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Abstract 

Background Depression and panic disorders have high prevalence rates in primary care. Given the crucial role 
of general practitioners in diagnosing and treating mental disorders, the two‑arm cluster‑randomized, controlled 
PREMA trial was designed. PREMA was aimed at investigating a new intervention combining cognitive behav‑
ioral therapy, case management and eHealth components for patients with depression and/or panic disorder 
with or without agoraphobia in primary care practices in Germany. This qualitative study, embedded in the PREMA 
trial, explores primary healthcare professionals’ lived experiences in using the new treatment program. Using a qualita‑
tive design, we conducted eleven interviews with general practitioners and medical assistants from Hesse, Germany, 
between July 2021 and March 2022. For both groups we relied on a semi‑structured interview guide covering the fol‑
lowing subjects: study procedures, implementation, practicality, and individual components of the treatment pro‑
gram. Interviews were audio‑recorded, transcribed verbatim and analyzed by two researchers using content analysis. 
A deductive‑inductive approach was used for the analysis according to Kuckartz.

Results We narratively summarized the facilitators and barriers from two different stakeholders across five key 
themes regarding experiences of feasibility and practicability of the new treatment program: study instruction materi‑
als, individual components of the treatment program, practicality, target population, and benefits of the treatment 
program. Facilitators to become familiar with the study include study instruction materials that are easy to under‑
stand and not too complex, considering the limited time resources available; barriers included text‑heavy instruc‑
tion materials, lack of collegial exchange, and issues especially with digital materials also involved access and log‑in 
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difficulties on the online platform. Facilitators for using the treatment program include the combination of face‑to‑
face consultations and the use of an online platform, enabling a structured approach and regularity; barriers included 
patients feeling unsupported in performing anxiety exercises independently at home. For practicality, the profes‑
sional skills of medical assistants and their central role as points of contact for patients facilitated the implementation; 
barriers included time‑intensive organization and planning of monitoring phone calls and consultations. Regarding 
the target population, general practitioners and medical assistants state that the treatment program would be most 
appropriate for patients with mild to moderate depression and for those waiting for psychotherapeutic treatment; it 
would be less suitable for older patients, and those with negative attitudes towards technological tools. For benefits 
of the program, facilitating factors included free and low‑threshold access to the online platform and strengthening 
the relationship between medical assistants and patients; barriers included a preference for in‑person conversations 
and the inability of some people to use online applications.

Conclusions The complexity of the new treatment program and the associated high workload underline the need 
for further adjustments to the treatment approach. Team‑based care and the expanded responsibilities of medical 
assistants demonstrated promising results.

Trial registration The study was registered in the German Clinical Trials Register (DRKS00016622) on February 22, 
2019.

Keywords Primary care, Health personnel, Mental health, Telemedicine, Cognitive behavioral therapy, Qualitative 
evaluation

Background
Depression and anxiety disorders (AD), including panic 
disorders (PD) often accompanied by the development 
of agoraphobia (AG), are the most common mental dis-
orders worldwide [1–4]. In the US, the prevalence of 
depression has increased from 10.6% (2018) to 14.4% 
(2020) in primary care [5]. The lifetime prevalence of 
PD with or without AG ranges from 2.5% to 3.8% [6]. 
In Germany, depression has a prevalence of 9.2%, which 
is higher than the EU average of 6.6% [7]. Panic disor-
ders with or without AG have a prevalence of 15.3% [8]. 
Depression and AD are challenging health conditions 
with high rates of comorbidity among patients [9, 10]. 
Both can ultimately result in incapacity to work [4, 11] 
and are associated with high direct and indirect costs 
[12]. As most people with mental disorders are diag-
nosed and treated in the primary care setting, general 
practitioners (GPs) play a central role [13–15]. There 
is a wide range of effective treatments for mental dis-
orders, and the earlier patients receive treatment the 
greater its effectiveness [16]. In the primary care setting 
for the treatment of mental health disorders, the multi-
modal therapy approach, or collaborative care, has been 
proven effective, supported by numerous international 
studies [17–19]. In these studies, for example, a combi-
nation of medication management with psychological 
therapies and regular follow-up evaluations by a multi-
disciplinary team significantly improves standard treat-
ment. Central to this model of care is the involvement of 
non-medical professionals, including nurse practitioners, 
who play an important role in structured patient care. As 

demonstrated by Gilbody et al. [19], this comprehensive 
treatment model leads to significant improvements in 
the treatment of depression, both short-term and long-
term. The results of these studies confirm the superiority 
of collaborative and multimodal therapy approaches over 
traditional methods and underscore their crucial impor-
tance in improving patient care with mental disorders in 
primary care settings.

The PREMA trial is an extension of the PRoMPT 
(Primary care Monitoring for depressive Patients) [20] 
and PARADIES (Patient Activation foR Anxiety DIsor-
dErS) [21] trials. The findings from these RCTs showed 
that a general practitioner-centered case manage-
ment approach can improve the treatment of depressed 
patients in an outpatient setting [22], while a practice-
based, self-directed exposure training enhances efficacy 
for patients with panic disorder and agoraphobia in pri-
mary care [21]. The PREMA trial is a project funded by 
the German Innovation Fund, to improve the quality of 
healthcare in Germany. Administered by the Innova-
tion Committee, the Innovation Fund is used to finance 
projects in the area of new forms of health care that go 
beyond existing standard care, as well as health research 
projects aimed at gaining knowledge to improve existing 
care in the statutory health insurance system [23, 24]. The 
trial is being conducted in accordance with the objectives 
of the Innovation Fund, with the idea of extending it to 
the entire statutory health insurance system.

The PREMA trial was designed to reliably detect 
depression and PD with or without AG at an early stage 
and to test a new combined treatment in primary care 
practices [25]. The trial is a two-arm cluster-randomized 
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controlled trial (cRCT) conducted in Germany and aims 
to evaluate the effect of a primary care team-based inter-
vention with elements of cognitive behavioral therapy 
(CBT) and case management support through eHealth 
components in patients with depression and/or panic 
disorder with or without agoraphobia compared to treat-
ment as usual. The study compares an intervention group 
with a control group to assess differences in clinical out-
comes, including measures of depression, panic disorder 
with or without AG, and the quality of chronic care [26]. 
The central component of the new form of care was the 
collaborative care approach of GPs, medical assistants 
(MAs) and patients, which is assisted by the systematic 
use of eHealth. The online platform Embloom [27] that 
was used in the trial provided the eHealth components 
for assessing, monitoring, and treating mental health 
disorders [28, 29]. The central principle of the 12-month 
intervention was the application of a blended care 
approach, including a combination of traditional face-to-
face consultation in primary care practices and the use 
of a digital intervention [27]. The intervention consisted 
of four appointments with the GP (psychoeducational, 
interoceptive and situational exposure exercises, closing 
meeting/relapse prevention) and case management by 
the MA via 17 monitoring telephone calls in which MAs 
were guided by checklists [30, 31]. Through Embloom, 
GPs, MAs and patients had secure access to psychoed-
ucational videos and texts, self-help exercises and diary 
functions. Outside of the GP appointments, patients 
could deepen or repeat therapeutic experiences through 
digitized exercises. They learn personal responsibility 
and independence. Parts of the treatment can take place 
in this way before or after the visit to the primary care 
practice.

For this study the research questions are the following: 
1) How is the intervention being accepted and used from 
the point of view of the GPs and the MAs?, 2) To what 
extent is the intervention feasible and implementable 
from the perspective of the GPs and MAs?, 3) What are 
the facilitating and/or inhibiting factors with regard to 
daily practice routine, study implementation, study con-
tent and collaboration between GPs, MAs.

Methods
Setting and context
This present qualitative study was embedded in the 
PREMA cRCT, which was registered in the German 
Clinical Trials Register (DRKS00016622) on February 22, 
2019. The trial was approved by the Ethics Committee of 
Goethe University Frankfurt (Germany). The study pro-
tocol of the PREMA trial has previously been published 
[25].

The recruitment of the primary care practices (approxi-
mately 3000 were eligible) within PREMA was carried 
out through the Kassenärztliche Vereinigung Hessen 
(KVH), an institution ensuring public health care [32]. 
Primary care practices in the federal state of Hesse (Ger-
many) were eligible to participate if they were registered 
in the German statutory healthcare system as a GP, had 
a qualification in basic psychosomatic care [33], and the 
practice team includes at least one medical assistant. The 
randomization of the practices was conducted at cluster 
level (cluster = primary care practice) after the successful 
recruitment of ten patients, but at the latest after the end 
of the three-month screening phase. The main aim of this 
manuscript focuses on the implementation of the inter-
vention; therefore, only practice staff of practices rand-
omized in the intervention group were interviewed.

At the beginning of the study, all PHC professionals in 
the intervention group received paper-based and digital 
study instruction material from the study team. Paper-
based materials comprised a study folder, which con-
tained all relevant study and contract-related documents; 
information events were also held before the practice 
recruitment to provide information about, e.g., the pur-
pose, content and procedure of the PREMA trial. Digi-
tal materials comprised webinars that were available on 
Embloom for becoming familiar with and learning how 
to use the online platform, as well as information pro-
vided about the treatment process, information for MAs 
on how to conduct patient screenings and telephone 
calls with patients using a monitoring checklist, and the 
Embloom helpdesk.

Study design
Qualitative interviews were performed because they 
are a low-threshold approach close to the everyday lives 
of participants and allow the exploration of subjective 
experiences that are not generally observable [34, 35]. 
Presenting patient perspectives in this qualitative study 
was not feasible due to limited patient engagement, as 
only one patient from the IG contacted us for an inter-
view. Data protection regulations do not allow patients 
to be contacted directly for an interview. This article fol-
lows the Consolidated Criteria for Reporting Qualitative 
Research [36] (see Additional file 1).

Participant selection and recruitment
All PHC professionals in the intervention group, includ-
ing general practitioners (GPs) and medical assistants 
(MAs), were invited for an interview. Specifically, invita-
tions were issued to all GPs (n = 9) and MAs (n = 8) across 
the eight intervention practices. In case the study team 
was not contacted, participants received an additional 
reminder after two weeks. Participants were interviewed 
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at the end of the study (12 months after the start of the 
intervention). This timeframe allowed study participants 
to fully experience the intervention and collect a wide 
range of experiences and perspectives on its use. GPs and 
MAs were eligible to participate if they were randomized 
to the intervention group (IG), and willing to participate. 
All participants were informed about the purposes of the 
study, were given sufficient time to think about participa-
tion, and submitted their written informed consent prior 
to the interview.

Data collection
The semistructured interviews were conducted in Ger-
man via telephone from July 2021 to March 2022 by one 
of two of the authors (M.H. or C.K.) using the online 
portal DFNconf [37]. Due to the COVID-19 pandemic, 
individual telephone interviews were conducted instead 
of face-to-face interviews. These two female researchers 
performed the interviews separately. M.H., with exper-
tise in qualitative research and experience in conduct-
ing interviews, carefully briefed and instructed C.K. 
(research assistant) before conducting the interviews. 
The interviewers used a semistructured interview guide 
(see Additional file 2) that was individualized to the par-
ticipant group (GP or MA) but followed a similar struc-
ture and set of themes based on the predefined questions 
of the process evaluation. In the first process evaluation 
step, M.H. and M.v.d.A. developed the two interview 
guides. M.v.d.A. is a female health scientist, researcher, 
and professor of polypharmacy and health services 
research. In the second step, the guides were thoroughly 
discussed and approved by the study team as well as in 
the context of an interprofessional qualitative research 
group at the Institute of General Practice at Goethe Uni-
versity Frankfurt. Prior to conducting the interviews, the 
interview guides were pretested in pilot interviews with 
GPs and MAs and subsequently adapted by M.H. based 
on the pretest results [34]. At the beginning of each 
interview, either M.H. or C.K. introduced themselves as 
employees from the Institute but did not disclose any 
information regarding their personal goals or academic 
background. Interviews were audio-recorded and tran-
scribed verbatim [38, 39] by C.K. The participants’ data 
were pseudonymized, using unique IDs. Field notes were 
taken after the interviews. Interviews were not repeated. 
Transcripts were not returned to participants for com-
ments or correction because we ensured the accuracy of 
the data collected by giving participants ample opportu-
nity at the end of each interview to make further com-
ments, withdraw statements, or suggest changes. In 
addition, all transcripts were reviewed by M.H. and C.K. 
Time and resource constraints also influenced our deci-
sions. The interviews lasted between 27:48 and 53:27 min 

(on average: 35:37  min). The data collection was com-
pleted before the analysis started.

Data analysis
All transcripts of the interviews were imported into the 
computer-assisted data and text analysis software MAX-
QDA, version 18.2.5 [40] and were analyzed by M.H. 
and C.K. using qualitative content analysis according to 
Mayring [41]. At the outset, a category system for cod-
ing transcripts from GPs and MAs was developed based 
on the topics of the interview guide, facilitating the ini-
tiation of data analysis. These topics provided a prelimi-
nary framework. Initially, both coders, M.H. and C.K., 
independently used these topics to code two GP and MA 
transcripts. Subsequently, a discussion meeting was held 
to check coding agreement. The researcher then indepen-
dently coded blocks of two interviews from the outstand-
ing transcripts, and further regular discussion meetings 
were held to compare coding and discuss discrepancies 
in findings until consensus was reached on a final ana-
lytic framework. During the coding process, additional 
relevant codes were inductively derived to ensure that 
all relevant content of the material was captured, beyond 
the predefined coding tree of the interview guide. After 
coding, all relevant citations were grouped according to 
themes and sub-themes to contextualize and highlight 
similar and different statements. Quotations from the 
interviews were selected by M.H. and C.K. as examples 
to illustrate the study findings. The quotes of the partici-
pants were translated into English by a native speaker. 
The translations were approved by M.H. and C.K.

Results
A total of eleven participants, five GPs and six MAs, 
agreed to participate in the qualitative interviews. Of 
these, a total of ten (90.91%) were female. The male par-
ticipant belonged to the GP group. Six of the GPs and 
MAs invited were not interested in participation due 
to various reasons or were unable to schedule an inter-
view appointment within the timeframe. Their reasons 
included time and personnel constraints related to the 
COVID-19 pandemic and administering vaccinations 
(both boosters and flu shots), opening new practices or 
second locations, practice closures due to illness within 
the practice team, and the typically high volume of 
patients in the practice.

Participants reflected on five key themes: 1) study 
instruction materials, 2) components of the treatment 
program, 3) practicality of the treatment program, 4) tar-
get population, and 5) benefits of the treatment program. 
These key themes represent the main categories of the 
coding tree. The findings of the analyses are summarized 
in Table 1. Each of the key themes can be further broken 
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down into subthemes, that were simultaneously regarded 
by different GP and MA participants as either a facilita-
tor or a barrier based on their experiences. To present 
the results, we allocated the code “GP” for general practi-
tioner and “MA” for medical assistant, plus an individual 
number. An ellipsis enclosed in square brackets […] is 
used to signify omitted text.

Data saturation was reached after eight interviews, 
which was determined when no additional information 
brought new insights to the research questions, and fur-
ther coding became redundant.

Study instruction materials
Facilitators
GPs and MAs rated the clear and easily understand-
able paper-based study instruction material as adequate 
to conduct the study; it was often used for reviewing or 
revisiting topics.

“[…] the information was great, because it was well 
structured, that someone without having studied 
medicine can understand […].”] (GP2)

“I’d rather have something like the folder, where 
you can look again: “What was that again – what 
do I have to calculate?” or “What do I have to fill in 
there?” That’s really good.” (MA6)

The online webinars provided additional support for 
using the online platform; GPs also emphasized the criti-
cal role of the helpdesk in resolving technical challenges.

“I always call this beginner’s mistake in using the 
computer [...] entered the wrong password in the 
wrong place. They were very simple mistakes. How-
ever, the Embloom support team could see that. 
Then, it worked.” (GP5)

The fact that the technical support featured personal 
interaction was rated particularly favorably: “So, the 
human agents’ support on the phone line made the differ-
ence; otherwise we would probably have dropped out of 
the study early.” (GP2).

MAs expressed satisfaction with the webinars, par-
ticularly with the content on mental disease and study-
specific explanations, which served as a repetition and 
refresher.

Barriers
Some of the GPs and MAs expressed dissatisfaction with 
the complex preparation of the paper-based study folder 
that was intended for them to become familiar with the 
study. This was especially the case for those without 
prior study experience. Due to limited time and distrac-
tion in practice, the majority of the MAs were unable 

to concentrate sufficiently to work through the study 
instruction materials. They read the materials after work 
and partly at home. Furthermore, some MAs mentioned 
partial overlap between paper-based and digital materi-
als, which was perceived as redundant and less useful.

“[…], that a person doing a study for the first time 
can’t figure out what they are supposed to do with 
the study folder.” (GP1)

“[…] the folder – that was really a lot too. […] then I 
took some documents of it home with me. Because in 
the medical practice you don’t always have time and 
to concentrate there too.” (MA6)

Most of the GPs stated that they would have preferred 
to receive a summary of the relevant study contents and 
more intensive training in using the platform, in addition 
to the study instruction materials, in the form of a per-
sonal contact. Two of the MAs also noted the challenging 
familiarization process and highlighted the need for suf-
ficient training or support from the study team.

“[…], that someone takes some time for me, explains 
the cornerstones to me a little, that’s what I kind of 
missed.” (GP5)

“We just got this folder sent to us and had to muddle 
through it ourselves.” (MA1)

Some of the GPs experienced the webinars on the 
Embloom platform as too text-heavy, and the associated 
familiarization process was time-consuming. Moreover, 
the absence of interpersonal or peer exchange to discuss 
and debrief new study content was stated as a lacking 
aspect, which impeded the use of the treatment program.

“[…] I was actually a little disappointed because I 
understood something different from the training. 
We muddled through a bit at the beginning. Until we 
ourselves figured out how it works. That caused a bit 
of trouble.” (GP3)

“[…] would have been nice, because then we would 
have also had direct contact with the trainer or with 
the other MAs. […], this would definitely have given 
me another boost, to let it all sink in a bit.” (MA3)

Four of the GPs experienced access or log-in difficulties 
among patients, MAs and themselves, which constituted 
a barrier that complicated the use of the online platform 
and required additional time and effort. This was also 
confirmed in interviews with MAs. The technical issues 
encountered constituted barriers that impacted the 
implementation of the intervention and required addi-
tional effort and time from the MAs to overcome these 



Page 7 of 15Hanf et al. BMC Digital Health            (2024) 2:62  

challenges. This situation was mainly observed in two GP 
practices, particularly with older patients, and required 
the MAs to solve technical problems not only for them-
selves and the GP, but also for the patients, in addition 
to their regular daily tasks. This increased their workload 
and the resulting dissatisfaction among two MAs led to 
the decision of the entire practice team not to include any 
more patients in the study.

“There were repeatedly major problems too for 
the patients with this electronic platform, that the 
patients can’t log in. […] didn’t get it right and then 
the MAs had to help and then they didn’t really 
know how to deal with it either. That was in fact the 
biggest hurdle in the end – all this electronics stuff, 
both for us and for the patients.” (GP1)

“From the technical point of view, for instance, 
if something didn’t work right in Embloom. One 
patient told me […] but now, you always have to 
request a code by e-mail. Since then, the patient 
has had big problems logging in. And then I try to 
contact the technical people all the time, and that 
doesn’t always work out so well.” (MA2)

Another barrier mentioned by the MAs was that not all 
of them received the planned additional in-person train-
ing as part of the study. Two MAs suspected that this may 
have affected study conduction and emphasized that the 
resulting self-directed learning was complex and time-
consuming. To avoid study interruptions and ensure con-
tinuity of patient care, MAs desired adequate training by 
the study team for new MAs in case the first MA should 
drop out.

“[…] then I was just told to look at these materials, 
which are also on this platform, and that’s how I 
then - also with the video and the material - more or 
less trained myself.” (MA1)

Individual components of the treatment program
Facilitators
One of the facilitators mentioned by GPs for using the 
treatment program was the combination of face-to-face 
consultation between the GP, MA and patients, and the 
use of the online platform, especially the disease-specific 
information materials. In particular, the diary function 
and physical exercises were valued as most helpful to the 
patients. Moreover, GPs expressed overall satisfaction 
regarding the opportunity for a low-threshold healthcare 
service.

“[…] [Patients] who kept a diary said afterwards: 
“Hey, that feels good.” (GP2)

“[…] these physical exercises, that was incredibly 
helpful.” (GP3)

The second facilitator mentioned by GPs and MAs 
was the continuity of consultations with the GP as well 
as of the monitoring telephone calls through the given 
structured treatment program. The provided structure 
offers an essential daily routine, particularly for patients 
with mental disorders, and reduces their responsibil-
ity of organizing their next GP practice consultations 
where they can talk about their feelings:

“It is never nice to have something psychologi-
cal and to accept that, but that there was then a 
program that more or less already assumed that 
this would be regularly discussed. And not that 
the patient has to first come and say I want to talk 
about it, but that it was clear from the beginning 
that in four weeks or in six weeks I would talk to 
someone again.” (MA1)

Furthermore, both GPs and MAs observed that reg-
ular and frequent consultations with patients helped 
them to better assess patients’ well-being and rap-
idly notice any improvement or relapse. In particular, 
MAs noticed increasing openness among the patients. 
The length of time over which the phone calls took 
place allowed the MAs to closely monitor and recog-
nize patients’ progress and feelings using standardized 
questions.

“I almost had the impression that they told me more 
things on the phone that they wouldn’t otherwise tell 
me if they were sitting across from me.” (MA6)

“I believe that this effect alone of recurring engage-
ment and, above all, also targeted engagement […] 
that alone has considerable therapeutic conse-
quences.” (GP4)

“[…] You create a different relationship with the 
patients because you are naturally more in contact 
with them and deal with them more intensively and 
can then naturally understand the people more.” 
(MA4)

Third, GPs viewed MAs’ new responsibilities through 
phone monitoring as favorable because although GPs 
were less actively and directly involved in patients’ treat-
ment, patients continued receiving care.

“[…] I’m personally not so involved any more, but 
the treatment is still going on, which I find quite 
pleasant.” (GP4)
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Finally, one GP commented that “almost all patients 
benefited from study participation, even though some of 
them became more unstable again after the study ended.” 
(GP5).

Barriers
One of the barriers to using the treatment program, 
as reported by MAs, was that some patients had dif-
ficulty performing anxiety exercises independently at 
home because they felt “abandoned" and “unsupported” 
(MA1).

Another obstacle mentioned by MAs was the repeti-
tion of the same five items of the short questionnaire 
(OASIS-D [30]) during the telephone monitoring pro-
cess, which was experienced as inappropriate and 
uncomfortable: Two MAs suggested a larger variety 
of questions for telephone monitoring to increase the 
attention and reflection of the patients. Furthermore, 
some felt uncomfortable asking questions regarding 
depressive feelings when patients were doing well.

“And a lot of people could already do that by heart 
and they sort of rattled it off to me and that’s why I 
think that maybe a variety of questions would ena-
ble a different attention level […].” (MA4)

“Questions 10 to 15, they are always only aimed 
at finding out whether administering medication 
worked, [...] But there was no option at all to select 
that the patient doesn’t take any medication and 
that was always difficult to assess, because I have 
to answer the questions somehow so that I can 
move on to the end.” (MA3)

Two MAs and two GPs assessed the patient screening 
process for depression or panic disorder ± agoraphobia 
as unhelpful and inappropriate because some patients 
were assigned to a treatment path based on their 
screening results, which differed from PHC expecta-
tions and previous diagnoses.

Practicality
Facilitators
The GPs perceived the monitoring telephone calls 
conducted by MAs as a reduction in their own work-
load due to the regular interaction between MAs and 
patients, which ensured ongoing patient care without 
extended gaps. GPs described these monitoring phone 
calls as a “continuity factor” in patient care. GPs experi-
enced workload relief due to the MAs serving as a point 
of contact for patients in case of any questions or topics 
that may arise during the phone calls.

“[…] The MA proved herself by taking care of the 
respective appointments, which relieved me of 
some work. [...] assumed part of my role – namely, 
this continuity factor, taking an interest in the 
problems and answering questions […].” (GP4)

This was confirmed by the MAs, who supported GPs 
and patients equally in the role of "mediator" or "inter-
mediate contact", and rated their role as a “trusted con-
tact for the patients”.

“[…] you see how the patients also trust you: “Nah, I 
don’t want to see the doctor straight away...”, but see 
you as my contact person really and also trust you 
and also talk to you first.” (MA4)

With regard to the organization and planning of the 
four GPs’ consultations, GPs positively rated that they 
did not have to work out the content and structure of 
the appointments themselves, as this was already prede-
termined by the treatment program. In some cases, the 
consultation with the GP took place outside regular office 
hours to avoid disrupting the daily routine of the practice.

“[…] I then knew what I was going to talk to them 
about next. [...] didn’t have to work out anything 
myself, but could use what was recommended in the 
program for the consultations.” (GP2)

Furthermore, the professional skills of MAs, including 
previous knowledge or study experience, further training, 
and their motivational approach in interacting with indi-
vidual patients, were indicated as beneficial for successful 
implementation of the study.

Barriers
From the point of view of the GPs and MAs, the extra 
workload resulting from study participation requires 
additional time resources, as the study-specific tasks 
had to be performed in addition to the regular practice 
routine. Due to various reasons (such as unreachable 
patients, missed appointments by patients or the prac-
tice, time constraints within the practices, and addi-
tional workload in the practices during the COVID-19 
pandemic), deviations from the standard treatment 
program had to be made, which led to time-consuming 
organization and planning of telephone calls and GP con-
sultations. During the pandemic, the priority of patient 
care initially focused on providing care to "COVID-19 
patients" (GP3). Furthermore, GPs stated that the time 
and personnel resources in the GP practices were insuffi-
cient to recruit additional patients or to reach the desired 
sample size.

“[…] The MA’s limits were exhausted because she 
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had to do everything else too, including taking blood 
samples, vaccinating people, making phone calls, 
and organizing things. You would then have to hire 
two or three MAs to do those things, and that can 
only be financed in the study. Nobody pays you. 
Besides, there are no MAs; even if I wanted to hire 
another one, there aren’t any.” (GP2)

“[…] So you couldn’t have done it now with all the 
patients who would have needed it. That would sim-
ply not have been possible in terms of workload.” 
(MA3)

MAs stated that there was limited space or no space at 
all available for conducting the monitoring phone calls 
with the patients.

“The problem was also that we are really a small 
practice. We have big rooms but there is only one 
multifunctional room, one registration area, one 
consultation room – so during the time when I was 
making the PREMA phone calls, this room could not 
be used […].” (MA3)

MAs reported that the monitoring phone calls typi-
cally took up between 15 and 30 min, and many patients 
desired to have extended conversations with the MA in 
which they made “small talk” or “discussed private mat-
ters” (MA4).

In some cases, the GP consultation took up to 45 min, 
and this duration was necessary as the majority of 
patients wanted to address multiple topics. Additionally, 
it was a new experience for both GPs and patients, which 
required some time for adaptation and familiarization.

“[…] quite time consuming [...] doing all the exercises 
with patients, talking to them and making all the 
new experiences […].”] (GP2)

Some GPs and MAs described it as challenging to 
motivate some of the patients to attend scheduled GP 
consultations and participate in monitoring phone calls 
or to perform the exercises in the treatment program, 
“especially when patients were feeling unwell” (GP1).

Target population
Facilitators
Several disease-specific and personal characteristics of 
patients with mental disorders were identified for which 
the feasibility of the treatment program was rated as 
appropriate. Some PHC professionals set no age limit, 
and some preferred including younger patients.

“[…] I would accept 18-year-olds and I would also 
accept 70-year-olds.” (GP2)

“Patients who were over 60 were already having dif-
ficulties, or over 50.” (GP3)

Also mentioned were the technical expertise and the 
conscientiousness of patients – these were considered 
factors facilitating the use of the treatment program. 
Moreover, the treatment program was rated as par-
ticularly suitable for patients with mild or moderate 
depression.

“[…] Patients who are very meticulous, especially 
very obsessive personalities who actually exactly fol-
lowed all the steps because that gives them a sense of 
security.” (GP5)

“[…] if they are technically skilled people and their 
depression is not that severe and it concerns flare-
up problems, like professional conflicts or sleep dis-
orders or anxiety problems, then this is a good com-
ponent. “You’re not in limbo somewhere. We’ve got 
something for you. You don’t have to wait six months 
now before someone deals with it.” It’s also bad if it 
takes too long because then the problems might get 
worse or become entrenched.” (GP4)

Additionally, the treatment program was found to be 
feasible for patients in transition of care, such as those 
awaiting therapy or their next session.

“[…] It depends on who we’re talking about. Patients 
who have complex clinical pictures and a lot of 
trauma in their history, it has been very good as a 
transitional phase until they got a place in psycho-
therapy. […]” (GP5)

“[…] I think also as a psychotherapeutically active 
doctor that such a program is quite useful in addi-
tion, because the people only go there every 14 
days and if they have something they do 2 weeks in 
between, something would be gained too.” (GP2)

It was also suitable for self-managed patients seeking 
to stabilize their own mental health, and was suitable 
whether or not a patient had prior knowledge of their 
mental illness.

“[…] Patients with prior knowledge are nice because 
then the program seems to have greater impact 
based on that prior knowledge.” (GP2)

“[…] Patients who don’t know anything about anxi-
ety and depression yet, for them it’s great.” (GP3)

Barriers
Several disease-specific and personal characteristics 
of patients with mental disorders were identified as 
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hampering the implementation of the study program. 
Some PHC professionals mentioned that the treatment 
program was not feasible for elderly patients with limited 
digital experience or negative attitudes towards techno-
logical tools.

“Older patients, who are not that used to online 
activities – that they can then use their PIN to log in 
and send an e-mail […].” (GP3)

“There are a lot of people who reject this for ideologi-
cal reasons. This kind of mindset naturally leads to 
a lack of success, which is a negative attitude toward 
technical aids from the very start, which of course 
stands in the system’s way, that you don’t have any 
success in that case […].” (GP4)

It was also considered unsuitable for patients who did 
not perceive or accept their mental illness or who had 
basically negative attitudes towards psychiatrists or psy-
chotherapists. Moreover, the treatment program was not 
feasible for patients who lacked self-motivation, were too 
introverted, or had difficulties concentrating on perform-
ing exercises or “struggle to develop their own strategies 
for coping with their condition” (GP1).

Benefits of the treatment program
Facilitators
GPs identified two key benefits of the free and low-
threshold accessible online platform. First, it offered 
the possibility for patients to more easily start therapy 
because the barrier of face-to-face interaction with a 
therapist was removed. Second, the need to physically 
travel to a therapist was eliminated, making therapy more 
convenient and accessible for patients with mobility or 
transportation issues.

“[…] I think that’s the secret of the online version, 
that [...] the personal encounter with therapists is 
sometimes a psychological barrier too. And then 
that also dissolves. So it’s easier to get started and 
then, because it happens in real time, you have the 
feeling that someone is there.” (GP4)

Furthermore, the possibility of using the online plat-
form provided some patients with the feeling “of being 
cared for and interested in their mental health care” until 
their next consultation. (GP3) In addition, GPs and MAs 
stated that the use of the online platform increasingly 
motivated patients to take an active role, engage in self-
care and become more involved in their own care.

“And to take care to get involved, to engage in self-
care as well and not always wait until I solve the 
problem. But then, for example, to independently 

keep a diary.” (GP2)

“[…] simply this evaluating the patient in a situation 
or an action or ‘How has my feeling changed now?’ 
or ‘How has this now given me a boost that I also 
manage to engage in physical activity, even though 
I had no desire at all or was annoyed by it before?” 
(MA3)

GPs and MAs cautiously noted that some patients have 
seemed to show signs of progress since their participa-
tion in the study, which may have influenced their par-
ticipation in their work life.

“[…] I now really had the feeling that we succeeded 
with the method in ensuring integration into work.” 
(GP5)

Both GPs and MAs observed clear positive effects in 
the relationship between the patients and the MAs since 
study participation. GPs think that MAs could even take 
more responsibility if they were to receive specific train-
ing in advance. Similar to the GPs’ observation, MAs also 
experienced a positive effect on the MA-patient rela-
tionship due to the increased level of interaction with 
patients and greater MA expertise in handling patients 
with mental disorders.

“[…] I can only emphasize repeatedly how impor-
tant our MFAs are to our profession overall. [...] they 
make such an effort [...] and have been on the phone 
with the PREMA patients time and again. And I 
think the role of the women is significant.” (GP1)

“In this respect, I do believe that as an MFA I was an 
important point and that the patients also obtained 
a completely different relationship to us as a prac-
tice because I was also an important pillar in this 
three-way alliance.” (MA4)

Barriers
GPs highlighted that the use of an online platform by 
itself, without personal support from the practice team, 
would not help most patients. In this context, the major-
ity of the GPs stated that almost all of their patients pre-
fer personal conversations with them, both because not 
all patients were able to engage in the use of an online 
application and because they “don’t want to sit at home 
alone and read a bit and that just on the PC”. (GP2).

“After all, these are depressed patients. They have 
a certain resistance - also a certain shyness - to an 
Internet platform. And then sometimes they didn’t 
really open up to it at all.” (GP1)
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“[…], that there are also people who say: “No, that’s 
too anonymous, I don’t believe in that.” [...] that is 
now, in principle, such a small psychological bar-
rier for patients who, because of their preconception, 
assume that technical aids can’t help to improve 
mental suffering.” (GP4)

Discussion
This study explores PHC professionals’ experiences 
regarding facilitators and barriers to using a new inter-
vention that combines case management, CBT and 
eHealth components for patients with depression and/or 
panic disorder with or without agoraphobia in primary 
care in Germany.

Overall, we can conclude that there is a certain degree 
of consistency in the findings between GPs and MAs, but 
some elements are mentioned as barriers by some and as 
facilitators by others: The principal concept of the treat-
ment program was generally rated favorably and con-
sidered important for the care of patients with mental 
disorders in GP practices, the consistently negative expe-
riences expressed by participants indicated that the inter-
vention was too complex, too time-consuming and not 
feasible. Similar to findings by Andersson et al. [42], one 
lesson garnered from our study was the importance of 
adequate training and study instruction materials, user-
friendly handling of the online platform, and a certain 
level of human interaction, especially at the beginning of 
the study but also during the treatment period. Adequate 
consideration of all these factors may lead to improved 
outcomes and reduced dropout rates.

Based on findings from previous research, we rec-
ommend a user-centered design (UCD) approach that 
involves PHC professionals throughout the design pro-
cess and development, especially for innovative, complex 
studies or studies that include digital health components 
[43, 44], to improve the implementation of the interven-
tion. The UCD approach has the potential to enhance 
usability, reduce human support, improve user accept-
ance [43, 45], and identify barriers during the early stage 
of intervention development [46], among other benefits. 
In line with the findings of two German studies [47, 48], 
PHC professionals in our study were confronted with a 
high workload and shortage of personnel. Furthermore, 
our findings reinforce earlier studies’ outcomes [49–51] 
that highlight the substantial impact of the COVID-19 
pandemic around the world on primary care practices, 
resulting in an even greater workload and psychologi-
cal distress among GPs. The dual burden of dealing with 
the COVID-19 pandemic, which was crucial to provid-
ing care to stressed and anxious patients, and participa-
tion in our study, had a negative impact, reflected both 
in deviations from the standard treatment program and 

in the small sample size, despite the need for care for 
patients with mental disorders. The pandemic-related 
increase in practice workload, combined with a prioriti-
zation of COVID-19 patient care, hindered the planned 
or intended use of the intervention. As a result, not all 
patients in need received the intervention. Furthermore, 
this led to PHC having less insight into how patients 
experienced and used the intervention. The sample size 
planned for the process evaluation was aligned with the 
sample size calculation of the PREMA trial. However, 
recruitment of GP practices proved difficult, resulting 
in a small number of participating GPs and MAs being 
recruited. Consequently, the sample size of the inter-
views embedded in the process evaluation was reduced.

The findings reported by Sheridan et  al. [52] and 
aligned with our results indicate that team-based care 
and the additional responsibilities assigned to MAs 
result in increased direct interactions with patients and 
enhanced MAs’ active role, which positions them as 
a valuable resource within the GP practice team. The 
increasingly close relationship between MAs and study 
patients was also reported by Gensichen et  al. [53]. 
MAs take on the role of a trusted confidant and play a 
significant role in the continuity factor for patient care, 
resulting in a notable shift toward patients sharing 
more personal information. However, it is important to 
acknowledge that this positive effect is accompanied by 
a substantial time burden, as MAs are responsible for 
various tasks in the context on top of their other rou-
tine tasks. The intervention was perceived as excessively 
demanding and complex, requiring simplification to 
align with the daily practice routine [53]. Adequate allo-
cation of additional resources, including personnel and 
offices, is crucial to address these challenges effectively. 
In our study, it becomes clear that medical assistants in 
primary mental health care are undertaking responsibili-
ties beyond their routine tasks. Research on approaches 
such as Balint groups [54, 55], stepped care [56, 57], and 
collaborative care [17] (which are often part of stepped 
care strategies) found that specific training and supervi-
sion for MAs, as well as for GPs, are essential to meet the 
complex demands of the carer-patient relationship. Par-
ticipation in Balint groups enhances empathy, improves 
patient-centered communication, and improves job sat-
isfaction, while also contributing to the prevention of 
burnout among healthcare professionals. This integrated 
approach may help ensure that all healthcare profession-
als are well trained to manage the complexities of men-
tal health care, thereby improving patient outcomes. The 
need for close collaboration between GPs, MAs, but also 
mental health practitioners, is recommended in stepped 
care approaches. In the context of the PREMA trial, the 



Page 12 of 15Hanf et al. BMC Digital Health            (2024) 2:62 

study did not include regular ongoing professional train-
ing or supervision.

Our findings indicate that PHC professionals experi-
enced CBT as a potentially useful treatment for mental 
disorders. In line with previous studies [58, 59], more 
interpersonal support and/or face-to-face CBT ses-
sions, which were provided during GP consultations in 
our study, have the potential to provide more benefits. 
This, for example, led to increased openness among the 
patients, and both GPs and MAs perceived that con-
sultations with patients helped them to better assess 
patients’ well-being and to rapidly notice any improve-
ment or relapse. However, our findings pointed out that 
the PHC professionals also perceived that evaluating the 
benefits, practicality and appropriateness of the treat-
ment program must be considered individually for each 
patient and cannot be generalized. This is also reflected 
in the varied assumptions made by PHC regarding the 
target population, emphasizing the differentiated suit-
ability of the treatment program based on disease-spe-
cific and personal characteristics of the patients. While 
some PHC emphasized the flexibility of the program by 
not setting an age limit and giving preferences to younger 
patients, the findings also point to barriers that restrict 
the program’s implementation in certain patient groups. 
In particular, patients’ technical competence and consci-
entiousness were identified as facilitating factors for use. 
Conversely, identified barriers, such as the limited digital 
experience of older patients, negative attitudes towards 
technological tools and lack of self-motivation, point 
to challenges. These limitations require careful consid-
eration of implementation strategies to ensure that the 
new intervention effectively supports a broader range of 
patients with mental disorders. The observed discrep-
ancy between facilitating factors and barriers to partici-
pation underscores the complexity of patient experiences 
and needs that must be considered when designing and 
adapting new treatment programs to increase both acces-
sibility and acceptability. Nevertheless, these findings pri-
marily reflect the perspectives of the interviewed PHC 
on patient experience and use of the intervention, reveal-
ing more about the views of healthcare providers than 
about the actual experiences of patients. Furthermore, we 
would like to note, that in our study, concerns were stated 
by two medical assistants and two general practitioners 
(n = 4, 36%) regarding the alignment of the screening 
process with medical practices. These PHC professionals 
observed that the screening results led to treatment path-
ways that diverged from prior diagnosis or their expec-
tations. This discrepancy suggests that while the PHQ-9 
and OASIS are validated and generally effective [60–62], 

they may not always correlate well with the complex real-
ities of individual patient cases.

The process evaluation shows that GPs and MAs feel 
responsible for their patients and generally feel able to 
handle patients with depression and/or panic disorders. 
The demand for caring for patients with mental illness in 
primary care practices remains high. Therefore, there is a 
desire to refer patients to appropriate and feasible treat-
ment options. However, PHC professionals in our study 
recommend the treatment program only for patients 
with mild or moderate depression.

Strengths and limitations
One of the strengths of this study is that, through inter-
views, we explored various components of the treatment 
program simultaneously for the first time, including 
aspects such as the preparation and provision of the 
study instruction materials and the patient screening pro-
cess. This forms the basis for enhancing subsequent stud-
ies, enabling a more comprehensive understanding and 
potential improvement of the entire approach. Second, 
to reduce recall bias, we conducted all interviews shortly 
after completing the treatment program (12 months after 
the start of the study).

However, the present study has some limitations. These 
qualitative findings are part of a proof-of-concept study. 
When interpreting the results, it is important to consider 
the small sample size, which may not fully represent the 
range of experiences among all GPs and MAs. In terms 
of representativeness, the interviews were conducted as 
part of the process evaluation of the PREMA trial, which 
restricts the sample to the GPs and MAs who partici-
pated in the PREMA trial. Additionally, the limited par-
ticipation of GPs and MAs from the intervention group 
in an interview limits the extent to which the results can 
be considered reflective of the entire group. All partici-
pants in this study worked and lived in or near the Fed-
eral State of Hesse, Germany. Therefore, the results 
cannot be directly generalized to other regions in Ger-
many and not to all GP practices. Moreover, the high 
representation of women among the participating GPs 
may not reflect the male perspective. We recommend 
that future studies explore the experiences of other GPs 
and MAs who provide care with a similar approach for 
patients with depression and/or panic disorder. In addi-
tion, it appeared that relying solely on practice teams for 
patient recruitment may not be an effective approach. 
Our experiences show that this approach can result in 
missing valuable patient insights. Future research should 
focus on patients’ perspectives to assess their perspective 
on the intervention.
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Conclusions
The findings of our study, which highlight the challenges 
and needs of the PHC professionals involved, may serve 
as valuable support for further developing the interven-
tion approach to achieve positive effects in a follow-up 
study. These results are crucial for establishing a suc-
cessful care structure for patients with mild or moderate 
depression and/or panic disorders with or without agora-
phobia within GP practices.

Authors of future research with a similar study design 
of the PREMA trial should ensure that the intervention is 
not overly complex and can be integrated into the regular 
daily routine of GP practices, while being feasible given 
the available time, personnel, and spatial resources. This 
particularly concerns the requirements and tasks for 
MAs in the treatment program, who often had to man-
age the main part of the study implementation and the 
resultant additional workload. To reduce the complexity 
of the intervention, a reduction in the originally planned 
17 MA-monitoring telephone calls could be considered. 
This adjustment could not only reduce the need for GPs 
to handle these calls but would also allow them to focus 
more on their primary task of performing the predeter-
mined patient appointments. Essential for implemen-
tation is a realistic planning of staff resources to avoid 
overtime, but also appropriate remuneration for PHC 
to conduct the calls. While compensation was guaran-
teed for each call during the study, establishing a simi-
lar arrangement for routine care is critical to encourage 
GP practices to continue conducting the telephone calls 
without hesitation. In addition, in future adaptations, 
significant focus should be placed on the early testing of 
software applications. The goal should be to involve users 
in the adaptation process to prevent technical barriers 
from resulting in reduced utilization.

Based on the findings of the qualitative analysis of the 
process evaluation, a number of valuable suggestions 
(e.g., improving usability, practicality, simplicity, and 
conducting early testing of software applications) for 
enhancing the treatment program can be derived to sup-
port the implementation of eHealth interventions in pri-
mary care that include cognitive behavioral therapy and 
case management components to improve patient care 
and assist GPs and MAs.

Overall, this research highlights the need for a com-
prehensive approach to implementing similar innovative 
mental health interventions in primary care. Successful 
implementation requires not only technological inno-
vation, but also comprehensive support for healthcare 
systems, training and support programs for healthcare 
professionals to ensure effective implementation. Despite 
the benefits of such an innovation new intervention, 
including eHealth, and the increased rates of mental 

disorders during the COVID-19 pandemic, the effective 
and widespread implementation remained lacking.

Abbreviations
AD  Anxiety disorder
AG  Agoraphobia
CBT  Cognitive behavioral therapy
COREQ  Consolidated criteria for reporting qualitative research
cRCT   Cluster‑randomized controlled trial
GP  General practitioner
IG  Intervention group
MA  Medical assistant
OASIS  Overall Anxiety Severity and Impairment Scale
PD  Panic disorder
PHC  Primary healthcare
PREMA  EHealth supported case management for mentally ill patients in pri‑

mary care

Supplementary Information
The online version contains supplementary material available at https:// doi. 
org/ 10. 1186/ s44247‑ 024‑ 00121‑9.

Additional file 1. COREQ checklist.

Additional file 2: Table S1. Interview guide GP. Table S2. Interview guide 
MA.

Acknowledgements
The authors would like to thank all interview partners, and Anna McSherry for 
conducting a language review.

PREMA Study Group
 The PREMA study group consists of: Ferdinand M.  Gerlach1, Sylvia Schulz‑
Rothe1, Tobias  Dreischulte2, Linda  Sanftenberg2, Amra  Hot3, Anne  Moschner8, 
Kathrein  Munski8, Klaus  Rupp8, Lena  Zwanzleitner8, Michelle  Emig9, Teresa 
 Natalello9, Alexander  Held9

8 Techniker Krankenkasse, Hamburg, Germany, Lena.Zwanzleitner@tk.de (Head 
of Project Management)
9 Kassenärztliche Vereinigung, Hesse, Germany

Authors’ contributions
M.H: Conceptualization, methodology, software, validation, formal analysis, 
investigation, data curation, writing—original draft preparation, writing—
review and editing, visualization, project administration. C.K: Software, formal 
analysis, investigation, writing—review and editing. M.v.d.A: Conceptualiza‑
tion, methodology, validation, resource, writing—review and editing, supervi‑
sion. S.H, K.L, S.L, D.H, H–H.K, J.G, A.Z: writing—review and editing. J.G, K.L, D.H, 
H–H.K: funding acquisition. All authors have read and agreed to the published 
version of the manuscript.

Funding
Open Access funding enabled and organized by Projekt DEAL. This research 
was funded by the German Innovation Funds, grant number 01NVF17037.

Availability of data and materials
The datasets generated and analysed during the current study (audio files 
and written transcripts) are not publicly available due to privacy considera‑
tions. The datasets are available from the corresponding author on reasonable 
request.

Declarations

Ethics approval and consent to participate
The PREMA trial was approved by the Ethics Committee of Goethe University 
Frankfurt (Germany) on April 24, 2019 (approval number 432/18), due to 
the nature of this study (qualitative interview analysis based on interviews 
with PHC professionals). Written informed consent was obtained from all 

https://doi.org/10.1186/s44247-024-00121-9
https://doi.org/10.1186/s44247-024-00121-9


Page 14 of 15Hanf et al. BMC Digital Health            (2024) 2:62 

participating GPs and MAs involved in the study. All methods were carried out 
in accordance with relevant guidelines and regulations.

Consent for publication
Not applicable.

Competing interests
The authors declare no competing interests.

Author details
1 Goethe University Frankfurt, Institute of General Practice, Theodor‑Stern‑Kai 
7, Frankfurt am Main 60590, Germany. 2 Institute of General Practice and Family 
Medicine, University Hospital, LMU Munich, Nußbaumstraße 5, 80336 Munich, 
Germany. 3 Institute of Medical Biometry and Epidemiology, University Medi‑
cal Center Hamburg‑Eppendorf, Christoph‑Probst‑Weg 1, 20246 Hamburg, 
Germany. 4 Department of Health Economics and Health Services Research, 
University Medical Center Hamburg‑Eppendorf, Martinistraße 52, 20246 Ham‑
burg, Germany. 5 Department of Family Medicine, Care and Public Health 
Research Institute, Maastricht University, PO Box 616, 6200 MD Maastricht, 
Netherlands. 6 Department of Public Health and Primary Care, Academic 
Centre of General Practice, Kapucijnenvoer 35, 3000 Leuven, KU, Belgium. 
7 Embloom GmbH, Am Hauptbahnhof 6, 53111 Bonn, Germany. 

Received: 22 October 2023   Accepted: 26 June 2024

References
 1. World Health Organization. Depression and other common mental disor‑

ders: Global Health Estimates. 2017. Available from: https:// apps. who. int/ 
iris/ bitst ream/ handle/ 10665/ 254610/ w? seque nce=1. Accessed 25 Aug 
2023.

 2. Locke AB, Kirst N, Shultz CG. Diagnosis and management of general‑
ized anxiety disorder and panic disorder in adults. Am Fam Physician. 
2015;91(9):617–24.

 3. Szuhany KL, Simon NM. Anxiety Disorders: A Review. JAMA. 
2022;328(24):2431–45.

 4. Wittchen HU, Jacobi F. Angststörungen. Robert Koch‑Institut, editor. 
Berlin: Robert Koch‑Inst; 2007. 27 p. (Gesundheitsberichterstattung des 
Bundes).

 5. Daly M, Sutin AR, Robinson E. Depression reported by US adults in 
2017–2018 and March and April 2020. J Affect Disord. 2021;1(278):131–5.

 6. Kessler RC, Petukhova M, Sampson NA, Zaslavsky AM, Wittchen HU. 
Twelve‑month and lifetime prevalence and lifetime morbid risk of anxiety 
and mood disorders in the United States. Int J Methods Psychiatr Res. 
2012;21(3):169–84.

 7. Hapke U, Cohrdes C, Nübel J. Depressive Symptomatik im europäischen 
Vergleich – Ergebnisse des European Health Interview Survey (EHIS) 2. J 
Health Monit. 2019;4(4):62–70.

 8. Jacobi F, Höfler M, Siegert J, Mack S, Gerschler A, Scholl L, et al. Twelve‑
month prevalence, comorbidity and correlates of mental disorders in 
Germany: the Mental Health Module of the German Health Interview and 
Examination Survey for Adults (DEGS1‑MH). Int J Methods Psychiatr Res. 
2014;23(3):304–19.

 9. Feng Z, Tong WK, Tang Z. Longitudinal trends in the prevalence and 
treatment of depression among adults with cardiovascular disease: An 
analysis of national health and nutrition examination survey 2009–2020. 
Front Psychiatry. 2022;8(13);943165.

 10. Roest AM, Zuidersma M, de Jonge P. Myocardial infarction and 
generalised anxiety disorder: 10‑year follow‑up. Br J Psychiatry. 
2012;200(4):324–9.

 11. Ahola K, Virtanen M, Honkonen T, Isometsä E, Aromaa A, Lönnqvist J. 
Common mental disorders and subsequent work disability: a population‑
based Health 2000 Study. J Affect Disord. 2011;134(1–3):365–72.

 12. Techniker Krankenkasse. Gesundheitsreport. Arbeitsunfähigkeit. 
2019;1–79.

 13. Kroenke K, Spitzer RL, Williams JBW, Monahan PO, Löwe B. Anxiety disor‑
ders in primary care: prevalence, impairment, comorbidity, and detection. 
Ann Intern Med. 2007;146(5):317–25.

 14. Toledo‑Chávarri A, Ramos‑García V, Torres‑Castaño A, Trujillo‑Martín 
MM, Peñate Castro W, Del Cura‑Castro I, et al. Framing the process in the 
implementation of care for people with generalized anxiety disor‑
der in primary care: a qualitative evidence synthesis. BMC Fam Pract. 
2020;21(1):237.

 15. Schneider F, Niebling W, editors. Psychische Erkrankungen in der Hausar‑
ztpraxis. Berlin, Heidelberg: Springer; 2008. Available from: http://link.
springer.com/https:// doi. org/ 10. 1007/ 978‑3‑ 540‑ 71145‑2.  Cited 2023 
May 22.

 16. National Institute of Mental Health. Depression. US Department of 
Health and Human Services, National Institutes of Health. 2021;No. 
21‑MH‑8079:1–9.

 17. Archer J, Bower P, Gilbody S, Lovell K, Richards D, Gask L, et al. Collabora‑
tive care for depression and anxiety problems. Cochrane Database Syst 
Rev. 2012;(10). Available from: https:// www. cochr aneli brary. com/ cdsr/ 
doi/ 10. 1002/ 14651 858. CD006 525. pub2/ full. Cited 2024 Apr 24.

 18. Katon Wayne J, Lin Elizabeth HB, Von Korff M, Ciechanowski P, Ludman 
EJ, Young B, et al. Collaborative Care for Patients with Depression and 
Chronic Illnesses. N Engl J Med. 2010;363(27):2611–20.

 19. Gilbody S, Bower P, Fletcher J, Richards D, Sutton AJ. Collaborative Care 
for Depression: A Cumulative Meta‑analysis and Review of Longer‑term 
Outcomes. Arch Intern Med. 2006;166(21):2314–21.

 20. Gensichen J, Torge M, Peitz M, Wendt‑Hermainski H, Beyer M, Rosemann 
T, et al. Case management for the treatment of patients with major 
depression in general practices – rationale, design and conduct of a 
cluster randomized controlled trial – PRoMPT (Primary care Monitoring 
for depressive Patient’s Trial) [ISRCTN66386086] – Study protocol. BMC 
Public Health. 2005;5(1):101.

 21. Gensichen J, Hiller TS, Breitbart J, Teismann T, Brettschneider C, Schu‑
macher U, et al. Evaluation of a practice team‑supported exposure 
training for patients with panic disorder with or without agoraphobia in 
primary care ‑ study protocol of a cluster randomised controlled superi‑
ority trial. Trials. 2014;6(15):112.

 22. Gensichen J, von Korff M, Peitz M, Muth C, Beyer M, Güthlin C, et al. 
Case management for depression by health care assistants in small 
primary care practices: a cluster randomized trial. Ann Intern Med. 
2009;151(6):369–78.

 23. Innovationsausschuss ‑ G‑BA Innovationsfonds. Available from: https:// 
innov ation sfonds. g‑ ba. de/ innov ation sauss chuss/. Cited 2024 Apr 3. 

 24. Innovationsausschuss beim Gemeinsamen Bundesausschuss. PREMA 
– eHealth gestütztes Case‑Management für psychisch Erkrankte in der 
hausärztlichen Primärversorgung ‑ G‑BA Innovationsfonds. 2022. Avail‑
able from: https:// innov ation sfonds. g‑ ba. de/ proje kte/ neue‑ verso rgung 
sform en/ capri‑ eheal th‑ gestu etztes‑ case‑ manag ement‑ fuer‑ psych isch‑ 
erkra nkte‑ in‑ der‑ hausa erztl ichen‑ prima erver sorgu ng. 182. Accessed 20 
Mar 2023.

 25. Lukaschek K, Mergenthal K, Heider D, Hanke A, Munski K, Moschner A, 
et al. eHealth‑supported case management for patients with panic dis‑
order or depression in primary care: Study protocol for a cRCT (PREMA). 
Trials. 2019;20(1):662.

 26. Lukaschek K, Lezius S, van den Akker M, Hanf M, Zapf A, Heider D, et al. 
CBT‑Based and eHealth‑Supported Case Management for Patients with 
Panic Disorder or Depression in Primary Care: Results of a Proof of Con‑
cept. J Cogn Ther. 2023. [cited 2023 Dec 20]. Available from: 2023. https:// 
doi. org/ 10. 1007/ s41811‑ 023‑ 00195‑9.

 27. Dijksman I, Dinant GJ, Spigt M. The Perception and Needs of Psy‑
chologists Toward Blended Care. Telemedicine and E‑Health. 
2017;23(12):983–95.

 28. van der Kleij RMJJ, Kasteleyn MJ, Meijer E, Bonten TN, Houwink IJF, 
Teichert M, et al. SERIES: eHealth in primary care. Part 1: Concepts, condi‑
tions and challenges. Eur J Gen Pract. 2019;25(4):179–89.

 29. Dijksman. TeleScreen as a novel internet‑based tool for classifying mental 
disorders presented in primary care. 2018. p. 166.

 30. Hiller TS, Freytag A, Breitbart J, Teismann T, Schöne E, Blank W, et al. Die 
Jena Angst‑Monitoring‑Liste (JAMoL) ‑ ein Instrument zur evidenzbasi‑
erten Behandlung von Panikstörung mit oder ohne Agoraphobie in der 
Hausarztpraxis. Z Evid Fortbild Qual Gesundhwes. 2018;1(131–132):28–37.

 31. Gensichen J, Peitz M, Torge M, Mosig‑Frey J. Die „Depressions‑Monitoring‑
Liste (DeMoL)“ mit integriertem PHQ‑D – Rationale und Entwicklung 
eines Instruments für das hausärztliche Case Management bei Depres‑
sion. Z Arztl Fortbild Qualitatssich. 2006;100:375–82.

https://apps.who.int/iris/bitstream/handle/10665/254610/w?sequence=1
https://apps.who.int/iris/bitstream/handle/10665/254610/w?sequence=1
https://doi.org/10.1007/978-3-540-71145-2
https://www.cochranelibrary.com/cdsr/doi/10.1002/14651858.CD006525.pub2/full
https://www.cochranelibrary.com/cdsr/doi/10.1002/14651858.CD006525.pub2/full
https://innovationsfonds.g-ba.de/innovationsausschuss/
https://innovationsfonds.g-ba.de/innovationsausschuss/
https://innovationsfonds.g-ba.de/projekte/neue-versorgungsformen/capri-ehealth-gestuetztes-case-management-fuer-psychisch-erkrankte-in-der-hausaerztlichen-primaerversorgung.182
https://innovationsfonds.g-ba.de/projekte/neue-versorgungsformen/capri-ehealth-gestuetztes-case-management-fuer-psychisch-erkrankte-in-der-hausaerztlichen-primaerversorgung.182
https://innovationsfonds.g-ba.de/projekte/neue-versorgungsformen/capri-ehealth-gestuetztes-case-management-fuer-psychisch-erkrankte-in-der-hausaerztlichen-primaerversorgung.182
https://doi.org/10.1007/s41811-023-00195-9
https://doi.org/10.1007/s41811-023-00195-9


Page 15 of 15Hanf et al. BMC Digital Health            (2024) 2:62  

 32. Hessen KV. Kassenärztliche Vereinigung Hessen. Kassenärztliche Vereini‑
gung Hessen; 2020 . Kassenärztliche Vereinigung Hessen (KVH). Available 
from: https:// www. kvhes sen. de/ ueber‑ uns? print= 916& cHash= 940f3 
16f4d 5d789 f3a7f a7c32 16d14 73. Cited 2023 Dec 10.

 33. Bundesärztekammer, Arbeitsgemeinschaft der deutschen Ärztekam‑
mern, editor. (Muster‑)Kursbuch Psychosomatische Grundversorgung. 
2022;(2):1–18.

 34. Döring N, Bortz J. Forschungsmethoden und Evaluation in den Sozial‑ 
und Humanwissenschaften. Berlin, Heidelberg: Springer Berlin Heidel‑
berg; 2016. p. 1063.

 35. Karbach U, Stamer M, Holmberg C, Güthlin C, Patzelt C, Meyer T. Qualita‑
tive Research in Health Services Research – Discussion Paper, Part 2: 
Qualitative Research in Health Services Research in Germany – an Over‑
view. Gesundheitswesen. 2012;74(8–9):516–25.

 36. Tong A, Sainsbury P, Craig J. Consolidated criteria for reporting qualitative 
research (COREQ): a 32‑item checklist for interviews and focus groups. Int 
J Qual Health Care. 2007;19(6):349–57.

 37. DFN‑Verein. DFNconf: Home. 2022. Available from: https:// www. conf. dfn. 
de/. Accessed 20 Mar 2023.

 38. Fuß S, Karbach U. Grundlagen der Transkription: Eine praktische Einfüh‑
rung. Opladen; Stuttgart: Budrich; UTB; 2014. 124 p. (utb‑studi‑e‑book; 
vol. 4185).

 39. Rädiker S, Kuckartz U. Analyse qualitativer Daten mit MAXQDA. Wies‑
baden: Springer Fachmedien Wiesbaden; 2019. p. 321.

 40. MAXQDA. MAXQDA | All‑In‑One Qualitative & Mixed Methods Data Analy‑
sis Tool. 2022. Available from: https:// www. maxqda. com/. Accessed 21 
Mar 2023.

 41. Mayring P. Qualitative Content Analysis: : theoretical foundation, basic 
procedures and software solution. 2014. Available from: https:// www. 
ssoar. info/ ssoar/ bitst ream/ handle/ docum ent/ 39517/ ssoar‑ 2014‑ mayri ng‑ 
Quali tative_ conte nt_ analy sis_ theor etical_ found ation. pdf? seque nce= 1& 
isAll owed= y& lnkna me= ssoar‑ 2014‑ mayri ng‑ Quali tative_ conte nt_ analy 
sis_ theor etical_ found ation. pdf. Accessed 20 Mar 2023.

 42. Andersson G, Bergstroem J, Buhrman M, Carlbring P, Hollaendare 
F, Kaldo V, et al. Development of a New Approach to Guided Self‑
Help via the Internet: The Swedish Experience. J Technol Hum Serv. 
2008;26(2/4):161–81.

 43. Maguire M. Methods to support human‑centred design. Int J Hum Com‑
put Stud. 2001;55(4):587–634.

 44. Norman DA. The design of everyday things. Rev. and expanded edition. 
New York: Basic Books; 2013. p. 369.

 45. Lyon AR, Koerner K. User‑centered design for psychosocial inter‑
vention development and implementation. Clin Psychol Sci Pract. 
2016;23(2):180–200.

 46. Duran AT, Keener‑DeNoia A, Stavrolakes K, Fraser A, Blanco LV, Fleisch E, 
et al. Applying User‑Centered Design and Implementation Science to 
the Early‑Stage Development of a Telehealth‑Enhanced Hybrid Cardiac 
Rehabilitation Program: Quality Improvement Study. JMIR Form Res. 
2023;13(7);e47264.

 47. von dem Knesebeck O, Koens S, Marx G, Scherer M. Perceptions of time 
constraints among primary care physicians in Germany. BMC Fam Pract. 
2019;20(1):142.

 48. Vu‑Eickmann P, Loerbroks A. Psychosocial working conditions of physi‑
cian assistants: results from a qualitative study on occupational stress, 
resources, possible approaches to prevention and intervention needs. Z 
Evid Fortbild Qual Gesundhwes. 2017;1(126):43–51.

 49. Mahlknecht A, Barbieri V, Engl A, Piccoliori G, Wiedermann CJ. Challenges 
and experiences of general practitioners during the course of the Covid‑
19 pandemic: a northern Italian observational study‑cross‑sectional 
analysis and comparison of a two‑time survey in primary care. Fam Pract. 
2022;39(6):1009–16.

 50. Lange M, Licaj I, Stroiazzo R, Rabiaza A, Le Bas J, Le Bas F, et al. COVID‑
19 psychological impact in general practitioners: A longitudinal study. 
Encephale. 2023;S0013–7006(23):00046–55.

 51. Fernández‑Aguilar C, Casado‑Aranda LA, Farrés Fernández M, Minué LS. 
Has COVID‑19 changed the workload for primary care physicians? The 
case of Spain Fam Pract. 2021;38(6):780–5.

 52. Sheridan B, Chien AT, Peters AS, Rosenthal MB, Brooks JV, Singer SJ. 
Team‑based primary care: The medical assistant perspective. Health Care 
Manage Rev. 2018;43(2):115.

 53. Gensichen J, Jaeger C, Peitz M, Torge M, Güthlin C, Mergenthal K, et al. 
Health care assistants in primary care depression management: role 
perception, burdening factors, and disease conception. Ann Fam Med. 
2009;7(6):513–9.

 54. Nielsen HG, Davidsen AS. Michael Balint anno 2017. Ugeskr Laeger. 
2018;180(33):V01180028.

 55. Player M, Freedy JR, Diaz V, Brock C, Chessman A, Thiedke C, et al. The role 
of Balint group training in the professional and personal development of 
family medicine residents. Int J Psychiatry Med. 2018;53(1–2):24–38.

 56. van Straten A, Seekles W, van ’t Veer‑Tazelaar NJ, Beekman ATF, Cuijpers P. 
Stepped care for depression in primary care: what should be offered and 
how? Med J Aust. 2010;192(S11):S36‑39.

 57. Bower P, Gilbody S. Stepped care in psychological therapies: access, 
effectiveness and efficiency: Narrative literature review. Br J Psychiatry. 
2005;186(1):11–7.

 58. Johansson R, Andersson G. Internet‑based psychological treatments for 
depression. Expert Rev Neurother. 2012;12(7):861–9 quiz 870.

 59. van Ballegooijen W, Cuijpers P, van Straten A, Karyotaki E, Andersson G, 
Smit JH, et al. Adherence to Internet‑based and face‑to‑face cogni‑
tive behavioural therapy for depression: a meta‑analysis. PLoS ONE. 
2014;9(7);e100674.

 60. Kroenke K, Spitzer RL, Williams JBW, Löwe B. The Patient Health Question‑
naire Somatic, Anxiety, and Depressive Symptom Scales: a systematic 
review. Gen Hosp Psychiatry. 2010;32(4):345–59.

 61. Norman SB, Campbell‑Sills L, Hitchcock CA, Sullivan S, Rochlin A, Wilkins 
KC, et al. Psychometrics of a brief measure of anxiety to detect severity 
and impairment: The overall anxiety severity and impairment scale 
(OASIS). J Psychiatr Res. 2011;45(2):262–8.

 62. Löwe B, Gräfe K, Zipfel S, Spitzer RL, Herrmann‑Lingen C, Witte S, et al. 
Detecting panic disorder in medical and psychosomatic outpatients. J 
Psychosom Res. 2003;55(6):515–9.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub‑
lished maps and institutional affiliations.

https://www.kvhessen.de/ueber-uns?print=916&cHash=940f316f4d5d789f3a7fa7c3216d1473
https://www.kvhessen.de/ueber-uns?print=916&cHash=940f316f4d5d789f3a7fa7c3216d1473
https://www.conf.dfn.de/
https://www.conf.dfn.de/
https://www.maxqda.com/
https://www.ssoar.info/ssoar/bitstream/handle/document/39517/ssoar-2014-mayring-Qualitative_content_analysis_theoretical_foundation.pdf?sequence=1&isAllowed=y&lnkname=ssoar-2014-mayring-Qualitative_content_analysis_theoretical_foundation.pdf
https://www.ssoar.info/ssoar/bitstream/handle/document/39517/ssoar-2014-mayring-Qualitative_content_analysis_theoretical_foundation.pdf?sequence=1&isAllowed=y&lnkname=ssoar-2014-mayring-Qualitative_content_analysis_theoretical_foundation.pdf
https://www.ssoar.info/ssoar/bitstream/handle/document/39517/ssoar-2014-mayring-Qualitative_content_analysis_theoretical_foundation.pdf?sequence=1&isAllowed=y&lnkname=ssoar-2014-mayring-Qualitative_content_analysis_theoretical_foundation.pdf
https://www.ssoar.info/ssoar/bitstream/handle/document/39517/ssoar-2014-mayring-Qualitative_content_analysis_theoretical_foundation.pdf?sequence=1&isAllowed=y&lnkname=ssoar-2014-mayring-Qualitative_content_analysis_theoretical_foundation.pdf
https://www.ssoar.info/ssoar/bitstream/handle/document/39517/ssoar-2014-mayring-Qualitative_content_analysis_theoretical_foundation.pdf?sequence=1&isAllowed=y&lnkname=ssoar-2014-mayring-Qualitative_content_analysis_theoretical_foundation.pdf

	Using a combination of cognitive behavioral therapy, case management and eHealth components for patients with depression or panic disorders in primary care practices in Hesse, Germany: an exploration of healthcare professionals’ lived experiences
	Abstract 
	Background 
	Results 
	Conclusions 
	Trial registration 

	Background
	Methods
	Setting and context
	Study design
	Participant selection and recruitment
	Data collection
	Data analysis

	Results
	Study instruction materials
	Facilitators
	Barriers

	Individual components of the treatment program
	Facilitators
	Barriers

	Practicality
	Facilitators
	Barriers

	Target population
	Facilitators
	Barriers

	Benefits of the treatment program
	Facilitators
	Barriers


	Discussion
	Strengths and limitations

	Conclusions
	Acknowledgements
	References


