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Executive Summary

This document contains the fiheeport for WP7 (ccV@)videaconference for collaborative
cae and treatment of depression in the MasterMind project. It uses the approach based on
MAST methodology.

The MasterMind project aims to make high quality treatment for depression more widely
available for adults suffering from the illneisrough the useof ICT. A major cause of
morbidity worldwide, depression is characterised by its high incidence, social costend
proven clinical effectiveness of ICT in its treatment.

This report documents the status of the ccVC trials ateheéof the project. It has the same
structure as the final reports for work package 5 and 6.

The data in the report is based on both quantitative and qualitative data. The data provides

the possibilityto understand the meaning (qualitative) of the facts (qtitative) for both

patients, the healthcare professionals and organisations, and the interplay of all
stakeholders. Some of the data in the deliverable have been provided directly for the report,

while other dataveNB S E G NI O SR T NRddtabade &t Als@nd.iZhd @poea OSy i
includes lessons learnethdrecommendtions from all involved sites.

At the end of the project378patients have received treatment using ccVC or a combination
of ccVC and cCBT. Information on ®@3hese patients habeen uploaded to the database,
and has been part of the data analysis in tr@port. In addition, data on 196ealthcare
professionals involved in ccVCsHzeen uploaded to the database; tipiovided the basis for
background information abouthe profesgonals involved in the projectA number of
healthcare organisations have provided data on the organisatiaspects with respect to
ccVC.

Many of the pilot sites encountered problems that interfered with the recruitment of
participants with respect to V.CTheseproblems wee mainly related to implementation,
engaging healthcare professionalsthical approval, procurement activitieand the
technical solutions. All sites have worked hard to meet these challetisemost important
corrective actions haw been information and continuous training activities to make
professionals involved, and support for GPs in order to help and collaborate with them.

Overall, patients report a high perceived satisfaction with ¢@&/@ the service to be well
integrated The majority of the health professionals are satisfied with the services and would
use them again. 73% oprofessionad report that the service meets their needs in the
treatment of patients.

All sites hae experienced some kind of challenges with respecttVC during the process,
but also learnt some very valuable lessons for future work with impleatant and
sustainability of the VC service.

Some of the lessons learnt are:

9 Itis important to have a wefunctioning technical solution that meets the néds of
the patients and professional&ood network connections are needed.

1 Itisimportant to perform some laboratory testing before deploying the solution in real
life to avoid problems
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1 Itisimportant to have close contact and cooperation with the imgdlteam, including
physicians, nurses, GPs, technical staff and management.

1 Preparatory planning is essentiabgether with a clear development plan before
starting implementation.

i Staff and technicians must be sufficiently trained. Training sessioestitae, and
must be panned and scheduled carefully.

1 It is important to introduce patients and relatives to the technical solytemd to
support the patient in using it.

Informationfor patients and partners is a key issue.
National guidelinesire neeced e.g. with respect to law what is allowed and what is
required in the use of V@ith patients at home.

The resits from MasterMind demonstratéhat VC can be used as a tool in connection with
treatment of depressionand that eHealth solutions can be considered very well in the area
of mental health.
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Introduction

1.1

1.2

1.3

Purpose of this document

This document contains the final trial report for WHEcVC) videmonference for
collaborative care and treatment of depression in the MasterMind project. It uses the
approach based on MAST methodology. The document has the same audin®7.4
intermediate trialreport had, and includes data gathered frahe pilots and data from the
central database.

While the focus of WP7 and this reportdsVC, there is an inevitable overlap with cCBT
findings, particularly where VC is used with patients present.

Background

The MasterMind project aims to make high goatreatment for depression more widely
available for adults suffering from the illness by the use of ICT. A major cause of morbidity
worldwide, depression is characterised by its high incidence, social cost and proven clinical
effectiveness of ICT in itiieatment.

The goal is to assess through implementation at scale (more than 5.000 patient overall) the
impact of cCBT (computerised Cognitive Behavioural Therapy) and video conference for
collaborative care (ccVC) and treatment for depression across l@nEUAssociated
Countries.

WP7 aims to:

9 deploy at scale videoconference services and networks to support treatment of
depression in relevant setups, including collaborative care;

1 collect the values of the indicators specified by the assessment methodb&fgye,
during, and after the trials;

9 provide guidelines to identify profiles of professionals who may benefit the most from
the availability of videoconferencing and collaborative care.

12 partners from around Europe participatan WP7. The inclusion pied started in January
2015 and ended ultimo October 2016.

Structure of document

Chapter 2 describes the methodology, including study design, data management and analysis
plan.

Chapter3 contains information for MAST Domain 1: Health problem and chairsiits of
the application.

Chapter4 contains information for MAST Domain 2 and 3: Safety and clinical effectiveness.

Chapter5 contains information for MAST Domain 4: Patient and healthcare professional
perspectives.

Public
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Chapter6 contains information for MAST Domain 5: Economic aspects.

Chapter7 contains information for MAST Domain 6: Organisational aspects.

Chapter8 contains information for MAST Domain 7: Seamitiural, ethical and legal aspects.
Chapter 9 contains informath on the transferability assessment.

Chapter 10 contains the problems encountef®cpilots and lessons learned.

Chapter 11 contaisithe conclusions.

Annex 1 contains the local trial protocols. Training materials have already been presented in
D7.4 Annex.

1.4  Glossary
cCBT Computerised Cognitive Behavioural Therapy
ccvVC Video Conference for Collaborative Care and treatment of depression
CSsQ Client Satisfaction Questionnaire
FTE Full Time Equivalent
iCBT Internet based Cognitive Behavioural Therapy
ICT Information and Communication Technology
MAST Model for ASsessment of Telemedicine
VC Video Conference
SUS System Usability Scale
Public PagelOof 145 V2.0/ 12 June2017
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2. Methodology

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

2.1  Study design

To evaluate the 15 implementation projects, a nHdtvel and mixeemethods assessment
wasundertaken using a process and gest-post-test study design. The evaluation assabks

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 approachwas employed which provide a good understanding of what the
implementation projects have achieved (quantitative results), and how or why these
outcomes occurred (qualitative results). Using qualitative methods of data collection can also
provide a good insight into unintended consequences, and provide lessomsganiement

of both interventions and the implementatioand upscaling of future interventions in
routine practice.

The evaluation wa structured according to the Model for ASessment of Telemedicine
(MAST) in which seven highly interrelated domairese asessed:
9 Client and care profiles;
Safety of patients;
Clinicdchange in depressive symptoms;
Implementation related costs;
Patient and professional perspectives towards cCBT and ccVC;

Organisational aspects; and the broader

= =4 4 4 -4 -

Social, legal and ethical issurelated to employing cCBT and ciVutine 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 and ccVC
for treating depression in routinpractice.

2.¢2 adasSaa OKFy3aS 2F LI GASyGaqQ RSLINBaairgds .
in routine practice.

3. To assess the costs associated with implementation and-segke uptake of cCBT and
ccVC for treating depression in routine practice.

4, Toass@a LI GASyGaQ al ¥Side Ay (GSNya 2F GKSANI Y
ccVC in routine practice.
5. To assess the perceived satisfaction and perceived usability of cCBT amd: ccVC
1 Patients when treated for depression;
1 Healthcare professionals whereating patients suffering from depression;
1 Healthcare professionals when using ccVC in a collaborative care setting.

6. To identify the reach of cCBT and ccVC in routine practice through assessing general
patient characteristics.
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7. To identify how to implemencCBT and ccVC at a large scale in routine practice in
different care contexts.

Routine practice is our laboratory, thus the measurements should not interfere with the
object of our study. Therefore, the study outcomes will be based on data alreadyldeaila
routine care, such as information on the reduction of depressive symptoms. In addition, short
seltreport questionnairesare used to measure satisfaction with and usability of cCBT and
ccVC, as this information is not available in routine focus giaterviews with a limited
group of healthcare professionals; structured interviews with representatives from the
involved healthcare organisationgere undertaken to gain a better understanding of the
process that leads to implementation success or failu

The primary focal points of interest are reach, clinical effect, acceptability, appropriateness,
implementation costs, and sustainability of the interventions in practice.

The resulting summative evaluation providaluable insights into the factors that influence
the implementation and ugscaling of cCBT and ccVC in a variety of real political, social,
economic and clinical contexts. It provialénsight into the perspectives of involved
stakeholders, and resutin concrete recommendations for implementing and-sgaling
cCBT and ccVC for depression in different mental healthcare contexts.

Data management

To ensure a proper and timely statistical analysis of the collected datas essential that,
previously,each pilot site in the study assutdhe correct entry of all requested data
including all relevant quality controls. That way were able to fulfil the data analysis as
described in the next section within threquiredtime schedule and deadlines.

Each fot site in the study ensukthe 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. Tasdoeach pilot site
nominated a data manager.

Each pilot site uploast or exporedthe data to the central database (depending on the tool
chosen) on a monthly basis. Every month, pilot shied the opportunity to correct any
mistakes introduced in the prious months. The most relevant aspects to be cheokaé:

1 The number of valid participants included in the database.

1 The quality of the information entered (completeness, no missing data or erroneous
data), mainly in relation to the most relevant variab of the study.

9 Detect possible adverse effects of the intervention (mainly suicide attempts or
worsening of the patient's condition).

If any important mistake occurs, pilot sites communichtéth the coordination team.

In addition to the quality assuree carried out bypilot sites, Arsenal.IT (which wa
responsible for the central database) chedlkf the data uploadedvere in the correct format
according to the codebook, i.e. all mandatory indicators entered, no incorrect symbols
introduced, ranges ahe indicators respectecktc.

Public
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As a third layer of quality assurance, the evaluation team led by the scientific coordinators
wasin charge of monitoring whethahe data wa of good scientific quality, e.g. the option
2T & YA aaAiwadusddas liSaslpossibleand instruments wee monitored to
measure and provide data as intended.

Once data capturewvas completed, each pilot site fully recheckthe quality of the
information entered; if angrrors weae detected in the data entryr datawas foundmissing,
they correcedit prior to the statistical analysis.

2.3  Analysis plan

The analysi underwent the following three steps:

9 Step 1 Due to the strong heterogeneity amongst the participating sites in terms of
cCBT solutias recruitment procedures, anddalthcare systers, the analysi of the
gquantitative datawas of a descriptive nature. This was expectethd fits the study
design: summative evaluation. Frequency tables and scoring were used to observe
trends in the data. Univariate analysimsused toinvestigate potential associations
between variables.

1 Step 2 Through thematic content analysis, semantic units of meaning related to the
study objectiveswere identified inductively within the qualitative data, and then
coded and summarised in aggregateatrative tables.

1 Step 3 The results from step 1 and \Rere combined and observed for trends.
Quantitative datawere compared with the qualitative resultsand remarkable
observations described. The interpretatiovas of a descriptive nature in order to
preserve heterogeneity between levels and contexts of sites. Additionally, and where
possible, explorative statistical methodsre employed to investigate crosectional
relationships between levels (patients, healtine professionals and organisations),
care settings and, if possible, specific intervention characteristics.

Presentationof results and interpretations wgastructured in accordance with the MAST
domains. At patient level, data of all participamtgre induded in the analyses when they
were eligible and agregto receive treatment, regardless of whether the participant edd
their participation as intended. The reason for this is that information on e.g. complete
discontinuation of treatment or parts of ehtreatment provides valuable information on the
effectiveness of the implementation programme. As the focus of this study is on
implementation effectiveness, no data, or parts of the data missing, is core information for
the outcomes. Therefore, no imputan techniqueswvere 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 to the use of their data in the projod
c) of adult age

In general, no other exclusion criteria from data analysis have been used. For post treatment
analysis, patients have been excluded not providing pre treatment data. For the clinical
effectiveness and change analyses, cases have not been filteribé lIoyymber of sessions
completed; albrovided cases have been used.
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We used SPSR for the data analysis. The data has been divided into a core andatab

sets. The core data sets include all available data on patients, professionals and orgasisation
in order to report maximum data on the demographics with regard to the inclusion criteria
mentioned above. Additionally, for each analysis, asetdemographics tabrasreported

in order to indicate the difference in these sdhtasets from thecore data set.

For the clinical effectiveness measure, pr@nd post treatment total numbers and
percentages are depicted within peet categories (no symptoms, mild, moderate, severe or

very severe symptoms). For clinical change, the difference scores betivesa categories

have been calculated indicating the degree of change in theipgeli O (i Sd@MA S&3 d &
Ay 2y S Ol (tha ;eNRtient sy@dtoyhsiwere reduced by one severity category,

e.g. from very severe to severe depressive symptoms, sévenederate, moderate to mild

2N YATR (2 y2 agvyLwizvao ! OO2NRAyY A dwhosér NB R dzO (i
depressive symptom severity was reduced either from very severe to moderate, severe to
YAfTR 2NJ Y2RSNI GS (2 yROGABYELIN AKE Oy tinsmSMNI & RS (IR
who experiened a higher level of depressive symptom severity after treatment than before.

t I GASYy(iQa LISNOSAGBSR aldAaftrkOodAzy o6Fa YSI adzN
(CS@8Y). This version of the CSQ tains eight questions o® 2 Y & dz¥astdid) and is

easily scored by summing the individual item scores to produce a range of 8 to 32, wéh high

scores indicating greater gsfaction. The answer optiongiithe Likert scale linked to
approvalhave 8Sy O2Y0AYSR | & AYRAOL (AafaptiodslintBleINE @1 f £
OF1S3I2NE aéi ®RA Bl BIYINE &t S-©bhas Begn dén2 by exp&rSatiigé and

factor analysis. Being ordimensional, the measurement is equipped to provide a
homogeneougstimate of general satisfaction with services. In numesiudies,CS@ has

beenLINE #Sy (2 SEGNI OG0 LI GSydQa LISNBLISOGAGBS 27
YdzOK GKS 3JFAy 2F GNBFAGYSyd 2N 2dzid02YS0d I
perceived satisfaction was assessed with the Client Satisfaction Questionnaire8}CSQ
containing of the items 37, and 8 of CS®. These items are the empirically most salient

items of the meastement, and are used to provide a maximum amount efficiency in
200FAYyAy3 RIFEGFE® C2NJ GKS NBFRSNDRa 02y @SyAaSyo0oSs

tF0ASYydiQa YR KSIFfGK OFNB LINRPTFTS&aaA Bysterh Q& LIS N
Usability Scale (SB)$onsisting of ten items to facilitatthe evaluation of products such as

software and applications. The questionnaire was chosen becauspriégsentsthe gold

standard in the field of measuring system usability, it can easily be administered, is realisable

in small sample sizgand has ber proven to be a valid instrument (cite). The interpretation

can be complicated. When interpretingear inmind the scoring of the items (positive or
YySAtGABSO 2F GKS {! {® ¢2 Odcdred txtehch Questiok &e a O2 NB
convertedindividually, added together and then multiplied by 2.5 to convert thigioal

scores of @0 to 3100. Alhough the scores are-000, these are not percentages and should

be considered only in terms of their percentile ranking. Based on research, a@&8qual

1 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,-Z)719dstrument
reproduced with permission of C. Clifford Attkisson.

2 Brooke, J.: SUS: a "quick and dirty" usability scale. In: Usability Evaluation in Industryn; D@yt and
Francis, 1986.
Bangor, A., Kortum, P. T., & Miller, J. T. (2088)empirical evaluation of the system usability scale. Intl.
Journal of HumagComputer Interaction, 24(6), 57894.

3 https://www.usability.gov/howto-and-tools/methods/systemusabilityscale.html
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to or above a 68 would be considered above averagel anythingbelow 68 is below
average.

The data has beepresentedA y G 6t S F2NXI 0 6AGK (GKS KSfLI 27
with layout by the MasterMind partner Kronigune.

2.3.2 Cost analys: budget impact analyses

An economic evaluation, sometimes referred to as -@ftctiveness analysis, is defined as

GGKS O2YLI NYGA@GS Fyltfteara 2F FEOGSNYIFIGAGS O2c
GKSANI O2y aSldzSy OS a ¢). Thebelidzdryezofidinic $ualuakion equies n p

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 grougs this is out of the scope of the evalwati
framework design of the project. This precludesomparison between the interventions
under study and other treatment alternatives, preventing the full assessment of the cost
effectiveness of such interventions. The scope of the economic analysissi$ottused on
the implementation costs, the recunyg costs of the implemented cCBT service, dnel
potential savings derived from the use of the technologies under evaluation.

The economic analysisor budget impact analysj is based on responses to the
guestionnaires preceding the setructured interviews with healtbare organisations,
which includel a series of questions regarding implementation and maintenance chsts.
semistructure interviewsalsocollecied relevant views in terms of potentiahgings and a
potential business case for initiating and retaining the interventions according to dirextors
owners of the healthcare organisations participating in MasterMind.

The budget impact analyses contained the following three steps:

9 Estimate costef implementing interventionsThe overall implementation cost to the
healthcare organisation is estimated based on information on investment (86.2.1) and
recurring costs (86.2.2)as well as reimbursement modalities (86.2.3) and external
information on wnit costs for staff time.

9 Estimate cost of providing interventionBased orthe questionnaires preceding the
interviews with organisationsand information from questionnaires preceding
healthcareLINR F S & fbdugyolipstieQrecuring) cost of prowding cCBEervice
in practicewere estimated.

9 Estimate savingSCost savings are estimateédsed orgualitative data. The reason for
this is that sites indicatethey didnot have data that of sufficient quality to determine
savings caused by the implented services in comparison with existing care.
Therefore, the scale of potential savings is discussed.

2.3.3 Qualitative analysis

The qualitative analysi/as aligned to a constructivist understanding of the factors that
facilitate or hinder implementationby focusng on the opinions that groups of healthcare

4 Ref. Drummond, M.F. et al., 200@ethods for the Economic Evaluation of Health Care Programmes, Oxford
University Press.
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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

LI NI A OA LI va aDT SELSSRBYyOY SOSyiz 6KAOK [ fft264
of view and staying close to data (Neergaard et al. 2009).

Full details on the qualitative studies can be found in deliverable D3.1 (version 1.2) Scientific
study protocols and in Vis e al. {Vis:2015kw} 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 théollowing MAST domains:

2. Client Safety: reasons for stopping treatment.

4. Economic aspects: expected cost savings, business cases, and sustainability

5. Perspectives towards cCBT and ccCV: needs of the patient and the professional
6

. Organisational gwects: leadership and factors promoting or inhibiting
implementation

7. Social, legal and ethical aspects: issues with liability, benchmarking, and public image.

The gualitative study followed a twstepped 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 service 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 framewdrkConsolidated Framework for Implementation Bash
(CFIR) Measurements for Determining Innovation (MMREAIM and the Normalisation
Process Theory (NPWere used to deductively inform the initial themes. These frameworks
(MAST, CFIR, MIDI,-RE/) and theory (NPT) describe items and issues one should take into
account when considering, planning, executing and evaluating an implementation project.
Through iteative testing of the items in a pilot study, saturation of themes was achieved
inductively. Purposive sampling was appli@tle composition of the focus groups and
interviews is listed in the tab&below.

Tablel: Wave 2: focus grap discussions

Site Service discussed | Participants
Aragon ccVC Primary care practitioners and specialist therapists (n=4)
Guided cCBT Primary care practitioners, nurses, and specialist therapig
(n=7)
Badalona Guided cCBT GP, nurse, psychologist, Militector, psychiatrist (n=6)

5 https://www.ncbi.nlm.nih.gov/pubmed/22617736

5 https://implementationscience.biomedcentral.com/articles/10.1186/1788084-50

7 https://www.tno.nl/media/6077/fleuren_et_al_midi_measurement_instrument.pdf
8 https://ww.ncbi.nlm.nih.gov/pmc/articles/PMC1508772/

® http://journals.sagepub.com/doi/abs/0.1177/0038038509103208
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Site Service discussed | Participants
ccVvC Primary care practitioners and specialists (n=6)
Basque Guided ccVC Primary care practitioners (n=5)
Country 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)
Greenland | Not available
Piemonte Guided cCBT Primary care practitioners s, specialist therapists (n=11)
ccVC Primary care practitioners, specialist therapists (n=9)
Treviso Guided cCBT + ccV( Primary care practitioners, specialist therapists (n=5)
Guided cCBT + ccV{ Primary care practitioners, specialist therapists (n=7)
Turkey cCBT min. guidance Specialist therapists (n=3)
Wales Unguided cCBT Primary care practitionerg=5)
ccVC Clinicians (n=4)
Table2: Wave 2: semstructured interviews
Site Service discussed | Participants
Aragon Guided cCBT Coordinator mental healthcare unit
ccVC Coordinator IT and Innovation
Badalona Guided cCBT + ccV( Director Innovation, research, and ICT
Guided cCBT + ccV( Medical officer
Basque Guided cCBT Regional Director of integration
Country Guided cCBT Regional Director of integration (different region)
Estonia Guided cCBT Head of GPs centre
Galicia Not available; corrupt data file
Greenland | Not available
Piemonte Guided cCBT + ccV( Director of mental health department
Guided cCBT + ccV{ Director of mental health unit
Treviso Guided cCBT Director of department of mental health
Guided cCBT Directorof social services
Turkey cCBT min. guidance Project manager
Wales ccVC Consultant psychiatrist, clinical director
Guided cCBT Chief Executive Officer
Guided cCBT Assistant director mental health services
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Table3: Collaborative care facilitated by Videoconferencing: focus group discussions

Site Service discussed Participants
Aragon ccvVC Primary care practitioners and specialist therapists (n=4
Badalona ccVvC Primary care practitioners and specialists (n=6)
Denmark Guided cCBT + VC | Specialist psychologists (n=2)
ccVC (for elderly) Out-patient nurse; operation manager (n=2)
Germany Guided cCBT + VC | Specialist therapists (n=8)
Guided cCBT + VC | Specialist therapists (n=4)
The Blended cCBT + VC | Specialist therapists (n=8)
Netherlands| 5,0 jed cCBT + VC | Specialist therapists (n=7)
Norway Unguided cCBT + cc\ GP, psychologists, IT engineer (n=4)
Unguided cCBT + cc\ Middle-managers in psychiatry (n=4)
Unguided cCBT + cc\| GP (n=2)
Piemonte ccVC Primarycare practitioners, specialist therapists (n=9)
Treviso Guided cCBT + ccVC| Primary care practitioners, specialist therapists (n=5)
Guided cCBT + ccVC| Primary care practitioners, specialist therapists (n=7)
Wales ccVC Clinicians (n=4)

* Norway conductedhree focus groupinterviewsbut did not adhere to the field guide. However, where

possible, information was extracted and used in the analyses.

Table4: Collaborative care facilitated by Videoconferencingemistructured interviews

Netherlands

Site Service discussed Participants

Arago6n ccVC Coordinator IT and Innovation

Badalona Guided cCBT + ccVC| Director Innovation, research, and ICT
Guided cCBT + ccVC| Medical officer

Denmark ccvVC Senior nurse, head alepartment

The Blended cCBT + VC | Project manager / policy adviser

Blended cCBT + VC

eHealth project leader / manager basic care

Piemonte

Guided cCBT + ccVC

Primary care practitioners s, specialist therapists (n=11

Guided cCBT + ccVC

Primary care practitioners, specialist therapists (n=9)

Credibility and validitywere ensured through cross verification (i.e. triangulation) of the
outcomes of the various methods. This took place in three ways:

1 Betweenhealthcare professionalsndtherapists/ referrers: confirmative research of
the CS@EB and SUS guestionnaires thatmedministered to healthcare professionals.

1 Betweenhealthcare professionandteam leaders: confirmative research of the GSQ
3 and SUS questionnaires thagre adninistered to healthcare professionals.
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1 Between healthcare professionals and healthcare organisation ulepef
management: confirmative research of the focus groups with professionals and team
leaders.

Preceding the focugroup discussions and sestrudured 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 developead interviewers and focus
group facilitators were trained in a twday workshop. Pleasseedeliverable D3.1 Generic
Study Protocofor more information on the data collection procedures.

The analysisonsisted of two distinct steps:
1 Step 1: Thematic content analysis.

1 Step 2: Theratic 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 MAB domains. The reports delivered by the sites were split, and
categorised in accordance with the wave the sites were activénitombination with the
service evaluated (i.e. cCBT + ¢adf€cVC only). The reports contained summary statements
from the interviewer, and transcribed and translatednfo English) quotes from the audio
tapes supporting the summary statements.

The process of calg and categorisation of data wastructured according to the following
four steps:

1. The reports were read to obtaian 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 egprisation, the data was reviewed for coherence and
reallocated if discrepancies were found.

Coding and categorisation was done in the qualitative data analysis application ATLAS.ti.
2.3.3.2 Step 2: Thematic analysis

Analysis otombined datawasof a descriptive nature in order to preserve heterogeneity
between the levels and contexts of sites. For each (type of) interview, avtableonstructed

with the final categorisations from step 1, a summary description of the findings, and a
descriptionof the sources (site, focus group or interview, participartts} isincluded inthe
results section below

The descriptions of findings, data collection processes and participants were created by using
narrative summaries in the form of simple destiops of disaggregated data in tabular
formatl®. These narrative summaries are included in the presentation of the results for the

10 DixonWoods, AgarwalJones, Young, & Sutton, 2005
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corresponding MAST domainafter which they are included in the interpretative step
described in step 3 of the overall anadgsplan.
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Domain 1:Health problem and characteristics of the
application

3.1

3.2

3.2.1

Introduction

Domain 1 addresses the health problem, description of involved pilot sites and interventions
and general characteristics of the patient, healthcare professional, andnisa&ons
involved. It result 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, employmetit,) andhealth status. The profiles of

the healthcare professionals include demographic information as well as professional
experience in the field of mental healthcare and with the services. The organisational profiles
include information in terms of age and size

Data for this domain will be mainly of a quantitative nature, and is used to answer the
following questions from the project objectivesbjective #1: To identify barriers and
facilitators that influences the implementation of cCBT and ccVC for tredépgession in
routine practice; objectivé®6: To assess who receives cCBT and ccVC in routine practice; and
objective#7: To assess the transferability of implementation and up scaling of cCBT and ccVC
in routine practice in different care contexts. Thetiments used to collect the data include
Routine Outcome Measurements (ROM), the treatment platforms, and online
guestionnaires.

The quantitative data retrieved from the trial sites will be enriched with qualitative
descriptions of the epidemiological &kth problem in the regions and an overview of the
mental health systems currently active. This will enable drawing conclusions in terms of the
reach of the implemented intervention for the given healthcare context.

Results

Prevalence of @pressive disorde

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 countrigsDepressive disorders can lead to reduced quality of life,
impaired social and personatlationships and disturbed professionaifé. 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 ,iariehe

course is often recurreft. Depressive disorders artherefore associated with substantial
economic and societal costs, such as cost of treatment, loss of work productivity,
absenteeism, early retirement, and premature de&th

Despite the availability of effective treatments, the number of people that abjtuakeive
treatment for depressive disders is not optimal. Care utitifon rates for adults with

11 World Health Organization 2008; Mathers & Loncar 2006
12 Bijl & Ravelli 2000; Barney et al. 2006; Titov 2011)
13 Farari et al. 2013; Wittchen et al. 2011; Gustavsson et al. 2011)
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depression range from 35% to 45% in higher income countri€&iggested barriers that
contribute to these low rates includéear of or perceived stigmatidion's; lack d adequately
trained therapistsand the costs associated with healthcare delivenlso the often moneo
diagnostic nature of interventions available might limit treatment options for patients with
mixed symptoms the relatively high comorbity among psychological disordersr
interpersonal differences in patierits

Tableb below gives an estimate of the eligible patients for each region. This is based on local
and national prevalence and palation of the target regions.

Table5: Eligibke patients for each region

Region Number of | Applicable (local) inclusion and exclusion criteria for ccVC
eligible patients
Denmark 36,000 Local Danish definitions of unipolar depression and adaptation
reaction with diagnosis codes DF32.9 and DB3-43.9.
Wales 10,614 1. Must suffer with mild/moderate depression and/or anxiety.
2. Age 18+.

3. Willingness to be practive in their treatment recovery with
use of technology.

4. Willingness for diagnosis / condition details to be shared wit|
anotherhealthcare professional / specialist.

5. Must NOT have active suicidal ideation.

Netherlands 41,192 The inclusion criteria for the patient are:

w Is 18 years or older.

w Has a primary diagnosis of depressive disorder.

w Has access to internet, anngail address, and a computer.
9 wHas given an (electronic) informed consent.

Germany 35,068 Inclusion criteria:
w Primary diagnosis of depression (mild, moderate or severe
w Indication for CBT.
w Indication of shorterm outpatient CBT.
w Motivation for cCBT.
w Thepatient is insured with a participating health insurance
company.
Exclusion Criteria:
w Patient with high suicidal ideas or plans.
w Patients with psychotic symptoms or addiction.

w Patients with eating disorder, personality disorder etc. whig
should be the fous of therapy.

14 Andrews et al. 2001; Spijker et al. 2001

15 Hengatner:2012, VanVoorhees:2012

16 Kazdin & Blase 2011; Wittchen et al. 2011
17 Emmekamp:2013, VanVoorhees:2012

Public Page22 of 145 V2.0/ 12 June2017



D7.6Final pilot evaluation

Region Number of | Applicable (local) inclusion and exclusion criteria for ccVC
eligible patients
Norway 3,500 Depressed.
Age 18+.
Informed consent.
No or stable medication.
Aragon 4,297 Patients with depressive disorders living in rural areas located
from the Mental Health Care Units.
Basque 39,404 Patients (with mild omoderate depression) receiving cCBT, the
Country most complex cases will be eligible to be part of ccVC.
Galicia 101424 Age 18+.
Not suicidal.
Assessed as depressed.
Badalona 25,105 Age 18+.
Not suicidal.
Assessed as depressed.
Treviso 8,000 Eligibility:Adult patients, with symptoms of mild, moderate or
severe depression.
Piemonte 21,600 tFd0ASydiQa o6l1arxd L¢ (y2z2eftSRIG
/ tablet and should know how to use it for ccVC purposes.
t NBaSyOS 27F Ly SNJo&ationO2 @S NI 3
Presence of mild to moderate depression.
Consent to participate.
Important: for the first two issues, the ASL TO3 MasterMind te
can provide concrete and reliable support, i.e. by providing
LYGSNYySaG O2yySOGAz2y I ysR i dzi?2
Greenland 5,600 We can reach all of the inhabitants in Greenland, as AHP is th

national healthcare provider and is present in all populated arg
through VC at health centres.

3.2.2 Currentmental healthcaresettingstargeting depression

The majority of persons with a mild or moderate depressive disorder receive treatment in
primary care settings, mostlfrom GPs, by means of antidepressants and less by brief

psychotherapeutic interventions. Patients suffering from more severe depressgeddrs

are often referred to specialised mental healthcare services where treatment consists of
medication, psychotbrapy or a combination of both For specialised care, there is an

overall trend in Europe to replace inpatient by outpatient care in slised mental health

centres, and treat depression if appropriate in the community in primary care settings.

However, the rates differ considerably between EU countries.

18 Cuijpers et al., 201Z uijpers, van Straten, Andersson, & van Oppen, 2008b; Wittchen et al., 2011
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We have gathered descriptions of the local mental healthcare services for depremsstbn,
how the pilots fit into this.

Denmark

A regional council of publicly elected representatives governs the mental healthcare system
in RSD. Health insurance in Denmark is publicly funded. The primary healthcare sector
comprises the GPs, who are the fipoint of contact and also serve a gatekeeper function.
GPs can refer patients to a practising psychologist or psychiatrist within the primary sector,
or to the mental health services in the secondary sector in the Region of Southern Denmark.
It has depaiments and functions across the region's 12,000? kmsouthern Denmark.
Approximately 3,000 employees work in the hospital, which covers both community
psychiatry and hospital psychiatry.

Departments and functions cover general psychiatry, child addlescent psychiatry,
geronto-psychiatry, forensic psychiatry, psychiatric emergency rooms, psychiatric
information centres, and centres for survivors of trauma and torture.

In the Danish MasterMind pilotVCwas used to diagnose, monitor, and treat unigo
depression in older adults (70+ years). VC includes the use of video as a communication tool
in an integrated intersectorial collaboration between patients, psychiatrists, and nurses.
Video conferencevasapplied as an active communication toolthre course of treatment
between the following groups / situations:

Assessment, referral,
Nurse Psychiatrist adjustment of medicine,
treatment, replace / reduce
visits, increased contact,

Psychiatrist Patient handling acute situations.
Assessmenteferral,
Nurse + adjustment of medicine,

Psychiatrist treatment, replace / reduce

visits, increased contact,
handling acute situations.

Patient

Assessment, referral, acute
Nurse problems, supervision,
increased contact.

A

Psychiatrist

Figurel: Denmark: ccVC treatment process

The individual course of treatment and the use of video conferamee planned in close
collaboration between the patient and the psychiatrist / nurse; it presupposeat
appointments and treatmets using video conferenagere agreed in advance to the extent
possible.

Patientswere included from two groups.
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1 Intervention group 1Patients referred to gerontopsychiatric team (GPT) by hospital
or GP for the purpose of referral and assessment. Patigate included consecutively
after referral to GPT.

9 Intervention group 2All patients in conventional treatment wishing to participate in
the intervention were offered inclusion. Here, conventional treatment means the
courses of treatment taking place without the use of video conference, but in close
collaboration between nurses from GPT, psychiatrists, and GPs.

Video conference waapplied to the same exteri both groups. Patientsvere included
from GPT in Fredericia and Esbjerg, Region of Southern Denmark, respectively.

Wales

Powys covers % landmass of Wales, but only has 4.5% of the population (132,000 people
approximately) making it the most sparsely pigted 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.

We piloted VC with the Crisis Team in the north of Powys which supports aijppatedy
65,000 people. The patiesa with a healthcare professional from the Crisis Team at their
local Health Board site, and theggedVCwith the consultant psychiatrist based at another
Health Board site.

Figure2 shows how the VC system werk

MasterMind VC Request Process

MHTSCRHT
At PTHA Site

GRJCN

Pllot Approach

Cors ultant Payehiatrist

Powys THE
Skype for Business

Figure2: Powys: VC system process

By applying this model we hogé¢o achieve:
1 Reduced waiting times for patients needing to see a consultardhpatyist.

1 Reduced travel time for healthcare professionals.
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Reduced travel costs for healthcare professionals.

T wSRdzZOSR W5SIFR ¢AYSQ O6GAYS aLISyd UGN @SttAy
professionals.

9 Easier access to services for patientBawys.

1 Provision of a more patient centred care at the home where possible.
3.2.2.3 Netherlands

Within the Netherlands, the mental healthcare system is organised at three levels.

1) The first level is the GP, who functions as a gatekeeper for all assignmentspatieny
first consults his GP. The GP can prescribe medication and/or refer the patient to a nurse
practitioner trained in the field of mental healthcare (POH GGZ). All GPs have the
possibility to contract an smouse nurse practitioner. They deliver treggnd short term
faceto-face, online or blended treatment directed to seffanagement and
empowerment of the patient.

2) The second level is called basic mental healthcare (bGGZ): patients requiring mental
healthcare for relatively mild to moderate symptoitbogy (single diagnosis); patients
with sufficiently treated chronic disorders existing for longer than two years, and who
are at low risk, are treated in the basic mental healthcare. Patients are treated by
psychologists and specialised nurses with pecotted treatment such as CBT (Cognitive
Behavioural Therapy), EMDR (Eye Movement Desensitisation and Reprocessing), IPT
(Interpersonal Psycho Therapy), PST (Problem Solving Treatment) or relapse prevention
programmes. Treatment is delivered fatmeface, @ in a blended form. Psychiatrists and
specialised nurses offer medication monitoring and treatment. The treatment protocols
in basic mental healthcare are offered in time limited formats. Depending on the
severity of the symptoms, four levels can be digtiished: short (maximum 300
minutes), middle (450 minutes), intensive (750 minutes) or chronic (750 minutes each
year). Basic healthcare is offered by mental healthcare organisations and by
independent therapists.

3) The third level is the specialised mentalalthcare (sGGZ): in the case of more severe /
complex psychopathology, patients are referred to specialised mental healthcare
(outpatient clinics) for more intensive treatment. Treatment is delivered by
multidisciplinary teams consisting of clinical gsglogists, psychiatrists, specialised
therapists such as occupational therapists or motoric therapists, and specialised mental
health nurses. Most treatment is offered fate-face or blended. For severe mentally ill
patients (SMI), who are (sefniindependently living with guidance from mental
healthcare, video conferencing is starting to find its way into regular treatment
programmes. When the patient is in crisis and psychopathology is so severe that the
patient is in danger of selfeglect and/or harmrig himself/others (due to e.g. severe
depression, suicidal tendency or psychosis), the patient can be referred from an
outpatient clinic setting to an inpatient clinic.

As described in our local protocol, we explored the possibility of integrating VGein th
treatment of elderly (thisvascarried out at our outpatient clinic for elderly), and VC as part
of cCBT treatment for adult patients in sGGZ (tascarried out at our outpatient clinic for
adult depression), with the goal of further lowering the telhmlds for treatment for people
who have dfficulties reaching the clinic.
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Not all people with a depression seek and get help in bGGZ and SGGZ. Until 2013, there were
only two levels of care for mental health problems: primary care and secondary cas It w
found that only half to two thirds of the persons with a depression ask for professionaf.help
When people first visit their GP, after diagnosis, the majority of people with a depression (in
2008: 85%) stay in care at the general pra¢fice@esearch ém the Netherlands also showed

that in 20072009, 41% of the people with a depression visited their GP because of their
symptoms®. About 5% of patients who are referred by the GP are referred to mental
healthcare within primary care (private practices)d 10% are referred to secondary c&re

For MasterMind, we recruit patients from this 15% who are referred. Probably in the last few
years this referral rate is somewhat lower, as more general practices are able to deliver
mental health interventions byheir POHGGZ.

This would mean that of the total numbers of depressed patients in the recruitment area of
Mastermind in the Netherlands, it is estimated that-80%% go to their GP (0,5 x
28.654=14.327). Of them, 15% may be referred to basic or speciatisathl healthcare
(2.149). In all areas, the sites that participate in Mastermind are not the only providers of
mental healthcare in that region. For example, at the site of GGZ inGeest in Amstelveen,
there are only about 6@0 patients referred for depission treatment per year.

The patient flow within the mental healthcare system is showRigure3.

20 sessions
Blended CBT
treatment &

Diagnosis complex

severedepression -
rindication CBT
(possibly combined
with medication)

specialistic mental health
care

video contact

Diagnosis mild moderate 8 - 13 sessions
depression-> indication CBT Blended CBT
(middle 495 minutesand treatment
intensive 750 minutes)

basic mental health care

Symptoms of Medication and/or

depression, burnout, short (online)

no diagnosis treatment. No online
CBT

Figure3: Patient flow in mental healtitare system in the Netherlands

19 Cuijpers, 2011; Wieren, 2010
20 Achterberg, 2010

2! Nemesis2, De Graaf et al, 2012
22 Verhaak2011b
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3.2.2.4 Aragon, Spain

3.2.2.5

Aragon is a region located in the nomfast of Spain; it has a population of 1.3 million
inhabitants, half of them living in the capital city (Zaragoza). Some of the areas in the region
(especially those locatefar from the big towns) have a very dispersed and old population.

The SALUD (Sério Aragonés de SaludAragonHealthcare Service) is the public provider of
healthcare services for the whole region, and the only provider of healthcare services for the
vast majority of the population. It includes primary, specialised, sbeaith and mental
healthcare. The SALUD is divided into eight sectors, which are in charge of the provision of
healthcare services to the population living in them. Each sector hdsaat a general
hospital, which includes the ipatient resources and specialised care consultations. Primary
care is organised around healthcare centres. There are also local healthcare offices located
in the smallest villages, which are visited onoseek by primary care teams. There are 12
public hospitals, 118 healthcare centres and 847 healthcare offices. There is a shared EHR for
all the healthcare professionals in the region, so the clinicians from both primary and
specialised care can share thegvant information related to patients.

Barbastro Healthcare area is one of the eight sectors that make up the SALUD. There is a
general hospital in Barbastro that hosts the specialised care services for the sector. There is
also a mental healthcare urat Monzon, which is one of the biggest towns in the area. Many
patients from the Pyrenees, and also from other remote areas, must travel to Barbastro
Hospital to attend specialists' consultations.

The ccVC pilatook place in the Lafortunada Healthcare Arewvhich is one of the areas
included in the Barbastro healthcare sector. Its healthcare centre is located in Lafortunada,
a small town in the Pyrenees located 74 kms from the hospital. This area includes 1.360
inhabitants, living in five villages and 18rhlets (smaller administrative population units).
Due to the lack of a good communications infrastructure and to the limited public transport
network in this area, the attendance at specialist consultations becomes quite troublesome
for its inhabitants. Té primary care teams have very close relationships with the people
living in the area.

The Lafortunada Healthcare Centre is the first site included in the Mastermind ccVC pilot.
Besides the generic challenges (empowering the GPs in the treatment of nieyakh
pathologies, to promote a closer relation between GPs and specialists, to reduce the number
of consultations addressed to the Mental Healthcare Unit, and to improve the quality of the
service provided), there are two goals that dpglto this spedic context: to reduce overall
travel, and to improve accessibility to healthcare services (promotion of equity between rural
and urban areas).

Basque Country, Spain

The Basque Country implemext collaborative care between GP and specialist. GPs and
specalists organiseé regular videoconferences to analyse and discuss complex case
management, a non faem-face clinical session, within the group of patients receiving cCBT.
Complex patients present the following characteristics:

9 Existence of relevant psyetiiic or medical relevant comorbidity. This will be
identified in the first interview with the healthcare professional assessing his/her
inclusion in the cCBT programme.
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9 Observed worsening during treatment, in the results of the tools used to measure the
severity of his/her depression. (PHQ9: 20 or more;EBDI30 or more).

1 Appearance of suicide risk during cCBT. This will be assessed with item 9 of PHQ9 and
BDi21.

1 Increase in the demand for care.

The technological solution for ccM@sLync Server, an inteal communication system that

was already in use for many other purposes within the Basque Public Health Service, such as
sending messages and administering corporate inbox. It includes instant messaging (IM),
voice over IP (VolP) améeb conferencing both within the organisation and externally.

tKA&a adaeaidiSy OFly o6S O0OOSaa o6& | t/ AYyaiARS hatl
up of the PCs connected to an internal network.

27 healthcare professionalgere involved in ccVC the Basque Country:

1 23 GPs: The main persons responsible for the management of the patient, they use
ccVC when a complex case is identified within the pool of patients treated with cCBT.
They then use ccVC when advice is needed to manage these palibeisagree a
schedule to followup these cases via ccVC. Additional teleconferences can be set up
outside the schedule whenever the GP finds it necessary.

9 Four psychiatrists and psychologists: Theyconsulted by GPs when a complex case
is identified. ey provide advice and followp. They act reactively to the demand for
advice made by GPs.

Eighthealthcare organisationsere involved in ccVC in the Basque Country:

1 Three mental health organisations:
- MHO Araba.
-  MHO Gipuzkoa.
- MHO Bizkaia.

9 Five integrate care organisations:
- ICO Donostialdea.
- ICO Araba
- ICO EzkerraldeBnkarterriCruces
- ICO Barrualde Galdakao
- ICO Uribe

3.2.2.6 Galicia, Spain

SERGAS (Galician Health Service) is the public healthcare provider in the region; 95% of
2.700.000 Galician population isvewed by the public primary and specialised care network
in Galicia.

The main resources consist of seven hospitals trusts with tertiary care services, and rural
hospitals with secondary care services. Another 460 primary centres complete the network

of hedthcare facilities in the Region. 38.000 professionals (including 11.000 nurses and 9.000
physicians, both GPs and secondary care specialists) work at SERGAS, which is considered the
biggest organisation in Galicia.
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'y F@SNFY3IS 27F on arporaledizyirRd thiedast M0 yaarsdopdwide Aeyr O
models, based in the introduction of technologies and tools to support organisational
changes: electronic health record system, named IANkfBegcription or digital imaging
provide successful experiencésat have provided and are currently providing benefits for
quality and sustainability of health services.

The healthcare ICT network connects all primary care and secondary care centres. This allows
connection to the same electronic health record systeamAtLL healthcare professionals,
sharing online the same information. Complete access to primary care information is
available online from any hospital, as is also hospital information from any care centre.

Telehealth services are mainly implemented by dftline model, where GPs request
diagnosis and treatment consultations with clinicians at hospitals. More than 10.000
teleconsultations are performed in several areas.

The use of videoconferencing for various purposes in the healthcare sector is alsg in us
based on the Health Data Network infrastructure. Videoconference system has been
available since 2010 for communication among professionals, connecting GP, secondary and
tertiary centres.

The Region is currently focusing on establishing integratiosotdal care systems, e.g. at
physically and mentally handicapped residences, and to psychiatric institutions, thus
expanding the electronic communication flow among all relevant parties.

In the Mastermind context, at the beginning GPs from primary carepagdhiatrists from

area of Corufia were included, becauseware implementing an integrated depression care
process. In this process, a specialist consultant is created, whose objectives are to improve
the coordination between primary care and secondaaye¢ and standardise care protocols

for depressives disorders. SERGAS uses videoconference as collaborative care between
specialist and GP to facilitate interaction and to give support to the GP in the treatment of
depressive patients.

Catalonia, Spain

Catalonia is one of the 17 Autonomous Commiasjtwith a population of roughly 7 million
inhabitants. This region has full competences in health services, as part of the decentralised
Spanish health system. The Catalan government (Generalitat de Cafghasy@developed its

own organisational model based on the historical evolution of the Catalan health system. The
Department of Health (DSGC) is thigmate official authority for the definition, planning and
development of healthcare services in Catalo®arvei Catala de la Salut (CATSALUT) acts as
a purchaser of services and guarantees quality conrbile a network of public and private
organisations preides the healthcare services.

The Catalan Health system, as defined by Health Plan for Cata@irii2015, comprises 451
primary care centres, 831 local healthcare centres, 96 acute care hospitals, 96 social health
centres, 158 mental health centres (for adults and children/teenagers), and 42 centres for
inpatient mental health care. The system igj@nised withinsevenhealth regions divided

into 56 health sectors and 369 basic health areas.
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Figure4: The Catalan Health system

The Health Plan for Catalonia 262Q15 mentions thaB0% of these resources are directly
owned by the government (through the ICS, National Health Institute, the biggest provider
in Catalonia), while foundations, mutuals and other private poofit authorities own the
remaining 70%. This situation has fimied the separation of functions (purchasing
providing) of the Catalandalth care modelwhere CATSALUT acts as a purchaser of health
care services based on harmonised agreements and tenders from private and public
providers

Within this context, thés SLIF NI YSy 4 2F 1 SFHEfGK 2F /G f2yAlF
Plan for Catalonia 20 n mp ¢ & (i Nlihteé tansoRnatibnypill@snine lines of

action, and 32 strategic projects, which constittithe roadmap for the health sgem until

2015 Health Plan for Catalonia 202015 envisaged three very significant challenges: (1)

the continuously ageing population (the number of people over 65 years of age will increase

by over 200,000 during the next 10 years); (2) worsening habits and lifegtre in every

two Catalans is overweight); and (3) the increasing incidence of chronic diseases (in 2010,

34% of Catalans stated that they suffered from at least one chronic disorder).

CNF YATF2NNIGAZ2Y LIAfEFN LL @¢ Nlenfaafmz atdessibilyz y 2 F
FYR &l ¥Sideé 2F KSIfGKOINBE AYyGSNBSydGA2ya¢ Lidzia
GKS /Fartry 1SFHEGUGK aeadsSy dzaiAy3a tAyS w dGazN
contains six major principles: (1) A populatioesed approach focused on all peopleom

the healthy patient with or without risk factors, to those that have a disestsy stage of
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LINPANBAAA2YT OHO ! OAGAT SyaQ NeBtS Ay o0SAyS3
strengthening of professional irdgiive; (4) A comprehensive healthcare model; (5) The use

of new technologies and (6) an intarinisterial collaboration. This strategy is carried out in

six major projects:

Implementation of integrated clinical processes for 10 diseases.
Fostering of healt protection and promotion programmes and disease prevention.

9 Fostering of selfesponsibility of patients and caregivers with regard to their own
health and the promotion of seliealing.

1 Development of healthcare alternatives within the framework of anpeehensive
system.

1 Deployment of regional programmes for complex chronic patient care.

1 Implementation of programmes for the rational use of medicines.

All these major projects reflect the need to define interventions and organise the services
based on poplation stratification and a proactive, integrated approach. The Catalan Ministry

of Health and the Ministry of Social Welfare and Family have created the Chronicity
Prevention and Care Programme (PPAC), which should enable health and social sectors to
work together in managing chronicity. Chronicity is an evolutionary process linked to the
natural course of diseases, with certain initial stages that may be asymptomatic and a
progression that can bring about acute care episodes, complications, amdidmdity until

0KS SyR 2F (KS LISNaz2yQa fAFTSo

3.2.2.8 Treviso, Italy

In most cases, a patient suffering from depressive disorders usually refers to the GP, who
builds an initial assessment and decides, based on the severity of the disease, if the patient
can be manageyhimself, or sends the patient directly to the mental health department for

a focused intervention. The clinicians (GPs and specialists) do not have any kind of contact or
sharing of clinical information, and the patient goes independently to the merdaltin

centre with a prescription for a specialist visits. The patient can also refer autonomously to
the mental health district, where he/she receives the specialist evaluation that, depending
on the clinical situation, can assign management of the patiethe mental health centre

or to the GP.

In this context, Local Health Authority n. 9, Treviso, in the Veneto Region, has implemented
a new model of integrated care with the aim to improve the collaborative care between
primary and secondary care, anddove patients the necessary support in the management

of their disease. The new model includes two services: the videoconference tool with the
possibility to share the information of the patient, and the inclusion of cCBT treatment in
routine care, with vhich the patients can monitor their own mood and follow the everyday
activities suggested, helping them to manage their own depression and contribute to recover
it.

The videoconference tool is used by the GP to ask for support from the specialists, sharing
the symptoms and the situation of his patients, and to define better follow up together. To
permit the real integration of care, th&erritorial Information System Isabeen integrated

with primary care, giving GPs the possibility to see the past clinisi@ry of the patient at
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any time, and to have the necessary background to decide on better follow up, providing a
new integrated relationship between primary and secondary care.

Primary Care

MH specialist

-

T

Patients 4
| -

GP

e |

MH specialist -_LJ g MH specialist

Mental Health Department

3.2.2.9

Figure5: Treviso: CCVC service

Through thevideoconference service, LHA N.9 provides to GPs the possibility for continuous
education in the identification of this kind of problem, and a continuous-gadfrade of
competence to manage these kinds of patients, through discussion and sharing ardiffer
cases with specialists. The purpose of the regular GPs training is to give GPs the certainty to
choose, from the first contact, the most suitable clinical pathway.

The follow up of these patients Iasat most three months, after which the patiens
followed, related to the pathwagecided

The new care model is applied to about 30 professional and a target of 200 patients followed
for three months or more, to monitor the impact of their improved management and care,
in term of organisational efficicy and clinical integration between different settings.

Piedmont, Italy

In Italy, the National Health System has a public nature, and provides health services through
[20Ff 1 SIfGK | dZziK2NARGASE o601 ff SR dedmdn§y RS
a northwest region of Italy (its area population is nearly 4.500.000), there are 13 ASL.

ASL TO3, partner of the MasterMind project, is located in Piedmont; ASL p@atjmm area
is about 600.000.

Overall, the psychiatric seices of ASL TQBat about 9000 caseper year. They receive
about 3000 new cases every year, with an estimated proportion of depressive disorders of
around 1520%.

Over the years, a specific pathway has been developed for the assessment and treatment of
people suffeing from depression. This pathway encompasses an assessment stage of the
patients in the Mental Health Outpatient Services (11 distributed in the territory of the ASL
TO3); 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 facilitiéh (40 beds in

total, and an average length of stay of around 36 days).

In the last few years, the 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
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currently difficult to provide adequate therapeutic treatment to such a large number of
patients with traditional approaches (e.g. fateface psychotherapy), especially as the
number of patients with depressive disorders is expected to increase satifién the next
decade$. Thus, the introduction in the territory of an increased use ofuiteoconference
system for clinical monitoring (as implied by the MasterMind pilot) allows reaching and
monitoring a proportion of patients with mild to moderatkepression. More precisely, in all

the Mental Health Outpatient Services, hardware and software devices have been dedicated
to the use of ccVC (a personal computer, Internet connection, headset and webcam, and the
software Easymeeting©). In addition, a mber of tablets have been acquired and
distributed to the project team leaders and GPs invohadhwingthem all to be connected

to each other when needed.

All of the patients undergoing ccVC are also being treated with the cCBT tool
iFightDepression. @ LJA OF f LI GASy G Qa aFt26¢ Ay 2dzNJ dzy A
shown inFigure6.

cCBT: iFightDepression®

6 to 9 clinical modules
ccVC: EasyMeeting® | (about one per week): 6 core modules
and 2 additional modules
At least two ccVC sessions for each patient:

« Two weeks from the beginning of the study
« 10 weeks from patient’s inclusion

Figure6: Piedmont: Treatment flow
3.2.2.10 Germany

In Germay, being insured with a health insurer is mandatory. The German system is a dual
system where health insurance is provided by a) competingtfor-profit, non
I2PSNYYSyidlt KSHfGK AyadaNIyOS FdzyRa OFff SR
insurance sheme (SHI), or b) voluntary substitutive private health insurance (PHI).

Within the German healthcare system, outpatient and ambulatory care fulfils a central role:

except for emergencies, GPs and outpatient specialists operating in private practi¢cks are

first contact point for a patient. Regional associations, which every GP or specialist has to be

' YSYOSN) 2F3 yS3I204AF3GS AYRAGARAzZ f O2y (NI O 3
healthcare requirementsGPs and outpatient specialists ahen reimbursed on a fedor-

23 World Health Organéaion, 2001
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service basis with a uniform fee schedule negotiated individually between the fund and the
physician.

Inpatient treatment in clinics represents a third of the financial burden of the German
healthcare system. Inpatient treatment in Geany can be divided into clinical inpatient
treatment and rehabilitation. Inpatient is always subordinate to outpatient treatment, and
outpatient physicians have to refer the patient to inpatient treatment. In 2013, there were
1.996 acute clinics with 50@6 beds. There is a reduction in acute beds in Germany, and a
shift to more specialised outpatient treatment. Clinics operate within the federal states in
Germany (mostly university hospitals), while municipalities play a role in public health
activities and own about half of hospital beds. Private practices play an increasing role in the
German healthcare system and today hold a majority of acute clinics. The German law for
clinic funding regulates a dualistic financing system of acute care: investmetst aes
funded by means of taxation, while operating costs are funded by health insurance
companies.

Within the healthcare systa, the German MasterMind trial vedocated within both inand
out-patient settings, coopeting with both SHIs and PHls.

The thee interventions offered by the Schoen clinic, a privateutacclinic for
psychosomatics, we planned to cover different aspects within patient care.

‘ Inpatient ‘
‘ freatment
Day Relapse-
‘ ” Hospital Prevention
Outpatient stay
‘ . Therapy
Outpatient
‘ diagnostics
Self-Help
I Prevention

Figure7: Germany: Stepped care model of healthcare in MasterMind trial

Symptom

Time

Within the stepped care approach to patient care, the German MasterMind trial offers 1)

guided and unguided prevention and skHlp intervention through Get.On Mood Enhancer
(ProMind) as a first step, then 2) outpatient diagnostics and the option for a subseque
internet-andvideed 8 SR 2dzi LI G§ASyd GNBIFGYSYyld a5SLINBaaA
an increase in symptom severity can find easy access to acute treatment Hopgi@iing)

day clinc or acute hospitaland 3) the internet and videebased Rkpse Prevention
programme after inpatient treatment. Patients can enter at any stage.

Within the healthcare system, the German MasterMind offer is funded by one major SHI and
one PHI. The infrastructure is located in an acute inpatient setting, whileghdce can be
considered as outpatient treatment. This intersection allows for the provision of holistic care.

3.2.2.11 Norway

The Norwegian MasterMind system covers 34.000 inhabitants, 11 municipalities and 42 GSs
serving in a list care system (please see D3idysprotocol for details). The specialist care
system is a district mental health centre and a university hospital.

Public Page35of 145 V2.0/ 12 June2017



D7.6Final pilot evaluation

The guiding principles in the Norwegian MasterMind service are that the system should be:
1 Integrated into the normal healthcare system, oty &2l yRERD

9 Based on a stepped care approach from-gelp with GP involvement to increasing
involvement of specialised healthcare workers.

Highly flexible to allow the GPs to work within their normal routines.

1 A learning healthcare system that promote®operation across administrative
borders.

9 Economically beneficial for GPs.

9 Efficient to focus the specialist healthcare system on patients that cannot receive
sufficient treatment in the primary healthcare system.

1 A'tool to reduce waiting lists by bettand faster visits by patients to the right level of
care.

1 A system to relieve constant lack of specialists in the remote areas of Northern
Norway.

NST triel to achieve these goals by integratimgernet basedcognitive behavioural therapy
(iCBT) and ccM@to the normal patient care system.

Figure8 below shows the complexity of patient flows through the system. One of many
patient flows couldbe as follows. A patietrtries selfhelp ICBT at home. The patient realises

that she or he needs more help, and contacts the GP. The patient and GP together try assisted
selthelp where the GP motites the patient to work with theG@BT. This is not enough, and

the GP increasethe assistance by offering more motivational consultations, typically a
consultaton between each module in th€BT programme. If that does not work, the GP
may offer therapeutic consultations or ask for ccVC from a psychologist in the specialist
healthcae. The GP and patient in the GP's office participate together with the psychologist
in therapeutic consultations, typically six consultations, but this will be decided jointly
between the three parties.

Seifhelp  GP + patient GP+pt +spec. Pt.+specalist Pt. inclinic  Internal communication

Video District
clinic and
Home mm-on Pt. h central hospital
page 4 :me Disgnostic
l |

screening by

Screemng Duognou Specisiet

I’ 8
Depressed
6 c no

i ICBT | Policlinic

ICBT treatment \ Video District
—— Admittance clinic and central
/ e Waiting list r hospital

r/atniton attrition I—’ ICBT
’

Lo /annition

No follow up T f wpby Vo and |
a7 video pasiatut

Disch

Flow chart of the Norwegian plan for the CIP MASTERMIND project
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Figure8: Patient flow inthe Norwegian MasterMind project

If this does not work, specialist healthcare takes over, and the patient is cared for in the
policlinic. After an initial consultation at the policlinic where the patient meets the therapist
faceto-face, the patient is déred ccVC with or without cCBT or ICBT.

The patient and GP can also ask for assistance on therapeutic or diagnostic problems using
ccVC with psychologists or psychiatrists. If the patient is very ill, ccVC can be used for the GP
and patient to consult sgrialist healthcare personnel to form a plan for the optimal acute
treatment. Finally, district psychiatric wards will be able to consult the university clinics on
individual patients using video links. Should GPs choose not to use the system, theycan ref
patients in the usual way, risking longer waiting lists. ccVC can also be used at the policlinic
to treat patients from the waiting list. GPs in Norway are paid to conduct structured
therapeutic consultations and take part in joint consultations witthest healthcare
personnel as long as each session does last longer than approximately 35 minutes.

3.2.2.12 Greenland

The strategic reasons for implementing videoconferencing technologseshiat the Agency

of Health and Prevention (AHP) can meet its objectiyera¥iding the same services for the
entire population, wherever in Greenland they live. It can be difficult to live up to, but rapid
technological development can help AHP to previdchnical solutions that offer new
opportunities to link the healthcareystem togetherso that AHP can offer specialised help
where it is most needed.

AHP aims to improve the offer for psychiatric patients and staff in psychiatry outside Nuuk
through improving opportunities for interviews, assessments and monitoring of treatm

and long term training through the use of telehealth in the communication between the
psychiatric unit of Nuuk and coastal hospitals, health centres, nursing stations and other
partners.

AHP is part of the Department of Health, which is Greenlandiselkigauthority in health.
AHP is directed towards health promotion and prevention, and is implementing several
projects in both health and dental care.

AHP MasterMind is based in Nuuk, at Queen Ingrid Hospital (DIH), which is a modern national
hospital wit a high professional level and a good working environment. The hospital has 182
beds, a patient hotel, and surgery facilities.

In every district of Greenlanthere is also a major treatment facility, either in the form of a
health centre or a hospital HE smaller settlements are visited by health staff from the larger
clinics several times a year.

The treatment centres, both in Nuuk and in the regions, thus encompass everything from
ward to healthcare and psychiatry, and general medical consultatianedfment is not
possible in Greenland, the patients are transferred to a partner in Denmark or Iceland.

The local health centres have different systenpessibilities:

1 Bigger health centres have videoconference equipment like the main hospital in Nuuk.
They have a broadband connection. There is usually a videoconference room where
the patient can be.
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1 Smaller health centres have ordinary PC equipment which have a broadband
connection. There the patient will ba an office that is suitable.

1 The smalleshealth centres have telemedicine equipment, which is an advanced PC
system that can also be used for medical examinations (Pipaluk). The system has a
satellite connection. The equipment is located in a room that is used for physical
examination.

Interventionsimplemented inWP7 inMasterMind

The aim ofWP7 in MasterMindvas to assess the impact of video conference services and
networks applied in relevant setups, including collaborative care and direct treatment, in the
treatment of depression whilgroviding patients with high quality treatment in their
immediate environment. The project agdto develop clinical pathways for the use of video
conference in treatment for depression based on the relevant applications and setups across
the trial sites.Many European countries have already invested in VC equipment and
infrastructure. h the project, this investment w&ato be further capitalised on through
greater use.

By use of video conference services andaweks, the course of treatment vgacarried otl

as a cooperation between different healthcare providers. By implementing video conference
services and networks in the treatment of depression, including collaborative care, this
intervention aimedto ensure the appropriate balance between specialisatiod proximity

in order to provide the best care and treatment possible. Further, the useleb\ionference

in this context wa to result in a more efficient utilisation of specialist resources, and serve
as a learning experience, e.g. for the GP, who banefit from experiencing how the
specialist deals with the patient.

Video conference services and networkgere used to treat patients and improve
collaborative care between healthcare professionals, as well as to facilitate sharing of
competence betwer healthcare workers.

With video conference services amaktworks, we refer to the technical infrastructure,
security measures, and the procedures, guidelines, and etenpes needed to operate and
use the videoconferencing technology to the benefit ofatiag depressive disorders.

The pilotawere classified into the following groups, depending on their focus. Note that there
is some overlap of pilot sites between groups, as some pilots implesdeseteral different
solutions.

1 Group A is treatment for depssion facilitated by video conference between
specialists and/or GPs / other healthcare professionals without the patient. The
purpose of these meetings can be that the specialist guides other healthcare
professionals in the use of cCBT, or thatthey tbeS NJ I aaS&aa | LI GA Sy
plan treatment, etc.

1 Group B is treatment for depression facilitated by video conference between specialist
and GP with the patient present. The purpose of the meeting is to provide specialist
support directly at the morant of treatment.

1 Group C is followp or outpatient care of the patient at home. In this case, the
healthcare worker communicates with the patient, who is at home. The healthcare
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worker can be either a GP, specialist, or other healthcare professionahdgjeon
the location. This can be as a follaw to cCBT treatment, fage-face treatment, etc.

1 Group D is acute care. This is a video conference from the acute ward to a specialist.
Together with the patient, they make a plan for the patient, e.g. dediddmission is
necessary. By reducing unnecessary admissions, we save both resources in the
healthcare system, and avoid an extra burden on the patient.

Table6 shows to which group(s) the different pilots belong:

Table6: Pilot grouping in WP7

Group | Pilots

A NSTRSD, AHP, ULSS9, PHB, ASL TO3, OSAKIDETZA, SERGAS, SA
B NST, BSA, AHP, PHB, ASL TO3, SERGAS

C NST, SCHOEN, GiG, ASL SAI3,D, RSD, BSA

D NST, ASL TO3

A short service description for each pilot follows.
NST

NSThas worked tointegrate nternet based cognitive behavioural therapy{CBT) and
videoconferencing as part of a holistic, stepped care integrated system for diggaond
treatment of mental and psychosocial problems in the municipalities in South Troms in
Northern Norway.NST have useWCto treat patients at home. A team consisting of a
psychologist and psychiatrist have had video meetingith GP officesto achieve
collaborative care.

RSD

The interventiorhasconsised of an enhanced collaboration between psychiatric nurses and
psychiatrists in Esbjerg and Frederica, and in some cases between psychiatrist and general
practice / municiplities. Psychiatric nges haveconduced cognitive therapy, psycho
education and assessment of symptoms. The services were selected from a model based on
clinical guidelines fothe treatment of depressionPatients wereoffered an account on a
standard nternet chat serviceJabber) so that they can communicate with the psychiatric
nurse.

BSA

The VC system wasused at the Primary Care Centres managed by BSA to organise
communication between GPs and specialists (psychiatrists) at the hospital. At BSA, the GPs
dealk with patients impaired by mild and moderate depression, while the specialists in

charge of treating patients with severe depression.

GPs werable to schedule visits with the patient and with the psychiatrist in a diary where
both GP and specialist must lavailable. The idea is that the specialist deals with the

situation while the GP is learning. The patient feels safer without having to move to the
hospital, which would imply being treated by other healthcare professionals and starting
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again to explain ta personal history and symptoms (a situation not particularly helpful in
depression).

AHP

The Agency of Health and Prevention (AH&)used Microsoft Lync (8/pe for business)
based video consultations. The intervention corsidtan enhanced collaboratn through

VC within the different AHP health centres and health workers in Greenland, thereby
enhancing inteiprofessional communications; access to different health professionals
enables collaborative care.

The location of the treatment folhie patient s at a local healttare facility; a local psychiatric
nurse / assistant organis¢he use of VC for the patient. The treatment is CBT for depression.
GPs / psychiatristare consulted about the use of pharmacotherapy for a combined
treatment (CBT and pharacotherapy) when necessary. A structured management plan has
been developed to use the treatment.

CBT for depressiohasbeen provided by a psychologist, who also assesses symptoms for
depressionPatient followrupshave been scheduledfter treatment. Aneher collaborative

part refers to the supervision of the psychologist by an experienced CBT psychologist through
VC.

ULSS N.9

ULSS NBasworkedto improve theVCsystem to create a collaborative care service between
GPs and specialists, focused on themurt of communication and information sharing to
improve the quality of care. ULSS K& also usd VCto discuss and agree patient's needs

in a variety of involved health structures of the organisation (i.e. acute ward, community
service, GP and psychiatrists). In order to improve assessment, diagnosis and therapy for
patients, LHA N.9 has createdetwork andclinicaldata sharindbetween GPs and specialists
through the Medical Health Record andCservice The purpose igarly detectionof the
diseasegffective treatment from the first acceds primary care, and an improvement of

the follow up supporfor diagnosis and planning of treatment.

Schon Klinik

Therehasbeen a combination of outpatient treatment provided by videoconference and
cCBT elements. Two patient groupesvebeen targeted with the treatment: clients in rural
areas as an alternativto faceto-face psychotherapyand inpatients who do not have
outpatient treatment following inpatient treatment as an alternadi to outpatient
psychotherapy.

The patient is at home using his own computer anywhere in Germany, while the therapist is
a clinicemployee in Bad Arolsen. The sessibage been regular outpatient CBT care with

the only difference that client and therapist are not in the same room, and that the client can
also use cCBT sessions, mainly as "homework".

GiG

GiGhas workedto useVCwithin their cCBT protocol. The use of videsreplacael some
faceto-face sessions in their blended protocol in order to further lower the threshold for
treatment.
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PHB

VChasfacilitated communication between specialist and Crisis Teams and/or Community
Mental Health Teams with the patient also present, or within the specialist teams in order to
ensure the best outcome for patients with more complex needs within the range of mild to
moderate depression. It may involve the patient in primary care or at amredtive Health
Board site.

ASL TO3

VChas been made available for GPs so that they were able to get online support from
specialists, with or without patients present, as needed. The same equipment has been made
F@FAtlofS 4G LI GA Swpatiznds tofget M Séch with thesdSchofs Whed 2 | £ f
needed (e.g. to monitor treatment, as well as to monitor the cCBT course if the patient is also
receiving it). Finally, the equipment has been made available for both acute andqast

care.

Osakidetza

The Basque Country has decided to use the first modality of video, collaborative care
between GP and specialist. GPs and specidlistsorganisel regular videoconferences to
analyse and discuss complex case managnt. VChasbeen used as a non faem-face
clinical session. In addition, €lfavebeen able to contact the specialist by videoconference

in order to ask specific questions or resolve doubts, so his/her decision making capacity
increases. Specialistgvealso contacéd the GP when he needs a general overview of the
patient’s health status or social context.

SERGAS

SERGAS initially us¥Cas collaborative care between spegaland GP. After the service
wasintroduced and accepted by the health professionals, video robdd collaborative care
also includd patients where necessary.

SALUD

SALUDas workedo facilitate interaction between GPs and specialists from the mental care
area. The main goal of these teleconsultation activitiesto give support, feedback and
training to GPs, especially in the health centres located in remote awaisasalso ben
used to complement the cCBT pilots at different stages, fordeldce or teleconsultation

for diagnosis and followp.

3.2.4 Recruitment andreach of MasterMind services

In total 878 patients are included in the project covering both cCBT and @@3&patients
have received treatment using ccVC or a combinatiorcéfand cCBT. Information on 769
of these patients has been uploaded to the database, and has been pae data analysis
in this report.
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Reach is defined as the absolute numlgggportion, and representativeness of individuals
who are willing to participate in a given interventfénin this document, reacts reported

by:
a) prevalenceof depression in targeakegion;
b) potentially eligilbe patients to receive services
c) patients who are tegeted by recruitment strategy;
d) patients to whom the srvices are offered,;
e) patients who are recruited;
f) patientswho completed treatmentand
g) reach (as in percent participatingdivided by b]).

The followingtable describe this information for the twelve WP7 sites with maximal
accuracy. Due to the ddfences in healtbare systems and trial sites, a more thorough
comparisorhas not been attempted

In total, reach (here definedsathe number of recruited patients divided by the number of
eligible patients in the specific taggregion) between 0.0% and 2% has been reported.
This huge difference can only be partially be explained by the presenedteohative
treatments and trerefore needs further exploration.Table7 shows the reach of the WP7
pilots.

24 Glasgow RE, Vogt TM, Boles §Maluating the public health impact of health promotion interventions: The
REAIM framework. Am J Public Health 1999, 89:X3327
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Region
Denmark [Netherlandgd Germany| Norway | Basque | Wales Aragon | Badalona| Galicia | Piemonte| Treviso |Greenland
Country
Prevalence oflepression in 1.116 5,2% 35.068 10% 18% 8% 4% 10,6% 4% 10% 2% 10%
target region (A)
Potentially eligible patients to 117 41,192 44.000 3.500 39.404 10.614 4.297 25105 | 10142 | 21.600 8000 5.600
receive services (B) 4
Patients whom are targeted b 117 41,192 643 3.500 1.107 10.614 55 8000 1.334 1188 200 5.600
recruitment strategy (C)
Patients to whom the services 117 6 268 34 200 8 24 1500 122 400 200 30
are offered (D)
Patients who are recruited (E) 19 6 205 28 182 8 24 204 91 67 200 30
Patientswho completed 13 1 28 23 8 24 79 12 50 151 30
treatment (F)
Reach %oparticipating 16% 0,01% 0,5% 0,8% 0,5% 0,01% 0,6% 0,8% 0,1% 0,3% 2,5% 0,5%
[participants/digible])
3.2.5 Demographic characteristics of patients (core)

In total, 769patients have been registered in WP7, Se&ble8. Some have received direct treatment over video conference, while others have had their

cases discussed between healdine professionals as part of collaborative care. For some of the paitiemb have not received direct treatment, some
demographic data is missing. The demographic dataissing for the Norwegian pilot5 of the 28 Norwegian patients received direct treatment, while
the restwere part of collaborative care. The number ofjistered patients at each site varies a lot, fréme in Netherlands aneightin Wales, to 210 in
Treviso and 2361 GermanyQOther findings include:

1 The mean age of the patiem&as50 years. Denmark has the highest mean age at 76 years, since thejavgeng an elderly population.

1 646% of the patients are female
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1 39.9% of the patients have secondary educatiahjle 40,36 have higher education
1 58.9% of the patients are employed.
1 40.5% of the patients had been referred to the service by @P%, bypsychologists9,9% by psychiatrists, ands2o by other healtbare workers.

1 57.2% of patient use antilepressants

Table8: Demographic characteristics of patients (core)

Region
Denmark Netherlands Germany Norwa| Basque | Wales | Aragon [Badalong Galicia | Piemonte| Treviso |Greenland  Total
y Country
Samplen 18 5 236 | 28 12 8 25 78 54 67 210 28 769
Age years: mean (SD) 76 (6) 39 (10 46 (12) - 43 (14) | 48 (17)| 60 (17)| 46 (12)| 55(18) | 49 (14) | 46 (13)| 41 (13) 50 (17)
Gender:n (%)
Male 6 87 ] - : 29 15 28 78 6 262
333%) ° (36,.9%) 2 (16,7%)) 4 (50%)) 7 (28K) | 37 205)| (27.8%)| (41.8%) | (37.126)| (22.2%) | (35,8%)
Female 12 NEEE 10 18 49 39 39 132 21 478
66,7%)| 2 100%) | (53 105 83,3%) | * GO (7200) | (62,8%)| (72,.2%)| (58.2%) | (62.9%)| (77.8%) | (64,8%)
Education:n (%)
. 4 35 ] - : ] 11 21 - 7 10 93
Primary 222m) ° (16,76) 1 (14,3%) 0 (0%) 14.3%)| (48.8%) *©%) | 336) | (35.7%)| (13.96)
1 ) 141 | 3 ] 22 13 21 61 ; 268
Secondary G.6%) | S @%) | (671 1 (14,3%) (42 995) (28,6%)| (30.2%)| (31.3%) | (30.5%) 2 ("1%)| (39 0
. — 1 26 4 a1 9 42 140 271
0, - 0, - 0,
Higher / University G.6%) | 20N | (124%) 5 (T1.4%) (57 106) (53,2%)| (20.9%)| (62,7%) | (66,26)| * %) | (a0.3p)
12 8 3 2 15
- 0, 0, - 0, 0,
Other @67 O 80 0(0%) | 0 (0%) Govy| 0O | 00%) | (Tl ies | 4068
Immigrated:n (% 1 0 . . 0 0 0 1 1 11 11 3
g o) 6wy | @) 0(0%) | 0(0%) | 000%) | (1 306)| (1.0%) | (16.7%) | (13.86)| (10,796) | 2° &)
In employment:n (% g g 154 ] g 9 0 44 22 31 130 15 405
Ploy o) 0(0%)| 1(D%) | (7330 6 (85,7%) 2 (25%) 0(0%) | 57 90)| (a1,50%)| (46,3%) | (62.26)| (55.6%) | (58.9%)
Service referral: n (%)
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Region
Denmark Netherlandg Germany Norwa| Basque | Wales | Ardgon [Badalong Galicia | Piemonte| Treviso | Greenlang  Total
y Country
. 12 10 66 54 41 25 208
- 0,
General practitioner 0 0 0 @00%) | OO | aom) | (8a6%)| (100%)| (61,2%)| O | (89.3%)| (405%)
. 8 15 16
0 0 - 0, 0, 0,
Psychiatrist 0 5(100%) | O (0%) 0 (100%)| (60%) 7(09%)| O (23.9%) 0 0 (0%) | 51(9,9%)
. 236 5
Psychologist 0 0 (100%)| 0 0 0 (6.4%) 0 0 0 0 241 (4Ph)
Other mental health 0 0 0(0%)| - 0 0 0 0 0 | 1@a5%)| 0 | 27.1%)| 3(06%)
professional
8
0 - 0
Selfreferral 0 0 0 (0%) 0 0 0 0 0 (11,9%) 0 1(3,6%)| 9 (1,8%0)
Anti-depressant medication use: n (%
Yes, for less than one 12 0 1 1 11 0 25 3
month ° O lem| T T s O | @sw | o] P | 12w o7 | 2B B4
8 3 9 2 13
0 - 0,
Yes, for less than 2 monthg 0 1 (20%) (3.8%) 0 (37.5%) 0 (11.5%)| (3.7%) 3 (4,5%) (6.3%) 0 39 (5,P0)
96 3 25 25 38 25 77 4 297
q 0, - 0,
ves, formore that2monthy - 0 | 3(@%) | (45 7 1 (14.3%) (37,50)| (100%)| (32,1%)| (70,4%)| (37,3%) | (37.26)| (14,3%) | (43,1%6)
94 1 43 3 35 92 295
0, - 0, 0,
No 0 1(20%) | (44,9 S5(TLA%) 12500 O | (551%)| (5.6%)| (52.2%) | (4a.46)| 2L 5| (42 g
3.2.6 Demographic characteristics of healthcare professionals (core)
Data from 196healthcare workers who are involved with ccVC has been colletadile9d below shows the demographic characteristias the table the
percentages relate to the numbers of healthcare workers who answered each individual question, and nanilg¢bheverall ample.Of the healthcare
workers reported
1 59% are female.
1 56% are GPs, while most of the remainders aselpslogists or psychiatrists.
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between28% of the healthcare workers have used ccVC more than 20 times already, while 49% have used it foutegmes or

Tp FYR mn 8SINBQ SELISNASYyOSo
Table9: Demographic characteristics of healthcare professionals (core)
Region
Denmark Netherlands Germany Norway | Basque| Wales | Aragon [Badalong Galicia | Piemonte| Treviso | Greenland  Total
Country
Sample:n 9 1 16 2 8 11 7 69 10 23 38 2 196
Gender:n (%)
Male o 5 o . 7 2 21 . 13 22 o 80
22%) 0 | (3330) OO%) | 450%) (63 60) (28,6%) 30.4%)| 2 ?°%)| (56,5%) | (57.9%) 2 109%)| (a1,0%)
Female o o 10 2 . 4 5 48 . 10 16 . 115
7 (78%) 1 (100%) | 56 706)| (10000) | * OO (36.49)| (71.4%)| (69.6%) & BO%)| (43500 | (42.1%)] © %) | (59,00)
Profession: n (%)
- 3 3 56 . 19 19 108
General practitioner 0 0 0 0 (37.5%) 0 (42.9%)| (81.29%) 8 (80%) (82.6%) | (51,4%) 0 (55.7%)
. . 2 3 6
0, 0, 0
Licensed psychologist 0 0 (13.3%) 0 2(25%) O 0 (4,3%) 0 3 (13%) (16.2%) 0 16 (8,2%)
Psychologist (in training) 0 0 (5383%) 0 0 0 0 0 0 0 0 2 (100%)| 10 (5,2%)
. . . 5 0 1 1 0
Psychologist (basic training) 0 0 (33.3%) 1 (50%) (12,5%) 0 0 0 0 0 (2.7%) 0 8 (4,1%)
Licensed psychiatrist 3(33%) 0 0 0 0 (1822%) (2826%) a i%) 0(0%) | 1(43%) (531%) 0o | 11(5,7%)
Psychiatrist (in CBT training) 0 0 0 1(50%) O (9,11% ) 0 0 1 (10%) 0 1 6(,52% ) 0 9 (4,6%)
Psychiatrist (diploma in CBT] 0 0 0 0 0 © 11%) 0 0 0 0 @ 17%) 0 2 (1,0%)
Psychiatris{master) 0 0 0 0 0 0 1 413% )| @ i% ) 1 (10%)| 0 (0%) 5 i% ) 0 5 (2,6%)
Psychiatrist (doctorate) 0 0 0 0 2(25%) O 0 0 0 0 0 0 2 (1,0%)
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Region
Denmark Netherlandg Germany Norway | Basque| Wales | Aragon [Badalong Galicia | Piemonte| Treviso | Greenland  Total
Country
MH / community worker 0 0 0 0 0 (54?5%) 0 0 0 0 0 0 6 (3,1%)
Central administrator 0 0 0 0 0 0 0 @ é%) 0 0 0 0 2 (1,0%)
1 1 6
0, 0, 0,
Other 6 (67%)| 1 (100%) 0 0 0 9.1%) | (14.3%)| (8.7%) 0 0 0 0 15 (7,7%)
Field experience: n (%)
5 6 31
0, 0, 0, 0, 0,
Less than 3 years 1 (11%) 0 6 (40%) 0 0 0 (71,4%) 9 (13%) 0 2 (9,1%) (18.2%) 2 (100%) (17.3%)
5 1 11 22
0, 0, 0, 0, 0,
Between 3 and 5 years 1(11%) 0 (33.3%) 0 2 (25%) (9.1%) 0 (0%) (15.9%) 0 1(4,5%)| 1(3%) 0 (12.3%)
1 8 6 23
0, 0, 0, 0, 0,
Between 5 and 10 years 4 (44%) 0 3 (20%)| 1 (50%)| 0 (0%) 0 (14,3%)| (11.6%) 0 (27.3%) 0 (0%) 0 (12.8%)
1 1 41 10 13 26 103
0, 0, 0, 0,
10 years or more 3 (33%)| 1 (100%) (6.7%) 1 (50%)| 6 (75%) 0 (14,3%)| (59,4%)| (100%)| (59.1%) | (78.8%) 0 (57.5%)
Experience with providing ccVC: n (%
. 8 9 7 8 14 31 87
- 0, 0, 0,
Less than 5 times 0 3 (20%)| 1 (50%) (100%)| (81,8%)| (100%)| (11,9%) 6 (60%) (60,9%) | (93,9%) 0 (48,6%)
. 1 5 2
- 0, 0, 0,
Between 5 and 0 times 0 0 0 0 (9.1%) 0 2 (3%) | 4 (40%) 21.7%) | (6.1%) 0 14 (7,8%)
. 1 1 8
- 0, 0, 0,
Between 10 and 15 times 0 (6.7%) 0 0 (9.1%) 0 (11,9%) 0 3 (13%) | 0 (0%) 0 13 (7,3%)
Between 15 and 19 times i 1(100%)| 0 0 0 0 0 (23‘;%) 0 0 0 0 | 15(8.4%)
More than 20times i 0 11 11(50m)| o 0 0 35 0 | 143%)| 0©%)]| 2100w ,.°
(73,3%) (52,2%) ’ (27,9%)
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3.2.7 Demographic characteristics of mental healthcare organisations (core)

Table10shows the demographic characteristics of the mental healthcare organisations involved. The number of registered orgdnisaiongpartner
is between one and three. Both the numbefr units and the number of FBEemployed var greatly. The majority of the organisations have an annual
turnover of over 50 millior. Two thirds of the organisations have a waiting time under four weeks. We are missing data from Greenland here.

Table10: Demographic characteristics of mental healthcare organisations (core)

Region
Denmark Netherlands Germany Norway | Basque| Wales | Aragon [Badalong Galicia | Piemonte| Treviso | Greenland Total
Country
Year of establishment 2011 2007 2008 2008 1983 1948 1989 1932 1990 2008 2000 -
Number of units / 1250
departmentsmean (range) 9(7) 9(.) 1() 16() | 49(2 | 10() | 17() | 30(0) 0 14 () 2() - 107 (329)
Number of FTE employed: 1521 3.679 | 1.389 1.000 | 36.000 4.050
mean (range) (2002) 1.383 () | 210 (.) | 300 (.) 1869)| () 900 (.) ©) 0 3.922 ()| 200 (.) - (9.315)
Turnovermean (range) 3(2) 4() 3() 3() 4 (0) 4() 4() 4 (0) 4() 4() 3() - 4 (1)
Waiting list: categorical
2 2 1
- 0,
less than a week 0 0 0 0 (100%) 0 0 (100%)| (100%) 0 0 5 (35,7%)
2 1 1
0, - 0,
between 1 and 4 weeks (100%) 0 0 0 0 (100%) 0 0 0 1 (100%) (100%) 5 (35,7%)
1 1
0, - 0,
1 and 2 months 0 1 (100%) 0 (100%) 0 0 (100%) 0 0 0 0 3 (21,4%)
1 0,
between 2 and 6 months 0 0 (100%) 0 0 0 0 0 0 0 0 - 1 (7,1%)
more than 6 months 0 0 0 0 0 0 0 0 0 0 0 - 0 (0%)
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Summaryand conclusions

All pilot sites inWP7 have enrolled participants In MasterMind using videoconference.
However, there is a variation in numbers between sites and not all sites have patients directly
involved in the videoconference consultations. For saites,the service has been used
between professionals to discuss patient cases

Different inclusion and exclusion criteria between the pilot sites in WP7 are causing
difference in numbers for reach. Each site has its own strategy for enrolling participants in
the study adaptedtolocal @RA GA 2y & YR LINRG202fasx GF1Ay3
strategy.Furthermore there is a great variation in the size of the target population for each
site.

Many of the pilot sites encountered problems that interfered with the recruitment of
participants with respect to ccVC. These problems are mainly related to implementation,
engaging healthcare professionalsthical approval, procurement activitiesand the
technical solutions.

Some sites have encountered some difficulties related to theagagent of clinicians, and
consequently in the enrolment of patients. A lack of motivation has been experienced among
the healthcare professionals due to different reasons, such as change in daily work routines,
new time-consumingprocesses, and low ICTeliacy. Some healthcare professionals have
limited ICT skills and lack confidence in using the technology. All sites have worked hard to
meet these challenges and the most important corrective actions have been information and
continuous training activitie to make professionals involved, and support for the GPs in
order to help and collaborate with them. Furthermore, efforts have been made to elaborate
collaboration among healthcare professionals, GPs, and project managers.

Recruiting patients is often tisaconsuming and can take a lot of effort. Several of the sites
have experienced the importance of making the procedure for referral easy and transparent.
It has been important to support both GP and healthcare professionals to help them to
identify and ovecome possible difficulties in recruiting.

Some of the sites have experienced a high numbeir@bouts and it has been necessary to
make efforts overcome this. Some sites have established education for the patients, and
20KSNA KI @S { NikiScRisicin &nd fiollolé wpdaf2hy paffedtincliiding training
and faceto-face sessions.

It has become clear that almost all sites have experienced some kind of problems / challenges
with respect to recruitment, but also that they have learnt some veryafsle lessons for
the future work with implementing and recruitment.

Information on 769patients has been uploaded to the database. The siartfor using
videoconference has been more complex and tioemsuming than expected and more of

the sites have hadlelays in enrolling patients. However, all sites have managed to enrol
participants and have created a very solid basis for the future use of ‘ciolef@rence. The
mean age of the patients is 50 years and both younger and elderly patients have been
enrolled in WP7 around the sites. More women have been enrolled in WP7 and the patients
are characterised by having secondary education or longer education.
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Healthcare professionals have been recruited and trained at the individual sites before the
trials started. The type and specialisations of the involved professionals are highly dependent
on the local institutional setups and reference pathways, and differ between sites. The
professionals in WP7 include Psychologists, Medical Doctors, General Practitiumrses,
Psychiatrists, and Mental Health Care Workers. In WP7, thesdeen collected data from

196 healthcare workers who were involved with ccVC. Of the healthcare workpmsted,

58% are female and thenajority of the healthcare professionals invet in WP7 in
characterised by having more than 10 years of experience.
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Domain 2 and 3: Safety and clinical effectiveness

4.1

Introduction

The data within the context of domains 2 and 3 establish information on safety and the
clinical effectiveness of theervices in real world settings. The data for safety fesus
suicidality, dropouts, 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 doofs and attrition rates.

Data for these domainare both quantitative and qualitative, angre used to answer the
project djectives around:

9 Barriers and facilitators that influences the implementation of ctdyi@at depression
in routine practice.

f Clinicalchangg2 ¥ LI GASy (4Q RSLINB&aaA@S aeavyLiizvya
practice

TtFdASYydaqQ &l Frhenkh wheyl pravieddith cc¥ @ in iouire practice

1 Transferdility of implementation and ugscaling of ccVC in routine pras in
different care contexts.

The instruments used to collect the data include Routine Outcome Measurements (ROM),
the treatmert platforms, and online questionnaires.

Together with domains 1 and 4, these results enable drawing conclusions in terms of the
acceptability and appropriateness of the services in alleviating depressive symptoms.
Acceptability is the perception among patits that the received treatment is agreeable,
palatable, or satisfactofy. Appropriateness is the perceived fit, relevance, or compatibility
of the treatment for the patient in addressing his or her mental disoftdécceptability and
appropriatenessare measured through:

9 establishing change in depressive symptoms and quality of life (domain 3);

1 establishing perceived satisfaction with the treatmiédomain 4);

9 establishing the perceived usability of the treatment (domain 4); and

i treatment attrition (domain 2 and 3).
The methods for measuring the symptoms of depression adhere to routine practiceyand
recorded through clinical interview; professional clinical judgement; or a symptom
guestionnaire. Symptoms are recorded in terms of no, mild, moderate and severe symptoms

according to routine practice diagnostic procedures (e.g.PHBDI, etd using appropriate
transformation scales if neked.

25 ProctorE.et al. Administration and policy in mental healtBpringer Us2011
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4.2 Results
4.2.1 Clinical safety
This topic relates to concerns about to the clinical safétthe patient and the confidentiality their data. Thesults arebased on both quantitative and
gualitative data.
In the area of clinical safety, we have data from 528 patients. There are no large differences in age, gender or emplairaeoft thesepatients
compared to the core set. This set has a mean age of 48, compared to 50 in the core set, 62.6% female compared to G8272% antployment
compared to 57.8% in the core set. Only 6.2 % of the subset had an immigration background. Thematadnom Denmark, Norway or Galicia.
Information from 526 patients about suicide ideationsti@en gatheredand is presented inError! La autoreferencia al marcador no es valid®f the
526 patientsfor whomwe have data6% hae been thinking lately to end his/her life. This numbers varies in the different countries,rfoopatientsin
Netherlands Wales and Piemonte, to 24% in Greenland and 29% in B&murtry However, for many pilots the sample sizes are small. One patient
(0.2%) hasittempted suicide.
Tablell: Clinical safety: suicidal ideation
Region
Denmark Netherlands Germany Norway | Basque| Wales | Aragon |[Badalong Galicia| Piemonte| Treviso |Greenland Total
Country
Subset n 0 1 168 0 7 8 39 78 0 92 110 25 528
Has the patient being thinking lately to end his/her lifa? (%)
Yes ] 0 11 ] 2 0 3 2 ] 0 | 6G5%)| 6@4%)| 30 (5.7%)
(6,5%) (28,6%) (8,1%) | (2,6%) 70 0 70
- 157 - 5 8 34 76 - 92 104 496
0, 0,
No 1(100%) | 93 506) (71,4%)| (100%)| (91.9%)| (97,4%) (100%) | (94.5%) | 12 (76%)| (94 305)
During the treatment, has the patient attempted to commit suicide? n (%)
Yes - 0 0 - 0 0 0 0 - 0 1 (0,9%) 0 1 (0,2%)
No i 1 (100%) 168 ) 7 8 39 78 ) 92 109 25 527
(100%) (100%) | (100%)| (100%)| (100%) (100%) | (99,1%) | (100%) | (99,8%)
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Qualitative data

The main findings coming from the qualitative analysis are:

9 Professionals who adopted VC did not observe any privacy issues from the patightglied on programme managers and platform developers
for information about privacy.

1 The professionals indicated that it is important to be aware of where the patients are when conversations take place.
1 Allinvolved in the VC session know that the otpart is alone, or is informed if anyone else is in the room

9 One group highlighted the need for individual risk assessment for each patient.

Appendix A.1 contains more details on the findings fromftiwus group interviewsyhich substantiate the factorshat relate to concerns about the
clinical safety of the patiestand the confidentiality their data

Clinicaleffectivenessn symptom reduction

Tablel2 shows the tinical effectiveness in symptom reductiddorway,Wales, Galicia and Trevikave not involved patients directlitave not recorded
this data and have been excluded from the tablle summary:

1 The patients in this data have a mean age close to the dataset, with 60.3%emale patients
More than half have been referred by a general practitioner, and 53.7 % usdeprgssants.
At baseline very severe symptomsere 38%,reduced to 09% at the end of treatment.

At baseline severe symptomsvere 16.5%, reduced to 8% at the end of treatment.

At baseline moderate symptomsvere 42.3%, reduced to 28%at the end of treatment.

At baseline mild symptomsawvere 35%, chaged to 359% at the end of treatment.

=A =4 =4 =4 4 4

At baseling no symptoms experiencedere 26 %, this is increased to 32 at the end of treatment.
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1 The current depressive episode is reported todéasted more than 5 years in%% of casefetween 1 and 5 yaa in 262 % of cases, Ibe@een 6
months and a year in 2B% of casesind less tan6 months in the remaining 48 % of cases.

Tablel12: Clinical effectiveness in symptom reduction

Region
Denmark |Netherlandg Germany Basque Aragon Badalona Piemonte Greenland Total
Country

B/line | End B/;m End [B/line| End |B/line| End | B/line | End | B/line | End | B/line | End | B/line | End | B/line | End
Subset n 4 1 56 12 24 78 50 9 234
Symptoms of depressive disorden: (%)
Nosymptomsare experienced| 0 |2(50%| 0 0 0 (39220 vl O 0 2(8:3%) 0(0%) | 4(51%) 42”59% )| o 8(16%)| O (1090% 6 (2,6%)| 76 (32,5%
Symptoms are mild 0 0 0 0 [1(1,8% (3;2% 1(8,3% 2 (16,7%) 8 (33,3%| 4112%) (6;‘;%) ( 45’2%) 10 (20%) 20 (40%) 8 (88,9%| O | 82(35%)|84 (35,9%

) . ) o 43 | 11 5 ) 11 11 18 ) . . . ) )

Symptoms are moderate 2.(50%)|1 (25%| 0 (0%) 0 (0%)| 75 5041 19 606l (41.79%] + B33 (45.806)| (45.80%)| (23,106)| © L1:5%| 1 (38%) 13 (26%) 1 (11,1%| O |99 (42,39 49 (20,9%
Symptoms are severe 0 |1(25%| O (1010% (lei% (71%)6(50% 6 (50%) |3 (12,5%] 3 (12,5%| 2 (2,6%)| 1 (1,3%)| 15 (30%) 7 (14%)| O 0 (38 (16,29 23 (9,8%)
Symptoms are very severe | 2(50%)| 0 (1010% 0(0%) O 0 0 0 0 0 0 0 6 (12%)| 2 (4%) 0 0 | 9(38%)| 2(0,9%)
Current depressive episodeas: (%)
Less than 4 weeks 0 0 1 (1,9%) 0 0 0 2 (4,1%) 0 3 (1,4%)
Between 4 and 8 weeks 0 0 0 (0%) 2 (28,6%) 2 (8,3%) 7 (9%) 1 (2%) 0 12 (5,4%)
Between 8 and 12 weeks 0 0 2(3,8%) | 1(14,3%) 8(33,3%) | 14 (17,9%) 8 (16,3%) 1 (11,1%) 34 (15,4%)
Between 3 and 6 months 0 0 12 (22,6%) 2 (28,6%) 0 (0%) 23 (29,5%) 12 (24,5%) 1(11,1%) 50 (22,6%)
Between 6 month to a year 0 0 16 (30,2%) 1 (14,3%) 0 (0%) 16 (20,5%) 15 (30,6%) 3 (33,3%) 51 (23,1%)
Between 1 year and years 0 0 15 (28,3%) 0 3 (12,5%) 13 (16,7%) 4 (8,2%) 3 (33,3%) 38 (17,2%)
3to 5 years 0 1 (100%) | 5 (9,4%) 0 5 (20,8%) 5 (6,4%) 3 (6,1%) 1 (11,1%) 20 (9%)
5 to 10 years 0 0 1(1,9%) | 1 (14,3%) 6 (25%) 0 4 (8,2%) 0 12 (5,4%)
More than 10 years 0 0 1(1,9%) 0 0 0 0 0 1 (0,5%)
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4.2.3

Clinicalchange

In order to depict the change in symptom severity further, difference scores have been calculated between the symptom lsefoedtand after

2 y $at Oé patert ZWdptoms WS r¢gdiiced by one severity category, e.g. from very severe to severe
Y2RSNI 6SZ Y2RSNI GS
depressivesymptom severity was reduced either from very severe to moderftan severe to mild or from moderate to no symptoms. Under
i KsBowgnduyeapsrieded aFhighdr léval & dejprassive Nynptom severity after treatmeantbefore.

GNB I G YSERdE@G Ad2w Ay
RSLINB&aairos

GRSOGSNAZ2NI GAZ2YE

In the reported data, 5% of the patients haviead a reduction in severity, 38by one category, and #8by two categories. 36% have reported no change,

aevyLiizvyaz

AaSOSNBE G2

and 6% have had deterioratiof.able13 shows the clinical effectiveness in symptom reduction.

Tablel3: Clinicalchangein symptom severity at baseline to end

D7.6Final pilot evaluation

02 depidsRatientdohoseé £ R

Region
Denmark [Netherlands Germany Basque Aragon Badalona Piemonte Greenland Total
Country
Change in depressive symptom severity: n (%)
Reduction in one category | 1(25% 1(100% | 20(36% 1(8% 1(4% 36(46% 24(48% 8(89% 92(39%
Reduction in two categoriey 2 (50% 0 24(43% 0 0 7(9% 10(20% 1(11% 44(19%
Deterioration: 0 0 2(4% 0 2(8% 5(6% 4 (8% 0 13(6%
No change: 1(25% 0 10(18% 11(92% 21(89% 30(39% 12(24% 0 85(36%
4.2.4 Quality of life

Tablel4 shows the results obtained with the MANSA gquestionnaire to assess the patient’s perception regarding the qualityoofiéifa.were collected
for Norway, Wales, Aragon, Galicia and Trevissummary:

olaStAyS F2N aidad RyNE
ol &aStAyS T2N) aaAi E SHEattheendofdrdaprient. |
 Thetotalo &St AyS FT2NJ dazzaif

T ¢KS
T ¢KS

G2dtk f

w

e

I YR

oco

B £54. 2@ Tk B fedute® © X3Baktlie 8rd HfHEatmEnt.
oF 38t AYSS
al A &aT A SE3%IThigis ihceasad $oRE%x at theyeRd oftreadmuit. R y Q (i
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Table14: Quality of life
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Region
Denmark Netherlands Germany Basque Country Badalona Piemonte Greenland Total
Blline | End | B/ine | End | Bline | End |Biine| End | Bline | End | Bline | End | Biine | End | Bline | End
Satisfaction with life: n (%)
Couldn’t be worse |1(25%) O |1(100% O 0 1 (1,8%)| 2 (40%) 1 (20%)| 4 (5,1%) 0 0 0 0 0 8(3,9%) 2 (1%)
Displeased 1(25%) O 0 0 |12(21,4% 4 (7,1%)| O 0 |12 (154% 4 (5,1%)| 16 (32%), 8 (16%) |5 (55,6%) 1 (11,1%)46 (22,7% 17 (8,4%)
Mostly dissatisfied 0 (22%) 0 0 |14 (25%) 6 (10,7%) 1 (20%) 1 (20%) 30 (38,5%{17 (21,8% 8 (16%)| 4 (8%) |3 (33,3% 0 |56 (27,69 29 (14,3%
Mixed 0 (zé%) 0 |1(100%18 (32,1918 (32,19 2 (40%) 2 (40%) 32 (41%)|36 (46,2% 15 (30%)| 14 (28%) 1 (11,1%) 2 (22,2%)68 (33,5% 74 (36,5%
Mostly satisfied 2 (50%) O 0 0 [7(125%)12(21,4% 0 |1(20%) O  |10(12,8% 8 (16%)| 18 (36%) O 5 (55,6%) 17 (8,4%) 46 (22,7%
Pleased 0 (53%) 0 0 4(7,1%)|15 (26,8% 0O 0 0 7(9%) | 3(6%) | 5 (10%) 0 1(11,1%) 7 (3,4%)| 30 (14,8%
Couldn’t be better 0 0 0 0 1 (1,8%) 0 0 0 0 4 (5,1%) 0 1 (2%) 0 0 1 (0,5%)| 5 (2,5%)
Satisfaction with mental health: n (%)
Couldn’t be worse | 1 (25%)0 (0%)]1 (100% O 0 0 0 0 3 (3,8%) 0 0 1 (2%) 0 0 5(2,5%)| 1 (0,5%)
Displeased 0 0 0 0 |15 (26,8% 9 (16,4%)] 2 (40%) 1 (20%) 10 (12,8% 5 (6,4%)| 23 (46%)| 9 (18%) | 2 (22,2%) 1 (11,1%)52 (25,6% 25 (12,4%
Mostly dissatisfied |1 (25% (2%%) 0 0 |15(26,8% 2 (3,6%)| 3 (60%) 4 (80%) 23 (29,5%11 (14,1% 13 (26%)| 7 (14%) | 3 (33,3%)] 1 (11,1%)58 (28,6% 26 (12,9%
Mixed 1 (25% (2%%) 0 |1(1009%13 (23,2%414 (25,5% O 0 |36 (46,2931 (39,7% 8 (16%) | 13 (26%)| 4 (44,4%) 3 (33,3%)62 (30,5% 63 (31,2%
Mostly satisfied 1(25%) O 0 0 [6(10,7%) 11 (20%), O 0 6 (7,7%)|20 (25,6% 5 (10%) | 15 (30% 0 2 (22,2%) 18 (8,9%) 48 (23,8%
y
Pleased 0 (5(2)%) 0 0 5(8,9%)(18 (32,7%4 O 0 0 5(6,4%)| 1(2%) | 5 (10%) 0 2 (22,2%) 6 (3%) |32 (15,8%
Couldn’t be better 0 0 0 0 2(3,6%)| 1(1,8%)| O 0 0 6 (7,7%) 0 0 0 0 2 (1%) | 7 (3,5%)
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4.2.5 Appropriateness of MasterMind services in alleviating depressive disorder in routine practice

Tablel5 shows the appropriateness of MasterMind servickgdn, we see no major differences between this set and the core dataset. The mean age is
48 years, there are 62.4% female patients, 6.6% have an immigrant background, 48.1% are referred by a GP, and 55-8&pressantsAccess to the
service varies &m pilot to pilot.In Denmark, Netherlands, Germany and Piemonte, all otafgemajority of patients have access to the service at an
individual, personal location, e. g. at home. In Badalona, most have access at a care ins@uityoh4% indicate &t they completed all sessions as
planned.The most common reasons for not completing all sessions reported are that the therapist and patient conclutiesr¢hatsno use to continue
treatment (7.8%), and that the patientvas not convinced that the thapy solvesheir problems(4.7%.

No data was recorded for Norway, Wales, Aragon, Galicia and Greenland.

Tablel5: Appropriateness of MasterMind services in alleviating depressive disorder in routine practice

Region
Basque . .
Denmark | Netherlands Germany Country Badalona | Piemonte | Treviso Total
Subset(n) 7 1 84 12 78 50 158 390
Access to service: n (%)
Individual, personal location (e.g. at home) 7 (100%) 1 (100%) | 84 (100%) 0 0 46 (92%) 0 138 (32,5%)
Communitylocation 0 0 0 0 0 0 0 0
At care institution 0 0 0 0 78 (100%) 1 (2%) 0 79 (18,6%)
Number of sessions completed in totahean (sd) | 1,71 (1,8) 26 14,86 (9,1) NA 3,1(0,56) | 2,89 (1,8) NA 7,7 (,21)
Number of sessions completed onlinmean (sd) NA NA 14,86 (9,1)| 3,14 (3,63) 5,76 (1,95)| 3,74 (3,19)| 7,78 (7,61)
| completed all sessions that were planned 1 (14,3%) 0 60 (71,4%) 0 0 1 (2%) 0 62 (14,6%)
| had problems with my internet cc')nn.ectlon 0 0 0 0 0 0 0 5 (1,2%)
and/or my computer was not functioning
| don’t have a computer 0 0 0 0 0 0 0 0
| don’t trust the online sessions are secure 2 (28,6%) 0 0 0 0 1 (2%) 0 3 (0,7%)
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Region
Basque . .
Denmark | Netherlands Germany Country Badalona | Piemonte | Treviso Total

I don_ t have enough skills to follow the online 3 (42.9%) 0 0 0 0 0 0 3 (0.7%)
sessions
| forgot to attend theonline sessions 0 0 4 (4,8%) 0 1 (1,3%) 0 0 5 (1,2%)
| ran out of time 0 0 0 0 1 (1,3%) 0 0 1 (0,2%)
| was ill 0 0 0 0 2 (2,6%) 0 0 2 (0,5%)
| had to work 0 0 0 0 1(1,3%) 0 0 1 (0,2%)
My family did not support me 0 0 0 0 0 0 0 0 (0%)
| did not\_/vant to share my personal informatior 0 0 0 0 18 (23.1%) 0 0 18 (4,2%)
through internet
For other therapeutic reasons 0 0 6 (7,1%) 0 3 (3,8%) 0 0 9 (2,1%)
I am not convinced that the therapy solves my 0 0 0 0 20 (25.6%) 0 0 20 (4.7%)
problems
The therapl_st and | concluded thtitere wasno 0 0 0 0 32 (41%) 1 (2%) 0 33 (7,8%)
use to continue treatment
My mental problems are alleviated 1 (14,3%) 0 0 0 0 0 0 1 (0,2%)
Other reasons 0 0 6 (7,1%) 0 0 0 0 6 (1,4%)
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4.2.6 Appropriateness of MasterMind services based on focus group interviews

A number offocus group discussiomvgere heldwith healthcare professional® reflect on
the appropriateness of MasterMind servicegrom these focus groups, it appeared that
various factors are relevant to:

a)Engaging in VC delivered mental health services
b) Appropriateness of the VC facilitated servimeg
c) Adherence to the VC facilitated service;

In summary, the focus groups indicated the following factors as relevant:

1 Engaging in VC delivered mental health servicEsigagement refers to the factors
that are related to the decision of a patient and pre$onal to respctivelyconsume
or deliver the sevice through videoconferencing:

- Equipment:lt is crucial that patients have access to the required equipment, and
that the professionals inform them about this at inclusion.

- Geographical locationthis impats on the engagement of patientdie more the
RA&aGFrYyOS 0SGsSSy LI GASYydQa LXIFOS FyR (K.
appreciation of this kind of service

- First meeting:Thisshould be in personfor referral and consent procedures, to
introduce the patientto the videoconferencing servicand establishtherapeutic
rapport

- Support from health professionalsthis isa key element at initiation and
engagement of the patient in the service. An important factor is the enthusiasm
FYR aFIFAGKE 2F GKS R200G2NJAY LINRLRaAy3d i
- The need forhuman contactvas brought to the fore by the patients who rejed
the ccVC service

1 Appropriateness of the VC facilitated service:This elates to aspects of
appropriateness of the treatment to a certain patient. Who are more likely to benefit
and who not?

- Patient groupThe participants in the focus groups were ecitled regarding the
patient group most eligible for receiving ccVC services. There are arguments both
for and against offering severely depressed patients treatment over video
conference.

- Willingness of patientsProfessionals indicated that most willimgss is met in
patients with a healthy spouseho can support the treatmentAlso, the ccVC
service seems to bmostappropriate for those who are employed.

- Patient skills and characteristic€ertain combinations of skills angatient
characteristics ar¢hough to be important in determining the appropriateness of
0KS aSNIBAOSY LINAYIFNREE LI GASYdQa Y20Af Al
- Adjunct to cCBT serviceBrofessionals reported thatcVCcan be appropriate
especially when useas aradjunct to cCBT servisgwith fixed scheduled meeting
ccVC in combination with cCBT gave better results than cCBT alone. As such, focus
groups suggested that ccVC should be considered as a tool to integrate various
forms of mental healthcare.
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9 Adherence to the VC facilitatedesvice: These are spects related to the adherence
2F F LI GASYd G2 GKS O/ . ¢ I yRk2NI-DO24 QX NB I
drop-out, etc., and can shed light on missiimormation in the quantitative dataset:
- Unfinished sessionsFocus groupseported that most reasons tainfinished
sessions were due to unstable or not functioning ICT equipment, and unavailability
of appropriate consultation rooms with equipment for the professional.

- Equipment failuredlf for example sound or video was notfttioning properly in a
ccVC facilitated consultation, professionals found it easier to switch to telephone
2N SOSY Qy2NXNIfQ LINY OGAOS

- Some patients found the process of seeing the technology in action humorous, for
exampleincorrect camera positioningna as a consequence were put at ease

Appendix A.2 contains more details on the findings fromftieis group interviewsyhich
substantiate the factors related to theppropriateness of the service

4.3  Summaryand conclusions

This chapter has presented odata on clinical effectiveness from the pilototl thatmany
pilots, that have not included patients directly in the VC sessits$ have implemented
collaborative care without patienthiavenot gathered data on clinical effectiveness

The numbers sbw a decrease in the both very severe and severe symptoms (respectively
3.8%t0 0.9% and 16.5% to 9.8%henumber of patients with no symptoms hasreased

from 2.6% to 32.5%This shows that the patients who have received care ovéiale
improved ther condition.

In the focus groups, the clinical safety of the patient and the confidentiality in their data was
discussed only brieflyndicating that professionallad fewconcerrs about patient safety

and confidentiality. However, the most important ticpemerging from the discussions was
ensuring technological and confidential security. It was argued that patients in general do
not experience much difficulty with privacy. However, professionals should remaintalert
the patient's environment duringconsultations through videoconferencing equipment.

Of the 526 patients for whonadata have ben uploaded to the database %6 hal been
thinking lately to enchis/her life, and one patient (2%) attempted to commit suicid&/C

has been used in close collabtion between healthcare professionals and patients.
Whenever the healthcare professionals have had doubt about the safety of using the service,
they have had the possibility of converting to faceface treatments. Because of the close
contact, the profasionals have been able to use their clinical judgement throughout the
treatment, and to ensure the patientavea high level of safety. It has been possible to
combine bothvCand faceto-face treatment in the most appropriate way.

Beforetreatment, in total 39% reported that their satisfactonwithA S a¢ O2dzZ R y 20 o
and 34% stated to be pleased with life. After treatmemnly 1% reported that their

satisfaction withA FS & O2 dzf R, wfil2 14.8% sateda?bN pleBged with lifeThere

is an improvement betweepre-treatmentand posttreatment in almost all categories. This

indicates thesuccess of using V&nd that patients are not getting worse by the use of VC.

Besides access to service and completion numbers, trial sites engaged in obtaining a rich
patient profileof thoseto whom the service delivered through videoconferencing might be
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most appropriate. This as donethrough atotal of five focus group discussns with
healthcare professionals dedicated to discussing the ccVC service in Demreaghkn
Badalona, Piemonte, and Wal€som these, it appeared that various factors are relevant

a) the decision to engage with a mental health service delivered through videoconferencing,
b) the appropriateness of the ccVC service in alleviating the needs of the patients, and c)
adherence to cCBT treatment.

According to the professionals, the deoisiof patients to engage in mental health services
delivered through videoconferencing LILJSI NS R (2 o6S NBfIFGSR (2 |
service, consent and referral procedures, and their expectations and needs. Focus groups
reported that access oftends to do with the required hasdare and software, as well as
location:those who are geographically furtheway from faceto-face treatmentare more

likely to access the VC services.

Regarding the consent and referral processes, professionals reporsgdstipport from
health professionals is an important factor, especially at initiation and engagement of the
patient in the serviceln addition the issue of therapeuticapport was discussedas the
professionalsbelieveit is important to have an estalslhed relationship of trust with the
patient before treatment with video commences. Regarding the expectations and needs of
the patients, professionals indil that it is important to @lly inform the patients at
inclusion, and noted that a number of patits started traditional treatment after receiving
mental healthcare facilitated by videoconferencing.

The gpropriateness of the service was related to the symptoms a patient experiences, the
context of the patienttheir skills, personality traits, andtéude towards the service, and

the treatment delivery processes. Regarding clinical symptoms, the focus groups were
contradicory. In the first place, professionals indicated that due to the symptoms, cognitive
function might be limited, and thus VC sees too much demanding@nthe other hand,it

was arguedthat VC delivered services might be appropridite patients with severe
symptoms as they often present problems of accessibility and communicatibrs
important to know the context of the patig. VC can facilitate th. Regarding the contextual
factors, the service was deemed most appropriate for patients with a healthy spande
those whoare in employmentespite ther depressionFor the factors related to skills and
attitude of the patient, theLJ- G A Sy 1 Q& Y206 At A (i & Ihe mdinémpdrtanti SNJ Oé =
points to take into account. For the service delivery proces$es)s groupsstated that
currently the technology is not robust enough to offer the services on a general basis.
However, a collaborative approach might be benefjgapecially when done in combination
with cCBT services.

In terms of adherence, focus groups reportéidlat primarily technical problems are
determining the completion of treatment through videoconferenciiifge mairreasonsfor
not compleing sessions were due to unstable or mfunctioning CT equipment and
unavailability of appropriate consultation rows with equipment for the professional.
Professionals indicated that switching to phemediated delivery or facéo-face format
werethe only optiorsto go forward.
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Domain 4:Patientand healthcare professional
perspectives

5.1

5.2

5.2.1

Introduction

This domain will ddress the perceived satisfaction and usability of both patients and
healthcare professionals. Through validated sefforted measures (CSg3 and SUS), the
perspectives will be measured, and provide an indication of the acceptance and
appropriateness ofthe services in addressing the depressive disorder. The data on
satisfaction includes variables on quality, type, needs, complexity and overall satisfaction.
Data on usability will describe usage, complexity, consistency, confidence, and level of
integration.

Domain 4 aims to answer the following research objectives:

1 To identify barriers and facilitators that influences the implementation of ccVC for
treating depression in routine practice.

1 To assess the perceived satisfaction and perceived usabilltyceltC.

1 To assess the transferability of implementation and up scaling of cCBT and ccVC into
routine practice in different care contexts.

Together with domains 1, 2, 3, and 5, these results will enableidggsenclusions in terms
of the acceptability andppropriateness of the services ileaviating depressive symptoms.

The data in domain 4 is based on both quantitative and qualitative data. The data provides
the possibility to understand the meaning (qualitative) of the facts (quantitative) for
healthcae professionals and organisations, and the interplay of both stakeholders.

Resultsg Patient perspectives

t | G A Seeivedsatisthction

t I GASYydiQa LISNOSAOGSR alGdAra¥rOtArzy sl a aaSaa
8%). Thisversiono®®S / { v O2y Gl Aya SAIK(G | dzSadiskessyya 2
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 apbavea

0SSy O2Y0AYSR |a AYRAOIFGAY3I ddsdRNE IGEIMINE & S vy R
items for CSE® were selected on the basis of expert ratings of a number of items that could

be related to client satisfactignd by subsequent factor analygisBeing onedimensional,

the measurement is equipped to provide a homogeneous estimate of general satisfaction

with services. In numeroustudies,the CS@EB has proven to extract patesitperspective of

the values broughby the servicerather thanthe gain of treatment or outcome

aas
y O

26 Larsen, D.L., Attkisson, C.C., Hargreaw¥.A., and Nguyen, T.D. (1979). Assessment of client/patient
satisfaction: Development of a general scale, Evaluation and Program Planning,-Z)719dstrument
reproduced with permission of C. Clifford Attkisson.

27 http://www.psych.ryerson.ca/cptcanaastudy/CPT_Canada_Study/Website_Materials/Client_Satisfaction_
QuestionnaireVers%20201®ct14.pdf
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Tablel6showsthe results of the CS@ questionnaire from patientshis subset hsa lower
percentag of women 60.9% compared to 64.7% in the core set, and higher employment
status 62.3% compared to 57.8% in the core set. The mean atfeyisars, 51%ave been
referred by a GP, and 52,1% use atg@pressantsPilots who did not involve patients dirdgt

i.e. Wales, Aragon and Galiaitig not report this data. For Norway, 15 of 28 patiemtsre
directly inwlved, but no data was reported.

The table shows the numband percentag® ¥ LJ GASyGa 6K2 AYydRAOFGSR
guestion.If we look at tle combined scoresnost answers argigh, in the 8690% range. The
lowestscoreigori KS ljdzSadAz2y ac¢2 gKIG SEGGSyHithkal 0K
69.4% score¢ KS KAIKSad aoO2NB gla (2 (GKS ljdSaitarazy
would you recommend this treatment to him or hér? & A (128 store.pn @

S

QX

The total approval i83.3%
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TablelsY t I+ GASY(GQa LISNDSAGSR &l GAATFIOGAZY
Region
Denmark |Netherlandg Germany| Basque | Badalona| Piemonte | Treviso |Greenland  Total
Country
Subset n 4 1 65 1 78 50 152 7 358
: —
l'a(§§f$5§|3f the treatment you have receivet; 0 1(100%) 59 (90,8% 0 | 18 (75%)| 45 (95,7%) 0 5 (71,4%) 128 (88,9%
- i %
z'agsré’\?a‘j*ge“he kind of treatment you wantet: 3(75%) | 1(100%) |62 (95,4%| 1 (100%)|16 (61,5% 38 (76%) | 42 (79,2%)| 7 (100%)| 170 (82,1%
?

3'a;gr"c‘)’cg‘|t*e"te”d has the treatment metyour nee#6? | 1 o500 | 1 (1000) |61 (93,8%| 0 |19 (73,1% 25 (50%) | 29 (55,8%) 7 (100%)| 143 (69.4%
4. If a friend were in need of similar help, would you

ecammend this tenment 1 hitor horsot anprovals | 4 (100%) | 1(100%) |64 (98,5%) 1 (100%)| 20 (80%) 45 (30%) | 43 (82,7%) 7 (100%)| 185 (90.2%
5}2'(?&"\/23%‘2‘33?\/2? with the amount of help you ha 1 50/ 0 |62(954% 1(100%)|15 (57,7% 40 (80%) | 42 (82,4%)| 6 (85,7%)| 170 (82,9%
G'r:;z Z‘f‘:etégséﬁ';evcittz‘)’;L‘:‘;‘ig’;ggg;ﬁi‘lgz‘vg*dea' 1(25%) | 1(100%) |60 (92,3%| 1 (100%)|17 (65,4% 38 (76%) | 41 (82%) | 7 (100%)| 166 (81,4%
7”':;";‘:;2;’“‘32":1'1foeu”ﬁ;"’\‘/'esfg(f;\sle (%ma”'zgfgvzﬁf youwith| 1 (100%) |62 (95,4%| 1 (100%)|18 (69,2%| 40 (80%) | 73 (85.9%)| 7 (100%)| 202 (84,5%
8.tr|1fisy?rlja;:(r?r:gr:fasgez;rl:&efp;?c?\llgi*wouId youmake Use | 4 10006) | 1(100%) |61 (93.8% 1 (100%)|22 (84.6%| 36 (72%) | 76 (88.4%)| 7 (100%)| 208 (86,7%

: — ———— -
Cg‘:)gtrfgl‘ffac“on Questionnaire (G8LQ total% 531% | 87.5% | 944% | 75% | 708% | 775% | 69.6% | 946% | 833%
*complete or partial approval afem
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522 t I (A Sexedivedusatilty

We asked patients who kddbeen involved in video conferenciiogly two questionsabout their perceived usabilityf the service was well integrated, and
if they foundthe service cumbersome to use.

Again, we see a slightly lower rate of female patigpts. 1% and higher rate of employmern(62%). Mean age is 48 years. Some data is missing, in part
because patients whaere not involved directly in VC sessiomsre not asked these questions.

Tablel7 belowshowsthe percentage approval within the specific SUS categmyvell as the mean score. When interpretgugpres note the scoring of

SUStems (positveor8 3+ G A @S0 ® ¢2 OF f OdzZf S GKS a02NB3X SIOK LI NIAOALI yiQdiby & 02 NE
2.5 to convert the dginal scores of-@0 to 3100.Though the scores areIDO0, these are not percentagesnd should be casidered only in terms of their
percentile ranking. The majority of patients in all pilots think the sesxeere well integratedNote that patients who have not been directly involvied

the video conferencing sessigrie. from Denmark, Norway, BasqGeuntry, Aragon and Galiciaere notasked these questions.

Tablel7y t I GASy (G Qa LISNOSAGSR dzal 0Af AdeR

Region
Netherland§ Germany Wales Badalona Piemonte Treviso Greenland Total
Subset n 1 65 2 26 46 1 2 143
| found varlousfunctlons in the videoconferencing sery 1(100%) | 49 (75.4%)| 2 (100%) 18 (72%) 41 (89,1%) 1 (100%) 0 112 (78,9%
were well integrated approval*
| found the videoconferencing service very cumbersg 1 (100%) 2(3.1%) 2 (100%) 5 (19,2%) 0 1 (100%) 0 11 (7,7%)
to use and appl96 approval*

* Completeor partial approval oitem
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53 Resultscl SFf G§KOFNBE LINPFSaaArAzyl fQa LISNRELSOGAODSaE
531 | SIft GKOFNBE LINRPFSaaA2ylfQa LISNOSAGSR al GAa¥Fl OdAzy
The healthcare professiorsiberceived satisfaction was assessed with the Client Satisfaction Questionnair8)(C8Qtaning items 3,7, and 8 ofthe
CS@B. These items arempiricallythe most salient itemsandare used to provide thenaximum amount of efficiency in obtainingtdaThe demographics
are similar to the core set, 604 fenmale professionals compared to &gin the core setut with moreGPs60,6% compared to 534 in the core set.
Tablel8 shows the health care pfessionals answers to the CS8@uestionnaire. The approvatoresare from 54.9% to 6&8%. The tdal approval of all
pilotsis61.8% There were no responsdor Greenland.
Tablel8: Healthcareprofessionat(perceived satisfaction
Region
Denmark Netherlandg Germany| Norway | Basque| Wales | Aragon | Badalon| Galicia | Piemonte| Treviso Total
Country a
Subset n 2 1 15 2 8 4 6 69 10 18 38 173
1. To what extent has these services m¢ 58

your needs in treating patients% 0 1 (100%) |11 (68,8%]| 2 (100%)2 (33,3% 3 (100%]5 (100%
approval*

0, 0 0 0
(86,6%)| 3 (30%)| 6 (54,5%) 4 (50%) 95 (54,9%)

2. In an overall general sense, hq
satisfied are you with the services 0 1 (100%) |11 (68,8%]| 2 (100%)7 (87,5% 3 (100%)]5 (100%)] 63 (94%] 6 (60%)| 6 (54,5%)3 (33,3% 107 (61,8%
treating your clients® approval*

3. If you were to provide CBT treatmer
would you use these services aga¥? 2 (100%| 1 (100%) | 12 (75%)| 2(100%)|7 (87,5% 3 (100%) 5 (100%]| 64 (97%) 8 (80%)| 9 (81,8%)6 (66,7% 119 (68,8%
approval*

Client Satisfaction Questionnaire (G3XQ
total %approval*

33% 100% 70,9% 100% | 69,4% | 100% | 100% | 92,5% | 56,7% | 63,6% 50% 61,8%

* Completeor partial approval bitem
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5.3.2 Healthcare professionalperceived usability

HealttOF NE 62 NJ SNE Q LISNDS A @S R Sydmnt UsdbilithStade (Sdnsistirg) lofdedztedRo facifitdatekthe évdl&ation of products
such as software and applications. The questionnaire was chosen beateibe gold standard in the field of measuring system usability, it can easily be
administered, is realisable in small sample sjzedl has been proven to be a valid instrunt@nthe demographicare again close tdhe core set, with
59.0% female professiats and 59.%GPs 57% have ten years of more experiendée do not have data from Denmark here.

Table19 shows the answers to the System Usability Scale (SUS) feoimetidth care workersd5.®%6 says they would like to primle ccVC treatment
frequently, but there are large differences between piaes 53.8% thought the treatment was easy to use and understand, but agaiditfezencesare
large.Only 12.%6 think hat they would need the support of a technical person to be able to use and provide the ccVC treatment

Tableldy KSIFf GKOFNBE LINRPFSaairzylfaQ LISNOSAOSR dzal oAf

Region
Netherland| Germany| Norway| Basque| Wales | Aragon | Badalona Galicia | Piemonte| Treviso| Greenla | Total
s Country nd
Subset n 1 16 2 8 4 6 69 10 18 38 1 173
1. | think that | would like to provide the cc\ 0 o 7 45 0 o) 0 1 79
treatment frequently.% approval* 0 2 (12,5%] 1 (50%) (87,5%) 0 5(83,36) (67,2%) 6 (60%) 7 (43,8%] 5 (50% (100%) | (45,P0)
2. | found the ccVC treatment unnecessa 0 0 0 0 0 0 0 0 (0%) 19
complex.% approval* 1 (100%) | 1 (6,3%) 0 0 1 (100% 4 (66,P0)| 5 (7,5%)| 1 (10%) 1 (6,7%)| 5 (50% (11.0%)
3. I thought the c¥¢C treatment was easy to us o 0 0 56 0 0 0 1 93
and provide to my clientf%approval* 0 11(62,5% 2 (100%) 2 (25% 0 5(83,36) (83,6%) 6 (60%) 6 (40%) | 4 (40% (100%) | (53,8%)
4. | think that | would need the support of 0 (0%)
technical person to be able to use al o 0 0 o) 0 22
provide the ccVC treatment to my clients. 0 5(31,3%) 0 2 (25% 0 3 (50%) | 1 (1,5%) 0 6 (37,5%} 5 (50% (12,70)
approval*

28 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 ofg@amgauter Interaction, 24(6), 57394.

29 http://www.tandfonline.com/doi/abs/10.1080/10447310802205776
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Region
Netherland| Germany| Norway| Basque| Wales | Aragon | Badalona Galicia | Piemonte| Treviso| Greenla| Total
S Country nd
5. | found the various functions in the cc 5 48 4 0 (0%) 82
i 1 i 0 0, 0, 0, 0, 0/
intervention were well integrated. % 0 5(31,3% 0 8 (100% (66,7%) 4 (667%) (72,7%) 5 (50%) 6 (42,9%) (44,4%) (47.9%)
approval*
6. | thought there was too much inconsisten 0 0 0 3 0 (0%)
in the ccVC interventio approval* 0 3(18,8% 0 0 0 4 (686,76)) 4(6%) | 1(10%) 0 (33,3%) 15 (8,76)
7. 1 would imagine that most healthca 1
professionals would learn to use af 0 0 0 2 54 0 0 7 (100%) 111
provide the ccVC intervention very quick| 0 |14 (87,5%42 (100%) 6 (75%) g6 70| 4 (66.P0)| g1 gogy | 9 (90%) 12 (75%) 55 6o (64,1%)
% approval*
8. | found the ccVC intervention ve 4 0 (0%) 20
cumbersome to use and provide to n 1 (100%) |3 (18,8% 0 0 0 5 (83,36)| 3 (4,5%)| 2 (20%) 2 (12,5%)
: (44,4%) (11,8%)
clients.% approval*
9. | felt very confident using and providing t 5 58 3 1 99
i I i 0, 0, 0, 0, 0, 0/ 0,
ccVC intervention to my clients.% 0 11 (68,8%2 (100%| 6 (75% (66,7%) 5 (83,3%) (86,6%) 3 (30%) 8 (53,3%)] (37.5%) (100%) (57.2%)
approval*
10. | needed to learn a lot of things before 1
couldget going with using and providing th 0 0 0 oy (100%)
ccVC intervention to my clients.% 0 0 0 0 0 0 2 (3%) | 1 (10%) 3 (20%) | 5 (50% 12 (6,96)
approval*

* Completeor partial approval bitem
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qualitative data (focus group interviews)

Besides access to service and completion numbergtaigeasons presented above, all trial
sites engaged in obtaining a rich professional prafilehose for whom the ccVC service
might be acceptable. This was dotteough atotal of five focus group discussions with

healthcare professionals reflecting oretpatients hey see in their daily practicErom these

focus groups, it appeared &h various factors are relevant:

9 appropriateness of the service in alletitiy the needs of the patients;

9 the decisiorto engage with the ccVC servieald

1 satisfaction andisability of the services in routine practice.

In summary, the focus groups indicated the following factors as relevant:

1

Appropriateness of the serviceAppropriateness of the ccVC service relates to the

extent to which the professional perceive the seesto be fit for purpose in addressing
their professional needs.

There is a high workload in specialised mental healthcare, and the VC system can

Engaging in the servic&ngaging in treatment relates to the decision of a professional

act as a filter.

Use of video conference improves the communication between various

professionals.

Participants indicated that the doctgratient relationship needs to change for this

system to apply on a larger scale.
Changes in work flow and organisation are required.

Better diary management is required, as it remains difficult to schedule online
appdntments with patients and various professionals during office hours.
According to GPs, the fate-face visit is better, quicker and easier, as they lack
time during their office practice and they are scarcely available for new services

such as ccV.C

Primary careprofessionals reported to beareful with VC services as they could be

dzZaSR o0& LI GASyda Ay |y AYLINBLISNI 4t

situation requires a faceo-face visit for optimal care. As such, ccVC must be limited
to aspecific objective and not seen as general purpose.

to deliver the ccVC facilitated mental health service.

Professionals need to make an investment in time to make new services
becomea normal part of their practice. Currently, professionals spend all their time

on clinical workand havdittle time to get acquainted with new services

The systems need to be easy to use and reliable, with standardised procedures
Dedicated support and training is required to facilitate engagement of

professionalsA quick start manual may also be useful.

d

For oneto-one communicatiorbetween professionalsit is not necessary to use

VC

The technologies used up until now were calered unsatisfactory in terms of

usability. This limitation was clearly highlightegmaking comparisons with other

communication tools such as WhatsApp or Skype
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i Satisfaction and usabilityThisrelate to aspectssuch aghe meaning of delivering the
services in routine practice in terms of the extent to which the ccVC services are usable
and satisfying expectations, roles, and responsibilities.

- Patient satisfaction is a key factor in determining acceptability.

- For professionals, usdriendliness was amed as an important factor in
determining the acceptability of the service.

- ltis very important that the quality of the sound and the image are high

- Professionals do see potential in ccVC, but they are not completely satisfied and
convinced that this gwice is better than traditional fact-face visits because of
the technical challenges, including the ICT literacy of the professionals and patients
themselves

- Regarding the treatment processes and care pathways, VC is seen by professionals
as usable amh satisfactory. It improves communication between primary care
professionals and specialists.

- VC service is useful for shared decision making 3 dzA RS LJadditSy iaQ vy
send a uniform message the patient that enhances theonfidence in the care
they receive

- The use of ccVC can also enhance efficiency. For example, in thoseisies
professionals provide sessions in different geographic atemasl time and costs
can be saved

- The ccVC service can be used for maintenance sessmm®ntinue to monitor
LI GASyGaQ Oz yaripdsdibiprevest @Bpde G A Y S

- ¢KS O00+x/ &aASNBAOS OFy 06S dzaSR STFSOlA@St e
perspective on their health and wellbeing. Professionals reported that they see that
patients experience an increased level of overall wellness when commencing the
ccVC service.

Appendix A.3 contains more details on the findings fromftieis group interviewsyhich
substantiate the factors described above

5.4  Summaryand conclusions

Overall, mtients report a high perceived satisfaction with cc¥@d that the serviceis well
integrated. The majority of patients report a high quality of treatmead that they have
received the kind of treatment they wanted. A greatajority of the patients wald
recommend the service to otherand are very satisfied with the help provided.

The majority of the health professionals are satisfied with the services and would use it again.
73% ofprofessionat report that the service meets their needs in the treant of patients.

This demonstrates that for the majority of the patisrvVGis a suitable solution. It is always
important to meet the individual needs of the patienend for patients where VC in not
useful it is important to have other solutions. tneatment of depressionit is importantto

havea variety of solutions to ensure personalised treatmehis project demonstrates that

VC can be a useful solution.

In terms of the appropriateness of the ccVC service, focus grprpsrily reported on
factors that can be categorised under treatment delivery processes. An important factor that
emerged from the focus groups wHmat VC services can act as a filter for specialised mental
health servicesand caninclude additional information about how patients are evolving
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through the primary care teams. In addition, the professionals reported that VC has the
potential to improve communication between the various professionals involved.

The decisiormaking procss of professionals to engage in the ccVC service and apply it in
their routinecare provision focsed on the expectations and actual needs of professionals in
the field. In terms of needs, the focus gpmuclearly indicated that timey rather lackit, was

an important factor in determining’hetherto engagelnterms of support, the professionals
indicated that dedicated support is an important prerequisite for a professional to engage
with the system.It was also mentioned that quickstart materials, taining, and gaining
experience with the systemsare important factors that can contribute to engaging in the
ccVC servicd.echnologicaleliability and usability of the service were considered of primary
importance for professionals to engage and rema&ngaged in the services. Some
professionals reported that the technologies used up until now were considered
unsatisfactory in terms of usability and reliability.

Regarding satisfaction and usability of the service, focus groups reported that the technolog
should be more robust and mature to be usable. In addition, it was argued that it is very
important that the quality of the sound and the image are hightient satisfaction is
regarded as a key factor for professionals to be satisfied with the systieemsselves.
Satisfaction and usabilityeve alsofelt to be depen@nt on factors related to the treatment
pathways and processes. Here, participants indicated that VCsicgnificantlyenhance
communication and collaboration between professionals, fatititashared decisiocmaking

and efficiency. However, one should be aware of practical arrangements such as scheduling
appointments.In terms of service delivery outcome, professionals indicated the ccVC service
to be useful in empowering patiesand makng them more aware of their mental health
status and wellbeing.
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6. Domain 5: Economic aspects

6.1 Introduction
The analysis of the economic aspect of thglementation of the services is based on responses to the questionnaires preceding thstrseimied
interviews with healtlcare organisations. These questionnaires include a series of questions regarding implementation and maintenarite cests

structured interviews colleatd relevant views in terms of potential savings and a potential business case for initiating and retaining the interventions
according to directorsr owners of the healthcare organisations participating in MasterMind. Thesassesummarised in this section.

6.2 Results

6.2.1 Characteristics of mental healthcare organisatioifsubset)
Table20provides a summary dhe characteristics ofthe healthcare organisations in MasterMind.

Table20: Characteristics of mental healthcare organisations

Region
Basque . i - . .
Denmark |Netherlandg Germany| Norway country Wales | Aragon [Badalong Galicia | Piemonte| Treviso Total
Samplein 2 2 1 1 2 3 2 2 2 1 1 19

Q%Zr(]y(es""l;)of establishment): 5411 5y | 1089 (0) | 2008 (0)| 1948 (0)| 1983 (0) | 1948 (0) | 1989 (0)| 1932 (0)| 1990 (0)| 2008 (0) | 2000(0) | 1984 (28)

Number of units /
departments: mean (SD)

Number of FTE employed: \ 5077
mean (SD) 712 (949) | 900 (0) | 3000 (0)| 95(0) |3679 (1869) 958 (747)| 900 (0) | 1000 (0)| 36000 (0] 3922 (0) | 200 (0) (10976)

7 (4) 17 (0) 14(0) | 1(0) 49 (2) 7(6) | 17(0) | 300) | 9(0) | 14(0) | 2(0) | 146 (389)
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Region

Denmark |Netherlandg Germany| Norway Ec?:r?tlrj; Wales | Aragén |Badalong Galicia | Piemonte| Treviso Total
Turnover:count (proportion)
Equ f 2NJ f Saa 1(0.5) 0 0 0 0 0 0 0 0 0 0 1 (0.05)
.SG6SSYy H | YR 0 0 0 0 0 0 0 0 0 0 0 0
Between 10 and 58 A £ A 0 0 1(1) 1(1) 0 1 (0.33) 0 0 0 0 1(1) 4(0.21)
h@dSNI pn YAt EAN 1(0.5) 2(1) 2 (1) 2 (0.67) 2(1) 2 (1) 2 (1) 1(1) 0 (0) 14 (0.74)
Waiting time: count (proportion)
Less than a week 0 0 0 0 2 (1) 0 0 2 2 0 0 6 (0.33)
Between 1 and 4 weeks 2 (1) 0 0 0 0 2 (0.67) 0 0 0 1(1) 1(1) 6 (0.33)
1 and 2 months 0 2(1) 0 (0) 1(1) 0 0 2 (1) 0 0 0 0 4 (0.22)
Between 2 and 6 months 0 0 1(1) 0 0 0 0 0 0 0 0 1 (0.06)
More than 6 months 0 0 0 0 0 1(0.33) 0 0 0 0 0 1 (0.06)

6.2.2 Investmens

Table21 below presents the initial investment in materials, ICT infrastructure and staff training required to implement the siere@els region.
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Redon
Basque . - : .

Denmark [Netherlandg Germany| Norway country Wales| Aragén | Badalona Galicia | Piemonte| Treviso| Total
Invegdments in materials and ICT infrastructurq ~ 600.000 35.000 35.000 38.386 100304
Euro mean (SD) (848528) (49497) 0 0 0 0 (49497) 24.000(0) (43254) 21500 (0)|50.000 (0 (278181)
Incidental efforts (time) needed of support sta
to implement the servicesFTE mean (SD) 0 0 99(0) 0 0 0 0 1(0) 54 3(0) 2(0) 1)
Initial training and supervisioncount (proportion)
Yes 1) 1(1) 1(1) 1(1) 1(1) |1(0.5)| 2(@1) 2 (1) 2 (1) 1(1) 1(1) |14 (0.93
No 0 0 0 0 0 1(0.5) 0 0 0 0 0 1(0)
Training type:count (proportion)
Technical aspects and how to use of 0 2 (1) 0 0 0 0 1(0.5) 0 1(0.5) 0 0 4(0.22)
platform
Therapeutic elements that are included
the platform (e.g. CBT) 0 0 0 0 0 0 0 0 0 0 0 0
Technical aspects anthow to use the
platform, and therapeutic elements that a 2(1) 0 1(1) 1(1) 2 (1) 2(1) | 1(0.5 2 1(0.5) 1(1) 1(1) |14 (0.78
included in the platform (e.g. CBT)
Other aspects related to the service. 0 (0) 0 (0) 0 (0) 0 (0) 0 (0) 0| 0(0) 0(0) 0 (0) 0 (0) 0 (0) 0 (0)

6.2.3 Recuring operational costs

Therecurting operational costs, estimated by the direct and indirect costs per session are summarisdalan2.
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Region

Netherlands|Germany Norway| Aragon|Badalong Galicia| Piemonte| Treviso Total
Direct costs of for one ccVC sessi@uromean (SD) 70(0) | 188 (0) | 20 (0) 95 (7) 374 (0) 50 (0) 50 (0) 67 (104)
Indirect costs spend on overheads for one cCBT/ccVC sedsimo. 30(0) 30 (0) 700 30 (0) 33 (@) 56 (0) 11.(0) 15 (0) 21 (19)
mean (SD)
6.2.4 Reimbursement modalities

We present thaeimbursement modalities reported by each organisation in each reigidable23.
Table23: Reimbursement modalities
Region
Denmark Nethcserland Germany| Norway cB:uSr?tLrj; Wales |Aragdn Badalona| Galicig Piemonte| Trevisg Total

Main sources of reimbursement. Type count (proportion)
Public healthcare system (PHS) (i.e. Mini - - - - - -
of Health) 2() 1(1) - 2 (1) 1(1) 9 (0.43)
Health care insurers (HCI) - 1(1) 1(1) - - - - - - - - 5 (0.24)
Patients (PAT) - - - - - - - - - - - 0
Other - - - - - - - - - - - 1 (0.05)
The service is not reimbursed structurally - - - - - - 2 (1) 2 (1) - 1(1) 1(1) |6(0.29)
Unknown - - - - - - - - - - - -
Distribution of sources per reimburs¢ 100% 0 0 80%/20% ) 100% . i i i i i
Percentages per type (PHS) 100 %(HCI) 100% (HC PHS/PAT (PHS)
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6.2.5 Cost savings (description)

This topic relates to the cost of themplementation. Resource utibdion was reported by the interviews on theme 1: Factors hindering and fostering
implementation.Nevertheless, not all interviews addressed this isdli&in topics emeripg from the interviews included:

1 An overall perception of lack of resources in mental health services.

1 The need of more economic evaluation

I Some participants stated that they weoaable to observe any savings

9 Time was the most mentioned resource needed. Time was needed both for patients and for eHealth learning and updates

9 Technological resources and infrastructure were also neelthesbme cases practical issues such as rooritadnility and WiFi were an obstacle to
implementation

Appendix A.4.1 contains more details on the findings fromftioels group interviewsyhichsubstantiate the factors described above

6.2.6 Budget Impact Analyses

Table24below summarises the main sources of costs identified in the questionnaires preceding the interviews. Savings couldantified igunonetary
terms, as this was not included in the questionnairewéver, 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 s&micture interviews, as detailed in sections 6.2.5 and 6.2.7.
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Region

Denmark Nethzrland Germany| Norway ?c?jr?tlrjf Wales | Aragon | Badalona| Galicia | Piemonte|Trevisq Total
Invedments in materials and IC| 600000 35.000 38.386 50.000| 768886
infrastructure. Euro mean (SD) (848528) | (49497) 0 0 0 0 0 24.000 (0) (43.254) 21.500(0) (0) | (278181)
Incidental efforts (time) needed of suppol
staff to implement the servicesFTE mea 0 0 99 (0) 0 0 0 0 1(0) 5(4) 3(0) 2 (0) 1(2)
(SD)
prect sy of for one ccVC sessideurol . 70(0) | 188(0)| © 0 | 200) | 95(7) |3740)| 50(0) |50(0)| 67 (104)
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6.2.7 Economic sustainability of services in routine practice

Economic sustainabilitpf services in routine practice relates two topics that were
collected through interviews:

1 Perspective on maintaining the services in place

9 Business case

In summary, the focus groups indicated the following factors as relevant:

1 Maintaining the services in place:

- The most mentioned reason for maintaining the services was tiey could be
efficient and danot need many additional resources

- The expectation was they would be able to treat more patients with the same
resources.

- Services could cover a larger argaoviding more accessible treatment

- Some also stated that the services are effective and able to treat previously
untreated patients

- Another reason mentioned for maintaining the services was that they can
contribute in mproving the public image in relation to mental health services
regarding effective and efficient use of resources, and receptionnafvative and
quality services

Appendix A.4.2 contains more details on these findings from ftheus group
interviews,which substantiate theefactors

i Business case:

- Participants mentioned some economic reasons that could build a business case.
The interventions had not been expensive, seemed efficient, and could be absorbed
into the daily work of the institution.

- The progct was still in evaluatigrand it is not clear that services were going to be
maintained in the long run. Especially as the sites did not have funding strategies in
place yet.

- In one site, participants saw no possibility of building a business case.

Appendix A.4.3 contains more details on these findings from theus group
interviews,whichsubstantiate theefactors

6.3 Summaryand conclusions

There is a wide variation in the responses regarding the economic aspects of the
implementation of the servicegnitial investment in material and ICT infrastructure varied
FNRY ne G2 cnnIinnned az2dald NBIA2y A NBI dzAi NBR
mean FTE of one person. Almost every region required initial training and supervision for
staff, which h 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 informatiiencost varied

from 20c to oTne FT2NJ OO+ / ®the? rhodafity dfFeimbiBsnient, (nide
organisations reported public health system reimbursemdite were reimbursed by
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healthcare insurerssix reported that the service is not reimbursed structuraéyd one
NB O 2 NR S RypetoréirkbSrdeinenti

Regarding qualitative analysis, the economic aspects of the implementation were analysed
taking into account the reports of interviews from Aragon, Badalona, Basque Country,
Piemonte, Treviso, Wales, Scotlamenmark, the Netherlands and Germany. Data from
Norway, Galicia and Greenland were not available for analysis. The questionnairesssere al
not available for Greenland.

With the available datdt has not been possible to analyse separately the perceptadrihe
economics aspects of ccVC and cCBT. Most of the refrorts the interviews did not
separate esponses for each intervention.

Qualitative reports were highly variable in the quantity and quality of the included
information. In this sensethe number of quotations may not be representative of the
interestin the topics. Both direct quotations from the intervieyad summary statemest
were used as primary datand arereproduced in this analysis in italics.
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Domain 6: Organisational aspects

7.1

Introduction

Domain 6 aims to provide insights into organisational aspects and perspectives in
implementing and ugscaling the cCBT and ccVC services routine practice. Variables
include quantitative information on the organisation profile (as part of domBinand
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), perdeifactors for
implementation success, and innovation climate (including information on knowledge and
beliefs about the services, sadfficacy in using the services, individual state of change,
identification with the organisation, support and awards, aethtive priority). Findingare
triangulated between both quantitative data and qualitative data, and between healthcare
professionals and organisational perspectives (organisations).

The analyses enable drawingt answers to theeresearch questions:

1 To identify barriers and facilitators that influenséhe implementation of cCBT and
ccVC to treat depression in routine practice.

9 To assess the costs associated with impleraton and largescale uptake of cCBT and
ccVC to treat depression in routine ptiae.

9 To assess the perceived satisfaction and perceigability with cCBT and ccVC.

9 To assess the transfdriity of implementation and ugscaling of cCBT and ccV@®in
routine practice in different care contexts.

Findings from domain 6, together witdomains 15 and 7 provide insights into the
acceptability and appropriateness from the perspective of healthcare professionals, and the
sustainability of the services in routine practice as seen from the viewpoint of the
organisations.
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Resultsg Healthcare professionals

Leadership engagement

¢ KS RAYSyaA By 3¢ [N KO NadzR v  { de@sioardlng pfdcesthé angagen@nt of supervisors in the use of the
implemented services, the presence of an implementation strategy, staff availability and available resbiuecesults are preséed in Table25.

We ha answers from 78 healtare professionals. Of these, 62.8% are women. 33% are GPs, 30li#nsexbsychologist, psychologisin training or
psychologist with basic training, while 16.7% are psychiatrists. The maj(ity9 have more than 10 years of experience. We are missing data from
Galicia and Greenland.

Most users said that the decision making process was pantaip#0% of the sample). 38.7%&id it wa topdown, and only 1.3% said botteap.
Leadership engagementasfairly high, with 55.9% agreeing or strongly agreeing that supervisors are highly engaged in using the ccVCTéervices.
approval for the implementatio strategy is a bit lower, with 48.8% ageing or strongly agreeing that a visible and recognisable strategp isymechent

the services57.2% agree or strongly agr that enough qualified staff aravailable to provide the service®nly 41%agree orstrongly agreehat an
adequate number of resources are made available to offer the setvices

Table25: Leadership engagement

Region

Basque

Wales Aragon Badalona | Piemonte Treviso Total
Country

Denmark | Netherlands| Germany Norway

Subset n 3 1 14 1 7 4 6 12 17 13 78

Decision making process (How would you characterise the decision making process in your organisatitei)rical; mean (SD)

top-down 3 (100%) 0 10 (71,4%) | 1(100%) | 4 (57,1%)| 2 (66,7%)| 1(16,7%)| 3(27,3%) | 3(17,6%)| 2 (15,4%)| 29 (38,7%)

bottom-up 0 0 1(7,1%) 0 0 0 0 0 0 0 1(1,3%)

participatory 0 0 3 (21,4%) 0 (0%) 3(42,9%) | 1(33,3%)| 5(83,3%)| 8(72,7%)| 14 (82,4%)| 11 (84,6%) 45 (60%)
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