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Introduction: This study investigates the implementation of a new, more automated screening procedure using the ItFits-toolkit in the online clinic, Internet Psychiatry (iPsych) (www.internetpsykiatrien.dk), delivering guided iCBT for mild to moderate anxiety and depressive disorders. The study focuses on how the therapists experienced the process.

Methods: Qualitative data were collected from semi-structured individual interviews with seven therapists from iPsych. The interviews were conducted using an interview guide with questions based on the Consolidated Framework for Implementation Research (CFIR). Quantitative data on the perceived level of normalization were collected from iPsych therapists, administrative staff, and off-site professionals in contact with the target demographic at 10-time points throughout the implementation.

Results: The therapists experienced an improvement in the intake procedure. They reported having more relevant information about the patients to be used during the assessment and the treatment; they liked the new design better; there was a better alignment of expectations between patients and therapists; the patient group was generally a better fit for treatment after implementation; and more of the assessed patients were included in the program. The quantitative data support the interview data and describe a process of normalization that increases over time.

Discussion: The ItFits-toolkit appears to have been an effective mediator of the implementation process. The therapists were aided in the process of change, resulting in an enhanced ability to target the patients who can benefit from the treatment program, less expenditure of time on the wrong population, and more satisfied therapists.
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1. Introduction

The prevalence and burden of anxiety and depressive disorders are high (1–4) and increasing because of the growth and aging of the population (5). According to the 2017 Global Burden of Diseases, Injuries, and Risk Factors Study (GBD) (6), the burden of mental disorders is present in both sexes and across all age groups. Mental disorders have consistently accounted for more than 14% of age-standardized years lived with disability (YLD) for nearly three decades. The same study has found anxiety disorders to be a top cause of non-fatal burden for women, and depressive disorders were one of the three leading causes of non-fatal health loss for nearly three decades.

One reason why this burden persists is due to the treatment gap between the number of people with mental disorders and the number of people being treated for mental disorders (7, 8). Even though effective treatment exists (9), the reach of face-to-face cognitive behavioral therapy (CBT) is limited (10), and only about half of the people suffering from mental disorders in Europe receive the needed professional help (11). This may be due to general practitioners' (GPs) low knowledge about and referral rates to CBT (12). GPs are often the first contact in the pathway to care and are therefore considered crucial in the management of mental disease (13). Additionally, 70% of people with mental health problems do not consult their GP about their issues and therefore do not have access to CBT (14). A reason why people do not seek their GPs can be explained by the fact that many people view mental health problems as something they have to manage themselves (12).

In a recent dynamic modeling analysis, Skinner et al. (15) found that mental health in the population improves with increased access to treatment. This may point to the fact that addressing the substantial and persistent treatment gap should remain a global public health priority. To help reduce this gap, Internet-based CBT (iCBT) may be a solution. Several studies have demonstrated the effectiveness of iCBT as a treatment for mild to moderate anxiety and depressive disorders (16–21). Findings from an observational study evaluating the clinical effectiveness of iCBT for mild to moderate anxiety and depressive disorders in routine secondary care support the hypothesis that iCBT can help bridge the gap between the need for treatment and its provision (22). In addition, an implementation study process evaluating iCBT within community mental health clinics identified iCBT as a more convenient method of receiving care, where therapists had positive perceptions of the treatment mode and strongly agreed that citizens should have access to it (23).

To bridge this treatment gap between people with mental disorders and the number being treated, the successful implementation of iCBT is crucial, as poor implementation may contribute to the currently limited uptake numbers (24). The normalization process theory (NPT) defines implementation as an intentional, strategic, and planned process where normalization can occur as innovation becomes integrated/embedded in an organization (25). During such an implementation of iCBT, guiding tools may be helpful remedies for a successful process, as they may assist in identifying and realizing projects to further enhance implementation. Therefore, we found it relevant to use a generic, Integrated Theory-based Framework for Intervention Tailoring Strategies for data-driven, tailored implementation of evidence-based eHealth services (ItFits-toolkit). ItFits-toolkit is an NPT-informed process provided on an online platform that aims to support implementers in developing, applying, and monitoring implementation strategies adapted to the local context. The ItFits-toolkit may have the potential to influence implementation at different levels (24).

According to a systematic review of barriers and facilitating factors to the implementation of eMental Health for mood disorders in routine practice (26), empirical evidence on the effects of implementation strategies that address barriers and facilitators is warranted to contribute to the understanding of the mechanisms in implementation processes. In this regard, the Consolidated Framework for Implementation Research (CFIR) is a helpful framework for elucidating the barriers and facilitators that influence implementation (27) and for identifying recommendations for improving the uptake and implementation of iCBT in clinical settings (23). Integrating CFIR into both the data collection and analysis phases and in the selection of relevant constructs for deployment can be especially helpful in advancing implementation science (28).

The implementation of an optimized screening procedure can be seen as a key component for iPsych to be able to reach the target population, namely patients with mild to moderate anxiety or depression. Screening for the right demographic is especially important in a clinical setting. Having a scope of inclusion that is too broad for the treatment paradigm, means including people for whom the treatment may not be appropriate. This is a waste of resources and can lead to dissatisfaction for patients, therapists, and the site itself. On the other hand, a scope that is too narrow means excluding people who may benefit from the treatment. Therefore, optimizing intake can ensure the quality of the treatment. However, any change to the status quo requires resources to retrain therapists and support staff in daily routines. Consequently, using dedicated time and energy to improve the implementation process of the needs and specifications of the screening program could potentially reduce resource expenditure and increase satisfaction with the program, while disrupting the status quo as little as possible. Therefore, the present study aims to investigate perceptions of the implementation of a new more automated screening procedure using the ItFits-toolkit in a specialized clinic delivering guided iCBT for mild to moderate anxiety and depressive disorders.



2. Materials and methods


2.1. Design

The present study employed a mixed-methods design, utilizing an embedded explanatory sequential approach, in order to examine the therapists' perceptions of the implementation of the new screening procedure. Specifically, the study employed a combination of semi-structured interviews with therapists and surveys sent to therapists and other professionals with a referring role.

The embedded design is a mixed-methods approach that uses one data set in a supporting, secondary role in a study that is primarily based on other types of data. The underlying principle of this design is that a single data set is not sufficient to answer all research questions and that different types of questions require different types of data. The premises of this design are that a single data set is inadequate, that multiple research questions need to be addressed, and that each question necessitates different types of data (29). In this study, the quantitative data were used as secondary and complementary data to the primary qualitative data because the quantitative data set was deemed too small to sufficiently answer the research question on its own. This approach allowed for a more comprehensive understanding and evaluation of the implementation and normalization of the intervention, by utilizing both quantitative and qualitative data, and it provided a more nuanced understanding of the research question (29).



2.2. Setting

The Internet Psychiatry Clinic (iPsych) is operated by the Center for Digital Psychiatry (CEDIP) at the Mental Health Services in the Region of Southern Denmark. In 2013, iPsych started on a trial basis in the Region of Southern Denmark and has subsequently been operated on a temporary basis from 2015 until it became a permanent service in the region in 2019. Between 2018 and 2020, iPsych was rolled out nationally on a trial basis up until it became a permanent national offer in 2021.

iPsych is part of routine care in Denmark. Treatment is publicly funded and free for the patients. Patients self-refer for treatment via a website through a secure application platform. Self-referral has been found to enable people with mental health disorders to access mental health services without the need for a referral from their GP (14). Patients authenticate their identity by logging in with their unique civil registration number. The applications are screened, first through a request form and then by trained psychologists. The inclusion criteria are as follows: ≥18 years of age and meeting the diagnostic criteria for mild to moderate depressive disorder, single phobia, social phobia, or panic disorder with or without agoraphobia, based on the criteria from the International Classification of Diseases, 10th revision (30). Exclusion criteria are as follows: diagnosed personality disorders; severe anxiety or depression; ongoing psychological treatment elsewhere; schizophrenia, bipolar disorder, or related disorders; post-traumatic stress disorder (PTSD); obsessive-compulsive disorder (OCD) as a primary disorder; alcohol or drug abuse; or enhanced risk of suicide.

Unless applicants clearly indicate on the screening questionnaire that they meet one or more exclusion criteria, they will be invited to a video-based assessment interview. The video assessment uses the Mini-International Neuropsychiatric Interview (MINI) (31) to assess eligibility and is conducted by either a properly licensed or supervised psychologist. Following the video-based assessment, eligible patients are invited to participate in an iCBT program. The iCBT program consists of sessions that offer psychoeducation and CBT, focusing on how and why patients think and act in a given way in certain situations. In the program, patients are introduced to daily exercises and relevant information to help break the negative thoughts and the concept of the way we act. Patients receive weekly clinical asynchronous written support from their psychologist. A standard course of treatment lasts 10–12 weeks.



2.3. The implemented intervention

In 2018, CEDIP participated in the European Union's Horizon 2020 research project ImpleMentAll (IMA), where the ItFits-toolkit was developed, tested, and found to be effective (32). ItFits-toolkit was used in iPsych from December 2018 to May 2019.

The purpose of the ItFits-toolkit is to assist, design, and facilitate the implementation of eHealth interventions, with a special focus on iCBT. The toolkit provides a step-by-step framework for tailoring implementation strategies to the users' needs and capabilities. The toolkit is divided into four steps: (1) Identify and prioritize implementation goals and potential barriers to being able to achieve those goals. (2) Match the identified barriers with a range of evidence-based strategies for overcoming them. (3) Design and adapt the implementation strategies to meet the needs of the people and organizations you are working with. (4) Review and apply the implementation strategies and their impact in practice. This is a dynamic process in which teamwork is essential. Toolkit users work with an Implementation Core Team (ICT) and regularly consult with stakeholders to co-create the implementation strategy. The toolkit provides the users with ideas, methods, and guidance in doing so (24).

When using the ItFits-toolkit in iPsych, the primary problem area identified by the ICT was the screening of the group of self-referred patients for the clinical service; ensuring that the patients who seek treatment by the clinical service are eligible for it based on the inclusion and exclusion criteria. The main barrier identified by ICT was the request form. This form is completed by patients when they refer themselves to the service. To meet the goal of including an eligible patient group, the request form is an important point for optimization since in some cases it lets patients progress in the treatment system even though they are not eligible. The chosen strategy was to implement an automatic stopping point in the request form for the clinical service. Potentially, the strategy would be effective in reducing the inclusion of patients who do not match the service and redirecting them elsewhere, lessening the need for unnecessary assessments. This strategy was also selected because the automatic stopping point will let patients know early on that they should seek treatment elsewhere if they are not in the target group for this particular treatment offer. An automatic stopping point in the request form could, therefore, be expected to reduce time expenditure by patient and therapist alike. The intervention was implemented on 8 November 2019. A summary of the request form can be viewed in Table 1.


TABLE 1 Request form (summary).
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2.4. Participants

The interview participant sample was a convenience sample consisting of accessible therapists. We conducted individual, semi-structured interviews with seven therapists from the iPsych clinic, five female and two male therapists. At the time of the interview, they were aged between 27 and 41 years, with a mean age of 32 years. They had been working in the clinic for between 1 and 5 years, with a mean duration of 2 years. Their primary assignments were assessment and treatment of patients in the clinic. One therapist was licensed, and the others were supervised by a licensed psychologist. The therapists had all experienced both pre- and post-intervention.

The survey sample consisted of a subgroup of the IMA sample from the Danish trial site. Surveys were sent out to 37 on-site iPsych therapists, administrative staff, and off-site professionals who had contact with the target demographic and could inform patients about the iPsych treatment program. Surveys were completed by 10 of the 37 therapists, administrative staff, and off-site professionals. Three were men and seven were women. The participants were aged between 25 and 58 years old, with experience ranging from <1 year to more than 15 years.



2.5. Data collection

Qualitative data were collected through semi-structured, individual interviews with the therapists. The interviews were conducted using an interview guide with questions based on CFIR (33, 34). CFIR is a comprehensive meta-theoretical determinant framework, based on a review of 19 other theories, intended to be used to collect data from individuals who influence and impact implementation outcomes. The CFIR outlines five major domains each with multiple constructs that have the potential to influence implementation. The seven interviews lasted between 32 and 67 min with a median of 41 min, and were all audio-recorded and subsequently transcribed. The updated CFIR domains and constructs can be seen in Table 2 and the interview guide is shown in Appendix 1.


TABLE 2 CFIR domains and constructs (34).

[image: Table 2]

Quantitative data were collected during the implementation of the ItFits-toolkit, which was based on a Stepped Wedge Cluster Randomized Controlled Trial (SWT) design (24). Specifically, survey data were collected in 10 waves at 3-month intervals during the study period using a specially designed functionality in the ItFits-toolkit (35). To measure the degree to which therapists perceived normalization through the intervention, data were collected using the Danish version of the Normalization Measure Development (NoMAD) questionnaire. The NoMAD questionnaire is designed to assess and evaluate the adoption, implementation, and integration of interventions into routine practice and is based on the NPT (25). The questionnaire is self-reported and has been developed and validated to assess NPT's constructs of coherence, cognitive participation, collective action, and reflexive monitoring. The 20 NoMAD items elicit assessments of implementation factors relating to the NPT constructs from individuals whose work is affected by the implementation. Items are scored on a 5-point Likert scale (1 = strongly agree, 5 = strongly disagree) (24). In addition, the Organizational Readiness for Implementing Change questionnaire (ORIC) was used to measure the degree of therapists' psychological and behavioral readiness for change (36). ORIC is a 12-item Likert scale instrument, where each of these 12 items is scored using a 5-point Likert scale (1 = “Strongly disagree”, 5 = “Strongly agree”). The questionnaire reflects organizational members' shared belief in their collective ability to implement a change, where a higher score indicates a higher willingness to execute one.



2.6. Data analysis

The transcribed interviews were analyzed using the General Inductive Approach (GIA) (37). GIA is often used in health science and was chosen as it offers a straightforward method of systematic analysis of qualitative data to have findings linked to emerging assessment questions. GIA is a generic method, where findings should be developed inductively from the themes in the raw data without restraints from structured methodologies. Investigator triangulation (38) was used, and three independent coders, authors SB, SLN, and KT, summarized the main themes of the transcripts based on the CFIR domains. Regarding constructs embedded in the content under these domains, data analysis was inductive and carried out through multiple readings of raw text, which was interpreted into a condensed summary format. The coders decided which data to use and which not to. Here, a text segment may have been coded in more than one sub-theme, and some may not have been coded at all if not relevant to the domains. Essential quotations were translated from Danish to English and added. The coders assessed reliability by checking each other's coding. If the coders disagreed, the matter was discussed until an agreement was reached. No software was used.

Quantitative data from the NoMAD and ORIC questionnaires were utilized to supplement the qualitative findings regarding the therapists' degree of normalization of the intervention and readiness to use it. The statistical analysis was conducted using data from respondents who had completed both the sixth- and tenth-wave questionnaires. The statistical tests were performed with STATA 17. For the tests related to normalization, the overall normalization score was used as the outcome variable, and time (in terms of waves) was used as the exposure variable. The sixth-wave questionnaire was used as the baseline, as this wave represented Implementation As Usual (IAU). The baseline was compared with the tenth wave, which was measured at the 6-month follow-up. Due to the small sample size, descriptive statistics (Ms, SDs, and score range) were used to assess the difference in the overall temporal effect of the normalization level. A low NoMAD score indicated that the therapists perceived a low level of normalization in the use of the new screening procedure, which could be caused by the low adoption of the intervention integrated into practice. Conversely, a high NoMAD score indicated that the therapists perceived a high level of normalization in the use of the new screening procedure. In addition, a Hedges' g-test was performed as a standardized measure of effect to describe the magnitude of the effect of time. The result of Hedges' g would be interpreted as 0.2 = small effect size, 0.5 = medium effect size, and 0.8 = large effect size. Descriptive statistical analysis (means, SDs) was also performed on the overall score from the ORIC data to examine the therapists' psychological and behavioral readiness to change at the baseline.



2.7. Ethics

The study was conducted in accordance with the ethical standards of the institutional and national research committees and with the 1964 Helsinki Declaration and its subsequent amendments or comparable ethical standards. Since the study was solely based on interview and questionnaire data collected from therapists, the Regional Committees on Health Research Ethics for Southern Denmark were informed about the study, but, in accordance with the Danish national ethical guidelines, no ethical approval was needed. All participants gave written informed consent. The study was reported to the Danish Data Protection Agency.




3. Results

The analysis of the transcribed interviews resulted in a description of the implementation process according to the CFIR domains. Each domain with the analyzed constructs and themes is presented in Table 3 and described in detail below, followed by the survey results.


TABLE 3 Analyzed domains, constructs, and themes.
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3.1. Innovation domain

All therapists described several ways in which the screening intervention had influenced service delivery, mainly in terms of innovation design, relative advantage, and trialability. The most prominent aspects are discussed in more detail below.


3.1.1. Innovation design

Four therapists preferred the design of the new request form compared to the old one. The therapists felt that, gradually, as more patients needed to be included in the treatment offer and more therapists were hired, a more structured screening process was needed, to ensure that patients received results based on equal screening procedures leading to optimal treatment offers. An important finding was that therapists felt that the structural changes that had been made had resulted in an increased sense of security about who to include and who to exclude, for example, because of suicide risk. They had found the system to be more intuitive, allowing them to get a feel for the individual patient more easily, resulting in increased visibility, collaboration, and a more evenly distributed caseload among therapists. Therapists found that the new request form, which automated the screening process, was well-designed and resulted in a shorter course for ineligible patients. In the old process, the patients would apply, have an assessment interview, wait for their treatment to be addressed at a clinical conference, and then receive a rejection. Now, patients fill out a more thorough treatment request form and based on the answers, ineligible patients receive a message to contact their GP for screening and evaluation. Since the new request form differentiates between anxiety and depression diagnoses, they wondered if it would be less of a burden to complete, especially for those patients suffering from depression, if they did not have to fill out the anxiety questionnaires in the tool. They felt that, compared to the old procedure, the instruments in the new request form had a more dynamic structure, causing a greater proportion of patients for whom the treatment was not relevant to be automatically referred back to their GP in the request form. One of the therapists spoke for all when they pointed out that: “It was really easy and manageable, and you would quickly get insight into the patient's life and symptoms. Afterward, it was easier to have these facets elaborated on those areas where it seemed there were problems. So yes, definitely, it is much more pinpointed; it was designed for our patients, that is, the target group we offer treatment to. And it makes it a lot easier, and then I just think that, well, my experience has also been that those patients who made it to the assessment interview were more suited for our treatment course than earlier” (Therapist 7). Accordingly, compared to the old system, the new request form enabled an easier, more valid, and more meaningful screening process, from the perspective of both patients and therapists, who also received better clinical data output. In addition, the new system created less administrative work because it was uploaded directly into the record, which helped reduce the waiting list.



3.1.2. Innovation relative advantage

Compared to the old procedure, all therapists had experienced how the new request form was an improvement, in particular in terms of ensuring the uptake of a more targeted patient group, supporting screening and assessment interviews, and preparing patients for their treatment course. They believed that this resulted in a flipped clinic, releasing more time for more relevant treatment activities. The different aspects of the new request form's relative advantage will be covered in more detail in the following sub-sections.


3.1.2.1. More targeted patient groups

Specifically, three therapists had experienced that the implementation of the new request form had resulted in improved targeting of the target population. The positive effect was seen in a more suitable group being screened eligible for assessment. It was important to the therapists that relevant patients are offered treatment; therefore, the target group description becomes crucial during the assessment interview, where the therapists have limited time to assess whether the patient should be offered one. It was the therapists' perception that the new request form made a difference during the assessment interviews, as they had spent less time evaluating the more severe groups of patients with more complicated symptoms. One therapist explained: “Overall, I think that more relevant inquiries have come through. In general, it has been clear that the ones who came to the online assessment interviews were more likely to fit into the treatment offer. Then there was the need for a diagnostic interview to determine whether this was the right place for that patient. Before the new request form was put into use, we saw many more patients suffering from a personality disorder or something else that quickly excluded them from the treatment offer. So, I definitely felt that it became a more targeted group we got in through the sluice after the new request form was put into action” (Therapist 1). As such, the new request form was seen as a help in optimizing intake and directing ineligible patients to more relevant treatment offers.



3.1.2.2. Supporting screening

Two therapists found that the new request form had made it easier for them to screen new patients before offering them an assessment interview. They believed that the intervention had the desired effect of targeting a more eligible group of patients, thereby reducing the time spent on screening. They felt that the updated anxiety and depression questionnaires had streamlined the request form, making it easier to refer non-relevant patients to their GPs. The therapists felt that this had lightened the burden for the screening team when they assessed the relevance of the self-referrals to the iPsych offer, leading to fewer discussions about complex cases at clinical conferences and faster decision-making. Due to screenings based on the new request form, the therapists had experienced receiving a more relevant group of patients for assessment interviews from the screening team.



3.1.2.3. Supporting assessment interviews

Six therapists experienced how the new request form supported their assessment of patients during the assessment interviews. The therapists felt that the optimization of intake procedures in the new request form resulted in patients invited to the assessment interview being more relevant to the treatment offer, which made the therapists more efficient during the assessment interviews. The therapists also explained that the new request form had a larger data output for them to use in preparing for assessment interviews and was better structured, which meant that they had to spend less time on preparation than before. Having more information available and knowing more about the patients' symptoms before the assessment interview made the therapists feel better prepared. For them, the request form had removed complexity in advance and allowed for a more thorough initial impression of the issues, for which the patient was seeking help to tackle. As one of the therapists explained: “When we see the patient for the first time, we already have prior knowledge, and we have it from this request form. That means that you can already begin to target the session, for example: is this about anxiety? Is it about depression? Or both? And I know that already from the request form because the patient has to indicate that. In the request form, they get; they already fill that part out so I can begin to see where the problem is. What kind of anxiety is it? In what situations does it occur? Is it free-flowing, so it comes out of the blue, or is it triggered by specific situations or events? So, I already know that, and I actively use that prior knowledge in the session so that we can quickly start with the most relevant questions, where the suffering is. That is also what they need to work on in the course of their treatment” (Therapist 4, shortened). For the therapists, this facilitated their assessment task and led them to feel better prepared to make decisions about the inclusion of the patients in the treatment offer.



3.1.2.4. Better prepared patients

Three therapists felt that the new request form helped to prepare the patients for the treatment offer they were about to accept. It was significant to the therapists that the patients had already given consent and been informed about the inclusion and exclusion criteria in the request form. The therapists believed that this had given the patients who showed up for the assessment interviews a better sense of what they could expect from the treatment and prepared them for the structure and content of the treatment course. This again made the patients more able to decide beforehand whether the offer was a treatment course they could be motivated to take. This made it easier for the therapists to form a relationship with the patient, resulting in more assessment interviews with a positive atmosphere, more enthusiasm, and increased motivation. The therapists felt that they could use this relationship to motivate the patient, have a good process, and more easily maintain the patient–therapist alliance in an asynchronous iCBT treatment program. For the therapists, clarity and structure for both patient and therapist were important factors in the treatment delivery. It was the therapists' experiences that this had ensured a lower dropout rate from the service.



3.1.2.5. Flipped clinic

All therapists agreed that an optimization of the digital request form had a positive effect on treatment by freeing up time for other relevant activities during the treatment. These activities were: management, administrative work, answering questions, giving feedback to the patients who are in a treatment course, and receiving feedback from their colleagues on how to improve patient communication. The therapists had experienced that the more structured and streamlined request process meant that they could direct more of their time and mental resources to where it mattered the most. This is their assessment of whether the patient is benefiting from the treatment and their focus on forming a caring relationship with the patient to motivate them through the treatment process. They felt that this allowed them to have more time with the patients, whom they could help with the treatment offer and for whom they could make more of a difference. The therapists felt that the implementation of the new request form had made their work and role as psychologists easier, as they had more time to meet the real person behind the patient on the screen and make proper assessments. For them, it was motivating to see more patients who could benefit from the treatment offer coming through the screening. They felt that their work could be more targeted and that they could ask the patient more relevant questions during the limited time of the assessment interview. This is what one of the therapists said when asked if the new request form had made it easier and how it played together with the time aspect: “Yes, well, time is one thing, but I almost think that it is more important that it is relevant. Well, you know, in the meeting with the patient. That is what we can spend our time on, and that is what is the most relevant. And you can say that it has something to do with time. Because we do not have unlimited time” (Therapist 4). This, they felt, enabled them to better target the assessment interview and collect more relevant information to create more meaning for the patient. In fact, they estimated that it could be even more if the request form is further adapted in the future.




3.1.3. Innovation trialability

Four therapists had experienced an increase in the number of patients they assessed as suitable for inclusion in the treatment programs. One of them estimated that it was about two times as many, but it was difficult to say for sure because it varied from week to week. Another explained that in comparison with the previous procedure, where about 40% of the patients invited to the assessment interviews were offered a treatment course, now almost all patients were included. Yet another reported that it was 50%. This was because fewer patients were offered an assessment interview than those who requested treatment. Because the request form resulted in a more targeted group of patients being invited to the assessment interview, relatively more assessed patients were offered a treatment course. As far as they remembered, the therapists felt that the patients who came for the online assessment interview had diagnoses that were more relevant to the treatment offer. One therapist recalled that not many patients were screened out. The effect of the innovation will be tested in a future publication.

The therapists had the following ideas for future actions with the purpose to reach a more eligible patient group: (1) targeted public information and communication to clarify the treatment offer. However, here they had two caveats: first, the patients should not receive too much information, resulting in them self-diagnosing themselves; and second, the waiting list did not have to become too long; (2) general education of the public about what anxiety and depression are and when treatment seeking is advisable; (3) information on the iPsych website to prepare the patients for the treatment course by clarifying the format, structure, and content of the treatment offer; (4) directing non-eligible patients to ask their GP for another offer in the hope that they will not try to circumvent the request form; (5) better information to the GPs and other relevant professionals about the iPsych service, so as to be able to refer the patients correctly; (6) allowing the patient to screen themselves before submitting the request form; (7) allowing the treatment to be supplemented with, e.g., video or audio recordings of exposure situations, exposure in virtual reality, and exposure in real life; and (8) the flexibility to add telephone and/or video sessions to treatment courses.




3.2. Outer setting domain

All therapists experienced that the implementation process of the new request form had been influenced by events and circumstances that took place in the outer setting. In particular, aspects from the two constructs “Local attitudes and conditions” and “External policies and incentives”.


3.2.1. Local attitudes and conditions

One prominent aspect that influenced the implementation process was the local attitudes and conditions, which five out of seven therapists experienced as a factor contributing to the implementation of the new screening process at iPsych. In particular, this was often related to the type of patients requesting treatment, as the clinic's open self-referral nature allows all patients to apply for treatment, whether or not their disorder is relevant to the clinic's treatment. The therapists felt that this created a loophole, as a significant share of their patients often suffered from mental illnesses with needs too complex for the iCBT offer. Still, with the therapists being passionate about treating their patients, they invested time and mental resources in video-based assessment, diagnosing and referring such complex patients to treatment elsewhere, “...making it a very heavy task with a very steep learning curve…” (Therapist 5). In addition, the therapists explained that the patient's expectations and knowledge of the treatment and the actual treatment offered were often misaligned. At times, this led to disappointed or angry patients who “...thought they were going to have video consultations with us so that it was going to be weekly online conversations, which is not the concept at all” (Therapist 7).



3.2.2. External policies and incentives

Another aspect of the outer settings that influenced the implementation process, was external policies and incentives. This was experienced by five out of seven therapists. In 2018, there was a political decision to roll out iPsych nationally, at first on a temporary basis until 2020, pending an evaluation of the provision to decide whether it should be made permanent. The therapists felt that this had created an external pressure, as they were situated at the intersection of political agendas, external expectations from other regions about patient uptake from their specific region, and general expectations about patient uptake, waiting list, and time spent on screening and caseload numbers. The therapists explained how they had experienced a political agenda when it came to public relations (PR) and communicating about iPsych as an efficient treatment program where patients could receive help quickly. One pressure was the external expectations from other regions about the number of patients from their regions. One therapist explained that it was decided that each region was responsible for creating awareness about the service in their specific geographic area. The therapist felt that this had resulted in skewed patient eligibility and uptake between the regions, as there was naturally more awareness about the offer in Southern Denmark, as the service had already existed there or 5 years.

Another form of pressure seemed to be the goals set for the number of assessment interviews and treatment courses offered. One therapist elaborated: “It is estimated that half of those who have been to the assessment interview start treatment because of the interplay between the external and internal factors and the pressure there is on how many assessment interviews we should have. But there are still limited resources for how many treatment sessions we can actually have at the same time. Also, we are not allowed to have a waiting list of more than 30 days” (Therapist 1). As such, the therapists felt that the pressure needed to be balanced to keep the caseload manageable.

The therapists had also experienced pressure from outer settings due to political agendas regarding the number and percentage of admissions. This pressure influenced the implementation process as it became important to receive political support for iPsych to become a permanent nationwide service. The therapists explained that during the process, iPsych focused on recruiting eligible patients, treating them, and reducing the waiting list. In this process, they felt that efficiency had been used as a concept, as explained by one of the therapists: “Well, the national rollout may be a part of the reason why it felt even more important to become more efficient in some way and reduce the waiting list and make sure that the energy is used properly” (Therapist 3). Another used concept was streamlining, which another professional elaborated on: “So, there was an upper pressure to make the offer more streamlined and targeted if it is to prove its relevance and if the regions are to continue paying for it” (Therapist 5). The focus on the fact that iPsych had to streamline their service to move from a temporary to a permanent status had a great impact on the therapists' work as they internalized the pressure and took responsibility for making the national service permanent. The same therapist continued: “I think that taking responsibility could help us remain in the process. We are leading the way now to make sure that this can actually continue to be there for those who need it. It is a motivational factor to make sure that it is followed through” (Therapist 5). An important point to note here is that in this way, outer factors almost became inner factors for the therapists.




3.3. Inner setting domain

All therapists indicated that the implementation process had been influenced by events taking place in the inner setting. This was true in terms of both structural characteristics, communication, culture, and tension for change. The most prominent aspects are discussed in more detail below.


3.3.1. Structural characteristics, communications, and culture

As we saw in the previous paragraph, the therapists explained that different pressures from the outer setting became factors influencing the inner setting. They felt pressured because they did not feel able to keep up with the increased demand for assessment interviews. Therefore, it became a concern to lighten the workload and save resources, as explained by one of the therapists: “I think that external factors had had an influence in terms of streamlining or at least narrowing of the specialization of the target group we are trying to reach. I think there were some financial considerations in terms of our efficiency as a team” (Therapist 6). In this streamlining, time became an important factor, the therapist continued: “I mean, we need to see more patients in less time. A patient is not supposed to take up as much time as when seeing a regular psychologist. The treatment offer was made to reduce the waiting time in private practices but also so that patients could receive help relatively quickly when their problem appeared, instead of being on a waiting list for 3 or 4 months to see a psychologist. And this we have been able to feel in this process—that is more patients in, see them faster, and shorter time to the individual because we have a greater patient load” (Therapist 6). Other evident factors that had contributed to the streamlining were changes in managers, therapists, and treatment programs; the therapist explained further: “The new treatment programs have turned out to make it all more efficient by gathering all the diagnoses on one platform, and the chat function works better, and the different treatment modules are more user-friendly, simple, and easier to understand, and that has led to easier treatment and greater clarity. That is also something that happened internally” (Therapist 6). As such, this was seen by the therapists as a starting point for streamlining the iPsych offer.



3.3.2. Tension for change

Several therapists had experienced how the general level of receptivity to the new request form had contributed to the implementation process as the tension for change within the organization was high and the situation was perceived as intolerable and needing change. The therapists explained that as the service went from regional to national and the number of patients seeking treatment increased, the screening process became too cumbersome and time-consuming. One therapist pointed out that: “The old system or the old way of requesting (treatment) and sending out (invitation or rejection) letters had become too extensive when we became a national service, it could have been a full-time job” (Therapist 2). Another aspect of it was the handling of patient information, where the therapists also felt the need for more structure. They explained that it was inefficient and probably only worked because there were so few patients before the national rollout. Another therapist explained: If we had continued with the same structure as there was when I started, the spreadsheet would have been unmanageable and some patient data would have been erased. And all the disappointed patients and all the psychologists who were left with the feeling that they could never get anyone involved. I mean, this is of course an exaggeration, but that wave was not good and there was really a need for more structure. This structure contributed to a positive evaluation and iPsych becoming a permanent service” (Therapist 7). It was important for the therapists that iPsych was a treatment service and not a screening service. They saw it as a necessity for their future work that a larger proportion of ineligible patients who request treatment are automatically referred back to their GP for an assessment of alternative treatment options, so as to reduce the screening and assessment burden in iPsych.




3.4. Individuals domain

Four therapists felt that the individuals involved in the implementation of the innovation had influenced the implementation process in terms of both their characteristics and their roles. They felt that the implementers had worked “behind the scenes” with them knowing, without them noticing; however, they were aware that something went on as one of the therapists explained: “Well, I think the group did a lot of work without me. I have not put a lot of thought into it, because I have primarily been doing my job. So, it was a process that you get a glimpse of once in a while. But I knew that it was taking up space… I mean for others” (Therapist 3). Thus, the therapists acknowledged that the process had been time-consuming for some of their colleagues. In addition, they expressed confidence in the implementers to handle the task on behalf of the whole group, as another therapist elaborated: “In general, I think that it is nice that I did not know more about it, because it is not my business, really. Well, I trusted that the ones who were doing the work did a good job in terms of developing the request form. So, it did not become a common responsibility for the therapists, there was like a working group appointed” (Therapist 6). The working group consisted of senior therapists, which made sense to the interviewed individuals, and it was their impression that the working group had greatly influenced the development of the request form. The same therapist suggested that this influenced ownership of the request form: “It must have a sense of ownership to those who were involved in it. Also, the fact that they were able to put their mark or stamp on it that the patients who fulfill those criteria we ask, these are the patients we want to treat” (Therapist 6). As we can see, the therapists trusted that the more experienced therapists were the most competent to develop and adjust the request form to ensure relevant questions aimed at screening for the specific diagnoses treated by the clinic were included.

After iterations of developing and adjusting the clinical content of the request form, the therapists felt that the engineer had transformed the request form into a useful technical solution for patients to fill out online. It was the therapists' perception that the engineer had been busy and actively involved the working group in this phase, as exemplified here by one of them: “Well, I felt that the engineer ended up playing a major role in iPsych with all this, and especially with the request form. He was good at coming to us and getting clinical input. I feel that we were properly involved” (Therapist 3). Here, the therapists had felt included and that their advice had been listened to. In addition, they had experienced clear communication at the time of the implementation of the new request form, as another recalled: “I had a pretty good feeling about why we were doing this and what the point was and what it was supposed to do for us” (Therapist 7). Here, the therapists viewed the communication about the new request form to be fulfilling.

Overall, the therapists found the implementers to be complementary, ensuring that clinical input and technical expertise worked well together, as assessed by one of them: “I think that you can only get there if you have a good collaboration between the different backgrounds” (Therapist 7). The therapists saw this complementary team as beneficial to both the development, adjustment, and implementation of the request form.



3.5. Implementation process domain

The last of the five domains had to do with the implementation process itself. About half of the therapists had felt included, and about half wished they had been more involved. The most salient aspects have been examined below.

Four of the therapists had experienced the implementation process as being positive, continuous, and resource-demanding, involving many colleagues, meetings, and discussions. It was particularly important to them that the collaboration between the different professionals involved in the work was open and inclusive. This was not only important for the definition of the patient group but also for the rhythm structure and wording of the questions in the request form. They had experienced openness to their input on the clinical content of the request form. They felt that the inclusion of their experience-based knowledge had qualified the choice of data needed to assess which patients should be offered an online screening session. Here, the time represented an issue. Because the innovation had to do with changing the screening tool used to enroll patients in the clinic and was therefore of great importance to the therapists, they felt very invested in the process. For them, a swift completion was less important than the properness of the outcome of the process, as illustrated by one therapist: “Well, I think that the therapists had a great interest in getting the new request form implemented and then we can test it and adjust it during the process. We on the front line really needed this tool but having these meetings and testing slowed down the process, which was a good thing. Because it made the request form even more targeted. By the time we actually implemented it in November, we had a better tool and were able to adjust from there. But I think it helped ensure that the questions we were asking were generating the data that we really needed, and I do not think that it would have been as sharp if we had not taken these actions and meetings about what we really needed to know” (Therapist 5). For them, the quality of the new request form was most important; they wanted it to be better than the old one. They felt that it had become significantly better, but that they had not yet reached the end goal. They wanted to keep working on the request form and target the self-referring patient group even more.

Five therapists expressed the wish to feel more involved in the implementation process. One of them explained that they felt the process was somewhat closed and had an optimization goal. For two of them, the beginning, and the end of the process with the request form were clear. They felt that they had not been introduced to the innovation before the changes were implemented. In addition, the process was not complete as they continued to implement changes to the request form. Another two of them explained that they felt that there were different interests at stake in the implementation process, depending on the optimal way to design the innovation. It was their experience that the questions of the request form were selected to reflect a research need rather than a clinical need. This, they felt, led to the choice of evidence-based questionnaires in the tool over clinical interests, which had left them feeling kept out of the selection process and therefore having less ownership over the request form. One of them also requested more introduction to the therapist's interpretation of the questionnaires in the request form.



3.6. Survey results

Table 4 shows the measures from the baseline compared with the follow-up measures. The overall mean score of NoMAD had a 0.12 positive change in mean from baseline to follow-up. Similarly, there was a positive change in both the minimum and maximum scores from baseline to follow-up. Furthermore, the Hedges' g-test showed that the effect size was g = 0.17, which is considered a small effect size according to the Hedges' g classification system. The g-effect sizes indicate that there was a higher level of normalization at the follow-up compared to the baseline with IAU. The normalization process is measured through waves, which are illustrated in Figure 1. As seen in Table 4 and Figure 1, there is a trend toward higher normalization during the waves. Moreover, the descriptive analysis of the ORIC survey showed the mean was equal to 4.5 with a score range of 2–4.58 at baseline. This indicates that the therapists assessed their organization's readiness index for the implementation of guided internet-based CBT for mild to moderate anxiety and depressive disorders at the high end at baseline. Overall, the results from the survey are reflected in the identified themes from the interviews.


TABLE 4 Baseline and 6-month follow-up NoMAD scores.
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FIGURE 1
 Overall NoMAD mean scores.





4. Discussion

The present study aimed to explore therapists' perceptions of the implementation of a new, more automated screening procedure using the NPT-based ItFits-toolkit in a specialized clinic offering guided iCBT for mild to moderate anxiety and depressive disorders. We collected and analyzed qualitative data using CFIR and quantitative data from NoMAD and ORIC questionnaires.

Regarding the CFIR innovation domain, we found that the implemented intervention had a facilitating effect on the implementation process. This finding is similar to the CFIR study by Hadjistavropoulos et al. (23), who also found that intervention characteristics [as they were called in the previous CFIR version (33)], together with implementation processes, had the greatest common positive impact on the implementation of iCBT. In their study, important factors that facilitated the iCBT implementation were: relative advantages, design quality, and strength of evidence of the iCBT program. In our study, the reason why the new request form was preferred over the old one was that it ensured the enrollment of a more targeted group of patients, supported screening and assessment interviews, and thus better prepared the patients for their treatment. This is similar to findings from a study on the implementation of online interventions by Kuso et al. (39), which found that screening in preventive interventions can be an important entry point for treatment. Furthermore, we found that therapists perceived that a greater proportion of assessment interviews had become patient courses. Taken together, these findings led to the emergence of a kind of flipped clinic, where the implementation of the new request form enabled time to be freed up for more relevant treatment activities. Other studies report flipped clinics, where the flipping is between online and face-to-face (23, 40). Here, the flipped element is more inspired by the flipped classroom theory, where using a digital element for easier tasks can free up more time for activities requiring the presence of teachers and students (41); in the present case, more time for more relevant treatment-related activities. Even more flipped digital elements are encouraged in future clinics to make the best use of available resources.

Regarding the CFIR outer setting domain, we found that the implementation process was facilitated by local attitudes and conditions. In comparison, a study by Hadjistavropoulos et al. (23), using CFIR to evaluate the implementation of iCBT in community mental health clinics found that the outer setting was less likely to facilitate implementation. In our study, the handling of patients played a particularly important role. Before the implementation of the intervention, therapists had experienced more patients who were disappointed with what was offered or had spent more time excluding patients who were too severely ill. This both caused and supported the implementation process, as it influenced the initial reasoning for the implemented intervention to streamline the screening process. The complex diagnostic nature of some patients helped the therapists to make sense of the implemented changes and their necessity, enhancing their sense-making, a critical element of normalization (25, 42, 43). In addition, events and circumstances that had to do with external policies and incentives influenced the implementation process. Here, we found that the therapists had experienced pressure from the political agenda and the goals set for uptake and inclusion in the clinic.

In relation to the CFIR inner setting domain, we found that the aforementioned pressure had created tension for change and facilitated the screening process to become more effective. Here, the implementation of a more structured intake procedure had been the clinic's answer to optimize and save resources. During this streamlining process, a feeling of ownership may explain the high degree of readiness to change (4.5), as indicated in the ORIC survey. Even though the ORIC survey showed a high mean value, the lower quartile was slightly low. In the interviews, some of the therapists implied that they did not feel they had an influence on the implementation process, which can explain why some indicated a low readiness to change. This was also seen in the study by Hadjistavropoulos et al. (23), where they, in contrast to this study, found the inner setting to be the greatest barrier to iCBT implementation. In their study, this was due to a lack of readiness for implementation because of limited resources and the perception that face-to-face constituted a better treatment offer.

Concerning the CFIR individual's domain, we found that the individuals involved in the implementation of the innovation had facilitated the implementation process in terms of both their characteristics and roles. In contrast, the study by Hadjistavropoulos et al. (23) had not found the individual characteristics to have clearly facilitated iCBT implementation. In our study, the implementers supplemented each other, ensuring that clinical input and technical expertise played well together. Working as a complementary team was of benefit for the development, adjustment, and implementation of the innovation. This finding is in line with a systematic review of barriers and facilitating factors when improving the implementation of eMental Health for mood disorders by Vis et al. (26), where the engagement of therapists in implementing and delivering an intervention was found to be related to the organizing structures, policies, and procedures within an organization. Furthermore, especially clear communication is highlighted as a facilitating aspect of our study. This finding is corroborated by a qualitative evaluation among therapists and managers on implementing guided iCBT for chronic pain and fatigue by Van der Vaart et al. (12). They found that internal communication was the most essential facilitator for effective implementation.

In terms of the CFIR implementation process domain, we found that the feeling of being included in an implementation process facilitated the process itself. Here, a positive, continuous, and resource-demanding process involving many colleagues, meetings, and dialogue, was a crucial factor. The overall NoMAD score in our study also indicated a high normalization of the use of guided iCBT for mild to moderate anxiety and depressive disorders at both baseline and 6-month follow-up. Compared with other studies that had used the NoMAD questionnaire to assess the degree of normalization, the respondents in our study indicated a high degree of normalization using guided iCBT (44–48). This can be explained by the respondents' high sense of being part of the implementation, which was also reflected in the interviews. This indicates that involving relevant users, such as the therapists, in the implementation process can create a higher degree of ownership and aid in the implementation of guided iCBT. This is in line with the CFIR study by Hadjistavropoulos et al. (23), where they also found that the engagement of different stakeholders in the implementation of iCBT facilitated the implementation process. In their study, implementation processes, together with intervention characteristics, had the greatest positive impact on the implementation of iCBT. Similarly, in another qualitative CFIR study on the identification of barriers and facilitators to the implementation of an Internet-based patient-provider communication service, Varsi et al. (27), together with the Van der Vaart study (12) also found that the therapists' attitudes were key and that their opinion of the implemented intervention affected the implementation process. The counterpart to this, i.e., not feeling involved in the process, was also experienced by some therapists in our study. Related to this finding, Van der Vaart et al. also reported that not all essential managers and other team members were involved in the implementation process. They found this lack of involvement of all stakeholders in the process to be a barrier to the implementation (12).


4.1. Strengths and limitations

The strength of this study is the use of mixed methods, which may provide more trustworthy findings (49). By using both interviews and surveys, we gained a more in-depth insight into how the implementation occurred in practice.

Even though the toolkit and the surveys were NPT based, it may be a strength that we chose the CFIR framework for qualitative data collection and analysis. These approaches have been shown to work well together in recent research, where the CFIR domains offer a comprehensive range of issues to explore, and the NPT contributes explanatory power (50). The relatively small sample size of seven interviews in the qualitative part may also be a limitation; however, Crouch and McKenzie (51) argue in a trend report that a small number of participants can be used for inductive analyses to facilitate the interviewer–interviewee connection and to increase the validity of a semi-structured interview. In addition, Guest et al. (52) learned in an experiment with data saturation and variability that the first six interviews were crucial for the emergence of basic elements for meta-themes. Therefore, they recommended six interviews as an adequate number to develop meaningful themes and useful interpretations. It is a strength that the data were coded by three independent coders, which increased internal validity and reliability (53) and thus the credibility of the analysis (37, 54).

Our results showing a higher degree of normalization, compared to other studies, may point to the fact that different studies use NoMAD data in different ways, making it difficult to compare results with other studies. The survey had a very low number of participants due to staff changes during the study, as some participants left the site and, therefore, no longer participated in the trial. Some of the participants also no longer wanted to participate in the trial due to a perceived lack of relevance in their answers. The small number of participants, which can be seen as a weakness, could have led to bias, as a small sample size may not be representative of the population, and there is a risk that the outcome is due to chance (55). This is somewhat compensated for by the 10 waves of data collection, which strengthened the sample. However, this has been taken into account by only using Hedges' g and descriptive analyses. Despite the small number of participants, the results of the surveys were reflected in the results of the interviews. This indicates that the quantitative results are valid, despite the small sample size. Furthermore, this also supports the validity of the experiences described in the interviews.

In conclusion, we found that the therapist's perceptions of using the ItFits-toolkit to implement a new and more automated screening procedure in the clinic pointed to the fact that the toolkit use added nuance to the process. The systematic and tailored elements in the toolkit influenced the ICT to find a solution customized to local conditions. This is in contrast to an expert-driven process, where an implementation intervention could have easily been automatically chosen, which would not have met local needs by default. Future studies should continue to explore implementation processes to ensure the most effective use of the clinical digital interventions developed, providing professional help to the growing population in need of mental health services.
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