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Abstract

Background: Major depressive disorder (MDD) is highly prevalent and often managed by genera practitioners (GPs). GPs
mostly prescribe medication and show low referral ratesto psychotherapy. Many patients remain untreated. Blended psychotherapy
(bPT) combinesinternet-based interventions with face-to-face psychotherapy and could increase treatment access and avail ability.
Effectively implementing bPT in routine care requires an understanding of professional users' perspectives and behavior.

Objective: This study aims to identify barriers and facilitators perceived by GPs in referring patients to bPT. Explanations for
variations in referral rates were examined.

Methods: Semistructured interviews were conducted with 12 of 110 GPs participating in a German randomized controlled trial
(RCT) to investigate barriers to and facilitators for referrals to bPT for MDD (10 web-based modules, app-based assessments,
and 6 face-to-face sessions). The interview guide was based on the theoretical domains framework. The interviews were audio
recorded and transcribed verbatim, and the qualitative content was analyzed by 2 independent coders (intercoder agreement,
k=0.71). A follow-up survey with 12 interviewed GPs enabled the validation of emergent themes. The differencesin the barriers
and facilitators identified between groups with different characteristics (eg, GPs with high or low referral rates) were described.
Correlations between referralsand characteristics, self-rated competences, and experiences managing depression of the RCT-GPs
(n=76) were conducted.

Results. GPsreferred few patients to bPT, although varied in their referral rates, and interviewees referred more than twice as
many patients as RCT-GPs (interview-GPs; mean 6.34, SD 9.42; RCT-GPs. mean 2.65, SD 3.92). A negative correlation was
found between GPs' referrals and their self-rated pharmacotherapeutic competence, r(73)=-0.31, P<.001. The qualitative findings
revealed atotal of 19 barriers (B) and 29 facilitators (F), at the levels of GP (B=4 and F=11), patient (B=11 and F=9), GP practice
(B=1 and F=3), and sociopoalitical circumstances (B=3 and F=6). Key barriers stated by all interviewed GPs included “little
knowledge about internet-based interventions’” and “patients’ lack of familiarity with technology/internet/media’ (number of
statements, each k=22). Key facilitators were “perceived patient suitability, e.g. well-educated, young” (k=22) and “no conflict
with GP'srole” (k=16). Thefollow-up survey showed avery high agreement rate of at |east 75% for 71% (34/48) of theidentified
themes. Descriptive findingsindicated differences between GPswith low and high referral rates in terms of which and how many
barriers (low: mean 9.75, SD 1.83; high: mean 10.50, SD 2.38) and facilitators (low: mean 18.25, SD 4.13; high: mean 21.00;
SD 3.92) they mentioned.
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Conclusions:
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This study provides insights into factors influencing GPs' referrals to bPT as gatekeepers to depression care.

Barriers and facilitators should be considered when designing implementation strategies to enhance referral rates. The findings
should be interpreted with care because of the small and self-selected sample and low response rates.

(JMIR Ment Health 2020;7(8):€18642) doi: 10.2196/18642
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Introduction

Background

Approximately 350 million people worldwide are affected by
major depressive disorder (MDD) annually [1]. It is the most
common mental health disorder, with an estimated lifetime
prevalence of 12.8% [2]. Prevalence rates of MDD in primary
care patients range from 10% to 14% [3-6].

General practitioners (GPs) are considered most important in
the management of depression because they are often the first
point of contact in the pathways to care [7,8]. Accordingly, it
is estimated that 60% to 71% of patients with MDD are treated
by their GP [5,9-11]. However, arecent study [12] showed that
60% of patients with MDD under primary care did not receive
guideline-oriented treatment; 54% were treated by their GPs
with medication only (31%), counseling (45%), referra to
specialized care (21%), and psychotherapy (10%). In general,
referral rates of GPs to speciadized care for depression vary
between 16% and 58% [3,13-16]. In Germany, psychotherapy
referral rates are low (8%-33%) [13,17,18], and only 17.3% of
patients with mild or moderate depression and 3.6% with severe
depression are treated with psychologica psychotherapy in a
3-year period [10].

There are several reasonsfor not adhering to clinical guidelines
in primary care. Factors that may hinder GPs in adequately
treating depression include low rates (47%) of correct
recognition and diagnosis of depression [19], insufficient time
for care provision [20], self-reported insufficient knowledge
relating to diagnosis or treatment and low skills [16,20], and
higher self-confidence in providing medication [4,16]. Studies
have a so identified factorsinfluencing GPs' referralsto mental
health services [4,15,16,20-22]. These include characteristics
of the disease (impairment, severity and duration of symptoms,
and need for specialized treatment), patient (age, gender, and
presentation of psychological complaints), GP (confidence in
their abilities, insufficient time and insufficient skillsto provide
care, and need for clarification of diagnosis), and care system
(lack of access to specialists, long distance or waiting time,
personal communication, and medical exchange).

Some of the abovementioned barriers may be overcome by
providing digital technol ogies asan additional treatment option.
Digital approaches may help to improve access to specialists,
decrease long waiting times, and reduce the high number of
untreated patients [23,24]. Internet- and mobile-based
interventions (IM1s) have been shown to be effectivein treating
MDD [25] and to yield results comparable with face-to-face
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psychological short-term treatments, when delivered as guided
internet-based treatment [26].

Despite its potential, the uptake of evidence-based
internet-delivered treatment remains limited [27,28], and not
all patients are willing to use a digital stand-alone treatment
[29,30]. For patients who are open to using technol ogy-based
treatments but also value personal contact, blended
psychotherapy (bPT) might be a promising approach that
combines IMIswith face-to-face treatment. Thisisarelatively
new research field, and only afew studies have investigated the
acceptance and effectiveness of blended treatments [31].
Previous studies indicate a potentially high acceptance and
willingness to use bPT by both patients [32,33] and therapists
[34-36]. Furthermore, randomized controlled trials (RCTs) on
blended treatments indicated that the reduction of face-to-face
psychotherapy sessions with equivalent replacement by IMIs
did not lead to an inferior outcome when compared with
traditional therapy [37-39]. Thus, implementing bPT could be
an attractive alternative with the potential to reduce therapist
time and increase the number of treated patients.

Given GPs' central role as gatekeepers in the management of
depression, research on their perspectives as gatekeepers seems
crucial. A recent study on the implementation of internet-based
therapy servicesin routine care, in guided, unguided, or blended
formats, suggested that GPs' low referral rates and unstable
patient intake could be explained by GP skepticism and
reservations and called for research on referrers’ attitudes [40].
A study on Australian routine practice not only indicated ahigh
GP satisfaction with web-based referral s and treatment services
but also highlighted challenges in encouraging GPs' uptake
[41]. Studieson GPs' attitudes toward depression IMIsidentified
benefits for implementation, such as a facilitated diagnosis,
reduced workload, individualized treatment, shorter waiting
time, and support for more patients [42,43]. Furthermore, GPs
reported barriers to implementing IMIs, such as infrastructure
requirements, privacy concerns, low awareness of electronic
mental health (e-mental health) interventions, low confidence
in prescribing IMIs, lack of training, uncertainty about the
evidence base [42], and concerns that computer treatments are
too impersonal and would not meet patient needs [44].

Objectives

The abovementioned insightsrefer to GPS' perspectiveon IMIs
and show that research on bPT is scarce. To the best of our
knowledge, no study has yet investigated GPs' perspectives on
barriers to and facilitators for referrals to blended treatments.
GPsmay bemorewilling to refer toan IMI whenitiscombined
with face-to-face psychotherapy, which is well known and
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trustworthy. At the same time, referrals might be facilitated by
improved treatment availability and accessto treatment options.
However, given low GPs' referral rates to psychotherapy and
the novelty of blended treatments, an assessment of factors
determining GPs' referrals to bPT is needed. From this,
implementation strategies can be designed to address these and
maximize the uptake of bPT. This mixed methods study aimed
to identify barriers and facilitators that influence the referral
behavior of GPsto abPT for MDD.

Methods

Study Setting and Design of the RCT

This study was part of a mixed methods German study arm of
the European Project E-COMPARED, which was the first
multicenter study that evaluated the clinical and
cost-effectiveness of ablended depression treatment compared
with treatment as usual across 8 countries. The objective of the
German RCT was to evaluate the effectiveness of bPT based
on cognitive behavioral therapy (CBT) for adults with a
diagnosis of MDD compared with GP routine care. Further
information onthe RCT can be found in the study protocol [45].

Thetrial was approved by the Ethics Committee of the German
Society of Psychology and registered in the German Clinical
Trials Register (DRKS00006866). All GPs provided informed
consent to participate.

Patients were recruited in GP offices in primary care and
randomly assigned to the treatment conditions, bPT (n=86) and
GP care (n=87). Professionals were not blinded. The bPT was
conducted by psychologists in an outpatient university clinic.
GP care consisted of (1) initial screening of MDD, informing
about treatment options and referring depressed patients to the
study; (2) conducting routine care for the control group; and
(3) compl eting questionnaires about the diagnosis and treatment
of patients at baseline and postassessment (13 weeks). All GPs
received a print booklet with information about bPT and tria
procedures aswell asrecruitment material (eg, flyers, displays,
posters) to inform and motivate their patients. Their effort was
reimbursed with EUR 100 (US $117.6) per partaking patient.
Further motivating activitieswere akickoff meeting, newsl etter,
phone calls, and onsite visits.

Blended I nternet-Based Psychother apy

bPT was delivered as a short-term treatment (13 weeks) for
MDD. It combined 6 internet-based CBT lessons
(psychoeducation, behavioral activation, cognitive restructuring,
problem-solving, physical exercise, and preventing relapse),
daily assessments of mood, and cognitive and behavior-related
parameters on a mobile app (eg, sleep habits, worries), as well
as 6 biweekly face-to-face sessions with a psychologist and
CBT therapist in training (Multimedia Appendix 1). Patients
had free and password-encrypted access to a website with 10
weekly CBT-based web-based modules (text, videos, and
exercises), mood graphs, a calendar, and a messaging system
and independently edited the web-based modules at home. They
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received automated tailored web-based reminders. Therapists
referred back and forward to web- and mobile-based content
within face-to-face onsto structure the treatment, monitored
patients treatment course on the internet, provided weekly
web-based feedback on exercises and progress, or wrote
reminder and motivation messages. A detailed description and
a case report are published elsewhere [46].

Recruitment and Referrals

By the end of 2014, more than 1000 GPswere contacted through
post, whose practices were located in the relevant catchment
area for referrals to the university outpatient clinic (60 km).
Overdl, 137 GPs from 107 practices in Bavaria (Germany)
agreed to refer to bPT. In the recruitment period from February
2015 to August 2016, 121 GPs referred to at least one patient,
and 86 GPs had partaking patientsin the RCT.

Successful referrals were operationalized as the number of
patientswho completed screening for MDD after being informed
of itin GP offices. Owing to the study design, it was not possible
to document the intended referrals onsite. Higher referral rates
can be assumed; since some patients may not have followed the
recommendation of their GP, the GPs had reported a high
number of patients treated daily (mean 49, SD 22.84), and not
all patients could be assigned to a GP.

The recruitment of GPs for this qualitative study took place
shortly before the end of the study enrollment period (March
to June 2016) by inviting 110 GPs from the trial population
(those without study withdrawal) by email or telephone to
participate in interviews. In total, 12 GPs (11%) took part in
semistructured interviews. Of 110 GPs, 39 refused to participate;
somewereinterested but had time constraints, and others could
not be reached by telephone and emails with 3 reminders.

Design of the Qualitative Study and Data Collection

We used a qualitative method with a theory-based approach to
gain insights into the experiences and perspectives of GPs
regarding their referral behavior to bPT. This exploratory
method is a recommended approach to identify barriers and
facilitators for implementing interventions [47].

The semistructured interview guide (Textbox 1) was based on
the theoretical domains framework (TDF), which provides a
comprehensive theoretical assessment of implementation
problems and professional behavior [48]. The 14 domains (eg,
knowledge and intention) represent potential determinants for
the change of behavior of GPs during the implementation of
bPT as anew referral option. It enables researchersto identify
the hindering and facilitating factors to support the
implementation of evidence-based interventions. Items were
evaluated by 3 expertsin clinical psychology, e-mental health,
and qualitative research to enhance validity. When needed,
guided prompts enabled gathering of information, and field
notes complemented data collection. Pilot testing of the
interview guide with thefirst interview (IT) did not require any
adjustments.
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Textbox 1. Theoretical Domains Framework and exemplary questions in the interview guide.

DO01: Knowledge

DO02: Skills

DO03: Social/professional role and identity

or your identity?

DO04: Beliefs about capabilities

DO05: Optimism

DO06: Beliefs about consequences

«  What do you think are the benefits of bPT?

D07: Reinforcement

DO08: Intentions

D09: Goals

D10: Memory, attention and decision processes

D11: Environmental context and resources

referrals?

D12: Social influences

expect?

D13: Emotion

D14: Behavioral regulation

«  What do you know about blended psychotherapy (bPT) and its effectiveness?

«  Which skills and competencies do you consider as necessary to refer patients to bPT?

. Doyou seereferring suitable patientsto bPT as part of your role? Is doing referralsto bPT incompatible or in conflict with professional standards

« How difficult or easy isit to refer patients to bPT? How confident are you that you can overcome existing barriers?

«  Based on your experience, how confident are you that referralsto bPT will run optimally?

« Doyou think the benefits of bPT for patients are sufficient to justify referral being part of your normal workflow?

o How much of apriority isbPT in the care of patients with depression? How essential is your personal requirement to refer patients?

« How do you feel about the goal to implement bPT into the health care system in away that you could refer to it in the future?

o Isreferring to bPT something you usually do or remember to do? What helps or would help you to remember?

« Doyou think there are sufficient resources available if you start referring more patients to bPT? Which barriers outside your practice can prevent

. Did colleagues or patients/relatives ever prompt or encourage you to refer to bPT? Did they discourage your referral? What reactions do you

« Doyou think bPT is something patients are willing to participate in? Does thinking about referrals to bPT evoke any concerns?

« Arethere procedures or ways of working that encourage referrals to bPT?

The sample size was determined by the low response rates to
interviews at the end of the RCT enrollment period. Hence, the
sample size and composition could not be planned. In total, 3
interviewers conducted 4 interviews with GPs. IT trained 2
interviewerswith aBachelor of Sciencein Psychology inusing
the interview guide and gave feedback to their first interviews.
Theinterviewswere conducted through tel ephone between May
2016 and June 2016, whereas the GPs were at the workplace
(n=9), at home (n=2), or in the car (n=1). The average duration
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of the interviews was 56 min (SD 15.26; minimum=36 and
maximum=78). Interviewswere audio recorded and transcribed
verbatim, based on a transcription guide. Data were
pseudonymized using code numbers.

Data Analyses

Qualitative Analysis

A qualitative content analysis was conducted, drawing on an
inductive-deductive approach and using standardized methodical
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steps in qualitative research [49]. Codes were developed from
the raw data and referred to themes relevant to the research
guestion. The items were based on the TDF.

Firgt, alist of codeswas devel oped using 50% (n=6) of interview
material, which involved identifying emerging themes,
discussing the possible meanings of text excerpts, and arranging
themes into categories within consensus meetings. Consensual
coding was applied to enhance the quality of the coding process
[50]; 2 independent coders developed and compared codes and
discussed any differences to generate consensus on the codes.

Second, afurther text retrieval wasdoneto (1) label text related
to the first draft of the codelist, (2) specify subthemes, (3) add
new emerging themes to the code list, and (4) target a higher
level of abstraction of the codes. A paragraph was coded if it
contained themes from one or more categories. I T gave written
feedback to the codersregarding al labeled text framesto enrich
the data interpretation through clinical expertise. The list of
codes was revised and completed with additional definitions
and exemplary statements. A preliminary code system, based
on 50% (6 interviews) of the material, was developed and
discussed in aconsensus meeting among I T, SS, and the coders.
They reached final agreement on code definitions and excerpts,
the structure of the code system, and coding rules. Thisiterative
research process aimed to finalize the code list to fit the data
and to optimize the content and number of identified categories.

Third, al interview transcripts were independently coded by 2
codersin accordance with the code list. There was sufficiently
moderate intercoder agreement with the coefficient kappa,
k=0.71 [51]. Data saturation (a validity criterion of the codes
list) was successfully reached, as each theme was mentioned
by at least two GPs and no new themes emerged from the
interview data. This indicated that no additional interviews
should be conducted [52]. Key themeswere defined asemerging
themes mentioned by 100% of GPs.

Finally, to ensure the validity of the identified themes, the 12
GPswere questioned asto whether they agreed with the resultant
barriersand facilitators viaasurvey. The themeswere presented
as alist. GPs agreed, on average, with 37 of 48 of all themes
identified (mean 78%, SD 14%; minimum=44% and
maximum=98%). The mean agreement rate per theme (ie, for
each barrier or facilitator) was 78% (SD 19%; minimum=8%
and maximum=100%). Thus, the identified barriers and
facilitators yielded very good validation results.

Quantitative Analysis

A comparison of all barriers and facilitators and the percentage
of al 12 GPswho mentioned thesein the interviews and in the
follow-up validation survey was conducted. Agreement rates
per GP were analyzed.

Secondary quantitative analyses were conducted to evaluate
whether there were any group differences in the identified
barriers and facilitators. The interviewees were divided into 2
groups according to thefollowing characteristics:. “referral rates:
high (n=4) versus low (n=8)" (cutoff by mean value=6),
“experienceyearsaslicensed GP: high (n=6) versus|ow (n=6)"
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(cutoff by mean value=15), and “training in psychotherapy: yes
(n=4) versus no (n=8)." A frequency table and descriptive
statistics with 95% Cls were used to present differencesin the
barriers and facilitators between the abovementioned groups.
Inferential statisticswere not applied because of small samples
and limited power. Power sensitivity analyses indicated that
both equal (6/6) and unequal (8/4) small sample sizes would
have the sengitivity to detect only alarge proportional difference
of 0.75 in a Fisher exact test and large effect sizes of d=1.96
(unequal) or 1.85 (equal) in aMann-Whitney U test, each with
a power of 80% and an alphalevel of 5% (two tailed).

Independence tests of the interviewed sample (n=12) and the
remaining RCT sample (n=64) were conducted using the Fisher
exact test for categorical variables (because of cell frequencies
<5) and using thet test or Mann-Whitney U test for continuous
variables. The results of the nonparametric Mann-Whitney U
test were reported because of unequal sample sizes, if both
assumptions (normality of distribution and equality of variance)
were not met. The test was applied for verification if the data
were nonnormally distributed. All analyses were two sided,
with an alphalevel of 5%. Sensitivity power analysisfor t tests,
targeting unequal sample sizes (n=64 and n=12), an alphalevel
of 5% (two tailed), and 80% power, had yielded the sensitivity
to detect an effect size of d=0.89.

Pearson corre ations were conducted to determine the association
between referrals and different continuous variablesin thetotal
RCT sample (n=76). The power analysisindicated that asample
size of 76 would have the sensitivity to detect an effect size of
r=0.31, with a power of 80% (alphalevel of 5%, two tailed) in
abivariate correlation.

The tool MAXQDA 12 (VERBI software, 2015) was used for
the qualitative analysis and SPSS 25 (IBM SPSS Statistics,
2017) for the quantitative analysis. Power analyses were
conducted using G*Power, version 3.1.9.7 [53]. A guideline
for reporting qualitative studies (Consolidated Criteria for
Reporting Qualitative Studies[ COREQ)] checklist) was applied
(Multimedia Appendix 2) [54].

Results

Participant Characteristicsand Referral Rates

Interviewed GPswere mainly men (8/12, 67%), with an average
of 50.67 (SD 11.88) yearsand reported an average of 15.75 (SD
10.42) years of practice experience. Regarding their
qualifications, 4 GPs had alicensefor psychotherapy and 9 had
further education in psychosomatic basic care in addition to
their university degree in medicine. GPs worked in both
metropolitan (7/12, 58%) and rural (5/12, 42%) aress.
Saciodemographic datafor theremaining RCT sample (available
for n=64) showed similar values, such as a proportion of 64%
(41/64) being men, an average age of 52.14 (SD 8.73) years
with 16.65 (SD 8.34) working years as a licensed GP. There
were no statistically significant group differences in
characteristics between the interviewed sample (n=12) and the
RCT sample (n=64), all P=.08 (seedescriptive statisticsin Table
1).
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Table 1. Sample characteristics of participants.

Characteristics of GP<® RCTP-GP sample Interviewed GP sample (n=12) P value® Low referrerinter-  High referrer inter-
(n=64), mean (SD) viewess (n=8)%,  viewees (n=4)",
mean (SD) mean (SD)

Mean (SD) Minimum Maximum

Age (years)

52.14 (8.73) 50.67 (11.88) 29 75 62 51.50 (13.70) 49.00 (8.60)
Female, n (%)

23(36) 4(33) N/A® N/A >.09f 3(39) 2 (50)
Experience aslicensed GP (years)

16.65 (8.34) 15.75(10.42) 1 31 94 15.50 (10.58) 16.25 (11.67)
Working in current practice (years)

14.82 (9.47) 14.29(9.36) 1 28 86 13.19 (8.70) 16.50 (11.62)
Training in psychosomatic care, n (%)

51 (80) 9 (75) N/A N/A 14f 5 (63) 4 (100)
Training in psychotherapy, n (%)

7(11) 4(33) N/A N/A oo 3(39) 1(25)
Radius of patient catchment area (km)

14.72 (11.09) 16.67 (12.26) 3 50 59 11.25 (6.27) 27.50 (15.00)
Number of daily treated patients

48.80 (22.81) 52.00 (24.06) 20 100 .69 49.17 (18.55) 56.25 (33.51)
Number of referralsto blended psychother apy

2.75 (3.06) 6.33(9.42) O 26 669 1.38(9.2) 16.25 (11.27)

Self-ratings on competences (range 1-5)h

Diagnosingdepres-  3.81 (0.69) 4.08 (0.29) 4 5 169 4.13(0.35) 4.00 (0.00)
sion

Depression treat-  3.10 (0.93) 2.92 (0.90) 2 4 .54 3.00(0.93) 2.75 (0.96)
ment with psy-

chotherapy

Supportive talk 3.76 (0.84) 4.08 (0.67) 3 5 21 4.00 (0.54) 4.25 (0.96)
Treatment with 3.33(0.59) 3.00 (0.85) 1 4 .08 3.13(0.64) 2.75(1.26)
pharmacotherapy

Agreement with statements (range 1-5)i

| am experienced  3.75 (0.70) 3.67 (0.65) 3 5 72 3.62 (0.74) 3.75 (0.50)
in treating depres-

sion

| carry out depres-  4.30 (0.98) 4.42 (0.67) 3 5 .70 4.38 (0.74) 4.50 (0.58)

sion treatment be-
cause of long wait-
ing periods for
specialist care

8GP: general practitioner.
BRCT: randomized controlled trial.

Cstatistics regarding group differences between randomized controlled trial (n=64) and interviewed sample (n=12). A t test was used, if not otherwise
specified. The results of t tests were verified if one requirement was not fulfilled.

dGroups were split by mean value (low referrers mean <6; high referrers mean =6).
EN/A: not applicable.
"The Fisher exact test was used for categorial variables.
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9The Mann-Whitney U test was used if both assumptions were not met because sample sizes are unequal.

hscale from quite low (1) to quite strong (5).
'Scale from not applicable (1) to very applicable (5).

The patients treated with bPT (n=86) were aged on average
43.22 years (SD 13.07; range 19-70), mostly women (61%),
highly educated (56%), and employed (74%). Overall, 71% had
no prior experience with psychotherapy.

Of 698 successful referrals to bPT, 321 could be assigned to

121 GPsin the RCT. The magjority of RCT-GPs (92/121, 76%)
referred fewer than 3 patientsto bPT during the 18-month study

period, indicating a ceiling effect. However, there was a large
variation between GPs in the number of referrals made (RCT
sample. mean 2.65, SD 3.92; minimum=1, maximum=26;
interview sample: mean 6.34, SD 9.42; minimum=0,
maximum=26), and interviewed GPs had higher referral rates
than thosein the RCT. Table 2 showsthe frequency distribution
of GPs' referralsto bPT in the interviewed sample (n=12) and
the RCT sample (n=121).

Table 2. Frequency distribution of GPs' referral rates to blended psychotherapy.

Referral rates

Randomized controlled trial-GP? sample (n=121), n (%)

Interviewed GP sample (n=12), n (%)

Number of referrals per GP

0 0(0)

1 63 (52.1)
2 29 (24)
35 20 (16.5)
6-8 5(4.1)
12 1(0.8)
21 1(0.8)
26 2(17)

1(8)
4(33)
2(17)
1(8)
2(17)
0(0)
0(9)
2(17)

8GP: general practitioner.

A significant moderately negative correlation was found between
the number of referrals made and self-rated competence in
delivering pharmacotherapy (r(73)=-0.31; P<.001), that is, GPs
with higher self-confidencein delivering pharmacotherapy were
less likely to make referrals to bPT. Correlations between
referrals and demographics, medical experience, competence
ratings, and depression management statement agreementswere
otherwise nonsignificant (Multimedia Appendix 3).

Qualitative Findings
Altogether, 19 barriers and 29 facilitators were identified and
categorized into 4 main areas: (1) the general practitioner, (2)

the patient, (3) factorsinfluencing theroutinein the GP practice,
and (4) factors relating to sociopolitical circumstances that
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influence the implementation of a bPT for MDD in Germany
as well as the referral process. In total, 77% (37/48) of the
identified themes were mentioned by at least five or more
interviewed GPs (42%), whereas 44% (21/48) of the themes
were mentioned by at least eight GPs (67%).

Barriersto Referrals

Most emerging barriers (11/19, 58%) were assigned to the
patient level. Five barriers (5/19, 26%) were named by at least
nine GPs (75% of interviewees), whereas 2 barriers (2/19, 11%)
were mentioned by all 12 GPs. These latter 2 key barriers are
presented in the following section with a quotation illustrating
thephysicians experiences, whereasall 19 barriersare described
with a definition and supporting quotationsin Table 3.
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Table 3. General practitioners perceived barriers for referrals to blended internet-based psychotherapy (bPT) for depression.

Barriers (n=19) Definition Supporting quotations

GPs? (n=12)

n (%)°

KC

ship or personal contact

Level of general practitioner (barriersn=4)

enough therapeutic contact for the patient. Inter-
viewees mention that agood therapeutic relation-
ship and good rapport cannot arise through inter-
net-based interventions

Little knowledge about inter- 12 (100) 22 The GPs know little about the content and proce- “To date, | don’'t know anything about

net-based interventions dures of internet-based interventions or bPTS. the efficacy of internet-based interven-
Furthermore, they declare to have no profound  tions” [GP059]
scientific knowledge about their clinical effective-
ness

Lack of feedback onreferral 9 (75) 13 The GPsneed morefeedback on the effectiveness  “It’s important to be immediately in-

or treatment response of bPT for apatient, and if necessary, recommen- formed of its effects on the patient [...]
dationsfor further treatment. Feedback isclaimed whether bPT was successful. Or con-
to be an essential component of the communica-  versely, what measures should be taken
tion between GPs and other professionalsin health  if the patient became serioudly ill.”
care [GP0O84]

Skepticism toward theinter- 6 (50) 10 The physicians are skeptical of the quality of in-  “I would prefer traditional psychotherapy

net-based intervention ternet-based interventions for depression. Asa i there could be shorter waiting periods,
result, they prefer other treatment optionsfor pa-  because it's more sustainable, along-
tients term treatment and more personal.”

[GP026]

Lack of habit and routine 5 (42) 10 Referralsto bPT are not ahabit and not yet normal  “The routineis still developing. It's not
for the everyday working routine. Theintegration part of my roleyet. [...] Referralsto bPT
of anew procedure takestime and isacomplex  have not yet been embedded in my rou-
process. Thereasonsfor thisincludelack of time, tine and my regular work, so to speak.”
lack of familiarity with the program, or no cover- [GP043]
age by medical insurance

Level of patient (barriersn=11)

Lack of familiarity withtech- 12 (100) 22 The GPs assume that some patients are not confi-  “I imagine not al patients are tech-

nology, internet, and media dent in using computers, mobile phones, and new  savvy. Evenwhen you provide them with
technology. They might not befamiliar withthese a smartphone, | think, they’re scared of
devices or have little experience using them not being able to use new technologies.”

[GP007]

Disease-specific contraindica 10 (83) 20 The GPs assume that patients with certain diag-  “A referral isnot an option if thereisan

tion noses are not suitable for theinternet-based inter-  acute suicide risk, a borderline disorder
vention, for example, severe formsof depression,  or eating disorders.” [GP059]
chronic clinical course, suicidality, lack of intro-
spection skills, personality disorder, high comor-
bidity, or psychotic symptoms

Reservations and skepticism 9 (75) 14 The patients are skeptical of the treatment and “Patients say ‘ Internet? That works for

toward technology in treat- whether therapy can be effectively implemented  depression treatment? Really? They are

ment and delivered through internet technology quite skeptical.” [GP097]

Lower suitability for physical- 8 (67) 9 Internet-based interventions for depressionare  “It’s clear that older patients, who have

ly limited or older patients often considered less suitable for patients with bad eyesight, won't sit in front of their
physical limitations. GPs would not refer older  screen and do an internet-based interven-
patients to internet-based interventions tion.” [GPO59]

Reservationsregarding data 7 (58) 12 Patients expressreservationsregarding datasafety  “Patients are often very anxious about

safety with internet-based interventions for depression  data safety when offering something via
or thisis assumed by the GP the Internet. They don't believe mewhen

| tell them that their information stays
confidential.” [GP084]

Lack of internet accessora 5 (42) 7 I nternet-based treatment isrefused or cannot take  “Well, apart from not having access to

computer place because patients do not have thetechnical  the internet and alack of trust in data
equipment (mobile phone and computer within-  security, | can’t think of any big barri-
ternet access) ers” [GP012]

Limited therapeutic relation- 5 (42) 9 I nternet-based intervention does not provide “Maybe for some the internet-based in-

tervention istoo impersona. Some pa-
tients might still prefer more human
contact and a closer relationship.”
[GP007]
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Definition

Supporting quotations

Barriers (n=19) GPs? (n=12)
n@)?  «°
Fear of stigmatization 3(25) 4
Persona effort required 3(25) 5
Language barrier 3(25) 4

Littleroom for individualized 2 (17) 4
treatment or personal issues

Level of GP practice (barriersn=1)

Lack of timefor explanations 3 (25) 3
about the availability of bPT

L evel of sociopalitical circumstances (barriersn=3)

Low awareness of bPT asa
therapeutic method

768 11

No reimbursement by health 6 (50) 9
insurance

Organizational, bureaucratic,
and legal requirements for
care providers

542 6

Having depression and starting bPT causes un-
pleasant feelings within patients. They fear the
consequences of apsychological diseasein society

Contributing actively and independently to the
treatment can be burdensome for patients. It can
be especially challenging for those with depression

Patientswho are not ableto speak German, which
is needed for the intervention, cannot take part in
the internet-based intervention. The GPs believe
thereisaneed for trand ationsinto other languages
for immigrants and refugees

The limited number of face-to-face sessions and
the therapists’ orientation toward web-based
modules|eavelittle therapeutic room for personal
issues and individualized treatment

The GPs and their office staff lack tempora re-
sources to explain the new bPT that is available
to patients

Public knowledge and awareness of internet-based
interventions and bPT for depression is limited,
and this reduces the willingness to use bPT

Health insurance companies do not cover the re-
imbursement of internet-based interventions

Organizational, bureaucratic, or legal obstacles
can avert the referral to bPT for depression. This
includes the interference of health insurance
companies, shortage of money, legal requirements,
etc

“When you namethe disorder, it isoften
hard for patients to accept it. When you
say ‘Listen, the depression hasto be
treated and there is bPT, the patient of-
ten doesn't like it.” [GPO59]

“| say tothe patients: ‘ You haveto work,
you use your PC at home! [...] Itin-
volves personal effort and it isnot as
comfortable as sitting in the GPs’ office
and going home afterwards.” [GP046]

“One disadvantage is that the interven-
tion excludes refugees and immigrants
because of the language. They're abig
patient group. They need atrandator.”
[GP026]

“1 had a patient that struggled with bPT.
The face-to-face sessions were too at-
tached to theinternet part and he wanted
to talk more about himself. It was too
rigid for him.” [GP0Q7]

“When the counselling for depression
treatment takes too much time, when |
spend too muchtimeexplaining[...] that
there's something new and how it works,
then | won't have enough time.” [GP043]

“Nobody asked me or reinforced to me
that | should refer to bPT. That's too
early. It isn't well-known enough yet.”
[GPO46]

“Health insurers should pay for it and
there should be contingencies’ [GP007]

“The bureaucracy and the legal require-
ments of §12 SGB V, that asks for * effi-
ciency principles’, aswell asthe entire
organization of the Association of
Statutory Health Insurance Physicians
are aggravating factors.” [GP046]

8GP: general practitioner.

bThe percentages give the proportion of al 12 genera practitioners who mentioned the barrier.
°Number of excerpts (k) show the number of statements regarding a barrier on a code level.

9bPT: blended psychotherapy.

All interviewed GPsreported feeling poorly informed about the
content and the procedure of bPT and having little knowledge
about the scientific evidence of the treatment, as one GP
outlined:

I know nothing about the effectiveness of bPT. | have
not read anything about it in GP journals. [GP098]

All respondents agreed that patients who are not familiar with
computers or smartphones and have little experience with
technol ogy might struggle with the technol ogy-based treatment:

http://mental .jmir.org/2020/8/e18642/

Thereare still peopl e today who are not familiar with
computers, especially in rural areas. [GP053]

Facilitators for Referrals

The analysis revealed more facilitating than hindering factors
on the levels of the GP as a person, GP practice, and
sociopolitical circumstances. Of the identified 29 facilitators,
16 (55%) were mentioned by at least 75% (n=8) of GPs and 2
(7%) by all interviewees. Below, these 2 key facilitators are
presented with an outlining statement. All 29 facilitators are
described with a definition and supporting quotations in Table
4,
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Table 4. Genera practitioners perceived facilitators for referrals to blended internet-based psychotherapy for depression.

Facilitators (n=29)

GPs? (n=12)

n (%)°

KC

Definition

Supporting quotations

Level of general practitioner (facilitatorsn=11)

No conflict with GP'srole

High level of self-efficacy
regarding the referral

Optimistic attitude

Support through information
and training

Positive self-appraisal re-
garding own skills

Positive beliefs about treat-
ment success

Positive attention and deci-
sion-making process

Expectation of social rein-
forcement

Perception of patients’ con-
sent

Positive emotions

Personal contact with the
therapists and provider

12 (100)

11(92)

11(92)

11(92)

9 (75)

9 (75)

9 (75)

9 (75)

9 (75)

8 (67)

7(58)

Level of patient (facilitators n=9)

Perceived patient suitability
(eg, well-educated or young)

Intervention for minor-to-
moderate depression or dys-
thymia

Motivation and willingness
for treatment

12 (100)

10 (83)

7(58)

16

15

15

19

10

12

16

11

22

22

13

Referral to abPTY isnot in conflict with pro-
fessional standards and the GP'srole identity.
Interviewees integrate the referral into their
job role without problems

The GPsfed ableto do thereferral to bPT in
apromising and successful way. They describe
no difficulties for the referral process

The interviewees are open toward the new in-
ternet-based approach. Physicians are confident
that the bPT will work well and the treatment
will be successful

The GPswould benefit from moreinformation,
further education and training, and the oppor-
tunity to try out the tool themselves. Thisin-
creases the likelihood of areferral

The GPs rate their own skills as very high
which are needed for a successful referral.
Those include, for example, the diagnosis of
depression and counseling techniques

The physicians expect the blended depression
treatment to be associated with positive conse-
guences for the patient

Positive attention and decision-making process-
es are supported by the following: the referral
option is remembered, GPs get reminders
(flyersand mails) from the therapy institution,
and patients give positive responses to the
treatment

The GPs expect positive reactions within their
social environment for the referral of patients
to bPT

The physiciansfeel that patients are willing to
take part in blended depression treatment. They
expect patients to give consent when they ex-
press areferral offer

Pleasant emotions arise when the GPs consider
referring a patient to bPT for depression

Personal contact with therapists and staff of
the provider reinforcesthe GP' sreferral behav-
ior

bPT is an up-to-date intervention, which is
closeto patients’ everyday mediause. It ises-
pecially suitable for people of ayounger age
and amedium to high level of education

The GPs perceive bPT to be appropriate for
patientswho are affected by minor-to-moderate
depression or dysthymia

The interviewees are ready to recommend the
blended treatment if the patient shows motiva-
tion and willingness to start the treatment

“1 don't see arole conflict. AsaGP you're
not a specidist for everything, therefore it
belongs to my daily routine to refer patients
toaspecialist. My competenceisrecognizing
patients being in need of a specialist.”
[GP084]

“Thereferral to bPT isnot very complicated.
It already works quite well.” [GP084]

“1 am very confident that bPT can be agreat
support. Definitely.” [GP007]

“1 think a 2-3 hours training session would
benice. A short introduction into the disorder,
thediagnostic process of the GP and informa-
tion about the blended treatment.” [GP026]

“Themain skill isactually interviewing. |
learnt most the things by doing further educa
tional courses. Asa GP, my main weapon is
talking.” [GP084]

“| can imagine, that a certain group of pa-
tients could benefit alot fromit. [...] | think
itisastep forward.” [GP084]

“I really remember it al thetime. | have the
flyer on my desk and every patient that seems
suitable to me gets one from me.” [GP026]

“I would expect interest and curiosity about
bPT from others” [GP012]

“Yes, patientsarewilling to participatein the
bPT.” [GPO07]

“It feels good to be able to refer a patient to
bPT.” [GPO07]

“It was helpful to know the staff.” [H026]

“Patients with a higher educational level are
more suitable” [GP012]

“1 would refer patients suffering from mild
to moderate depressive disorders. | don’t
consider bPT to be sufficient for severe
forms.” [GP012]

“If a patient shows interest and wants to be
informed about the bPT, | am open and ready
to recommend the offer.” [GP012]
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Fecilitators (n=29) GPL (n=12) Definition Supporting quotations
n (%)° K®
Smaller inhibitionthreshold 7 (58) 15 Patients have fewer inhibitions about taking ~ “Another facilitating factor is maybe the low
and barrier for usage part ininternet-based interventionsfor depres-  threshold, particularly for younger patients,
sion and taking advantage of this offer. One  to contact a psychologist online.” [GP012]
can reach new patient groups, who were not
previously open for treatment
Time- and location-indepen- 6 (50) 8 Theinternet-based componentsof thetreatment  “ The advantageis surely that bPT isnot time
dent internet-based interven- are neither bound to place nor to time, sothey  bound, at least for the internet-based part of
tion can be easily integrated into daily life. The the treatment.” [GP046]
patient works through the internet-based mod-
ulesin aflexible way
Anonymity 5(42) 7 Patients also participate because of thegiven  “The anonymity is an advantage. If patients
anonymity of the web-based section of bPT  can register on their own on an online plat-
and appreciate this anonymity form, it will surely help. Somejust have this
threshold and are frightened to speak about
their problem in face-to-face contact.”
[GP007]
Technical affinity 4(33) 4 Working with technical tools and new media  “Younger patients, who are often
isan incentive to join internet-based interven-  technophiles, are especialy interested in bPT,
tions for depression. People who have an | think.” [GP012]
affinity for technical tools are attracted to this
new technology
Preventive approach for 3(25) 7 The GPshelievethe bPT issuitablefor subclin-  “I think it is an in-between treatment. | need
subclinical symptoms ical symptoms of depression. It can aso be it for people diagnosed with a depressive
used for prevention adaptation disorder who are till at abegin-
ning point with subclinical symptoms.”
[GP007]
Short duration of treatment 2 (17) 3 The treatment only lasts 13 weeks, whichisa “The behavior-centered working, six sessions

Level of GP practice (facilitator s n=3)

Methods facilitating GPs
work and referral process

GPs' perception of ahigh
demand

Saving GPs' office re-
sources

11(92) 40
11(92) 14
7(58) 14

manageable amount of time for patients

Working routinesthat help GPsto treat depres-
sive patients and to refer them, for example,
information flyer, poster in the waiting room,
newsl etter, standardized referral documents,
digital feedback about diagnostic and treatment
findings

Additional treatment optionsfor thereferral of
depressive patients are strongly needed in GPS
offices

Referralsto bPT saves GPs' resources. Patients
can apply for therapy on their own viaan web-
based link. Physicians do not have to bridge
the time with atreatment in their own office
until a patient starts atraditional treatment

Level of sociopolitical circumstances (facilitator s n=6)

Short waiting time for inter-
net-based intervention

Quick and easy availability

11(92) 38

10(83) 18

The waiting time for internet-based interven-
tionsis essentially shorter than for traditional
face-to-face psychotherapy. Depressive patients
can be treated promptly, and as such, psycho-
logical strain is reduced

Internet-based intervention is quickly and eas-
ily accessible for patients without any large
organizational and tempora effort

inashort-term, therefore amanageable thing.
I likethat.” [GP084]

“Concerning one patient, | underestimated
the severity of the disorder and | received di-
agnostic feedback from histherapist. | called
aneurologist for an appointment in the near
term. | saw this positively sincel don’t claim
that | can recognize everything.” [GP084]

“Thereisan increased prevalence of depres-
sion, especialy in younger patients. Those
providing outpatient therapy are overloaded.
Thereisahigh need.” [GP098]

“Referrasto bPT are relatively time saving,
don’t need many resources, are quickly exe-
cuted and actually quite feasible” [GP012]

“The main advantage is that there’s no time
delay. You can offer your patient atreatment
immediately.” [GP012]

“Everybody can start the treatment very easi-
ly at home and almost immediately. The pa-
tient doesn’t need to arrange an appointment
for thefirst contact, he can start online.”
[GP059]

http://mental .jmir.org/2020/8/e18642/

RenderX

JMIR Ment Health 2020 | vol. 7 | iss. 8 | €18642 | p. 11
(page number not for citation purposes)


http://www.w3.org/Style/XSL
http://www.renderx.com/

JMIR MENTAL HEALTH

Titzler et al

Supporting quotations

The GPs benefit from the provision of an addi-
tional up-to-date treatment offer in the health
care system. bPT can close the care gap and
has the potential for nationwide coverage

bPT for depression should be established in
the health care system as an intervention with
approved evidence. The GPs should be in-
formed about the guidelines and the recommen-
dation of bPT as atreatment for depression

Mediareports about the possibility of bPT for
depression asan approved therapeutic approach
improves GPs' and patients' perceptions of it
and their willingnessto use it

Facilitators (n=29) GPS (n=12) Definition

n@y)®  «°

Additiona therapy approach 9 (75) 21

as new pillar in health care

Integration within guidelines 6 (50) 11

as evidence-based treatment

Mediacoverageimproves 3 (25) 5

awareness and eval uation of

bPT

Bridging the waitingtime 2 (17) 4

for traditional psychotherapy

Long waiting timesfor specialized therapeutic
care are a burden for the patient. Short-term
bPT for depression can be used while patients
wait for the start of along-term traditional
therapy. It helpsto prevent the deterioration of

“bPT closesagap in our range of therapeutic
treatments. It isavery good additional option.
Accessto psychotherapy islimited and every-
thing additional is something positive”
[GP026]

“Well, GPs are treating patients according to
guidelines and it would help, if bPT were to
be integrated into these guidelines. We have
to be sure, that we can work with this treat-
ment without hesitation.” [GP053]

“A kind of public relation would be helpful.
| benefit from the media coverage. If my pa-
tients get aware of thisbPT through TV re-
porting, then | can say ‘Yes, I'm apart of it,
too’.” [GP084]

“1 wonder if | should refer my patient first to
your bPT short-term treatment and hope it
will help, or should | choose areferral to a
long-term psychotherapy with long waiting
lists. | have to admit, | sometimes did both.”

symptoms

[GPO26]

8GP: general practitioner.

BThe percentages give the proportion of al genera practitioners who mentioned the facilitator.
®Number of excerpts (k) show the number of statements regarding a facilitator on a code level.

9bPT: blended psychotherapy.

All interviewed GPs perceived no role conflict between the
referral to bPT and their professional identity and standards:

| seethereferral to bPT aspart of myrole. | seeit as
a welcome opportunity to be able to offer the patient
a quick and uncomplicated means of assistance here
in the practice. [GP059]

Each GPidentified patient groups for whom the bPT suitswell.
They characterized these patients as those who are young and
highly educated, used to work with computers and smartphones,
and ready to integrate them into their treatment:

I think it is definitely suitable for younger patients
and also for patientswho are already at work and do
not have that much time. [GP083]

Quantitative Findings

Follow-Up Validation of Qualitative Findings

The follow-up assessment of the identified themes within the
qualitative interviews showed a very high agreement rate
between all 12 GPsof at least 75% for 34 (71%) of theidentified
barriersand facilitators. Intotal, 44 of 48 (92%) themesyielded

http://mental .jmir.org/2020/8/e18642/

an agreement rate of at least 58%, and 3 (6%) themes were
agreed by all GPs. Only 2 (4%) themes had an agreement rate
less than or equal to 25% of GPs.

Low awareness of bPT as a therapeutic method was the barrier,
and integration within guidelines as evidence-based treatment
and short waiting time for inter net-based intervention were the
facilitators, which resulted in the highest agreement rates.
Patients' fear of stigmatization was the barrier, and GPS
expectation of social reinforcement was the facilitator with the
lowest agreement rates.

All barriers, and the percentage of al 12 GPs who mentioned
these in the interviews and in the follow-up validation survey
of qualitative findings, are listed in Figure 1. The average
proportion of GPs who mentioned these 19 barriers in the
interview was 53% (SD 25%; minimum=17% and
maxi mum=100%), whereasthe mean agreement ratefor barriers
in the quantitative follow-up survey was 69% (SD 24%,;
minimum=8% and maximum=100%). When these 19 identified
barriers were presented to GPs as a list, 53% obtained higher
agreement rates than in the interviews.
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Figure 1. Frequency graphs of barriersfor referrals to blended psychotherapy (bPT) mentioned in theinterviews and in the follow-up assessment. GP:
general practitioner.
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i
@ 429
> i o1t 1 - )
g Lack of habit and routine 83%
- Skepticism toward the internet-based intervention 470{50 Yo
] 270
-
2" Lack of feedback on referral or treatment response 58% 15%
= 589
-
. B E : ; reritions TR
2 Little knowledge about internet-based interventions 67% 100%
0 L
Q
. o . . 17%
Little room for individualised treatment or personal issues ~M—_ 0 75%
. 25%
Language barrier 239
- . 25%
Personal effort required N > 58%
Fear of stigmatization T 25%
1]
nited therapeutic telationshin of personal —— 2%
Limited therapeutic relationship or personal contact 67%
-
ack ofi arcess or o . — 2"
g Lack of intemet access or computer 2% 839
- - =
5 - ‘ pry  — S0
=7 Reservations regarding data safety 589
I ower suitability for phvsi - : patients N G 70
ower suitability for physically limited or older patients 83%
Reservations/skepticism toward technology in treatment 6““:300
I
i ifi indicati I 83%
Disease-specific contraindication 23%
Lack of familiarity with technology. internet, media 9.}0,100 o
270
w
o Lack of time for explanations about the availability of pu—" 25%
A& E bPT 25%
Tl
== 42%
5 @ Organizational and legal requirements for care provider 929,
g = T
T8 , - —— 5070
2 - No reimbursement by health insurance 920
L E —~ 589
S 3 - : —— 57
D o Low awareness of bPT as a therapeutic method 100%
e .= ’
I

0% 20% 40% 60% §0% 100%

All enabling factors and the percentage of al 12 GPs who maximum=100%), whereas the mean agreement rate for
mentioned the facilitator in the interview and the follow-up facilitators in the quantitative follow-up survey was 83% (SD
validation survey of qualitative findings are listed in Figure 2. 14%; minimum=42% and maximum=100%). Overall, 66% of
The average proportion of GPswho mentioned thesefacilitators  these 29 facilitators received higher agreement rates from GPs
in the interview was 66% (SD 25%; minimum=17% and when presented asalist.
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Figure 2. Frequency graphs of facilitators for referrals to blended psychotherapy (bPT) mentioned in the interviews and in the follow-up assessment.
GP: genera practitioner.
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Descriptive statistics and 95% Cls can be found in Multimedia

Differencesin the Barriers and Facilitators Perceived Appendix 4.

by GPs With Different Characteristics

Frequency tablesindicated there were differences between GPs
with different characteristics (low or high referrers, low or high
GP experience, and no or yes psychotherapist) in terms of
whether they mentioned particular barriers and facilitators.

Barriers (10/19) and facilitators (13/29) with a discrepancy of
at least 25% among GPs with high versus low referral rates are
shown in Figure 3. Those mentioned by more high referrers,
with a difference of 50%, included bridging the waiting time
for traditional psychotherapy, little room for individualized
treatment or personal issues, and limited therapeutic
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relationship or personal contact. Low referrersmorefrequently  Such meaningful differences were not found when comparing
mentioned with a difference of 50% low awareness of bPT as  GPs with high or low experience and training or no training in
a therapeutic method, personal contact with thetherapistsand  psychotherapy.

provider, and patients motivation and willingnessfor treatment.

Figure 3. Barriers and facilitators mentioned by high versus low referrers with group differences of = 25%.

B High referrer (n=4)

Low referrer (n=8)

[ R o

Personal contact with the therapists and provider 75%

Positive attention / decision making process
Positive beliefs about treatment success
Positive self-appraisal regarding own skills

Preventive approach for subclinical symptoms

—63"/ 100%

L]

e | ()",
63%

—63‘V 100%

0
e (1%,
13%
e RN

wn
E Anonymity 50%
= _ . ) . .
= Time-/location-independent internet-based intervention . 5%
= 38%
] . PO .
= Smaller inhibition threshold and barrier for usage 15%
== 50%
- . P ~ 0,
Motivation and willingness for treatment —SE—_—_-——— 25% 759
Intervention for minor to moderate depression / dysthymia —7'59/ 100%
o
Bridging the waiting time for traditional psychotherapy 0%_ 50%
Integration within guidelines as evidence-based treatment W 75%
Quick and easy availability —?5"/ 100%
0
. . 2 0
Lack of habit and routine  E—m 257 50%
Skepticism towards the internet-based intervention W 75%
0,
Lack of feedback on referral or treatment response  EE——————— 0% 3%
,,  Little room for individualised treatment or personal issues e — 50%
i
g Language barrier ' ECG————— 500
b oy 3%
é’ Personal effort required kd 38%
- of stigmatisati 50%
Fear of stigmatisation 13%
Limited therapeutic relationship or personal contact D50, 5%
= o
Disease-specific contraindication | o | 100%
. 750,
Low awareness of bPT as a therapeutic method —ES———— 25% 250,
0% 20% 40% 60% 80% 100%

The GPswith low referral rates mentioned fewer barriers (mean
9.75, SD 1.83) and facilitators (mean 18.25, SD 4.13) than those
with high referral rates (B: mean 10.50, SD 2.38; F: mean 21.00,
SD 3.92). Both GP groups mentioned, on average, more
facilitators than barriers.

Discussion

Principal Findingsand Comparison With Prior Work

This mixed methods study investigated facilitators and barriers
for referralsto bPT for depression from the perspective of GPs.

http://mental .jmir.org/2020/8/e18642/

XSL-FO

RenderX

The results should be interpreted in light of the fact that the
sample was limited, small, self-selected, and unlikely to
represent the full range of all GPs' experiences (because of low
response rates). Although referral rates were quite low, they
differed between GPs. The lower the RCT-GPs rated their
pharmacotherapeutic skills, the more referrals they made.
Interviewees referred more than double the number of patients
than the RCT-GPs.

All 29 facilitating and 19 hindering factors were identified on
the levels of GP, patient, GP practice, and sociopolitical
circumstances. The most frequently named barriers by the
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interviewed GPs concerned the use of hew technologies within
blended treatments, as most assumed that some patients would
not be familiar with internet and technology or would be
skeptical and uncertain as to whether an internet-based
intervention could help them. These findings are in line with
earlier research on barriersto the use of bPT by psychotherapists
[34,35,55,56] aswell asIMIsby clinicians (psychiatrists or GPs
or psychologists) [57] or by GPs [42]. Furthermore, GPS
concernsregarding data safety were also mentioned in previous
research on bPT by GPs [58] and psychotherapists [34,35,55]
aswell ason IMIs by GPs[42] and psychotherapists [59].

The interviewed GPs reported not to be familiar with bPT, to
have little knowledge of it, and to prefer more information and
training. Thisisin accordance with the results of studieson bPT
in GPs [58] and psychotherapists [56] and stand-alone IMIsin
GPs [42,60] and health professionals [61]. GPs also asked for
more feedback and professional exchange regarding the
treatment, consistent with requests by professionalsin previous
research on IMIs [57] and with GPs' reported facilitators for
referralsto IMIs[41].

GPs had positive beliefs about the treatment success of bPT as
well ashigh self-efficacy levelsfor patient referrals, contrasting
previous findings on IMIs for depression in GPs [42]. This
might be because of a higher level of trust in familiar
face-to-face treatments or to the scientific setting of the
conducted bPT, which reduced uncertainties. The finding that
GPs feel no conflict with their role was in contrast with
psychotherapists perceptions [36] but could potentially be
explained through their gatekeeper function [40]. Other research
suggested that GPs valued the feeling of being more skillful
and professional when they blended IMIswith their depression
treatment [58].

Further facilitators for referrals mentioned by the interviewed
GPsrelate to the health care system (eg, shorter waiting time,
simple access, closing the treatment gap, feeling able to react
to the high number of depressive patients in a better way) and
are in line with research on IMIs with GPs [41,42] and bPT
with GPs[58] and psychotherapists [34,35]. At the same time,
GPs reported barriers such as little familiarity with treatment,
missing reimbursement, and legal requirements, which
correspond with research of IMIsin GPs [42] and of bPT in
psychotherapists [34,55].

GPs attitudes that patients are suitable for bPT if they are
familiar with modern technologies or are affected by
minor-to-moderate depression were in line with previous
research on bPT with psychotherapists[34,35,56] and GPs[58]
and on IMIswith professionals [57,61]. The latter corresponds
with treatment guidelines for depression [7,8]. Nevertheless,
there is evidence that patients with severe forms can benefit
from IMIscompared with untreated controls[62]. Furthermore,
GPs judged suicidality and psychotic symptoms as a
contraindication for bPT, corresponding with the attitudes of
psychotherapists [34,56], despite studies showing that suicidal
thoughts [63,64] and positive psychotic symptoms [65] can be
targeted successfully with IMls.

The finding that GPs perceived younger patients to be more
suitable for bPT compared with older patientsisin accordance

http://mental .jmir.org/2020/8/e18642/
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with research on IMIs in clinicians [57] and GPs [58] and on
bPT in psychotherapists[34,35,55,56]. However, ameta-analysis
indicated that older patients significantly profited from a
stand-alone IMI for depression and to an even greater extent
compared with younger patients [62].

Thefindings can beinterpretedin the context of prior systematic
reviews on barriers and facilitators and help to develop
implementation strategies. First, they align with the 7 stages of
the implementation process of an intervention (eg, physician,
patient, and system barriers), which were identified using 256
publications to categorize barriers to optimal clinical practice
in health care [66]. These stages could support the
implementation of referrals to bPT in practice. Second, the
findings fall under important groups of determinants relating
to the use of e-mental health interventions[67] and suggest that
theseare considered valid by GPsinrelationto bPT. Theauthors
recommend that implementation practitioners consider such
determinants to achieve better implementation results and use
these to design and apply specific implementation activities.
The research project ImpleMentAll aims to find evidence for
such anintervention (the ItFits-toolkit) through the devel opment,
application, and evaluation of tailored implementation strategies
in ongoing eHealth implementation initiatives [68].

Limitationsand Strengths

This study has noteworthy limitations, such as low response
rates of GPs to interview invitations (RCT-GPs. 12/110, 11%)
and alimited sample size. This meant that further sasmpling to
check the consistency of findings was not possible, and having
a small sample size may have produced fewer themes and
nuances in GPs' views than the 20 to 30 interviews suggested
by guidelines [69]. Yet, sufficient data saturation was reached
with 12 interviews. All themes were mentioned by at least two
GPsand 45 themes (94%) were mentioned by at |east three GPs,
which suggests that the findings covered important topics. This
is in line with a study that reached saturation with the 12th
interview of 60 interviews[70]. Nevertheless, theresults of this
study represent the perceptions of a small number of
interviewees and, as such, may not be representative or
generalizable for the whole RCT or primary care GPs. For
example, interviewed GPs conducted twice as many referrals
(and with 3 times the amount of variance) asthe larger sample
of RCT-GPs, indicating a self-selection bias of the interview
participantstoward the Central Research Question. Interviewees
may have had a higher mativation and opennessto referralsand
possibly perceived different barriers and facilitators than the
group of RCT-GPs. Concordantly, such differenceswere found
within the interviewed GPs between those with high and low
referral rates. However, the mean value of the intervieweeswas
biased by 2 participants having the highest referral rates (each
26), and the average referrals of the interviewees as well as
RCT-GPswere both rather low (difference in means was 3.69).
Thelow referral ratesresulted in aceiling effect and limited the
mean difference between the groupswith low and high referrals.
This meant that GP group members with high referral rates
potentially experienced referrals to bPT similarly to the low
referral group, negatively impacting the ability to make
meaningful between-group comparisons. The interpretation of
guantitative group comparisons should be considered with care
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because of the small and unequal distributed subsamples. To
avoid thislimitation, future studies should plan the composition
and size of the sample a priori. Furthermore, as low referral
ratesindicate alow degree of practice and the referral behavior
occurred within a standardized RCT setting with an unfamiliar
intervention, the perceived barriers and facilitators may not be
representative of routine practice. As the GPs participated in
the RCT, they may have been biased toward more positive views
regarding technol ogy-based treatments and research, indicating
aselection bias. GPsin routine care and/or with more experience
with bPT might express other attitudes and views. On the other
hand, when implementing bPT as a referral option in primary
care, these early insights will be important for the outcome.
Further limitations include the failure to register the intended
referrals by GPs. Referral rates per GP relied on patient
self-report screening dataand may reflect the successful number
of referralsrather than the actual intended referrals.

The strengths of this work included the mixed methods
approach, which enabled the research team to generate in-depth
findings by using atheory-based interview guide, and validated
qualitative findings with a survey. The consensus and iterative
approach is used to devel op codes, and independent coding with
a moderate interrater agreement enhanced rigor in producing
theresults. Identifying GP subgroups and comparing differences
between these provided an indication of whether barriers or
facilitators differed in their importance to different GPs.

Implicationsfor Clinical Practiceand FutureResearch

Findings relating to barriers and facilitators could be used to
design implementation strategies to support the integration of
bPT as a referral option in clinical practice. The TDF is
associated with the Behavior Change Wheel framework, which
connects theoretical domains to 3 broad drivers of behavior:
capability, opportunity, and motivation (COM-B mode!). It also
connectstheseto specificintervention options[48,71], describes
step-by-step how implementers can develop measures for
behavioral change, and supports theory-based decision making
[71]. Therefore, the study findings can be used to derive hel pful,
theory-based practical tipsfor developing effective intervention
strategiesfor theimplementation of bPT. Possibleinterventions
include training and communication activities that can address
the need for knowledge, attitudes, and misconceptions about
bPT and expected patient reactions, legaly required
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sophisticated IT solutions that reduce uncertainties regarding
technology use and data safety; and stakeholder and policyholder
involvement to drive the necessary adaptation of reimbursement
or treatment guidelines.

In addition, future studies might explore barriers and facilitators
inlarger samples, invite GPsthat have referred to bPT in routine
care, and consider different delivery options of digital
interventions (eg, guided IMIs). Furthermore, the roles of GPs
asreferrersto or users of blended treatmentsfor different mental
health disorders should be evaluated.

Conclusions

This study provides insights into barriers and facilitators
determining GPs' referral behavior in relation to bPT for
depression. The results indicate that GPs perceive bPT as an
additional and valuable treatment delivery format. Having a
central position in depression treatment, they experience positive
consequences for their own professional group and for patient
care when they are able to use bPT as areferral option. Thus,
GPs appear to be ready as stakeholders to integrate digital
interventions blended with face-to-face psychotherapy in their
depression management. However, they experienced
considerable barriersto their referrals, which might haveled to
their low referral rates in this study. Understanding and
addressing their perceived barriers and facilitators might enhance
their uptake of bPT as areferral option and therefore improve
patients' access to specialized care.

On the basis of these findings, the following issues should be
taken into account when devel oping an implementation strategy:
(1) address the organizationa, legal, and reimbursement
requirements; (2) consider GPs suggestionsfor implementation,
such as the integration of bPT as an additional care pillar in
treatment guidelines and the development of measures to
increase familiarity with bPT and its advantages (eg, shorter
waiting time, improved treatment availability); (3) save GPs
resources (eg, digital referra receipts, automated feedback about
treatment findings, patient leaflet); (4) ensure fit with GPS
habits and routine activities (eg, interacting with information
technology and reimbursement structures in health care); and
(5) address GPs' need for information and training on bPT as
well as personal contact and feedback in communication with
therapists.
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Description of the blended internet-based psychotherapy as intervention and screenshots of the Moodbuster website and app.
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Multimedia Appendix 2

Consolidated Criteriafor Reporting Qualitative Studies checklist. Thistable showsthe COREQ checklist, aguidelinefor reporting
qualitative studies.
[DOCX File, 41 KB-Multimedia Appendix 2]

Multimedia Appendix 3

Correlations, means, SDs, and minimum/maximum of general practitioners' referrals and characteristics (randomized controlled
trial; sample N=76). This table shows the correlations between the number of referrals and characteristics, self-ratings on
competences, and agreements to statements about depression management.

[XLSX File (Microsoft Excel File), 14 KB-Multimedia Appendix 3]

Multimedia Appendix 4

Descriptive statisticsand 95% Cl for different general practitioner groups and their mentioned barriers and facilitators (interviewed
genera practitioners N=12). The contingency tables show the frequency and total numbers of barriers and facilitators in each
group (low/high referrers, low/high general practitioner experience, and psychotherapist yes/no).
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