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Abstract
Background: Prevalence rates of work-related stress, depression, and anxiety are high, resulting in reduced productivity and
increased absenteeism. There is evidence that these conditions can be successfully treated in the workplace, but take-up of
psychological treatments among workers is low. Digital mental health interventions delivered in the workplace may be one way
to address this imbalance, but although there is evidence that digital mental health is effective at treating stress, depression, and
anxiety in the workplace, uptake of and engagement with these interventions remains a concern. Additionally, there is little
research on the appropriateness of the workplace for delivering these interventions or on what the facilitators and barriers to
engagement with digital mental health interventions in an occupational setting might be.
Objective: The aim of this research was to get a better understanding of the facilitators and barriers to engaging with digital
mental health interventions in the workplace.
Methods: Semistructured interviews were held with 18 participants who had access to an occupational digital mental health
intervention as part of a randomized controlled trial. The interviews were transcribed, and thematic analysis was used to develop
an understanding of the data.
Results: Digital mental health interventions were described by interviewees as convenient, flexible, and anonymous; these
attributes were seen as being both facilitators and barriers to engagement in a workplace setting. Convenience and flexibility
could increase the opportunities to engage with digital mental health, but in a workplace setting they could also result in difficulty
in prioritizing time and ensuring a temporal and spatial separation between work and therapy. The anonymity of the Internet could
encourage use, but that benefit may be lost for people who work in open-plan offices. Other facilitators to engagement included
interactive and interesting content and design features such as progress trackers and reminders to log in. The main barrier to
engagement was the lack of time. The perfect digital mental health intervention was described as a website that combined a short
interactive course that was accessed alongside time-unlimited information and advice that was regularly updated and could be
dipped in and out of. Participants also wanted access to e-coaching support.
Conclusions: Occupational digital mental health interventions may have an important role in delivering health care support to
employees. Although the advantages of digital mental health interventions are clear, they do not always fully translate to
interventions delivered in an occupational setting and further work is required to identify ways of minimizing potential barriers
to access and engagement.
Trial Registration: ClinicalTrials.gov: NCT02729987; https://clinicaltrials.gov/ct2/show/NCT02729987?term=NCT02729987&
rank=1 (Archived at WebCite at http://www.webcitation.org/6wZJge9rt)
(JMIR Ment Health 2018;5(1):e8) doi:10.2196/mental.9146
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Introduction
Background
Nearly 1 in 3 workers in Europe report that they are affected
by work-related stress, which is estimated to cost between 3%
and 4% of gross national product [1]. Along with a societal and
individual cost, common mental health problems such as stress,
depression, and anxiety have a cost to organizations. They are
associated with reduced productivity [2-5], early retirement [6],
increased sickness absence [7-8], presenteeism (not working at
capacity while at work) [9], and staff turnover through
health-related job loss [10]. There is evidence that these
conditions can be successfully prevented and treated in the
workplace [11-14], but take-up of psychological treatments
among workers is low, resulting in many workers going
untreated [2,15,16]. One way of increasing workers’ access to
psychological treatments might be through the use of digital
mental health interventions in the workplace. A recent
meta-analysis found that these interventions are effective in
increasing psychological well-being and workplace effectiveness
but that the mean intervention completion (the extent to which
participants adhered to the intervention) was 45%, with a range
of 3% to 95% [17]. Although there are examples of occupational
digital mental health interventions that have achieved good
adherence [18-21], uptake of and engagement with these
interventions in the workplace clearly remains a pressing
concern.
Researchers cite a number of advantages to digital health
interventions compared with traditional face-to-face
interventions: these are often described as the anonymity and
accessibility of the Internet with clients being able to access
treatment at a time, a place, and at a pace that is convenient to
them [22-24]. These advantages have led digital health
interventions to being described as being well suited for the
workplace [25], but with occupational digital mental health
interventions still being in their infancy, little research has been
done to see if these perceived advantages translate to an
occupational setting; furthermore, little research has been done
on the barriers and facilitators to take up and engagement with
digital health interventions in a workplace setting.
The study reported here used qualitative interviews to increase
understanding of the experiences of participants using an
occupational digital mental health intervention as part of a
randomized controlled trial (RCT). Combining quantitative and
qualitative data is recommended as an effective means of getting
a better understanding of new and innovative technologies [26]
and other interventions [27].
The RCT compared access to a Web-based stress management
intervention (WorkGuru) with and without access to an online
facilitated discussion group. Full details of the trial are reported
elsewhere [28,29]. WorkGuru is an 8-week modular program
that is based on the principles of cognitive behavioral therapy
(CBT), positive psychology, mindfulness, and problem solving.
The intervention can be accessed on a secure platform on a
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computer or smartphone. There are 7 core modules and 3
optional modules. People completed the modules in the order
and at a pace that they chose. The modules consisted of
educational reading, interactive exercises, a stress and a thought
diary, audio, and short animations. Participants could choose
to share their work with an e-coach and could contact the coach
for information or advice. The coach responded within 24 hours.
The e-coach contacted each participant 3 times during the course
of the 8-week program with reminders to login. Participants
could also choose to opt-in to automated reminders (sent at a
time and frequency that they chose) and a motivational message
sent every Monday (the Monday morning message). Both
reminders were sent by email. Along with the modules,
participants could complete 8 self-monitoring standardized
questionnaires.
The original trial population was recruited from 6 UK-based
organizations: 2 local authorities, 2 universities, 1 third sector
(not for profit) organization, and 1 telecommunication
organization. Participants in the trial were randomized to 1 of
3 groups: the minimal support group (accessing the intervention
with minimal support from an e-coach), the discussion group
(access to the intervention with minimal support from an e-coach
plus an online facilitated learning group), or the control group
(access to the intervention after follow-up). Eligibility criteria
for the RCT were as follows: (1) aged 18 years or over, (2)
employed by a participating organization, (3) willing to engage
with a digital CBT-based stress management intervention, (4)
access to the Internet, (5) access to a tablet or computer, and
(6) an elevated level of stress as demonstrated by a score of ≥20
on the ten-item Perceived Stress Scale (PSS-10) [30].

Research Questions
The research questions for this study were as follows: (1) What
did participants see as the positives and the negatives of
occupational digital mental health? (2) What helped and what
hindered engagement with occupational digital mental health?
(3) What more could be done to help participants engage with
occupational digital mental health? (4) What did participants
think a perfect digital mental health intervention would look
like?

Methods
Participants
All participants (n=82) recruited to the RCT were invited via
email to take part in this study. Four emails were sent over a
3-week period, inviting participation in telephone interviews.
Further information about the study was given. The emails
emphasized that we were keen to interview participants whether
or not they had logged on to the program. The final email
re-emphasized our wish to interview participants who had not
engaged with the program. Participants were invited to contact
the first author for more information and to arrange a time for
the interview. Informed consent forms were distributed and
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returned before the interview. Ethical approval was granted by
the host university’s ethics committee.

Data Collection
A total of 18 semistructured telephone interviews were
conducted by the first author in May 2017. Each interview lasted
between 20 and 50 min. The interview questions were informed
by previous literature, experience from the RCT, and the study
aims. The final question used a solutions focus approach (see
[31]) to invite participants to imagine a perfect occupational
digital mental health intervention. Participants received and
were asked to read a participant information sheet informing
them about the study, and they were asked to sign and return a
consent form or give audio-recorded informed consent before
the interview takes place. Interview recordings were transcribed
verbatim and anonymized.

Data Analysis
Thematic analysis as described by Braun and Clarke [32] was
used to develop an understanding of the data. The 6 phases of
thematic analysis described by Braun and Clarke [32] are as
follows: (1) familiarize yourself with the data, (2) generate initial
codes, (3) search for themes, (4) review themes, (5) define and
name themes, and (6) produce the report. Microsoft Excel (2011)
was used to organize and manage the data. Both authors
independently reviewed and coded a subset of the transcripts
and discussed and resolved any inconsistencies to arrive at a
shared interpretation of the data. The first author coded the
remaining transcripts, which were reviewed by the second author
for inconsistencies. Identifier pseudonyms were used.
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universities and the telecommunication organization was broadly
similar, but more participants were recruited from the third
sector organization, and we were not able to recruit any
participants from the 2 local authorities. The number of people
in this study who recalled being randomized to the control group
was representative of the original study, but the number that
recalled that they had been randomized to the minimal support
group was higher, and to the discussion group lower. Of the 18
participants in this study, 14 respondents (78%) reported that
their work was predominantly office based; the remaining 4
(22%) reported a mixture of office and client work.
When participants were asked whether they thought they had
engaged well with the intervention, 7 (39%) said they had
engaged well, 8 said no or not very well (44%), and 3 had never
logged into the intervention (17%). Participants were also asked
to recall how many times they had logged into the program.
The mean number of logins recalled by participants who said
that they had engaged well with the intervention was 15.0 (range
4-30); the mean number for those who recalled that they had
not engaged well was 9.8 (range 5-20).

Recruitment and Participants

All participants who accessed WorkGuru did so during working
hours (including their lunch break), with only 2 saying that they
also accessed it outside working hours. The initial trigger for
accessing the intervention was described as current experience
of stress, with a number of participants saying that the
opportunity to use it arose at the right time. Participants said
that they were looking for tools to help them cope with their
stress. Moreover, 14 (78%) of the people interviewed for this
study said that they had never used a digital health intervention
before using WorkGuru. Of the remaining 4 participants, 3 had
used a pedometer, 1 used a mood tracker, 1 monitored his or
her sleep, and 1 participant accessed YouTube videos designed
to help people sleep.

A comparison between the study participants and the original
trial participants is given in Table 1. All participants were white.
The sample was, on average, older (45 years compared with 41
years) and included less female participants (78% compared
with 85%) than the original study. Recruitment from the

A total of 6 key themes were derived from the analysis: the
positives and negatives of digital mental health; the facilitators
and barriers to engagement; the role of the e-coach; and what
made a perfect occupational digital health intervention.

Results

Table 1. Comparison of participants in this study and the original trial. RCT: randomized control trial.
Comparison variable

Participants in this study (N=18)

Participants in RCT (N=82)

Mean age (SD)

45 (10.8)

41 (10.2)

Female, n (%)

14 (78)

70 (85)

Third sector

7 (39)

17 (21)

Universities

10 (56)

48 (58)

Telecommunications

1 (5)

3 (4)

Local authority

0 (0)

14 (17)

Discussion group

4 (22)

26 (32)

Minimal support group

8 (44)

28 (34)

Wait list control

6 (33)

28 (34)

Organization, n (%)

Allocated group, n (%)
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The Positives of Digital Mental Health Interventions
Participants described digital mental health interventions as
being convenient both in terms of accessing it at a time that is
convenient for them and at a place that is convenient for them.
The quote below reflects participants’ appreciation of these
characteristics:
Whenever I need something I can just straight away
go there without waiting for someone, waiting for an
appointment or like. I can get help as soon as possible
and I can get it anywhere because it’s online on the
Internet. [Sara, 31 years, university one]
Another aspect of this convenience identified by participants
was the ability to work at a time that was convenient to them.
Natalie [40 years, third sector] noted that the intervention gave
“flexibility to access the intervention at a time that you can fit
into your work diary.” This meant that they could fit sessions
in when they had time rather than having to fit with the timetable
of a (potentially busy) therapist. Robert also appreciated the
flexibility of access and talked about the importance of being
able to work at his own pace:
It’s incredibly accessible both in terms that I could
choose when I was engaging with it, and it allowed
me therefore to kind of pace myself and reflect on
things and then go back to things when I wanted to
rather than saying: “Well you’ve got a session, it’s
at 2 o’clock on a Friday and that’s it, that’s your only
window”. So I think it made it in some senses more
live for me rather than an event that you go to.
[Robert, 46 years, university one]
Participants identified the stigma of mental illness as still being
an issue in the workplace. One participant said:
I wouldn’t tell it to anyone in my workplace. [Sara,
31 years, university one]
Another participant described how she would not talk to her
employer about the elements of work that contributed to her
stress as:
I would then be forever seen as someone who doesn’t
cope well and then wouldn’t get much career
progression [Sue, 43 years, university two]
Participants suggested that the discreteness and anonymity of
digital mental health interventions helped them to overcome
their fear of the stigma:
I think also it’s very discreet. If you have to shuffle
off and actually see somebody you know face to face,
it’s a bit more public, people are more likely to know
about it. [Fiona, 62 years, third sector]
The privacy of the Internet allowed participants to access support
without work colleagues knowing. For example, Simon [48
years, university two] noted that the intervention allowed him
to “get the support without necessarily drawing attention to
myself at work. ” Anonymity was also given by not having to
call someone to make an appointment:
Personally it was easier to say, “I’m doing something
to help myself,” but without actually having to speak
http://mental.jmir.org/2018/1/e8/
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to someone. You know it’s quite daunting if you’ve
got a worry to actually pick up the phone and speak
to someone. [Anna, 47 years, third sector]
Anna found it easier to start the digital intervention because she
did not have to speak to someone to make an appointment; other
participants shared this view and suggested that by having access
to a Web-based intervention they were able to access treatment,
which they might not have done if they had to speak face-to-face
with someone:
I felt quite positive about starting it off when it’s not
something I would’ve done if I’d had to go and
physically speak to somebody about it. [Tony, 56
years, third sector]
Some participants valued being able to access the intervention
in the workplace. This feature enabled them take time out of
stressful events at work to focus on themselves:
To be able to in a workplace setting after dealing with
a particularly stressful case, being able to remove
yourself and do something just for you with
permission from your employer, was really an
empowering tool that they gave us. [Jane, 28 years,
third sector]
Jane valued being able to access the intervention in the
workplace, but other participants identified a number of barriers
to accessing digital mental health interventions at work; these
are described in the next section.

The Negatives of Digital Mental Health Interventions
Participants identified a number of negatives to accessing digital
interventions in the workplace. These included not having a
defined time in which to use the intervention. Although
participants appreciated the flexibility of digital mental health
interventions, a number of them also felt that they needed more
self-discipline to remain engaged with a digital intervention
compared with a face-to-face intervention where they had an
appointment in their diary and an office or clinic to visit:
It’s good not to have to do things in a certain time
but it’s also not good because you can often think
“Actually I’ll do it later,” and never get round to it.
[...] If it’s online it’s down to the individual
themselves to go and do what they are required to do.
[Simon, 48 years, university two]
Other participants struggled with not having a private space to
access the intervention:
And the other problem is sitting in an open plan,
hot-desking space. In our room each desk runs into
the next desk, there are no privacy screens between
them. So I don’t know if there’s a sense of feeling that
other colleagues can see what you’re working on,
they can see the screen of your computer. [Natalie,
40 years, third sector]
For some participants, accessing the intervention at their desks
meant that they might have benefited less from it, because
existing ongoing work concerns that may have been the cause
of stress were present in the therapeutic environment:
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If you go somewhere else to an appointment, I think
on the whole you’re going to get more out of it than
if you’re fitting it in but you’re still at your desk and
you can see the invoices that need approving and your
to-do list. [Katy, 63 years, university one]
In addition to the lack of a spatial separation between work and
therapy, there was also no temporal separation between work
and therapy. For example, one interviewee noted that accessing
the digital intervention at her desk meant that she did not have
the journey back to work to help her switch back to work mode:
You’re doing something very reflective and personal
that might make you feel uncomfortable feelings, and
then to go back into work mode immediately. I guess
I think even if you go to a counselling session you
have that physical journey back to work which helps
switch modes back and so you’ve got time to kind of
leave those feelings behind. [Sue, 43 years, university
two]
Another issue was that the workplace is often a place in which
we are invested in appearing strong and capable. For example,
one participant described how, although she was able to present
herself positively to work colleagues, reflecting on her mental
health in the workplace left her feeling exposed:
I was struggling. At work people probably wouldn’t
really have picked up that much was going on for me,
I was quite happy to keep that going in front of people
so then I’m at work and I’m...it starts you having to
think about the other stuff that’s affecting you
internally but you’re managing to put on a pretty OK
persona when you’re at work so then it just felt like
I was having to...I didn’t want to expose myself too
much I suppose. [Anna, 47 years, third sector]
Several participants said that one of the problems for them with
completing a minimally guided digital intervention was the lack
of human interaction. Although not having to speak to someone
was a positive for some people (see above), it also meant that
it was easier to disengage from the intervention:
It does allow you to maybe explore these things
without having to open up directly to a person. But
then the downside to that is that it also allows you to
walk away from it more easily. [Tony, 56 years, third
sector]
Some participants noted that not having a one-to-one interaction
meant that they might choose the “easier” elements of the
intervention, and therefore not obtain the benefits of more
comprehensive engagement. For example, John [33 years,
university two] noted that it was possible to avoid the more
challenging elements that “probably had more growth behind
it . ” The lack of face-to-face contact also meant that participants
could be left feeling isolated and feeling that they had not made
an emotional connection and that they were not “ sharing ”:
I guess it’s the isolation, with doing everything
anonymously and just taking time out on your own to
do it there’s no real sharing involved in it [Jane, 28
years, third sector]
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Facilitators to Engagement
In addition to the convenience, flexibility, and anonymity
mentioned above, the main factors that participants identified
as helping them to engage with the digital intervention were
program content and design. Interesting content was one reason
given for engaging with the program. For example, 1 participant
said:
The content I think was what kept me going back into
it because it was interesting. It had interesting
content. [John, 33 years, university two]
Participants liked that the program was interactive and they
liked the way it was presented. The positive experience
motivated them to continue:
It was in nice bite size chunks. It was well presented.
It was quite enjoyable. Yeah, it was quite enjoyable
to do. It was good taking yourself out of the work
situation for a bit, before going back in again. So I
mean it was just a very positive experience so I think
that just encouraged me to carry on with it. [Claire,
57 years, university one]
Each module gave an estimation of the amount of time it would
take to complete, which enabled users to plan their engagement.
Participants also appreciated that the intervention tracked their
progress through the program; for example, 1 participant
described how being able to see what modules she had
completed motivated her to compete other modules:
You can see on screen you’ve done this and you’ve
done this and you’ve done this, but you still need to
do this. It was almost like playing an online game.
[Katy, 63 years, university one]
Other features that helped participants to engage with the
intervention were reminders to log in that were built into the
system. These included self-timed opt-in automated emails and
the opt-in Monday morning message. This was an email message
sent every Monday morning that included a motivational
message and information on keeping yourself psychologically
well at work. It was intended as a reinforcement of the key
messages in the program and a reminder to log in. Personalized
reminders were also provided by the e-coach who contacted
each participant to remind them to log in to the program and to
contact her if they needed any support. One participant suggested
that email reminders from the e-coach were more helpful than
the automated reminders:
I think when I got the emails from the work coach
themselves, because it was a person enquiring that
was much more of a prompt to look in and go: “Oh
yeah, gosh, I do need to focus in on this and make
some time for it,” but when it was just an automated
response it kind of felt, it kind of made me feel guilty
about logging in. [Jane, 28 years, third sector]
In addition to using the different reminders within the
intervention, some participants described setting their own
reminders by putting tasks in their work calendar. They noted
that this helped them to engage with the program:
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If you just think you’ve got forever to do it, it would
have been easier to put it off whereas you know I
wanted to do it so I set myself reminders and built it
into my calendar. [Claire, 57 years, university one]
A number of participants identified the importance of
organizations and line managers in promoting the use of
interventions such as WorkGuru and encouraging the staff to
use them. Natalie described how support to use the intervention
from a manager could make a big difference:
If you get a message from the manager that that’s ok
and that they encourage and support you to do that,
that can make a big difference. [Natalie, 40 years,
third sector]
Promotion by the employer gave the intervention legitimacy
and gave the staff explicit permission to use it:
I think probably the fact that this was circulated by
the university, it probably added a bit of...almost
legitimacy about it, I guess. This was something that
was supported by the university, which is probably a
little bit silly but when you’re in a stressed situation
it is just the knowledge that yeah well the university
said this is an ok thing to do, it’s ok for me to take
time to be working through this and it’s to their
benefit because if I’m working more effectively then
they benefit as well. [Claire, 57 years, university one]

Barriers to Engagement
Over half of the interviewees identified the pressure of time or
excessive workload as being the main reasons for not engaging
with the intervention:
Although it was something that I wanted to do, getting
[the prompt to logon] was just kind of a: “Oh god,
have I really got time to do this today? Am I going to
feel guilty for leaving my colleagues?” [Jane, 28
years, third sector]
Similarly, Anna [47 years, third sector] noted that engaging
with the intervention “became almost a luxury”, and that when
work pressures were mounting “I couldn’t devote the time to
do it."
In addition to time pressure, the symptoms of mental health
problems were identified as potential barriers to engagement.
For example, Chloe noted that effective engagement required
levels of motivation that may not be possessed by people with
depression:
Probably at the time, um I was very low, very
depressed. [...] I suppose time would’ve been a bit of
an issue, coupled with depression. I didn’t have any
motivation at all. [Chloe, 44 years,
telecommunication]

The Role of the E-Coach
Participants gave mixed reports on their use, appreciation, and
expectation of the e-coach. A number of participants did not
engage with the e-coach; some were unclear about what the role
of the e-coach was or how they could use her support:
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I thought it really helped when I did some of these
exercises and like sitting and writing down the
feelings that could happen or triggers. I did it a couple
of times and it really helped me a lot so I don’t know
how to tell it to the coach. Can the coach help with
this stuff or not? Also in the exercises they are there
and what else can the coach help with? [Sara, 31
years, university one]
One participant said that the communication from the e-coach
felt automated:
Yeah it just, it seemed like an automated thing. I didn’t
really, I mean obviously I thought if you sent them an
email it would get through to someone but um it just
didn’t feel very personal I guess. [Rose, 38 years,
university one]
However, another participant had a more positive experience:
I actually found the initial contact, really really,
almost like validating. I was an individual I wasn’t
just a number, which I kind of really, really...really
impressed me. [Robert, 46 years, university one]
Participants were also divided about how proactive they wanted
the e-coach to be. Some participants were happy that the e-coach
was there if they wanted to ask any questions or “if I’ve got a
specific query” [Claire, 57 years, university one].
Other participants wanted more contact with the e-coach:
I think it would be useful to have something a bit more
proactive near the front just to try and ensure people
really were comfortable with what they were doing.
[Tony, 56 years, third sector]

What Would a Perfect Digital Intervention Look Like?
When asked to describe what a perfect occupational digital
mental health intervention might look like, almost half of the
interviewees said that they would want to be able to access it
only on a computer, the same number said on both a computer
and a smartphone, and 2 said they would like to access the
intervention only on a smartphone.
Participants wanted an intervention that would be anonymous
and confidential and that could be tailored or adapted so that it
could meet the needs of different people:
It’s just remembering that everyone is different and
everyone’s moods has ups and downs, and
depressions and joys are addressed in different ways
and I guess a single program that takes everyone
through a singular route probably doesn’t hit the nail
on the head. [Tony, 56 years, third sector]
Nearly all participants described their perfect intervention as
combining a short course that they could work through
independently with a website that had regularly updated
information and personalized advice that they could make use
of as required over an indefinite period:
It would be sort of as I described, a short, fairly
intensive course that you were checked up on whether
you’d done it or not which would really help followed
by the availability continuously after that, um, just
JMIR Ment Health 2018 | vol. 5 | iss. 1 | e8 | p.6
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for dipping into or for necessarily contacting
somebody in person if possible. [Rachel, 55 years,
university one]
Interviewees said that the structure and layout of the short course
should be simple, especially those who were less confident using
information technology:
Yeah and it has got to be something very simple
because I’m really not very technical. I am a bit of a,
yeah a technology dinosaur to be honest so it would
have to be very simple and accessible. [Natalie, 40
years, third sector]
They also suggested that the content of the course should be
interactive and consist of a mixture of reading and listening:
It’s got to be something like this [WorkGuru] ...for
me anyway, something that is interactive...because
that’s how I engage with stuff, it can’t be just reading.
I like that this was a mixture of reading, listening and
actually doing stuff because I think it would be very
easy not to take it in if it was just reading from a
screen. [Claire, 57 years, university one]
Participants were equally split between those wanting peer
support as part of the time-unlimited resource and those who
did not. One participant suggested that if peer support was
available, she would want a small group:
If it was going to be something that I use regularly
then I would probably want a smaller peer group, as
in the sort of size that was in the discussion group
that was active with WorkGuru rather than it being
a kind of Facebook type thing where anybody can get
involved because I think that floods it, and it becomes
too much to actually digest and get involved with.
[Jill, 31 years, third sector]
In contrast, Rose stated that she would not use a support group
for the following reason:
I’m not good with groups of people really so that’s
not something I’d make much use of myself. [Rose,
38 years, university one]
A number of participants suggested that monitoring, including
self-report tracking of stress symptoms, would be useful but
emphasized that this information should not be made available
to their employer.
The majority of participants wanted to be able to contact a coach
if needed. For some, that support could be asynchronistic, but
others wanted live chat either through video (eg, Skype) or
instant messaging. A participant said:
You kind of sense the difference between someone
who is physically there the whole time and yeah
they’re there, they’re writing an answer but it’s like
an email conversation. [John, 33 years, university
two]
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Discussion
Engagement With the Intervention
Only 4 interviewees said that they had used a digital health
intervention before using WorkGuru. This suggests that despite
the growing number of apps and websites, digital health is still
a very underutilized resource. The trigger for initially accessing
the intervention in this study was described by participants as
a current experience of stress. This may suggest that perceived
personal relevance is an important factor in initiating
engagement with digital health interventions [33].

Positives and Negatives of Digital Mental Health in the
Workplace
Participants in this study described contradictions between
aspects of occupational digital mental health interventions,
viewing the same aspects as both advantages and disadvantages.
Convenience and flexibility could increase engagement with
digital mental health by increasing the opportunities to access
the intervention, but within a work environment, these
advantages could also be experienced as disadvantages, resulting
in difficulties in prioritizing time and a lack of spatial and
temporal separation between work and therapy, which left some
people feeling that they had competing priorities, or left them
feeling exposed as they struggled to move from therapy mode
to work mode. Knowles et al [34,35] identified similar
contradictions in users’ experience of digital therapies in
nonwork settings. They identified contradictions in users’
experience of flexibility, support, autonomy, connectedness,
and anonymity in computerized therapy for depression and
anxiety delivered predominantly in primary care.
In this study, the anonymity of digital health interventions was
hard to maintain within an open-plan environment. Anonymity
was important because it enabled participants to access help
without fear of stigma and for some people it gave them the
confidence to use the intervention, which they may not have
done if they had to attend a face-to-face appointment or speak
to their general practitioner (GP). However, other participants
suggested that anonymity made it easier to disengage from the
intervention. It could be argued that by removing some of the
barriers to accessing face-to-face interventions such as
inconvenient locations, inability to get an appointment, high
cost, lack of transport, delay in access, and the fear of stigma,
digital mental health may increase the number of people that
take up therapy [36], but one of the effects of easing access to
interventions may be increased dropout [37]. We can draw on
the Prochaska and DiClemente’s [38] stages of change model
to illustrate this further. Prochaska and DiClemente ([38]; see
also [39]) described 5 stages of behavioral change: (1)
precontemplation (where there is no intention to change a
behavior), (2) contemplation (where people are thinking about
changing a behavior), (3) preparation (where people are
intending to take action and may be taking small steps toward
it), (4) action (where people are taking action), and (5)
maintenance (where people work to prevent relapse). People
who have made an appointment to attend a face-to-face
intervention are more likely to be in the action stages of change,
whereas people accessing digital interventions may also be in
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the contemplation and preparation stages of change. They may
be accessing the intervention out of curiosity—a wish to explore
the possibility without making a commitment. This means that
they may move back to the contemplation or preparation stages
of the change model and may wish to access the digital
intervention or another form of psychological intervention at a
later date. In widening access to therapies, digital mental health
interventions may be the first step in someone’s therapeutic
journey, and as such, disengagement should not necessarily be
seen as a failure but as part of a process of seeking help. Our
current data do not allow us to identify which users of digital
mental health interventions are in which stage of the change
model; future research may wish to explore this further to gain
a better understanding of the role digital mental health
interventions play in enabling people to access support and to
change behaviors.
Along with being able to disengage from the intervention more
easily, one of the other potential disadvantages of the lack of
face-to-face contact in minimally supported digital mental health
interventions identified by participants was the lack of emotional
connection. Even when guidance is available, it is often
voluntary, and users can choose not to engage with the e-coach.
Some participants described feelings of isolation. An important
component of traditional therapy is the therapeutic alliance,
which is defined as the collaborative bond between therapist
and patient [40]. Despite feelings of isolation expressed by some
participants, there is evidence that a positive therapeutic alliance
can develop in fully automated digital mental health
interventions [41]. Clarke et al [41] found that the therapeutic
alliance in a digital environment was not associated with
treatment gains (in contrast to face-to-face psychotherapies),
but that it was correlated with levels of engagement; perceived
emotional engagement correlated positively with program use.

Facilitators and Barriers to Engagement
Along with the convenience, flexibility, and anonymity of digital
mental health interventions, participants in this study identified
program content and design as a facilitator to engagement. They
liked that the program was interactive and that it was presented
well. Intrinsic motivation (finding the content interesting) has
been shown to be an important factor in treatment adherence to
digital health interventions [42], as is design and appearance
[33,43,44]. If people like an intervention they are more likely
to continue with it [44]. Design features appreciated by
participants included estimation of time to complete each
module, a progress tracker, and reminders to log in and use the
intervention. There is evidence that reminders increase
engagement with digital interventions [45-47] and that people
who choose to receive reminders to log in and choose to receive
motivational emails show greater symptom reduction [48]. There
is also evidence, however, that these email prompts could be
easily ignored (and even resented) in a workplace context as a
consequence of a full inbox [49]. There was some evidence of
this in this study, but almost half of the participants mentioned
receiving and appreciating the Monday morning message; this
suggests that when reminders have an additional value (ie,
motivational quotes and well-being information and advice),
they are more likely to stand out in a busy email inbox.
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The role of the organization and line managers was identified
as an important facilitator to engagement with the digital mental
health intervention. It was important to many of the participants
that their use of the intervention was confidential; stigma about
mental illness was still something that was perceived as being
prevalent in the workplace, with some participants saying that
knowledge about their mental health problems could be career
limiting. Research supports this perspective with evidence that
the stigma associated with mental ill health can result in lower
wages [50], underemployment, and precarious employment
[51]. However, although participants did not necessarily want
their employer to know that they were accessing the intervention,
they did think that it was important for organizations and line
managers to circulate information about the intervention and to
encourage its use. Organizational support gave the intervention
legitimacy and signaled to the employees that they could use
it. By circulating this information, organizations would be
showing explicit concern for employee well-being, which has
been shown to result in higher levels of employee commitment
to the organization [52]. Further research is needed to get a
better understanding about the role of organizations in promoting
take-up and engagement with occupational digital mental health
interventions.
Participants identified the lack of time as the main barrier to
engaging with digital mental health interventions in the
workplace. The lack of time has been identified by other studies
on digital health interventions delivered in the workplace as a
reason given by participants for disengaging from interventions
[53-56]. Future research could explore further the role of
employers in helping employees to prioritize accessing digital
mental health interventions in the workplace.

The Role of the E-Coach
The intervention used in this research provided minimal guided
support from an e-coach. In line with other minimal guided
interventions (see [57]), the e-coach provided adherence support
(log-in reminders) and feedback on request. Interviewees were
divided by their experience of the e-coach and by how proactive
they wanted the coaching to be. This division suggests that the
type of support people want is a personal preference and might
be best negotiated with the individual at the start of the program.

The Perfect Web-Based Intervention
When describing their perfect digital mental health intervention,
interviewees described a simple, interactive, and
easy-to-navigate website that could be accessed via a computer
or a smartphone. There are advantages to delivering
interventions via mobile devices such as smartphones (eg, the
ability to employ ecological momentary assessments and to
deliver interventions at moments of high need), but research in
this area still remains in its infancy [45,58]. It was important to
interviewees that the perfect intervention was anonymous and
confidential and that it could be personalized (ie, tailored to
their needs). Tailored interventions have been shown to be more
effective than standardized approach to delivering digital
interventions [59]. The intervention would combine a short
course that users could work through independently with
regularly updated, time-unlimited information and advice that
they could dip in and out of over a longer period. The short
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course described by interviewees reflects features identified in
a systematic review as increasing engagement with occupational
digital mental health interventions [17]; these include providing
guidance, delivering in a short time frame (6-7 weeks), tailoring,
and self-monitoring. Regularly updated content has been
identified as an inducement to revisiting digital interventions
[43]. To our knowledge, no other study on digital mental health
interventions has identified the desire to access time-unlimited
information and advice.
Interviewees reported that they wanted support from an e-coach
but were divided about whether the support should be
asynchronistic or synchronistic. Digital interventions that
provide human guidance have been shown to be superior to
unguided interventions [24,47,60-63], but currently there is no
research comparing asynchronistic guidance with synchronistic
guidance in digital mental health interventions.
A number of interviewees suggested incorporating
self-monitoring, including self-report of stress symptoms.
Self-monitoring is a core feature of many behavioral and
psychological therapies [64] and has been recommended as an
important component in the delivery of digital mental health
[45]. Interviewees were divided about the use of peer support
with some people saying they would like it and others saying
they would not use it. There is currently little evidence to support
the use of online peer support groups for people experiencing
depression [65,66] or for young people experiencing mental
health problems [67].

Implications for the Workplace
The findings from this study suggest that the role of
organizations and line managers is crucial to promoting the use
of digital mental health interventions in the workplace. For some
employees, digital mental health interventions were an important
means of accessing convenient and flexible support, and it
formed an important component of a broader health and
well-being strategy. To encourage uptake and engagement with
these interventions, organizations and line managers must
actively promote the interventions, and while maintaining
confidentiality, support the staff to prioritize time during
working hours and identify a private space to access the
intervention and to reflect on the content.

Limitations
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well-educated women working in social care or the knowledge
industry in senior manager or administrative roles) were not
representative of the general workforce. This limitation is
evident in this study. Moreover, the majority of participants
recruited in this study reported that their work was
predominantly office based and all participants described having
some autonomy over their work schedule. It is highly likely that
the facilitators and barriers to the use of digital mental health
interventions among other working groups (eg, employees
working in blue-collar roles or in the service industries) will be
different to those experienced by autonomous, office-based
workers. There is a strong need for research into the use of
occupational digital mental health interventions to be conducted
in occupations and industries that are traditionally
underrepresented (or wholly absent) in current studies.
Although this study was successful in engaging participants
who did not perceive themselves as having engaged well with
the intervention, participants were from a self-selecting group
of employees who volunteered for the original trial and,
therefore, did have some interest in engaging with digital mental
health interventions. Therefore, we were unable to study the
views of employees who may be less open to engaging with
digital health interventions.
Another limitation to this study is the 1-year gap between
participants being recruited to the original trial and being
interviewed for this study. This meant that the study relied on
participants’ recollection of their experience, which may be
flawed.

Conclusions
Occupational digital mental health interventions have an
important role in delivering health care support to employees
in the workplace and should form part of a broader health and
well-being package. For some people, digital mental health
interventions delivered in the workplace may help them to access
help, which they may not have done if they had to access
face-to-face therapies or speak to their GP. The convenience,
flexibility, and anonymity of digital mental health interventions
was experienced as both positives and as negatives, helping
people to engage with occupational digital mental health, but
also acting as barriers to engagement. It is important that
developers of digital interventions and employers work with
employees to overcome these challenges.

One of the limitations identified in the original study was that
the participants recruited to the study (predominantly
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