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ABSTRACT
Objective Despite available effective treatments for
mental health disorders, few patients in need receive even
the most basic care. Integrated telepsychiatry services
may be a viable option to increase access to mental
healthcare. The aim of this qualitative process evaluation
embedded in a randomised controlled feasibility trial was
to explore health providers’ experiences with a mental
healthcare model integrating mental health specialist video
consultations (MHSVC) and primary care.
Methods A qualitative process evaluation focusing
on MHSVC in primary care was conducted. In 13
semistructured interviews, we assessed the experience of
all mental health specialists, primary care physicians and
medical assistants who participated in the trial. A thematic
analysis, focusing on the implementation, mechanisms of
impact and context, was applied to investigate the data.
Results Considering (1) the implementation, participants
evaluated the consultations as feasible, easy to use and
time saving. Concerning (2) the mechanisms of impact,
the consultations were regarded as effective for patients.
Providers attributed the patients’ improvements to two key
aspects: the familiarity of the primary care practice and
the fast access to specialist mental healthcare. Mental
health specialists observed trustful therapeutic alliances
emerging and described their experience as comparable
to same-room care. However, compared with same-room
care, specialists perceived the video consultations as
more challenging and sometimes more exhausting due to
the additional effort required for establishing therapeutic
alliances. Regarding (3) the intervention’s context,
shorter travel distances for patients positively affected
the implementation, while technical failures, that is, poor
Internet connectivity, emerged as the main barrier.
Conclusions MHSVCs in primary care are feasible and
successful in improving access to mental healthcare for
patients. To optimise engagement and comfort of both
patients and health providers, future work should focus on
empirical determinants for establishing robust therapeutic
alliances with patients receiving MHSVC (eg, leveraging
non-verbal cues for therapeutic purposes).
Trial registration number DRKS00015812; Results.

Strengths and limitations of this study
►► One of the first process evaluations embedded in a

randomised controlled trial (RCT) evaluating mental
health specialist video consultations in primary care.
►► All health providers from various professions (primary care physicians, medical assistants, mental
health specialists) involved in the RCT participated
in the interviews.
►► Data were measured prior to the onset of the
COVID-
19 pandemic, which may have generally
increased familiarity with telemedicine of health
providers.
►► High participation rate in member checking (92%)
points to the credibility of the findings.

INTRODUCTION
Many patients with mental health disorders
such as depression and anxiety face several
challenges when seeking specialist mental
healthcare. These challenges include the fear
of being stigmatised and the often frustrating
search for specialists caused by long waiting
times for appointments1–3 and long travel
distances to specialists, especially in rural
and remote areas.4 Therefore, most patients
turn to their primary care physician (PCP)
for initial help and out of preference for the
longitudinal relationship in primary care.5 It
is indisputable that PCPs do effectively help
many patients with depression or anxiety.
However, a significant number of patients in
primary care, especially those with mulitmorbidity or chronic conditions, need specialist
mental healthcare.
Previous work has shown that integrating
mental health specialists (MHSs) in primary
care increases the accessibility of specialist
care and improves effectiveness outcomes.6
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METHODS
Study design
We conducted a qualitative process evaluation of the
PROVIDE-B randomised controlled feasibility trial with
all health providers involved and with patients who
received the MHSVCs. Findings for patients will be
reported in a separate paper. In the work presented here,
we intended to explore health providers’ experiences with
the delivery of the intervention. We took a critical realist
position when designing the study, analysing the data and
2

interpreting the findings. We followed the MRC guidance
for process evaluation of complex interventions and the
Consolidated criteria for Reporting Qualitative research
guidelines for reporting qualitative research (online
supplemental file 1).19 21 All procedures performed in the
study involving human participants were in accordance
with the ethical standards of the institutional research
committee and with the 1964 Declaration of Helsinki
and its later amendments and it pre-registered with the
German Clinical Trials Register.
Setting
The trial was run in five primary care practices in the
South Germany. The intervention comprised real-time
VCs conducted on a secure, web-
based videoconferencing platform on a subscription basis (arztkonsultation
ak GmbH, https://arztkonsultation.de) between patients
with depression and/or anxiety in a designated room in
their primary care practices and MHSs located off-site.
The intervention included establishing a trustful therapeutic alliance between patients and MHSs, systematic diagnostics and, if indicated, brief solution-focused
therapy. Patients in the intervention group received up to
five 50 min MHSVCs in biweekly intervals. After the last
MHSVC, the MHSs sent a written case summary to the
PCPs on which follow-up care pursued by PCPs was based.
Trial outcomes focused on feasibility, patient-
reported
outcomes and cost-effectiveness. The trial design and the
intervention are described in the study protocol for the
feasibility17 and the main trial, respectively22 as well as in
the intervention manual (https://bit.ly/32VAvI9).
Participants and recruitment
We contacted all MHSs, PCPs and medical assistants
participating in the PROVIDE-B trial by telephone and
invited them for a one-off interview. Participating in the
interviews was not a prerequisite for participating in the
randomised controlled feasibility trial as such. We did not
offer any individual monetary compensation for interview
participation. Eventually, we conducted semistructured
interviews with all 13 health providers involved in the
trial, namely, with 3 MHSs, 6 PCPs and 4 medical assistants on their experiences with MHSVCs.
Data collection
We developed semistructured interview guides adapted
to the professional background of the interviewees
(online supplemental file 2A–C). We reviewed interview
guides for all professions after the first interview but did
not make any substantial changes as the guides proved
coherent and comprehensive. Study objectives and data
protection were made transparent to all participants who
all provided written consent prior to data collection.
From July to September 2019, MaH conducted individual
face-to-face interviews with the PCPs (median: 42 min,
IQR: 24 min) and the medical assistants (median: 17 min,
IQR: 4 min) at the PCPs’ practices and telephone interviews with the MHSs (median: 44 min, IQR: 7 min). MaH
Haun MW, et al. BMJ Open 2021;11:e047829. doi:10.1136/bmjopen-2020-047829
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However, due to too limited resources, small and remote
practices struggle to employ additional staff, for example,
MHS as case managers. Since the average number of
PCPs per practice in the UK, in France or in Germany
(predominance of single-handed practitioners) is much
lower than in the USA, for example, the barriers are even
higher in those healthcare systems.7 8
More recent integrated care approaches feature video-
based care models providing healthcare at a distance by
virtually connecting patients and health providers.9 Real-
time video consultations (VCs) for delivering specialist
healthcare yield comparable effectiveness to same-room
care.10–14 Hence, MHSVCs embedded in primary care are
a promising mode to expand the reach of specialist mental
healthcare. While the existing literature most commonly
focuses on effectiveness outcomes, little is known on
implementing MHSVCs into primary care practices from
the perspective of participating health providers who
serve as key players for initiating (referral of patients by
primary care staff) and also delivering (MHS) successful
treatments.15
The PROVIDE (ImPROving cross-
sectoral collaboration between primary and psychosocial care: An implementation study on VIDEo consultations, https://www.
provide-project.de/ziel-konzept/?lang=en)
project
aims to improve cross-
sectoral collaboration between
primary and psychosocial care by managing depression
and anxiety disorders in primary care through MHSVCs.
Following an implementation science paradigm,
PROVIDE promotes the uptake of telepsychiatry into
routine care to improve the quality and effectiveness of
primary care mental health.16 Prior to embarking on a
sufficiently powered confirmatory trial, the intervention
was evaluated in a feasibility trial (PROVIDE-B).17 18 The
purpose of this qualitative process evaluation embedded
in the feasibility trial was to understand the functioning
of the intervention considering the three main aspects
of the Medical Research Council (MRC) guidance for
process evaluation of complex interventions, that is, (1)
how MHSVCs were implemented into daily practice and,
if applicable, which adaptions were necessary (implementation), (2) the impact of MHSVCs on patient outcomes
from the perspective of all health providers involved in
the delivery of the intervention (mechanisms of impact)
and (3) the contextual barriers and facilitators shaping
the implementation of MHSVCs (context).19 20
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Data analysis
We transcribed interviews verbatim, but refrained from
returning them to the participants for comment to minimise participant burden. Two members of the research
team (MaH and AW, female, master’s degree in sociology,
research assistant) independently performed an inductive/data-driven thematic analysis prior to knowing the
trial outcomes.20 23 24 Both coders were neither involved
in the delivery of the intervention nor in the quantitative analysis of the trial. First, both coders independently
analysed one transcript of each provider group inductively in MAXQDA Analytics Pro 2020 by developing
initial codes, including themes that capture important
feasibility components. Second, they compared their
themes and developed a joint coding system. Third,
both coders discussed and agreed on a code system
which they together with MWH reviewed for consistency of the developed themes. Fourth, MaH applied
the final coding system (online supplemental file 3) to
the remaining transcripts and added newly emerging
subcodes in consultation with AW and MWH. Theme
saturation was reached when the data did not provide
any new themes or meaning of themes, that is, when
the themes covered all the data.25 Finally, we assigned
the inductively developed themes to the key aspects of
process evaluations. Process evaluations attempt to document how an intervention is implemented and what was
actually delivered, compared with that intended to be
delivered.26 According to the MRC guidance, key aspects
of process evaluations for complex interventions are (a)
implementation (ie, application of interventions), (b)
mechanisms of impact (of the interventions and strategies to implement these) and (c) context (ie, factors in
the setting and target group associated with implementation and impact).19
Member checking
To ensure the accuracy and credibility of our findings, we
asked the interviewees for communicative validation of
the findings.27 We sent an anonymised written summary
of all findings to all participants and asked them to review
as to whether these findings reflect their experiences.
Subsequently, we called all participants to gather their
feedback and refine our results.
Haun MW, et al. BMJ Open 2021;11:e047829. doi:10.1136/bmjopen-2020-047829

Patient and public involvement
To inform the development of the research question
by patients’ priorities and preferences, we conducted a
preimplementation qualitative study drawing on interviews with patients presenting to the outpatient clinic
of the Department of General Internal Medicine and
Psychosomatics at Heidelberg University Hospital, Heidelberg, Germany.28 Specifically, we tailored the intervention
accordings to patients’ needs based on the preimplementation findings. In the study presented here, we did not
involve patients in the recruitment, as the sampling frame
for the health providers resulted from the trial. However,
we dissmenitated the results to the participating health
providers as part of member checking. Burden of the
intervention for patients will be reported in the separate
paper on the findings from interviews with participating
patients.
RESULTS
We present our findings for the three key aspects of a process
evaluation (implementation, mechanisms of impact and
context), followed by the results from member checking.
Sample
Table 1 presents the sociodemographic characteristics of
the sample.
Implementation: application of MHSVCs
Considering the implementation, we investigated how
MHSVCs were conducted and implemented into daily
practice and if adaptions were necessary.
All providers discussed their practical experiences
with MHSVCs, especially its technical fesasibility. Most
providers noticed interruptions of the audio and/or
visual transmission, while the handling of the device,
such as a tablet, and the videoconferencing platform was
perceived as easy by both patients and providers:
[The handling worked out] Very well. We had younger and also older patients, but both groups handled
it well [the MHSVC] (medical assistant number 3).
When difficulties occurred, they were quickly overcome. For example, one medical assistant stated that
some patients felt uncomfortable holding the tablet in
their hands, which was solved by providing a tablet stand.
Moreover, some health providers mentioned additional
tangible implementation barriers such as poor acoustics
in the designated room in the primary care practice or
tablet screens deemed too small.
MHSs were divided on the appropriate total number of
MHSVC sessions per patient. Two MHSs were convinced
that a fixed number of five sessions was sufficient to
provide basic support and triage in addition to diagnostics, but still made it possible to see a large number of
patients introducing themselves with depression and/or
anxiety to the PCP. This notion fitted well with a population health perspective accounting for both reach and
3
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was not involved in the design and conduct of the feasibility trial. We audio recorded all interviews and uploaded
them to a secure server of Heidelberg University Hospital,
which was only accessible to the research team. In total, we
conducted 12 interviews as two PCPs worked in the same
practice and requested to be interviewed together. Additionally, a study nurse—the only person present besides
the participant(s) and the researcher—made field notes
during the interviews. We collected sociodemographic
characteristics at the end of each interview. We did not
repeat any interviews.
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Characteristics

Mental health specialists Primary care physicians Medical assistants
(n=3)
(n=6)
(n=4)

Overall
(n=13)

Age in years
 Mean (SD)

33 (31.5)

58.5 (50.8)

36.5 (28.6)

54 (28.8)

 Female

3 (100.0%)

0 (0 %)

4 (100.0%)

7 (53.8%)

 Male

0 (0 %)

6 (100.0%)

0 (0 %)

6 (46.2%)

 Solo practice

0 (0 %)

1 (16.7%)

n/a

n/a

 Shared practice

1 (33.3%)

1 (16.7%)

n/a

n/a

Gender, n (%)

Type of practice, n (%)

 Group practice

0 (0 %)

4 (66.6%)

n/a

n/a

In training, n (%)

2 (66.6%)

0 (0%)

0 (0%)

2 (15.4%)

2 (0)

25.5 (12.2)

n/a

n/a

Years in office-based practice
Mean (SD)

Average number of patients per quarter, n (%)
 <500

3 (100%)

0 (0 %)

n/a

n/a

 501–1000

0 (0 %)

2 (33.3)

n/a

n/a

 1001–1500

0 (0 %)

1 (16.7%)

n/a

n/a

 >1500
Additional qualification in
psychotherapy, n (%)

0 (0 %)
n/a

3 (50%)
3 (50.0%)

n/a
n/a

n/a
n/a

n/a, not applicable.

effectiveness. In contrast, one MHS advocated for a flexible number of sessions tailored to the individual patient
arguing that patients with severe symptoms might need
more than five sessions.
All participants from the primary care practices evaluated the integration into daily practice as easy and
feasible. Taking into account the tightly organised day-
to-day routine in the practice, some even expected that
being able to rapidly offer MHSVCs to burdened patients
would save the primary care team frustrating attempts to
refer patients and ultimately a notable amount of time:
Just knowing that the therapy would start soon was a
relief. It is no use if I give someone a list [of office-
based mental health specialists], […] and then he
won’t get an appointment and faces another obstacle in his life. And […] needs even more help (PCP
number 4).
In particular, the appointment management was
perceived to be very easy and well organised. MHS and
patients agreed on an appointment for the next MHSVC
and the MHS sent the appointment to the general practice and the study team. Communication about appointments was mainly between the MHS and the medical
assistants. The PCPs were rarely involved.
She [the MHS] always sent me e-mails about when
the next ones [MHSVCs] would take place […].
The time slots were agreed upon at the beginning.
4

The patients then came in and at the first session I
explained everything to them and then they did it
themselves. If there were small problems, I went back
in and helped. That all worked out very well (medical
assistant number 4).
To save even more time and spatial resources, one
PCP preferred that the MHSVCs be conducted from the
patients’ home after the first session in the primary care
practice. Focussing on patients, most PCPs perceived their
acceptance of MHSVCs generally as high. Of the patients
struggling with MHSVCs, according to the primary care
staff, a minority was concerned about the lack of same-
room contact, while the majority entertained reservations
about psychotherapy as such.
Regarding the collaboration between the involved
health providers, the final case summary written by the
MHS for the PCP emerged as the main facilitator. One
MHS regularly called the PCP to decide on the patients’
follow-up treatment. However, most participants did not
directly collaborate with their professional counterparts
referring to the tightly organised day-to-day routine of
the primary care practice as a systematic barrier. Suggestions for adaptions, put forward by the PCPs, included a
written diagnostic feedback from the MHSs early in the
course of the consultations:
[If I got a] written, one-sided feedback how she [the
MHS] sees it, I would find it as least worthwhile, […]
Haun MW, et al. BMJ Open 2021;11:e047829. doi:10.1136/bmjopen-2020-047829
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Table 1 Characteristics for health provider interviews
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Somewhat in contrast, MHSs clearly adovacted for
personal contact, for example, to hand the patient over
to the PCP after the last VC:
I would actually wish for a phone call with the PCP
at the end of the MHSVC where he asks something
like “I referred her to you because of this and that
condition, what happened to her?“ and one would
answer” We worked on this and that and I would advise you, for the patient’s sake, to pay attention to this
and that“ (MHS number 3).
Clearly, from their perspective, the written case
summary prescribed in the intervention was not sufficient, but informal contact was required to foster collaboration between health providers more strongly.
Mechanisms of impact of mental health VCs
To examine the impact of MHSVCs from the perspective
of all providers involved in their delivery, we aimed to
identify how the intervention worked and which aspects
of the MHSVCs contributed to their effectiveness.
All participants stated that the vast majority of patients
benefited from the model, highlighting its provision of
fast access to specialist mental healthcare as a key factor:
I have the feeling that they [the patients] benefit
from the fact that someone will soon listen to them
[…] So I noticed small changes in all patients, especially a form of relief (MHS number 3).
Health providers observed that patients were relieved
from the frustrating seeking for available specialists and
long waiting times and instead provided with care that
was ‘easy and comfortable’ (PCP number 5). Some PCPs
mentioned a second key factor contributing to patients’
benefit, namely, the familiar environment of the primary
care practice:
Patients certainly benefitted from the MHSVC, because it [the primary care practice] was a familiar
environment. […] This is certainly an advantage
(medical assistant number 1).
The primary care practice also provided low-threshold
access for people concerned with being stigmatised by
seeking support from specialist mental healthcare. In
fact, patients often had long-standing, grown, and trusting
relationships with the practice team and, hence, could
give the MHS a leap of faith when starting their VCs:
For some [patients], I think it was helpful that that it
took place in the primary care practice, since it provided a certain familiarity […] I would go so far as to
say that most people would not have logged in from
home. […] and because they trust him [the PCP],
the specialist was also trusted and therefore the consultations were easy to implement (MHS number 1).
Haun MW, et al. BMJ Open 2021;11:e047829. doi:10.1136/bmjopen-2020-047829

For the MHSs, it was essential that a sustainable therapeutic relationship could also be established in VCs.
Indeed, specialists perceived the emerging therapeutic
alliances as comparable to conventional same-room care:
I am surprised, but the computer is obviously no
obstacle. Sometimes I feel a sense of distance, but
I don’t think that applies to patients, at least not to
some (MHS number 3).
I think it is not necessary to be physically in the same
room to create a certain emotional closeness with the
patient (MHS number 2).
Nevertheless, both PCPs and MHSs also mentioned
barriers that affected the impact of the VCs. In their view,
the missing same-room contact made it rather difficult for
them to pick up and adress body language expressions,
for example, facial expressions or gestures:
I doubt that feelings can be fully communicated or
that real instructions can be achieved compared to
face-to-face conversations. It may not always be decisive, but it is a real disadvantage (PCP number 1).
Some MHSs suspected that this limitation could have
reduced the effectiveness of the consultations in patients
with severe symptoms. The MHSs also indicated that they
had made additional efforts to be fully attentive and empathetic to the patient to compensate for the imminent loss
of non-verbal cues relevant for the therapy. Few MHSs
experienced the consultations as more strenuous and as
an overall more fragile setting compared with same-room
care. They related fatigue to the connectivity failures and
to the fact that patients seemed to be less committed to
this type of therapy and, in turn, the MHSs were more
concerned with the possibiltiy of patients discontinuing
the therapy. In this regard, some MHSs felt more confident und comfortable with same-room interaction.
Context: factors in the setting associated with implementation
and impact
To understand how the context affected the delivery of
MHSVC, interviewees were asked about the relevance of
external factors affecting the implementation.
Overall, context was less frequently mentioned
compared with the other two key aspects addressed in
the process evaluation. Regarding tangible requirements
for the primary care practices, some health providers saw
the expansion of the bandwith for a better connectivity as
indispensable for enhancing video, audio and, ultimately,
the quality of the intervention. Few health providers
suggested that the room designated for the consultations
should be subjected to a thorough standardised check
for sound insulation. Beneficial facilitators outside the
intervention as such included, according to some health
providers, shorter travel distances for the patients and,
to some extent, workload relief for the PCPs who were
enabled to refer patients with complex mental health
issues or patients with physical and mental health comorbidity successfully.
5
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[for example] she also sees it as I do or maybe has
another idea that I didn’t think of (PCP number 6).
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DISCUSSION
This study aimed to explore health providers’ initial experiences with implementing MHSVCs in primary care for
managing patients with depression and anxiety. We found
that, considering (1) the implementation, most participants stated that the integration of the VCs into the daily
routine of the primary care practices was not only feasible
but potentially time saving for the practice staff, particularly when attending to patients with complex mental
health issues or patients with physical and mental health
comorbidity. Concerning (2) the mechanisms of impact,
two key factors contributing to patients’ benefit emerged,
namely, faster access to specialist mental healthcare and
the familiar environment of the primary care practice
with the latter functioning as a destigmatising facilitator.
The MHSs observed trustful therapeutic alliances developing and described their experience as comparable to
room care. However, compared with same-
room
same-
care, specialists perceived the VC as more challenging
and sometimes more exhausting due to the additional
effort required for establishing therapeutic alliances.
Regarding (3) the intervention’s context, we identified
connectivity and privacy of the room designated for the
consultations as main tangible requirements. Beneficial
facilitators outside the intervention as such comprised
less travel efforts for the patients and workload relief for
the primary care practice staff.
Prior investigations on MHSVCs mostly focus on efficiency, satisfaction and attitudes towards VCs before
and after its use29 30 and have demonstrated that VCs in
primary care can be time saving for patients and that clinicians usually underscore the importance of an existing
doctor–patient relationship prior to VCs. Our study adds
that, given the rapid onset of the MHSVCs and easy implementability, they can also save time for providers themselves in the tightly organised day-to-day routine of PCPs’
practices. Moreover, the grown relationships that patients
entertained with the practice team enabled the patients
to give the MHSs a leap of faith when starting their VCs.
Since building up to a solid therapeutic alliance is the
main tenet particularly for online interventions, this leap
of faith may constitute a key facilitator for the MHSVCs
and, ultimately, beneficial patient outcomes.28 31–36
For the MHSs, the VCs required more concentration and finally demanded a greater effort from them
6

room care. While this has been
compared with same-
previously attributed to the handling of the hardware
and software as well as connectivity failures,31 33 37–39 our
study adds that compensating for the limited access to
non-
verbal cues during VCs constitutes another key
factor for health providers’ fatigue. At any rate, there is
some evidence for a mounting gap between the empirical
support for conventional integrated care approaches and
the implementation of these models.36 Thus, faster access
to specialist mental healthcare has been promoted as a
central asset of VCs for a long time.37 40–43
This study has some limitations. First, data were
collected before the COVID-19 pandemic began—at a
time when VCs were the exception rather than the rule
in healthcare, at least in Germany. In the wake of the
COVID-19 pandemic, VCs are increasingly widely used in
routine care.44–46 However, while this might have changed
clinicians familiarity with VCs, integrated care models for
primary care mental health as such are still rarely implemented. Second, the MHSs had no prior clinical experience with VCs, which might have contributed to a more
cautious attitude and concerns with the lack of same-room
contact.47 Hence, the next step to further elucidate the
intertwining of therapeutic alliance and virtual contact
would be to compare data from experienced and non-
experienced MHSs. Third, we did not engage any payors,
who play a key role when it comes to the incorporation
of healthcare innovations into routine care but will do
so when effectiveness outcomes from the fully powered,
confirmatory RCT will be available. The present findings
do provide a detailed insight into the implementation
of video-
based integrated mental healthcare from the
perspective of the stakeholders most directly involved in
the intervention delivery. The credibility of the findings
is clearly supported by the high level of participation in
member checking, which indicated a broad match of the
findings with the individual experiences.
CONCLUSIONS
Health providers report that MHSVCs in primary care
are feasible and successful in improving access to mental
healthcare for patients. To optimise telepsychiatry services
and facilitate the engagement and comfort of both
patients and health providers with MHSVC, future work
should focus on empirical determinants for establishing
robust therapeutic alliances with patients receiving VCs.
Based on our findings, it seems specifically promising to
better understand how MHSs can best pick up non-verbal
cues and use them for therapeutic purposes.48 With
respect to more tangible aspects, poor connectivity as a
main barrier has to be targeted systematically to enable
the broad and sustainable use of telepsychiatry services
for primary care services, particularly in rural and remote
areas. Given that our qualitative results from the feasibility trial point to clinical benefits for patients, we have
embarked on a full-scale pragmatic trial assessing the clinical and cost-effectiveness of MHSVCs.
Haun MW, et al. BMJ Open 2021;11:e047829. doi:10.1136/bmjopen-2020-047829
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Member checking
Twelve of the 13 participants (92%) took part in member
checking and confirmed that the final consolidation of the
results adequately reflected their personal experiences
with MHSVCs. Some participants added suggestions for
improving the model, that is, by providing a larger sized
tablet screen or increasing the sound quality. One MHS
firmly disagreed with the statement that MHSVCs come
with a lower threshold for patients to abruptly discontinue therapy, underscoring that she perceived patients
to be highly committed to these consultations.
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Domain 1: Research team
and reﬂexivity
Personal characteristics
Interviewer/facilitator
Credentials
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Gender
Experience and training
Relationship with
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Participant knowledge of
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Interviewer characteristics
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Theoretical framework
Methodological orientation
and Theory
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Guide Questions/Description
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Which author/s conducted the interview or focus group?
What were the researcher’s credentials? E.g. PhD, MD
What was their occupation at the time of the study?
Was the researcher male or female?
What experience or training did the researcher have?
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e.g. Bias, assumptions, reasons and interests in the research topic

title page, 8
8
8

8

8

8

9

What methodological orientation was stated to underpin the study? e.g.
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Participant selection
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Method of approach
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Setting of data collection
Presence of nonparticipants
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Was anyone else present besides the participants and researchers?
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25
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26
27
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Did participants provide feedback on the ﬁndings?
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Online Supplement 2a. Interview Guide for Primary Care Physicians
(Finalized version as of May 2019)
A. Questions about the process of the intervention


How would you describe the recruitment process?



How were the video consultations conducted?



What was your experience with the video consultations like?
o

What feedback have you received from the patients?

o

To what extent did your patients benefit from the video consultations?


o

What was particularly helpful?

Did any practical problems occur before or during the video consultations?
(e.g. regarding technical and organizational issues)



Were you satisfied with the availability of technical support?



Were you satisfied with the extent to which you could give feedback to the study
team?



How do you assess your technical handling of the video consultations?



How did you experience the integration of the video consultations into daily practice
(workflows etc.)?



If applicable, what do you consider as advantages of video consultations (for yourself,
your practice and your patients)?



If applicable, what do you consider as disadvantages of video consultations (for you,
your practice and your patients)?



Did any emergency situations occur?
o

If applicable, how satisfied were you with the management of emergencies?



Have you seen any improvement in diagnostics, treatment and case management?



To what extent did the video consultations lead to an increase in the collaboration
with the mental health specialist?



How do you assess the acceptance of the video consultations by patients?

Haun MW, et al. BMJ Open 2021; 11:e047829. doi: 10.1136/bmjopen-2020-047829

BMJ Publishing Group Limited (BMJ) disclaims all liability and responsibility arising from any reliance
placed on this supplemental material which has been supplied by the author(s)

Supplemental material



How do you rate the overall feasibility of the video consultations?



To what extent can the patient recruitment process be further improved?



To what extent have tangible factors (room, tablet, etc.) impact on the (non-) success
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of the video consultations?


How did the care for patients assigned to the control group look like?

B. Conclusion


Do you have any suggestions for improving the intervention model?



Are there any aspects that are important to you that have not yet been addressed?



Are there any questions left?
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Online Supplement 2b. Interview Guide for Medical Assistants
(Finalized version as of May 2019)
A. Questions about the process of the intervention


How would you describe the recruitment process?
o

[If not mentioned, ask explicitly about the process of scheduling appointments
and referring the patient]

o



What was your role in this?

Did any practical problems occur before or during the video consultations? (e.g.
regarding technical and organizational issues)



What was your experience with the video consultations like?
o

What feedback have you received from the patients?

o

To what extent do you think the patients benefited from the video
consultations?

o

What was particularly helpful?



Were you satisfied with the availability of technical support?



Were you satisfied with the extent to which you could give feedback to the study
team?



How do you assess your technical handling of the video consultations?



How did you experience the integration of the video consultations into the everyday
practice (workflows etc.)?
o

[If not mentioned, ask explicitly about the provision of a room and the practice
staff]



If applicable, what do you consider as advantages of video consultations (for yourself,
your practice and your patients)?



If applicable, what do you consider as disadvantages of video consultations (for
yourself, your practice and your patients)?



Have there been emergency situations?
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If yes: How satisfied are you with the management of emergencies?



How do you assess the acceptance of the video consultations by patients?



How do you rate the overall feasibility of the video consultations?



To what extent can the patient recruitment process be further improved?



To what extent have tangible factors (room, tablet, etc.) impact on the (non-) success
of the video consultations?



How did the care for patients assigned to the control group look like?

B. Conclusion


Do you have any suggestions for improving the intervention model?



Are there any aspects that are important to you that have not yet been addressed?



Are there any questions left?
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Online Supplement 2c. Interview Guide for Mental Health Specialists
(Finalized version as of May 2019)
A. Questions about the process of the intervention


How have the video consultations been conducted?



What was your experience with the video consultations like?
o

What feedback have you received from the patients?

o

To what extent could your patients benefit from the video consultations?


o

What was particularly helpful?

Did you face problems with the practical implementation (e.g. regarding
technical organizational issues, scheduling)?


Were you satisfied with the availability of technical support?



Were you satisfied with the extent to which you could give feedback to
the study team?



How do you assess your technical skills in dealing with the video
consultations? How do you assess the duration of a video consultation
and the total number of the consultations?



How do you assess the acceptance of the video consultations by patients?



How do you assess the overall feasibility of the video consultations?



To what extent can the patient recruitment process be further improved?



To what extent have tangible factors (room, tablet, etc.) impact on the (non-) success
of the video consultations?



How useful was the manual? Which elements were particularly helpful? Which were
the elements you didn't use?



Do the cases assigned to you differ from those that you know from your usual
psychotherapeutic practice? If so, to what extent?



How did you experience the integration of the video consultations into the everyday
practice as a therapist?
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If applicable, what do you consider as advantages of video consultations (for yourself,
your practice and your patients)?



If applicable, what do you consider as disadvantages of video consultations (for
yourself, your practice and your patients)? Did you observe any possible adverse
effects for patients?



How did you feel about the relationship and communication with the patient?



How do you evaluate the video consultations compared to face-to-face treatments?



How did you experience the shift from working with video consultations to face-to-face
therapies?



Have there been emergency situations?
o



If yes: How satisfied are you with the management of emergencies?

To what extent did the video consultations lead to a collaboration with the primary
care physician? (e.g. regarding feedback on the treatment progress of the video
consultations)



Would you conduct video consultations again?

B. Conclusion


Do you have any suggestions for improving the intervention model?



Are there any aspects that are still important to you that we have not yet been
addressed?



Are there any questions left?
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Online Supplement 3. Summary of themes and subthemes

Key theme

Definition

Subtheme

Supporting quotes

Implementation:
Practical experiences

This code accounts for
statements in the participants'
practical experiences with
MHSVC and its integration into
daily practice.

Perception of integration
into daily practice

The medical assistants were happy to start the device for them [patients]
and they [patients] simply did their sessions and afterwards they friendly
said their goodbyes, hence it is a good concept once it is in progress. It
works. It also did not disturb the practice workflows in any way. (PCP#2)

Related to MHS

Another advantage that I experienced was that I had the freedom to
choose: Am I doing it [MHSVC] at home at my desk or am I doing it here,
where it fits my schedule. I see this as an advantage. (MHS#2)

Related to PCP practice

My medical assistans undertook that [organization of MHSVC] and this
operated in the background for me. It was a relief since the patients did
not show up twice a week or every second week. (PCP#4)

Related to MHSVC

That the screen went black, freezed or that, in some cases, there was no
visual or audio transmission till the end (…), this means that the contact
between the two of us was indeed more fragile. (MHS#1)

Related to study
procedures

I do think it would be better if it [screening questionnaire] would be less
and if one would elaborate further via phone. (Medical assistant#3)

Related to patients

The patients readily accept it. (…) The expectation before they start is ‘oh
this is strange, then I sit here and there is no real person’, but there is a
real person. (PCP#4)
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Key theme

Definition

Subtheme

Supporting quotes

Implementation:
Suggestions for
improvement

This code refers to the
participants' suggestions for
improving the MHSVC model,
focusing of aspects related to the
usage of the intervention.

Related to study
procedures

So [the] status of recruitment would perhaps be really interesting. Who
made it to the control group. (Medical assistant#1)

Collaboration

I need to know at least whether he [the patient] attended it [MHSVC],
where the problem is, where the focus is, especially for me so I know
what the colleague talks about or does not talk about and how the
procedure is done, what he does or what he thinks of. (PCP#5)

Mechanisms of
impact: advantage/
benefit

This code contributes to an
understanding of the benefit of
MHSVC for patients.

For patients

I really think that they [the patients] could profit and that (…) they could
talk a little bit longer than just five minutes. (PCP#5)

Mechanisms of
impact: comparison to
f2f-setting

This code relates to any
comparison of MHSVC and the
f2f setting (positive and
negative).

Therapeutic alliance

I may image that the establishment of the relationship might take a little bit
longer compared to when you really see each other live, but I don’t know,
I don’t think that the video plays a role here. (MHS#2)

Mechanisms of
This code is used when the
Lack of personal
impact: disadvantages participants mention any
interaction (general)
disadvantages related to MHSVC
or more specifically regarding
psychotherapy via video (i.e. lack For patients
of personal interactions).

For MHS

BMJ Open

I am not specialized in psychotherapeutic conversations of course, but I
think, (...) that not all emotions can be delivered in a picture, it starts with
cold sweat (…). (PCP#1)
So, disadvantages in this sense, I think some would like to have a
therapist in front of them, I think some would prefer a personal relation,
yes. (Medical assistant#3)
I think, this little picture, it’s what people constantly say regarding Skype
and so on, it is really stressful. (…) It is rather a camera or lens feeling,
and patients might probably feel the same. (MHS#1)
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Key theme

Definition

Subtheme

Supporting quotes

Context: shorter travel
distances

This code includes statements
that refer to shorter travel
distances as advantage for the
delivery of MHSVC.

n/a

(…) this is great, to go to the primary care physician and to get a separate
room, via video, it is somehow comfortable for the patients. (Medical
assistant#4)

Context: suggestions
for improvement

This refers to the suggestions for
improving the context factors of
MHSVC, such as environmental
or technical factors.

Environmental/technical
issues

Well I think that the technology works troublefree, this is the major point.
(MHS#3)
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