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Abstract
With mental health concerns on the rise among youth and young adults (age 12–24), increased mental health options include
virtual care, apps and online tools, self-management and tracking tools, and digitally-enabled coordination of care. These
tools may function as alternatives or adjuncts to face-to-face models of care. Innovative solutions in the form of digital men-
tal health (dMH) services not only provide support, resources and care, but also decrease wait times and waitlists, increase
access, and empower youth. However, organizational factors may impact the extent of dMH interventions are that accepted,
used, and sustained in clinical settings. This qualitative study explores organizational barriers and facilitators surrounding
the implementation of a digital platform (Innowell), which uses measurement-based care (MBC) to track youth progress and
outcomes. Data was collected from 154 mental health care providers participating in 23 focus groups across Alberta, drawing
on school and community settings, specialized mental health services, and primary care networks. A thematic analysis
revealed the following: barriers included incompatibility with current systems and workflows, lack of inter-organizational
collaboration, time commitment, perceived sustainability and lack of digital literacy. Facilitators included positive attitudes
towards using dMH to optimize clinical practices by empowering youth and improving continuity of care, transitions in care,
and quality of care, as well as workplace culture and leadership. The study highlights a critical need for decision makers and
clinical leaders to address organizational factors by integrating training and support, establishing interoperability between
digitized and in-person healthcare systems, and leveraging support for MBC and youth-centred care.
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Introduction
Rates of poor mental health among youth and young adults
(aged 12–24 years) have been a growing concern among
mental health care providers and researchers in recent
years. The prevalence of mental health issues such as
anxiety, depression, and mood disorders has increased
among young people.1,2 The COVID-19 pandemic further
exacerbated these issues, with social isolation, disrupted
routines, and uncertainty causing increased stress and
anxiety among youth3–5; symptoms of anxiety increased
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from 11.6% to 20.5% and depressive symptoms increased
from 12.9% to 25.2%.5 Additionally, a high prevalence of
sleep disorders (44%) and post-traumatic stress symptoms
(48%)6 were reported. Youth are at an increased risk for
developing mental health issues due to developmental,
neurological, and hormonal changes that characterize this
life stage.7–9 These changes occur in the context of academic
pressures, social media influence, economic instability, and
stigma surrounding mental health. These factors compound
stress and further contribute to the onset of mental health
concerns,10 underscoring a need to provide mental health
support, resources, and services to bolster youth well-being.

Traditional models of mental health services offered
exclusively in-person are associated with system-level chal-
lenges such as long waiting lists11 and shortages of mental
health professionals.12 Geographic barriers (i.e. living in
remote or rural areas) may also prevent youth from accessing
timely and appropriate support.13,14 Digital mental health
(dMH) solutions have emerged as a way to deliver innovative
mental health services that address the gaps in traditional
service delivery.15–17 dMH entails offering mental health ser-
vices and resources through digital modes, such as mobile
apps, online therapy platforms, websites, and telehealth ser-
vices.16,18 Integrating dMH into existing health systems
could be a cost-effective way to address the shortage of
mental health professionals,19 enhance continuity of care,20

expand access to mental health services,21 increase communi-
cation and trust between clients and health professionals,22,23

reduce stigma, and empower youth.17,24 Furthermore, embed-
ding measurement-based care (MBC) into dMH enables
ongoing evaluation of symptoms and progress tracking.
This can inform treatment decisions and give autonomy to
clients as they engage with their mental health care,25 as
well as enable providers to identify potential issues earlier
and offer timely intervention.26,27

While MBC and dMH have the potential to enhance the
quality of mental health care, organizational barriers can
hinder its widespread implementation.28–30 For instance,
the regular psychometric assessments required in MBC31

are time-consuming.28,30 Some practitioners struggle to
change established clinical practices and workflows
required to implement dMH and MBC without adequate
leadership support.29,32 Logistically, integrating MBC and
dMH into existing electronic health record systems can be
challenging if there is a lack of interoperability.29,33

Understaffing and a lack of training for clinical staff also
pose barriers.28,29 Privacy and data security present
another obstacle, as concerns about confidentiality and pro-
tection of personal information can deter clients from
engaging with dMH platforms.24,34 Regulatory and reim-
bursement challenges may further hinder the integration
of dMH and MBC into healthcare systems, making it diffi-
cult for healthcare providers to offer these services.29

Conversely, organizational facilitators can support the
implementation of dMH innovations. The literature

identifies several organizational facilitators including a sup-
portive organizational culture, the suitability of innovations
for program fit, simplicity of innovations, and adaptability
within mental health care settings.35 Broader contextual
factors including government commitment and the political
context can also impact a dMH implementation, as well as
stakeholder attitudes, stable and enthusiastic leadership,
and the prevalence of inter-agency partnerships.36 These
factors impact uptake, sustainability, and success of dMH
implementations.

Studies exploring mental health care providers’ perspec-
tives on organizational barriers and facilitators that influ-
ence the acceptability, uptake, and sustainability of using
dMH with youth and young adults in the Canadian
context are lacking. The Canadian context presents
unique challenges for mental health services, both in
meeting the needs of diverse constituents (i.e. immigrant
and Indigenous populations) and geographical challenges
(i.e. mental health services are often located in large
urban centers, far from many large rural and remote commu-
nities). Additionally, studies exploring the perspectives of
mental health care providers across multiple service settings
are limited. Therefore, this study aimed to explore providers’
perspectives regarding organizational factors impacting their
use of dMH and MBC among Albertan youth across mental
health service settings including specialized mental health
services (SMHS), primary care networks (PCN), and
school and community-based providers. SMHS are cross-
provincial settings that support mental health promotion,
intervention, treatment, and recovery. PCNs are clinical net-
works that use team-based care models within geographic
areas. This study used the Theoretical Domains Framework
to explore contextual organizational factors impacting a
dMH implementation. Providers’ perspectives inform
recommendations for alleviating organizational barriers and
enabling facilitators to support greater use of dMH and
MBC in mental health care settings.

Methodology
This study is part of a larger multi-method research project
exploring the implementation of dMH and MBC for youth
and young adults in Alberta, Canada. A qualitative descrip-
tive methodology was used to explore pre-implementation
perspectives on the barriers and facilitators to implementing
dMH. This methodology aims to extensively describe
healthcare experiences or events with a central focus on
staying close to the data and reporting results using lan-
guage similar to that of participants’ responses.37,38

This study is epistemologically aligned to a naturalistic
standpoint because we aimed to present an understanding
of a phenomenon—in this case, the implementation of a
dMH platform—through the perspectives and meanings
ascribed by participants in their real-world contexts.39 We
used an inductive process to understand and describe the
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context and the subjective worldviews and meaning-making
processes of the participants involved.40 Using an ontology-
based in relativism, our data analysis prioritized the literal
description of data, then progressed towards explaining pro-
viders’ perspectives regarding a dMH implementation.

The dMH platform implemented in this project,
Innowell, is a web-based MBC platform that allows youth
and providers to assess and monitor youth mental health.
The Innowell platform is a dMH tool that was co-designed
by health professionals and individuals with mental health
lived-experience.25,27 The platform utilizes a personalized
approach that incorporates MBC across 20 mental health
and substance use measures, including suicidal thoughts
and behavior, anxiety, substance use, and social connected-
ness.33 These psychometric tools facilitate the evaluation of
the young person’s mental health symptoms, assist in
forming the treatment plan with the youth, and support
with monitoring treatment progress.25 The platform also
offers youth access to verified digital mental health
resources, applications, tools, and crisis support, all tailored
to their community. The research group has previously pub-
lished work on the implementation of this platform in
school settings,41 on mental health providers’ perceptions
of using and engaging dMH with youth,42 and on the devel-
opment of an implementation protocol for using dMH in
stratified care.43 This study reports on pre-implementation
focus group data; participants received a short orientation
on the dMH platform before sharing feedback. Full training
sessions occurred later during the implementation.

Ethical statement
This research study received ethical approval from the
University of Calgary Conjoint Health Research Ethics
Boards (CHREB) (“eMH Qualitative Study—
Pre-Implementation and Implementation”—REB20-1137).
All participants provided informed consent and demo-
graphic information online prior to participating in the
focus group. Consent was obtained by the research team
via REDCap (Research Electronic Data Capture), hosted
at the University of Calgary.44,45 REDCap is a secure web-
based software that facilitates data collection. It offers a
user-friendly interface for reliable data collection, audit
trails to monitor data handling and export processes, auto-
mated export functions for data transfers to statistical soft-
ware, and tools for integrating data with external sources
to enhance compatibility and ease of use. In presenting
demographic information, categories with fewer than six
responses are suppressed to prevent identification.

Data collection
Focus groups were used to collect data from mental health
care providers in schools, community settings, Specialized
Mental Health Services (SMHS), and Primary Care

Networks (PCNs). Focus groups were chosen because this
method allows participants to collectively identify key
topics and opinions,46 yielding a rich blend of perspectives
and viewpoints.47 A semi-structured focus group guide was
developed by the research team; questions focused on par-
ticipants’ perspectives regarding the implementation of
dMH. The design of the focus group guide (Appendix 1)
followed the Theoretical Domains Framework (TDF),
which is suitable for exploring factors that impact
health-related behavior change.48 The TDF includes
domains such as knowledge, skills, beliefs about capabil-
ities, environmental context and resources, and social
influences.48

To recruit participants, we shared recruitment materials
with site leads and clinical supervisors in participating
sites across Alberta. Site leads helped to identify partici-
pants who would be involved in using the platform.
Participants were introduced to the Innowell platform and
given training on how to use the platform. A total of 23
focus groups were conducted virtually from February
2021 to June 2022 with stakeholders in SMHS (6 focus
groups, n= 50), PCN (5 focus groups, n= 25), and school
and community settings (11 focus groups, n= 62).
Participants included social workers, counsellors, psychol-
ogists, nurses, administrators, and educators. Focus
groups were 90-min in length, with three members from
the research and implementation team facilitating each
focus group, taking roles of moderating and note-taking.
Focus groups were video and audio recorded, with the
audio recording being transcribed verbatim by a profes-
sional transcriptionist, and checked for accuracy by a
member of the research team. During transcription, focus
group data were de-identified for participants’ privacy and
confidentiality.

Thematic data analysis
We used a primarily inductive approach to analysis using
Braun and Clarke’s49 six stages of thematic analysis: (1)
familiarization with data; (2) coding; (3) theme generation;
(4) theme review; (5) naming and defining themes; and (6)
writing. The research team met weekly from September
2022 to December 2023 during the analysis stage of the
research. Coding was undertaken by youth and young
adult research assistants (RAs). The RAs included students,
interns, and people with lived experience. They worked
independently to familiarize themselves with the data and
were each assigned a subset of the transcripts to complete
a preliminary round of descriptive coding. Codes were dis-
cussed with the qualitative research team including experi-
enced qualitative researchers, and each RA completed a
secondary round of coding on a second set of transcripts
to ensure agreement, reliability, and consistency.
Disagreements were discussed as a group during recurring
qualitative research meetings until consensus was achieved.
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We used a reflexive thematic analysis approach,50 preclud-
ing any need for inter-rater reliability or agreement statis-
tics. The research team grouped the codes into themes
through iterative discussion sessions to identify patterns.
Throughout the process, the research team kept records of
coding and theming decisions. The research team remained
reflexive, considering potential bias and questioning
assumptions through memoing and group conversations.
Preliminary findings were shared with the broader research
team to ensure alignment of the study’s processes and find-
ings with existing literature.

Research team positionality
The research team consists of a senior research team, young
adult RAs, and an implementation team (who provided
implementation support and trained providers on the
dMH platform). We carefully considered how team
members were involved in leading the focus groups and
analyzing data. The senior researchers and implementation
team were involved in focus group moderation, with the
principal investigator, GD, playing a pivotal role in
leading discussions while drawing on a clinical background
as a social worker. The research team worked together
throughout data analysis to share perspectives, recognize
their own positions and personal biases, and maintain an
objective approach to interpreting data. For example, the
team included diverse young adult researchers with direct
experiences working in mental health settings; discussions
in recurring meetings enriched the team’s understanding
of youth experiences in mental health settings.

Results

Participant demographics

Most participants (n= 125; 81.2%) identified as female, and
most participants self-reported their ethnicity to be
European origins (n= 94; 61%), with 83.8% (n= 129)
reporting that they were not members of a racialized
group. Participants were working in SMHS (n= 49;
31.8%), PCNs (n= 43; 27.9%), school districts (n= 49,
31.8%), and community settings (n= 13; 8.5%). Most par-
ticipants were between ages 30–49 (n= 54; 69.5%), and the
majority had over 11 years of professional experience (n=
91; 59.1%). A complete list of descriptive information
about participants is presented in Table 1.

Qualitative results

Four organizational barriers and four facilitators were iden-
tified through the analysis, informing three overarching
themes (see Figure 1). The overarching themes are: (1)
Navigating the ‘new e-world’: Training, education, and

Table 1. Descriptive demographic information of participants
(n= 154).

Variable n (%)

Gender

Woman 125 (81.2)

Man 25 (16.2)

Other or Not Reported *

Type of organization

Specialized Mental Health Services 49 (31.8)

Primary Care Network 43 (27.9)

School District 49 (31.8)

Community-based or municipality 13 (8.5)

Professional role

Social Worker 53 (34.4)

Administrator 11 (7.1)

Counsellor or Therapist 28 (18.2)

Psychologist 20 (13.0)

Nurse 20 (13.0)

Teacher/Educator 7 (4.6)

Other or Not Reported 15 (9.7)

Age group

20–29 16 (10.4)

30–39 54 (35.1)

40–49 53 (34.4)

50–59 23 (14.9)

60 or older 6 (3.9)

Other or not reported *

Length of time practicing (years)

<1–5 34 (22.1)

6–10 28 (18.2)

(continued)
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information to increase knowledge and use of dMH; (2) “All
hands in the kitchen”: Learning to work together through
coordinated digital and MH systems, and (3) “Change
weary” but “nimble”: Shifting mindsets and approaches to
care. Within these themes, barriers included obstacles to inte-
grating dMH into MH practice (in terms of clinical limita-
tions, current platform customization, and privacy
concerns), self-reported low digital literacy on the part of
clinicians, limited inter-organizational communication to col-
laborate across sectors, and skepticism surrounding the time
commitment and implementation’s sustainability.
Facilitators included the potential for optimizing clinical

practices and efficiency, for improving continuity of care
and transitions between and across sectors, and for improv-
ing quality of care and empowering youth, and positive atti-
tudes towards dMH and MBC.

Theme 1: Navigating the ‘new e-world’: Training,
Education, and Information to Increase Knowledge and
Use of dMH

Data informing this theme includes providers’ perceptions
on two barriers: obstacles integrating dMH into mental health
practices (i.e. concerns about current platform customization,
clinical limitations, legal and privacy concerns) and self-
reported low digital literacy among providers.

Obstacles integrating dMH into MH practice: “my biggest fear
is how to integrate it into workflows”. Providers across
sectors highlighted the need for dMH platforms to be flex-
ible in tailoring to their practice’s scope. One community
provider expressed that it would be problematic to not
have “the ability to cut out different assessments or [be]
able to customize it, because it would be a huge change
for our practice” (P24–2). Providers worried that the
large range of assessment domains could result in gathering
information they did not feel qualified to collect and inter-
pret. Providers in PCN and SMHS also expressed that clin-
ical policies and procedures related to short-term care plans
for youth may limit use of the Innowell platform since
youth access is tied to a provider. Providers raised concerns
that youth would lose access after completing their sessions
with their provider. This led to hesitancy towards enrolling
youth on the dMH platform. One provider stated:

… we’re getting pressure from our own system to have
short-term therapy. It’s going to make it harder for clini-
cians … to want to enroll these [youth] because we might
only have ‘X’ number of sessions and then we can’t keep
them open. So, we have to close them and then when we
close them … we know that that means you have to end it
for the youth also, because you’re no longer connected.
(P23.7)

Providers also expressed concerns as to how dMH
aligned with their clinical data protection policy, legal
privacy obligations, and duty to protect sensitive informa-
tion. Questions arose, such as “where is this [assessment
information] housed? How confidential is it?” (P6.1),
“Where is the server? In the cloud? Okay, how is it
encrypted?” (P24.2). Lack of awareness of these technical
details made providers hesitant to engage in use of dMH out
of fear of the legal implications of sensitive data handling.
One provider expressed that data privacy considerations
regarding sharing youth information limited their willing-
ness to work with providers in other settings using dMH:
“It’s not that … I don’t want to work with you, it’s [that]

Table 1. Continued.

Variable n (%)

≥11 91 (59.1)

Other or not reported *

Member of a visible minority group

Yes 19 (12.3)

No 129 (83.8)

Other or not reported 6 (3.9)

Ethnicity

Indigenous to North America 7 (4.5)

Other North American origins 31 (20.1)

European origins 94 (61.0)

Asian origins 10 (6.5)

Other or not reported 27 (17.5)

Level of education

Some university, college, or trade school 6 (3.9)

Completed college or trade school 20 (13.0)

Bachelor’s degree from a university 49 (31.8)

Graduate school 76 (49.4)

Other or not reported *

Note: “Other” professional roles included physicians, community connectors,
and respondents who did not report a role. “Other” ethnicity responses
included Caribbean origins, Latin, Central and South American origins,
African origins, and respondents who did not report their ethnicity; numbers
do not equal 154 because participants could select multiple responses.
*Unable to report.
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there’s this use act that is legally binding that could affect
my ability to practice if I go against the act” (P9.8).
Understanding how dMH complied with legal requirements
and safeguarded private information was considered a pre-
requisite before providers would “be able to even go near
it” (P24.2).

Self-reported low digital literacy: “stumbling block”. A lack of
familiarity with digital modes of mental health care provi-
sion emerged as a potential obstacle to implementation.
Some providers were concerned that they lacked the
digital literacy and technical skills to navigate and integrate
new technologies into their mental health practice. One pro-
vider stated, “this kind of … e-world and online or elec-
tronic resources—this is still new to a lot of clinicians”
(P13.1). Some providers described feeling intimidated and
discouraged by the platform’s features, for example, a pro-
vider expressed, “I haven’t seen the whole site yet, but just
in the glimpse that I had, ya lost me!” (P6.1). Providers
underscored how some healthcare providers “aren’t neces-
sarily as apt to pick up the Internet side of things or the app
side of things …The logistics of that I think could be a little
bit of a stumbling block” (P18.2).

Theme 2: “All the hands in the kitchen”: Learning to Work
together through Coordinated Digital and MH Systems

Within this theme, barriers included limited inter-
organizational collaboration and communication and a
lack of defined roles between mental health service settings
and across adolescent and adult mental health services. Two
facilitators were also noted in the potential for improving
continuity of care and enabling cross-sector collaboration
when transitioning youth between and across healthcare set-
tings, as well as a perceived potential for dMH to optimize
clinical practices and efficiency.

Limited collaboration: “With all the hands in the kitchen, who
becomes the chef?”. A perceived challenge of using dMH
was a lack of inter-provider collaboration across separate
service settings when providing care to the same youth,
either concurrently or throughout ongoing care across dif-
ferent systems. Participants reported that few mechanisms
facilitated information exchange and collaboration to
bridge gaps between service contexts and ensure a cohesive
approach to patient well-being, which constitutes a barrier
to implementing dMH. One provider in SMHS highlighted
this issue, explaining that even though their organization’s
youth and adult mental health services were offered in the
same building, “we don’t have necessarily structured com-
munication” (P6.1) to facilitate the transition for clients
turning 18 and moving to adult care. A school provider
also highlighted this barrier, stating:

Figure 1. Overview of overarching themes, barriers, and facilitators.
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…when kids are referred to the clinic and the next day they
show back up in school, there seems to be a lack of commu-
nication at times. Right? Not knowing what supports are in
place and … what level of risk they’re at or how are you
going to support that child. (P22.4)

In discussing this gap, some providers voiced that using
dMH would require establishing strategic processes for
communication between service providers.

A related concern was that the roles and responsibilities
of providers across settings would need to be clearly
defined if the dMH platform were to be used by multiple
service providers with a single client, particularly for
youth in distress. A provider stated, “So, if you have mul-
tiple caregivers or providers, whose responsibility is it to
contact that client if there’s an escalation of suicide
risk?” (P12.1). An organizational barrier exists in the
current lack of communication and defined roles across
the sector, particularly regarding imminent suicide risk.

Relatedly, providers noted there could be overlap of the
dMH platform with existing Electronic Medical Record
(EMR) management systems, leading to redundancies and
duplication of work. For example, a provider noted that
they would have to reassess their clients in the EMR if
they flagged a notification on the Suicidal Thoughts and
Behaviors domain, indicating a high score on that measure:

I mean if they’re putting on this [dMH] app that everything
is escalating including their risk, then we theoretically
should go into [the EMR], do a risk assessment there as
well. Right? So, again how much of that information do
we use into our own charting Electronic Medical Records
charging system?. (P6.1)

Other providers observed that a potential lack of interoper-
ability between the dMH platform and EMR would mean
having to “duplicate services” (P2.2) and information
across multiple platforms, essentially “using two different
tools for the same thing” (P2.2).

Potential to improve continuity of care and transitions between
and across sectors. Despite the concerns about communica-
tion between settings, providers in PCN and SMHS settings
also identified that a dMH platform had the potential to
allow youth to “still have a health care provider that is
checking in on them through that app” (P2.3) post-
discharge, or to use the platform “as part of a discharge
plan” (P7.3). Participants shared that dMH would be
helpful in improving practices surrounding continuity of
care, with one PCN provider stating, “A lot of times after
we do the 3–6 sessions … if they’re just not quite ready
or they’re not doing well, we will refer to [a higher level
of care]. So, in the meantime if [dMH] can be kind of
that gateway” (P2.5) to monitor progress between
in-person service provision. Providers also discussed how

dMH could be a valuable tool for youth as they transition
in and out of provider care. A school-based provider appre-
ciated the “opportunity to provide something that moves on
past high school” (P5.3). Providers hoped that a dMH plat-
form could be used to bridge the gap between high school
and post-secondary, a gap in which they had traditionally
“lost all that support and there’s no easy transition”
(P25.1). The potential of dMH to attach a digital mental
health tool and record to youth was considered beneficial
as providers in a new care setting may have greater
access to information on past care and symptoms.

Providers expressed a desire for more collaboration,
coordination, and communication between service settings
across the sector. For instance, school setting providers
felt they were working in silos, and one PCN provider
described the lack of communication as “work[ing] in
silence” (P18.2). There was some hope that the dMH plat-
form could reduce this, as evidenced through a participant
stating, “I’m excited because there’s collaboration.
There’s going to be collaboration within our community”
(P5.1). The potential of working together was hoped to
“take some strain off of the system as a whole, not just
the school or [SMHS] or all of the places that these kids
end up—I’m very hopeful that it’ll alleviate some of that
pressure” (P14.1).

Potential to optimize clinical practice. Despite the above bar-
riers, providers expected that dMH could enhance clinical
practice, organizational efficiency, and triaging. Providers
appreciated that using MBC through dMH would allow
them to use session time effectively to focus on and track
clients’ most urgent needs. For example, a participant
noted, “I think having pre- and post- outcomes would actu-
ally allow me to have more time to give better care to my
clients” (P4.4). Beyond sessions with clients, participants
felt the platform would facilitate organizational efficiency
within clinics. One provider stated, “Over time it will help
us focus on those clients that… need to be seen at the
clinic, and the ones that are a little bit lesser needs that
can be seen through the e-Mental Health platform”
(P2.6). Other providers agreed that the platform could
facilitate prioritization of care needs across symptom sever-
ity, operating as a triage tool that could direct youth to
appropriate services. They discussed using the platform to
connect youth to specialists if needed, for instance:

Are we the best place … to provide the support that they
actually need?… I had a few eating disorder referrals
come to me and after triage it felt like, “You know what,
that isn’t appropriate for my service. They need a more spe-
cialised, more intense team around them. (P4.3)

Providers perceived that the platform questionnaire results
could make referral decisions more objective instead of
relying solely on providers’ professional capabilities and
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judgements about the severity of the young person’s mental
illness.

Theme 3: “Change Weary” but “Nimble”: Shifting
Mindsets & Approaches to Care

Within this theme, a barrier was providers’ skepticism
surrounding the longevity and time commitment of a
dMH implementation, and two facilitators emerged: the
perceived potential to improve quality of care and
empower youth, and positive attitudes towards greater use
of dMH-enabled MBC.

Skepticism of time commitment and implementation longevity:
“a little bit change weary”. Participating providers perceived
that implementing dMH would be a time-intensive
endeavor amid already demanding schedules and existing
workflows. One provider stated, “I’m sure we’ll get the
training but it’s more the time. It’s the timeline to do this.
That’s the biggest thing. We run a tight ship at this
clinic” (P16.3). Beyond the time needed to learn the new
platform, monitoring MBC results would be challenging:
“So, if we’re doing like a bunch of assessments, I feel like
in a fifteen-minute session where I see them once a
month, it’d just be too focused on assessments” (P24.2).
The sense of obligation to “look at every single assessment
that they do and debrief it with them” (P24.2) was consid-
ered a barrier, especially in managing large caseloads.

Participants’ skepticism to dMH was also related to
uncertainty about the long-term sustainability of the imple-
mentation. Participants expressed a sense of change fatigue
at the potential for the time investment to not be sustained
over the long term. One provider said:

I’m just worried that we’re going to get something really
good rolling, or not and then it’s going to end… Or is it
going to be for real? …I guess I’m a seasoned social
worker, and it’s nice to see some initiative, but I was also
a little bit change-weary in regards to if this is not going
to be renewed. (P23.1)

Organizational barriers such as change fatigue and a lack of
clarity regarding the longevity of the implementation limit
the potential uptake and use of the dMH platform.

Empowering youth and improving quality of care: “the keeper
of their own information”. With the abundance of digital
resources and tools available to youth, providers appre-
ciated that the dMH platform could provide timely and
accurate “evidence-based information” (P4.1) that they
could professionally endorse. The abundance of care
resources and tools were considered a major asset, with
one provider stating, “anytime we can give youth more
tools and empower them, I think that’s always beneficial”
(P17.3). Providers also perceived that the platform would

empower youth to be active participants in their care and
to “self-advocate” (P5.4). For instance, one provider
stated that it was “super empowering [that] the youth can
access [the results] themselves, they’re accountable and
they have that immediate data or feedback to themselves”
(P5.1). Long-term use of the dMH platform could enable
tracking progress throughout treatment and across provi-
ders, positioning youth as “the keeper of their own informa-
tion” (P4.5). In this way, the platform offered potential to
empower youth with resources, tools, and a sense of auton-
omy in managing their mental health.

Positive attitudes towards dMH and MBC: “we are nimble”:.
Some participants across sites indicated a sense of readiness
for a dMH platform. Some organizations embodied a
culture of improvement and innovation to support clients’
needs. One provider emphasized the adaptive nature of
their workplace culture, describing it as “nimble” and
stating that the staff “evolve around the environment”
and use resources that are “new and innovative” (P13.1).
In another group, a participant described their workplace
as “really creative” (P24.3), with management that was
“always willing to just try things and see if it works”
(P24.3), which had led to two successfully implemented
programs in the past. Providers in another focus group men-
tioned they had previously adjusted their working hours to
allow for appointments in high demand time slots such as
the lunch hour. Providers with this sense of innovation
and flexibility deemed the dMH implementation more feas-
ible, as noted through expressions of interest and enthusi-
asm for the platform’s potential to meet the needs of
providers and youth.

Some providers also noted an increase in familiarity with
digital tools and platforms given the rapid digitization of
their work since the onset of the COVID-19 pandemic.
The pandemic catalyzed virtual offerings of mental health
services (e.g. appointments), and some providers still
worked in hybrid arrangements. For instance, one partici-
pant stated, “I think also for the clinic, a lot of us are
also still kind of working virtually. Right? Unless we actu-
ally have clients to come in to see” (P23.1). Providers had
gained familiarity with digital tools in their practice, which
was seen in a positive light by some providers, as illustrated
by one provider stating, “the one positive that came out of
COVID… is doing Zoom and offering that option” (P19.2).
The pandemic led to changes in attitudes and beliefs sur-
rounding technology, suggesting an increase in interest in
and acceptability of using digital tools.

Discussion
This study aimed to explore providers’ perspectives on
organizational factors impacting their use of dMH with
youth in Alberta. Their perspectives included barriers and
facilitators that could constrain or enable dMH
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implementations. These results informed three overarching
themes aimed at alleviating organizational barriers and
enabling facilitators to support the use of dMH in mental
health care settings. The first theme is the need for training,
education, and information to increase knowledge and use
of dMH; this theme addresses the barriers of obstacles to
integrating dMH into practice and self-reported low
digital literacy among providers. The second theme is the
need for coordinated digital and mental health systems
across sectors; this theme relates to the barrier of limited
inter-organizational communication and the lack of
defined roles and responsibilities supporting clients across
service settings, and the potential for optimizing clinical
practices, improving clinical efficiency, and improving con-
tinuity of care and transitions between and across sectors.
The third theme is the need to leverage behavioral change
towards dMH and MBC; this theme entails addressing
skepticism regarding the time commitment and the imple-
mentation’s longevity and building on positive attitudes
towards and the potential to empower youth and improve
the overall quality of care.

The need for training, education, and information to
increase knowledge and use of dMH

Our findings suggest that providers face challenges integrat-
ing dMH into clinical practices and policies and gaining
skills for navigating the technical aspects of digital mental
health care provision. This indicates a need for training
and information to increase providers’ knowledge and cap-
acity to use the platform and integrate MBC into practice.
To address this need identified in the pre-implementation
stage, training was offered during the implementation
both in-person by implementation leads and through
online learning modules, which fit flexibly into providers’
schedules and were scalable across sites. Building capacity
among designated on-site champions or implementation
leaders allowed local leads to field questions specific to
clinical policies and procedures. Importantly, equipping
senior leadership with change management strategies and
support further facilitated the implementation. These strat-
egies were consistent with literature addressing the need
for training prior to implementing dMH.51,52

Participants were concerned about how dMH would align
with clinical and professional obligations to protect patient
privacy. This finding is consistent with other studies explor-
ing the adoption of technology in mental health care.53–55

Professional associations such as the Canadian Federation
of Mental Health Nurses and the Canadian Counselling
and Psychotherapy Association outline standards and best
practices regarding the use of technology in mental health
care.56,57 These guides are live documents, with new editions
revised and released in recent years establishing current best
practices for technology and privacy in dMH; sharing

emergent best practices with providers may help to address
their concerns regarding the legal stipulations of dMH imple-
mentations. Organizations seeking to implement dMH solu-
tions should provide training on the intersection of
technology, privacy, and mental health to increase uptake
among providers on the role they play in safely handling
data and managing caseloads.

In this study, participants also identified the challenge of
adjusting to novel online resources for mental health care
delivery with sometimes limited digital literacy. While
this barrier may reduce naturally over time as a new gener-
ation of ‘digital natives’ (i.e. people who grew up with tech-
nology) become the main workforce, in the meantime, there
is a need to support and develop technical competencies
needed to use dMH platforms by providing training on tech-
nical skills. This aligns with findings in the literature, such
as Bucci et al.’s34 study reporting that a lack of familiarity
and confidence in digital abilities impeded the use of online
mental health tools used in providers’ practice. Employing
digital navigators trained in mental health technology
whose role is to support providers in operating and trouble-
shooting devices and software may be an effective way to
address this barrier and increase user engagement.58,59

Our study suggests there is potential to leverage interest
in the uptake of digital tools to increase quality and continu-
ity of care, especially following the pandemic.60,61 The lit-
erature suggests a shift towards adopting technology to
meet the needs of clients.62 This suggests that supporting
dMH adoption through training can bridge digital ability
gaps with high-interest levels in dMH implementation.

The need for coordinated digital and mental health
systems

While findings in this study suggest that participants
deemed there to be barriers in current approaches to inter-
organizational communication and collaboration, they
also noted the potential for dMH to bridge the gap by enab-
ling cross-sector coordination. As a result, dMH may posi-
tively impact clinical practices, clinical efficiency, and
continuity of care during transitions between and across
sectors. Improving care coordination has also been linked
to major decreases in self-harm and hospitalizations.21

The findings of this study indicate that dMH could be a
promising solution to increase collaboration 1) between
and among different mental health service providers
within a mental health service and across sectors including
from adolescent to adult services, 2) between youth and
their providers, and 3) between digital operating systems.

First, participants in this study indicated that mental
health care provision is fragmented across organizational
silos, a finding mirrored in other mental health con-
texts.63–65 There would be increased interest if the platform
enabled inviting and collaborating with others (e.g.
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teachers, doctors, parents) in youth care plans and dMH
journeys. Appropriately designed dMH has the potential
to support inter-organizational and interdisciplinary care
collaboration66,67 through increased communication
between each patient-provider, provider-provider, provider-
school, and specialist-family practitioner. dMH supports
continuity of care by connecting youth to resources, infor-
mation, and services, ensuring that they will have timely
access to the care they need.68

Second, dMH could enable improved continuity of care
among clients who receive short-term treatment plans if
youth had continued access to their data/tools on the
dMH platform. Other studies highlight the benefits of
using an online platform to connect youth with providers
after discharge from clinical care.69,70 An Ontario study
monitored the implementation of a mobile application
called “Be Safe” used by youth after discharge from a psy-
chiatric unit. The platform gave youth access to their per-
sonal safety plan and local mental health and addiction
resources.69 Another study by Montague et al.65 further
illustrates how online therapeutic modalities can bridge
transitions in care through supporting recovery and prevent-
ing relapse. Providing youth access to their own data can
empower them to share it wherever they go. dMH platforms
could be an optimal solution for youth when transitioning
between care.

Third, participants in this study indicated that a barrier to
integrating dMH was the functional overlap with existing
EMR procedures in Alberta. A lack of interoperability
would create more work for providers if information
cannot be shared between the dMH and EMR systems,
requiring manual duplication from one system to another.
Other studies report similar barriers to interoperability,
including privacy and confidentiality concerns, lack of stan-
dardized protocols, and challenges in data integration.71,72

Increasing interoperability could reduce redundancies and
save time through automation.73 There is a need to make
dMH innovations congruent with existing digital health
records to increase the acceptability and feasibility of
their uptake. It is also crucial to align procedures for collect-
ing and recording data with the goal of delivering quality
care to clients, rather than recording activities to maintain
funding cycles. It will remain a challenge of the 21st
century to identify strategies for addressing these complex-
ities and enabling greater communication between digitized
health systems.

Leveraging behavioral change towards new
paradigms of MH practice using MBC

Our findings indicate a need to address providers’ concerns
regarding the time required to learn how to use dMH, which
can be facilitated by building on positive attitudes towards
dMH and the potential for dMH to empower youth and

improve the overall quality of care. Providers’ initial per-
ceptions of the dMH platform included a view that it
would be too time-consuming to adopt, especially under
increasing pressure to offer short-term care for clients.
This trend in MH is a barrier to the implementation and
use of MBC systems. This finding aligns with the existing
literature in which implementations were met with skepti-
cism for being “overly time consuming” (28, p. 3) or
seeming to increase workload.55 To that end, supporting
successful organizational implementations can include
nurturing professional networks among providers74,75 and
involving staff in discussions about the implementation.
This was found to lead to ‘role changing practices’ in a lon-
gitudinal study looking at data from 517 hospitals.76

Additionally, restructuring providers’ workloads to allow
time to integrate MBC may increase their uptake. For a suc-
cessful implementation of the dMH platform, the willing-
ness and adaptability of the professionals involved must
be accounted for.

Promisingly, the findings of this study indicate a
growing willingness to shift towards digital modalities of
dMH that use MBC. Participants valued that dMH empow-
ered youth by enabling them to monitor personal progress
using MBC outcomes. Despite the evidence supporting
the utility of MBC,28,77 the reality has been that most ser-
vices have not previously had access to IT-based systems
to support its everyday implementation. Other literature
suggests that although providers value monitoring patient
care, there remains low adherence to standardized proce-
dures for collecting measures.78 Hence, a new service activ-
ity (and assumed capacity of services to respond
appropriately) presents a challenge when introduced along-
side the technology platform. Experiences elsewhere,15,25

indicate that although desirable, this is very challenging
for providers and service organizations.

Providers expected the tools and resources on the plat-
form to increase youth engagement and accountability.
This is consistent with findings in a study by Cliffe
et al.79 indicating that 88.3% of providers surveyed appre-
ciated that dMH enabled easy distribution of resources to
youth, especially self-guided tools.34 While this does not
guarantee that resources will be used or have an impact
among young adults, participants in this study were opti-
mistic that the resources, combined with the ability to
track MBC outcomes would optimize the quality of care
delivered to clients during in-person sessions. Similar opti-
mism is reported in other studies where tracking client pro-
gress through longitudinal data helped inform clinical
decision-making, generate treatment plans across a spectrum
of mental illness acuity, support targeted care over time,
improve efficiency of time used during sessions, and increase
the frequency of interactions between clients and provi-
ders.34,80 While providers in some service settings in this
study were hesitant to endorse assessments for mental
health domains beyond the scope of their practice—consistent
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with findings by Zhao et al.81—they recognized the value of
identifying youth needs and being able to give referrals to
clients whose needs exceeded a provider’s capacity.68,82 It
is worth noting that dMH entails a broad range of digital inter-
ventions that do not always include MBC. dMH and MBC
each have their own implementation challenges. A dMH plat-
form that uses MBC requires thoughtful consideration to
deliver the benefits of both.

Strengths and limitations
Using a semi-structured approach in focus groups meant
some discussions flowed more openly as participants iden-
tified key issues and opinions. A common challenge inher-
ent in focus groups is that certain participants may dominate
the discussion sessions and participants may only voice opi-
nions they believe would be accepted by the group, poten-
tially limiting a full spectrum of perspectives. Clinical leads
and management were often present during focus groups,
which enabled leadership to understand perspectives
within their settings, but this may have limited the extent
that some participants openly shared views specific to
their context. Our sample lacked diversity in race and
gender and had low representation from school/community-
based settings, which may limit the generalizability. This
study also had several strengths, including the involvement
of youth research partners in the analysis of focus group
data. Also, the recruitment of participants from diverse
mental health settings across urban and rural Alberta com-
munities provided a wide range of viewpoints, allowing a
comprehensive view of pre-intervention feasibility. Since

this data is pre-implementation data, perspectives of partici-
pants may change over time; future research directions will
focus on evaluating specific organizational factors that
impact dMH and MBC implementation through post-
intervention data collection. It will also be important to
involve the voices of youth participating in dMH imple-
mentations as their insights and experiences should shape
approaches to dMH moving forward.

Practical recommendations for organizations

The themes identified in this paper provide a practical
approach to implementing dMH platforms and innovations
in clinical settings with youth experiencing mental health
concerns (see Table 2 for the summary of practical recom-
mendations). First, a dMH implementation must be sup-
ported by adequate training to equip providers with
information to recognize the value of using dMH to really
deliver MBC in mental health care. This is a challenging
task for services that have not had prior experience with
delivering real-time MBC. Training needs include ways
to overcome challenges, understand measures in place for
privacy and safe data handling, and increase providers’
digital literacy and familiarity using online platforms and
tools for mental health care. Training could include work-
shops or professional development sessions where provi-
ders could participate in hands-on sessions to learn how
to navigate dMH platforms and explore case studies that
integrate dMH into existing clinical workflows or adapt
those workflows to respond appropriately to these new real-
time sources of information. Online resources, tutorials, and

Table 2. Practical recommendations for organizations.

Recommendation Examples

Provide training to equip providers with information
about the value of dMH to deliver MBC.

• Workshops, PD sessions, opportunities for hands-on exploration of the dMH
platform and resources through demo accounts and clinical examples.

• Online resources, tutorials, and guides (i.e. practical use of MBC, how to
invite and onboard clients’ to the platform, how to discharge clients from
the platform).

• Mentorship programs for dMH.

Consider the fit of the dMH platform in context. • Adjust providers’ workloads to accommodate the implementation.
• Optimize cross-sectoral communication to improve care coordination.
• Engage providers in discussions about how their clients would be best

served by the dMH platform.
• Remain flexible in how the dMH platform best fits the needs of the

organization.

Build on the interest of providers to use digital modes
and implement MBC.

• Promote and embed leaders who are champions of dMH.
• Support communal learning and sharing of ideas, including strategies for

addressing challenges and success stories.
• Highlight alignment of the dMH platform / MBC with providers’ approaches

to care (e.g. client-centered, solution-focused, etc.).
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guides could also be accessible for providers to consult
when troubleshooting common issues or seeking informa-
tion on privacy protocols. Mentoring programs could also
support providers by pairing them with experienced users
who can provide guidance, answer questions, and share
best practices. These types of training approaches should
teach both technical aspects of dMH as well as contextual
considerations such as privacy, ethics, and integration into
clinical practice and community.

Second, when organizations adopt a dMH approach or
platform, they should consider how it fits within their
context in terms of the mental health services provided,
the existing dMH records in place, and the likelihood that
the intervention could enable inter-organizational commu-
nication and collaboration in supporting care for patients
moving between service settings. This will aid in optimiz-
ing clinical workflows, modifying existing practices and
cross-sectoral efficiency, and will help providers see value
in using the platforms. Finally, leadership and management
in settings hoping to integrate dMH should consider ways
to build upon the interest among providers to use digital
modes of MH care and really implement MBC effectively.
Leveraging the momentum and interest of providers
through enthusiastic leadership, nurturing a flexible and
innovative workplace, adjusting providers’ schedules and
caseloads to account for the learning curve of an innovation,
and enabling opportunities for sharing the learning process
as a clinic, can greatly enhance the successful adoption of
dMH platforms.

Conclusion
This study aimed to understand mental health care provi-
ders’ perspectives on the organizational factors surrounding
the implementation of a dMH platform across Alberta in
school and community settings, SMHS, and PCNs. The
diverse perspectives highlighted in our findings demon-
strate the crucial need to consider how organizational
factors limit or strengthen implementation efforts.
Decision-makers in organizations must implement
organizational-level strategies to support the success of
dMH and MBC-focused interventions, rather than leaving
it up to healthcare providers to navigate individually.
Organizational strategies, such as providing training, opti-
mizing clinical policies to support new workflows, adapting
existing work practices enhancing inter-organizational part-
nerships and collaboration, and establishing enthusiastic
and supportive leadership, all have the potential to facilitate
successful and sustained implementation of dMH interven-
tions in practice.
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Appendix 1—Guiding questions

Guiding questions

Knowledge • What do you know about online digital Mental Health (dMH) interventions and apps/tools for youth/young
adults?
Probe: What knowledge is needed to increase user acceptance, engagement and comfort with using dMH
platform? What beliefs about dMH interfere with engaging youth?

• What information/training would you find helpful to increase and better engage your use of dMH
interventions with youth in your clinical practice?

• How would you envision dMH being used in both intake assessments and ongoing treatment planning?
• What information/training do you need to implement dMH interventions for information sharing and

communication with other providers within your organization/agency?
Probe: Are there other options, e.g. using during case rounds?

• What information/training do you need to implement dMH interventions for information sharing and
communication with providers across different systems such as primary care networks, SMHS, and other
youth serving organizations to improve clinical care?

• What information/training do you need to help you use dMH to support the transfer of care from adolescent
to adult programs?

Skills • Ask questions from preceding sections but probe about skills.

Professional Role • What do you know about your profession’s stance on the use of dMH?
• Do you perceive any professional/ethical issues related to dMH?
• Do you have any thoughts about privacy, confidentiality, and patient safety when using dMH?
• Are you on a multidisciplinary team? If so, how might different roles/ professions interact with/influence the

implementation of dMH?

Beliefs about
Capabilities

• How would you characterize your digital readiness to incorporate dMH?
• How would you characterize your service’s (or organization’s) digital readiness to incorporate dMH?
• What impacts your confidence level? What raises it, lowers it, maintains it?

Outlook • What value could you see dMH bringing to your practice with youth and their caregivers?
• What would make you want to incorporate dMH into your practice?
• Are there youth/young adult populations who have been disproportionately affected by COVID-19? What

about certain mental health services? Are there opportunities to address these gaps with dMH?

Intentions • What do you believe is the primary intention for using dMH in your organization/agency/service with youth?
• What do you believe is the intention of your organization/agency/service for using dMH with other providers

from different systems?

Environmental • What factors in your organization might influence your use of dMH?
• What unintended/intended consequences might result from using dMH?
• What are the barriers/facilitators of using dMH during a pandemic?
• What are the downsides/benefits of using dMH during a pandemic?
• Does your agency serve youth that may have specific barriers to accessing/ using dMH, for example youth

with cognitive or physical disabilities?

Social Influences • What role do you hope your supervisor or leaders will play in providers using dMH with youth?
• Do your colleagues influence your likeliness of using dMH?
• What influence do you have on your supervisor or leader in how dMH is used with youth/young adults?
• Does your relationship with the community in which you practice have any influence on the use of dMH? If

so, how?
• What unique factors in your community might influence the use of dMH? Probe: Geographic location,

culture, internet connectivity, other contextual variables.

(continued)

16 DIGITAL HEALTH



Continued.

Guiding questions

• Do you experience pressure that influences your use of dMH? If so, what types of pressure? How do you deal
with this?

Emotion • What feelings come up when you think about implementing dMH into your scope of practice?
• How are you feeling about participating in this dMH project at this time?

Behavioral Regulation • Do you currently have a way of measuring progress or change for youth in your services? What are the key
metrics? How could dMH help to track and demonstrate progress?

• How could dMH help us track the degree to which organizations, agencies, and services are collaborating?
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