municipalities, local authorities,
associations); having a standardised method, so the patient can understand where to start and where to go. Having specific
courses for people who do not use computers was also suggested. A professional suggested that someone should develop a
monitoring system for patients that drop out, perhaps via the GP.
Having an alarm function if patients do not do their exercises would take less of the practitioner’s time.
“We cannot spend all the time accessing the program to see whether patients have done their exercises or not… that
would be ideal, a warning popping up and telling you if you have to correct exercises or not.”
(2nd focus group Basque Country, guided cCBT)

Practitioners reported that offering a review appointment with the patient part way through their course of cCBT therapy
has encouraged them to complete the programme.
“The people I’ve had most success with Beating the Blues tend to be people that I’ve referred to the service and offered a
sort of review part way through, I’ve noticed that’s more helpful.” (4th focus group Wales, guided cCBT)
Some patients need more supervision; a solution that was proposed was to offer them a place in the primary care centre to
do the treatment.
“I think more phone contact with them is probably required to see how they're doing. I believe there was a large majority
who were a bit disorganised, therefore maybe phone calls should be implemented weekly at the beginning, to prevent that
disconnection." (1st focus group Basque Country, guided cCBT)
“To have a computer available for patients, to have someone there, who I think could be an office clerk with computer
skills.” (2nd focus group Basque Country, guided cCBT)
“I believe having a computer at the centre also helps, would help.” (2nd focus group Basque Country, guided cCBT)

Public
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Emerging topic and sources

Description (quotes are in italics)

Technical aspects and user-friendliness
Reported in 35 quotations by 10
out of 11 focus groups in:
 Aragón: health care professional
(n=7);
 Badalona: psychologists /
psychiatrists (n=7);
 Basque Country: psychologists
(n=5,7);
 Estonia: physicians (n=9;
 Galicia: healthcare professionals
(n=6;
 Piemonte: doctors (n=11);
 Treviso: psychologists (n=5);
 Wales: therapists (n=5).

Professionals and patients agreed to a great extent regarding the technical issues of the application. Specifically, certain
patients highlighted that the technology was not always user-friendly, while others complimented its user-friendliness. The
professionals agreed that the level of access to technology (internet, IT devices) has a high impact on the degree of
adherence to treatment by patients. Professionals often stated that they would like to prevent patients sending them mails
of complaints regarding technical problems. Patients need technical support for the application; its lack may have had an
influence on the high drop-out rate.
“Apart from all the technical details, in particular ICT and technical details, etc., well, as everything that has been said
before, it was extremely complicated.” (1st focus group Basque Country, guided cCBT)
“Only a few patients dropped out because of computer difficulties.” (2nd focus group Treviso, guided cCBT)
“Some patients abandoned at the beginning due to technical problems.” (1st focus group Aragón, guided cCBT)
Some professionals complained that the technicians have not solved the problems on time, while others felt the support
provided by the Beating the Blues Co-ordinator was good, with many of the practitioners contacting the Co-ordinator to
assist with any technical issues that arose and received a prompt response.
“There have been continuous IT hurdles.” (2nd focus group Basque, Guided cCBT)
“There were patients who gave up because in session five it jammed and we received a response from IT two months
later.” (2nd focus group Basque, Guided cCBT)
“It needs to be easy to access and use, work well, be agile and you need to know it well.”
(1st focus group Basque, Guided cCBT)

Poor usability and problems accessing the tool was one of the main problems of the treatment, while other reported that the
platform could be improved, but that it is stable and decisive.
“I think the IT elements of updating the format and the platform as well as consultation I think are the main…”
(1st focus group Wales, Unguided cCBT)

“And yes, as you were saying, when they get better and are not on sick leave, they don't have so much time and as they
also find IT problems…” (2nd focus group Basque, Guided cCBT)
“It's not usable, I mean, maybe usable but easy ______, isn't it?” (2nd focus group Basque, Guided cCBT)
“It is not usable for most, due to IT problems, of course.” (2nd focus group Basque, Guided cCBT)
“There are many problems with the Internet connection, especially in the rural areas.”
Public
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Description (quotes are in italics)
(1st focus group Aragón, Guided cCBT)

“Not excellent internet connection throughout our territory.” (1st focus group Piemonte, Guided cCBT)
“Difficulty to access IT.” (2nd focus group Basque, Guided cCBT)

A.3

Domain 4: Healthcare professionals' perceived acceptability of MasterMind services in routine practice

A.3.1

Appropriateness of and adherence to treatment

Emerging topic and sources

Description (quotes are in italics)

Skills and knowledge
Reported in 9 quotations by 6 out
of 11 focus groups in:
 Badalona: psychologists /
psychiatrists (n=7);
 Basque Country: psychologists
(n=5);
 Estonia: physicians (n=9;
 Galicia: healthcare professionals
(n=6);
 Treviso: psychologists (n=7);
 Wales: therapists (n=5).

The need for professionals to have CBT skills is required to be able to further inform the patients. This would assist the
professionals to refer clients to cCBT, which is currently something new and unknown to many. Knowing how the application
works was also underlined.
“I think if you believe and you’re trained and believe in CBT as a modality, then you’re going to have … a better
understanding of what the resource is. I think those in our team who are less comfortable with that … may refer less as a
consequence.” (1st focus group Wales, Unguided cCBT)
“…whether it was clinician’s modality or you know they’ve got the understanding of CBT in the first instance, it’s a major
factor. I think that’s been one of the major barriers to this.” (1st focus group Wales, Unguided cCBT)

Service delivery
Reported in 17 quotations by 8 out
of 11 focus groups in:
 Aragón: health care professional
(n=7);
 Badalona: psychologists /
Public

Professionals stated that they are in need of previous training, more time and the inclusion of the service in routine practice
to deliver a quality service. The start of the intervention should be shortly after this training.
“They must have a belief in cCBT in the first place, and be trained in CBT and using it as their modality … a lot of the
professionals are not trained in CBT, and therefore you’re asking them to deliver something that they don’t feel confident
in.” (1st focus group Wales, guided cCBT)
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psychiatrists (n=7);
 Basque Country: psychologists
(n=5);
 Estonia: physicians (n=9);
 Piemonte: doctors (n=11);
 Treviso: psychologists (n=7);
 Turkey: therapists (n=3);
 Wales: therapists (n=5).

One of the professionals stated the immense potential of internet-based therapies, and used as an example the impact
smartphones had. He concluded that professionals should be less sceptical of new technology.
Professionals often feel more comfortable delivering traditional methods. Moving from something familiar to something
uncertain takes a lot of effort, and it’s about getting out of the comfort zone. Long-term benefits should be prioritised.
An idea stated by the professionals was to offer individualised / personalised treatment according to the patient’s profile:
the service should include some specific features for those who can use it as an additional supportive therapy, and other
features for those who are not willing to use it and consider it an excess of technology.
Professionals should deliver this type of therapy through more scientific evidence, general information and explanations to
transmit more prestige and reliability in the treatment. Professionals stated that there is no difference in time between
traditional therapy and guided cCBT. The importance of making the patients feel in charge was highlighted. Finally, the
problem of not having enough venues was mentioned.
“…the problem is we don’t have enough venues where we can do this.” (1st focus group Wales, guided cCBT)

A.3.2

Engaging in treatment
Engaging in treatment relates to the decision of a professional to deliver the cCBT facilitated mental health service.

Emerging topic and sources

Description (quotes are in italics)

Awareness and knowledge
Reported in 9 quotations by 7 out
of 11 focus groups in:
 Badalona: psychologists /
psychiatrists (n=7);
 Basque Country: psychologists
(n=5);
 Estonia: physicians (n=9);
 Piemonte: doctors (n=11);
 Treviso: psychologists (n=5);
 Turkey: therapists (n=3);

Public

Professionals stated that they are enthusiastic about the existence of a new tool.
“First of all, enthusiasm … and the conviction that it's going to be useful, and the possibility, I found very innovative the
possibility of applying a new therapy; a tool we don't have in primary health care; i.e. something new which may continue
and for which there was nothing structured in this way until now.”
(1st focus group Basque Country, guided cCBT)

GPs seem to be already very confident that cCBT might be very helpful for their practice. Especially for patients who live far
away or have language barriers. Doctors after the initial waves of recruitment tend to forget the existence of this project and
recruitment slows down.
“As it was an innovative thing, what happened was more or less what usually happens with new drugs: we recruited
patients for the project at the beginning, and then tended to forget its existence.”
(1st focus group Piemonte, guided cCBT)
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Description (quotes are in italics)

 Wales: therapists (n=5).

More professionals should be made aware of this project, and networks should be created. Professionals should make
patients aware of cCBT by providing them sufficient information. Practitioners should be made aware before implementation
to facilitate the incorporation of the services into routine practice.

Expectations and needs
Reported in 12 quotations by 6 out Practitioners felt strongly about the need to be included in the decision making process before a new service such as cCBT is
of 11 focus groups in:
introduced. Statements about pressure referring patients to the service were mentioned.
“…we need to be left to make our own clinical judgements, free from any managerial interruptions, so you know we
 Aragón: health care professional
chose what’s right for the patients.” (1st focus group Wales, Unguided cCBT)
(n=7);
 Badalona: psychologists /
“I suppose to reiterate something I said earlier, it’s not being pressurised to have to refer to the service but to use the
psychiatrists (n=7);
service by clinical judgement.” (1st focus group Wales, Unguided cCBT)
 Galicia: healthcare professionals
Certain negative aspects are worries that new technologies might replace professionals some day. However, these tools
(n=6);
might positively affect the caseload of the professionals, which can facilitate the adoption of these tools.
 Piemonte: doctors (n=11);
“It’s adequate resourcing, and it’s about raising the quality as well.” (1st focus group Wales, Unguided cCBT)
 Treviso: psychologists (n=5);
Practitioners need to be trained in CBT and the online tool to easily integrate it in their daily work.
 Wales: therapists (n=5).
“I will be able to use it if I can easily integrate into my daily life.” (1st focus group Galicia, Guided cCBT)
The need for monitoring patients via this tool was mentioned.
“This service is even more usable if maintenance sessions could be planned every now and then, in order to continue to
monitor patients’ condition over time and detect early possible relapses.”
(1st focus group Piemonte, Guided cCBT)

Support
Reported in 35 quotations by 11 Healthcare professionals need more resources and support (also technical) to being able to implement these services. Health
out of 11 focus groups in:
professionals need to be well-informed to transmit information to patients. However, not every professional is well informed
 Aragón: health care professional about cCBT, therefore, more support should target health professionals.
“Training was insufficient, and very far away in terms of time.” (1st focus group Basque, Guided cCBT)
(n=7);
 Badalona: psychologists /
“In my opinion, I don't think it was supported at all, I mean not at all, in working hours, nor at meetings.”
(2nd focus group Basque, Guided cCBT)
psychiatrists (n=7);
 Basque Country: psychologists
“You have spelled these three things out very clearly: time; ensure line managers are aware; and then if at least one
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Emerging topic and sources
(n=5,7);
 Estonia: physicians (n=9);
 Galicia: healthcare professionals
(n=6);
 Piemonte: doctors (n=11);
 Treviso: psychologists (n=7);
 Turkey: therapists (n=3);
 Wales: therapists (n=5).

Description (quotes are in italics)
meeting is required … so if there is financial remuneration, at least travelling expenses are considered, I think. And above
all, above all, above all, time." (2nd focus group Basque, Guided cCBT)
“…it’s just knowing that … you’ve got somebody to contact, just that reassurance that if there’s a problem.”
(1st focus group Wales, Unguided cCBT)

“A nurse should have come here, in the same way physicians have been invited; volunteer nurses should have been invited,
because nursing work is very important, crucial.” (2nd focus group Basque, Guided cCBT)
“The role of the nurses is essential.” (1st focus group Aragón, Guided cCBT)
“Support from other health professionals (e.g. nurses) to share with them some basic activities, and save time for
innovative services like this one.” (1st focus group Piemonte, Guided cCBT)
“Adequate resources to service needs…” (1st focus group Wales, Unguided cCBT)
“…the support has been good, and all the stats that the co-ordinator sends out are very good, they’re quite detailed.” (1st
focus group Wales, Unguided cCBT)

“There was no support service ... we were not given solutions for problems." (1st focus group Basque, Guided cCBT)
The idea to create a network of professionals open and interested in the topic was mentioned. Also to consult with other
therapists.
Satisfaction was linked to the opportunity of sharing practices, knowledge and information with other professionals.
Satisfaction was tied to the possibility of extending expertise.
“The involvement of other professionals and team work is essential.” (1st focus group Galicia, Guided cCBT)
“Greater collaboration between professionals is necessary.” (1st focus group Treviso, Guided cCBT)
Professionals need time to perform this treatment with their patients, time and financial compensations for the meetings
and training.
“The screening part takes time. Data entry takes more time, and this is also true for the ccVC; this could lead the doctor to
delegate these activities.” (1st focus group Treviso, Guided cCBT)
cCBT does support professionals in their work.
“It also gives relief to the professionals.” (1st focus group Aragón, Guided cCBT)
Training and education
Reported in 17 quotations by 8 out Training is necessary to understand the functioning of the programme, and the time between this training and starting the
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Emerging topic and sources

Description (quotes are in italics)

of 11 focus groups in:

treatment has to be short, because professionals cannot recommend something which they do not know about. Specific
learning courses for professionals were suggested.

 Aragón: health care professional
(n=7);
 Badalona: psychologists /
psychiatrists (n=7);
 Basque Country: psychologists
(n=5);
 Estonia: physicians (n=9);
 Treviso: psychologists (n=5,7);
 Turkey: therapists (n=3);
 Wales: therapists (n=5).

“In this project, we had some difficulties in implementing the programme in clinical practice because it involves changing
our habits, habits that are like rituals … ding things without thinking is easier … in our everyday consultations it is the
same when you have to change the way in which you treat your patients. In these first moments of change, we have to get
some help, to receive some benefit (for example, we have agreed that the centres that recruit patients more easily, can
receive a special training to facilitate their changing process).”
(1st focus group Badalona, Guided cCBT)

“Training was insufficient and very far away in terms of time.” (1st focus group Basque, Guided cCBT)
“The tool and the service fail because the tool is faulty, but the service provided to us until now, until it was changed, has
been worse than bad, awful." (1st focus group Basque, Guided cCBT)
“I believe it's programme and technical knowledge … because the therapy has only been addressed on the surface; I'm not
saying you've got to do 300 hours, but a couple of sessions to explain what the therapy is.”
(1st focus group Basque, Guided cCBT)

Technical and confidential security
Reported in 3 quotations by 3 out
of 11 focus groups in:
 Badalona: psychologists /
psychiatrists (n=7);
 Estonia: physicians (n=9);
 Turkey: therapists (n=3).

A.3.3

The professionals generally agreed on the security of the system and stressed that they had always kept patient information
with the goal to help patients not to harm them. The fact that patients do not need to write e.g. their thoughts and emotions
on paper, was received as more secure note taking, since they cannot be lost or seen by third parties.

Satisfaction and usability from the perspective of the healthcare professional
These are aspects that relate to the meaning of delivering the services in routine practice, in terms of the extent to which the cCBT services are usable
and satisfying expectations, roles, and responsibilities.
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Emerging topic and sources

Description (quotes are in italics)

Satisfaction
Reported in 14 quotations by 7 out During the study, many professionals and patients, but also their relatives, expressed their satisfaction with the treatment.
of 11 focus groups in:
”Two patients came to me in the street and told me that the treatment had been very positive for them.”
(1st focus group Aragón, Guided cCBT)
 Aragón: health care professional
(n=7);
“Because it has improved.” (1st focus group Basque, Guided cCBT)
 Badalona: psychologists /
“Positive feedback from the patients … regular feedback, and that it’s being helpful is how I would be satisfied.”
psychiatrists (n=7);
(1st focus group Wales, Unguided cCBT)
 Basque Country: psychologists
Satisfaction with care continuity was expressed.
(n=5,7);
“This service guarantees the care continuity, and gives the patients relief as they feel that there is somebody behind who
 Treviso: psychologists (n=5,7);
can support them.” (1st focus group Aragón, Guided cCBT)
 Wales: therapists (n=5).
A professional mentioned that he could only evaluate the satisfaction of patients that finished the training, and not those
who did not. He considered this biased the results.
Usability
Reported in 30 quotations by 7 out
of 11 focus groups in:
 Aragón: health care professional
(n=7);
 Badalona: psychologists /
psychiatrists (n=7);
 Basque Country: psychologists
(n=5);
 Estonia: physicians (n=9);
 Galicia (healthcare professionals
n=6),
 Treviso: psychologists (n=5,7);
 Turkey: therapists (n=3);
 Wales: therapists (n=5).

Public

The professionals stated mostly that there were no major issues working with the tool; positive aspects include alarms and
the information recorded in the tool, that help the professionals to perform a better follow up, to detect risky situations, and
to schedule consultations with objective information. However, certain problems included: problems signing into the system;
program design (less attractive); functionality (not interactive nor connecting patients with professionals); patients had to
work on PC; complicated (but stable) platform,
“The tool and the service fail because the tool is faulty but the service provided to us until now, until it was changed, has
been worse than bad, awful." (1st focus group Basque, Guided cCBT)
“We already handle electronic medical records, it is not something completely new.”
(1st focus group Galicia, Guided cCBT)

Page 119 of 138

V2.0 / 29th May 2017

D6.5 Final Trial Report 2nd Wave (cCBT)

A.4

Domain 5: Economic aspects

A.4.1

Cost savings

Emerging topic and sources

Description (quotes are in italics)

More evaluation needed
Reported in quotations in 6
locations: Aragón, Basque
country, Piemonte, Treviso,
Turkey, Wales.

More evaluation was needed to analyse whether the implementation of the interventions had produce savings. Respondents
stated that evaluation in this sense was not possible for the moment, as costs have not been assessed.
"We don’t have data to … I know how much it cost us, but I still don't know the benefits we have gained, what we have saved in
appointments, I have no data to offer an opinion." (Basque Country_2)
"I do not have such an observation. We did not have the opportunity to compare this to any other therapy service."
(Turkey_1_ccbt)

Some participants had the perception that the implementation of these services could imply savings.
"The economic savings of the project are not immediately quantifiable, but it can definitely have an impact on the social
spending. The MasterMind project might be able to invest the available financial resources better." (Treviso)
"Early information will indicate there have been some savings such as fewer appointments for GPs and community psychiatric
nurses." (Wales_2_ccbt)
Nevertheless, this perception was not unanimous.
Potential savings
Reported in quotations from
three locations: Aragón,
Piemonte, Wales.

Public

Participants stated that innovation contributes to ease work and to save time. And that they had appreciated some savings in
indirect costs.
"…fewer appointments at GPs, etc. Fewer follow ups with the CPN, so I haven’t physically seen the evidence of that, but the
early information that I saw would certainly indicate that there has been some savings." (Wales_2_ccbt)
"Anyway we can appreciate savings in terms of indirect costs." (Piemonte_2_ccbt+ccvc)
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Emerging topic and sources

Description (quotes are in italics)

Lack of resources
Reported in quotations in two
locations: Aragón, Wales.

Lack of resources in mental health services was mentioned as a factor hindering the implementation of the interventions. Human
resources not only for this initiative, but for the whole mental health services, were scarce. Some human resources were needed
to give support and help to patients.
“In Mental Health, we do not have many resources, neither professionals.” (Aragón1)
Technology resources and infrastructure were also needed. Participants stated that in some cases practical issues such as room
availability and Wi-Fi were an obstacle to implementation. Issues with Wi-Fi and room availability sometimes meant it was easier
for face-to-face therapy.
“We always had issues with the rooms where we didn’t have internet or broadband, or trying to book a room.” (Wales_1)
Also some patients lacked technological resources.

A.4.2

Budget impact analyses

Emerging topic and sources

Description (quotes are in italics)

Reasons for maintaining the services
Reported in 24 quotations
in 6 locations: Aragón,
Badalona, Piemonte,
Treviso, Turkey, Wales.

The most mentioned reason for maintaining the services was that it could be efficient and did not need many additional resources.
“The organisation of the service does not require too many additional resources.” (Aragón_1_ccbt1)
“Moreover, the costs are not high.” (Badalona_1_ccbt)
“Using this programme should not require more time than the time the professionals usually employ treating these patients, so it
could be incorporated naturally in everyday practice.” (Basque_Country_1_ccbt)
Quality of the programme was also signalled as a reason for maintenance. Quality referred to technology, transportation,
organisational issues or, avoiding external referrals.
“This kind of service is a good tool to perform follow up of mild mental disorders from primary care and to avoid referral to
Mental Healthcare Units.” (Aragón_1_ccbt1)
“The implementation of cCBT helps the organisation.” (Badalona_1_ccbt)
“The most important reason for the maintenance of the MasterMind protocol is linked to satisfaction and functionality for both
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Emerging topic and sources

Description (quotes are in italics)
professionals and patients (must be useful to both).” (Treviso_2_ccbt)
“Well defined roles and tasks and collaboration make everything easier.” (Aragón_1_ccbt1)
“I think it provides a tool … with mild depression what do you do? Well what you have learnt throughout your life and listen, as
well as you can, and initially you don't refer it to mental health care. With a moderate depression you wonder whether to
prescribe an anti-depressant ... now you have another tool.“ (Basque_Country_1_ccbt)
Some also stated that the services are effective and able to treat previously untreated patients.
“The most important reason for keeping it will be that it works.“ (Wales_2_ccbt)
“For us, the main important reason for keeping cCBT is that we think and we are sure that it’s a tool that helps better treat these
patients that up till now we felt they were undertreated.“ (Badalona_1_ccbt)
A variety of other reasons were also mentioned; including the improvement of public image, the attraction of anew public, the
alignment with regional needs.
“Main reason for keeping cCBT/ccVC services implemented in ASLTO3 catchment area: wide-spread depression.”
(Piemonte_1_ccbt+ccvc)

“Positive impact of cCBT/ccVC services on the ASLTO3’s public image.” (Piemonte_1_ccbt)
“…it will start to say about us that we’re a forward thinking organisation which embraces technology.” (Wales_2_ccbt)
“…in terms of benchmarking in the healthcare market, for example, if we don’t do these sorts of things we’ll soon find that we’re
behind the curve, and other people will have done them and we’ll be seen as traditional and sort of stuck in the mud.”
(Wales_2_ccbt)

Issues to be addressed to maintain the service
Reported in 13 quotations
in 5 locations: Aragón,
Basque Country, Treviso,
Turkey, Wales.

Public

Participants mentioned many issues that could hinder the maintenance of the services. For example, interviewees stated that the
programmes needed to prove their efficiency.
“To be efficient and sustainable, not entailing any expense and to be externalised as part of what we do, from our usual practice,
that doesn't add extra costs, but that we can develop with what we have.” (Basque_Country_2_ccbt)
Future funding was unclear, so the maintenance of services depended on the possibility of sustaining it with the available resources
or other financial sources.
“The programme would be sustainable, and it could be added to the everyday practice if it could be developed with current
resources, with no need of new economic investments.” (Basque_Country_2_ccbt)
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Emerging topic and sources

Description (quotes are in italics)
“There are two funding streams: one option would be to apply externally for WG funding, the second option would be to apply for
internal funding through the form of a business case, and to see if we could release resources from a different part of the system.”
(Wales_2_ccbt)

“A bid for additional resources to maintain this going forward is being submitted to the integrated medium term plan for the
health board.” (Wales_3_ccbt)
“With a minimum set of resources and with time slots organised and scheduled in the agenda, it is feasible to continue with a
project like this.” (Aragón_1_ccbt1)
Lack of human and technological resources needed also to be taken into account.
“It would be necessary to get more professionals involved from the beginning of the project, even in the design of the whole
study, to also get more patients to participate.” (Basque_Country_2_ccbt)
“The involvement of GPs is important for the early detection of diseases and good care. It is possible to cure better if the GP is
fully part of the system of care.” (Treviso_1_ccbt)
“In order to have sustainable service, the main resource, the therapists, must be paid well. Because the therapists are responding
one-on-one to patients. So they must be paid well.” (Turkey_1_ccbt)
“The technical infrastructure of our system should be improved.” (Turkey_1_ccbt)

A.4.3

Economic sustainability

Emerging topic

Description (quotes are in italics)

Building a business case
Reported in 22 quotations
in 6 locations: Aragón,
Badalona, Basque Country
Piemonte, Treviso, Wales.

Participants mentioned some economic reasons that built a business case. They stated that the interventions had not been
expensive, seemed efficient, and could be absorbed in the daily wok of the institution.
“We do not have other tools. The tools we have used are not expensive, they are sustainable, and they do not overload the
system.” (Aragón_1_ccbt)
“The infrastructure is very cheap to maintain because cCBT is a web-service.” (Badalona_1_ccbt)
“There is no need to add extra resources besides those that already exist to maintain this programme.” (Basque_Country_1_ccbt)
“I believe it can be perfectly absorbed in your daily agenda, you don't need more time with the patient ..., no, I believe in this
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Emerging topic

Description (quotes are in italics)
regard nothing entailing more expenses has to be rescheduled.” (Basque_Country_1_ccbt)
Some participants considered that the continuity of services was guaranteed in their sites.
“Funding strategies are currently in place for sustaining cCBT service in practice.” (Piemonte_1_ccbt)
“There is a business case for the continuation of cCBT as the Health Board is keen to maintain the momentum already made by
the project, and have since invested in a specialist CBT practitioner.” (Wales_3_ccbt)
“Yes, we’re very keen to maintain the momentum made so far in this project.” (Wales_3_ccbt)

No business case
Reported in 5 quotations in
3 locations: Aragón, Basque
Country, Treviso.

Some participants expressed doubts regarding the viability of building a business case at the moment due to lack of funding or
data. Specifically, data about effectiveness and acceptability by users and professionals were demanded.
“There are not enough data to be able to evaluate if there is a business case.” (Basque_Country_1_ccbt)
“I think we have very few patients and very few people involved.” (Basque_Country_1_ccbt)
“Maintaining the MasterMind protocol is not due to the direct resources to allocate, but rather how much it can become
effective, and how much this can be evident to the resource decision makers.” (Treviso_1_ccbt)
“Deciding to keep or not the MasterMind protocol is not a matter of cost, but is linked to the acceptability by users and
professionals.” (Treviso_2_ccbt)
“There are no funding instruments within the organisation. Some years ago, there was funding to facilitate some initiatives.”
(Aragón_1_ccbt)
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A.5

Domain 6: Organisational aspects

A.5.1

Perspectives on implementation (professionals)

Emerging topic

Description (quotes are in italics)

Access, referral, and treatment processes
Reported in 22 quotations
by 10 out of 11 focus groups
in:

Lack of time for professionals, need for resources.
“Lack of time is the key word.”
(1st focus group Galicia, Guided cCBT)

 Aragón: health care
professional (n=7);

“From the primary care point of view, I think the tool is very good, I’m certain about this, but the treatment of these patient
profiles implies time dedicated to them.”

 Badalona: psychologists /
psychiatrists (n=7);

(1st focus group Aragón, Guided cCBT)

 Basque Country:
psychologists (n=5,7);

(1st focus group Badalona, Guided cCBT)

 Estonia: physicians (n=9);
 Galicia: healthcare
professionals (n=6);
 Piemonte: doctors (n=11);
 Treviso: psychologists
(n=5);
 Turkey: therapists (n=3);
 Wales: therapists (n=5).

"There must be an incentive for both the patient and the professional in the early stages of the changing process."
“If these services impact positively on doctor’s case-load, this will facilitate hugely their adoption.”.
(1st focus group Piemonte, Guided cCBT)

Professionals stated that treatment should be initiated with face-to-face bonding, and then continue online. Follow-ups should be
performed with the information recorded from the tool.
“It's difficult to work with therapy like that on-line if you have no outside support from someone who structures, encourages you
to continue”. (1st focus group Basque, Guided cCBT)
“The goal is to use the programme as a support, and to have longer intervals of time between consultations”
(1st focus group Aragón, Guided cCBT)

The application must work correctly, and must be accessible immediately 24/7.
“It took us a long time to start, until passwords started and all that, and it's very frustrating”.
(2nd focus group Basque, Guided cCBT)

“All accessibility issues and having … a much easier access to programme.” (1st focus group Basque, Guided cCBT)
The lack of any face-to-face supervision was mentioned.
Professionals demanded that the tool should be accessible via tablet and phones.
“…I’d be really interested to know how the company itself have been in terms of is it upgraded? At what point will it be
Public
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Emerging topic

Description (quotes are in italics)
upgraded? At what point would it be on a tablet”
(1st focus group Wales, Unguided cCBT)

Technology
Reported in 9 quotations by
5 out of 11 focus groups in:
 Aragón: health care
professional (n=7);

Some professionals expressed the fear that they might start being replaced by technology.
cCBT is seen as another technological tool for health purposes, as they already use in daily work, such as computerised medical
history and electronic prescription. However, professionals often asked for ICT support due to access problems.
“Difficulty to access ICT.” (2nd focus group Basque, Guided cCBT)

 Badalona: psychologists /
psychiatrists (n=7);
 Basque Country:
psychologists (n=7);
 Galicia: healthcare
professionals (n=6);
 Treviso: psychologists
(n=5).
Information, training and education
Reported in 5 quotations by
3 out of 11 focus groups in:

Not all professionals have knowledge of CBT, and need therefore training.

 Badalona: psychologists /
psychiatrists (n=7);

“I have no sufficient skills as I could not find time to pass a full training.” (1st focus group Estonia, Guided cCBT)
“…whether it was clinician’s modality or you know they’ve got the understanding of CBT in the first instance, it’s a major factor. I
think that’s been one of the major barriers to this.”

 Estonia: physicians (n=9);

(1st focus group Wales, Unguided cCBT)

 Wales: therapists (n=5).
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Emerging topic

Description (quotes are in italics)

Collaboration and support
Reported in 7 quotations by
5 out of 11 focus groups in;
 Aragón: health care
professional (n=7);
 Badalona: psychologists /
psychiatrists (n=7);
 Basque Country:
psychologists (n=5);

Probable facilitators that were mentioned were technical support, technical equipment, previous training, and healthcare
professionals to perform additional follow-ups.
“Providing significant resources, in terms of money, rooms, number of health professionals.”
(1st focus group Piemonte, Guided cCBT)

“As well as the nurses who do a great job, we probably need mental healthcare professionals more closely, going to primary care
every now and then, to deal with the patient avalanche they have with these or other tools.”
(1st focus group Basque, Guided cCBT)

 Piemonte: doctors (n=11).
Rationales and the implementation process
Reported in 12 quotations
by 7 out of 11 focus groups
in:
 Aragón: health care
professional (n=7);
 Badalona: psychologists /
psychiatrists (n=7);
 Estonia: physicians (n=9);
 Piemonte: doctors (n=11);
 Treviso: psychologists
(n=5,7);

Government regulations are needed that support the implementation process. cCBT should be provided by registered healthcare
providers. The process needs to be affordable, in terms of money, rooms, number of health professionals.
One of the suggestions was to implement incentives to assist the implementation process.
"There must be an incentive for both the patient and the professional in the early stages of their changing process. "
(1st focus group Badalona, Guided cCBT)

Practitioners should be consulted prior to the implementation of the services. It was suggested that local institutions might be able
to promote the programme (e.g. municipalities, local authorities, associations). Also, meetings with the general population to
present the tool were suggested. Finally, stakeholders need to be introduced to the tool.
“Apart from the ICT, it’s important to involve the Municipality as well. It’s important to introduce the service, because this help to
become aware of it.”
(1st focus group Treviso, Guided cCBT)

 Wales: therapists (n=5).
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A.5.2

Leadership engagement (organisation)

Emerging topic

Description (quotes are in italics)

Commitment
Reported in 25 quotations in
10 out 13 interviews in:
 Aragón (n=1);
 Badalona (n=1);
 Basque Country (n=2);
 Estonia (n=1);
 Piemonte (n=1);
 Treviso (n=2);
 Wales (n=2).

First, the leaders acknowledged the importance of the programme; they involved and motivated the professionals to participate,
given the wide use of technology and the innovativeness of the study.
“We are very happy with this project because it is very innovative and we think it can help us a lot in care practice.”
(1st interview Aragón, Guided cCBT)

“We wish that this and other innovation projects continue, because it is very important to offer the patients any tool that might
be useful for them.” (1st interview Aragón, Guided cCBT)
“Leadership engagement is essential.” (1st interview Aragón, Guided cCBT)
“I spent quite a large amount of time and energy in encouraging my colleagues, I mentioned it at the meeting of unit managers,
and then we also went to several units to explain it.” (1st interview Basque, Guided cCBT)
Despite this, certain sites experienced certain problems.
“It is also true that at this time in our organisation, specifically when the project was proposed in 2015, we had just come about
as an integrated health care organisation, so maybe the timing wasn't the best for us to be on top of the project but, well ... that
was also a barrier for us in some way, because we were caught in the middle of many projects and situations, not as much for the
management but more for primary health care teams.” (Basque2)
Clinical and cost-effectiveness must be supported by scientific studies to keep up the commitment. However, not every practitioner
was happy to work with cCBT, since they did not have any experience with it before.
“The project can be seen as a possibility to create mutual interest, cultural habit in the relationship between general practitioners
and the Mental Health Care Department.” (1st interview Treviso, Guided cCBT)
“Overcoming the lone working method of general Practitioners. “
(2nd interview Treviso, Guided cCBT)

“… some practitioners out in the field who practice CBT face-to-face and (are) quite traditional have been quite reluctant to adopt
cCBT ,and what we’ve had is something of a culture.”
(2nd interview Wales, Unguided cCBT)

“…it’s that culture change in the teams that in some parts of the county have been quite difficult.” (2nd interview Wales, Unguided
cCBT)
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Emerging topic

Description (quotes are in italics)
cCBT has many potentials, such as reducing participants on the waiting list.
“As managers within the directorate, we are very supportive of cCBT because we can see the benefits for waiting list reduction,
for accessing patients who wouldn’t normally wish to attend face-to-face CBT or group work.” (2nd interview Wales, Unguided cCBT)
It seems that a key aspect of commitment is to involve professionals from the very beginning, and provide sufficient training.
“Once you involve professionals from the very beginning of the process, they feel the project is theirs, so this greatly improves the
change management process and the adoption of new technology.”
(1st interview Badalona, Guided cCBT + ccVC)

“Training courses, update and return sessions were organised, in particular for health professionals, during the entire life-cycle of
the project.” (1st interview Piemonte, Guided cCBT + ccVC)
“…they can see the benefit, we can see that it’s cost effective, that the clinical trials of it has been good.” (2nd interview Wales,
Unguided cCBT)

Decision making processes and rationale
Reported in 22 quotations in
10 out 13 interviews in:
 Aragón (n=1);
 Badalona (n=2);
 Basque (n=1);
 Estonia (n=1);
 Piemonte (n=2);
 Turkey (n=1);
 Wales (n=2).

“In this case it was top-down… it was Kronikgune who got in touch with management, and from management we encouraged it
until it was implemented.” (1st interview Basque, Guided cCBT)
Others reported a shared decision making process in which dialogue with the professionals was sought, and the approval of the
healthcare setting was needed to implement the new tool.
“We were involved in order to start the project, to explain it, to choose the people that have to implement it, to supervise its
implementation and evolution, and to provide support for any problem that could arise in the implementation.” (2nd interview
Badalona, Guided cCBT + ccVC)

“Well, the decision was mine to make, when we were introduced to the project, we made the managerial decision, but we had
professionals involved, i.e. we said 'we are interested in this project, are you ready to take part or not? Because if there is no
involvement ,we are not going to launch it'. This was more or less the dynamics we followed. We started with volunteers, this
wasn't a decision due to legal obligation.”
(2nd interview Basque, Guided cCBT)

However, in both cases, the early involvement of relevant stakeholders was reported to be key to facilitate implementation.
“These strategies are new for us, we see that they have a good future projection to be implemented … leadership support will
depend on the cost.” (1st interview Aragón, Guided cCBT)
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Implementation strategies
Reported in 22 quotations in
11 out 13 interviews in:
 Aragón (n=1);
 Badalona (n=1);
 Basque (n=2);
 Piemonte (n=2);
 Treviso (2);
 Turkey (n=1);
 Wales (n=2)

Various implementation strategies were mentioned by the different sites, such as an implementation group that periodically met to
report the results, and to analyse the problems and potential solutions.
Further implementation strategies included: training, dissemination; motivation and including this project in the strategy of the
local Health Service to improve the coordination with mental health services; giving professionals free hours; training,
replacements when they had to attend meetings; involving management staff, etc.
“It is important to organise specific training sessions, and especially to encourage people to be open to different cultural models
and to innovation.” (1st interview Piemonte, Guided cCBT + ccVC)
“Involve health professionals in the various phases of the project, providing them a regular update on the progress.”
(2nd interview Piemonte, Guided cCBT + ccVC)

“….we’ve used the mental health partnership, mental health committee of the board, it’s within our integrated medium term
plan.”
(2nd interview Wales, Guided cCBT + ccVC)

“The strategy we followed was to go and tell all unit managers; one of the targets of our strategy for 2016 was to improve
coordination with mental healthcare, and within that mental coordination we had included MasterMind as another job to be
done. Then we tried to have a professional in the project in all units, who would be involved and try to push it forward.” (1st
interview Basque, Guided cCBT)

“Professionals have been acknowledged, i.e, they received incentives to take part in the programme, recognising work,
facilitating training, facilitating replacement so they could attend training; and in this regard management was involved.” (2nd
interview Basque, Guided cCBT)

Raising awareness among health professionals to be part of a wide and innovative European project also seemed to be used to
motivate professionals.
“Raise awareness among health professionals to be part of a pilot project with European scope, funded by the EU and then with
the presence of other European countries. The project is innovative and ICT advanced from a technological point of view, and
thus it contributes to innovate also the organisation of the treatment.”
(1st interview Piemonte, Guided cCBT + ccVC)

However, certain barriers to implementation included: restricted time, resistance from GPs who are used to working
independently, and not by using tools such as cCBT.
“Healthcare professionals use the tools in their own time regular employment, extra time has not been provided for the
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treatment of patients with the services cCBT / ccVC.”
(2nd interview Piemonte, Guided cCBT + ccVC)

Finally, the importance of adequate support and advertisement was mentioned.
“The new projects and new services should be adequately supported and advertised.” (2nd interview Treviso, Guided cCBT)

A.5.3

Perspective on implementation (organisation)

(Emerging) Topics

Description

Needs and perspectives
Reported in 21 quotations
in 8 out 13 interviews in:

Different sites reported distinct needs and perspectives.
Some reported having made no previous experience regarding innovation in mental health.

 Aragón (n=1);

“We are starting, in mental health we still have a long way to go.”

 Badalona (n=2);

(1st interview Aragón, Guided cCBT)

 Basque Country (n=2);
 Piemonte (n=1);
 Turkey (n=1);
 Wales (n=1).

Professionals expected at first an increase in resources, because professionals need to spend extra time for training, but also for
the delivery itself. cCBT is expected to bring societal benefits in the long-term (less prevalence of depression), rather than benefits
for the organisation in the short term.
Facilitators that were reported are: support, training, constant information, extra time for new responsibilities. cCBT must be seen
as service that is delivered as standard at the clinic and not as something different.
“One barrier is how to fit the new technology into the daily routine. That’s why the clinical transformation office is so important,
because from there we are able to analyse indicators and measures objectives, and the performance before and after
deployment of the new solution; then we are able to better tailor or adapt our service provision.”
(1st interview Badalona, Guided cCBT + ccVC)

“We’ve made that flexible for the practitioner in the field, they have discretion within their job plans and within their clinics to
spend the time that’s necessary with the patient to support them with their cCBT.”
(2nd interview Wales, Unguided cCBT)

“First, it is the cultural (barrier), to use treatments and techniques that are unfamiliar, this is the most important barrier.”
(2nd interview Badalona, Guided cCBT + ccVC)

“Professionals have full-time dedication, and then they work those hours with some tools or others; it's true that they had all the
Public
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training and all that, and they were given time to attend. But no, there was no extra time to apply the tool.” (1st interview Basque,
Guided cCBT)

“And as facilitators, we also had the support of Kronikgune whenever we had to call them for training, they've always been
there.”
(2nd interview Basque, Guided cCBT)

Another issue that was mentioned was that some patients abandon the programme before finishing it, because they already feel
better.
“… and then I believe there is another factor that maybe hasn't been taken into account, that they are patients who when they
get a bit better, stop their appointments with the psychiatrist, the psychologist, and I think they also abandon these tools.” (1st
interview Basque, Guided cCBT)

Professionals seemed generally enthusiastic about the new tool.
“This study opens up new cultural and technological horizons.”
(2nd interview Piemonte, Guided cCBT + ccVC)

“While recognising a potential benefit, we have not yet a priority, but we believe in the future to broaden the experience and
continue the study.”
(2nd interview Piemonte, Guided cCBT + ccVC)

However, certain barriers might include: rurality, connectivity, lack of practitioner confidence in this format, cultural resistance, and
the restrictive compatibility of the programme on handheld devices such as iPads.
“…rurality of Powys and the ICT connectivity we have within the county, another is the platform – more and more people using
smart phones, iPads etc.” (2nd interview Wales, Unguided cCBT)
Implementation success
Reported in 26 quotations
in 10 out 13 interviews in:
 Aragón (n=1);
 Badalona (n=1);
 Basque (n=2);
 Estonia (n=1)

Public

Mainly reasons for the failure or success, and their characteristics, were reported at the various study sites, such as the application
not working, insufficient technical assistance, not enough professionals.
“From what they told me, the main difficulty was the tool. Therefore I believe it can't be like a contribution. I also think that this is
something we should at least learn that ICT tools, applications frequently fail.”
(1st interview Basque, Guided cCBT)

“Then they also told me that apart from the tool, they also find it difficult to contact the IT technician who had to respond to the
problems, and was also very poor.” (1st interview Basque, Guided cCBT)
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 Piemonte (n=1);

“Implementation wasn't completed satisfactorily due to all the problems we had.” (2nd interview Basque, Guided cCBT)
“We had a problem because the person leading this project who was most involved had a major family problem, and was forced
to step back for a while. This meant that the person who was going to facilitate the programme at the beginning turned this into
a barrier by not being available at the time.” (2nd interview Basque, Guided cCBT)
“Barriers were availability regarding the ICT program, the problems we've had have been a major hurdle, and that was the
greatest barrier which led to people abandoning the project. Another barrier is our situation, lack of substitutes, which made it
difficult to get organised. In the end it has meant work overload for centres providing patients, because we didn't have
substitutes to do it.” (2nd interview Basque, Guided cCBT)
Economic savings were not observed yet, since it is too early for such an observation, the professionals stated. However, the
professionals seemed certain that future savings will start as soon as cCBT is more universally implemented. Another professional
stated that he would not expect economic savings, but a better care for patients in need.

 Treviso (1);
 Turkey (n=1);
 Wales (n=2).

“…fewer appointments at the GPs etc. Fewer follow ups with the CPN, so I haven’t physically seen the evidence of that, but the
early information that I saw would certainly indicate that there has been some savings.”
(1st interview Wales, Unguided cCBT)

“I don’t see us making any savings in cCBT… I’d see us actually investing in cCBT as a preventative measure to stop peoples'
challenges escalating.”
(2nd interview Wales, Unguided cCBT)

However, the will to further try succeeding in the implementation is there.
“…the same would have happened to me, I would have approved it because I loved it, and as soon as I had any difficulties I would
have said look, improve it and then I'll try it.” (1st interview Basque, Guided cCBT)
Strategy, policy and priorities
Reported in 5 quotations in
4 out 13 interviews in:
 Basque (n=1);
 Estonia (n=1);
 Piemonte (n=1);
 Turkey (n=1).

Public

Studies involving various countries face different obstacles regarding policy details, such as not being able to spend extra time to
treat patients with cCBT/VC as it is considered a pilot study.
Professionals stated that it could be included in the guidelines for the treatment of depression as in other European countries
(NICE).
Finally, one of the sites reported their plans to make cCBT an entry level class offered to all students through the student
counselling centre with the aim of increasing quality of life.
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Commitment
Reported in 25 quotations
in 5 out 13 interviews in:
 Badalona (n=1);
 Basque (n=1);
 Piemonte (n=1)
 Wales (n=2).

Commitment to the project is very important. When professionals perceive themselves as part of the project, they work better as
they reported. Involvement of stakeholders, support from the director and management staff, is very important as well.
“Then we made an effort to train quite a few professionals who had to be given days off work; the organisation made an effort
because we believe in the project.” (1st interview Basque, Guided cCBT)
“We have provided all kind of facilities, in fact the data manager came from our organisation, and I believe it worked; she has
been dedicating at least one day a week to this and to facilitate the organisation, but the organisation was 100% committed
because we also believe in the project, although sometimes reality prevails.” (1st interview Basque, Guided cCBT)
“I see myself as taking a lead for this across Wales NHS … raising the profile and championing it, being clear about the priorities,
making sure we become more focused on the evidence and the understanding oo what makes a difference.” (2nd interview Wales,
Unguided cCBT)

Certain barriers for professionals committing to the tool were mentioned.
“During the study, there were some difficulties of a cultural nature (such as resistance to innovation) and of technological nature
for both the territorial coverage of the network (in the case of the ccVC) and for usability and limitations of the cCBT tool.” (1st
interview Piemonte, Guided cCBT + ccVC)

Some teams seem to be more committed to implement cCBT compared to others.
“It’s a key priority … at a team level … we’ve seen two similar teams, one embrace cCBT very enthusiastically, and another team
… has been much more reticent to take it on.” (2nd interview Wales, Unguided cCBT)
“….we’re still trying to change the culture of some of the teams to embrace new technologies.” (2nd interview Wales, Unguided
cCBT)

Guidelines and professional development
Reported in 3 quotations in
10 out 13 interviews in:
 Badalona (n=1);
 Wales (n=1).

Public

The MasterMind project offers professionals and study sites various incentives to support their development. For example: being
able to participate in an international project and gain new professional capacities, primary care centres receive economic
incentives depending on the recruitment targets achieved. This money has to be spent on research or learning purposes, such as
attending conferences or diplomas.
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Concrete activities
Reported in 9 quotations in
3 out 13 interviews in:
 Aragón (n=1);
 Basque (n=1);
 Piemonte (n=2).

The implementation must include coordinated work involving the whole team (GPs, psychologists, psychiatrists and nurses,
interchange of information, and transference of tasks).
“Our experience tells us that we have worked better once we have started to work collaboratively (in team).” (1st interview Aragón,
Guided cCBT)

The professionals received various incentives to participate: they were reinforced with free hours for compensation purposes, they
received training if needed.
“They were allowed to have the time off counted as labour deficit hours, I mean to say we worked out an estimate with them to
see how much this might entail and that was compensated.” (2nd interview Basque, Guided cCBT)
“Regarding facilitators … we have facilitated their travelling to receive training, we have always provided substitutes so they
could undergo that training as much as we could, we have compensated them, we have estimated the work hours which may be
involved to compensate professionals.” (2nd interview Basque, Guided cCBT)
Concrete activities that were suggested were increasing the actions to prevent mental disorders in the future.
“Ideally the treatment of mental disorders should be structured to be able to intercept the mental disorder onset before it
determines important relational distortions that lead to marginalisation of the patient. Therefore intercepting the first symptoms
of mental illness before it becomes disorder.”
(1st interview Piemonte, Guided cCBT + ccVC)

“Development of specific programmes, based on epidemiological data, in order to understand adequately the mental disorder
onset (age range 16-25 years, e.g. as it regards the psychosis.” (1st interview Piemonte, Guided cCBT + ccVC)
“Study and research programmes to better understand the causes of discomfort from not only a biological point of view, but also
for example from a social perspective: migration, ethnic-cultural integration, etc.”
(2nd interview Piemonte, Guided cCBT + ccVC)

Public
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Technology
Reported in 13 quotations
in 10 out 13 interviews in:
 Aragón (n=1);
 Badalona (n=1);
 Estonia (n=1)
 Treviso (2);
 Wales (n=2)

Technology contributes to ease work and therefore saves time.
“The need of technological resources that could make things less difficult.” (1st interview Aragón, Guided cCBT)
One of the challenges includes fitting the new services into clinicians’ daily routine.
“I would like to have online the psychotherapy programme in my clinic. Patients could be empowered, as they may choose what
therapy they want to receive. “ (1st interview Estonia, Guided cCBT)
The MasterMind project offers more treatment possibilities to patients. Also patients that are not willing to pay for psychotherapy
receive a possible alternative.
Facilitators are linked to the strong points of the protocol which stimulates the exchange between medical practitioners and
specialists, resulting in an increase in the GPs' competence as well as the collaboration. The MasterMind project, facilitating,
simplifying and developing competences, improves the possibilities of care. Another facilitator is the one linked to the use of
computer as a tool for both communication and support for appropriate routes (tutoring).
“MasterMind accelerates the possibility of shared information systems.”
(1st interview Treviso, Guided cCBT)

“In an ideal world healthcare will be widely computerised, perhaps with the risk of losing human contact.” (2nd interview Treviso,
Guided cCBT)

Finally, some of the barriers identified have been that some staff have been working in the health service a long time, and working
in a traditional way, and new modes of service can be challenging to adopt. Practitioners question whether it is safe, effective, and
whether service users will engage. Service users will need to be self-motivated, have choice, and find that mode of treatment
acceptable.
“in terms of many of us who have been working in healthcare services for a long time, have worked in a sort of traditional way …
new modes of service delivery are quite challenging at times for HCPs to adopt.”
(1st interview Wales, Unguided cCBT)

“…some of us old folk will go 'Oh I’m not sure about that' and this may be another one where we go 'Is it safe?', 'Does it work?',
'What if they don’t engage?'.” (1st interview Wales, Unguided cCBT)
“…So I think it's really the HCP motivation and grasp of it … the final thing would be about user acceptability, whether people who
are in need of support feel confident enough to use the computer.”
(1st interview Wales, Unguided cCBT)
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Resources
Reported in 14 quotations
in 7 out 13 interviews in:
 Aragón (n=1);
 Basque (n=2);
 Estonia (n=1);
 Piemonte (n=1);
 Treviso (1);
 Wales (n=1).

Resources are sparse, and an increase in resources would assist in the implementation of cCBT. These resources include: time,
human resources, and technological resources.
“Some patients lack technological resources.“
(1st interview Aragón, Guided cCBT)
“We do not have resources now to give that support.”
(1st interview Aragón, Guided cCBT)

“In mental health, we do not have many resources nor professionals.”
(1st interview Aragón, Guided cCBT)

“What can be done to simplify work and save time?”
(1st interview Aragón, Guided cCBT)

“Healthcare professionals are supported by dedicated personnel (two psychologists of MasterMind team) during the recruitment
and treatment. So the time to be reserved for healthcare is limited to the prescription stage.” (1st interview Piemonte, Guided cCBT +
ccVC)

“So if we can help people to think it’s a different delivery mode rather than an outpatient appointment, then we should be
allowing and seeing and enabling the healthcare professional to spend the time they need with that individual to encourage
them.” (1st interview Wales, Unguided cCBT)
In order to save resources from cCBT, the organisation first has to make an investment in it. At a later stage, when the
infrastructure exists, the organisation can expect fewer appointments for GPs and community psychiatric nurses.
“There’s a certain level of infrastructure you have to put in to get the internet CBT up and running.” (1st interview Wales, Unguided
cCBT)
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Domain 7: Socio-cultural, ethical and legal aspects
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Public image
Reported in 10 quotations
in 7 interviews in:
 Badalona (n=2);
 Basque Country (n=2);
 Piemonte (n=3);
 Turkey (n=1);
 Wales (n=2).

In general, interviewees indicated that implementing cCBT in routine care positively impacts the organisation and how the public
perceives the service provider. Internally, staff also indicated to be proud of being part of a leading organisation in the
deployment of these kinds of services in their respective regions.
“I think this is another further improvement, and I think this will improve the image.” (1st interview Basque Country, guided cCBT)
“Telemedicine in psychiatry demonstrates an ambition to innovate the healthcare practices, also with the support of advanced
equipment, particularly at a time with resources constraints due to the economic crisis of the western society.”
(1st interview Piemonte, guided cCBT)

Interviewees also indicated using the implementation outcomes to position themselves as leaders in the European market and
can act as a reference to other players.
“The implementation of cCBT helps the organisation, which is very proud of being one of the leaders in the deployment of this
kind of service in Catalonia, and wants to position itself as forerunner in the EU market.” (1st interview Badalona, guided cCBT)
“[…] then METU, as the first institution to establish this service, would have a stronger perception as a leader.”
(1st interview Turkey, guided cCBT)

“Any innovative project in mental health in Aragón is an important reference for the others.”
(1st interview Basque Country, guided cCBT)

One of the major reasons for the services’ contribution to the public image is to be able to provide more responsive services.
“Where we can have packages or episodes of care starting as close to possible after diagnosis ... that will help build the public
image of the Health Board as a responsive mental health provider.” (3rd interview Wales, unguided cCBT)
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