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Executive Summary 

This document contains the final report for WP7 (ccVC) ς videoconference for collaborative 
care 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 illness through the use of ICT. A major cause of 
morbidity worldwide, depression is characterised by its high incidence, social cost and the 
proven clinical effectiveness of ICT in its treatment. 

This report documents the status of the ccVC trials at the end of 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 possibility to understand the meaning (qualitative) of the facts (quantitative) 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 data weǊŜ ŜȄǘǊŀŎǘŜŘ ŦǊƻƳ ǘƘŜ ǇǊƻƧŜŎǘΩǎ ŎŜƴǘǊŀƭ database at Arsenàl.IT. The report 
includes lessons learned and recommendations from all involved sites. 

At the end of the project, 878 patients have received treatment using ccVC or a combination 
of ccVC and cCBT. Information on 769 of these patients has been uploaded to the database, 
and has been part of the data analysis in this report. In addition, data on 196 healthcare 
professionals involved in ccVC has been uploaded to the database; this provided the basis for 
background information about the professionals involved in the project. A number of 
healthcare organisations have provided data on the organisational aspects with respect to 
ccVC. 

Many of the pilot sites encountered problems that interfered with the recruitment of 
participants with respect to VC. These problems were mainly related to implementation, 
engaging healthcare professionals, ethical approval, procurement activities, and the 
technical solutions. All sites have worked hard to meet these challenges; the most important 
corrective actions have 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 ccVC, and the service to be well 
integrated. The majority of the health professionals are satisfied with the services and would 
use them again. 73% of professionals report that the service meets their needs in the 
treatment of patients. 

All sites have experienced some kind of challenges with respect to ccVC during the process, 
but also learnt some very valuable lessons for future work with implementation and 
sustainability of the VC service. 

Some of the lessons learnt are: 

¶ It is important to have a well functioning technical solution that meets the needs of 
the patients and professionals. Good network connections are needed. 

¶ It is important to perform some laboratory testing before deploying the solution in real 
life to avoid problems. 
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¶ It is important to have close contact and cooperation with the involved team, including 
physicians, nurses, GPs, technical staff and management. 

¶ Preparatory planning is essential, together with a clear development plan before 
starting implementation. 

¶ Staff and technicians must be sufficiently trained. Training sessions take time, and 
must be planned and scheduled carefully. 

¶ It is important to introduce patients and relatives to the technical solution, and to 
support the patient in using it.  

¶ Information for patients and partners is a key issue.  

¶ National guidelines are needed e.g. with respect to law ς what is allowed and what is 
required in the use of VC with patients at home.  

The results from MasterMind demonstrate that VC can be used as a tool in connection with 
treatment of depression, and that eHealth solutions can be considered very well in the area 
of mental health. 



  

D7.6 Final pilot evaluation 

 

 

Public Page 5 of 145 V2.0/ 12th June 2017 

Table of Contents 

EXECUTIVE SUMMARY 3 

TABLE OF CONTENTS 5 

1. INTRODUCTION 9 

1.1 Purpose of this document 9 

1.2 Background 9 

1.3 Structure of document 9 

1.4 Glossary 10 

2. METHODOLOGY 11 

2.1 Study design 11 

2.2 Data management 12 

2.3 Analysis plan 13 

2.3.1 Descriptive statistics 13 

2.3.2 Cost analysis: budget impact analyses 15 

2.3.3 Qualitative analysis 15 

3. DOMAIN 1: HEALTH PROBLEM AND CHARACTERISTICS OF THE APPLICATION 21 

3.1 Introduction 21 

3.2 Results 21 

3.2.1 Prevalence of depressive disorder 21 

3.2.2 Current mental healthcare settings targeting depression 23 

3.2.3 Interventions implemented in WP7 in MasterMind 38 

3.2.4 Recruitment and reach of MasterMind services 41 

3.2.5 Demographic characteristics of patients (core) 43 

3.2.6 Demographic characteristics of healthcare professionals (core) 45 

3.2.7 Demographic characteristics of mental healthcare organisations (core) 48 

3.3 Summary and conclusions 49 

4. DOMAIN 2 AND 3: SAFETY AND CLINICAL EFFECTIVENESS 51 

4.1 Introduction 51 

4.2 Results 52 

4.2.1 Clinical safety 52 

4.2.2 Clinical effectiveness in symptom reduction 53 

4.2.3 Clinical change 55 

4.2.4 Quality of life 55 

4.2.5 Appropriateness of MasterMind services in alleviating depressive disorder in 
routine practice 57 



  

D7.6 Final pilot evaluation 

 

 

Public Page 6 of 145 V2.0/ 12th June 2017 

4.2.6 Appropriateness of MasterMind services based on focus group interviews 59 

4.3 Summary and conclusions 60 

5. DOMAIN 4: PATIENT AND HEALTHCARE PROFESSIONAL PERSPECTIVES 62 

5.1 Introduction 62 

5.2 Results ς Patient perspectives 62 

5.2.1 tŀǘƛŜƴǘΩǎ ǇŜǊŎŜƛǾŜŘ ǎŀǘƛǎŦŀŎǘƛƻƴ 62 

5.2.2 tŀǘƛŜƴǘΩǎ ǇŜǊŎŜƛǾŜŘ ǳǎŀōƛƭƛǘȅ 65 

5.3 Results ς IŜŀƭǘƘŎŀǊŜ ǇǊƻŦŜǎǎƛƻƴŀƭΩǎ ǇŜǊǎǇŜŎǘƛǾŜǎ 66 

5.3.1 IŜŀƭǘƘŎŀǊŜ ǇǊƻŦŜǎǎƛƻƴŀƭΩǎ ǇŜǊŎŜƛǾŜŘ ǎŀǘƛǎŦŀŎǘƛƻƴ 66 

5.3.2 HŜŀƭǘƘŎŀǊŜ ǇǊƻŦŜǎǎƛƻƴŀƭǎΩ ǇŜǊŎŜƛǾŜŘ ǳǎŀōƛƭƛǘȅ 67 

5.3.3 Perceived acceptability of MasterMind services in routine practice based on 
qualitative data (focus group interviews) 69 

5.4 Summary and conclusions 70 

6. DOMAIN 5: ECONOMIC ASPECTS 72 

6.1 Introduction 72 

6.2 Results 72 

6.2.1 Characteristics of mental healthcare organisations (subset) 72 

6.2.2 Investments 73 

6.2.3 Recurring operational costs 74 

6.2.4 Reimbursement modalities 75 

6.2.5 Cost savings (description) 76 

6.2.6 Budget Impact Analyses 76 

6.2.7 Economic sustainability of services in routine practice 78 

6.3 Summary and conclusions 78 

7. DOMAIN 6: ORGANISATIONAL ASPECTS 80 

7.1 Introduction 80 

7.2 Results ς Healthcare professionals 81 

7.2.1 Leadership engagement 81 

7.2.2 Innovation climate 83 

7.2.3 Perspective on implementation 86 

7.3 Results ς healthcare organisations 86 

7.3.1 Leadership engagement 86 

7.3.2 Perspective on implementation 87 

7.4 Summary and conclusions 88 

7.4.1 Implementation 88 

7.4.2 Leadership management 88 

7.4.3 Perspective on implementation (Organisation) 89 



  

D7.6 Final pilot evaluation 

 

 

Public Page 7 of 145 V2.0/ 12th June 2017 

8. DOMAIN 7: SOCIO-CULTURAL, ETHICAL AND LEGAL ASPECTS 90 

9. TRANSFERABILITY ASSESSMENT 91 

10. PROBLEMS ENCOUNTERED AND LESSONS LEARNED 92 

10.1 RSD 92 

10.2 PHB 93 

10.3 GIG 95 

10.4 SALUD 97 

10.5 BSA 98 

10.6 SERGAS 100 

10.7 ULSS9 102 

10.8 ASLTO3 103 

10.9 SCHOEN 105 

10.10 NST 107 

10.11 AHP 110 

10.12 Osakideza 110 

11. CONCLUSION 112 

APPENDIX A: QUALITATIVE DATA FROM FOCUS GROUPS AND INTERVIEWS 115 

A.1 Domain 2: Safety 115 

A.2 Domain 3: Effectiveness of the cCBT service 116 

A.2.1 Engaging in VC delivered mental health services 116 

A.1.3 Appropriateness to the VC facilitated service 117 

A.2.2 Adherence to the VC facilitated service 120 

A.3 Domain 4: Healthcare professionals' perceived acceptability of MasterMind services 
in routine practice 121 

A.3.1 Appropriateness of the service 121 

A.3.2 Engaging in the service 123 

A.3.3 Satisfaction and usability 125 

A.4 Domain 5: Economic aspects 128 

A.4.1 Cost savings 128 

A.4.2 Economic sustainability of services in routine practice 131 

A.4.3 Business case 133 

A.5 Domain 6: Organisational aspects 135 

A.5.1 Perspectives on implementation (professionals) 135 

A.5.2 Factors hindering and fostering implementation - Leadership engagement 139 

A.5.3 Factors hindering and fostering implementation - Perspective on 
implementation 141 



  

D7.6 Final pilot evaluation 

 

 

Public Page 8 of 145 V2.0/ 12th June 2017 

A.6 Domain 7: Socio-cultural, ethical and legal aspects 144 

 

ANNEX 1: LOCAL TRIAL PROTOCOLS 



  

D7.6 Final pilot evaluation 

 

 

Public Page 9 of 145 V2.0/ 12th June 2017 

1. Introduction 

1.1 Purpose of this document 

This document contains the final trial report for WP7 (ccVC) videoconference for 
collaborative care and treatment of depression in the MasterMind project. It uses the 
approach based on MAST methodology. The document has the same outline that D7.4 
intermediate trial report had, and includes data gathered from the pilots and data from the 
central database. 

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

1.2 Background 

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

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 10 EU and Associated 
Countries. 

WP7 aims to: 

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

¶ collect the values of the indicators specified by the assessment methodology before, 
during, and after the trials; 

¶ 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 participated in WP7. The inclusion period started in January 
2015 and ended ultimo October 2016. 

1.3 Structure of document 

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

Chapter 3 contains information for MAST Domain 1:  Health problem and characteristics of 
the application. 

Chapter 4 contains information for MAST Domain 2 and 3: Safety and clinical effectiveness. 

Chapter 5 contains information for MAST Domain 4: Patient and healthcare professional 
perspectives. 
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Chapter 6 contains information for MAST Domain 5: Economic aspects. 

Chapter 7 contains information for MAST Domain 6: Organisational aspects. 

Chapter 8 contains information for MAST Domain 7: Socio-cultural, ethical and legal aspects. 

Chapter 9 contains information on the transferability assessment. 

Chapter 10 contains the problems encountered by pilots and lessons learned. 

Chapter 11 contains the conclusions. 

Annex 1 contains the local trial protocols. Training materials have already been presented in 
D7.4 Annex 2. 

1.4 Glossary 

 

cCBT Computerised Cognitive Behavioural Therapy 

ccVC Video Conference for Collaborative Care and treatment of depression 

CSQ 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 
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2. Methodology 

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

2.1 Study design 

To evaluate the 15 implementation projects, a multi-level and mixed-methods assessment 
was undertaken using a process and pre-test-post-test study design. The evaluation assessed 
the viewpoints of three levels of stakeholders involved in the implementation projects: 1) 
patients, 2) healthcare professionals and 3) mental healthcare organisations. A mixed-
methods approach was employed which provided a good understanding of what the 
implementation projects have achieved (quantitative results), and how or why these 
outcomes occurred (qualitative results). Using qualitative methods of data collection can also 
provide a good insight into unintended consequences, and provide lessons for improvement 
of both interventions and the implementation and up-scaling of future interventions in 
routine practice. 

The evaluation was structured according to the Model for ASessment of Telemedicine 
(MAST) in which seven highly interrelated domains were assessed: 

¶ Client and care profiles; 

¶ Safety of patients; 

¶ Clinical change in depressive symptoms; 

¶ Implementation related costs; 

¶ Patient and professional perspectives towards cCBT and ccVC; 

¶ Organisational aspects; and the broader  

¶ Social, legal and ethical issues related to employing cCBT and ccVC in routine practice.  

For these seven MAST domains, the following seven objectives can be derived: 

1. To identify the factors which promote or hinder the implementation of cCBT and ccVC 
for treating depression in routine practice. 

2. ¢ƻ ŀǎǎŜǎǎ ŎƘŀƴƎŜ ƻŦ ǇŀǘƛŜƴǘǎΩ ŘŜǇǊŜǎǎƛǾŜ ǎȅƳǇǘƻƳǎ ǿƘŜƴ ǘǊŜŀǘŜŘ ǿƛǘƘ Ŏ/.¢ ŀƴŘ ŎŎ±/ 
in routine practice. 

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

4. To asseǎǎ ǇŀǘƛŜƴǘǎΩ ǎŀŦŜǘȅ ƛƴ ǘŜǊƳǎ ƻŦ ǘƘŜƛǊ ƳŜƴǘŀƭ ƘŜŀƭǘƘ ǿƘŜƴ ǇǊƻǾƛŘŜŘ ǿƛǘƘ Ŏ/.¢ ŀƴŘ 
ccVC in routine practice. 

5. To assess the perceived satisfaction and perceived usability of cCBT and ccVC of: 

¶ Patients when treated for depression; 

¶ Healthcare professionals when treating patients suffering from depression; 

¶ Healthcare professionals when using ccVC in a collaborative care setting. 

6. To identify the reach of cCBT and ccVC in routine practice through assessing general 
patient characteristics. 
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7. To identify how to implement cCBT 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 already available in 
routine care, such as information on the reduction of depressive symptoms. In addition, short 
self-report questionnaires are used to measure satisfaction with and usability of cCBT and 
ccVC, as this information is not available in routine focus group interviews with a limited 
group of healthcare professionals; structured interviews with representatives from the 
involved healthcare organisations were undertaken to gain a better understanding of the 
process that leads to implementation success or failure. 

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

The resulting summative evaluation provides valuable insights into the factors that influence 
the implementation and up-scaling of cCBT and ccVC in a variety of real political, social, 
economic and clinical contexts. It provides insight into the perspectives of involved 
stakeholders, and results in concrete recommendations for implementing and up-scaling 
cCBT and ccVC for depression in different mental healthcare contexts. 

2.2 Data management 

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

Each pilot site in the study ensured the quality of the data collected and its completeness, 
with sufficient controls to prevent the introduction of erroneous data and to totally ensure 
the confidentiality of patient information entered into the database. To do so, each pilot site 
nominated a data manager. 

Each pilot site uploaded or exported the data to the central database (depending on the tool 
chosen) on a monthly basis. Every month, pilot sites had the opportunity to correct any 
mistakes introduced in the previous months. The most relevant aspects to be checked were: 

¶ The number of valid participants included in the database. 

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

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

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

In addition to the quality assurance carried out by pilot sites, Arsenal.IT (which was 
responsible for the central database) checked if the data uploaded were in the correct format 
according to the codebook, i.e. all mandatory indicators entered, no incorrect symbols 
introduced, ranges of the indicators respected, etc. 
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As a third layer of quality assurance, the evaluation team led by the scientific coordinators 
was in charge of monitoring whether the data was of good scientific quality, e.g. the option 
ƻŦ άƳƛǎǎƛƴƎ ŀƴǎǿŜǊέ was used as little as possible, and instruments were monitored to 
measure and provide data as intended. 

Once data capture was completed, each pilot site fully rechecked the quality of the 
information entered; if any errors were detected in the data entry, or data was found missing, 
they corrected it prior to the statistical analysis. 

2.3 Analysis plan 

The analysis underwent the following three steps: 

¶ Step 1: Due to the strong heterogeneity amongst the participating sites in terms of 
cCBT solutions, recruitment procedures, and healthcare systems, the analysis of the 
quantitative data was of a descriptive nature. This was expected, and fits the study 
design: summative evaluation. Frequency tables and scoring were used to observe 
trends in the data. Univariate analysis was used to investigate potential associations 
between variables. 

¶ Step 2: Through thematic content analysis, semantic units of meaning related to the 
study objectives were identified inductively within the qualitative data, and then 
coded and summarised in aggregated narrative tables. 

¶ Step 3: The results from step 1 and 2 were combined and observed for trends. 
Quantitative data were compared with the qualitative results, and remarkable 
observations described. The interpretation was of a descriptive nature in order to 
preserve heterogeneity between levels and contexts of sites. Additionally, and where 
possible, explorative statistical methods were employed to investigate cross-sectional 
relationships between levels (patients, healthcare professionals and organisations), 
care settings and, if possible, specific intervention characteristics. 

Presentation of results and interpretations was structured in accordance with the MAST 
domains. At patient level, data of all participants were included in the analyses when they 
were eligible and agreed to receive treatment, regardless of whether the participant ended 
their participation as intended. The reason for this is that information on e.g. complete 
discontinuation of treatment or parts of the treatment provides valuable information on the 
effectiveness of the implementation programme. As the focus of this study is on 
implementation effectiveness, no data, or parts of the data missing, is core information for 
the outcomes. Therefore, no imputation techniques were applied. 

2.3.1 Descriptive statistics 

Data cleaning for the depicted analysis included the filtering of patients that were: 
a) eligible for treatment offered; 
b) recruited and gave consent to the use of their data in the project; and  
c) of adult age.  

In general, no other exclusion criteria from data analysis have been used. For post treatment 
analysis, patients have been excluded for not providing pre treatment data. For the clinical 
effectiveness and change analyses, cases have not been filtered by the number of sessions 
completed; all provided cases have been used. 
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We used SPSS 24 for the data analysis. The data has been divided into a core and sub-data 
sets. The core data sets include all available data on patients, professionals and organisations 
in order to report maximum data on the demographics with regard to the inclusion criteria 
mentioned above. Additionally, for each analysis, a sub-set demographics table was reported 
in order to indicate the difference in these sub-datasets from the core data set. 

For the clinical effectiveness measure, pre- and post treatment total numbers and 
percentages are depicted within pre-set categories (no symptoms, mild, moderate, severe or 
very severe symptoms). For clinical change, the difference scores between these categories 
have been calculated indicating the degree of change in the pre-ǎŜǘ ŎŀǘŜƎƻǊƛŜǎΦ άweduction 
ƛƴ ƻƴŜ ŎŀǘŜƎƻǊȅέ ƳŜŀƴǎ that the patient symptoms were reduced by one severity category, 
e.g. from very severe to severe depressive symptoms, severe to moderate, moderate to mild, 
ƻǊ ƳƛƭŘ ǘƻ ƴƻ ǎȅƳǇǘƻƳǎΦ !ŎŎƻǊŘƛƴƎƭȅΣ άǊŜŘǳŎǘƛƻƴ ƛƴ ǘǿƻ ŎŀǘŜƎƻǊƛŜǎέ ŘŜǇƛŎǘǎ ǇŀǘƛŜƴǘǎ whose 
depressive symptom severity was reduced either from very severe to moderate, severe to 
ƳƛƭŘ ƻǊ ƳƻŘŜǊŀǘŜ ǘƻ ƴƻ ǎȅƳǇǘƻƳǎΦ ¦ƴŘŜǊ άŘŜǘŜǊƛƻǊŀǘƛƻƴέ ǘƘŜ ƴǳƳōŜǊ ƻŦ ǇŀǘƛŜƴǘǎ is shown 
who experienced a higher level of depressive symptom severity after treatment than before. 

tŀǘƛŜƴǘΩǎ ǇŜǊŎŜƛǾŜŘ ǎŀǘƛǎŦŀŎǘƛƻƴ ǿŀǎ ƳŜŀǎǳǊŜŘ ǿƛǘƘ ǘƘŜ /ƭƛŜƴǘ {ŀǘƛǎŦŀŎǘƛƻƴ vǳŜǎǘƛƻƴƴŀƛǊŜ 
(CSQ-81). This version of the CSQ contains eight questions on ŎƻƴǎǳƳŜǊǎΩ satisfaction, and is 
easily scored by summing the individual item scores to produce a range of 8 to 32, with higher 
scores indicating greater satisfaction. The answer options in the Likert scale linked to 
approval have bŜŜƴ ŎƻƳōƛƴŜŘ ŀǎ ƛƴŘƛŎŀǘƛƴƎ άŀǇǇǊƻǾŀƭέΣ ŀƴŘ ǘƘŜ ŘƛǎŀǇǇǊƻǾal options in the 
ŎŀǘŜƎƻǊȅ άŘƛǎŀǇǇǊƻǾalέΦ LǘŜƳ ǎŜƭŜŎǘƛƻƴ ŦƻǊ ǘƘŜ /{v-8 has been done by expert ratings and 
factor analysis. Being one-dimensional, the measurement is equipped to provide a 
homogeneous estimate of general satisfaction with services. In numerous studies, CSQ-8 has 
been ǇǊƻǾŜƴ ǘƻ ŜȄǘǊŀŎǘ ǇŀǘŜƴǘΩǎ ǇŜǊǎǇŜŎǘƛǾŜ ƻŦ ǘƘŜ ǾŀƭǳŜǎ ōǊƻǳƎƘǘ ōȅ ǘƘŜ ǎŜǊǾƛŎŜ όŀƴŘ ƴƻǘ ǎƻ 
ƳǳŎƘ ǘƘŜ Ǝŀƛƴ ƻŦ ǘǊŜŀǘƳŜƴǘ ƻǊ ƻǳǘŎƻƳŜύΦ !ŎŎƻǊŘƛƴƎƭȅΣ ǘƘŜ ƘŜŀƭǘƘŎŀǊŜ ǇǊƻŦŜǎǎƛƻƴŀƭΩǎ 
perceived satisfaction was assessed with the Client Satisfaction Questionnaire (CSQ-3), 
containing of the items 3, 7, and 8 of CSQ-8. These items are the empirically most salient 
items of the measurement, and are used to provide a maximum amount of efficiency in 
ƻōǘŀƛƴƛƴƎ ŘŀǘŀΦ CƻǊ ǘƘŜ ǊŜŀŘŜǊΩǎ ŎƻƴǾŜƴƛŜƴŎŜΣ ǿŜ ŎƘƻǎŜ ǘƻ ŘŜǇƛŎǘ ǘƘŜ ǇŜǊŎŜƴǘŀƎŜ ƻŦ ŀǇǇǊƻǾŀƭ. 

tŀǘƛŜƴǘΩǎ ŀƴŘ ƘŜŀƭǘƘ ŎŀǊŜ ǇǊƻŦŜǎǎƛƻƴŀƭΩǎ ǇŜǊŎŜƛǾŜŘ ǳǎŀōƛƭƛǘȅ ǿŀǎ ƳŜŀǎǳǊŜŘ ǿƛǘƘ ǘƘŜ System 
Usability Scale (SUS2) consisting of ten items to facilitate the evaluation of products such as 
software and applications. The questionnaire was chosen because it represents the gold 
standard in the field of measuring system usability, it can easily be administered, is realisable 
in small sample sizes, and has been proven to be a valid instrument (cite). The interpretation 
can be complicated. When interpreting, bear in mind the scoring of the items (positive or 
ƴŜƎŀǘƛǾŜύ ƻŦ ǘƘŜ {¦{Φ ¢ƻ ŎŀƭŎǳƭŀǘŜ ǘƘŜ ǎŎƻǊŜΣ ŜŀŎƘ ǇŀǊǘƛŎƛǇŀƴǘΩǎ3 scores for each question are 
converted individually, added together and then multiplied by 2.5 to convert the original 
scores of 0-40 to 0-100. Although the scores are 0-100, these are not percentages and should 
be considered only in terms of their percentile ranking. Based on research, a SUS score equal 

                                                             
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, 2, 197-207. Instrument 
reproduced with permission of C. Clifford Attkisson. 

2 Brooke, J.: SUS: a "quick and dirty" usability scale. In: Usability Evaluation in Industry.. London: Taylor and 
Francis, 1986.  
Bangor, A., Kortum, P. T., & Miller, J. T. (2008). An empirical evaluation of the system usability scale. Intl. 
Journal of HumanςComputer Interaction, 24(6), 574-594. 

3 https://www.usability.gov/how-to-and-tools/methods/system-usability-scale.html 
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to or above a 68 would be considered above average, and anything below 68 is below 
average.  

The data has been presented ƛƴ ǘŀōƭŜ ŦƻǊƳŀǘ ǿƛǘƘ ǘƘŜ ƘŜƭǇ ƻŦ ǘƘŜ άŎǘŀōƭŜέ ŎƻƳƳŀƴŘ ƛƴ {t{{, 
with layout by the MasterMind partner Kronigune.  

2.3.2 Cost analysis: budget impact analyses 

An economic evaluation, sometimes referred to as cost-effectiveness analysis, is defined as 
άǘƘŜ ŎƻƳǇŀǊŀǘƛǾŜ ŀƴŀƭȅǎƛǎ ƻŦ ŀƭǘŜǊƴŀǘƛǾŜ ŎƻǳǊǎŜǎ ƻŦ ŀŎǘƛƻƴ ƛƴ ǘŜǊƳǎ ƻŦ ōƻǘƘ ǘƘŜƛǊ Ŏƻǎǘǎ ŀƴŘ 
ǘƘŜƛǊ ŎƻƴǎŜǉǳŜƴŎŜǎέ ό5ǊǳƳƳƻƴŘ Ŝǘ ŀƭΦ нллр4). Therefore, an economic evaluation requires 
a comparison of two or more treatment alternatives, and the consideration of both costs and 
health outcomes in the analysis. 

MasterMind does not include a control group, as this is out of the scope of the evaluative 
framework design of the project. This precludes a comparison between the interventions 
under study and other treatment alternatives, preventing the full assessment of the cost-
effectiveness of such interventions. The scope of the economic analysis is thus focused on 
the implementation costs, the recurring costs of the implemented cCBT service, and the 
potential savings derived from the use of the technologies under evaluation. 

The economic analysis, or budget impact analysis, is based on responses to the 
questionnaires preceding the semi-structured interviews with healthcare organisations, 
which included a series of questions regarding implementation and maintenance costs. The 
semi-structure interviews also collected relevant views in terms of potential savings and a 
potential business case for initiating and retaining the interventions according to directors or 
owners of the healthcare organisations participating in MasterMind. 

The budget impact analyses contained the following three steps: 

¶ Estimate costs of implementing interventions: The overall implementation cost to the 
healthcare organisation is estimated based on information on investment (§6.2.1) and 
recurring costs (§6.2.2), as well as reimbursement modalities (§6.2.3) and external 
information on unit costs for staff time. 

¶ Estimate cost of providing interventions: Based on the questionnaires preceding the 
interviews with organisations, and information from questionnaires preceding 
healthcare ǇǊƻŦŜǎǎƛƻƴŀƭǎΩ focus groups, the (recurring) cost of providing cCBT service 
in practice were estimated. 

¶ Estimate savings:  Cost savings are estimated based on qualitative data. The reason for 
this is that sites indicated they did not have data that of sufficient quality to determine 
savings caused by the implemented services in comparison with existing care. 
Therefore, the scale of potential savings is discussed. 

2.3.3 Qualitative analysis  

The qualitative analysis was aligned to a constructivist understanding of the factors that 
facilitate or hinder implementation, by focusing on the opinions that groups of healthcare 

                                                             
4 Ref. Drummond, M.F. et al., 2005. Methods 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 
ǇŀǊǘƛŎƛǇŀƴǘǎΩ ŜȄǇŜǊƛŜƴŎŜǎ ƻŦ ŀ ŎŜǊǘŀƛƴ ŜǾŜƴǘΣ ǿƘƛŎƘ ŀƭƭƻǿǎ ǇǊŜǎŜƴǘƛƴƎ ǘƘŜ ǇŀǊǘƛŎƛǇŀƴǘǎΩ Ǉƻƛƴǘ 
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 et 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 the following 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 aspects: leadership and factors promoting or inhibiting 
implementation. 

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

The qualitative study followed a two-stepped emerging design that steered the contents of 
the structuring themes. Focus group discussions were conducted with healthcare 
professionals (both therapists and clinician referrers) to obtain collective views on the 
identified themes for cCBT. The interviews were aimed at obtaining the opinions of 
individuals representing the 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 framework5, Consolidated Framework for Implementation Research 
(CFIR)6, Measurements for Determining Innovation (MIDI)7, RE-AIM8 and the Normalisation 
Process Theory (NPT)9 were used to deductively inform the initial themes. These frameworks 
(MAST, CFIR, MIDI, RE-AIM) and theory (NPT) describe items and issues one should take into 
account when considering, planning, executing and evaluating an implementation project. 
Through iterative testing of the items in a pilot study, saturation of themes was achieved 
inductively. Purposive sampling was applied. The composition of the focus groups and 
interviews is listed in the tables below. 

Table 1: Wave 2: focus group discussions 

Site Service discussed Participants 

Aragon ccVC Primary care practitioners and specialist therapists (n=4) 

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

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

                                                             
5  https://www.ncbi.nlm.nih.gov/pubmed/22617736 
6  https://implementationscience.biomedcentral.com/articles/10.1186/1748-5908-4-50 
7  https://www.tno.nl/media/6077/fleuren_et_al_midi_measurement_instrument.pdf 
8  https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1508772/ 
9  http://journals.sagepub.com/doi/abs/10.1177/0038038509103208 
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Site Service discussed Participants 

ccVC Primary care practitioners and specialists (n=6) 

Basque 
Country 

Guided ccVC Primary care practitioners (n=5) 

Guided cCBT Primary care practitioners (n=7) 

Estonia cCBT min. guidance Primary care practitioners (n=9) 

Galicia Guided cCBT Primary care practitioners, nurses, therapists (n=6) 

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 + ccVC Primary care practitioners, specialist therapists (n=5) 

Guided cCBT + ccVC Primary care practitioners, specialist therapists (n=7) 

Turkey cCBT min. guidance Specialist therapists (n=3) 

Wales Unguided cCBT Primary care practitioners (n=5) 

ccVC Clinicians (n=4) 

Table 2: Wave 2: semi-structured interviews 

Site Service discussed Participants 

Aragon Guided cCBT Coordinator mental healthcare unit 

ccVC Coordinator IT and Innovation 

Badalona Guided cCBT + ccVC Director Innovation, research, and ICT 

Guided cCBT + ccVC Medical officer 

Basque 
Country 

Guided cCBT Regional Director of integration 

Guided cCBT Regional Director of integration (different region) 

Estonia Guided cCBT Head of GPs centre 

Galicia Not available; corrupt data file 

Greenland Not available 

Piemonte Guided cCBT + ccVC Director of mental health department 

Guided cCBT + ccVC Director of mental health unit 

Treviso Guided cCBT Director of department of mental health 

Guided cCBT Director of 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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Table 3: Collaborative care facilitated by Videoconferencing: focus group discussions 

Site Service discussed Participants 

Aragon ccVC Primary care practitioners and specialist therapists (n=4) 

Badalona ccVC 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 
Netherlands 

Blended cCBT + VC Specialist therapists (n=8) 

Blended cCBT + VC Specialist therapists (n=7) 

Norway* Unguided cCBT + ccVC GP, psychologists, IT engineer (n=4) 

Unguided cCBT + ccVC Middle-managers in psychiatry (n=4) 

Unguided cCBT + ccVC GP (n=2) 

Piemonte ccVC Primary care 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 conducted three focus group interviews but did not adhere to the field guide. However, where 
possible, information was extracted and used in the analyses. 

Table 4: Collaborative care facilitated by Videoconferencing: semi-structured interviews 

Site Service discussed Participants 

Aragón ccVC Coordinator IT and Innovation 

Badalona Guided cCBT + ccVC Director Innovation, research, and ICT 

Guided cCBT + ccVC Medical officer 

Denmark ccVC Senior nurse, head of department 

The 
Netherlands 

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

¶ Between healthcare professionals and therapists /  referrers: confirmative research of 
the CSQ-3 and SUS questionnaires that were administered to healthcare professionals. 

¶ Between healthcare professionals and team leaders: confirmative research of the CSQ-
3 and SUS questionnaires that were administered to healthcare professionals. 
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¶ Between healthcare professionals and healthcare organisation upper-level 
management: confirmative research of the focus groups with professionals and team 
leaders. 

Preceding the focus-group discussions and semi-structured interviews, participants were 
asked to fill out a short questionnaire to obtain general information about the interviewees 
and to prepare them for the interviews. 

A detailed field guide and reporting template was developed, and interviewers and focus 
group facilitators were trained in a two-day workshop. Please see deliverable D3.1 Generic 
Study Protocol for more information on the data collection procedures. 

The analysis consisted of two distinct steps: 

¶ Step 1: Thematic content analysis. 

¶ Step 2: Thematic analysis. 

2.3.3.1 Step 1: Thematic content analysis 

Through thematic content analysis, semantic units of meaning related to the initially defined 
themes were identified within the qualitative data, and then coded and summarised in tables 
corresponding the MAST domains. The reports delivered by the sites were split, and 
categorised in accordance with the wave the sites were active in, in combination with the 
service evaluated (i.e. cCBT + ccVC, or ccVC only). The reports contained summary statements 
from the interviewer, and transcribed and translated (into English) quotes from the audio 
tapes supporting the summary statements.  

The process of coding and categorisation of data was structured according to the following 
four steps: 

1. The reports were read to obtain an overview of data and to identify recurrent themes. 

2. The reports were reread and coded according to the themes identified in the first step. 

3. All text sections that were coded similarly were categorised into general themes. 

4. To ensure correct coding and categorisation, the data was reviewed for coherence and 
reallocated if discrepancies were found. 

Coding and categorisation was done in the qualitative data analysis application ATLAS.ti. 

2.3.3.2 Step 2: Thematic analysis 

Analysis of combined data was of a descriptive nature in order to preserve heterogeneity 
between the levels and contexts of sites. For each (type of) interview, a table was constructed 
with the final categorisations from step 1, a summary description of the findings, and a 
description of the sources (site, focus group or interview, participants); this is included in the 
results sections below. 

The descriptions of findings, data collection processes and participants were created by using 
narrative summaries in the form of simple descriptions of disaggregated data in tabular 
format10. These narrative summaries are included in the presentation of the results for the 

                                                             
10  Dixon-Woods, Agarwal, Jones, Young, & Sutton, 2005 
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corresponding MAST domains, after which they are included in the interpretative step 
described in step 3 of the overall analyses plan. 
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3. Domain 1: Health problem and characteristics of the 
application 

3.1 Introduction 

Domain 1 addresses the health problem, description of involved pilot sites and interventions 
and general characteristics of the patient, healthcare professional, and organisations 
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, employment, etc.) and health status. The profiles of 
the healthcare professionals include demographic information as well as professional 
experience in the field of mental healthcare and with the services. The organisational profiles 
include information in terms of age and size. 

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

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

3.2 Results 

3.2.1 Prevalence of depressive disorder 

Unipolar depressive disorder is currently one of the most prevalent mental disorders 
worldwide, and is predicted to be the number one overall cause of disability by 2030 for 
citizens of higher income countries11. Depressive disorders can lead to reduced quality of life, 
impaired social and personal relationships, and disturbed professional life. They are often 
accompanied by other psychiatric disorders (e.g. anxiety disorders, substance abuse) and a 
variety of physical health problems. A depressive disorder may start early in life, and the 
course is often recurrent12. Depressive disorders are therefore associated with substantial 
economic and societal costs, such as cost of treatment, loss of work productivity, 
absenteeism, early retirement, and premature death13. 

Despite the availability of effective treatments, the number of people that actually receive 
treatment for depressive disorders is not optimal. Care utilisation rates for adults with 

                                                             
11  World Health Organization 2008; Mathers & Loncar 2006 
12  Bijl & Ravelli 2000; Barney et al. 2006; Titov 2011) 
13  Ferrari et al. 2013; Wittchen et al. 2011; Gustavsson et al. 2011) 
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depression range from 35% to 45% in higher income countries14. Suggested barriers that 
contribute to these low rates include: fear of or perceived stigmatisation15; lack of adequately 
trained therapists; and the costs associated with healthcare delivery16. Also the often mono-
diagnostic nature of interventions available might limit treatment options for patients with 
mixed symptoms, the relatively high comorbidity among psychological disorders, or 
interpersonal differences in patients17. 

Table 5 below gives an estimate of the eligible patients for each region. This is based on local 
and national prevalence and population of the target regions. 

Table 5: Eligible patients for each region 

Region Number of 
eligible patients 

Applicable (local) inclusion and exclusion criteria for ccVC 

Denmark 36,000 Local Danish definitions of unipolar depression and adaptation 
reaction with diagnosis codes DF 32-32.9 and DF 43-43.9. 

Wales 10,614 1. Must suffer with mild/moderate depression and/or anxiety. 

2. Age 18+. 

3. Willingness to be pro-active in their treatment recovery with 
use of technology. 

4. Willingness for diagnosis / condition details to be shared with 
another healthcare professional / specialist. 

5. Must NOT have active suicidal ideation. 

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

ω Is 18 years or older. 

ω Has a primary diagnosis of depressive disorder. 

ω Has access to internet, an e-mail address, and a computer. 

¶ ω Has given an (electronic) informed consent. 

Germany 35,068 Inclusion criteria:  

ω Primary diagnosis of depression (mild, moderate or severe). 

ω Indication for CBT. 

ω Indication of short-term outpatient CBT. 

ω Motivation for cCBT. 

ω The patient is insured with a participating health insurance 
company. 

Exclusion Criteria:  

ω Patient with high suicidal ideas or plans. 

ω Patients with psychotic symptoms or addiction. 

ω Patients with eating disorder, personality disorder etc. which 
should be the focus of therapy. 

                                                             
14  Andrews et al. 2001; Spijker et al. 2001 
15  Hengartner:2012, VanVoorhees:2012 
16  Kazdin & Blase 2011; Wittchen et al. 2011 
17  Emmelkamp:2013, VanVoorhees:2012 
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Region Number of 
eligible patients 

Applicable (local) inclusion and exclusion criteria for ccVC 

Norway 3,500 Depressed. 

Age 18+. 

Informed consent. 

No or stable medication. 

Arágon 4,297 Patients with depressive disorders living in rural areas located far 
from the Mental Health Care Units. 

Basque 
Country 

39,404 Patients (with mild or moderate depression) receiving cCBT, the 
most complex cases will be eligible to be part of ccVC. 

Galicia 101,424 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 tŀǘƛŜƴǘΩǎ ōŀǎƛŎ L¢ ƪƴƻǿƭŜŘƎŜΥ ǘƘŜ ǇŀǘƛŜƴǘ ǎƘƻǳƭŘ ƘŀǾŜ ŀ t/ κ ƭŀǇǘƻǇ 
/ tablet and should know how to use it for ccVC purposes. 

tǊŜǎŜƴŎŜ ƻŦ LƴǘŜǊƴŜǘ ŎƻǾŜǊŀƎŜ ŀǘ ǇŀǘƛŜƴǘΩǎ location. 

Presence of mild to moderate depression. 

Consent to participate. 

Important: for the first two issues, the ASL TO3 MasterMind team 
can provide concrete and reliable support, i.e. by providing 
LƴǘŜǊƴŜǘ ŎƻƴƴŜŎǘƛƻƴ ŀƴŘ ǘǳǘƻǊƛƴƎ ǇŀǘƛŜƴǘΩǎ L¢ ŀŎǘƛǾƛǘƛŜs.  

Greenland 5,600 We can reach all of the inhabitants in Greenland, as AHP is the 
national healthcare provider and is present in all populated areas 
through VC at health centres. 

3.2.2 Current mental healthcare settings targeting depression 

The majority of persons with a mild or moderate depressive disorder receive treatment in 
primary care settings, mostly from GPs, by means of antidepressants and less by brief 
psychotherapeutic interventions. Patients suffering from more severe depressive disorders 
are often referred to specialised mental healthcare services where treatment consists of 
medication, psychotherapy or a combination of both18. For specialised care, there is an 
overall trend in Europe to replace inpatient by outpatient care in specialised mental health 
centres, and treat depression if appropriate in the community in primary care settings. 
However, the rates differ considerably between EU countries. 

                                                             
18  Cuijpers et al., 2012; Cuijpers, 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 depression, and 
how the pilots fit into this. 

3.2.2.1 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 first point of contact and also serve a gatekeeper function. 
GPs can refer patients to a practising psychologist or psychiatrist within the primary sector, 
or to the mental health services in the secondary sector in the Region of Southern Denmark. 
It has departments and functions across the region's 12,000 km2 in southern Denmark. 
Approximately 3,000 employees work in the hospital, which covers both community 
psychiatry and hospital psychiatry. 

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

In the Danish MasterMind pilot, VC was used to diagnose, monitor, and treat unipolar 
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 conference was applied as an active communication tool in the course of treatment 
between the following groups / situations: 

 

Figure 1: Denmark: ccVC treatment process 

The individual course of treatment and the use of video conference were planned in close 
collaboration between the patient and the psychiatrist / nurse; it presupposed that 
appointments and treatments using video conference were agreed in advance to the extent 
possible. 

Patients were included from two groups.  

Nurse Psychiatrist 

Patient 

Nurse + 
Patient 

Psychiatrist 

Psychiatrist Nurse 

Psychiatrist 

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

Assessment, referral, 
adjustment of medicine, 
treatment, replace / reduce 
visits, increased contact, 
handling acute situations. 

Assessment, referral, 
adjustment of medicine, 
treatment, replace / reduce 
visits, increased contact, 
handling acute situations. 



  

D7.6 Final pilot evaluation 

 

 

Public Page 25 of 145 V2.0/ 12th June 2017 

¶ Intervention group 1: Patients referred to gerontopsychiatric team (GPT) by hospital 
or GP for the purpose of referral and assessment. Patients were included consecutively 
after referral to GPT. 

¶ Intervention group 2: All 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 was applied to the same extent in both groups. Patients were included 
from GPT in Fredericia and Esbjerg, Region of Southern Denmark, respectively. 

3.2.2.2 Wales 

Powys covers ¼ landmass of Wales, but only has 4.5% of the population (132,000 people 
approximately) making it the most sparsely populated region in Wales. 

PtHB is part of the National Health Service within the United Kingdom. 

Travel between some of the different Health Board sites can take three hours plus. 

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

Figure 2 shows how the VC system works. 

 

Figure 2: Powys: VC system process 

By applying this model we hoped to achieve: 

¶ Reduced waiting times for patients needing to see a consultant psychiatrist. 

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

¶ wŜŘǳŎŜŘ Ψ5ŜŀŘ ¢ƛƳŜΩ όǘƛƳŜ ǎǇŜƴǘ ǘǊŀǾŜƭƭƛƴƎ ǎƻ ǘƘŜǊŜŦƻǊŜ ƴƻǘ ǿƻǊƪƛƴƎύ ŦƻǊ ƘŜŀƭǘƘŎŀǊŜ 
professionals. 

¶ Easier access to services for patients in Powys. 

¶ 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 assignments: every patient 
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 in-house nurse practitioner. They deliver triage, and short term 
face-to-face, online or blended treatment directed to self-management and 
empowerment of the patient. 

2) The second level is called basic mental healthcare (bGGZ): patients requiring mental 
healthcare for relatively mild to moderate symptomatology (single diagnosis); patients 
with sufficiently treated chronic disorders existing for longer than two years, and who 
are at low risk, are treated in the basic mental healthcare. Patients are treated by 
psychologists and specialised nurses with protocolled treatment such as CBT (Cognitive 
Behavioural Therapy), EMDR (Eye Movement Desensitisation and Reprocessing), IPT 
(Interpersonal Psycho Therapy), PST (Problem Solving Treatment) or relapse prevention 
programmes. Treatment is delivered face-to-face, or in a blended form. Psychiatrists and 
specialised nurses offer medication monitoring and treatment. The treatment protocols 
in basic mental healthcare are offered in time limited formats. Depending on the 
severity of the symptoms, four levels can be distinguished: short (maximum 300 
minutes), 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 mental healthcare (sGGZ): in the case of more severe / 
complex psychopathology, patients are referred to specialised mental healthcare 
(outpatient clinics) for more intensive treatment. Treatment is delivered by 
multidisciplinary teams consisting of clinical psychologists, psychiatrists, specialised 
therapists such as occupational therapists or motoric therapists, and specialised mental 
health nurses. Most treatment is offered face-to-face or blended. For severe mentally ill 
patients (SMI), who are (semi-) independently living with guidance from mental 
healthcare, video conferencing is starting to find its way into regular treatment 
programmes. When the patient is in crisis and psychopathology is so severe that the 
patient is in danger of self-neglect and/or harming himself/others (due to e.g. severe 
depression, suicidal tendency or psychosis), the patient can be referred from an 
outpatient clinic setting to an inpatient clinic. 

As described in our local protocol, we explored the possibility of integrating VC in the 
treatment of elderly (this was carried out at our outpatient clinic for elderly), and VC as part 
of cCBT treatment for adult patients in sGGZ (this was carried out at our outpatient clinic for 
adult depression), with the goal of further lowering the thresholds for treatment for people 
who have difficulties 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 care. It was 
found that only half to two thirds of the persons with a depression ask for professional help19. 
When people first visit their GP, after diagnosis, the majority of people with a depression (in 
2008: 85%) stay in care at the general practice20. Research from the Netherlands also showed 
that in 2007-2009, 41% of the people with a depression visited their GP because of their 
symptoms21. About 5% of patients who are referred by the GP are referred to mental 
healthcare within primary care (private practices), and 10% are referred to secondary care22. 
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 by their POH- GGZ. 

This would mean that of the total numbers of depressed patients in the recruitment area of 
Mastermind in the Netherlands, it is estimated that 40-50%% go to their GP (0,5 x 
28.654=14.327). Of them, 15% may be referred to basic or specialised mental 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 60-80 patients referred for depression treatment per year. 

The patient flow within the mental healthcare system is shown in Figure 3. 

 

Figure 3: Patient flow in mental healthcare system in the Netherlands 

                                                             
19  Cuijpers, 2011; Wieren, 2010 
20  Achterberg, 2010 
21  Nemesis-2, De Graaf et al, 2012 
22  Verhaak, 2011b 
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3.2.2.4 Aragon, Spain 

Aragón is a region located in the north-east 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 located far from the big towns) have a very dispersed and old population.  

The SALUD (Servicio Aragonés de Salud ς Aragón Healthcare 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, socio-health 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 has at least a general 
hospital, which includes the in-patient 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 once a week 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 the relevant 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 unit at Monzón, 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 pilot took place in the Lafortunada Healthcare Area, which 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 18 hamlets (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. The 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 mental health 
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 applied to this specific context: to reduce overall 
travel, and to improve accessibility to healthcare services (promotion of equity between rural 
and urban areas). 

3.2.2.5 Basque Country, Spain 

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

¶ Existence of relevant psychiatric 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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¶ Observed worsening during treatment, in the results of the tools used to measure the 
severity of his/her depression. (PHQ9: 20 or more, BDI-21: 30 or more). 

¶ Appearance of suicide risk during cCBT. This will be assessed with item 9 of PHQ9 and 
BDi-21. 

¶ Increase in the demand for care. 

The technological solution for ccVC was Lync Server, an internal 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 (VoIP) and web conferencing both within the organisation and externally.  

¢Ƙƛǎ ǎȅǎǘŜƳ Ŏŀƴ ōŜ ŀŎŎŜǎǎ ōȅ ŀ t/ ƛƴǎƛŘŜ hǎŀƪƛŘŜǘȊŀΩǎ ƴŜǘǿƻǊƪΦ hǎŀƪƛŘŜǘȊŀΩǎ ƴŜǘǿƻǊƪ ƛǎ ƳŀŘŜ 
up of the PCs connected to an internal network. 

27 healthcare professionals were involved in ccVC in the Basque Country:  

¶ 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 patients. They agree a 
schedule to follow-up these cases via ccVC. Additional teleconferences can be set up 
outside the schedule whenever the GP finds it necessary.  

¶ Four psychiatrists and psychologists: They are consulted by GPs when a complex case 
is identified. They provide advice and follow-up. They act reactively to the demand for 
advice made by GPs. 

Eight healthcare organisations were involved in ccVC in the Basque Country:  

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

¶ Five integrated care organisations: 
- ICO Donostialdea. 
- ICO Araba 
- ICO Ezkerraldea-Enkarterri-Cruces 
- 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 is covered 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 healthcare 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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!ƴ ŀǾŜǊŀƎŜ ƻŦ ол aϵ ŦǳƴŘƛƴƎ Ƙŀǎ ōŜŜƴ ƛƴŎorporated during the last 10 years to provide new 
models, based in the introduction of technologies and tools to support organisational 
changes: electronic health record system, named IANUS; e-prescription or digital imaging 
provide successful experiences that 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 system to ALL 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 an off-line 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 also in use, 
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 integration to social 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 care and psychiatrists from 
area of Coruña were included, because we were 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 secondary care, 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. 

3.2.2.7 Catalonia, Spain 

Catalonia is one of the 17 Autonomous Communities, with 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 Catalunya) has developed its 
own organisational model based on the historical evolution of the Catalan health system. The 
Department of Health (DSGC) is the ultimate official authority for the definition, planning and 
development of healthcare services in Catalonia. Servei Català de la Salut (CATSALUT) acts as 
a purchaser of services and guarantees quality control, while a network of public and private 
organisations provides the healthcare services. 

The Catalan Health system, as defined by Health Plan for Catalonia 2011-2015, 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 is organised within seven health regions divided 
into 56 health sectors and 369 basic health areas.  
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Source: Martinez (2013) and Contel (2014) 

Figure 4: The Catalan Health system 

The Health Plan for Catalonia 2011-2015 mentions that 30% 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 non-profit authorities own the 
remaining 70%. This situation has facilitated the separation of functions (purchasing v. 
providing) of the Catalan health care model, where CATSALUT acts as a purchaser of health 
care services based on harmonised agreements and tenders from private and public 
providers 

Within this context, the 5ŜǇŀǊǘƳŜƴǘ ƻŦ IŜŀƭǘƘ ƻŦ /ŀǘŀƭƻƴƛŀ ƭŀǳƴŎƘŜŘ ŀ ǎǘǊŀǘŜƎƛŎ Ǉƭŀƴ άIŜŀƭǘƘ 
Plan for Catalonia 2011-нлмрέ ǎǘǊǳŎǘǳǊŜŘ ƛƴǘƻ three transformation pillars, nine lines of 
action, and 32 strategic projects, which constituted the roadmap for the health system until 
2015. Health Plan for Catalonia 2011-2015 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 lifestyles (one 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). 

¢ǊŀƴǎŦƻǊƳŀǘƛƻƴ ǇƛƭƭŀǊ LL ά¢ǊŀƴǎŦƻǊƳŀǘƛƻƴ ƻŦ ǘƘŜ ƘŜŀƭǘƘŎŀǊŜ ƳƻŘŜƭΥ ōŜǘter quality, accessibility 
ŀƴŘ ǎŀŦŜǘȅ ƻŦ ƘŜŀƭǘƘŎŀǊŜ ƛƴǘŜǊǾŜƴǘƛƻƴǎέ Ǉǳǘǎ ǘƘŜ ŜƳǇƘŀǎƛǎ ƻƴ ǇǳǎƘƛƴƎ ƛƴǘŜƎǊŀǘŜŘ ŎŀǊŜ ǿƛǘƘƛƴ 
ǘƘŜ /ŀǘŀƭŀƴ IŜŀƭǘƘ ǎȅǎǘŜƳ ǳǎƛƴƎ ƭƛƴŜ н άaƻǊŜ ƻǊƛŜƴǘŜŘ ǎȅǎǘŜƳ ǘƻ ŎƘǊƻƴƛŎ ǇŀǘƛŜƴǘǎέ ǘƘŀǘ 
contains six major principles: (1) A population-based approach focused on all people, from 
the healthy patient with or without risk factors, to those that have a disease at any stage of 
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ǇǊƻƎǊŜǎǎƛƻƴΤ όнύ ! ŎƛǘƛȊŜƴǎΩ ǊƻƭŜ ƛƴ ōŜƛƴƎ ǊŜǎǇƻƴǎƛōƭŜ ŦƻǊ ǘƘŜƛǊ ƻǿƴ ƘŜŀƭǘƘΤ όоύ ¢ƘŜ 
strengthening of professional initiative; (4) A comprehensive healthcare model; (5) The use 
of new technologies and (6) an inter-ministerial collaboration. This strategy is carried out in 
six major projects: 

¶ Implementation of integrated clinical processes for 10 diseases. 

¶ Fostering of health protection and promotion programmes and disease prevention. 

¶ Fostering of self-responsibility of patients and caregivers with regard to their own 
health and the promotion of self-healing. 

¶ Development of healthcare alternatives within the framework of a comprehensive 
system. 

¶ Deployment of regional programmes for complex chronic patient care. 

¶ 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 population 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, and co-morbidity until 
ǘƘŜ ŜƴŘ ƻŦ ǘƘŜ ǇŜǊǎƻƴΩǎ ƭƛŦŜΦ 

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 manage by himself, 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 mental health 
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 patient to the 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, and to give 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 which 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, the Territorial Information System has been integrated 
with primary care, giving GPs the possibility to see the past clinical history 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. 

 

Figure 5: Treviso: CCVC service 

Through the videoconference service, LHA N.9 provides to GPs the possibility for continuous 
education in the identification of this kind of problem, and a continuous self-upgrade of 
competence to manage these kinds of patients, through discussion and sharing of different 
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 lasts at most three months, after which the patient is 
followed, related to the pathway decided. 

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 efficiency and clinical integration between different settings.  

3.2.2.9 Piedmont, Italy 

In Italy, the National Health System has a public nature, and provides health services through 
[ƻŎŀƭ IŜŀƭǘƘ !ǳǘƘƻǊƛǘƛŜǎ όŎŀƭƭŜŘ ά!ȊƛŜƴŘŜ {ŀƴƛǘŀǊƛŜ [ƻŎŀƭƛέΣ ƻǊ !{[ύΣ ƻǊ ƘƻǎǇƛǘŀƭǎΦ Lƴ Piedmont, 
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 TO3 population area 
is about 600.000. 

Overall, the psychiatric services of ASL TO3 treat about 9.000 cases per year. They receive 
about 3.000 new cases every year, with an estimated proportion of depressive disorders of 
around 15-20%.  

Over the years, a specific pathway has been developed for the assessment and treatment of 
people suffering from depression. This pathway encompasses an assessment stage of the 
patients in the Mental Health Outpatient Services (11 distributed in the territory of the 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 facilities (with 140 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. face-to-face psychotherapy), especially as the 
number of patients with depressive disorders is expected to increase significantly in the next 
decades23. Thus, the introduction in the territory of an increased use of the videoconference 
system for clinical monitoring (as implied by the MasterMind pilot) allows reaching and 
monitoring a proportion of patients with mild to moderate depression. 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 number of tablets have been acquired and 
distributed to the project team leaders and GPs involved, allowing them all to be connected 
to each other when needed. 

All of the patients undergoing ccVC are also being treated with the cCBT tool 
iFightDepression. A ǘȅǇƛŎŀƭ ǇŀǘƛŜƴǘΩǎ άŦƭƻǿέ ƛƴ ƻǳǊ ǳƴƛǘ ŘǳǊƛƴƎ ǘƘŜ aŀǎǘŜǊaƛƴŘ ǇǊƻƧŜŎǘ ƛǎ 
shown in Figure 6. 

 

Figure 6: Piedmont: Treatment flow 

3.2.2.10 Germany 

In Germany, being insured with a health insurer is mandatory. The German system is a dual 
system where health insurance is provided by a) competing, not-for-profit, non-
ƎƻǾŜǊƴƳŜƴǘŀƭ ƘŜŀƭǘƘ ƛƴǎǳǊŀƴŎŜ ŦǳƴŘǎ ŎŀƭƭŜŘ άǎƛŎƪƴŜǎǎ ŦǳƴŘǎέ ƛƴ ǘƘŜ ǎǘŀǘǳǘƻǊȅ ƘŜŀƭǘƘ 
insurance scheme (SHI), or b) voluntary substitutive private health insurance (PHI).  

Within the German healthcare system, outpatient and ambulatory care fulfils a central role: 
except for emergencies, GPs and outpatient specialists operating in private practices are the 
first contact point for a patient. Regional associations, which every GP or specialist has to be 
ŀ ƳŜƳōŜǊ ƻŦΣ ƴŜƎƻǘƛŀǘŜ ƛƴŘƛǾƛŘǳŀƭ ŎƻƴǘǊŀŎǘǎ ǿƛǘƘ ǘƘŜ άǎƛŎƪƴŜǎǎ ŦǳƴŘǎέ ŀƴŘ ŎƻƻǊŘƛƴŀǘŜ 
healthcare requirements. GPs and outpatient specialists are then reimbursed on a fee-for-

                                                             
23  World Health Organisation, 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 Germany 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 500.600 beds. There is a reduction in acute beds in Germany, and a 
shift to more specialised outpatient treatment. Clinics operate within the federal states in 
Germany (mostly university hospitals), while municipalities play a role in public health 
activities and own about half of hospital beds. Private practices play an increasing role in the 
German healthcare system and today hold a majority of acute clinics. The German law for 
clinic funding regulates a dualistic financing system of acute care: investment costs are 
funded by means of taxation, while operating costs are funded by health insurance 
companies. 

Within the healthcare system, the German MasterMind trial was located within both in- and 
out-patient settings, cooperating with both SHIs and PHIs. 

The three interventions offered by the Schoen clinic, a private acute clinic for 
psychosomatics, were planned to cover different aspects within patient care. 

 

Figure 7: Germany: Stepped care model of healthcare in MasterMind trial 

Within the stepped care approach to patient care, the German MasterMind trial offers 1) 
guided and unguided prevention and self-help intervention through Get.On Mood Enhancer 
(ProMind) as a first step, then 2) outpatient diagnostics and the option for a subsequent 
internet- and video-ōŀǎŜŘ ƻǳǘǇŀǘƛŜƴǘ ǘǊŜŀǘƳŜƴǘ ά5ŜǇǊŜǎǎƛƻƴ hƴƭƛƴŜέ ƛŦ ǇŀǘƛŜƴǘǎ ŜȄǇŜǊƛŜƴŎƛƴƎ 
an increase in symptom severity can find easy access to acute treatment in a (co-operating) 
day clinic or acute hospital; and 3) the internet- and video-based Relapse Prevention 
programme after inpatient treatment. Patients can enter at any stage. 

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

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 D3.1 study protocol for details). The specialist care 
system is a district mental health centre and a university hospital. 
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The guiding principles in the Norwegian MasterMind service are that the system should be: 

¶ Integrated into the normal healthcare system, not ŀƴ άŀŘŘ-ƻƴέΦ 

¶ Based on a stepped care approach from self-help with GP involvement to increasing 
involvement of specialised healthcare workers. 

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

¶ A learning healthcare system that promotes cooperation across administrative 
borders. 

¶ Economically beneficial for GPs. 

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

¶ A tool to reduce waiting lists by better and faster visits by patients to the right level of 
care. 

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

NST tried to achieve these goals by integrating internet based cognitive behavioural therapy 
(iCBT) and ccVC into the normal patient care system. 

Figure 8 below shows the complexity of patient flows through the system. One of many 
patient flows could be as follows. A patient tries self-help iCBT at home. The patient realises 
that she or he needs more help, and contacts the GP. The patient and GP together try assisted 
self-help where the GP motivates the patient to work with the iCBT. This is not enough, and 
the GP increases the assistance by offering more motivational consultations, typically a 
consultation between each module in the iCBT programme. If that does not work, the GP 
may offer therapeutic consultations or ask for ccVC from a psychologist in the specialist 
healthcare. The GP and patient in the GP's office participate together with the psychologist 
in therapeutic consultations, typically six consultations, but this will be decided jointly 
between the three parties. 
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Figure 8: Patient flow in the 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 
face-to-face, the patient is offered ccVC with or without cCBT or ICBT.  

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

3.2.2.12 Greenland 

The strategic reasons for implementing videoconferencing technologies is so that the Agency 
of Health and Prevention (AHP) can meet its objective of providing 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 provide technical solutions that offer new 
opportunities to link the healthcare system together, so 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 treatment 
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 Greenland's highest authority 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 with a high professional level and a good working environment. The hospital has 182 
beds, a patient hotel, and surgery facilities. 

In every district of Greenland, there is also a major treatment facility, either in the form of a 
health centre or a hospital. The 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 consultation. If treatment is not 
possible in Greenland, the patients are transferred to a partner in Denmark or Iceland. 

The local health centres have different systems /  possibilities: 

¶ 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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¶ Smaller health centres have ordinary PC equipment which have a broadband 
connection. There the patient will be in an office that is suitable. 

¶ The smallest health 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. 

3.2.3 Interventions implemented in WP7 in MasterMind 

The aim of WP7 in MasterMind was 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 while providing patients with high quality treatment in their 
immediate environment. The project aimed to 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. In the project, this investment was to be further capitalised on through 
greater use. 

By use of video conference services and networks, the course of treatment was carried out 
as a cooperation between different healthcare providers. By implementing video conference 
services and networks in the treatment of depression, including collaborative care, this 
intervention aimed to ensure the appropriate balance between specialisation and proximity 
in order to provide the best care and treatment possible. Further, the use of video conference 
in this context was to result in a more efficient utilisation of specialist resources, and serve 
as a learning experience, e.g. for the GP, who can benefit from experiencing how the 
specialist deals with the patient. 

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

With video conference services and networks, we refer to the technical infrastructure, 
security measures, and the procedures, guidelines, and competences needed to operate and 
use the videoconferencing technology to the benefit of treating depressive disorders. 

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

¶ Group A is treatment for depression 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 that they togeǘƘŜǊ ŀǎǎŜǎǎ ŀ ǇŀǘƛŜƴǘΩǎ ƳŜŘƛŎŀǘƛƻƴΣ 
plan treatment, etc. 

¶ 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 moment of treatment. 

¶ Group C is follow-up 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 professional depending on 
the location. This can be as a follow-up to cCBT treatment, face-to-face treatment, etc. 

¶ 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. decide if admission is 
necessary. By reducing unnecessary admissions, we save both resources in the 
healthcare system, and avoid an extra burden on the patient. 

Table 6 shows to which group(s) the different pilots belong: 

Table 6: Pilot grouping in WP7 

Group Pilots 

A NST, RSD, AHP, ULSS9, PHB, ASL TO3, OSAKIDETZA, SERGAS, SALUD, BSA 

B NST, BSA, AHP, PHB, ASL TO3, SERGAS 

C NST, SCHOEN, GiG, ASL TO3, SALUD, RSD, BSA 

D NST, ASL TO3 

A short service description for each pilot follows. 

NST 

NST has worked to integrate internet based cognitive behavioural therapy (iCBT) and 
videoconferencing as part of a holistic, stepped care integrated system for diagnosis and 
treatment of mental and psychosocial problems in the municipalities in South Troms in 
Northern Norway. NST have used VC to treat patients at home. A team consisting of a 
psychologist and psychiatrist have had video meetings with GP offices to achieve 
collaborative care. 

RSD 

The intervention has consisted of an enhanced collaboration between psychiatric nurses and 
psychiatrists in Esbjerg and Frederica, and in some cases between psychiatrist and general 
practice / municipalities. Psychiatric nurses have conducted cognitive therapy, psycho-
education, and assessment of symptoms. The services were selected from a model based on 
clinical guidelines for the treatment of depression. Patients were offered an account on a 
standard internet chat service (Jabber) so that they can communicate with the psychiatric 
nurse. 

BSA 

The VC system was used at the Primary Care Centres managed by BSA to organise 
communication between GPs and specialists (psychiatrists) at the hospital. At BSA, the GPs 
dealt with patients impaired by mild and moderate depression, while the specialists were in 
charge of treating patients with severe depression. 

GPs were able to schedule visits with the patient and with the psychiatrist in a diary where 
both GP and specialist must be available. 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 the personal history and symptoms (a situation not particularly helpful in 
depression). 

AHP 

The Agency of Health and Prevention (AHP) has used Microsoft Lync (Skype for business) 
based video consultations. The intervention consists of an enhanced collaboration through 
VC within the different AHP health centres and health workers in Greenland, thereby 
enhancing inter-professional communications; access to different health professionals 
enables collaborative care. 

The location of the treatment for the patient is at a local healthcare facility; a local psychiatric 
nurse / assistant organises the use of VC for the patient. The treatment is CBT for depression. 
GPs / psychiatrists are consulted about the use of pharmacotherapy for a combined 
treatment (CBT and pharmacotherapy) when necessary. A structured management plan has 
been developed to use the treatment. 

CBT for depression has been provided by a psychologist, who also assesses symptoms for 
depression. Patient follow-ups have been scheduled after treatment. Another collaborative 
part refers to the supervision of the psychologist by an experienced CBT psychologist through 
VC. 

ULSS N.9 

ULSS N.9 has worked to improve the VC system to create a collaborative care service between 
GPs and specialists, focused on the support of communication and information sharing to 
improve the quality of care. ULSS N.9 has also used VC to 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 created a network and clinical data sharing between GPs and specialists 
through the Medical Health Record and VC service. The purpose is early detection of the 
disease, effective treatment from the first access to primary care, and an improvement of 
the follow up support for diagnosis and planning of treatment. 

Schön Klinik 

There has been a combination of outpatient treatment provided by videoconference and 
cCBT elements. Two patient groups have been targeted with the treatment: clients in rural 
areas as an alternative to face-to-face psychotherapy; and inpatients who do not have 
outpatient treatment following inpatient treatment as an alternative to outpatient 
psychotherapy. 

The patient is at home using his own computer anywhere in Germany, while the therapist is 
a clinic employee in Bad Arolsen. The sessions have 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 

GiG has worked to use VC within their cCBT protocol. The use of video has replaced some 
face-to-face sessions in their blended protocol in order to further lower the threshold for 
treatment. 
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PHB 

VC has facilitated 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 an alternative Health 
Board site. 

ASL TO3 

VC has 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 
ŀǾŀƛƭŀōƭŜ ŀǘ ǇŀǘƛŜƴǘǎΩ ƘƻƳŜǎ ŀǎ ǿŜƭƭΣ ǘƻ ŀƭƭow patients to get in touch with the doctors when 
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 and post-acute 
care. 

Osakidetza 

The Basque Country has decided to use the first modality of video, collaborative care 
between GP and specialist. GPs and specialists have organised regular videoconferences to 
analyse and discuss complex case management. VC has been used as a non face-to-face 
clinical session. In addition, GPs have been able to contact the specialist by videoconference 
in order to ask specific questions or resolve doubts, so his/her decision making capacity 
increases. Specialists have also contacted the GP when he needs a general overview of the 
patient´s health status or social context. 

SERGAS 

SERGAS initially used VC as collaborative care between specialist and GP. After the service 
was introduced and accepted by the health professionals, video enhanced collaborative care 
also included patients where necessary. 

SALUD 

SALUD has worked to facilitate interaction between GPs and specialists from the mental care 
area. The main goal of these teleconsultation activities was to give support, feedback and 
training to GPs, especially in the health centres located in remote areas. VC has also been 
used to complement the cCBT pilots at different stages, for tele-advice or tele-consultation 
for diagnosis and follow-up. 

3.2.4 Recruitment and reach of MasterMind services 

In total 878 patients are included in the project covering both cCBT and ccVC. 838 patients 
have received treatment using ccVC or a combination of ccVC and cCBT. Information on 769 
of these patients has been uploaded to the database, and has been part of the data analysis 
in this report. 
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Reach is defined as the absolute number, proportion, and representativeness of individuals 
who are willing to participate in a given intervention24. In this document, reach is reported 
by: 

a) prevalence of depression in target region; 

b) potentially eligible patients to receive services 

c) patients who are targeted by recruitment strategy; 

d) patients to whom the services are offered; 

e) patients who are recruited; 

f) patients who completed treatment; and  

g) reach (as in percent participating [f divided by b]).  

The following table describe this information for the twelve WP7 sites with maximal 
accuracy. Due to the differences in healthcare systems and trial sites, a more thorough 
comparison has not been attempted. 

In total, reach (here defined as the number of recruited patients divided by the number of 
eligible patients in the specific target region) between 0.01% and 3.2% has been reported. 
This huge difference can only be partially be explained by the presence of alternative 
treatments, and therefore needs further exploration.  Table 7 shows the reach of the WP7 
pilots. 

 

                                                             
24 Glasgow RE, Vogt TM, Boles SM: Evaluating the public health impact of health promotion interventions: The 

RE-AIM framework. Am J Public Health 1999, 89:1322ς1327 
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Table 7: Reach 

 Region 

Denmark Netherlands Germany Norway Basque 
Country 

Wales Arágon Badalona Galicia Piemonte Treviso Greenland 

Prevalence of depression in 
target region (A) 

1.116 5,2% 35.068 10% 18% 8% 4% 10,6% 4% 10% 2% 10% 

Potentially eligible patients to 
receive services (B) 

117 41.192 44.000 3.500 39.404 10.614 4.297 25.105 101.42
4 

21.600 8000 5.600 

Patients whom are targeted by 
recruitment strategy (C) 

117 41.192 643 3.500 1.107 10.614 55 8000 1.334 1188 200 5.600 

Patients to whom the services 
are offered (D) 

117 6 268 34 200 8 24 1500 122 400 200 30 

Patients who are recruited (E) 19 6 205 28 182 8 24 204 91 67 200 30 

Patients who completed 
treatment (F) 

13 1  28 23 8 24 79 12 50 151 30 

Reach (% participating 
[participants/eligible]) 

16% 0,01% 0,5% 0,8% 0,5% 0,01% 0,6% 0,8% 0,1% 0,3% 2,5% 0,5% 

3.2.5 Demographic characteristics of patients (core)  

In total, 769 patients have been registered in WP7, see Table 8. Some have received direct treatment over video conference, while others have had their 
cases discussed between healthcare professionals as part of collaborative care. For some of the patients who have not received direct treatment, some 
demographic data is missing. The demographic data is missing for the Norwegian pilot; 15 of the 28 Norwegian patients received direct treatment, while 
the rest were part of collaborative care. The number of registered patients at each site varies a lot, from five in Netherlands and eight in Wales, to 210 in 
Treviso and 236 in Germany. Other findings include: 

¶ The mean age of the patients was 50 years. Denmark has the highest mean age at 76 years, since they were targeting an elderly population. 

¶ 64.6% of the patients are female. 



  

D7.6 Final pilot evaluation 

 

 

Public Page 44 of 145 V2.0/ 12th June 2017 

¶ 39.9% of the patients have secondary education, while 40,3% have higher education. 

¶ 58.9% of the patients are employed. 

¶ 40.5% of the patients had been referred to the service by GPs, 47% by psychologists, 9,9% by psychiatrists, and 2.6% by other healthcare workers. 

¶ 57.2% of patient use anti-depressants. 

Table 8: Demographic characteristics of patients (core) 

 Region  

Denmark Netherlands Germany Norwa
y 

Basque 
Country 

Wales Arágon Badalona Galicia Piemonte Treviso Greenland Total 

Sample: n 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 
(33,3%) 

0 
87 

(36,9%) 
- 2 (16,7%) 4 (50%) 7 (28%) 

29 
(37,2%) 

15 
(27,8%) 

28 
(41,8%) 

78 
(37,1%) 

6 
(22,2%) 

262 
(35,4%) 

 Female 12 
(66,7%) 

5 (100%) 
149 

(63,1%) 
- 

10 
(83,3%) 

4 (50%) 
18 

(72%) 
49 

(62,8%) 
39 

(72,2%) 
39 

(58,2%) 
132 

(62,9%) 
21 

(77,8%) 
478 

(64,6%) 

Education: n (%)              

 Primary 
4 

(22,2%) 
0 

35 
(16,7%) 

- 1 (14,3%) 0 (0%) - 
11 

(14,3%) 
21 

(48,8%) 
4 (6%) 

7 
(3,3%) 

10 
(35,7%) 

93 
(13,8%) 

 Secondary 
1 

(5,6%) 
3 (60%) 

141 
(67,1%) 

- 1 (14,3%) 
3 

(42,9%) 
- 

22 
(28,6%) 

13 
(30,2%) 

21 
(31,3%) 

61 
(30,5%) 

2 (7,1%) 
268 

(39,9%) 

 Higher / University 
1 

(5,6%) 
2 (40%) 

26 
(12,4%) 

- 5 (71,4%) 
4 

(57,1%) 
- 

41 
(53,2%) 

9 
(20,9%) 

42 
(62,7%) 

140 
(66,7%) 

1 (3,6%) 
271 

(40,3%) 

 Other 
12 

(66,7%) 
0 

8 
(3,8%) 

- 0 (0%) 0 (0%) - 
3 

(3,9%) 
0 (0%) 0 (0%) 

2 
(1,0%) 

15 
(53,6%) 

40 (6,0%) 

Immigrated: n (%) 1 
(5,6%) 

1 (20%) - - 0 (0%) 0 (0%) 0 (0%) 
1 

(1,3%) 
1 

(1,9%) 
11 

(16,7%) 
11 

(13,6%) 
3 

(10,7%) 
29 (4,8%) 

In employment: n (%) 0 (0%) 1 (20%) 
154 

(73,3%) 
- 6 (85,7%) 2 (25%) 0 (0%) 

44 
(57,9%) 

22 
(41,5%) 

31 
(46,3%) 

130 
(62,2%) 

15 
(55,6%) 

405 
(58,9%) 

Service referral: n (%)              
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 Region  

Denmark Netherlands Germany Norwa
y 

Basque 
Country 

Wales Arágon Badalona Galicia Piemonte Treviso Greenland Total 

 General practitioner 0 0 0 - 
12 

(100%) 
0 (0%) 

10 
(40%) 

66 
(84,6%) 

54 
(100%) 

41 
(61,2%) 

0 
25 

(89,3%) 
208 

(40,5%) 

 Psychiatrist 0 5 (100%) 0 (0%) - 0 
8 

(100%) 
15 

(60%) 
7 (9%) 0 

16 
(23,9%) 

0 0 (0%) 51 (9,9%) 

 Psychologist 0 0 
236 

(100%) 
- 0 0 0 

5 
(6,4%) 

0 0 0 0 241 (47%) 

 Other mental health 
professional 

0 0 0 (0%) - 0 0 0 0 0 1 (1,5%) 0 2 (7,1%) 3 (0,6%) 

 Self-referral 0 0 0 (0%) - 0 0 0 0 0 
8 

(11,9%) 
0 1 (3,6%) 9 (1,8%) 

Anti-depressant medication use: n (%)             

 Yes, for less than one 
month 

0 0 
12 

(5,7%) 
- 1 (14,3%) 

1 
(12,5%) 

0 
1 

(1,3%) 
11 

(20,4%) 
4 (6%) 

25 
(12,1%) 

3 
(10,7%) 

58 (8,4%) 

 Yes, for less than 2 months 0 1 (20%) 
8 

(3,8%) 
- 0 

3 
(37,5%) 

0 
9 

(11,5%) 
2 

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

13 
(6,3%) 

0 39 (5,7%) 

 Yes, for more that 2 months 0 3 (60%) 
96 

(45,7%) 
- 1 (14,3%) 

3 
(37,5%) 

25 
(100%) 

25 
(32,1%) 

38 
(70,4%) 

25 
(37,3%) 

77 
(37,2%) 

4 
(14,3%) 

297 
(43,1%) 

 No 0 1 (20%) 
94 

(44,8%) 
- 5 (71,4%) 

1 
(12,5%) 

0 
43 

(55,1%) 
3 

(5,6%) 
35 

(52,2%) 
92 

(44,4%) 
21 (75%) 

295 
(42,8%) 

3.2.6 Demographic characteristics of healthcare professionals (core) 

Data from 196 healthcare workers who are involved with ccVC has been collected. Table 9 below shows the demographic characteristics; in the table, the 
percentages relate to the numbers of healthcare workers who answered each individual question, and not necessarily the overall sample. Of the healthcare 
workers reported: 

¶ 59% are female.  

¶ 56% are GPs, while most of the remainders are psychologists or psychiatrists. 
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¶ ру҈ ƘŀǾŜ ƳƻǊŜ ǘƘŀƴ мл ȅŜŀǊǎΩ ŜȄǇŜǊƛŜƴŎŜΣ мт҈ ƘŀǾŜ ƭŜǎǎ ǘƘŀƴ о ȅŜŀǊǎΩ ŜȄǇŜǊƛŜƴŎŜΣ мн҈ ƘŀǾŜ ōŜǘǿŜŜƴ о ŀƴŘ р ȅŜŀǊǎΩ ŜȄǇŜǊƛŜƴŎŜΣ and 13% have 
between 28% of the healthcare workers have used ccVC more than 20 times already, while 49% have used it four times or less. 

¶ р ŀƴŘ мл ȅŜŀǊǎΩ ŜȄǇŜǊƛŜƴŎŜΦ 

Table 9: Demographic characteristics of healthcare professionals (core) 

 Region  

Denmark Netherlands Germany Norway Basque 
Country 

Wales Arágon Badalona Galicia Piemonte Treviso Greenland Total 

Sample: n 9 1 16 2 8 11 7 69 10 23 38 2 196 

Gender: n (%)              

 Male 2 (22%) 0 
5 

(33,3%) 
0 (0%) 4 (50%) 

7 
(63,6%) 

2 
(28,6%) 

21 
(30,4%) 

2 (20%) 
13 

(56,5%) 
22 

(57,9%) 
2 (100%) 

80 
(41,0%) 

 Female 7 (78%) 1 (100%) 
10 

(66,7%) 
2 

(100%) 
4 (50%) 

4 
(36,4%) 

5 
(71,4%) 

48 
(69,6%) 

8 (80%) 
10 

(43,5%) 
16 

(42,1%) 
0 (0%) 

115 
(59,0%) 

Profession: n (%)              

General practitioner 0 0 0 0 
3 

(37,5%) 
0 

3 
(42,9%) 

56 
(81,2%) 

8 (80%) 
19 

(82,6%) 
19 

(51,4%) 
0 

108 
(55,7%) 

Licensed psychologist 0 0 
2 

(13,3%) 
0 2 (25%) 0 0 

3 
(4,3%) 

0 3 (13%) 
6 

(16,2%) 
0 16 (8,2%) 

Psychologist (in training) 0 0 
8 

(53,3%) 
0 0 0 0 0 0 0 0 2 (100%) 10 (5,2%) 

Psychologist (basic training) 0 0 
5 

(33,3%) 
1 (50%) 

1 
(12,5%) 

0 0 0 0 0 
1 

(2,7%) 
0 8 (4,1%) 

Licensed psychiatrist 3 (33%) 0 0 0 0 
2 

(18,2%) 
2 

(28,6%) 
1 

(1,4%) 
0 (0%) 1 (4,3%) 

2 
(5,4%) 

0 11 (5,7%) 

Psychiatrist (in CBT training) 0 0 0 1 (50%) 0 
1 

(9,1%) 
0 0 1 (10%) 0 

6 
(16,2%) 

0 9 (4,6%) 

Psychiatrist (diploma in CBT) 0 0 0 0 0 
1 

(9,1%) 
0 0 0 0 

1 
(2,7%) 

0 2 (1,0%) 

Psychiatrist (master) 0 0 0 0 0 0 
1 

(14,3%) 
1 

(1,4%) 
1 (10%) 0 (0%) 

2 
(5,4%) 

0 5 (2,6%) 

Psychiatrist (doctorate) 0 0 0 0 2 (25%) 0 0 0 0 0 0 0 2 (1,0%) 
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 Region  

Denmark Netherlands Germany Norway Basque 
Country 

Wales Arágon Badalona Galicia Piemonte Treviso Greenland Total 

MH / community worker 0 0 0 0 0 
6 

(54,5%) 
0 0 0 0 0 0 6 (3,1%) 

Central administrator 0 0 0 0 0 0 0 
2 

(2,9%) 
0 0 0 0 2 (1,0%) 

Other 6 (67%) 1 (100%) 0 0 0 
1 

(9,1%) 
1 

(14,3%) 
6 

(8,7%) 
0 0 0 0 15 (7,7%) 

Field experience: n (%)              

Less than 3 years 1 (11%) 0 6 (40%) 0 0 0 
5 

(71,4%) 
9 (13%) 0 2 (9,1%) 

6 
(18,2%) 

2 (100%) 
31 

(17,3%) 

Between 3 and 5 years 1 (11%) 0 
5 

(33,3%) 
0 2 (25%) 

1 
(9,1%) 

0 (0%) 
11 

(15,9%) 
0 1 (4,5%) 1 (3%) 0 

22 
(12,3%) 

Between 5 and 10 years 4 (44%) 0 3 (20%) 1 (50%) 0 (0%) 0 
1 

(14,3%) 
8 

(11,6%) 
0 

6 
(27,3%) 

0 (0%) 0 
23 

(12,8%) 

10 years or more 3 (33%) 1 (100%) 
1 

(6,7%) 
1 (50%) 6 (75%) 0 

1 
(14,3%) 

41 
(59,4%) 

10 
(100%) 

13 
(59,1%) 

26 
(78,8%) 

0 
103 

(57,5%) 

Experience with providing ccVC: n (%)             

Less than 5 times - 0 3 (20%) 1 (50%) 
8 

(100%) 
9 

(81,8%) 
7 

(100%) 
8 

(11,9%) 
6 (60%) 

14 
(60,9%) 

31 
(93,9%) 

0 
87 

(48,6%) 

Between 5 and 10 times - 0 0 0 0 
1 

(9,1%) 
0 2 (3%) 4 (40%) 

5 
(21,7%) 

2 
(6,1%) 

0 14 (7,8%) 

Between 10 and 15 times - 0 
1 

(6,7%) 
0 0 

1 
(9,1%) 

0 
8 

(11,9%) 
0 3 (13%) 0 (0%) 0 13 (7,3%) 

Between 15 and 19 times - 1 (100%) 0 0 0 0 0 
14 

(20,9%) 
0 0 0 0 15 (8,4%) 

More than 20 times - 0 
11 

(73,3%) 
1 (50%) 0 0 0 

35 
(52,2%) 

0 1 (4,3%) 0 (0%) 2 (100%) 
50 

(27,9%) 
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3.2.7 Demographic characteristics of mental healthcare organisations (core) 

Table 10 shows the demographic characteristics of the mental healthcare organisations involved. The number of registered organisations for each partner 
is between one and three. Both the number of units and the number of FTEs employed vary greatly. The majority of the organisations have an annual 
turnover of over 50 million ϵ. Two thirds of the organisations have a waiting time under four weeks. We are missing data from Greenland here. 

Table 10: Demographic characteristics of mental healthcare organisations (core) 

 Region  

Denmark Netherlands Germany Norway Basque 
Country 

Wales Arágon Badalona Galicia Piemonte Treviso Greenland Total 

Year of establishment 2011 2007 2008 2008 1983 1948 1989 1932 1990 2008 2000 -  

Number of units / 
departments: mean (range) 

9 (7) 9 (.) 1 (.) 16 (.) 49 (2) 10 (.) 17 (.) 30 (0) 
1250 

(.) 
14 (.) 2 (.) - 107 (329) 

Number of FTE employed: 
mean (range) 

1.521 
(2092) 

1.383 (.) 210 (.) 300 (.) 
3.679 

(1.869) 
1.389 

(.) 
900 (.) 

1.000 
(0) 

36.000 
(.) 

3.922 (.) 200 (.) - 
4.050 

(9.315) 

Turnover: mean (range) 3 (2) 4 (.) 3 (.) 3 (.) 4 (0) 4 (.) 4 (.) 4 (0) 4 (.) 4 (.) 3 (.) - 4 (1) 

Waiting list: categorical              

less than a week 0 0 0 0 
2 

(100%) 
0 0 

2 
(100%) 

1 
(100%) 

0 0 - 5 (35,7%) 

between 1 and 4 weeks 
2 

(100%) 
0 0 0 0 

1 
(100%) 

0 0 0 1 (100%) 
1 

(100%) 
- 5 (35,7%) 

1 and 2 months 0 1 (100%) 0 
1 

(100%) 
0 0 

1 
(100%) 

0 0 0 0 - 3 (21,4%) 

between 2 and 6 months 0 0 
1 

(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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3.3 Summary and conclusions 

All pilot sites in WP7 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 some sites, 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 adapted to local coƴŘƛǘƛƻƴǎ ŀƴŘ ǇǊƻǘƻŎƻƭǎΣ ǘŀƪƛƴƎ ƛƴǘƻ ŀŎŎƻǳƴǘ ǘƘŜ ǇǊƻƧŜŎǘΩǎ ƻǾŜǊŀƭƭ 
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 professionals, ethical approval, procurement activities, and the 
technical solutions.  

Some sites have encountered some difficulties related to the engagement 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-consuming processes, and low ICT literacy. 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 activities 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 time-consuming 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 overcome possible difficulties in recruiting. 

Some of the sites have experienced a high number of dropouts, and it has been necessary to 
make efforts overcome this. Some sites have established education for the patients, and 
ƻǘƘŜǊǎ ƘŀǾŜ ǘǊƛŜŘ ǘƻ άǇŜǊǎƻƴƛŦȅέ ǘhe inclusion and follow up of the patient, including training 
and face-to-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 very valuable lessons for 
the future work with implementing and recruitment. 

Information on 769 patients has been uploaded to the database. The start-up for using 
videoconference has been more complex and time-consuming than expected and more of 
the sites have had delays in enrolling patients. However, all sites have managed to enrol 
participants and have created a very solid basis for the future use of video-conference. 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 Practitioners, Nurses, 
Psychiatrists, and Mental Health Care Workers. In WP7, there has been collected data from 
196 healthcare workers who were involved with ccVC. Of the healthcare workers reported, 
58% are female and the majority of the healthcare professionals involved in WP7 in 
characterised by having more than 10 years of experience. 
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4. 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 the services in real world settings. The data for safety focuses on 
suicidality, drop-outs, and treatment attrition, together with safety issues as perceived by 
the healthcare professionals. In terms of clinical effectiveness, the variables included address 
the symptoms and methods for establishing symptoms, referral modalities, quality of life, 
access to the systems, and reasons for drop-outs and attrition rates. 

Data for these domains are both quantitative and qualitative, and are used to answer the 
project objectives around: 

¶ Barriers and facilitators that influences the implementation of ccVC to treat depression 
in routine practice. 

¶ Clinical changes ƻŦ ǇŀǘƛŜƴǘǎΩ ŘŜǇǊŜǎǎƛǾŜ ǎȅƳǇǘƻƳǎ ǿƘŜƴ ǘǊŜŀǘŜŘ ǳǎƛƴƎ ŎŎ±/ ƛƴ ǊƻǳǘƛƴŜ 
practice. 

¶ tŀǘƛŜƴǘǎΩ ǎŀŦŜǘȅ ƛƴ ǘŜǊƳǎ ƻŦ ǘƘŜƛr health when provided with ccVC in routine practice. 

¶ Transferability of implementation and up-scaling of ccVC in routine practice in 
different care contexts. 

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

Together with domains 1 and 4, these results enable drawing conclusions in terms of the 
acceptability and appropriateness of the services in alleviating depressive symptoms. 
Acceptability is the perception among patients that the received treatment is agreeable, 
palatable, or satisfactory25. Appropriateness is the perceived fit, relevance, or compatibility 
of the treatment for the patient in addressing his or her mental disorder25. Acceptability and 
appropriateness are measured through: 

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

¶ establishing perceived satisfaction with the treatment (domain 4); 

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

¶ treatment attrition (domain 2 and 3).  

The methods for measuring the symptoms of depression adhere to routine practice, and are 
recorded through: clinical interview; professional clinical judgement; or a symptom 
questionnaire. Symptoms are recorded in terms of no, mild, moderate and severe symptoms 
according to routine practice diagnostic procedures (e.g. PHQ-9, BDI, etc.) using appropriate 
transformation scales if needed. 

 

                                                             
25  Proctor E. et al. Administration and policy in mental health. Springer US, 2011 
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4.2 Results 

4.2.1 Clinical safety 

This topic relates to concerns about to the clinical safety of the patient and the confidentiality their data. The results are based on both quantitative and 
qualitative data. 

In the area of clinical safety, we have data from 528 patients. There are no large differences in age, gender or employment status of these patients 
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 64.7%, and 59.2% employment 
compared to 57.8% in the core set. Only 6.2 % of the subset had an immigration background. There are no data from Denmark, Norway or Galicia.  

Information from 526 patients about suicide ideation has been gathered, and is presented in ¡Error! La autoreferencia al marcador no es válida.. Of the 
526 patients for whom we have data, 6% have been thinking lately to end his/her life. This numbers varies in the different countries, from no patients in 
Netherlands, Wales and Piemonte, to 24% in Greenland and 29% in Basque Country. However, for many pilots the sample sizes are small. One patient 
(0.2%) has attempted suicide. 

Table 11: Clinical safety: suicidal ideation 

 Region  

Denmark Netherlands Germany Norway Basque 
Country 

Wales Arágon Badalona Galicia Piemonte Treviso Greenland Total 

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 life? n (%)          

Yes 
- 

0 
11 

(6,5%) 
- 2 

(28,6%) 
0 

3 
(8,1%) 

2 
(2,6%) 

- 
0 6 (5,5%) 6 (24%) 30 (5,7%) 

No 
- 

1 (100%) 
157 

(93,5%) 
- 5 

(71,4%) 
8 

(100%) 
34 

(91,9%) 
76 

(97,4%) 
- 92 

(100%) 
104 

(94,5%) 
19 (76%) 

496 
(94,3%) 

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 - 1 (100%) 
168 

(100%) 
- 

7 
(100%) 

8 
(100%) 

39 
(100%) 

78 
(100%) 

- 
92 

(100%) 
109 

(99,1%) 
25 

(100%) 
527 

(99,8%) 



  

D7.6 Final pilot evaluation 

 

 

Public Page 53 of 145 V2.0/ 12th June 2017 

 

 

Qualitative data 

The main findings coming from the qualitative analysis are: 

¶ Professionals who adopted VC did not observe any privacy issues from the patients, and relied on programme managers and platform developers 
for information about privacy. 

¶ The professionals indicated that it is important to be aware of where the patients are when conversations take place. 

¶ All involved in the VC session know that the other part is alone, or is informed if anyone else is in the room 

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

Appendix A.1 contains more details on the findings from the focus group interviews, which substantiate the factors that relate to concerns about the 
clinical safety of the patients and the confidentiality their data. 

4.2.2 Clinical effectiveness in symptom reduction 

Table 12 shows the clinical effectiveness in symptom reduction. Norway, Wales, Galicia and Treviso have not involved patients directly, have not recorded 
this data, and have been excluded from the table. In summary: 

¶ The patients in this data have a mean age close to the core dataset, with 60.3% female patients.  

¶ More than half have been referred by a general practitioner, and 53.7 % use anti-depressants. 

¶ At baseline, very severe symptoms were 3.8%, reduced to 0.9% at the end of treatment.  

¶ At baseline, severe symptoms were 16.5%, reduced to 9.8% at the end of treatment. 

¶ At baseline, moderate symptoms were 42.3%, reduced to 20.9% at the end of treatment. 

¶ At baseline, mild symptoms were 35%, changed to 35.9% at the end of treatment. 

¶ At baseline, no symptoms experienced were 2.6 %, this is increased to 32.5% at the end of treatment. 
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¶ The current depressive episode is reported to have lasted more than 5 years in 5.9 % of cases, between 1 and 5 years in 26.2 % of cases, between 6 
months and a year in 23.1 % of cases, and less than 6 months in the remaining 44.8 % of cases. 

Table 12: Clinical effectiveness in symptom reduction 

 Region  

 Denmark Netherlands Germany Basque 
Country 

Arágon Badalona Piemonte Greenland Total 

 
B/line End 

B/lin
e 

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 disorder: n (%)         

No symptoms are experienced 0 2 (50%) 0 0  0 
22 

(39,3%) 
0 0  2 (8,3%) 0 (0%) 4 (5,1%) 

35 
(44,9%) 

0  8 (16%) 0  
9 

(100%) 
6 (2,6%) 76 (32,5%) 

Symptoms are mild 0 0  0 0  1 (1,8%) 
19 

(33,9%) 
1 (8,3%) 2 (16,7%) 8 (33,3%) 

10 
(41,7%) 

54 
(69,2%) 

33 
(42,3%) 

10 (20%) 20 (40%) 8 (88,9%) 0  82 (35%) 84 (35,9%) 

Symptoms are moderate 2 (50%) 1 (25%) 0 (0%) 0 (0%) 
43 

(76,8%) 
11 

(19,6%) 
5 

(41,7%) 
4 (33,3%) 

11 
(45,8%) 

11 
(45,8%) 

18 
(23,1%) 

9 (11,5%) 19 (38%) 13 (26%) 1 (11,1%) 0  99 (42,3%) 49 (20,9%) 

Symptoms are severe 0  1 (25%) 0 
1 

(100%) 
12 

(21,4%) 
4 

(7,1%) 
6 (50%) 6 (50%) 3 (12,5%) 3 (12,5%) 2 (2,6%) 1 (1,3%) 15 (30%) 7 (14%) 0 0  38 (16,2%) 23 (9,8%) 

Symptoms are very severe 2 (50%) 0  
1 

(100%) 
0 (0%) 0 0  0 0  0 0  0 0  6 (12%) 2 (4%) 0 0  9 (3,8%) 2 (0,9%) 

Current depressive episodes: n (%)                  

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 3 years 0 0 15 (28,3%) 0 3 (12,5%) 13 (16,7%) 4 (8,2%) 3 (33,3%) 38 (17,2%) 

3 to 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 Clinical change 

In order to depict the change in symptom severity further, difference scores have been calculated between the symptom severity before and after 
ǘǊŜŀǘƳŜƴǘΦ άwŜŘǳŎǘƛƻƴ ƛƴ ƻƴŜ ŎŀǘŜƎƻǊȅέ ƳŜŀƴǎ that the patient symptoms were reduced by one severity category, e.g. from very severe to severe 
ŘŜǇǊŜǎǎƛǾŜ ǎȅƳǇǘƻƳǎΣ ǎŜǾŜǊŜ ǘƻ ƳƻŘŜǊŀǘŜΣ ƳƻŘŜǊŀǘŜ ǘƻ ƳƛƭŘ ƻǊ ƳƛƭŘ ǘƻ ƴƻ ǎȅƳǇǘƻƳǎΦ !ŎŎƻǊŘƛƴƎƭȅΣ άǊŜŘǳŎǘƛƻƴ ƛƴ ǘǿƻ ŎŀǘŜƎƻǊƛŜǎέ depicts patients whose 
depressive symptom severity was reduced either from very severe to moderate, from severe to mild, or from moderate to no symptoms. Under 
άŘŜǘŜǊƛƻǊŀǘƛƻƴέ ǘƘŜ ƴǳƳōŜǊ ƻŦ ǇŀǘƛŜƴǘǎ ŀǊŜ shown who experienced a higher level of depressive symptom severity after treatment than before. 

In the reported data, 59% of the patients have had a reduction in severity, 39% by one category, and 19% by two categories. 36% have reported no change, 
and 6% have had deterioration. Table 13 shows the clinical effectiveness in symptom reduction. 

Table 13: Clinical change in symptom severity at baseline to end 

 Region  

 Denmark Netherlands Germany Basque 
Country 

Arágon Badalona Piemonte Greenland Total 

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 categories  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 

Table 14 shows the results obtained with the MANSA questionnaire to assess the patient´s perception regarding the quality of life. No data were collected 
for Norway, Wales, Aragon, Galicia and Treviso. In summary: 

¶ ¢ƘŜ ǘƻǘŀƭ ōŀǎŜƭƛƴŜ ŦƻǊ ά/ƻǳƭŘƴΩǘ ōŜ ǿƻǊǎŜέΣ ά5ƛǎǇƭŜŀǎŜŘέΣ and άaƻǎǘƭȅ ŘƛǎǎŀǘƛǎŦƛŜŘέ ƛǎ 54.2%. This is reduced to 23.7% at the end of treatment. 

¶ ¢ƘŜ ōŀǎŜƭƛƴŜ ŦƻǊ άaƛȄŜŘέ ƛǎ ооΦр҈ ŀǘ ōŀǎŜƭƛƴŜΣ ŀƴŘ осΦ5% at the end of treatment. 

¶ The total ōŀǎŜƭƛƴŜ ŦƻǊ άaƻǎǘƭȅ ǎŀǘƛǎŦƛŜŘέΣ άtƭŜŀǎŜŘέΣ ŀƴŘ ά/ƻǳƭŘƴΩǘ ōŜ ōŜǘǘŜǊέ ƛǎ м2.3%. This is increased to 40% at the end of treatment.  
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Table 14: Quality of life 

 Region  

 Denmark Netherlands Germany Basque Country Badalona Piemonte Greenland Total 

 B/line End B/line End B/line End B/line End B/line End B/line End B/line End B/line End 

Satisfaction with life: n (%)        

Couldn´t be worse 1 (25%) 0  1 (100%) 0  0  1 (1,8%) 2 (40%) 1 (20%) 4 (5,1%) 0  0  0  0  0  8 (3,9%) 2 (1%) 

Displeased 1 (25%) 0  0  0  12 (21,4%) 4 (7,1%) 0  0  12 (15,4%) 4 (5,1%) 16 (32%) 8 (16%) 5 (55,6%) 1 (11,1%) 46 (22,7%) 17 (8,4%) 

Mostly dissatisfied 0  
1 

(25%) 
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 (27,6%) 29 (14,3%) 

Mixed 0  
1 

(25%) 
0  1 (100%) 18 (32,1%) 18 (32,1%) 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%) 0  0  0  7 (12,5%) 12 (21,4%) 0  1 (20%) 0  10 (12,8%) 8 (16%) 18 (36%) 0  5 (55,6%) 17 (8,4%) 46 (22,7%) 

Pleased 0  
2 

(50%) 
0  0  4 (7,1%) 15 (26,8%) 0  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%) 0  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%) 
1 

(25%) 
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%) 
1 

(25%) 
0  1 (100%) 13 (23,2%) 14 (25,5%) 0  0  36 (46,2%) 31 (39,7%) 8 (16%) 13 (26%) 4 (44,4%) 3 (33,3%) 62 (30,5%) 63 (31,2%) 

Mostly satisfied 1 (25%) 0 0  0  6 (10,7%) 11 (20%) 0  0  6 (7,7%) 20 (25,6%) 5 (10%) 15 (30%) 0  2 (22,2%) 18 (8,9%) 48 (23,8%) 

Pleased 0  
2 

(50%) 
0  0  5 (8,9%) 18 (32,7%) 0  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%) 0  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 

Table 15 shows the appropriateness of MasterMind services. Again, 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 55.3% use anti-depressants. Access to the 
service varies from pilot to pilot. In Denmark, Netherlands, Germany and Piemonte, all or the large majority of patients have access to the service at an 
individual, personal location, e. g. at home. In Badalona, most have access at a care institution. Only 14% indicate that they completed all sessions as 
planned. The most common reasons for not completing all sessions reported are that the therapist and patient concluded that there was no use to continue 
treatment (7.8%), and that the patient was not convinced that the therapy solves their problems (4.7%). 

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

Table 15: Appropriateness of MasterMind services in alleviating depressive disorder in routine practice 

 Region  

 
Denmark Netherlands Germany 

Basque 
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%) 

 Community location 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 total: mean (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 online: mean (sd) NA NA 14,86 (9,1) 3,14 (3,63)  5,76 (1,95) 3,74 (3,19) 7,78 (7,61) 

         

 I completed all sessions that were planned 1 (14,3%) 0 60 (71,4%) 0 0 1 (2%) 0 62 (14,6%) 

  I had problems with my internet connection 
and/or my computer was not functioning  

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

 I don´t have a computer 0 0 0 0 0 0 0 0 

 I 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  

 
Denmark Netherlands Germany 

Basque 
Country 

Badalona Piemonte Treviso Total 

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

3 (42,9%) 0 0 0 0 0 0 3 (0,7%) 

 I forgot to attend the online sessions 0 0 4 (4,8%) 0 1 (1,3%) 0 0 5 (1,2%) 

 I ran out of time 0 0 0 0 1 (1,3%) 0 0 1 (0,2%) 

 I was ill 0 0 0 0 2 (2,6%) 0 0 2 (0,5%) 

 I 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%) 

 I did not want to share my personal information 
through internet 

0 0 0 0 18 (23,1%) 0 0 18 (4,2%) 

 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 
problems 

0 0 0 0 20 (25,6%) 0 0 20 (4,7%) 

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

0 0 0 0 32 (41%) 1 (2%) 0 33 (7,8%) 

 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 of focus group discussions were held with healthcare professionals to reflect on 
the appropriateness of MasterMind services. From 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 service; and 

c) Adherence to the VC facilitated service;  

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

¶ Engaging in VC delivered mental health services: Engagement refers to the factors 
that are related to the decision of a patient and professional to respectively consume 
or deliver the service through videoconferencing: 

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

- Geographical location: This impacts on the engagement of patients; the more the 
ŘƛǎǘŀƴŎŜ ōŜǘǿŜŜƴ ǇŀǘƛŜƴǘΩǎ ǇƭŀŎŜ ŀƴŘ ǘƘŜ ƳŜƴǘŀƭ ƘŜŀƭǘƘ ŎŜƴǘǊŜΣ ǘƘŜ ƘƛƎƘŜǊ ǘƘŜ 
appreciation of this kind of service. 

- First meeting: This should be in person for referral and consent procedures, to 
introduce the patient to the videoconferencing service, and establish therapeutic 
rapport. 

- Support from health professionals: This is a key element at initiation and 
engagement of the patient in the service. An important factor is the enthusiasm 
ŀƴŘ άŦŀƛǘƘέ ƻŦ ǘƘŜ ŘƻŎǘƻǊ ƛƴ ǇǊƻǇƻǎƛƴƎ ǘƘŜ ǎŜǊǾƛŎŜ ǘƻ ǘƘŜ ǇŀǘƛŜƴǘ. 

- The need for human contact was brought to the fore by the patients who rejected 
the ccVC service. 

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

- Patient group: The participants in the focus groups were undecided 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 patients: Professionals indicated that most willingness is met in 
patients with a healthy spouse who can support the treatment. Also, the ccVC 
service seems to be most appropriate for those who are employed. 

- Patient skills and characteristics: Certain combinations of skills and patient 
characteristics are thought to be important in determining the appropriateness of 
ǘƘŜ ǎŜǊǾƛŎŜΣ ǇǊƛƳŀǊƛƭȅ ǇŀǘƛŜƴǘΩǎ ƳƻōƛƭƛǘȅΣ L/¢ ƭƛǘŜǊŀŎȅΣ ŀƴŘ ŀƎŜΦ 

- Adjunct to cCBT services: Professionals reported that ccVC can be appropriate 
especially when used as an adjunct to cCBT services, with fixed scheduled meetings. 
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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¶ Adherence to the VC facilitated service: These are aspects related to the adherence 
ƻŦ ŀ ǇŀǘƛŜƴǘ ǘƻ ǘƘŜ Ŏ/.¢ ŀƴŘκƻǊ ŎŎ±/ ǘǊŜŀǘƳŜƴǘΦ ¢Ƙƛǎ ƛƴŎƭǳŘŜǎ ǊŜŀǎƻƴǎ ŦƻǊ Ψƴƻ-ǎƘƻǿΩΣ 
drop-out, etc., and can shed light on missing information in the quantitative dataset: 

- Unfinished sessions: Focus groups reported that most reasons to unfinished 
sessions were due to unstable or not functioning ICT equipment, and unavailability 
of appropriate consultation rooms with equipment for the professional. 

- Equipment failures: If for example sound or video was not functioning properly in a 
ccVC facilitated consultation, professionals found it easier to switch to telephone 
ƻǊ ŜǾŜƴ ΩƴƻǊƳŀƭΩ ǇǊŀŎǘƛŎŜ. 

- Some patients found the process of seeing the technology in action humorous, for 
example, incorrect camera positioning, and as a consequence were put at ease. 

Appendix A.2 contains more details on the findings from the focus group interviews, which 
substantiate the factors related to the appropriateness of the service. 

4.3 Summary and conclusions 

This chapter has presented our data on clinical effectiveness from the pilots. Note that many 
pilots, that have not included patients directly in the VC sessions, but have implemented 
collaborative care without patients, have not gathered data on clinical effectiveness.  

The numbers show a decrease in the both very severe and severe symptoms (respectively 
3.8% to 0.9% and 16.5% to 9.8%). The number of patients with no symptoms has increased 
from 2.6% to 32.5%. This shows that the patients who have received care overall have 
improved their condition. 

In the focus groups, the clinical safety of the patient and the confidentiality in their data was 
discussed only briefly, indicating that professionals had few concerns about patient safety 
and confidentiality. However, the most important topic emerging 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 remain alert to 
the patient's environment during consultations through videoconferencing equipment. 

Of the 526 patients for whom data have been uploaded to the database, 6% had been 
thinking lately to end his/her life, and one patient (0.2%) attempted to commit suicide. VC 
has been used in close collaboration 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 face-to-face treatments. Because of the close 
contact, the professionals have been able to use their clinical judgement throughout the 
treatment, and to ensure the patients have a high level of safety. It has been possible to 
combine both VC and face-to-face treatment in the most appropriate way. 

Before treatment, in total 3.9% reported that their satisfaction with ƭƛŦŜ άŎƻǳƭŘ ƴƻǘ ōŜ ǿƻǊǎŜέ, 
and 3.4% stated to be pleased with life. After treatment, only 1% reported that their 
satisfaction with lƛŦŜ άŎƻǳƭŘ ƴƻǘ ōŜ ǿƻǊǎŜέ, while 14.8% stated to be pleased with life. There 
is an improvement between pre-treatment and post-treatment in almost all categories. This 
indicates the success of using VC, and 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 profile of those to whom the service delivered through videoconferencing might be 
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most appropriate. This was done through a total of five focus group discussions with 
healthcare professionals dedicated to discussing the ccVC service in Denmark, Aragón, 
Badalona, Piemonte, and Wales. From these, it appeared that various factors are relevant to 
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 decision of patients to engage in mental health services 
delivered through videoconferencing ŀǇǇŜŀǊŜŘ ǘƻ ōŜ ǊŜƭŀǘŜŘ ǘƻ ŀ ǇŀǘƛŜƴǘΩǎ ŀŎŎŜǎǎ ǘƻ ǘƘŜ 
service, consent and referral procedures, and their expectations and needs. Focus groups 
reported that access often has to do with the required hardware and software, as well as 
location: those who are geographically further away from face-to-face treatment are more 
likely to access the VC services.  

Regarding the consent and referral processes, professionals reported that support from 
health professionals is an important factor, especially at initiation and engagement of the 
patient in the service. In addition, the issue of therapeutic rapport was discussed, as the 
professionals believe it is important to have an established relationship of trust with the 
patient before treatment with video commences. Regarding the expectations and needs of 
the patients, professionals indicated that it is important to fully inform the patients at 
inclusion, and noted that a number of patients started traditional treatment after receiving 
mental healthcare facilitated by videoconferencing. 

The appropriateness of the service was related to the symptoms a patient experiences, the 
context of the patient, their skills, personality traits, and attitude towards the service, and 
the treatment delivery processes. Regarding clinical symptoms, the focus groups were 
contradictory. In the first place, professionals indicated that due to the symptoms, cognitive 
function might be limited, and thus VC services too much demanding. On the other hand, it 
was argued that VC delivered services might be appropriate for patients with severe 
symptoms, as they often present problems of accessibility and communication; it is 
important to know the context of the patient. VC can facilitate this. Regarding the contextual 
factors, the service was deemed most appropriate for patients with a healthy spouse, and 
those who are in employment despite their depression. For the factors related to skills and 
attitude of the patient, the ǇŀǘƛŜƴǘΩǎ ƳƻōƛƭƛǘȅΣ L/¢ ƭƛǘŜǊŀŎȅΣ ŀƴŘ ŀƎŜ ǿŜǊŜ the main important 
points to take into account. For the service delivery processes, focus groups stated that 
currently the technology is not robust enough to offer the services on a general basis. 
However, a collaborative approach might be beneficial, especially when done in combination 
with cCBT services. 

In terms of adherence, focus groups reported that primarily technical problems are 
determining the completion of treatment through videoconferencing. The main reasons for 
not completing sessions were due to unstable or non-functioning ICT equipment, and 
unavailability of appropriate consultation rooms with equipment for the professional. 
Professionals indicated that switching to phone-mediated delivery or face-to-face format 
were the only options to go forward. 
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5. Domain 4: Patient and healthcare professional 
perspectives 

5.1 Introduction 

This domain will address the perceived satisfaction and usability of both patients and 
healthcare professionals. Through validated self-reported measures (CSQ-8/3 and SUS), the 
perspectives will be measured, and provide an indication of the acceptance and 
appropriateness of the services in addressing the depressive disorder. The data on 
satisfaction includes variables on quality, type, needs, complexity and overall satisfaction. 
Data on usability will describe usage, complexity, consistency, confidence, and level of 
integration. 

Domain 4 aims to answer the following research objectives:  

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

¶ To assess the perceived satisfaction and perceived usability with ccVC.  

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

Together with domains 1, 2, 3, and 5, these results will enable drawing conclusions in terms 
of the acceptability and appropriateness of the services in alleviating 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 
healthcare professionals and organisations, and the interplay of both stakeholders. 

5.2 Results ς Patient perspectives 

5.2.1 tŀǘƛŜƴǘΩǎ Ǉerceived satisfaction 

tŀǘƛŜƴǘΩǎ ǇŜǊŎŜƛǾŜŘ ǎŀǘƛǎŦŀŎǘƛƻƴ ǿŀǎ ŀǎǎŜǎǎŜŘ ǿƛǘƘ ǘƘŜ /ƭƛŜƴǘ {ŀǘƛǎŦŀŎǘƛƻƴ vǳŜǎǘƛƻƴƴŀƛǊŜ ό/{v-
826). This version of tƘŜ /{v Ŏƻƴǘŀƛƴǎ ŜƛƎƘǘ ǉǳŜǎǘƛƻƴǎ ƻƴ ŎƻƴǎǳƳŜǊΩǎ ǎŀǘƛǎŦŀŎǘƛƻƴ, and is easily 
scored by summing the individual item scores to produce a range of 8 to 32, with high scores 
indicating greater satisfaction. The answer options on the Likert scale linked to approval have 
ōŜŜƴ ŎƻƳōƛƴŜŘ ŀǎ ƛƴŘƛŎŀǘƛƴƎ άŀǇǇǊƻǾŀƭέΣ ŀƴŘ ǘƘŜ ŘƛǎŀǇǇǊƻǾƛƴƎ ƻǇǘƛƻƴǎ as άŘƛǎŀǇǇǊƻǾalέΦ ¢ƘŜ 
items for CSQ-8 were selected on the basis of expert ratings of a number of items that could 
be related to client satisfaction, and by subsequent factor analysis27. Being one-dimensional, 
the measurement is equipped to provide a homogeneous estimate of general satisfaction 
with services. In numerous studies, the CSQ-8 has proven to extract patents' perspectives of 
the values brought by the service, rather than the gain of treatment or outcome. 

                                                             
26 Larsen, D.L., Attkisson, C.C., Hargreaves, W.A., and Nguyen, T.D. (1979). Assessment of client/patient 

satisfaction: Development of a general scale, Evaluation and Program Planning, 2, 197-207. Instrument 
reproduced with permission of C. Clifford Attkisson. 

27 http://www.psych.ryerson.ca/cptcanadastudy/CPT_Canada_Study/Website_Materials/Client_Satisfaction_ 
Questionnaire-Vers%202015-Oct-14.pdf 
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Table 16 shows the results of the CSQ-8 questionnaire from patients. This subset has a lower 
percentage 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 age is 48 years, 51% have been 
referred by a GP, and 52,1% use anti-depressants. Pilots who did not involve patients directly, 
i.e. Wales, Aragon and Galicia, did not report this data. For Norway, 15 of 28 patients were 
directly involved, but no data was reported. 

The table shows the number and percentage ƻŦ ǇŀǘƛŜƴǘǎ ǿƘƻ ƛƴŘƛŎŀǘŜŘ άŀǇǇǊƻǾŀƭέ ŦƻǊ Ŝŀch 
question. If we look at the combined scores, most answers are high, in the 80-90% range. The 
lowest score is for ǘƘŜ ǉǳŜǎǘƛƻƴ ά¢ƻ ǿƘŀǘ ŜȄǘŜƴŘ Ƙŀǎ ǘƘŜ ǘǊŜŀǘƳŜƴǘ ƳŜǘ ȅƻǳǊ ƴŜŜŘǎΚέ with a 
69.4% score. ¢ƘŜ ƘƛƎƘŜǎǘ ǎŎƻǊŜ ǿŀǎ ǘƻ ǘƘŜ ǉǳŜǎǘƛƻƴ άLŦ ŀ ŦǊƛŜƴŘ ǿŜǊŜ ƛƴ ƴŜŜŘ ƻŦ ǎƛƳƛƭŀǊ ƘŜƭǇΣ 
would you recommend this treatment to him or her?έ ǿƛǘƘ ŀ флΦ2% score. 

The total approval is 83.3%. 
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Table 16Υ tŀǘƛŜƴǘΩǎ ǇŜǊŎŜƛǾŜŘ ǎŀǘƛǎŦŀŎǘƛƻƴ 

 Region  

 Denmark Netherlands Germany Basque 
Country 

Badalona Piemonte Treviso Greenland Total 

Subset n 4 1 65 1 78 50 152 7 358 

1. Quality of the treatment you have received? % 
approval* 

0 1 (100%) 59 (90,8%) 0 18 (75%) 45 (95,7%) 0 5 (71,4%) 128 (88,9%) 

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

3 (75%) 1 (100%) 62 (95,4%) 1 (100%) 16 (61,5%) 38 (76%) 42 (79,2%) 7 (100%) 170 (82,1%) 

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

1 (25%) 1 (100%) 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 
recommend this treatment to him or her? % approval* 

4 (100%) 1 (100%) 64 (98,5%) 1 (100%) 20 (80%) 45 (90%) 43 (82,7%) 7 (100%) 185 (90,2%) 

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

4 (100%) 0 62 (95,4%) 1 (100%) 15 (57,7%) 40 (80%) 42 (82,4%) 6 (85,7%) 170 (82,9%) 

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

1 (25%) 1 (100%) 60 (92,3%) 1 (100%) 17 (65,4%) 38 (76%) 41 (82%) 7 (100%) 166 (81,4%) 

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

0 1 (100%) 62 (95,4%) 1 (100%) 18 (69,2%) 40 (80%) 73 (85,9%) 7 (100%) 202 (84,5%) 

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

4 (100%) 1 (100%) 61 (93,8%) 1 (100%) 22 (84,6%) 36 (72%) 76 (88,4%) 7 (100%) 208 (86,7%) 

Client Satisfaction Questionnaire (CSQ-8) : total % 
approval* 

53,1% 87,5% 94,4% 75% 70,8% 77,5% 69,6% 94,6% 83,3% 

*complete or partial approval of item  
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5.2.2 tŀǘƛŜƴǘΩǎ Ǉerceived usability 

We asked patients who had been involved in video conferencing only two questions about their perceived usability: if the service was well integrated, and 
if they found the service cumbersome to use. 

Again, we see a slightly lower rate of female patients (61.1%) and higher rate of employment (62%). Mean age is 48 years. Some data is missing, in part 
because patients who were not involved directly in VC sessions were not asked these questions. 

Table 17 below shows the percentage approval within the specific SUS category, as well as the mean score. When interpreting scores, note the scoring of 
SUS items (positive or nŜƎŀǘƛǾŜύΦ ¢ƻ ŎŀƭŎǳƭŀǘŜ ǘƘŜ ǎŎƻǊŜΣ ŜŀŎƘ ǇŀǊǘƛŎƛǇŀƴǘΩǎ ǎŎƻǊŜ ŦƻǊ ŜŀŎƘ ǉǳŜǎǘƛƻƴ ŀǊŜ ŎƻƴǾŜǊǘŜŘΣ ŀŘŘŜŘ ǘƻƎŜǘƘŜǊ ŀƴŘ ǘƘŜƴ ƳǳƭǘƛǇƭƛŜd by 
2.5 to convert the original scores of 0-40 to 0-100. Though the scores are 0-100, these are not percentages, and should be considered only in terms of their 
percentile ranking. The majority of patients in all pilots think the services were well integrated. Note that patients who have not been directly involved in 
the video conferencing sessions, i.e. from Denmark, Norway, Basque Country, Aragon and Galicia, were not asked these questions.  

Table 17Υ tŀǘƛŜƴǘΩǎ ǇŜǊŎŜƛǾŜŘ ǳǎŀōƛƭƛǘȅ 

 Region  

 Netherlands Germany Wales Badalona Piemonte Treviso Greenland Total 

Subset n 1 65 2 26 46 1 2 143 

I found various functions in the videoconferencing service 
were well integrated % approval* 

1 (100%) 49 (75,4%) 2 (100%) 18 (72%) 41 (89,1%) 1 (100%) 0 112 (78,9%) 

I found the videoconferencing service very cumbersome 
to use and apply % approval* 

1 (100%) 2(3,1%) 2 (100%) 5 (19,2%) 0 1 (100%) 0 11 (7,7%) 

*  Complete or partial approval of item  
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5.3 Results ς IŜŀƭǘƘŎŀǊŜ ǇǊƻŦŜǎǎƛƻƴŀƭΩǎ ǇŜǊǎǇŜŎǘƛǾŜǎ 

5.3.1 IŜŀƭǘƘŎŀǊŜ ǇǊƻŦŜǎǎƛƻƴŀƭΩǎ ǇŜǊŎŜƛǾŜŘ ǎŀǘƛǎŦŀŎǘƛƻƴ 

The healthcare professionalsΩ perceived satisfaction was assessed with the Client Satisfaction Questionnaire (CSQ-3), containing items 3, 7, and 8 of the 
CSQ-8. These items are empirically the most salient items, and are used to provide the maximum amount of efficiency in obtaining data. The demographics 
are similar to the core set, 60.1% female professionals compared to 59% in the core set, but with more GPs, 60,6% compared to 55.7% in the core set. 

Table 18 shows the health care professionals answers to the CSQ-3 questionnaire. The approval scores are from 54.9% to 68.8%. The total approval of all 
pilots is 61.8%. There were no responses for Greenland. 

Table 18: Healthcare professionalsΩ perceived satisfaction 

 Region  

 Denmark Netherlands Germany Norway Basque 
Country 

Wales Arágon Badalon
a 

Galicia Piemonte Treviso Total 

Subset n 2 1 15 2 8 4 6 69 10 18 38 173 

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

0 1 (100%) 11 (68,8%) 2 (100%) 2 (33,3%) 3 (100%) 5 (100%) 
58 

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

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

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%) 

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

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%) 

Client Satisfaction Questionnaire (CSQ-3): 
total % approval* 

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

* Complete or partial approval of item 
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5.3.2 Healthcare professionalsΩ perceived usability 

HealthŎŀǊŜ ǿƻǊƪŜǊǎΩ ǇŜǊŎŜƛǾŜŘ ǳǎŀōƛƭƛǘȅ ǿŀǎ ƳŜŀǎǳǊŜŘ ǿƛǘƘ ǘƘŜ System Usability Scale (SUS28), consisting of ten items to facilitate the evaluation of products 
such as software and applications. The questionnaire was chosen because it is the gold standard in the field of measuring system usability, it can easily be 
administered, is realisable in small sample sized, and has been proven to be a valid instrument29. The demographics are again close to the core set, with 
59.0% female professionals and 59.5% GPs. 57% have ten years of more experience. We do not have data from Denmark here. 

Table 19 shows the answers to the System Usability Scale (SUS) from the health care workers. 45.7% says they would like to provide ccVC treatment 
frequently, but there are large differences between pilot sites. 53.8% thought the treatment was easy to use and understand, but again the differences are 
large. Only 12.7% think that they would need the support of a technical person to be able to use and provide the ccVC treatment. 

Table 19Υ ƘŜŀƭǘƘŎŀǊŜ ǇǊƻŦŜǎǎƛƻƴŀƭǎΩ ǇŜǊŎŜƛǾŜŘ ǳǎŀōƛƭƛǘȅ 

 Region  

 Netherland
s 

Germany Norway Basque 
Country 

Wales Arágon Badalona Galicia Piemonte Treviso Greenla
nd 

Total 

Subset n 1 16 2 8 4 6 69 10 18 38 1 173 

1. I think that I would like to provide the ccVC 
treatment frequently. % approval* 

0 2 (12,5%) 1 (50%) 
7 

(87,5%) 
0 5 (83,3%) 

45 
(67,2%) 

6 (60%) 7 (43,8%) 5 (50%) 
1 

(100%) 
79 

(45,7%) 

2. I found the ccVC treatment unnecessarily 
complex. % approval* 

1 (100%) 1 (6,3%) 0 0 1 (100%) 4 (66,7%) 5 (7,5%) 1 (10%) 1 (6,7%) 5 (50%) 
0 (0%) 19 

(11,0%) 

3. I thought the ccVC treatment was easy to use 
and provide to my clients. % approval* 

0 11 (62,5%) 2 (100%) 2 (25%) 0 5 (83,3%) 
56 

(83,6%) 
6 (60%) 6 (40%) 4 (40%) 

1 
(100%) 

93 
(53,8%) 

4. I think that I would need the support of a 
technical person to be able to use and 
provide the ccVC treatment to my clients. % 
approval* 

0 5 (31,3%)) 0 2 (25%) 0 3 (50%) 1 (1,5%) 0 6 (37,5%) 5 (50%) 

0 (0%) 
22 

(12,7%) 

                                                             
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 of HumanςComputer Interaction, 24(6), 574-594. 
29  http://www.tandfonline.com/doi/abs/10.1080/10447310802205776 
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 Region  

 Netherland
s 

Germany Norway Basque 
Country 

Wales Arágon Badalona Galicia Piemonte Treviso Greenla
nd 

Total 

5. I found the various functions in the ccVC 
intervention were well integrated. % 
approval* 

0 5 (31,3%) 0 8 (100%) 
2 

(66,7%) 
4 (66,7%) 

48 
(72,7%) 

5 (50%) 6 (42,9%) 
4 

(44,4%) 

0 (0%) 
82 

(47,3%) 

6. I thought there was too much inconsistency 
in the ccVC intervention. % approval* 

0 3 (18,8%) 0 0 0 4 (66,7%) 4 (6%) 1 (10%) 0 
3 

(33,3%) 
0 (0%) 

15 (8,7%) 

7. I would imagine that most healthcare 
professionals would learn to use and 
provide the ccVC intervention very quickly. 
% approval* 

0 14 (87,5%) 2 (100%) 6 (75%) 
2 

(66,7%) 
4 (66,7%) 

54 
(80,6%) 

9 (90%) 12 (75%) 
7 

(63,6%) 

1 
(100%) 111 

(64,1%) 

8. I found the ccVC intervention very 
cumbersome to use and provide to my 
clients. % approval* 

1 (100%) 3 (18,8%) 0 0 0 5 (83,3%) 3 (4,5%) 2 (20%) 2 (12,5%) 
4 

(44,4%) 

0 (0%) 
20 

(11,6%) 

9. I felt very confident using and providing the 
ccVC intervention to my clients. % 
approval* 

0 11 (68,8%) 2 (100%) 6 (75%) 
2 

(66,7%) 
5 (83,3%) 

58 
(86,6%) 

3 (30%) 8 (53,3%) 
3 

(37,5%) 

1 
(100%) 

99 
(57,2%) 

10. I needed to learn a lot of things before I 
could get going with using and providing the 
ccVC intervention to my clients. % 
approval* 

0 0 0 0 0 0 2 (3%) 1 (10%) 3 (20%) 5 (50%) 

1 
(100%) 

12 (6,9%) 

* Complete or partial approval of item  
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5.3.3 Perceived acceptability of MasterMind services in routine practice based on 
qualitative data (focus group interviews) 

Besides access to service and completion numbers and the reasons presented above, all trial 
sites engaged in obtaining a rich professional profile of those for whom the ccVC service 
might be acceptable. This was done through a total of five focus group discussions with 
healthcare professionals reflecting on the patients they see in their daily practice. From these 
focus groups, it appeared that various factors are relevant: 

¶ appropriateness of the service in alleviating the needs of the patients; 

¶ the decision to engage with the ccVC service; and 

¶ satisfaction and usability of the services in routine practice.  

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

¶ Appropriateness of the service: Appropriateness of the ccVC service relates to the 
extent to which the professional perceive the service to be fit for purpose in addressing 
their professional needs.  

- There is a high workload in specialised mental healthcare, and the VC system can 
act as a filter. 

- Use of video conference improves the communication between various 
professionals. 

- Participants indicated that the doctor-patient 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 
appointments with patients and various professionals during office hours. 
According to GPs, the face-to-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 ccVC. 

- Primary care professionals reported to be careful with VC services as they could be 
ǳǎŜŘ ōȅ ǇŀǘƛŜƴǘǎ ƛƴ ŀƴ ƛƳǇǊƻǇŜǊ ǿŀȅ ǘƻ ŘƛǎŎǳǎǎ ǘƘŜƛǊ ŘƛǎŜŀǎŜǎΣ ǿƘƛƭŜ ǘƘŜ ǇŀǘƛŜƴǘǎΩ 
situation requires a face-to-face visit for optimal care. As such, ccVC must be limited 
to a specific objective and not seen as general purpose. 

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

- Professionals need to make an investment in time to make the new services 
become a normal part of their practice. Currently, professionals spend all their time 
on clinical work, and have little 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 
professionals. A quick start manual may also be useful. 

- For one-to-one communication between professionals, it is not necessary to use 
VC. 

- The technologies used up until now were considered unsatisfactory in terms of 
usability. This limitation was clearly highlighted by making comparisons with other 
communication tools such as WhatsApp or Skype. 
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¶ Satisfaction and usability: This relate to aspects such as the 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, user-friendliness was named as an important factor in 
determining the acceptability of the service. 

- It is 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 service is better than traditional face-to-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 and satisfactory. It improves communication between primary care 
professionals and specialists. 

- VC service is useful for shared decision making, ǘƻ ƎǳƛŘŜ ǇŀǘƛŜƴǘǎΩ ƴŜŜŘǎ, and to 
send a uniform message to the patient that enhances the confidence in the care 
they receive. 

- The use of ccVC can also enhance efficiency. For example, in those sites where 
professionals provide sessions in different geographic areas, travel time and costs 
can be saved. 

- The ccVC service can be used for maintenance sessions, to continue to monitor 
ǇŀǘƛŜƴǘǎΩ ŎƻƴŘƛǘƛƻƴ ƻǾŜǊ ǘƛƳŜ, and possibly prevent relapse. 

- ¢ƘŜ ŎŎ±/ ǎŜǊǾƛŎŜ Ŏŀƴ ōŜ ǳǎŜŘ ŜŦŦŜŎǘƛǾŜƭȅ ǘƻ ŜƳǇƻǿŜǊ ǇŀǘƛŜƴǘǎ ōȅ ŎƘŀƴƎƛƴƎ ǇŀǘƛŜƴǘǎΩ 
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 from the focus group interviews, which 
substantiate the factors described above. 

5.4 Summary and conclusions 

Overall, patients report a high perceived satisfaction with ccVC, and that the service is well 
integrated. The majority of patients report a high quality of treatment, and that they have 
received the kind of treatment they wanted. A great majority of the patients would 
recommend the service to others, and are very satisfied with the help provided.  

The majority of the health professionals are satisfied with the services and would use it again. 
73% of professionals report that the service meets their needs in the treatment of patients. 
This demonstrates that for the majority of the patients VC is a suitable solution. It is always 
important to meet the individual needs of the patients, and for patients where VC in not 
useful, it is important to have other solutions. In treatment of depression, it is important to 
have a variety of solutions to ensure personalised treatment; this project demonstrates that 
VC can be a useful solution. 

In terms of the appropriateness of the ccVC service, focus groups primarily reported on 
factors that can be categorised under treatment delivery processes. An important factor that 
emerged from the focus groups was that VC services can act as a filter for specialised mental 
health services, and can include 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 decision-making process of professionals to engage in the ccVC service and apply it in 
their routine care provision focused on the expectations and actual needs of professionals in 
the field. In terms of needs, the focus groups clearly indicated that time, or rather lack it, was 
an important factor in determining whether to engage. In terms 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 quick-start materials, training, and gaining 
experience with the systems, are important factors that can contribute to engaging in the 
ccVC service. Technological reliability and usability of the service were considered of primary 
importance for professionals to engage and remain engaged 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 technology 
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 high. Patient satisfaction is 
regarded as a key factor for professionals to be satisfied with the systems themselves. 
Satisfaction and usability were also felt to be dependent on factors related to the treatment 
pathways and processes. Here, participants indicated that VC can significantly enhance 
communication and collaboration between professionals, facilitating shared decision-making 
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 patients and making 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 the implementation of the services is based on responses to the questionnaires preceding the semi-structured 
interviews with healthcare organisations. These questionnaires include a series of questions regarding implementation and maintenance costs. The semi-
structured interviews collected relevant views in terms of potential savings and a potential business case for initiating and retaining the interventions 
according to directors or owners of the healthcare organisations participating in MasterMind. These are also summarised in this section. 

6.2 Results 

6.2.1 Characteristics of mental healthcare organisations (subset) 

Table 20 provides a summary of the characteristics of the healthcare organisations in MasterMind. 

Table 20: Characteristics of mental healthcare organisations 

 Region 

 

Denmark Netherlands Germany Norway 
Basque 
country 

Wales Aragón Badalona Galicia Piemonte Treviso Total 

Sample: n 2 2 1 1 2 3 2 2 2 1 1 19 

Age (year of establishment): 
mean (SD) 

2011 (5) 1989 (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) 

7 (4) 17 (0) 14 (0) 1 (0) 49 (2) 7 (5) 17 (0) 30 (0) 9 (0) 14 (0) 2 (0) 146 (389) 

Number of FTE employed: 
mean (SD) 

712 (949) 900 (0) 3000 (0) 95 (0) 3679 (1869) 958 (747) 900 (0) 1000 (0) 36000 (0) 3922 (0) 200 (0) 
5077 

(10976) 
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 Region 

 

Denmark Netherlands Germany Norway 
Basque 
country 

Wales Aragón Badalona Galicia Piemonte Treviso Total 

Turnover: count (proportion) 

Equŀƭ ƻǊ ƭŜǎǎ ǘƘŀƴ н Ƴƛƭƭƛƻƴ ϵ 1 (0.5) 0 0 0 0 0 0 0 0 0 0 1 (0.05) 

.ŜǘǿŜŜƴ н ŀƴŘ мл Ƴƛƭƭƛƻƴ ϵ 0 0 0 0 0 0 0 0 0 0 0 0 

Between 10 and 50 Ƴƛƭƭƛƻƴ ϵ 0 0 1 (1) 1 (1) 0 1 (0.33) 0 0 0 0 1 (1) 4 (0.21) 

hǾŜǊ рл Ƴƛƭƭƛƻƴ ϵ 1 (0.5) 2 (1) 0 0 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 (1) 2 (1) 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 Investments 

Table 21 below presents the initial investment in materials, ICT infrastructure and staff training required to implement the services in each region. 
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Table 21: Investments 

 Region  

 

Denmark Netherlands Germany Norway 
Basque 
country 

Wales Aragón Badalona Galicia Piemonte Treviso Total 

Investments in materials and ICT infrastructure 
Euro mean (SD) 

600.000 
(848528) 

35.000 
(49497) 

0 0 0 0 
35.000 
(49497) 

24.000 (0) 
38.386 
(43254) 

21500 (0) 50.000 (0) 
100.304 

(278.181) 

Incidental efforts (time) needed of support staff 
to implement the services. FTE mean (SD) 

0 0 99 (0) 0 0 0 0 1 (0) 5 (4) 3 (0) 2 (0) 1 (2) 

Initial training and supervision: count (proportion)           

Yes 1 (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 the 
platform 

0 2 (1) 0 0 0 0 1 (0.5) 0 1 (0.5) 0 0 4 (0.22) 

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

0 0 0 0 0 0 0 0 0 0 0 0 

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

2 (1) 0 1 (1) 1 (1) 2 (1) 2 (1) 1 (0.5) 2 (1) 1 (0.5) 1 (1) 1 (1) 14 (0.78) 

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 (0) 

6.2.3 Recurring operational costs 

The recurring operational costs, estimated by the direct and indirect costs per session are summarised in Table 22. 
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Table 22: Recurring operational costs 

 Region  

 Netherlands Germany Norway Aragón Badalona Galicia Piemonte Treviso Total 

Direct costs of for one ccVC session. Euro mean (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 session. Euro 
mean (SD) 

30 (0) 30 (0) 7 (0) 30 (0) 33 (4) 56 (0) 11 (0) 15 (0) 21 (19) 

6.2.4 Reimbursement modalities 

We present the reimbursement modalities reported by each organisation in each region in Table 23. 

Table 23: Reimbursement modalities 

 Region  

 

Denmark 
Netherland

s 
Germany Norway 

Basque 
country 

Wales Aragón Badalona Galicia Piemonte Treviso Total 

Main sources of reimbursement. Type count (proportion)           

Public healthcare system (PHS) (i.e. Ministry 
of Health) 

2 (1) 
- - 

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 reimburse. 
Percentages per type 

100% 
(PHS) 

100 % (HCI) 100% (HCI) 
80%/20% 
PHS/PAT 

- 
100% 
(PHS) 

- - - - - - 
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6.2.5 Cost savings (description) 

This topic relates to the cost of the implementation. Resource utilisation was reported by the interviews on theme 1: Factors hindering and fostering 
implementation. Nevertheless, not all interviews addressed this issue. Main topics emerging from the interviews included:  

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

¶ The need of more economic evaluation. 

¶ Some participants stated that they were unable to observe any savings. 

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

¶ Technological resources and infrastructure were also needed. In some cases practical issues such as room availability and Wi-Fi were an obstacle to 
implementation. 

Appendix A.4.1 contains more details on the findings from the focus group interviews, which substantiate the factors described above. 

6.2.6 Budget Impact Analyses 

Table 24 below summarises the main sources of costs identified in the questionnaires preceding the interviews. Savings could not be quantified in monetary 
terms, as this was not included in the questionnaire. However, 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 semi-structure interviews, as detailed in sections 6.2.5 and 6.2.7. 
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Table 24: Budget Impact Analyses 

 Region  

 

Denmark 
Netherland

s 
Germany Norway 

Basque 
country 

Wales Aragón Badalona Galicia Piemonte Treviso Total 

Investments in materials and ICT 
infrastructure. Euro mean (SD) 

600.000 
(848.528) 

35.000 
(49497) 

0 0 0 0 0 24.000 (0) 
38.386 

(43.254) 
21.500 (0) 

50.000 
(0) 

768.886 
(278.181) 

Incidental efforts (time) needed of support 
staff to implement the services. FTE mean 
(SD) 

0 0 99 (0) 0 0 0 0 1 (0) 5 (4) 3 (0) 2 (0) 1(2) 

Direct costs of for one ccVC session. Euro 
mean (SD) 

- - 70 (0) 188 (0) 0 0 20 (0) 95 (7) 374 (0) 50 (0) 50 (0) 67 (104) 
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6.2.7 Economic sustainability of services in routine practice  

Economic sustainability of services in routine practice relates to two topics that were 
collected through interviews:  

¶ Perspective on maintaining the services in place. 

¶ Business case. 

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

¶ Maintaining the services in place:  

- The most mentioned reason for maintaining the services was that they could be 
efficient and do not need many additional resources. 

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

- Services could cover a larger area, providing 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 improving the public image in relation to mental health services 
regarding effective and efficient use of resources, and reception of innovative and 
quality services 

Appendix A.4.2 contains more details on these findings from the focus group 
interviews, which substantiate these factors. 

¶ 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 project was still in evaluation, and 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 the focus group 
interviews, which substantiate these factors. 

6.3 Summary and conclusions 

There is a wide variation in the responses regarding the economic aspects of the 
implementation of the services. Initial investment in material and ICT infrastructure varied 
ŦǊƻƳ лϵ ǘƻ сллΣлллϵΦ aƻǎǘ ǊŜƎƛƻƴǎ ǊŜǉǳƛǊŜŘ ǎǳǇǇƻǊǘ ǎǘŀŦŦ ǘƻ ƛƳǇƭŜƳŜƴǘ ǘƘŜ ǎŜǊǾƛŎŜǎΣ ǿƛǘƘ ŀ 
mean FTE of one person. Almost every region required initial training and supervision for 
staff, which in most cases involved technical aspects on how to use the platform and on the 
therapeutic elements that are included in the platform. The direct cost for one session is not 
provided in a number of regions; among those that provided this information, the cost varied 
from 20ϵ to отпϵ ŦƻǊ ŎŎ±/Φ ²ƛǘƘ ǊŜǎǇŜŎǘ ǘƻ the modality of reimbursement, nine 
organisations reported public health system reimbursement, five were reimbursed by 
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healthcare insurers, six reported that the service is not reimbursed structurally, and one 
ǊŜŎƻǊŘŜŘ άƻǘƘŜǊέ ǘype of reimbursement. 

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, Scotland, Denmark, the Netherlands and Germany. Data from 
Norway, Galicia and Greenland were not available for analysis. The questionnaires were also 
not available for Greenland. 

With the available data, it has not been possible to analyse separately the perceptions of the 
economics aspects of ccVC and cCBT. Most of the reports from the interviews did not 
separate responses for each intervention. 

Qualitative reports were highly variable in the quantity and quality of the included 
information. In this sense, the number of quotations may not be representative of the 
interest in the topics. Both direct quotations from the interviews, and summary statements 
were used as primary data, and are reproduced in this analysis in italics. 
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7. Domain 6: Organisational aspects 

7.1 Introduction 

Domain 6 aims to provide insights into organisational aspects and perspectives in 
implementing and up-scaling the cCBT and ccVC services into routine practice. Variables 
include quantitative information on the organisation profile (as part of domain 1) and 
estimates of case load, and qualitative information retrieved via focus group discussions and 
semi-structured interviews on issues of leadership engagement (in terms of commitment and 
implementation strategies), resources (time and savings), perceived factors for 
implementation success, and innovation climate (including information on knowledge and 
beliefs about the services, self-efficacy in using the services, individual state of change, 
identification with the organisation, support and awards, and relative priority). Findings are 
triangulated between both quantitative data and qualitative data, and between healthcare 
professionals and organisational perspectives (organisations). 

The analyses enable drawing out answers to these research questions: 

¶ To identify barriers and facilitators that influences the implementation of cCBT and 
ccVC to treat depression in routine practice. 

¶ To assess the costs associated with implementation and large scale uptake of cCBT and 
ccVC to treat depression in routine practice. 

¶ To assess the perceived satisfaction and perceived usability with cCBT and ccVC. 

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

Findings from domain 6, together with domains 1-5 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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7.2 Results ς Healthcare professionals 

7.2.1 Leadership engagement 

¢ƘŜ ŘƛƳŜƴǎƛƻƴ ά[ŜŀŘŜǊǎƘƛǇ ŜƴƎŀƎŜƳŜƴǘέ ƛƴŎƭǳŘes ŦŀŎǘƻǊǎ ƻƴ ǘƘŜ ƻǊƎŀƴƛǎŀǘƛƻƴΩǎ decision making process, the engagement of supervisors in the use of the 
implemented services, the presence of an implementation strategy, staff availability and available resources. The results are presented in Table 25. 

We had answers from 78 healthcare professionals. Of these, 62.8% are women. 33% are GPs, 30.7% are licensed psychologists, psychologists in training or 
psychologists with basic training, while 16.7% are psychiatrists. The majority (61%) have more than 10 years of experience. We are missing data from 
Galicia and Greenland. 

Most users said that the decision making process was participatory (60% of the sample). 38.7% said it was top-down, and only 1.3% said bottom-up. 
Leadership engagement was fairly high, with 55.9% agreeing or strongly agreeing that supervisors are highly engaged in using the ccVC services. The 
approval for the implementation strategy is a bit lower, with 48.8% ageing or strongly agreeing that a visible and recognisable strategy is used to implement 
the services. 57.2% agree or strongly agree that enough qualified staff are available to provide the services. Only 41% agree or strongly agree that an 
adequate number of resources are made available to offer the services. 

Table 25: Leadership engagement 

 Region  

 
Denmark Netherlands Germany Norway 

Basque 
Country 

Wales Arágon Badalona Piemonte Treviso Total 

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 organisation?) categorical; 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%) 




