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Abstract

Background: Although eMental health interventions, especially when delivered in a blended way, have great potential to
improve the quality and efficiency of mental health care, their use in practice lags behind expectations. The Fit for Blended Care
(FfBC) instrument was developed to support therapists and clients in shaping blended care in a way that optimally fits their needs.
However, this existing version cannot be directly applied to specific branches of mental health care as it is too broad and generic.

Objective: The goal of this study is to adapt the existing FfBC instrument to fit a specific, complex setting—forensic mental
health care—by means of participatory development with therapists.

Methods: The participatory process was divided into 4 phases and was executed by a project team consisting of 1 manager, 3-5
therapists, and 1 researcher. In phase 1, general requirements for the adaptation of the existing instrument were discussed in 2
focus groups with the project team. In phase 2, patient-related factors that influence the use of an existing web-based intervention
were elicited through semistructured interviews with all 18 therapists working at an outpatient clinic. In phase 3, multiple focus
groups with the project teams were held to create the first version of the adapted FfBC instrument. In phase 4, a digital prototype
of the instrument was used with 8 patients, and the experiences of the 4 therapists were discussed in a focus group.

Results: In phase 1, it became clear that the therapists’ main requirement was to develop a much shorter instrument with a few
items, in which the content was specifically tailored to the characteristics of forensic psychiatric outpatients. The interviews
showed a broad range of patient-related factors, of which 5 were used in the instrument: motivation for blended treatment; writing
about thoughts, feelings, and behavior; conscientiousness; psychosocial problems; and social support. In addition, a part of the
instrument was focused on the practical necessary preconditions that patients should fill by themselves before the treatment was
developed. The use of the web-based prototype of the instrument in treatment resulted in overall positive experiences with the
content; however, therapists indicated that the items should be formulated in a more patient-centered way to encourage their
involvement in discussing the factors.

Conclusions: The participatory, iterative process of this study resulted in an adapted version of the FfBC instrument that fits
the specific forensic context and supports shared decision making. In general, the adaptiveness of the instrument is important: its
content and implementation should fit the type of care, the organization, and eHealth intervention. To adapt the instrument to
other contexts, the guidelines described in this paper can be followed.

(JMIR Ment Health 2020;7(11):e24245) doi: 10.2196/24245
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Introduction

The Benefits of Blended Care
eMental health interventions are a potentially effective and
efficient way to improve the quality of care in a mental health
care system that is under pressure due to shortages in staff and
money [1-3]. eMental health refers to the use of technology for
the treatment or prevention of mental health disorders [4].
Although there are different types of technologies that can be
used [4,5], web-based interventions are currently the most
predominant form in both research and practice. The content of
these types of interventions is based on existing treatment
models such as cognitive behavioral therapy or mindfulness,
and they offer treatment via multiple modalities such as written
text, assignments, and short videos [6]. Studies have shown that
these types of interventions can result in clinical outcomes that
are comparable with those of standard in-person treatments
[7-10]. In addition, they have the potential to increase the
efficiency of care by replacing parts of the in-person treatment
by web-based treatment [3,11]. Combining this offline in-person
treatment with web-based technologies in mental health care is
referred to as blended care [12]. By integrating both approaches,
we can have the best of both worlds: offering low-threshold
web-based treatment, independent of place and time, which
increases the patient’s sense of ownership while maintaining
the advantages of a strong therapeutic alliance of in-person
treatment [3,11,13]. Despite the benefits of blended care,
implementation in practice is very challenging [11,14-16], partly
due to the barriers experienced by therapists [17]. Among other
things, they often do not think of introducing the possibility of
using eMental health interventions to their clients as these are
not in their system and thus are not on top of their mind [17,18].
Furthermore, especially therapists with little eMental health
experience are unsure about the topics that they need to address
when introducing or discussing the use of eMental health
interventions in treatment with a patient [15,17]. In addition,
therapists often decide whether to use eMental health by
themselves, based on their own estimation of the patient, instead
of considering its applicability together with the patient via

shared decision making [18]. If eMental health interventions
are used, they are often viewed as a separate addition instead
of an equal, fully integrated part of the treatment [19]. Blended
care is often delivered in a standardized one-size-fits-all way,
whereas ideally, the way eHealth is integrated in treatment
should be personalized based on characteristics and preferences
of individual clients [14,20]. These reasons for the lack of
successful implementation of blended care indicate that there
is a need to support therapists in shaping their blended treatment
in such a way that it can be embedded in treatment to fit the
preferences and skills of the patient.

Fit for Blended Care Instrument
A tool that was designed to support therapists in mixing
web-based and offline mental health care is the Fit for Blended
Care (FfBC) instrument. This instrument aims to support shared
decision making in shaping blended treatment in mental health
care [12]. To achieve this, it provides topics for therapists and
patients to think about and discuss as well as decide on topics
related to the needs, characteristics, and skills of a patient
regarding blended care. On the basis of a literature review,
multiple focus groups and interviews with both therapists and
clients as well as a document containing instructions for and
the items of the FfBC instrument were created [12]. The
instrument consists of 4 main parts, which are briefly described
in Table 1. All items of the instrument are provided in the left
column of the table in Multimedia Appendix 1. Although the
FfBC instrument is considered to be a valuable tool to shape
blended care in practice [12,20,21], its current factors seem to
be too generic and broad for application in specific domains of
mental health care [20]. For example, there are many differences
in patient characteristics and treatment goals in the treatment
of addiction, anxiety and mood disorders, or delinquent
behavior. If the instrument does not optimally fit the
characteristics of patients, therapists, and health care, its
applicability in practice is low. This implies that there is a need
for multiple versions of the FfBC instrument, each adapted to
the characteristics of different types of mental health care
settings.

Table 1. A brief description of the 4 parts of the Fit for Blended Care instrument.

ExamplesNumber of itemsPart of the instrument

Items on clients’ access to a computer; their internet skills;
and the presence of acute, severe psychiatric or medical
problems that would hinder the use of blended care

A total of 4 items for the patient and 4 items
for the therapists to be filled out individually
before starting the treatment

Part 1: Practical, necessary prerequisites
that need to be met to be able to start
blended treatment

Items on topics such as a client’s cognitive problems or
sensitivity to a psychological crisis

A total of 10 items filled out by therapist and
patient together during a treatment session

Part 2: Possible barriers that might hin-
der blended treatment

Preference for blended care because of practical reasons and
a client’s discipline and social support

A total of 5 items filled out by the therapist
and patient together during a treatment ses-
sion

Part 3: Possible facilitators that can facil-
itate blended treatment

An overview of the first 3 parts to prompt therapists and
clients to discuss and decide on the composition of blended
treatment

N/AaPart 4: An overview of the previously
discussed barriers and facilitators

aN/A: not applicable.
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Blended Care in Forensic Mental Health Care
An adapted version of the FfBC instrument would be especially
relevant for the treatment of forensic psychiatric patients.
Forensic mental health care is a complex branch of mental health
care. The main difference between forensic and regular mental
health care is that the main goal of forensic mental health care
is to prevent delinquent behavior; therefore, treatment takes
place at the intersection between law and psychiatry [22].
Forensic mental health care focuses on the treatment of patients
who have committed or are on the verge of committing an
aggressive or sexual offense, fully or partly caused by a
psychiatric disorder [23]. The use of eMental health in this
unique domain appears to be very challenging, which can partly
be explained by the characteristics of the forensic psychiatric
patients population. Many patients have hardly had any
education and have difficulties with reading or writing.
Furthermore, forensic psychiatric patients have a broad range
of disorders and have committed different types of offenses
[24], making the current predominant one-size-fits-all approach
toward eMental health interventions not very applicable [25].
In addition, as treatment is often part of a sentence and thus
obligatory, many patients are not motivated to be in therapy
[24], making it even harder to engage them in eHealth
interventions. By integrating eHealth interventions in treatment,
the quality of forensic mental health care can be improved, for
example, by tailoring eHealth interventions to patient
characteristics, by adding persuasive elements that can increase
engagement and adherence, or by offering new ways for patients
to work on their treatment [25,26]. However, as is the case in
mental health care in general, successful implementation of
eHealth interventions in existing treatment is considered to be
a major barrier [18,26,27].

Objective
Many branches of mental health care have much to gain from
successful blended treatment; however, implementation is a
main barrier. To overcome this barrier, the FfBC instrument
can be a useful tool. However, to ensure that the FfBC
instrument fits the characteristics of a specific form of mental
health care, the existing version needs to be adapted. In line
with the recommendations on eHealth development, this should
be done in close collaboration with end users to ensure that it
fits their needs and wishes [28-31]. Consequently, the goal of
this study is to adapt the existing FfBC instrument to fit forensic
mental health care by means of participatory development with
therapists. This will result not only in a new, ready-to-use
version of the instrument for forensic mental health care but
also in a blueprint for steps that need to be taken to adapt it to
other types of (mental) health care.

Methods

Setting
This study took place in a Dutch organization that offers forensic
mental health care to both inpatients and outpatients. The

organization has 2 main outpatient clinics where approximately
85% of all patients are treated. This study took place in one of
these outpatient clinics that treats approximately 50% of the
organization’s entire patient population. The patient population
of this clinic is characterized by a relatively low education level:
46% had only primary and/or secondary education. Furthermore,
patients had a broad range of diagnoses, such as personality,
attention deficit, sexual, anxiety, depression, schizophrenia, and
substance use disorders.

The focus of this project was to adapt the FfBC instrument to
an eMental health intervention that was already used by the
organization: a web-based intervention platform that contains
a collection of over 200 different modules, developed by a Dutch
commercial company. The platform is suitable for all types of
mental health care and consequently contains modules on,
among other things, mindfulness, depression, substance abuse,
aggression regulation, relaxation exercises, and social skills.
Each module consists of multiple sessions that are provided in
a fixed order and can be accessed via a browser or mobile app.
These sessions consist of a combination of elements, for
example, written information about the topic, a story from a
peer (in video or text), written assignments derived from
cognitive behavioral therapy, and informative videos. Within
the clinic, these modules are used in a blended manner. This
means that therapists must first introduce the intervention
platform to a patient and select an appropriate module. During
usage, the patient is asked to complete assignments in the
modules by themselves, on which the therapist must then
provide written feedback via the platform in between in-person
sessions. Log data analysis has shown that the intervention has
been used for over 5 years; however, the uptake in practice is
considered disappointing: only 18% of the patients started a
module, whereas the goal was to use the intervention with all
patients. In addition, among the patients who started, 82% did
not finish the module and thus can be characterized as
nonadherent. Furthermore, only half of the organization’s
therapists used the intervention, of which most used it only
several times [18].

Study Design
Several methods have been used to adapt the existing FfBC
instrument to optimally fit the treatment of forensic psychiatric
outpatients. The existing version can be found in a paper by
Wentzel et al [12], and a summarized version is provided in
Table 1. To create an adapted version, an agile approach was
applied, in which several subproducts were created, regularly
evaluated with therapists, and adapted accordingly [32]. These
formative evaluation cycles are in line with current
recommendations on eHealth development and support
developers in ensuring that the final product fits the needs and
characteristics of the end users and their contexts [33]. The
phases of this study and the accompanying methods used are
presented in Table 2.
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Table 2. An overview of the methods used to adapt the Fit for Blended Care instrument for forensic mental health care.

Main research goalResearch method

Phase 1: Requirements for adaptations

Identifying the preferences and ideas of the therapists, managers, and researchers to determine the

general layout and structure of the to-be-adapted FfBCa instrument

A total of 2 focus groups with 3 therapists and
1 manager

Phase 2: Identifying factors

Identifying specific forensic psychiatric patients–related factors that influence the use of the
eMental health intervention

Semistructured interviews with all 18 therapists
of 1 outpatient clinic

Phase 3: Content generation

Formulating the items that should be integrated in the to-be-adapted version of the instrument,
based on previously identified factors

Focus group with 3 therapists, 1 manager, and
2 researchers

Formulating tips and recommendations for therapists on how to deal with different types of patient-
related factors

Focus group with 6 therapists, 1 manager, and
2 researchers

Developing a functioning, interactive prototype of the adapted version of the FfBC instrumentPrototyping

Phase 4: Testing

Gaining insight into the experiences of therapists and practical feasibility of using the instrumentPilot study with 5 therapists

Identifying points of improvement for the adapted version of the FfBC instrumentFocus group with 5 therapists

Developing an improved version of the FfBC instrument based on the points of improvement of
previous phases

Prototyping

aFfBC: Fit for Blended Care.

Throughout the entire process, a project team was actively
involved. This team consisted of the researcher who led the
focus groups (HK), a minimum of 2 and a maximum of 5
therapists, and the team manager. Therapists were included by
the team manager based on their motivation to improve the use
of eMental health. To ensure different perspectives, not all
participating therapists were very positive about the intervention.
All members had at least three years of experience working in
mental health care, and all had used the eMental health
intervention at least once. The composition of the project team
changed throughout the process for various reasons: 1 member
was replaced by another due to personal circumstances, and
later in the process, 3 new members were added to expand the
expertise and experience of the project team. In addition, not
all members could join all focus group meetings due to
conflicting appointments.

Materials and Procedure

Phase 1: Requirements for Adaptations
As can be seen in Table 2, the goal of the first phase was to map
the requirements, that is, the needs and wishes of the involved
therapists regarding adaptations to the existing version of the
FfBC instrument (Table 1).

Participants

In the first phase of the process, two 1-hour focus groups were
held with 1 manager and 3 therapists—of which 1 was a social
worker and 2 were psychologists; all were members of the
project team.

Data Collection

In the first focus group, the participants studied the existing
FfBC instrument and discussed its potential usefulness to
determine whether adapting it would be of added value for the

organization. After agreeing on its usefulness, the second focus
group focused on the therapists’ needs and wishes regarding an
adapted version of the instrument via a brainstorming session
about required adaptations. The main discussion points centered
on the content of the items, the length of the instrument, the
way of filling it out, and the way in which the questions were
asked.

Analysis and Product

On the basis of the notes that were taken by the researcher (HK),
a document was created with the stakeholders’ requirements
regarding the adapted version of the FfBC, which was checked
and verified by the participating therapists.

Phase 2: Identification of Factors
To create the content of the adapted version of the FfBC
instrument that was specifically tailored to the use of the
web-based modules in forensic mental health care,
semistructured interviews with therapists were conducted to
gain insight into the patient-related factors that, according to
the therapists, are related to the use of the web-based modules.

Participants

To avoid self-selection bias, all 18 therapists working at the
forensic outpatient clinic were included in the interview study.
All therapists were expected to use the eMental health
intervention when offering therapy. The included therapists had
different occupations: 8 psychologists, 6 social workers, 2
system therapists, 1 trauma therapist, and 1 forensic nurse were
interviewed. At the time of interviewing, they had been working
in forensic care for an average of 13.18 years (SD 8.68), with
a range of 8 months to 29 years.
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Data Collection

After the interview’s goal and content were discussed, informed
consent was obtained. The entire interview consisted of 6 main
categories with open-ended questions: (1) sociodemographic
questions, (2) experiences with the introduction of the
intervention, (3) the way in which the intervention was used
with patients and/or reasons for not using the intervention, (4)
the potential added value of the intervention, (5) the ideal
situation regarding implementation in practice, and (6) barriers
related to the use of the intervention. Consequently,
patient-related factors were discussed throughout the interview.

Analysis and Product

To identify patient-related factors, an inductive, bottom-up
approach was applied to analyze the transcripts. For this study,
195 fragments on patient-related factors that are related to the
use of the eMental health intervention were identified. Next, an
initial coding scheme was created based on these fragments

using the method of constant comparison [34]. Overall, 2
researchers used the initial coding scheme to code 20% of the
fragments, resulting in a joint probability agreement of 89%.
No further adaptations to the underlying structure of the code
scheme were required. Owing to the high interrater reliability,
1 researcher coded the remaining fragments and discussed them
with the other researcher in case of doubt.

Phase 3: Content Generation
As shown in Table 3, the goal of the third phase was to combine
the requirements of phase 1 and patient-related factors identified
in phase 2 into an adapted version of the FfBC instrument that
fit the needs and wishes of the therapists and the characteristics
of forensic outpatient care. This was achieved in 2 stages, of
which the first stage focused on the creation of items for the
instrument and the second stage on the tips and guidelines that
the instrument should offer. This resulted in the creation of a
functional prototype of the FfBC instrument.

Table 3. Main codes and the number of interviews in which they were identified (Nint=18) and the total number of times that a code was identified
(Ntot=195).

Total number of times the code was identified, nInterviews in which the main codes were identified, nMain code

4014Treatment motivation

2714Conscientiousness

2214Literacy levels

2214Perceived benefits

2813Psychosocial situation

1712Technological skills

1811Availability of technological resources

2111Reflective skills

Participants (Focus Groups Round 1)

A total of 2 researchers, 5 therapists, and 1 manager participated
in the first focus group.

Data Collection (Focus Groups Round 1)

A 1-hour focus group took place to discuss which patient-related
factors identified in phase 2 should be included in the adapted
FfBC instrument. One researcher led the focus group by
explaining the previously identified factors and asking the
participants whether these factors would be suitable for inclusion
in the instrument.

Analysis and Product (Focus Groups Round 1)

On the basis of the discussion, 2 researchers created a table with
(1) the factors from the original instrument, (2) comparable or
similar factors from the previously conducted interviews, (3) a
suggested adaptation for the adapted version of the FfBC
instrument, and (4) substantiation and explanation for the
adaptation. Furthermore, for each factor, 3 multiple-choice
options to indicate the extent to which a factor was estimated
to be present within a patient were added. A document with the
factors, a brief explanation, and the 3 options were discussed
with 5 therapists and 1 manager in a new focus group and
adapted accordingly.

Participants (Focus Groups Round 2)

In the second focus group, the same 5 therapists and the manager
participated, and 1 researcher was present.

Data Collection (Focus Groups Round 2)

A focus group was conducted with the project team (all 5
therapists, a researcher, and a manager) and 1 additional
researcher who was actively involved in developing the existing
version of the FfBC instrument. In this focus group, concrete
tips and guidelines on how to deal with specific patient-related
factors were generated. All therapists participating in the focus
group had experience using the intervention and were asked to
use their own experiences to formulate the tips and
recommendations. The researcher and manager also actively
participated in the brainstorming session. Each factor was
discussed separately, and general tips and guidelines were
discussed as well.

Analysis and Product (Focus Groups Round 2)

The researcher kept extensive notes. On the basis of these notes,
a document with tips per patient-related factor was created. This
document was validated by the participants of the focus group,
and several minor adaptations were made accordingly. This
resulted in 1 document with all tips and guidelines that had to
be integrated into the adapted FfBC instrument. On the basis
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of the previously identified items and the tips that were
generated in phase 3, a working prototype of the instrument
was created in Qualtrics (SAP SE), a web-based survey system.
In this prototype, therapists were able to select 1 answering
option per patient-related factor, resulting in tailored advice for
each factor.

Phase 4: Testing
The goal of the fourth phase was to gain insight into the
experiences and identify points for the improvement of the
functioning prototype of the FfBC instrument by testing it in
practice.

Participants

In the pilot study, 5 therapists were asked to use the prototype
of the FfBC instrument with 3 patients per participating
therapist, resulting in an intended number of 15 patients. A total
of 4 therapists participated in the focus group.

Data Collection

In total, the instrument was used with 8 patients. In the focus
group, 4 therapists were asked about their experiences with the
content, usability, and integration in treatment. To ensure that
all relevant topics were discussed, a semistructured approach
was used in which the following topics were discussed: the way
in which the instrument was used, opinion about the instrument,
and recommendations for improvement.

Analysis and Product

On the basis of the outcomes of the focus group, changes were
made to the initial prototype to ensure an optimal fit with the
needs and wishes of therapists, which was again evaluated by
the therapists. This version of the instrument will be further
developed and implemented in clinical practice.

Results

In this section, the results are discussed for each of the 3 phases
(Table 2) and their accompanying research methods.

Phase 1: Requirements for Adaptations
The first focus group showed that therapists saw the potential
of the FfBC instrument in addressing the current implementation
problems. On the one hand, it was seen as a way to offer
concrete and relevant topics to discuss to identify the most
optimal way to shape blended care. On the other hand, if
implemented well, the instrument could be seen as a reminder
that could help therapists in remembering to bring up the use
of technology, as therapists often forgot to introduce the
possibility of blended care or decided for themselves that a
patient would not benefit from eMental health. However,
participants indicated that the instrument needed to be adapted
to better fit the forensic context and to account for several
practical limitations.

The second focus group resulted in the following broad
requirements for the new version of the FfBC instrument:

• The adapted version should be shorter and contain fewer
texts and fewer items. Therapists found that the existing

instrument contained too many items and thus would be
too time consuming.

• Each item of the adapted version should be accompanied
by 3 to 4 multiple-choice options. Therapists indicated that
open-ended questions would require too much time.

• Each multiple-choice option should be accompanied by
tailored advice and tips and tricks specific for that option.
Therapists indicated that these tips and tricks could support
them in initiating and continuing the use of the modules.

• The items of the existing version need to be specified to fit
the treatment of forensic psychiatric outpatients. Therapists
found the items in the existing version too broad and generic
for use in forensic mental health care; therefore, the adapted
version of the instrument should be based on patient-related
factors that specifically influence the use of eHealth
interventions in forensic mental health care.

• There should be a web-based version of the instrument.
Therapists believed that a web-based version would be
easier to fill than a paper-based version.

• Patients have to answer several questions about the
necessary preconditions for using eMental health in advance
by themselves. Therapists stated that this could avoid them
from discussing these practicalities in treatment, which
would demand valuable time. This means that therapists
wanted to keep the existing distinction between the first
part and the additional items of the instrument [12], where
the first part should be filled out by the patient and the
second part should be discussed by the therapist and patient
together.

Phase 2: Identification of Factors
The patient-related factors that, according to therapists, influence
the use of the eMental health intervention that arose from the
interview study are presented in Table 3.

Treatment Motivation
Motivation refers to the extent to which a patient is enthusiastic
or open toward working with the eMental health intervention
in treatment. Although some patients were described as
motivated for blended treatment, therapists indicated that a large
proportion of the patients were not eager to work with the
eMental health intervention. A lack of motivation was not only
observed at the beginning of the blended treatment but also
when the patients were using the intervention. This lack of
motivation is illustrated by the following quote:

But I think it will be very difficult for a patient who
already is not very motivated, to also encourage him
to log in again, and to read things again, because
there’s a lot of text sometimes. And to work on
assignments. It would be better to lower the threshold
a bit at first.

Conscientiousness
Conscientiousness refers to the extent to which a patient adheres
to agreements regarding the independent use of the intervention
outside of treatment, which was described by 1 participant as
follows:
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But you have to actually do it, you really have to get
into it. And even though they can practically do it,
they still have to put their mind to it. Plan a moment
for it, do things, take steps. And a lot of patients don’t
get to that point. [PP 3]

Therapists indicated that it often required a lot of their time and
effort to ensure that patients performed the activities that they
agreed on, such as working on and completing assignments. A
comparison was made with doing homework, with which a large
share of the patients, who often received little education, had
difficulties.

Literacy Levels
Literacy levels refer to the patient’s ability to write, read, and
understand treatment-related information in the intervention.
One therapist described this problem in the following way:

But you do meet people who cannot even write. I don’t
want to call them illiterate, but they are very ashamed
of a lot of linguistic errors and things like that. That’s
a barrier with which you’d have to help them first,
so that it isn’t about the sentence construction or
errors, but what’s going on in their head. Just try to
write that down in your own words. And people often
find that difficult. [PP 10]

In addition, therapists indicated that patients had difficulties not
only with writing but also with reading, as the intervention
contained several words that were perceived as difficult.

Perceived Benefits
Perceived benefits refer to the extent to which a patient
experiences or expects to experience a positive influence on his
or her treatment because of the use of the technology. Therapists
indicated that if patients did not directly see how a module fits
their problems or could be of added value for them, the chances
of them using the module were lower. A therapist said the
following about this:

There can be a lot of reasons for that. It might be that
some have heard about it from others, that it’s helpful.
Or that some modules fit well. And also what I’ve
said before, that it fits the needs of the patient. So if
you offer a sleeping module for someone with
difficulties with sleeping, there’s a greater chance
that he will continue.

Psychosocial Situation
Psychosocial situations refer to difficult circumstances or events
in a patient’s personal life and/or mental state that influence the
use of technology for treatment. This can refer to patients who
are in a crisis such as a psychosis or severe depression and to
those with problems related to their daily life, such as fights
with neighbors or loved ones, no current place to stay, or money
problems. This is further illustrated by the following quote:

For two patients it wasn’t possible to complete the
assignments. And one of them is someone of whom I
think, there’s just too much going on. That person
has lost his job, the emotions are all over the place,

and that makes it more difficult to work on a session,
even though it might be beneficial.

Overall, therapists indicated that it is important for patients to
have a relatively steady life when using the intervention, because
they otherwise have no mental space to work on the module.

Technological Skills
This code refers to the level of skills required for successful use
of information and communication technologies such as
computers or smartphones. Therapists indicated that several
patients, especially older ones, have difficulties with using
technologies. These difficulties could be with either using the
actual technology, such as a computer, or navigating through
the intervention itself. One therapist said the following:

I can definitely imagine that with young people, who
already sit behind the computer a lot, it might fit a
bit better. I can really imagine that. [PP 3]

Availability of Technological Resources
This code refers to the patient’s access to a technological device,
an appropriate working area, and a good internet connection
that is necessary to use the technology. The importance of a
suitable work space is described in the following quote:

I think that in their own environment, where they like
doing it. They have to be able to do it privately, not
that there is someone around the entire time. So
privacy is important for them, I think. We can’t
facilitate that; they have to arrange that themselves.
Or we’d have to offer them a place to work here, so
they can sit behind a computer here. [PP 7]

Reflective Skills
Reflective skills refer to the patient’s ability to independently
reflect on and write about emotions, cognitions, and behaviors
in the technology. Often, patients are not used to talking about
their problems, and writing individually about these situations
is often even more difficult. Therapists also indicated that
reflecting individually could also lead to intense emotions and
adverse consequences because of a patient’s inability to
independently deal with them, as explained in the following
quote:

And also that it elicits too much emotions that they
cannot directly deal with by talking to someone.
Basically, you’d have to inhibit the direct gratification
of your own needs. Yes, they can chat, but they do not
receive an answer immediately. And some patients
keep on thinking about it, running it through their
head, because they do not get support directly. [PP
16]

Phase 3: Content Generation
In the first focus group of this phase, 3 therapists, 2 researchers,
and a manager decided on items that should be integrated in the
instrument based on the factors identified in phase 2. In line
with the requirements identified in phase 1, the number of
factors that arose from the interviews needed to be reduced. To
create an overview of relevant items, a table was created by 2
researchers, in which the factors of the original instrument were
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combined with the suggested change to the item and a
substantiation of the change by means of the results of the
previous phases. In Table 4, a part of this table is provided to

illustrate this process. The complete table can be found in
Multimedia Appendix 1.

Table 4. Examples of the table used to create items of the adapted version based on the original version of the Fit for Blended Care instrument.

Rationale behind changeItem for adapted versionItem from original version

Motivation forweb-basedtreatment:
to what extent is the patient motivated
to work on the eMental health inter-
vention in his or her treatment

10. Motivation and trust (discuss and answer): • Motivation is an important issue in forensic mental
health care according to the interviews• Do you (client) trust that a blended treatment

can help you with your complaints? • Lack of trust in effectiveness was not an important
topic in the interviews; therefore, remove it for con-
ciseness

• Are you (client) motivated to do a blended
treatment?

• Rephrase item because the instrument has to be filled
out by a therapist (after discussing with the patient)

N/Aa15. Working alliance: Is there a good working al-
liance or do you (therapist and client) expect that
a good working alliance will be developed? Note:
Here it is important that you (the client) recognize
your own contribution to the therapy and are
aware of what is expected of you.

• Remove to make the instrument more concise
• Person administering this instrument might be some-

one other than the therapist (eg, the intaker)
• Hard to assess in the first meetings, especially in

forensic patients who are obliged to attend treatment;
they might have a different attitude than later in the
treatment process

• Not an important topic in interviews

aN/A: not applicable.

A total of 2 researchers (HK and JW) combined the findings
from the interviews with the factors from the existing
instrument, which resulted in 5 items. The researchers also
created 3 multiple-choice answering options from which a
therapist had to choose the most fitting option. These 5 items
and multiple-choice options were combined into a document
with the first version of the adapted FfBC. This document was
checked by 3 therapists from the project team, and slight changes
in phrasing were made accordingly. The way in which the

instrument should be administered was discussed in the focus
group. It was decided that the first part, focusing on the practical
preconditions, should be filled out by a patient individually,
ideally before beginning the treatment. The second part should
be filled out by the therapist based on a discussion of all 5
factors with the patient, either at the beginning or during
treatment. A summarized version of the instrument is provided
in Textbox 1; the text of the entire adapted version of the
instrument can be found in Multimedia Appendix 2.
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Textbox 1. The main topics and summary of the content and questions of the adapted Fit for Blended Care instrument.

Content of part 1: Necessary preconditions

• Reading and writing

• Are you able to read and write short texts?

• Workstation and devices

• Do you have access to a device (computer, laptop, smartphone, or tablet), does it have a well-functioning internet connection, and is there
a place where you can work on web-based treatment in a calm and familiar manner?

• Internet skills

• Are you able to send emails, watch videos on the web, use the internet to read short texts, use social media, and use the internet to send
messages to others?

Content of part 2: Patient-related factors that can influence blended care

• Motivation for blended treatment

• To what extent is a patient motivated to work with the eMental health intervention in his or her treatment?

• Writing about thoughts, feelings, and behavior

• To what extent is a patient able to independently write and reflect on his or her thoughts, feelings, and behavior?

• Conscientiousness/working with discipline

• To what extent is a patient capable of sticking to appointments on blended care for matters such as forgetfulness, concentration, or planning
skills?

• Psychosocial problems

• To what extent are there problems in the patient’s private life and/or severe psychiatric problems that can have a negative impact on using
the eMental health intervention?

• Social support

• To what extent does a patient have a social network (partner, parents, and friends) that is able to support him or her in using the eMental
health intervention?

In the second focus group, the therapists, researchers, and a
manager formulated tips and recommendations for therapists
on how to deal with different types of patient-related factors,
resulting in a document with tips for all 5 items of the second
part of the instrument. Each multiple-choice answering option
was accompanied by tailored advice specific to that option. On
the basis of the outcomes of the focus group, a researcher (HK)
created a document with the recommendations, which was
emailed to the researcher, therapists, and manager. On the basis

of their input, several minor changes to phrasing were made. In
Textbox 2, one tip or recommendation per item is provided for
illustration purposes. To prevent therapists from using the
instrument as a reason for not using eMental health
interventions, the members of the focus group decided that the
tips should never suggest not to use eMental health. Instead,
the tips should encourage therapists to think outside the box to
involve difficult-to-engage patients in blended care or to delay
the use of eMental health to a later point.
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Textbox 2. Examples of advice or recommendations provided per item of the instrument.

General advice

• Before you start with a module, it is important to discuss with the patient what the added value of the module should be. Make sure you set clear
goals that you both agree on. On the basis of that, you can regularly evaluate how the blended treatment is going.

Motivation for blended treatment

• When a patient is not motivated at all, it is important to figure out why this is the case by means of an open discussion, instead of just accepting
it. It might be that a patient foresees obstacles that are actually easy to overcome.

Writing about thoughts, feelings, and behavior

• You can take away a patient’s fear for writing by clearly stating that you do not expect flawless spelling or elegant phrasing but that the goal is
to think about thoughts, feelings, and behaviors. You might suggest the patient to use very short sentences or terms.

Conscientiousness/working with discipline

• If the patient did not hand in an assignment although this was agreed on, you can send a reminder to ask the patient why he or she has not
completed the assignment yet and if he or she is able to still finish it.

Psychosocial problems

• If a patient is experiencing a crisis such as current psychosis or suicidality, it is often not recommended to directly start with an eMental health
intervention because the crisis has to be dealt with first. However, it is possible to start the intervention at a later point. It is advised to regularly
evaluate with the patient to determine if blended treatment can be initiated after a while.

Social support

• If a patient indicates that one or more loved ones can actively support him or her, you can look for possibilities to actively involve those in blended
treatment. A loved one might support the patient in working on assignments.

The final activity of the third phase was the development of a
working prototype of the instrument to enable therapists to test
it with several patients. A digital prototype was created based
on the needs and wishes of the therapists that were identified
in phase 1. The prototype was made in Qualtrics, as this software
provides tailored advice per chosen answering option.

Phase 4: Testing
The goal of the fourth and final phase was to identify
experiences with and accompanying points of improvement of
the previously developed prototype. After 2 months, 5 therapists
used the instrument with a total of 8 patients. This was about
half of the expected 15 patients. The most important experiences
and conclusions of the final focus group in which the prototype
was evaluated are as follows:

• Therapists indicated that the 5 factors were useful to discuss
and that the current content sufficed: no factors should be
removed or added.

• The first part of the FfBC instrument was considered as
useful, but therapists indicated that it was difficult to
remember to ask the patients to fill it out beforehand. It was
considered important to integrate the first part in existing
structures, for example, in a web-based
welcoming module
.

• The second part of the FfBC instrument was used several
times but not as often as expected, as therapists were asked
to try the second part with at least three patients. The main
explanation for this was that they did not remember to
administer the instrument during their treatment routines.
They indicated the importance of reminders to support them

in remembering the use of the FfBC instrument in treatment.
Other reasons for the lower usage were not provided; it was
mostly attributed to not remembering to use the instrument,
and therapists expressed the intention to use it more.

• Therapists indicated that the instrument can be of added
value during multiple points in treatment. For example, it
can be used at the beginning of the treatment to get an idea
of the type of patient and to plan blended care; however, it
can also be used throughout the course of the treatment, for
example, if a patient stops using a module or if the use of
the module is not going as expected.

• The prototype was designed in such a way that therapists
had to fill out the instrument individually, after discussing
the factor with the patient. However, therapists indicated
that, in practice, they preferred to fill the instrument together
with the patient and expressed a need for a patient-centered
version, including easier phrasing.

• In addition to a web-based version, several therapists
expressed the need for a paper-based version that they could
fill out together with the patient when, for example, no
laptop was available in case of home visits or if they
preferred not to sit behind their computer with the patient.

• To use the instrument, therapists had to use the Qualtrics
prototype, which was considered inconvenient as they often
could not retrieve the link, which was e-mailed to them.
They indicated that it would be easier to integrate the
instrument in one of the existing systems they used, among
which were the platform of the eMental health intervention
and the electronic patient file. Consequently, the importance
of integrating the instrument in these systems was
emphasized to prevent the use of the instrument as an
additional time-consuming activity.
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In the focus group, the project team decided that the first part
of the FfBC instrument should be integrated in a to-be-developed
web-based welcoming module, which is expected to be followed
by all patients that start the treatment. The questions of the
second part of the FfBC instrument have to be integrated into
an existing system that has all existing questionnaires that are
used in treatment to ensure that the FfBC is used in the same
way as other questionnaires that are used in forensic mental
health care and to ensure that they do not require any additional
work. Furthermore, based on the outcomes of this focus group,
a second patient-centered version of the FfBC instrument was
developed; the content and a screenshot of the instrument are
provided in Multimedia Appendix 3. In this additional version,
the phrasing of the 5 factors is targeted at patients, that is, shorter
and simpler sentences without jargon. Participants of the focus
group indicated that these items can be printed on paper, for
example, in the form of a poster or as 5 separate cards that can
be placed on the desks of therapists, to ensure that the items are
always visible, which was expected to serve as an additional
reminder. Together, the patient and therapist can discuss these
items during a therapy session to determine which answering
option best fits the patient, instead of the therapist deciding
individually on which option fits best afterward.

Discussion

Principal Findings
This study described the development of an adapted version of
the existing FfBC instrument to optimally fit forensic mental
health care. In phase 1, it became clear that therapists wanted
a shorter, easier-to-use version of the instrument, ideally on the
web, containing factors that were more specific for forensic
mental health care. In phase 2, a broad range of patient-related
factors were identified in a systematic interview with all
therapists working at the outpatient clinic. In phase 3, these
factors were translated into a functioning prototype of the
instrument, using the broad requirements from phase 1. The
instrument consisted of 2 parts: one to be filled out by the patient
individually, targeting practical necessary preconditions, and
one with 5 items that should be discussed by the patient and
therapist to shape blended treatment. These factors were
motivation for blended treatment; writing about thoughts,
feelings, and behavior; conscientiousness/working with
discipline; psychosocial problems; and social support. In phase
4, the prototype was used in practice. The adapted version of
the instrument was seen as useful and promising but was not
used as often as expected in the pilot study. Therapists indicated
that the main reason for this was a lack of integration in existing
systems and procedures, showing that a fit between the
instrument and their current practices was deemed essential for
its success and added value for clinical practice. On the basis
of the outcomes of this final phase, a second, more
patient-centered version was developed, with items that are
phrased in a shorter and simpler manner.

Adapting the Instrument
Although in this study an adapted version for the use of a
web-based intervention platform in forensic mental health care
was created, the FfBC instrument can be adapted to fit many

different types of mental health care and even for other types
of health care where eHealth interventions are used, such as
physiotherapy [20] or by general practitioners. This study
showed that to prevent an overload of factors resulting in an
impractical and time-consuming instrument, only the most
important ones should be included. Patient-related factors that
are most important might differ per branch of (mental) health
care. For example, the interview study and focus groups showed
that conscientiousness is seen as a very important topic for
forensic psychiatric patients: therapists stated that they often
have difficulty working independently on modules and doing
their homework [6,18]. However, this issue might be less
relevant in other domains of mental health care. To illustrate,
it is known that highly educated women are most adherent to
eHealth interventions [35,36], and although these types of
patients are underrepresented in forensic mental health care,
they are more prevalent in the treatment of, for example, anxiety
or mood disorders [37]. This might imply that conscientiousness
is a less relevant factor in that domain. Consequently, the version
of the instrument that was developed in this study cannot be
copy-pasted to be used in other settings.

To adapt the instrument to ensure that it fits a specific form of
health care, the approach used in this study can be used as a
guideline. Each new project should start with the generation of
general requirements regarding adaptation, either using the
original elaborate version of the FfBC Instrument (Multimedia
Appendix 1) or the version developed in this study (Multimedia
Appendices 2 and 3). In phase 2, we conducted a semistructured
interview to identify the factors. Other projects can apply the
same approach; however, as it is quite time consuming to
conduct an entire interview study, the factors that were identified
in this or other studies on eHealth usage for a specific setting
might be used, as long as they are validated with therapists and
possibly patients. In phase 3, the actual instrument was
developed. The findings of this study can be used as the
foundation. For example, other instruments can also use the
distinction between part 1, which focuses on practical necessary
preconditions and must be filled out by patients themselves,
and part 2, which contains approximately 5 items that must be
discussed in treatment. However, although the existing and
adapted version of the instrument can be used, changes should
always be discussed with therapists to ensure a participatory
approach. Finally, before implementing the instrument in
practice, it has to be pilot tested and changes should be made
accordingly, as was done in phase 4 of this study. As became
clear in this study, including many patients in a pilot test with
a prototype that is not yet integrated in existing systems can be
challenging from a practical point of view. However, in usability
testing, the general guideline is that 5 to 7 tests are often enough
to identify most flaws of the prototype [38]. Possibly, this
reasoning can be extended to the pilot test, which might mean
that testing the instrument with this number of patients might
suffice to identify the most important points of improvement.
However, future research should show whether this is actually
the case.

In general, this study has shown that developing an adapted
version of the FfBC instrument requires multiple phases that
are connected by continuous formative evaluation cycles with
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active end-user involvement. The main challenge for the
adaptation of other versions will be to identify an approach that
is thorough yet not too time consuming. The guidelines and
content that were generated in this study can support other
researchers in setting up an efficient yet thorough development
process.

Shared Decision Making
An important finding that gradually became clearer throughout
the process of adapting the FfBC instrument was the importance
of shared decision making in shaping blended care. In current
clinical practice, the decision on whether and how to use
eMental health interventions is often made in a top-down
manner, with the therapist deciding the intervention that will
be used, the frequency of usage, and the mode of communication
about it [17]. However, therapists participating in this study
clearly expressed the need for an instrument that facilitated
shared decision making as much as possible. Although the initial
prototype encouraged therapists to discuss the factors elaborately
with patients, the therapists had to decide on the most suitable
option individually, and the text of the instrument was focused
on the therapist. The pilot test showed the need for an additional
version to be filled out together with the patient during
treatment. In this project, cards with these patient-centered items
were developed; however, there are other possibilities to further
support shared decision making in shaping blended care, such
as digital versions using tablets or mobile phones or gamified
versions, which can be developed in further research. Using the
FfBC instrument is an excellent way to prevent top-down
processes and fits within the models of shared decision making
such as that of Elwin et al [39]. Consequently, in line with
current movements such as positive health, the use of the FfBC
instrument results in a more prominent role of patients in their
own health and health care, which can increase their sense of
ownership and self-management [40].

Future Research
This study mostly focused on the development and formative
evaluation of a therapist- and client-centered version of the
FfBC instrument. Although this instrument is well-substantiated
and can be used in clinical practice, more research is required.
First, the instrument needs to be used in clinical practice by
more therapists and in more organizations to further optimize
it. In line with this, it is important to note that this version of
the instrument should not be seen as fixed; it should constantly
be adapted based on experiences, new insights, and changes in
treatment or context. Second, a necessary precondition to further
optimize the instrument is that it is actually used in practice.
The results of the pilot study showed that, even though therapists
saw the items as valuable, it was not used as much as expected
beforehand. This touches upon a larger problem related to the
implementation of new innovations in clinical practice [17,41].
On the basis of the outcomes of this study, the main reason for
this seems to be that the therapists simply forget about using
this new instrument during their daily routines. This conclusion
is in line with the work on the implementation of eHealth:
although health care professionals see the added value of an
intervention, they often do not use it because it is not in their
system and does not seamlessly fit their regular activities [18,42].

However, as there might be a broad range of other reasons for
possible low acceptance of the instrument, such as a negative
attitude toward using eHealth in general or a lack of skills to
fill out the instrument together with the patient [17,43], future
research should use the instrument in a larger sample of
therapists and investigate the reasons for nonacceptance.

Third, although the main goal of the instrument is to shape
blended care in a fitting way, a secondary goal is to help the
therapist remember to introduce blended care, as this is often
overlooked in day-to-day practice [5]. By using the instrument
with all patients, the uptake of eMental health in practice might
improve. Further research using log data analyses can study
whether the use of this instrument actually results in increased
usage and whether different scores on the 5 items can be related
to different ways in which a module is used. In addition, it is
expected that a better fit between the patient’s needs and a
blended treatment will result in better adherence to and
effectiveness of the intervention, as personalized interventions
can result in improved outcomes [44,45]. However, not much
is known about this topic within the domain of blended care;
therefore, research that aims to determine whether increased
use of the instrument indeed results in higher usage of and
engagement with eHealth interventions is recommended.

The instrument has the potential to not only benefit clinical
practice but also add value for research on eMental health
interventions. In line with the previous recommendation, items
of the FfBC instrument might serve as predictors for the
effectiveness of eMental health interventions. It appears to be
difficult to predict whether and why users are nonadherent to
an intervention and whether it is effective for an individual
[46,47]. Often, sociodemographic factors are identified as
predictors [47]; however, these factors do not provide much
information that is useful in clinical practice as they are often
fixed, for example, we cannot change someone’s age to increase
the effectiveness of the intervention. However, the items of the
FfBC instrument might be potential moderators for
effectiveness. For example, if the level of motivation appears
to be an important predictor of effectiveness, therapists might
be encouraged to increase a patient’s motivation for blended
care, which might increase the chances of an intervention being
effective. An accompanying advantage is that the outcomes of
FfBC and log data from clinical practice can be used to identify
predictors. These results will have more ecological validity as
most research on the predictors of effectiveness is conducted
with data from randomized controlled trials, which take place
in controlled settings as opposed to data from eHealth use in
the real world. However, to achieve this, the instrument should
be adapted for use as a research tool instead of a clinical tool.
Among other things, the items should be accompanied by
consistent and validated scoring options, and a study on its
reliability and validity as a research tool is needed.

Strengths and Limitations
The main strength of this study is its iterative nature with
multiple formative evaluation cycles. Applying such a bottom-up
approach where products are created based on collected data
and evaluated with end users results in a final product that is
ecologically valid and closely fits the requirements from practice
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[32,48]. Throughout this process, the main focus of data
collection was on therapists as they were the main target group
of the instrument. However, the patients were not actively
involved. This might have resulted in a bias, overlooking factors
that were important for the use of eMental health according to
patients. Nevertheless, as most involved therapists had much
experience with using eMental health with patients and had
discussed reasons for nonusage with their patients, the chance
of missing important factors is considered fairly low. In addition,
comparable factors have been identified in other studies in which
patients and other stakeholders are involved [6,49]. However,
it is recommended to actively involve the patient perspective
in following research to verify whether the identified items are
in line with their experiences as well. Furthermore, data
collection took place at one outpatient clinic of one organization.
Although this was a deliberate decision to ensure that the
adapted version of the instrument seamlessly fitted this
organization, the specific focus raises questions about the
generalizability of the results. Although the involved therapists
had much experience in forensic mental health care, it is still
advised to pilot test the instrument and its implementation in
other forensic organizations to ensure that it also fits their needs
and way of delivering blended care. Finally, another limitation
regarding generalizability is related to the country in which this
study took place. Although many similarities exist between

Dutch mental health care and that of other countries, there are
also many differences. This implies that this version of the
instrument cannot be copy-pasted into the forensic mental health
care of other countries. Therefore, we stress that the instrument
should always be adapted to fit specific settings, and this applies
to health care in other countries as well. The guidelines
developed for adapting the instrument can be used for this
purpose.

Conclusions
This study showed that the iterative, participatory development
of an FfBC instrument resulted in an adapted version that fits
the context by incorporating the needs and wishes of therapists
and patient-related factors that are relevant for the use of
web-based interventions in forensic mental health care. This
instrument can further support shared decision making in
blended care, as this is an important yet often overlooked topic.
The instrument’s adaptability is important: its content, design,
and implementation in existing care should fit the specific type
of health care, organization, and eHealth intervention for which
it is used; it is not a one-size-fits-all tool. To adapt this
instrument to other contexts, the guidelines described in this
paper can be used. By using such approaches to better integrate
in-person care and eHealth interventions, we can combine the
best of both worlds and increase the quality of care.
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