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Abstract

Background: Rising global demand for mental health services strains traditional care models, a trend evident in New Zealand,
where the Integrated Primary Mental Health and Addictions IPMHA) model was introduced to improve access to care. While
the IPMHA model shows promise, significant service-delivery challenges undermine its scalability. Digital mental health tools
(DMHTs) present an opportunity for digital optimization, yet their effectiveness is often limited by low practitioner adoption,
a persistent implementation barrier. To ensure these tools are impactful, a user- and context-centered DMHT design approach
may help mitigate practitioner adoption barriers and create solutions that can be seamlessly integrated into clinical workflows.

Objective: Reporting on the Test stage of the 5-stage Design Thinking framework, this study aimed to evaluate the usability
and acceptability of a DMHT software prototype intended to support health improvement practitioners working within New
Zealand’s IPMHA model.

Methods: Five health improvement practitioners from a single primary health organization participated in semistructured
usability interviews. Data were collected using a think-aloud protocol during mock clinical sessions and analyzed using affinity
diagramming to identify key software feature requirements necessary to promote usability, adoption, and workflow integration.

Results: Feedback was obtained for all software minimum viable product features. While practitioners found the clinical
support features valuable, 2 system-level requirements were identified as prerequisites for adoption. The first was administra-
tive optimization: the DMHT must reduce workload by automating tasks, such as clinical note entry, data reporting, and
psychometric scoring. The second was seamless integration with existing clinic patient management software to eliminate
double-handling of data and resolve IT-related workflow frustrations.

Conclusions: For a DMHT to be successfully adopted by IPMHA practitioners, it must primarily function to solve existing
administrative and workflow inefficiencies. Clinical support features, such as the provision of therapeutic tools and exercises,
though helpful, are secondary to the tool’s ability to be a practical, efficient, and fully integrated component of daily practice.
These findings underscore the value of user- and context-centered design in uncovering the pragmatic, systems-level needs of
end users in a complex primary care service-delivery environment.
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Introduction

Globally, the prevalence of mental illness is rising, with
approximately 1 billion people living with some form of
mental illness in 2019, most commonly depression or anxiety
[1]. The COVID-19 pandemic had a significant and well-
documented impact on global mental health, with initial
estimates from the World Health Organization showing a
26% increase in anxiety disorders and a 28% increase
in major depressive disorders in 2020 alone [2], placing
additional strain on already overstretched mental health
services. Despite growing demand, access to adequate care
remains limited due to chronic underinvestment in mental
health services and ongoing workforce shortages [1]. For
decades, international health bodies have highlighted the
growing disparity between the demand for mental health
support and the available resources, a crisis that has only
worsened over time [3]. This treatment gap, reaching as
high as 90% in some nations, underscores a persistent global
failure to prioritize mental health, leaving public health
systems overwhelmed and unable to provide necessary care
for a substantial portion of the population [1].

This international trend is evident in New Zealand, where
there has been a sharp increase in psychological distress
across the population in recent years [4,5]. Demand for
mental health services continues to grow, placing significant
strain on an already underfunded and resource-limited public
health system [6]. This issue is particularly acute among
young people, women, Maori, and Pacific peoples, who
are disproportionately affected and experience higher rates
of psychological distress. Furthermore, socioeconomic status
is a significant factor, with individuals in more deprived
areas facing a greater likelihood of mental health challenges,
compounded by unequal access to care [5].

To address this significant gap in service access, the
New Zealand government introduced the Integrated Primary
Mental Health and Addictions (IPMHA) model in 2017. This
integrated care initiative, based on the primary care behavio-
ral health approach [7], aims to provide accessible, publicly
funded care for those with mild-to-moderate mental health
and behavioral issues within primary care settings. Follow-
ing a successful pilot, the IPMHA model was implemented
nationwide and, as of mid-2024, was available to over 70%
of the enrolled primary care population [8]. The service
is delivered by clinicians known as health improvement
practitioners (HIPs) who offer brief, 30-minute sessions using
focused acceptance and commitment therapy (fACT) [9].
While designed to be delivered within a single session, the
model allows for follow-up appointments as needed, with
primary care physicians maintaining overall responsibility for
patient care [9]. A step-by-step breakdown of a typical fACT
session is available in Multimedia Appendix 1. Evaluations
have shown that the IPMHA model has improved access to
mental health support, particularly for underserved groups, by
reducing wait times and minimizing financial barriers [9].

Despite these successes, the IPMHA model faces
significant implementation challenges. Workforce shortages
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and inconsistent application across different regions can lead
to unpredictable care quality and availability, and practition-
ers often struggle to maintain fidelity to the brief, single-ses-
sion intervention model [9]. While the model has improved
mental health service access in New Zealand, the operational
efficiency and potential for scalability of the IPMHA model
are undermined by these service-delivery challenges.

Digital mental health tools (DMHTs), from self-help
apps to technologies that support practitioner-led care, are
increasingly seen as a solution to the global mental health
treatment gap [10,11]. Although commonly associated with
self-guided therapy, the primary promise of these tools is their
potential for integration into existing health care services [12-
14]. Specifically, embedding a custom-designed digital tool
within a service that faces delivery challenges, such as the
IPMHA model, could enhance the service’s effectiveness and
scalability [9,10,15,16].

While digital tools can be effective alone, their impact is
greatest when combined with practitioner support [10,11,14,
17]. This suggests that digital mental health solutions should
be viewed not only as a way to replace in-person services but
also to augment them, thereby improving the efficiency and
reach of existing, evidence-based, human-delivered care.

Despite the potential of digital mental health tools,
real-world implementation is hindered by low adoption
among practitioners [16,18-20]. Several recent systematic
reviews show that clinicians are less likely to adopt tools
that are difficult to use, increase workload, disrupt workflows,
or are poorly integrated with existing organizational systems
[18,20-23]. Rather than being conceptualized as stand-alone
products, digital tools for integration into existing services
should be designed as integral components of the service they
are intended to support. Adopting a context-specific, user-
centered software development methodology is necessary to
ensure that these tools provide practical value while also
integrating seamlessly into clinical workflows and organiza-
tional systems [10,13,15,16,24].

This study reports on the final phase of a larger research
project that used the 5-stage Design Thinking framework [25,
26] to develop a DMHT to enhance the IPMHA model. The
Design Thinking methodology was selected for this project
due to its iterative user-centered approach and proven efficacy
in creating effective digital solutions for complex health care
service-delivery problems [27,28].

The aim of this study was to evaluate the usability and
acceptability of the software minimum viable product (MVP)
developed through this process, with a focus on integration
into existing primary care systems and workflows. Specifi-
cally, the study sought to evaluate the usefulness and usability
of the software’s features and to identify whether these
features support practitioner adoption and effective integra-
tion into the IPMHA service-delivery context.
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Methods

Research Design and Framework

This study reports on the Test stage of the 5-stage Design
Thinking framework (Figure 1). The preceding 4 stages,
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described below, informed the development of the software
MVP evaluated in this study.

Figure 1. The nonlinear nature of the 5-stage Design Thinking framework. Adapted from Dam [29].
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1. Empathize: The project began with an exploration
of HIPs’ experiences working within the IPMHA
model through interviews and a workforce survey.
This process uncovered a variety of service-delivery
challenges, many of which could be addressed by a
purpose-built DMHT [30].

2. Define: Service delivery challenges identified during
the Empathize stage were translated into user stories
and problem statements, ensuring that the project
remained focused on validated, contextually relevant,
real-world problems.

3. Ideate: The research team generated a broad range
of potential software solutions and features based on
the problem statements synthesized during the Define
stage.

4. Prototype: Software interface prototypes were
developed from promising Ideate stage design concepts.
Iterative feedback from HIPs and other IPMHA
stakeholders shaped the evolution of low-fidelity
pen-and-paper sketches into functional wireframe
prototypes. The functional wireframes were created
using the Figma software package [31]. The culmina-
tion of the Prototype stage was the development of
a functional software MVP, built using the Flutter
programming language [32] for use on an Android
tablet.

The purpose of this software MVP was to address the various
administrative and workflow challenges reported by HIPs and
enhance the delivery of the brief fACT intervention pack-
age. To provide a general overview of the software MVP’s
functionality, Multimedia Appendices 2-4 present screenshots
and interface flows for several key features. While this is not
an exhaustive list of the software’s functions, these exam-
ples highlight several core capabilities. Multimedia Appen-
dix 2 depicts the user flow for starting a session, which
includes selecting a client from the integrated electronic
health record, reviewing prior session information, starting a
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new session, taking notes, and using a model fidelity support
tool. Multimedia Appendix 3 details the creation of a wellness
plan, and Multimedia Appendix 4 demonstrates the in-session
experiential exercise feature.

Participants and Recruitment

Participants were HIPs working within the IPMHA model
in New Zealand primary care clinics. All participants were
employed by the same primary health organization (PHO) to
ensure consistency in organizational systems and processes.
HIPs were recruited through an electronic flyer distributed
internally within the participating PHO. Detailed information
outlining the study’s purpose and procedures was provided to
all prospective participants.

A total of 5 HIPs completed the usability interviews.
Small-group user testing is considered appropriate for
early-stage software evaluation with relatively homogene-
ous user groups, where the primary goal is to collect
qualitative insights rather than achieve statistical validation.
Feedback from 5 participants can uncover approximately 85%
of major usability issues, as common problems typically
become evident within the first few sessions, with addi-
tional participants offering diminishing returns [33-35]. Given
the homogeneity of the target user group and the focused,
deductive approach to data collection and analysis, small-
group testing with 5 participants was deemed appropriate for
this study.

Participants were eligible for inclusion in the study if they
were aged 18 years or older, were able to provide informed
consent, and were currently employed as an HIP within the
participating PHO.

Data Collection

Data were collected through semistructured, one-on-one
interviews designed to elicit in-depth feedback on the
usability and perceived usefulness of the software MVP.
All interviews were conducted in person by the primary
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investigator. Participants were informed that the interviews
would take between 1 and 2 hours.

During the interview sessions, participants’ interactions
with the software MVP, running on a tablet device, were
captured using the device’s integrated screen recording
functionality. This was synchronized with an audio record-
ing of the interview to contextualize participants’ comments
about usability and usefulness in relation to their actions
within the software. The average interview duration was
76 (SD 23.49) minutes, with sessions ranging from 49 to
117 minutes, meeting the recommended duration for a broad
usability analysis [35].

Interview Procedure

The interview process was structured into 4 phases.

1. Preamble and software orientation: The interviewer
introduced the participant to the overall software
interface, guiding them through its key features.

This phase aimed to familiarize participants with

the software and to begin identifying any immedi-

ate usability issues. Participants were encouraged

to verbalize their thoughts and observations while
interacting with the software, following the think-aloud
[36] data collection method.

2. Mock fACT session: Participants engaged in a role-
play exercise in which they assumed the role of a
clinician delivering a typical fACT session using the
software. The interviewer acted as the client. Both
parties were encouraged to remain “in character” as
much as possible to simulate the intended clinical use
of the software. Throughout the session, participants
continued to verbalize their thoughts and critically
reflect on the real-world usability and relevance of
different software features.
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3. Final think-aloud exploration: Following the mock
session, participants were invited to freely navigate the
software, revisit specific features, and reflect on their
experiences. They were encouraged to comment on
the ease of use, functionality, and integration of the
software within their existing workflow and organiza-
tional processes.

4. Blue-sky brainstorming: The interview concluded with
an open-ended brainstorming session, during which
participants were invited to share any additional
thoughts or suggestions about the software. They were
encouraged to propose ideas for new features, suggest
modifications to existing features, explore how various
features could be integrated within their workflows,
and reflect on which features would be essential for
addressing service delivery challenges and leading to
sustainable engagement with the software.

Figure 2 shows the setting for the usability interviews. The
participant (substituted here with an actor) is engaging with
the software via a tablet and keyboard. The interviewer, who
also acted as the “client” during the mock fACT session, sat
across from the participant to simulate the clinical context of
how the software would likely be used.

During the mock fACT session portion of the interview,
participants were instructed to conduct a typical session as
they would with a regular client, using the software MVP
where appropriate to supplement their standard workflow.
This involved the participant using the software to load a
client (played by the interviewer) from a simulated clinic
database, review client data, take clinical notes, use experien-
tial exercises, create a wellness plan, and commit all notes
and session data to a simulated integrated electronic health
record upon conclusion.

Figure 2. Recreation of the interview setting, showing how the participant engaged with the software minimum viable product (MVP) in a simulated

clinical context.
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Data Analysis

The data analysis methodology chosen for this study was
affinity diagramming [37], a qualitative technique commonly
used in software development and user experience design
[38]. This approach allowed for the systematic explora-
tion of participant feedback concerning the usability and
acceptability of the software MVP, particularly in relation
to the usefulness, importance, and workflow integration
potential of the various software features. The analysis began
with a thorough reading of the interview transcripts to
gain a high-level overview of the dataset. Each transcript
was reviewed alongside the synchronized screen recordings
showing participant engagement with the software. Viewing
the screen capture alongside participant feedback facilitated a
deep understanding of the context surrounding participants’
comments, linking their verbal feedback directly to their
interactions with the software.

The data collection process was structured to elicit
feedback on specific features of the software, and the
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software feature set was used as the initial deductive
framework for organizing the data. This iterative process
involved sorting the interview data into different feature
categories and coding relevant interview excerpts (codes)
within each category. This included the creation of new
categories for any emergent feature-related themes that were
identified through the initial reading of the transcripts.

Once the data were categorized and coded, each feature
category within the framework was independently analyzed
using affinity diagramming to visually organize and group
related codes (Figure 3). Related interview excerpts, now
represented by these codes, were clustered together into
“affinities” These clusters represented overarching themes
related to that specific feature. After clustering the codes,
each cluster was examined to identify the underlying theme
or key message, providing a higher-level summary of user
feedback for each feature.

Figure 3. Collaborative affinity diagramming using interview transcript excerpts.

Following the initial feature-driven analysis, an additional
analysis of the entire dataset was conducted using the
same affinity diagramming methodology. The objective
was to identify which features or overall functionalities
of the software HIPs identified as being the most impor-
tant for facilitating effective implementation into workflows
and supporting sustained long-term engagement with the
software.

The construction of the feature-driven framework,
refinement of that framework, transcript coding, and
subsequent theme identification were conducted collabora-
tively by the principal researcher (VA) and a trained research
assistant. The Nvivo-14 software package assisted with data
organization and tracking, whereas printed copies of the

https://humanfactors.jmir.org/2026/1/e84412

transcripts were used for performing the collaborative affinity
diagramming activities.

Collectively, these analyses sought to answer key
questions regarding the usefulness of specific features and
functionalities, the perceived importance of those features and
functionalities, and the potential for integration into the HIP
workflows and broader organizational systems. The findings
are detailed in the Results section, providing a comprehensive
understanding of the software MVP’s usability and accepta-
bility from the perspective of its intended users.

Ethical Considerations

This study was approved by the Auckland Health Research
Ethics Committee (reference AH21908). Informed consent
was obtained from all participants. Participants received a
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voucher valued at $50 NZD (US $29.50) for each hour
of interview time. During the transcription process, any
information relating to participant identity was removed, with
a unique participant identifier code assigned to each interview
script to ensure confidentiality.

Results

Critical Features and Functionalities
to Support Practitioner Adoption and
Workflow Integration

A primary goal of this research was to identify which
software features HIPs deemed most important for success-
fully integrating the tool into their workflows. This subject
was a central focus during the usability interviews. The
functionalities that HIPs specified as necessary to support
the adoption and effective implementation of the software
MVP are detailed in Textbox 1 and elaborated upon in the
description that follows.

Allen et al

Participants indicated that their willingness to adopt the
software is contingent on its ability to solve existing service-
delivery problems and demonstrably reduce their workload. If
the tool fails to do this, it will likely be treated as an optional
accessory rather than an integral part of their workflow.

The most critical area identified for workflow improve-
ment was the reduction in administrative burden. Key
areas included reducing double-handling of data, automating
psychometric collection and scoring, and streamlining the
process for sharing resources with clients. HIPs reported
that these administrative frustrations were compounded by
broader IT issues. They described frustrations in dealing
with workflow friction caused by software incompatibilities,
the need to switch between different devices, and managing
multiple logins for various systems. A key benefit of the new
software, they emphasized, is its ability to eliminate these
technical hurdles.

Textbox 1. Features and functionalities necessary to support implementation of the software.

1. Administrative optimization and time-saving

2.
3. Solving IT and workflow frustrations
4.

Seamless integration with existing practice management software

Must solve problems and reduce workload, not add tasks to an already busy workflow

To solve these interconnected issues, participants consistently
stated that seamless integration with existing clinic patient
management software was essential. They expressed a strong
need for the software to automatically synchronize data,
which would minimize manual data entry and ensure a
smooth, unified workflow. This was seen as particularly
important for practitioners who work across different clinics
and PHOs. Ultimately, HIPs indicated that without a high
level of systems integration to solve their core administrative
and IT problems, they would be unlikely to use the software.

Usability and Usefulness of Specific
Software Features

Participant feedback on specific features is presented in
Table 1, organized by software feature or functionality.
Feedback included feature validation, constructive critiques,
and suggestions for modification. The summary in Table
1 is elaborated upon in the subsequent descriptions, and a
detailed point-by-point breakdown is available in Multimedia
Appendix 5.

Table 1. Practitioner feedback on specific features and overarching functionalities of the software minimum viable product (MVP).

Software feature Feature validation

Critique and change requests

Experiential exercises and » Useful for early career and fatigued HIPs®. ¢ Additional customizability for different client
recordings. ¢ They are well suited for brief sessions. needs.
» Easy to integrate into existing workflow. ¢ Adding visual elements may improve

Love Work Play Health tool. ¢ Enhances model fidelity.

engagement with recordings.

¢ The design should encourage flexible use.

* Provides a useful reminder for early career HIPs.

Model fidelity checklist. ¢ Enhances model fidelity.

» Useful for both novice and experienced HIPs.

Session history review. .

record.

Improved efficiency compared to clinic electronic health ~ —

¢ Would benefit from key information being
more accessible.
¢ Would benefit from better integration into

workflow.

* Provides easy access to patient-specific information and

reminders.

Automation of external data .
reporting.

Reduces double-handling of data.

* Automating psychometric scoring and reporting.
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Software feature

Feature validation

Critique and change requests

Psychometric recording and
analysis.

Psychometric review.

Session timer.

Values elicitation and recording.

Wellness plan creation.

Clinical note and session data
recording.

Integration of the software with
existing clinic IT systems.

Postsession support for clients.

Structuring notes to align with reporting needs.
Expanding psychometric options for clinical use.
Enhancing psychometric administration in session.

Improving workflow and integration with note-taking.

Visualizing change over time.
Supporting client conversations.

Time management and session flow.

Reducing administrative burden.

Integration with clinic patient management software is
essential.

Reducing administrative burden and double-handling of
data.

IT simplification across clinics and PHOs®.

Supporting model fidelity and reliable data collection.

Providing clients with session takeaways.
Collecting postsession outcome data.

» Efficiency and collaboration.

¢ Language and accessibility issues.

¢ Integration with contextual interview and
note-taking.

¢ Wellness plan creation should be flexible.

¢ Terminology concerns.

¢ Usability and interface design.

¢ Inclusion of a support person.

» Integrating note-taking with model fidelity
tools and overall session flow.

* Improving access to notes and supporting
personal reflections.

¢ Automating data recording and reporting.

¢ Securely and efficiently sharing resources
with clients.

¢ Ensuring data security and clinic buy-in.

* Balance between ongoing support and
managing HIP workload.

¢ Personalizing and adding value to session
summaries.

¢ Overcoming administrative challenges.

¢ Format of takeaway resources must be
flexible around client needs.

AHIP: health improvement practitioner.
bNot applicable.
“PHO: primary health organization.

Experiential Exercises and Recordings

Participants felt that having a library of prerecorded expe-
riential exercises was a valuable asset, particularly for
early-career or fatigued HIPs who might need support in
delivering them consistently. The shorter exercises, such as
mindful breathing, were seen as especially well suited for
the brief intervention model. HIPs appreciated that having
these resources integrated directly into the software was more
efficient than searching for content online. Furthermore, the
ability to use editable scripts allowed for customization in
pacing and duration to better meet individual client needs,
such as during moments of panic. To further improve client
engagement, participants suggested adding visual elements
or animations to the recordings and valued the ability to
send recommended exercises to clients as part of a session
summary.

https://humanfactors.jmir.org/2026/1/e84412

Love Work Play Health Tool

The Love Work Play Health tool was seen as a valuable
feature for enhancing fidelity to the fACT model. Partici-
pants reported that it provides a structured guide to ensure
a thorough contextual interview is conducted, prompting
HIPs to explore key life domains and client values. This
was considered particularly useful as a reminder for newer
practitioners. However, HIPs stressed the importance of
flexibility, noting that it would be impractical to ask every
prompt in a single session. They recommended including
guidance that clarifies the tool is a flexible aid rather than
arigid script to be followed verbatim.

Model Fidelity Checklist

Participants indicated that a digital Model Fidelity Check-
list was a practical tool for ensuring correct fACT deliv-
ery, serving as a step-by-step guide for novices and a
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helpful refresher for more experienced HIPs. Many practi-
tioners already use printed reference materials, so integrat-
ing a digital checklist directly into the session workflow,
for instance, within a note-taking template, was seen as a
significant improvement. To enhance usability, participants
suggested making key information more accessible through
on-screen prompts or expandable info buttons. They also
proposed that embedding the checklist directly into the
session notes would encourage its active use and could even
help streamline external data reporting.

Session History Review

The ability to easily review a client’s session history was
highlighted as a significant efficiency gain. Participants
described the current process of reviewing past notes in
clinic patient management software as slow and cumbersome.
The proposed feature, which collates previous session notes,
allowed HIPs to quickly prepare for appointments, access
important client-specific information, and recall personal
details that aid in building rapport. Moreover, HIPs often
leave themselves reminders in session notes, and easy access
to this history would ensure important follow-up tasks are not
overlooked.

Automation of External Data Reporting

Automating external data reporting was considered an
essential time-saving feature by participants. They expressed
significant frustration with the “double-handling” of data,
where they must reenter the same information for both
clinical notes and separate reporting systems. The software’s
ability to capture information once and automatically transmit
it was seen as a key function that would significantly reduce
administrative workload. Likewise, automating the scoring
and reporting of psychometric measures would not only save
time but also improve model fidelity. Participants suggested
that structuring note-taking templates to align with reporting
requirements would further streamline this process.

Psychometric Recording and Analysis

Participants appreciated the software’s flexibility in offering
a range of psychometric tools beyond the 2 mandated ones,
noting that practitioners often use other measures, such as
the 10-item Kessler Psychological Distress Scale Kessler-10
or 9-item Patient Health Questionnaire, which are more
familiar to referring physicians. The ability to administer
these assessments collaboratively, either by reading them
aloud or having clients complete them, was valued, and the
automatic scoring feature was seen as a major time-saver
that allows for the immediate discussion of results in-session.
HIPs also stressed the need for a seamless workflow, allowing
them to pause an assessment to explore a client’s response
and skip questions if necessary.

Psychometric Review

The ability to visually track a client’s psychometric scores
over time was viewed as a highly valuable feature. Partici-
pants explained that seeing these changes at a glance helps
them monitor progress and identify areas needing further

https://humanfactors.jmir.org/2026/1/e84412
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attention. They also noted that presenting these data visually
on a single screen would significantly improve their workflow
when reviewing results with clients. This direct comparison
of past and present scores facilitates meaningful conversa-
tions about progress and helps collaboratively identify new
goals.

Session Timer

A session timer was seen as a simple but effective tool
for managing session flow and adhering to tight schedules.
Participants noted that having a visible timer benefits both
the practitioner and the client. For the HIP, it ensures
all components of the fACT model can be covered with-
out feeling rushed. For the client, being able to view the
remaining session time during collaborative tasks could help
maintain focus.

Values Elicitation and Recording

Participants highlighted the need for a more efficient and
accessible way to elicit client values, as traditional methods,
such as card sorts, can be time-consuming. They sugges-
ted that the term “values” can be confusing for clients
and recommended using simpler, more relatable language,
such as asking, “What is important to you?” While values
often emerge naturally during the contextual interview, HIPs
expressed a desire for a designated, collaborative space within
the software to seamlessly record them as they are identified.

Wellness Plan Creation

Flexibility was the key theme for feedback on the wellness
plan feature. Participants emphasized that creating a plan
should accommodate diverse client needs, with optional fields
for elements, such as start dates or reminders. They also
raised concerns about terminology, suggesting that words
such as “likeliness” or “confidence” are more suitable than
“willingness,” and “support person” is preferable to the
informal term “buddy.” From a usability perspective, they
recommended a more user-friendly interface for setting dates
and frequencies. The ability to include a support person was
seen as beneficial for client accountability, but it was stressed
that clear information about data privacy is essential. Finally,
providing a printable summary is crucial for clients who may
not engage with digital resources.

Clinical Note and Session Data Recording

The primary value of this feature lies in its potential
to significantly reduce administrative burden. Participants
emphasized that eliminating the “double-handling” of data
by entering notes once and having them automatically sync
with the clinic’s patient management software was a critical
function. They also desired a workflow where fidelity tools
are integrated directly into the note-taking process, using
structured templates that mirror the natural progression of
a session. Quick access to past notes, a separate space for
personal reflections, and the ability to attach nontext materials
were also identified as valuable enhancements. To ensure
proper data management, participants suggested reminders for
obtaining client consent and automatic submission of draft
notes after a set period to prevent lost records.
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Integration of the Software With Existing Clinic
IT Systems

Across all interviews, seamless integration with existing
clinic IT systems, particularly with patient management
software, was identified as an essential, nonnegotiable
requirement for adoption. Participants stated that the software
must solve current administrative problems, not create new
ones. By automating data entry, synchronizing notes and
psychometrics, and reducing the “IT friction” of multi-
ple logins and incompatible systems, the software would
significantly reduce workload and improve job satisfaction.
This integration is key to ensuring consistent data collection
and allowing HIPs to securely and efficiently share resources
with clients.

Postsession Support for Clients

Participants valued the software’s ability to extend support
beyond the session. They highlighted the importance of
providing clients with tangible takeaways, such as wellness
plans and experiential exercises, in a format that suits their
needs, whether digitally via email or as a printed hard copy.
The ability to personalize these summaries with key insights
or links to external resources was seen as a way to enhance
client engagement. While collecting postsession outcome data
via a client-facing app was considered useful, HIPs cautioned
that a balance must be struck to avoid overwhelming clients
with excessive notifications. Streamlining the process of
sending these resources was seen as a key benefit that could
overcome common administrative challenges within clinic
settings.

Discussion

Principal Results

The key objectives of this study were to evaluate the
usability and acceptability of the software MVP and identify
which features and functionalities were critical for facilitat-
ing effective integration into the IPMHA service-delivery
context. The analysis revealed 2 nonnegotiable prerequisites
for the software’s adoption into HIP workflows: signifi-
cant administrative optimization and seamless integration
with existing IT systems. Participants’ willingness to use
the tool was primarily contingent on its ability to reduce
their workload by automating tasks, such as note-taking,
data reporting, and psychometric scoring. This need for
efficiency was directly linked to the second prerequisite:
robust integration with existing patient management software
to synchronize data, eliminate duplicate entry, and resolve
workflow friction. Without these foundational capabilities,
participants indicated the software would likely be viewed
as a workload-increasing add-on rather than an integral
component of their clinical practice.

Beyond the overarching need for efficiency and integra-
tion, several individual features were highlighted for their
potential benefits. The inclusion of experiential exercise
recordings was seen as a valuable resource, particularly for
newer or fatigued HIPs. The Love Work Play Health and
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model fidelity checklist tools were acknowledged for their
potential to support HIPs with in-session training, promote
adherence to the fACT model, and reinforce best practices
in session delivery. The session history review feature was
praised for offering a more efficient way to access informa-
tion from previous client interactions. Finally, the psycho-
metric recording and analysis tools were appreciated for
expanding the available assessment options and streamlining
their administration within sessions.

These findings highlight that a successful digital tool
designed to support HIPs working within the IPMHA model
must not only offer features to assist with clinical practice but
also seamlessly integrate with existing systems and signifi-
cantly reduce the administrative burden for HIPs. Effectively
addressing these administrative optimization challenges will
likely be the primary determinant of practitioner engage-
ment, sustained use, and the tool’s impact on IPMHA model
scalability.

Implications for Design

The feedback from HIPs regarding the importance of
administrative optimization and seamless workflow integra-
tion led to a redesign of the software’s backend as well as
several interface changes. These changes were informed by
specific usability feedback. For instance, the call for better
integration of clinical note-taking with other in-session tools
prompted the redesign of the note-taking tool to create a
more unified workflow that matched the clinical note format
typically used in primary care services. Other notable changes
included a dedicated resource upload feature to facilitate
sending PDFs and worksheets to clients. HIPs also stressed
that they needed to retain the ability to easily print resources
for less-tech-capable clients, which prompted the integration
of one-click print functionality for the experiential exercise
scripts, wellness plan summaries, and session summaries.
Most of the model fidelity and fACT support tools were
retained in the same format, with minor changes in response
to feedback—for example, the addition of a “support person
summary screen” in the wellness plan to enhance transpar-
ency regarding what information would be shared.

It is important to view these design changes not as
a final step but as part of the ongoing iterative Design
Thinking process. Our team is now applying feedback
from the usability study to refine the software for clini-
cal implementation. Most of the requested features involve
backend modifications to ensure seamless integration with
existing clinical systems, requiring only minor changes to
the user interface. These backend updates will be incorpo-
rated into our next MVP, which will then be tested in a
clinical implementation trial to validate its effectiveness and
acceptability in a real-world primary care setting.

Strengths and Limitations

This study has several key strengths. The methodologi-
cal approach, combining semistructured interviews with a
think-aloud protocol and a mock fACT session, yielded
rich, in-depth qualitative data. This captured both high-
level reflections on the software’s features and direct,
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in-the-moment usability feedback. A particular strength of
this study was its use of a simulated clinical environment.
Having the participant actively use the software MVP in
a realistic service-delivery context helped uncover usability
issues that are often missed by less hands-on methods,
such as simple feature walkthrough interviews or focus
groups. Furthermore, this study demonstrates the usefulness
of rapid, small-sample usability testing in generating rich
and actionable insights, highlighting the efficiency of this
low-resource approach for iterative development cycles.

By focusing on a homogeneous user group (HIPs from a
single PHO), we controlled for organizational variables. This
approach provided a clearer understanding of the software’s
usability in a specific service context and generated actiona-
ble data to guide the MVP’s iterative development for use
with this specific group of prospective users.

However, the study also has notable limitations. The
most significant limitation is that the usability analysis was
not based on real-world clinical usage of the software.
Consequently, the findings reflect practitioners’ perceived
usability and anticipated usefulness based on a simulated
clinical environment, which may not fully correspond to their
experiences during actual, day-to-day clinical practice. The
small sample size of 5, while appropriate for uncovering
major usability issues, limits the generalizability of these
findings. Similarly, the recruitment of participants from a
single PHO implies that the results may not be generaliz-
able to HIPs working in different organizational or geo-
graphical contexts. Finally, there is a potential for social
desirability bias, as participants may have been inclined to
provide positive feedback to the interviewer, who was also
the primary investigator involved in the development of the
software.

Comparisons With Prior Research

To situate the findings of this study within the broader
academic literature, we compared the software features and
functionalities prioritized by HIPs against the key barriers to
practitioner digital adoption identified in prior research. A
comprehensive synthesis of 6 major systematic reviews [10,
18,19,21-23] reveals a variety of common practitioner digital
adoption barriers. Across different health care contexts, a core
set of three challenges consistently emerges: (1) the fear that
digital tools will increase practitioner workload and disrupt
workflows; (2) inadequate training and support with digital
tools; and (3) concerns regarding data privacy and security.

The most significant theme to emerge from our study,
the demand for administrative optimization, strongly validates
what the literature identifies as the most significant adoption
barrier: the fear that digital tools will increase practitioner
workload [10,18,23,24]. HIPs stated that their adoption of
the software hinges on its ability to “solve problems and
reduce workload, not add tasks to an already busy work-
flow.” Specifically, participants valued features that automate
clinical notes and data reporting to eliminate the “double-han-
dling” of data, as well as those that automate psychometric
scoring to save time. These findings confirm that for IPMHA
practitioners, like many other health care professionals,
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adoption depends on a digital tool demonstrably reducing,
rather than increasing, their existing administrative burden.

A common workload-related adoption barrier identified
in the literature is system interoperability [10,16,18,19,22,
24]. Our second key finding, the necessity of seamless
integration with existing practice management software,
directly addresses the well-documented barrier of poor system
interoperability. HIPs were unequivocal that without robust
integration, the software would likely remain unused because
it would create, rather than solve, administrative problems.
This desire for a high level of interoperability was also
reflected in their wish for the DMHT to solve common
“IT and workflow frustrations,” such as managing multiple
logins and system incompatibilities. These findings confirm
that, similar to other digital tools designed for health care
implementation [39,40], a DMHT’s value is contingent not
on its clinical features alone, but on its ability to inte-
grate seamlessly into existing workflows and organizational
systems.

Beyond these primary themes, participants’ concerns also
echoed other established barriers. The frustrations HIPs
expressed with workflow issues are symptomatic of an
environment lacking integrated support systems, aligning
with the consensus that effective adoption requires continu-
ous, context-specific training and readily available technical
support. Furthermore, the core barrier of privacy and security
was also present in our findings. HIPs stressed the importance
of “ensuring data security and clinic buy-in” and designing
the system with low-risk data handling as a primary consider-
ation. This concern extended to client-facing features, with
HIPs noting the importance of clarifying what information
a “support person” could access. This confirms that even
when a tool offers clear workflow benefits, adoption will be
hindered if it does not first establish a foundation of trust and
security for both practitioners and the clients they serve.

Interestingly, whereas prior research focusing on men-
tal health tools has highlighted a fear that technology
could depersonalize the therapeutic relationship [10,18], our
findings reveal a more nuanced perspective from the IPMHA
workforce. Participants identified several ways the software
could enhance rather than detract from relational aspects of
care. For instance, the Session History Review feature was
valued for enabling HIPs to recall personal client details
to build rapport in subsequent sessions. Likewise, psycho-
metric tools were seen not as impersonal data collection
exercises but as a way to facilitate collaborative conversations
with clients about their progress. This suggests that for this
workforce, when a tool is designed to support, rather than
replace, clinical judgment and interaction, it can be perceived
as an asset to the therapeutic alliance.

In conclusion, the findings from this study strongly
validate well-established evidence from the broader literature.
The primary concerns voiced by HIPs—the fear of increased
administrative burden and the absolute necessity of seam-
less workflow and patient management software integration—
directly mirror the complex, sociotechnical barriers to digital
tool adoption consistently reported across various other health
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care contexts. This underscores a crucial takeaway: the path
to successful implementation of DMHTs is paved by solving
the pragmatic, operational challenges that practitioners face.
For a digital tool to be adopted by the IPMHA workforce,
its value must be demonstrated through its ability to function
as a trusted, efficient, and well-integrated component of the
complex clinical environment it seeks to support.

Conclusions and Implications for Future
Research

The central message from this study is that, for a digital
tool to be adopted by HIPs, its clinical use is secondary
to its ability to solve their most pressing administrative
and workflow challenges. While clinical support features
were valued, they are not the drivers of adoption. Instead,
practitioners require a tool that functions as a practical
and efficient component of their daily practice, capable of
reducing their administrative load through task automation
and seamless integration with existing patient management
software. These findings suggest that the successful imple-
mentation of any DMHT in this context is contingent on its
capacity to address the foundational, operational realities of
primary care service delivery.

These findings illustrate the value of collaborative and
user-centered research methodologies for DMHT develop-
ment. By grounding the overarching research project in
the lived experience of HIPs through a user- and con-
text-centered design framework, this study was able to
uncover the true determinants of digital adoption for this
group of practitioners. A traditional, top-down, researcher-led
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approach to digital tool development, which might prioritize
theoretical clinical advancements or novel functionalities,
would have been at high risk of missing the pragmatic,
foundational needs of the end users. Without this direct
engagement with end users, the importance of the DMHT in
solving administrative and workflow frustrations could have
easily been overlooked, leading to the development of a tool
that, while perhaps innovative, would ultimately fail to gain
traction in the demanding environment of primary care. This
underscores that for digital mental health tools to be effective
and engaging, their development must be driven by the actual,
expressed needs of the people who will be using them.

The findings of this study provide valuable early-stage
validation of the required software features and functionalities
that a DMHT must possess to effectively support IPMHA
practitioners operating within New Zealand primary care.
Now that the proposed feature set has been validated, future
research will focus on further refinement of the software
MYVP into a clinically implementable DMHT. This develop-
ment will prioritize the core administrative and workflow
features that were validated in this study, with a particular
focus on robust patient management software integration
and the automation of practitioner data management tasks.
A clinical implementation trial will be conducted in which
IPMHA practitioners use the DMHT in their daily practice.
The purpose of this trial will be to investigate the tool’s
impact on administrative efficiency, assess its usability and
feasibility in a live clinical environment, and determine its
efficacy in improving client outcomes and enhancing the
overall scalability of the IPMHA model.
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Multimedia Appendix 2

Screenshots of the software minimum viable product (MVP) interface showing electronic health record integration and
client selection, session and psychometric review, session start, focused acceptance and commitment therapy (FACT)—specific
clinical conversation prompts, and the clinical notepad.

[PNG File (Portable Network Graphics File), 1159 KB-Multimedia Appendix 2]

Multimedia Appendix 3

Screenshots of the software minimum viable product (MVP) interface showing wellness plan creation, including setting
automated plan reminders for the client.
[PNG File (Portable Network Graphics File), 1156 KB-Multimedia Appendix 3]

Multimedia Appendix 4
Screenshots of the software minimum viable product (MVP) interface showing in-session experiential exercise feature,

including voice actor selection, and the exercise script view.
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Detailed feature-specific user feedback.
[DOCX File (Microsoft Word File), 3781 KB-Multimedia Appendix 5]

References

1. World mental health report: transforming mental health for all. World Health Organization; 2022. URL: https://iris.who.
int/server/api/core/bitstreams/40e5al3a-fe50-4efa-b56d-6e8cf00dSbfa/content [Accessed 2025-08-20]

2. Mental health and COVID-19: early evidence of the pandemic’s impact: scientific brief. World Health Organization;
2022. URL: https://iris.who.int/server/api/core/bitstreams/b516621b-1d79-4f5¢c-a36d-9149b28f6576/content [Accessed
2025-08-20]

3.  The world health report: 2001: mental health: new understanding, new hope. World Health Organization; 2001. URL:
https://iris.who.int/server/api/core/bitstreams/d685bbd3-d7bf-4b07-be2f-982f483d4491/content [Accessed 2025-08-20]

4. Annual update of key results 2019/20: New Zealand Health Survey. Ministry of Health; 2020. URL: https://www .health.
govt.nz/publications/annual-update-of-key-results-201920-new-zealand-health-survey [Accessed 2025-08-20]

5. Annual update of key results 2023/24: New Zealand Health Survey. Ministry of Health; 2024. URL: https://www.health.
govt.nz/publications/annual-update-of-key-results-202324-new-zealand-health-survey [Accessed 2025-08-20]

6.  Aotearoa New Zealand’s mental health services and addiction services: the monitoring and advocacy report of the
Mental Health Commissioner. Health and Disability Commissioner (HDC), New Zealand; 2020. URL: https://www.hdc.
org.nz/media/zjugnstx/hdc-aotearoa-new-zealands-mental-health-services-and-addiction-services-2020.pdf [Accessed
2025-08-20]

7.  Robinson PJ, Reiter JT. Behavioral Consultation and Primary Care: A Guide to Integrating Services. 2nd ed. Springer;
2015.1ISBN: 9783319139531

8.  Integrated primary mental health and addiction (IPMHA) services coverage and activity. Health New Zealand (Te Whatu
Ora); 2025. URL: https://www.wellbeingsupport.health.nz/assets/IPMHA -coverage-and-activity-data-July-2024 .x1sx

9.  Malatest International. Final evaluation report: implementation of the integrated primary mental health and addiction
services. Ministry of Health, New Zealand; 2022. URL: https://www.wellbeingsupport.health.nz/assets/IPMHA-
evaluation-report-March-2022-Malatest-International .pdf [Accessed 2025-08-25]

10. Eisner E, Faulkner S, Allan S, et al. Barriers and facilitators of user engagement with digital mental health interventions
for people with psychosis or bipolar disorder: systematic review and best-fit framework synthesis. JIMIR Ment Health.
Jan 20, 2025;12(1):65246. [doi: 10.2196/65246] [Medline: 39832352]

11.  Philippe TJ, Sikder N, Jackson A, et al. Digital health interventions for delivery of mental health care: systematic and
comprehensive meta-review. JMIR Ment Health. May 12, 2022;9(5):e35159. [doi: 10.2196/35159] [Medline: 35551058]

12.  Espel-Huynh HM, Wang L, Lattie EG, et al. Clinical effects of asynchronous provider-guided practice sessions during
blended care therapy for anxiety and depression: pragmatic retrospective cohort study. J Med Internet Res. Oct 18,
2024;26(1):60502. [doi: 10.2196/60502] [Medline: 39422996]

13.  Mohr DC, Weingardt KR, Reddy M, Schueller SM. Three problems with current digital mental health research . . . and
three things we can do about them. Psychiatr Serv. May 1, 2017;68(5):427-429. [doi: 10.1176/appi.ps.201600541]
[Medline: 28412890]

https://humanfactors.jmir.org/2026/1/e84412 JMIR Hum Factors 2026 | vol. 13 1 e84412 | p. 12
(page number not for citation purposes)


https://jmir.org/api/download?alt_name=humanfactors_v13i1e84412_app1.docx
https://jmir.org/api/download?alt_name=humanfactors_v13i1e84412_app1.docx
https://jmir.org/api/download?alt_name=humanfactors_v13i1e84412_app2.png
https://jmir.org/api/download?alt_name=humanfactors_v13i1e84412_app2.png
https://jmir.org/api/download?alt_name=humanfactors_v13i1e84412_app3.png
https://jmir.org/api/download?alt_name=humanfactors_v13i1e84412_app3.png
https://jmir.org/api/download?alt_name=humanfactors_v13i1e84412_app4.png
https://jmir.org/api/download?alt_name=humanfactors_v13i1e84412_app4.png
https://jmir.org/api/download?alt_name=humanfactors_v13i1e84412_app5.docx
https://jmir.org/api/download?alt_name=humanfactors_v13i1e84412_app5.docx
https://iris.who.int/server/api/core/bitstreams/40e5a13a-fe50-4efa-b56d-6e8cf00d5bfa/content
https://iris.who.int/server/api/core/bitstreams/40e5a13a-fe50-4efa-b56d-6e8cf00d5bfa/content
https://iris.who.int/server/api/core/bitstreams/b516621b-1d79-4f5c-a36d-9149b28f6576/content
https://iris.who.int/server/api/core/bitstreams/d685bbd3-d7bf-4b07-be2f-982f483d4491/content
https://www.health.govt.nz/publications/annual-update-of-key-results-201920-new-zealand-health-survey
https://www.health.govt.nz/publications/annual-update-of-key-results-201920-new-zealand-health-survey
https://www.health.govt.nz/publications/annual-update-of-key-results-202324-new-zealand-health-survey
https://www.health.govt.nz/publications/annual-update-of-key-results-202324-new-zealand-health-survey
https://www.hdc.org.nz/media/zjugnstx/hdc-aotearoa-new-zealands-mental-health-services-and-addiction-services-2020.pdf
https://www.hdc.org.nz/media/zjugnstx/hdc-aotearoa-new-zealands-mental-health-services-and-addiction-services-2020.pdf
https://www.wellbeingsupport.health.nz/assets/IPMHA-coverage-and-activity-data-July-2024.xlsx
https://www.wellbeingsupport.health.nz/assets/IPMHA-evaluation-report-March-2022-Malatest-International.pdf
https://www.wellbeingsupport.health.nz/assets/IPMHA-evaluation-report-March-2022-Malatest-International.pdf
https://doi.org/10.2196/65246
http://www.ncbi.nlm.nih.gov/pubmed/39832352
https://doi.org/10.2196/35159
http://www.ncbi.nlm.nih.gov/pubmed/35551058
https://doi.org/10.2196/60502
http://www.ncbi.nlm.nih.gov/pubmed/39422996
https://doi.org/10.1176/appi.ps.201600541
http://www.ncbi.nlm.nih.gov/pubmed/28412890
https://humanfactors.jmir.org/2026/1/e84412

JMIR HUMAN FACTORS Allen et al

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

35.

36.

Moshe I, Terhorst Y, Philippi P, et al. Digital interventions for the treatment of depression: a meta-analytic review.
Psychol Bull. Aug 2021;147(8):749-786. [doi: 10.1037/bul0000334] [Medline: 34898233]

Mohr DC, Silverman AL, Youn SJ, et al. Digital mental health treatment implementation playbook: successful practices
from implementation experiences in American healthcare organizations. Front Digit Health. 2025;7:1509387. [doi: 10.
3389/fdgth.2025.1509387] [Medline: 40007642]

Huang K, Tulu B, Johnson S, Davis-Martin R. Implementation barriers to digital mental health screening: a qualitative
study of CAT-MH implementations. Presented at: Proceedings of the 59th Hawaii International Conference on System
Sciences; Jan 6-9, 2026; Maui, Hawaii, USA. [doi: 10.24251/HICSS.2026.419]

Leung C, Pei J, Hudec K, Shams F, Munthali R, Vigo D. The effects of nonclinician guidance on effectiveness and
process outcomes in digital mental health interventions: systematic review and meta-analysis. ] Med Internet Res. Jun
15,2022;24(6):e36004. [doi: 10.2196/36004] [Medline: 35511463]

Berardi C, Antonini M, Jordan Z, Wechtler H, Paolucci F, Hinwood M. Barriers and facilitators to the implementation of
digital technologies in mental health systems: a qualitative systematic review to inform a policy framework. BMC Health
Serv Res. Feb 26, 2024;24(1):243. [doi: 10.1186/s12913-023-10536-1] [Medline: 38408938]

Borges do Nascimento 1J, Abdulazeem H, Vasanthan LT, et al. Barriers and facilitators to utilizing digital health
technologies by healthcare professionals. NPJ Digit Med. Sep 18, 2023;6(1):161. [doi: 10.1038/s41746-023-00899-4]
[Medline: 37723240]

Torous J, Linardon J, Goldberg SB, et al. The evolving field of digital mental health: current evidence and
implementation issues for smartphone apps, generative artificial intelligence, and virtual reality. World Psychiatry. Jun
2025;24(2):156-174. [doi: 10.1002/wps.21299] [Medline: 40371757]

Gagnon MP, Ngangue P, Payne-Gagnon J, Desmartis M. m-Health adoption by healthcare professionals: a systematic
review. ] Am Med Inform Assoc. Jan 2016;23(1):212-220. [doi: 10.1093/jamia/ocv052] [Medline: 26078410]

Jacob C, Sanchez-Vazquez A, Ivory C. Social, organizational, and technological factors impacting clinicians’ adoption
of mobile health tools: systematic literature review. JMIR mHealth uHealth. Feb 20, 2020;8(2):e15935. [doi: 10.2196/
15935] [Medline: 32130167]

Zakerabasali S, Ayyoubzadeh SM, Baniasadi T, Yazdani A, Abhari S. Mobile health technology and healthcare
providers: systemic barriers to adoption. Healthc Inform Res. Oct 2021;27(4):267-278. [doi: 10.4258/hir.2021.27.4.267]
[Medline: 34788907]

Coren MA, Lindhiem O, Angus AR, Toevs EK, Radovic A. Provider perspectives on implementing an enhanced digital
screening for adolescent depression and suicidality: qualitative study. JMIR Form Res. Apr 10, 2025;9:¢67624. [doi: 10.
2196/67624] [Medline: 40209027]

Brown T. Design thinking. Harv Bus Rev. Jun 2008;86(6):84-92. [Medline: 18605031]

Brown T. Change by Design: How Design Thinking Transforms Organizations and Inspires Innovation. Harper Collins;
2009. ISBN: 9780061766084

Altman M, Huang TTK, Breland JY. Design thinking in health care. Prev Chronic Dis. Sep 27, 2018;15:E117. [doi: 10.
5888/pcd15.180128] [Medline: 30264690]

Oliveira M, Zancul E, Fleury AL. Design thinking as an approach for innovation in healthcare: systematic review and
research avenues. BMJ Innov. Apr 2021;7(2):491-498. [doi: 10.1136/bmjinnov-2020-000428]

Dam RF. The 5 stages in the design thinking process. IXDF - Interaction Design Foundation. URL: https://ixdf.org/
literature/article/5-stages-in-the-design-thinking-process [Accessed 2026-05-26]

Allen V, Lottridge D, Merry S, Stasiak K. Building a digital tool to support focused acceptance and commitment therapy
practitioners in New Zealand primary care: a qualitative exploration of user needs to guide software feature development.
J Contextual Behav Sci. Apr 2024;32:100762. [doi: 10.1016/].jcbs.2024.100762]

Figma. URL: https://www.figma.com [Accessed 2025-09-02]

Flutter. URL: https:/flutter.dev [Accessed 2025-09-02]

Nielsen J, Landauer TK. A mathematical model of the finding of usability problems. Presented at: Proceedings of the
INTERCHI 93 (Conference on Human Factors in Computing Systems); Apr 24-29, 1993; Amsterdam, The Netherlands.
[doi: 10.1145/169059.169166]

Virzi RA. Refining the test phase of usability evaluation: how many subjects is enough? Hum Factors. Aug
1992;34(4):457-468. [doi: 10.1177/001872089203400407]

Goodman E, Kuniavsky M, Moed A. Usability tests. In: Goodman E, Kuniavsky M, Moed A, editors. Observing the
User Experience. 2nd ed. Morgan Kaufmann; 2012:273-326. [doi: 10.1016/B978-0-12-384869-7.00011-5]

Boren T, Ramey J. Thinking aloud: reconciling theory and practice. IEEE Trans Profess Commun. 2000;43(3):261-278.
[doi: 10.1109/47.867942]

https://humanfactors.jmir.org/2026/1/e84412 JMIR Hum Factors 2026 | vol. 13 | e84412 | p. 13

(page number not for citation purposes)


https://doi.org/10.1037/bul0000334
http://www.ncbi.nlm.nih.gov/pubmed/34898233
https://doi.org/10.3389/fdgth.2025.1509387
https://doi.org/10.3389/fdgth.2025.1509387
http://www.ncbi.nlm.nih.gov/pubmed/40007642
https://doi.org/10.24251/HICSS.2026.419
https://doi.org/10.2196/36004
http://www.ncbi.nlm.nih.gov/pubmed/35511463
https://doi.org/10.1186/s12913-023-10536-1
http://www.ncbi.nlm.nih.gov/pubmed/38408938
https://doi.org/10.1038/s41746-023-00899-4
http://www.ncbi.nlm.nih.gov/pubmed/37723240
https://doi.org/10.1002/wps.21299
http://www.ncbi.nlm.nih.gov/pubmed/40371757
https://doi.org/10.1093/jamia/ocv052
http://www.ncbi.nlm.nih.gov/pubmed/26078410
https://doi.org/10.2196/15935
https://doi.org/10.2196/15935
http://www.ncbi.nlm.nih.gov/pubmed/32130167
https://doi.org/10.4258/hir.2021.27.4.267
http://www.ncbi.nlm.nih.gov/pubmed/34788907
https://doi.org/10.2196/67624
https://doi.org/10.2196/67624
http://www.ncbi.nlm.nih.gov/pubmed/40209027
http://www.ncbi.nlm.nih.gov/pubmed/18605031
https://doi.org/10.5888/pcd15.180128
https://doi.org/10.5888/pcd15.180128
http://www.ncbi.nlm.nih.gov/pubmed/30264690
https://doi.org/10.1136/bmjinnov-2020-000428
https://ixdf.org/literature/article/5-stages-in-the-design-thinking-process
https://ixdf.org/literature/article/5-stages-in-the-design-thinking-process
https://doi.org/10.1016/j.jcbs.2024.100762
https://www.figma.com
https://flutter.dev
https://doi.org/10.1145/169059.169166
https://doi.org/10.1177/001872089203400407
https://doi.org/10.1016/B978-0-12-384869-7.00011-5
https://doi.org/10.1109/47.867942
https://humanfactors.jmir.org/2026/1/e84412

JMIR HUMAN FACTORS Allen et al

37.

38.

39.

40.

Scupin R. The KJ method: a technique for analyzing data derived from Japanese ethnology. Hum Organ. Jun
1997;56(2):233-237. [doi: 10.17730/humo.56.2.x335923511444655]

Mohamedally D, Zaphiris P. Categorization constructionist assessment with software-based affinity diagramming. Int J
Hum Comput Interact. Jan 14, 2009;25(1):22-48. [doi: 10.1080/10447310802546690]

Jones EK, Banks A, Melton GB, Porta CM, Tignanelli CJ. Barriers to and facilitators for acceptance of comprehensive
clinical decision support system-driven care maps for patients with thoracic trauma: interview study among health care
providers and nurses. JMIR Hum Factors. Mar 16, 2022;9(1):29019. [doi: 10.2196/29019] [Medline: 35293873
Blecker S, Pandya R, Stork S, et al. Interruptive versus noninterruptive clinical decision support: usability study. JMIR
Hum Factors. Apr 17, 2019;6(2):e12469. [doi: 10.2196/12469] [Medline: 30994460]

Abbreviations

DMHT: digital mental health tool

fACT: focused acceptance and commitment therapy

HIP: health improvement practitioner

IPMHA: Integrated Primary Mental Health and Addictions
MYVP: minimum viable product

PHO: primary health organization

Edited by Andre Kushniruk; peer-reviewed by Dana Bradford, Thomas Ungar; submitted 19.Sep.2025; final revised version
received 13.Jan.2026; accepted 09.Feb.2026; published 04 .Jun.2026

Please cite as:

Allen V, Lottridge D, Stasiak K

Evaluating a Digital Mental Health Tool for Implementation Into New Zealand’s Integrated Primary Mental Health and
Addictions Service: Usability Study

JMIR Hum Factors 2026;13:e84412

URL: hitps://humanfactors jmir.org/2026/1/e84412

doi: 10.2196/84412

© Vincent Allen, Danielle Lottridge, Karolina Stasiak. Originally published in JMIR Human Factors (https://humanfac-
tors.jmir.org), 04.Jun.2026. This is an open-access article distributed under the terms of the Creative Commons Attribution
License (https://creativecommons.org/licenses/by/4.0/), which permits unrestricted use, distribution, and reproduction in any
medium, provided the original work, first published in JMIR Human Factors, is properly cited. The complete bibliographic
information, a link to the original publication on https://humanfactors.jmir.org, as well as this copyright and license informa-
tion must be included.

https://humanfactors.jmir.org/2026/1/e84412 JMIR Hum Factors 2026 | vol. 13 | e84412 | p. 14

(page number not for citation purposes)


https://doi.org/10.17730/humo.56.2.x335923511444655
https://doi.org/10.1080/10447310802546690
https://doi.org/10.2196/29019
http://www.ncbi.nlm.nih.gov/pubmed/35293873
https://doi.org/10.2196/12469
http://www.ncbi.nlm.nih.gov/pubmed/30994460
https://humanfactors.jmir.org/2026/1/e84412
https://doi.org/10.2196/84412
https://humanfactors.jmir.org
https://humanfactors.jmir.org
https://creativecommons.org/licenses/by/4.0/
https://humanfactors.jmir.org
https://humanfactors.jmir.org/2026/1/e84412

	Evaluating a Digital Mental Health Tool for Implementation Into New Zealand’s Integrated Primary Mental Health and Addictions Service: Usability Study
	Introduction
	Methods
	Research Design and Framework
	Participants and Recruitment
	Data Collection
	Interview Procedure
	Data Analysis
	Ethical Considerations

	Results
	Critical Features and Functionalities to Support Practitioner Adoption and Workflow Integration
	Usability and Usefulness of Specific Software Features

	Discussion
	Principal Results
	Implications for Design
	Strengths and Limitations
	Comparisons With Prior Research
	Conclusions and Implications for Future Research



