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Abstract

Background: Web-based mental health interventions (e-Mhls) show promise for
increasing accessibility and acceptability of therapy for cancer patients.

Aim: This study aimed to elicit health professionals' (HPs) views on optimal models
for including e-Mhls within standard cancer care.

Materials & Method: Cancer HPs who worked in a service where an e-Mhl was
available to patients, and multi-disciplinary HPs interested in supportive care, were
invited to participate via email. In semi-structured phone interviews, participants'
views on e-Mhls were elicited. They were then presented with five model vignettes
varying in local and centralised staff input, and asked to indicate their preference
and views on each. A thematic analysis was applied to the data.

Results: Twelve nurses, nine psychologists, seven social workers, and three oncol-
ogists participated. Four key themes were identified: looking after patients, re-
lationships and multidisciplinary care, trust, and feasibility, all contributing to a
meta-theme of tension. Participants were motivated to ensure optimal patient
outcomes and thus needed to trust the intervention content and process. They
believed personal relationships increased patient engagement while affording
greater work satisfaction for HPs. Most participants preferred a fully integrated
model of care involving local HP assessment and design of a tailored therapy
incorporating some e-Mhl components where appropriate, but recognised this gold
standard was likely not feasible given current resources.

Discussion and Conclusion: Co-design with local staff of optimal models of care for
the content and process of implementing e-Mhls is required, with due consideration
of the patient group, staffing levels, local workflows and HP preferences, to ensure
sustainability and optimal patient outcomes.

Clinical Trial Registration: The ADAPT Cluster RCT is registered with the ANZCTR
Registration number: ACTRN12617000411347.
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1 | BACKGROUND

The need for assessment and management of anxiety and depression
in cancer patients, due to the high prevalence of these conditions®™*
and evidence of improved outcomes from psychological in-
terventions, is internationally recognised.’”” Clinical practice guide-
lines for cancer-related anxiety and depression, such as those from
Australia,® the US,” and Canada,’® have evolved in response. Due to
the large burden of need and limited psycho-oncology workforce, such
guidelines recommend access to online mental health interventions (e-
Mhils) to increase access to psychological treatment, particularly for
those in remote or regional locations and those unable to attend
hospital-based services due to ill health or transport issues.**

In primary care, five e-Mhl models have been identified,'?
involving increasing human involvement, ranging from promotion by
providers of entirely self-directed e-Mhls to integrated and compre-
hensive treatment, where providers make a comprehensive thera-
peutic assessment and intervention incorporating an e-Mhl.

Self-directed e-Mhls specifically for cancer patients have
recently shown efficacy in immediate and short-term outcomes.**-”
However, little is known about how best to implement them in
routine care. Most research on e-Mhl implementation in the general
population has focused on use as a component of treatment delivered
via online clinics.*®-2° A recent systematic review?! (n = 11 studies)
reporting on uptake and/or usage of seven e-Mhls in real world
settings found only 1%-28% of users completed all modules and less
than 42% completed 60% of modules. When evaluating routine
implementation of an anxiety and depression e-Mhl (self-directed) in
cancer care, we also found limited uptake (44% of self-referred pa-
tients and 0% patients referred by health professionals).?

In a systematic review of health professionals' (HPs') experiences
and views of e-Mhls,?® we found very low rates of familiarity with,
and high rates of concern about, e-Mhls. The only study of provider
perceptions of a cancer-specific e-Mhl,?* found that providers
viewed the increased accessibility of a cognitive behavioural therapy
program positively but highlighted it may not be appropriate for all
patients. However this study did not explore preferences for the
format and delivery of e-Mhls.

Given the complex and multi-disciplinary nature of cancer
treatment, cancer HPs are likely to be key referrers influencing ac-
cess to e-Mhls. Thus, this study aimed to elicit their views on optimal
models for e-Mhls within standard cancer care, and barriers and
facilitators to successful implementation.

2 | METHODS
2.1 | Participants

Fifty-six cancer HPs (psychologists, social workers, doctors, nurses) in
7 cancer services in New South Wales (NSW) and South Australia

who could refer patients to one of two self-directed e-Mhls for pa-
tient with cancer (iCanADAPT Early'* and Finding My Way (FMW)*°)
were invited to participate in the study via email. In addition, 1088
members of the Psycho-Oncology Cooperative Research Group
(PoCoG), a network of multi-disciplinary cancer HPs interested in
supportive care, were also invited to participate via email, with an
eligibility requirement of having used or having interest in online
therapies. Overall, recruitment emails were sent from August 2018
to August 2020 to over 670 psychologists, 175 social workers, 300
nurses and 240 medical staff (including 140 oncologists). Interested
participants were contacted to confirm consent and arrange a phone
interview. Recruitment continued until thematic saturation was
reached at 31 participants.

2.2 | Data collection

Semi-structured interviews were conducted by a clinical psychologist
trained in qualitative research methods, exploring participants'
perceived barriers and facilitators to use of e-Mhls in routine cancer
care, and their thoughts about five model vignettes (A-E) of evidence-
based online therapies, based on Reynolds et al'? (see Table 1 for
models and Supporting Information for vignettes). Participants
commented on each model, presented in order, and nominated their
preferred model and rationale for this choice. Interviews were audio-

recorded and transcribed verbatim.

TABLE 1 Models of care

Model Model details

A Promotion of self-directed e-Mhl -any cancer team
member can refer patients to e-Mhl. Patients complete
program independently with no assessment, monitoring
or follow-up.

B Case-management of self-directed e-Mhl with local
assessment and local monitoring -local cancer
psychosocial team refers patients to e-Mhl after
assessment, and monitors their progress and distress
with follow-up if needed.

o Case-management of self-directed e-Mhl with local
assessment and central monitoring - same as B, but
monitoring and follow-up is conducted by a central
e-Mhl psychosocial practitioner/team.

D Local assessment with central monitoring and coaching-
same as C, but central e-Mhl psychosocial practitioner/
team also coaches the patient through the e-Mhl.

E Integrated, comprehensive face-to-face and online
treatment by the local team -local cancer psychosocial
team assesses the patient and then uses the optimal
combination of face-to-face and online treatment to
suit the patient.



DAVIES €T AL

WILEY__| 1%

2.3 | Analysis

A thematic analysis guided by Braun & Clarke's theoretically-flexible
approach to analysing qualitative data?®> was conducted to identify
initial and higher-order themes. Two researchers independently
coded three randomly chosen transcripts to generate an initial coding
schedule. Coding disagreements were discussed until consensus was
achieved. The coding schedule was then applied to subsequent in-
terviews, and updated as new themes emerged after discussion with

the wider research team. Finally, higher order themes were identified.

3 | RESULTS

3.1 | Demographics

Twelve nurses (including 10 cancer care nurses), nine psychologists,
seven social workers, and three oncologists participated. Thirteen
participants were familiar with iCanADAPT Early,'* 6 with FMW,*®
and 12 were PoCoG members. Responses to recruitment emails
were low across all disciplines ranging from one to four percent.
However, within the sample attained, theoretical saturation was
achieved. As no differences in perspectives were detected between
discipline groups, the data were combined into one dataset for
thematic analysis. Most participants reported minimal to no direct
experience with e-Mhls, despite access to these interventions in

their clinical practice.

3.2 | Main themes

We identified four key themes in cancer HPs' considerations of e-Mhl
models for use in cancer care: looking after patients, relationships
and multidisciplinary care, trust, and feasibility, all contributing to a
meta-theme of tension. Quotes are identified by profession; source
(ADAPT, FMW or PoCoG); and personal ID.

3.2.1 | Looking after patients

Offering safe, accessible treatment

Participants were positive about having immediately accessible e-
Mhls to provide support to patients, especially for those unable or

reluctant to attend face-to-face sessions.

“There are always benefits to having that kind of resource
available... that we can draw on for each individual situ-
ation.” (Nurse:ADAPT_PO08)

Participants' preferences regarding models of care were rooted in
concern for patients. They wanted to ensure patients would be moni-

tored for deterioration, and referring providers would receive

feedback about patient progress and identified issues. Participants
hence viewed e-Mhls with some level of monitoring or therapist
involvement (Models B-E) as “safer” and “more secure”. (Nurse:
PoCoG_P17).

“I don't think you could ethically leave people to their own
devices...someone would have to be monitoring, and if
someone indicated suicidality or high levels of distress,
there is an ethical obligation to follow that up.” (Psy-
chologist:PoCoG_P24)

Not for everyone

Participants noted not all patients were able to access or comfortably
use e-Mhls. They felt e-Mhls were most appropriate for: younger,
self-motivated patients, with milder distress, from regional/remote
locations, who required flexible delivery options due to work or
illness, or did not want to engage with face-to-face support (e.g., due

to privacy concerns or stigma).

“Our young breast cancer patients, who are all over the
technology... would welcome that... being able to sit down
after hours and address things rather than having to make
appointments, take time off work...” (Nurse:FMW_P26)

“[Our patients] who [don't] find it easy to open up and
would find it really confronting and challenging to speak
about how they feel, would find it beneficial to be able to
go through a program online” (Psychologist: ADAPT_P13)

However, participants were concerned that e-Mhls may be less
appropriate for other patients, including those older, with lower lit-
eracy or from non-English speaking backgrounds, with limited access
to digital technology, or who lacked energy/motivation to engage due

to treatment side-effects or high distress.

“It's having time and inclination to do it... After chemo you
go home and sometimes you don't feel like it.” (Nurse:
FMW_P26)

Flexibility is key

Participants emphasised the importance of tailoring treatment to
changing patient needs, preferences and capabilities, by selecting
relevant topics, offering different therapy modes, and adapting
treatment over time, rather than a “one size fits all” approach (Social
Worker:PoCoG_P20). The blended therapy (Model E) was therefore

favoured by many.

“It would have to be very flexible, in terms of \... tailoring
the online therapy to that person's needs and presenta-
tion.” (Psychologist:PoCoG_P24)
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3.2.2 | Relationships and multidisciplinary care
Supports engagement

Participants emphasised the importance of the therapeutic relation-
ship and therapist support in helping patients to identify issues and
engage in treatment.

“...majority, if you actually went up to them and said, do
you want therapy? They'd be going, ah, no... You sit and
build the rapport and get them to the space where they feel
comfortable enough to disclose it and talk to you... face-to-
face” (Social Worker:PoCoG_P19)

Face-to-face contact was thought to provide a sense of
accountability and facilitate tailoring the therapy to the specific pa-
tient, particularly needed for more distressed patients or those

reluctant to engage with therapy.

“When you're having appointments with someone... there's
more initiative of the person to attend and complete their
homework, because they know there's actually another
human being on the other end asking them questions.”
(Oncologist:PoCoG_P15)

Beneficial to patients and staff

Participants (particularly psychologists) believed face-to-face inter-
action gave patients a sense of support and personal connection
(“the comfort of... talking to another human being”; Psychologist:
ADAPT_PO5). These interactions were also beneficial for care pro-
viders; non-verbal cues helped them to “complete a picture” (Nurse:
PoCoG_P17) which could inform treatment planning, and face-to-
face interaction enhanced work satisfaction.

“The therapists in my team... all enjoy enormously that
face-to-face and telephone contact... being able to talk to
and interact with people. | would imagine there would be a
little less satisfaction with the online work.” (Psychologist:
PoCoG_P24)

Some participants were concerned that separating psychological
treatment from cancer care (for self-directed or centralised models)
would dilute multidisciplinary care.

“Our psychologists here are... part of the multidisciplinary
team... we've all got close ties, everyone knows each
other.... We lose any of that if... they were engaging in a

purely [online program].” (Nurse:PoCoG_P17)

3.2.3 | Trust

Trust in therapist involved

For models of care requiring monitoring or therapist involvement
(both local and centralised), participants felt the therapist should

have experience in cancer care and a background in counselling/
psychology. This would provide contextual clinical oversight to
manage clinical issues and monitor risks.

“You can't have people who have no training in counselling
for people who have cancer.” (Psychologist:PoCoG_P25)

Centralised models required trust in the central e-Mhl therapist
to monitor patients and provide feedback to the treating centre, as
well as effective relationships and “good communication” (Nurse:
FMW_P31),

“I would be needing to put my trust in the process in
the back end to make sure those things happened”
(Social Worker:PoCoG_P16)

Some psychosocial staff raised concerns that a centralised ther-
apist, who was ‘removed” and “separate” (Psychologist:ADAPT_P07)
from the treating team, may lack understanding of that specific patient
population's needs and resources, and day-to-day changes in patients'
care which were necessary to inform treatment decision-making.

“Somebody centrally located again, is not aware of... where
[the patient is] up to, in terms of their other cancer care...
And doesn't have the ability to liaise just day-to-day, with
other multidisciplinary team members.” (Psychologist:
ADAPT_P10)

Trust in the program

Referral to e-Mhls also required care providers to trust they were
evidence based, developed or endorsed by a reputable team/orga-
nisation, and with proven therapeutic benefits for patients. Famil-
iarity with and belief in the efficacy of the e-Mhl were thought to
increase HPs' comfort in referring and ability to assess its suitability/

relevance for patients.

“It's important that... it's from a reputable source.” (Nurse:
PoCoG_P05)

“The clinician who refers the patient needs to be familiar
with what the [online] intervention does, what it doesn't do
and decide whether it's a suitable approach for the pa-
tient.” (Oncologist:FMW_P30)

Participants perceived consumers also needed to trust e-Mhls
and computers - lack of trust was identified as a barrier to patient
engagement.

“If... they don't trust computers, or they think... it's not
worthwhile... they won't even use a computer.” (Social
Worker:ADAPT_P01)

“Some people would say, oh, it's just an online video... how

would that help me? So- as opposed to a professional



DAVIES €T AL

WILEY__| %

sitting across a table and talking to them.” (Oncologist:
PoCoG_P23)

3.24 | Feasibility

Therapist workload

Some participants believed e-Mhls may reduce patient referral rates to
the psychosocial team, decreasing wait times and freeing up psycho-
social staff to treat complex patients. However many were concerned
that models which require local monitoring or therapist involvement

(Models B and E, respectively) would exceed local capacity.

“If we're going to do that [monitoring and follow-up]
we've got to make sure we've got the staff and the
ability to actually give what we promised” (Social
Worker:PoCoG_P19)

One participant commented that “more elaborate models” (Oncol-
ogist:PoCoG_P23) may need to be restricted to those with more needs
(e.g., for those with high distress) to reduce cost and resources
required. Some participants were concerned that a self-directed or
centralised model of care, if proven effective, would legitimise
decreased resourcing to psychosocial support in cancer centres.

“Psychologists in hospitals are low enough as it is, we don't
want to give them any other reason to lower the numbers
even further” (Social Worker:PoCoG_P19)

Referral motivation and skill

Participants also acknowledged that for e-Mhls to be successful,
referral would need to become part of routine care conversations,
requiring changed work practices, training, and professionals “un-
derstand[ing] that it fits within the remit of their role.” (Nurse:
PoCoG_P21)

“l think the lack of awareness of these tools is a huge
barrier for health professionals. A lot of medical oncolo-
gists, they wouldn't even think of it.” (Oncologist:
PoCoG_P15)

“Some people... have dffinity for that sort of discussion, and
they do it more. They have more belief that this is worth-
while...[others] either don't and therefore do not recom-
mend or they make a referral that is very simplistic and
basic and doesn't engage the patient.” (Oncologist:
FMW_P30)

3.3 | Tension as a meta-theme

A meta-theme present in the data, was the tension between Feasi-

bility and one or more of the other themes. Tension between

Feasibility and Looking after patients and Relationships and multidisci-
plinary care, occurred where achieving the best outcomes for patients
and enacting professionals' preferences for therapist support, face to
face communication and good multidisciplinary care, were seen as
too costly or resource intensive.

Tension also appeared between Trust and Feasibility where the
involvement of local clinicians was trusted more than a central
model but was also seen as less practical in terms of workload.
Finally, preferences for blended treatment (Relationships and Multi-
disciplinary care) conflicted with concerns about workload (Feasi-
bility) and the potential for expanding waitlists (Looking after
patients).

“The advantages of having [monitoring] locally is that you
have the whole care team in the one place. You're able to
give feedback, liaise about those issues... even just
formulation and intervention. But then... thinking about
staffing and resources is... always an issue” (Psychologist:
ADAPT_P10)

3.4 | Views on models of care

A summary of comments specifically related to each of the five
models of care is provided in Table 2. No participant who indicated
a preference (n = 24) nominated the self-directed model A and
only two nominated model B (with some modification). Fourteen
indicated a preference for integrated therapy model E. Many
endorsed multiple models for different reasons. Model A (self-
directed-only) was disliked primarily due to the lack of assessment
and monitoring. There was also concern about engagement with

this model.

“One of the benefits is people don't have to leave home...
but also | think it's a Catch-22 because... people then don't
do it because they can do it anytime and then they put it
off.” (Nurse:FMW_P28)

The case-management with monitoring models (B/C) elicited
slightly different views depending on whether monitoring was done
by local staff or a central team. Overall, participants raised more
concerns about central monitoring, while recognising the resourcing
implications of local monitoring. The remaining, more intensive
models were preferred for looking after patients but also raised
several concerns around communication, care coordination and the
resources involved (feasibility). The integrated model (E) was seen as
gold-standard, ideal, wonderful and as a win-win but too resource-

heavy.

“The patient is getting the Rolls Royce treatment there,
right... but | guess resourcing a program like that, certainly
in our organisation, it would be difficult” (Nurse:
FMW_P29)
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4 | DISCUSSION

This study examined cancer HPs' views regarding use of e-Mhls for
cancer patients experiencing mental health issues. Views were
reflective of HP views on e-Mhls in general?® with additional
concerns specific to the cancer context, such as the need to fit
within multidisciplinary care and for HPs involved in delivery of e-
Mhls to have cancer-specific knowledge. We identified four key
themes- looking after patients, relationships and multidisciplinary
care, feasibility, and trust, that contribute to a meta theme of
tension.

HPs were highly motivated by ensuring optimal care for patients,
reflecting the increased focus on patient-centred, holistic care in
cancer policy and practice.?4?” Thus any feature of e-Mhls perceived
to threaten quality of care was a concern, and HPs felt their ability to
trust the quality of the program and those delivering it was vital. HPs
felt that maintaining a personal relationship with the patient
contributed to optimal outcomes, from initial referral, to engagement
with and retention in therapy. Furthermore, strong HP-patient re-
lationships were seen to enhance their own work satisfaction and
role within the multidisciplinary team. HP desire to maintain re-
lationships with their clients has been widely reported in other
studies examining clinician attitudes to e-Mhls,2® thus building in
feedback (possibly automated) on patient progress to referring HPs
and ensuring both HPs and patients can reconnect while the e-Mhl is
being used, are likely strategies that may facilitate uptake.

While we aimed to elicit views on an optimal model of care to
integrate e-Mhls into cancer care, our participants found it difficult
to endorse any one model, due to perceived competing advantages
and disadvantages. An integrated model of treatment was preferred
as it looks after patients, retains direct local relationships with pa-
tients and the multidisciplinary care team, and is more likely to be
trusted by clinicians. Specific elements endorsed were assessment
and referral by the local team, ongoing monitoring and feedback to
the local multidisciplinary team, face to face therapist support for
those patients that need/want it, and flexibility within the model of
care. Nevertheless, most participants saw this “gold standard”
approach as unachievable within current service resources.

This awareness of the tension between feasibility and optimal
care suggests that models of care need to be flexible and tailored to
the particular service context - what is feasible in one cancer care
service may not be feasible in another, a concept widely recognised
and reported in implementation frameworks and studies.?82?
Consideration needs to be given to workload and changed work
practices required in the local context; availability of psycho-
oncology and social work services on and offsite; and whether staff
role descriptions and responsibilities incorporate tasks required
within the intervention or are amenable to adaptation. Intervention
flexibility, carefully and systematically planned in a process involving

stakeholders®3!

is widely endorsed to accommodate context and
ensure sustainability, but must be done carefully to avoid compro-

mising validity and outcomes.3?

Most of our study participants were unfamiliar with e-Mhls, as
has been reported in other studies,?® suggesting any model of care
will require accompanying education and support to implement new
skills and change work practices. Furthermore, as familiarity in-
creases, the optimal initial model may evolve and change. Thus, re-
view and revision of the model of care utilised may be needed as
services gain experience in using and integrating e-Mhls into cancer
care.

4.1 | Study limitations

Because many participants lacked direct experience with e-Mhls, we
sought their views on hypothetical scenarios rather than their pro-
fessional experience, even though most participants worked within
services that had e-Mhls available. However, this reflects real-world
barriers to implementing web-based therapies, with most clinicians
still unfamiliar with this mode of intervention. While we endeavoured
to recruit even numbers of each discipline group, most doctors and
nurses we approached did not respond, perhaps due to their lack of
familiarity with online therapies. Therefore, there is some risk that
their views were under-represented in the results, although we did
not detect thematic differences between discipline groups. While it
may have useful data, we did not enquire of participants why they
themselves had not referred patients to the web based mental health
interventions to which they had access. This study focused on the
views of HPs. Further research on cancer patients' preferences for
different models integrating e-Mhls into their care would be useful.
While we included a range of vignettes to aid discussion we did not
include all possible options, and this may have limited responses to
some extent. Furthermore, while we presented concrete scenarios to
our participants, we did not explore in depth the fine detail of how e-
Mhls could be best integrated into cancer care. Future research could
expand on the current findings through more in-depth exploration of
these issues.

4.2 | Clinical implications

The results of this study have significant implications for clinical
practice. Development of e-Mhls without due consideration of the
model of care and implementation processes that will be used to
deliver them, is unlikely to be successful in terms of referral, uptake
and engagement. Co-design with local staff with due consideration of
the patient group, staffing levels, local workflows and HP preferences
is required. Guidelines to facilitate this process are already avail-
able.3® It could be argued we are currently in a “teachable moment”
with regards to e-Mhls, given that psycho-oncology services across
the world have had to rapidly pivot to telehealth during the COVID-
19 pandemic. Views regarding e-Mhls may now be more positive, as
familiarity with these mediums has increased and clinicians have had

personal experience of their positive outcomes.>* If e-Mhls are to
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realise their promise, finding models of care that are acceptable,
feasible and sustainable is vital.
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