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Collaborative care management is an evidence-based approach to integrated psychosocial care for patients
with comorbid cancer and depression. Prior work highlights challenges in patient-provider collaboration
in navigating parallel cancer care and psychosocial care journeys of these patients. We design and deploy
SCOPE, a platform for technology-enhanced collaborative care combining a patient-facing mobile app with
a provider-facing registry. We examine SCOPE through a total of 45 interviews with patients and providers
conducted in SCOPE’s 15 months of design and development and 24 months of SCOPE’s deployment for actual
care in 6 cancer clinics. We find that: (1) SCOPE supported patient engagement in its underlying collaborative
care and behavioral activation interventions, (2) patient-generated data in SCOPE improved patient-provider
collaboration between and within in-person sessions, (3) SCOPE supported providers in delivering care and
improved care team collaboration, (4) experience with SCOPE created evolving expectations for collaboration
around data, and (5) SCOPE’s deployment in actual care surfaced important implementation barriers.We discuss
the implications of our findings in terms of designing for engagement with behavioral health interventions,
negotiating patient data sharing and provider responsiveness, supporting personalized self-tracking goals in
evidence-based interventions, exploring the role of digital health navigators in technology-enhanced care, and
the need for flexibility in aligning technology-supported interventions to patient needs.
CCS Concepts: • Human-centered computing → Human computer interaction (HCI); Interactive
systems and tools; Empirical studies in HCI.
Additional Key Words and Phrases: Technology-Enhanced Collaborative Care Management, Behavioral
Activation, Cancer, Depression, Clinical Deployment
ACM Reference Format:
Anant Mittal, Tae Jones, Ravi Karkar, Jina Suh, Spencer Williams, Yihao Zheng, Lydia M. Andris, Nicole Bates,
Amy M. Bauer, Ty W. Lostutter, Jesse R. Fann, James Fogarty, and Gary Hsieh. 2025. SCOPE: Examining
Technology-Enhanced Collaborative Care Management of Depression in the Cancer Setting. Proc. ACM
Hum.-Comput. Interact. 9, 2, Article CSCW162 (April 2025), 33 pages. https://doi.org/10.1145/3711060

Permission to make digital or hard copies of all or part of this work for personal or classroom use is granted without fee
provided that copies are not made or distributed for profit or commercial advantage and that copies bear this notice and
the full citation on the first page. Copyrights for third-party components of this work must be honored. For all other uses,
contact the owner/author(s).
© 2025 Copyright held by the owner/author(s).
ACM 2573-0142/2025/4-ARTCSCW162
https://doi.org/10.1145/3711060

Proc. ACM Hum.-Comput. Interact., Vol. 9, No. 2, Article CSCW162. Publication date: April 2025.

HTTPS://ORCID.ORG/0009-0000-9085-8446
HTTPS://ORCID.ORG/0009-0003-1742-5662
HTTPS://ORCID.ORG/0000-0003-1467-4439
HTTPS://ORCID.ORG/0000-0002-7646-5563
HTTPS://ORCID.ORG/0000-0002-3672-1294
HTTPS://ORCID.ORG/0009-0006-3734-6197
HTTPS://ORCID.ORG/0009-0009-7014-0993
HTTPS://ORCID.ORG/0000-0002-8736-5488
HTTPS://ORCID.ORG/0000-0003-1909-0213
HTTPS://ORCID.ORG/0000-0002-3135-1618
HTTPS://ORCID.ORG/0000-0001-5294-4757
HTTPS://ORCID.ORG/0000-0001-9194-934X
HTTPS://ORCID.ORG/0000-0002-9460-2568
https://doi.org/10.1145/3711060
https://doi.org/10.1145/3711060


CSCW162:2 Anant Mittal et al.

Care Team 
Collaboration 

Support self-assessment and progress, 
tooling for behavioral activation components, 

access to psychoeducation resources.

Patient reflection 
and awareness

Patient App
Support patient tracking and monitoring, 

facilitate patient sessions and communication, 
schedule patient assessments. 

Provider registry

Patient-Provider 
Collaboration

Provider Registry Data

Patient Generated Health Data

Treatment plans and contact summary

Patient sessions and case reviews

Patient Generated Health Data

Patient-reported assessments

Mood logs and Safety plan

Behavioral activation data  

Fig. 1. SCOPE is designed to support collaborative care management and behavioral activation.
Patient-provider collaboration is supported around patient-generated health data in the patient app, also
visible in the provider registry. Care team collaboration is supported around data captured in the registry.

1 Introduction
Worldwide incidence of cancer is expected to exceed 28 million people in 2040 [113]. Depression
is a common challenge during and after cancer treatment, with rates as high as 24% [65, 90].
Depression can arise due to reactions to phases of the cancer journey, social factors, physical side
effects, and neuropsychiatric effects of certain cancers and their treatments [52, 90, 108]. Challenges
in treating depression among cancer patients include: (1) a lack of specialized training among
oncology providers to detect and diagnose depression [76, 86, 115]; (2) a lack of standard processes
for psychosocial follow-up and treatment adjustments [127]; and (3) inadequate availability of
behavioral health providers [33, 60, 94, 118].
Collaborative Care Management (known as collaborative care) is an evidence-based system of

care that has led to sustained improvement in depression symptoms in patients with cancer
and other medical conditions [4, 59, 119, 121]. It is a population-based and measurement-based
approach to integrated psychosocial care [37], where behavioral health care managers who are
clinicians (e.g., social workers) deliver behavioral treatments, coordinate psychosocial care, monitor
outcomes, and adjust treatment with input of a psychiatric consultant and a patient’s cancer
care team. Collaborative care coordinates cancer treatment with treatment of other symptoms
(e.g., anxiety, low mood, loss of interest, low energy, poor concentration). Behavioral Activation
is a core psychosocial component of collaborative care, effective for treating depression [31, 32],
including in cancer patients [53, 55]. Behavioral activation promotes engagement in valued activities
(e.g., walking to support physical health, calling friends to support relationships) and reducing
maladaptive behaviors (e.g., social withdrawal, avoidance) as part of interrupting a vicious cycle
wherein reduction of meaningful and pleasant activity exacerbates depression.

Although collaborative care has been found effective for patients with cancer and depression [39],
important challenges remain. Suh et al. studied experiences and breakdowns in collaborative care
for patients with cancer and depression through contextual inquiries with behavioral health
providers and interviews with patients and other stakeholders (i.e., oncologists, psychiatrists,
behavioral health providers) [112]. They found patients with cancer and depression struggle
to navigate cancer and psychosocial care journeys, introduced the parallel journeys framework
for characterizing challenges of patients and their care teams, and highlighted opportunities
for technology support focused on breakdowns between patient-provider sessions. Informed by
Suh et al.’s analyses of breakdowns and opportunities, we design and deploy SCOPE (Supporting
Collaborative Care to Optimize Psychosocial Engagement). Illustrated in Figure 1, SCOPE combines:
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(1) a patient-facing mobile app providing information, resources, and support for activities related to
behavioral activation, with (2) a provider-facing web-based registry supporting clinical tasks among
collaborating providers (e.g., collecting, organizing, reviewing data about a population of patients).
A key innovation in SCOPE is direct integration of patient-generated data into the provider registry
(e.g., validated depression assessments, behavioral activation activity data, mood logs).

This presentation of our research in SCOPE contributes the following:
• We report data collection through a total of 45 interviews with cancer patients and their
behavioral health providers, conducted throughout design and deployment of SCOPE. This
includes 26 design interviews (i.e., 14 with patients, 12 with behavioral health providers)
in approximately 15 months of design and development, then 19 deployment interviews
(i.e., 10 with patients, 9 with behavioral health providers) in approximately 24 months of
deployment in actual care in 6 cancer clinics.

• We report findings that SCOPE supports both patients and behavioral health providers in the
goals of its underlying collaborative care and behavioral activation interventions, starting
with patients describing that SCOPE supported their engagement with its interventions.

• We report findings that patient-generated data in SCOPE supports improved patient-provider
collaboration between and within in-person sessions, with patients and providers describing
that patient-generated data: (1) helped patients feel connected to their provider, (2) decreased
time spent recalling relevant information within in-person sessions, and (3) improved shared
decision-making between patients and providers.

• We report findings that SCOPE supports providers, with providers describing that structure
and collaboration supported by SCOPE improved: (1) patient sessions and care team caseload
reviews, and (2) knowledge-sharing between care team members.

• We report findings that participant experiences with SCOPE created evolving expectations
around patient-generated data: (1) patients described seeking additional provider recognition
and support, and (2) providers described seeking additional registry capabilities.

• We share insights into implementation barriers that surfaced as part of our design and
deployment of SCOPE for actual care in 6 cancer clinics for 24+ months: (1) challenges
in determining if SCOPE is appropriate for a patient, (2) challenges of providing patients
justification for using SCOPE, and (3) challenges in integrating with existing tools.

• We discuss implications of our findings in terms of: (1) designing for engagement with
a behavioral health intervention, (2) the importance of negotiating patient data sharing
and provider responsiveness, (3) opportunities for supporting personalized self-tracking
goals in evidence-based interventions, (4) opportunities for exploring the role of digital
health navigators in technology-enhanced care, and (5) the need for flexibility in aligning
technology-supported interventions to patient needs.

Section 2 reviews related work and background, including background in collaborative care
management and behavioral activation as SCOPE’s underlying evidence-based interventions.
Section 3 describes data collection throughout design and deployment of SCOPE, including design
interviews, an overview of the resulting design, the clinical trial in which SCOPE is deployed,
deployment interviews, and our analysis of data collected in a total of 45 interviews. Section 4
reports findings in terms of the above-noted themes identified in analysis, Section 5 discusses
implications of our findings for the design of future platforms for technology-enhanced care and
future opportunities for related HCI and CSCW research, Section 6 shares limitations to consider
in interpreting our findings, and Section 7 briefly concludes.
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2 Related Work and Background
We first review work from the HCI and CSCW communities focusing on collaborative care
within comorbid cancer and depression settings and on patient-provider collaboration around
patient-generated data. We then provide background in two evidence-based interventions that
drive the design of SCOPE: Collaborative Care Management and Behavioral Activation.

2.1 HCI and CSCW Research in Health
HCI and CSCW researchers have long pursued research in health [13, 40], including self-care
technologies (e.g., [19, 21, 80]), clinical and hospital settings (e.g., [7, 84, 116]), experiences
of people with chronic conditions (e.g., [17, 22]) and of caregivers (e.g., [12, 62]), women’s
health (e.g., [34, 63, 67]), online health communities (e.g., [45, 83, 104]), clinician-facing
AI (e.g., [16, 126]), and patient-provider collaboration (e.g., [6, 24, 85]). Within HCI and CSCW
research, mental health and well-being is an important and growing area [97]. Researchers have
studied depression among older adults (e.g., [124, 125]), stigma around mental health (e.g., [20]),
opportunities for improving peer support (e.g., [82]), mental health management through social
and collaborative lenses (e.g., [18, 68, 78]), and when depression occurs as a comorbidity (e.g., [47]).
As part of surveying HCI and CSCW research in mental health and well-being, Sanchez et al.
highlight a relative lack of research examining deployed clinical interventions [97].
Our research presents insights gained through design and clinical deployment of SCOPE as

a platform for technology-enhanced collaborative care for patients with comorbid cancer and
depression. We draw upon Suh et al.’s examination of breakdowns and opportunities in collaborative
care for patients with cancer and depression [112]. Their parallel journeys framework highlights
challenges as patients navigate both a cancer care journey and a psychosocial care journey, and they
identify opportunities for technology support focused on breakdowns between patient-provider
sessions. For example, the burdens of cancer and its care (e.g., physical, cognitive, emotional,
financial) can limit patient capacity for engaging in behavioral health treatment. Similarly, a lack
of accessible documentation of a treatment plan can leave patients unsure or forgetful of what they
are supposed to do, can leave providers struggling to remember what a patient has been asked to
do, and can create burdens as patients are tasked with between-session coordination work. We
build upon these prior insights with new patient and provider design interviews in our design and
development of SCOPE, through 24 months of the deployment of SCOPE in actual patient care, and
through patient and provider deployment interviews.

We further draw upon prior research in patient-provider collaboration around patient-generated
data. Prior work has found collaboration around patient-generated data can improve transparency
of patient concerns [23, 111], challenge power relations [1], provide new opportunities for
collaboration [79], facilitate sharing patient experiences [107], improve patient awareness [14],
motivate patients [98], help recognize and solve condition-related challenges [91], support
treatment adjustments [23], and facilitate shared decision-making [77]. Researchers have examined
patient-provider collaboration around patient-generated data through stage-based models of
personal informatics [35, 71], through models emphasizing patient-generated data as boundary
negotiating artifacts [24, 69], and through models emphasizing multiple evolving goals for
patient-generated data [98, 100, 101]. Much of our examination of SCOPE considers the role of
patient-generated data and how patients and providers use and collaborate around that data to
navigate complexities of patient parallel journeys in their psychosocial and cancer care.

Proc. ACM Hum.-Comput. Interact., Vol. 9, No. 2, Article CSCW162. Publication date: April 2025.



SCOPE : Technology-Enhanced Collaborative Care Management CSCW162:5

Caseload review and treatm
ent adjustm

ent


Endorse and facilita
te psychosocial care

Provide evidence-based 
behavioral treatment 
and monitor response

Car
e 

co
or

di
na

tio
n,

 d
ec

isi
on

 su
pp

or
t a

nd
 fe

ed
ba

ck
 to

 te
am


Registry

Oncology Providers Psychiatric Consultant

Patients

Behavioral Health Care Manager

Frequent Contact

Infrequent Contact

Fig. 2. Collaborative Care Management is an evidence-based and patient-centered approach to integrating
psychosocial care with cancer care (i.e., a team of providers collaborating to improve patient health outcomes).

2.2 Background on Collaborative Care Management
SCOPE is designed to support an evidence-based approach to integrated care known as Collaborative
Care Management (also collaborative care). Multiple trials have demonstrated collaborative care
to be effective [4, 119, 121], including for depression in cancer patients [72]. Core components
include: (1) team-driven care provided by primary medical providers, a care manager (e.g., social
worker, nurse, psychologist) who coordinates care and delivers brief behavioral interventions, and a
consulting psychiatrist; (2) population-focused care responsible for a defined population of patients;
(3) measurement-guided care using validated patient-reported outcome measures to guide shared
clinical decision-making; and (4) evidence-based care using proven patient-centered treatments [5].
In a cancer setting, collaborative care integrates psychosocial care with cancer care (Figure 2).

Collaborative care uses evidence-based behavioral strategies (e.g., behavioral activation,
further introduced next) and validated patient-reported outcome measures. A behavioral
health care manager works closely with both oncology providers and an on-site or remote
consulting psychiatrist. Care managers are thus primary providers of psychosocial services and
interventions [25, 29] and collaborative care can leverage existing staffing [26]. Care managers
further provide patient education, monitor patient-reported outcomes, help with systematic patient
outreach, and assist with care coordination [29, 48]. Clinical practice guidelines for depression
in the cancer setting have promoted collaborative care [37, 38] and the American Psychosocial
Oncology Society has identified collaborative care as the most prioritized model for integrated
psychosocial oncology care [89].
Successful implementation of collaborative care in a cancer setting requires overcoming

several challenges: (1) barriers and burdens of cancer leading to missing information about
patient symptoms and treatment, preventing timely adjustments [112]; (2) poor inter-professional
communication pathways and attitudes [102, 122], (3) low fidelity to collaborative care principles [5],
and (4) dropout from depression treatment [114]. Technology has the potential to help address these
challenges [9, 92, 112] and to increase accessibility of psychosocial care. Prior studies have used
electronic health records, telephone, video, and the web to facilitate delivery in primary care and
cancer care settings [42–44, 66, 95, 109]. Informed by core principles of collaborative care, SCOPE
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builds on prior examinations of technology-enhanced support with a focus on challenges of a
cancer setting and the integration of patient-generated data directly into a provider registry.

2.3 Background on Behavioral Activation
Behavioral health care managers are trained to deliver evidence-based psychosocial treatments
(e.g., problem-solving therapy, cognitive behavioral therapy, mindfulness therapy). SCOPE includes
support for behavioral activation, a core component of collaborative care that has been shown to be
effective for treating depression [27, 31, 32, 75], including in cancer patients [53, 55, 110]. A form
of behavioral psychotherapy, behavioral activation focuses on goal-setting and problem-solving
to enhance functioning and engagement in valued activities (e.g., walking to support physical
health, calling friends to support important relationships) and to overcome avoidance behaviors
(e.g., social withdrawal) [61]. Dimidjian et al. define behavioral activation as an approach to (1) grow
engagement in activities associated with happiness or contentment, (2) reduce engagement in
activities that increase risk for depression, and (3) solve problems that limit access to reward or
the ability to reduce avoidance behaviors [30]. Reasons for failures of behavioral activation in the
cancer setting include inability to understand and adopt strategies, behavioral nonadherence, and
ineffective contingency management [56, 96, 112].
Behavioral activation is a time-efficient approach [41] that does not require complicated skills

from providers or patients, making it an accessible treatment option [27]. It has further shown
effective in primary and general care settings due to its flexible and modular delivery [120].
Recommended in practice guidelines for patients with cancer and depression [3], behavioral
activation is associated with engagement in active coping, decreased suicidal ideation, increased
hopefulness, improved quality of life [54, 55, 74], improved treatment and medical outcomes [53, 54],
and completing a higher proportion of scheduled activities [96].
Clinical guidelines for behavioral activation outline delivery of several patient skills

(e.g., self-monitoring of activities, mood tracking, activity scheduling, activity structuring,
problem-solving) [8]. Treatment is conducted collaboratively, with providers educating patients
about the relationship between values, activities, and mood. Providers then guide patients to
assess personal values and set individualized goals. Patients schedule pleasant activities, track the
association between mood and activities within these values and goals, and are encouraged to
employ problem-solving when barriers or avoidance behaviors interfere with scheduled activities.
SCOPE aims to support patients in these activities while also sharing resulting patient-generated
data with their provider, thus supporting patient-provider collaboration in the intervention.

3 Designing and Deploying SCOPE
Our design and deployment of SCOPE as a platform for technology-enhanced collaborative care
includes research goals of examining how a multi-stakeholder platform around patient-generated
data can support core components of both collaborative care and behavioral activation.

SCOPE is further informed by needs and opportunities identified by Suh et al. [112]. They studied
breakdowns in collaborative care for patients with cancer and depression through contextual
inquiries with behavioral health providers and interviews with patients and other stakeholders
(i.e., oncologists, psychiatrists, behavioral health providers). They characterized challenges of
patients and care teams in navigating parallel patient cancer and psychosocial care journeys,
highlighting opportunities for technology support in breakdowns between patient-provider
sessions: (1) providing tools for self-assessment, (2) providing tools for population-based patient
monitoring, (3) providing access to evidence-based psychosocial interventions, (4) documenting
shared understanding between patients and providers, (5) supporting timely and appropriate
communication, and (6) improving access to online and community resources.
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(a) Timeline of our research in design and deployment of SCOPE . Section 3.1 presents 26 design interviews
conducted in approximately 15 months of iterative design, and Section 3.2 presents the resulting design
of SCOPE . Section 3.3 describes a trial deploying SCOPE for actual care in 6 cancer clinics for 24+ months.
Within the context of that clinical trial, Section 3.4 presents an additional 19 deployment interviews.

14 Patient Design Interviews
ID Self-Reported Race & Ethnicity Age Sex
Pt1 White / Not Hispanic 77 Female
Pt2 White / Not Hispanic 21 Male
Pt3 White / Not Hispanic 66 Female
Pt4 Multiracial / Not Hispanic 56 Female
Pt5 White / Not Hispanic 51 Female
Pt6 White / Not Hispanic 72 Male
Pt7 Black / Not Hispanic 60 Female
Pt8 White / Not Hispanic 61 Female
Pt9 White / Not Hispanic 59 Female
Pt10 Black / Not Hispanic 62 Male
Pt11 American Indian / Not Hispanic 78 Female
Pt12 White / Hispanic 31 Female
Pt13 Multiracial / Not Hispanic 54 Female
Pt14 White / Not Hispanic 66 Male

10 Patient Deployment Interviews
ID Self-Reported Race & Ethnicity Age Sex
Pt15 White / Not Hispanic 43 Female
Pt16 White / Not Hispanic 79 Female
Pt17 White / Not Hispanic 63 Female
Pt18 Black / Not Hispanic 28 Female
Pt19 White / Not Hispanic 75 Female
Pt20 White / Not Hispanic 48 Female
Pt21 White / Not Hispanic 65 Female
Pt22 White / Not Hispanic 66 Male
Pt23 White / Not Hispanic 47 Female
Pt24 White / Not Hispanic 63 Female

(b) Summary of Patient Participants, including 14 design
interviews and 10 deployment interviews.

12 Provider Design Interviews
ID Number of Interviews
BHP1 2 Design Interviews
BHP2 1 Design Interview
BHP3 1 Design Interview
BHP4 2 Design Interviews
BHP5 2 Design Interviews
BHP6 1 Design Interview
BHP7 1 Design Interview
BHP8 1 Design Interview
BHP9 1 Design Interview

9 Provider Deployment Interviews
ID Number of Interviews
BHP2 2 Deployment Interviews
BHP4 2 Deployment Interviews
BHP8 2 Deployment Interviews
BHP10 1 Deployment Interview
BHP11 1 Deployment Interview
BHP12 1 Deployment Interview

(c) Summary of Provider Participants,
including 12 design interviews and 9
deployment interviews. Some providers
participated in multiple rounds of
interviews (e.g., because some clinics had
very few behavioral health providers).

Fig. 3. An overview of our process and data in research with SCOPE : (a) the timeline of design and deployment,
(b) a summary of patient interview participants, and (c) a summary of provider interview participants.
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We build upon these results while conducting new iterative design research and examining
patient and behavioral health provider experiences with the deployed SCOPE system. Figure 3a
overviews our additional research activities, including 45 interviews conducted throughout SCOPE’s
design and deployment. Section 3.1 first introduces 26 design interviews conducted during our
iterative design process, and Section 3.2 then presents the resulting design of SCOPE. Section 3.3
describes our deployment of SCOPE in 6 cancer clinics for 24+ months as part of an ongoing
clinical trial. Within that deployment and clinical trial, Section 3.4 reports an additional 19 patient
and behavioral health provider interviews together with 62 patient survey responses, all based in
experiences with the deployment of SCOPE in actual care. Finally, Section 3.5 describes analysis of
resulting data throughout the design and deployment of SCOPE and provides clarity in how the
remainder of this paper reports data from these stages of design and deployment.

Participants were recruited from the 6 cancer clinics participating in the associated clinical trial.
Study procedures were approved by our Institutional Review Board. All sessions were conducted
and recorded over Zoom and transcribed using Otter.ai. Additional study data was collected and
managed using REDCap electronic data capture tools [49, 50].

3.1 Design Interviews
We conducted 26 design interviews (i.e., 14 with patients, 12 with behavioral health providers) over
15 months, in parallel to iterative design and development of SCOPE. Design interviews gathered
feedback, guidance, and reactions to: (1) a patient mobile app providing information, resources, and
support for behavioral activation activities, (2) a web-based registry supporting clinical tasks of
collaborating providers (e.g., collecting, organizing, reviewing data about a population of patients),
and (3) direct integration of patient-generated health data into the provider registry (e.g., validated
depression and anxiety assessments, mood logs, behavioral activation related activity data).
Participants.We recruited cancer patients who were at least 18 years old, with PHQ-9 ≥ 10,

with at least one endorsed cardinal symptom (i.e., depressed mood or anhedonia). These are
conservative criteria for clinically significant moderate to severe depression in cancer patients [117].
Participants are summarized in Table 3b (i.e., 14 patient interviews) and Table 3c (i.e., 12 behavioral
health provider interviews). Some behavioral health providers participated in multiple rounds of
design interviews (e.g., because some clinics had very few behavioral health providers). To ensure
participant anonymity, we intentionally do not further characterize providers (e.g., do not report
specific clinics from which they were recruited).
Procedure. We conducted three rounds of design interviews, iterating on the design and

prototype between each. Participants in each round were introduced to the then-current design,
using it as a technology probe [57]. Patient participants also received a brief introduction to
behavioral activation. Participants were prompted via open-ended questions regarding aspects of
the design they liked, perceived challenges, and desired design changes. Interviews lasted 60 to 90
minutes. Participants were offered a gift card for their time, although many provider participants
were unable or unwilling to accept direct compensation.

Scenarios explored with patients included mood logging, identifying personal values as part
of a values inventory, adding and scheduling specific activities corresponding to personal values,
logging activities, completing a remote assessment assigned by their behavioral health provider,
and examining their activity and assessment history. Figure 4a shows elements of an early design
used in patient interviews. Scenarios explored with behavioral health providers included reviewing
an overview of the patient population, creating a new record about a patient, adding information
about a patient session, examining patient-submitted assessment data, reviewing patient progress,
preparing for a case review with a patient’s care team, and presenting a patient’s information
during a case review. Figure 4b shows elements of an early design used in these provider interviews.
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(a) Early mockups of the SCOPE patient app, showing support for viewing provider-assigned and
patient-scheduled action items, a values and activities inventory, mood logging, and activity logging.

(b) Early mockups of the SCOPE provider registry, showing support for viewing patient treatment status and
for recording notes about a patient session, including tracking relevant components of behavioral activation.

Fig. 4. Early mockups of SCOPE , iteratively designed and used for feedback in Section 3.1’s design interviews.

System Usability Scale data collecting during design indicated participants found the design
“Excellent” or “Good” [70]. 14 patients gave the patient app an average SUS score of 84.5 (𝜎 =14.4).
6 behavioral health providers gave the registry an average score of 89.2 (𝜎 =6.6). The remainder of
the paper focuses on more nuanced insights surfaced through qualitative data and analyses.

3.2 SCOPE Overview
SCOPE was therefore informed by a focus on its underlying evidence-based interventions of
collaborative care management and behavioral activation, by feedback from patients and providers
across sites where SCOPE would be deployed, and by expertise of medical collaborators in our
research team. Patient and provider feedback had important impact (e.g., early proposals for
messaging were removed in part because provider participants expressed concern about another
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Fig. 5. The patient-facing SCOPE app supports core components of behavioral activation while sharing
patient-generated data with the provider-facing SCOPE registry. This includes (a) provider-assigned and
patient-scheduled action items, (b) a values and activities inventory, (c) mood logging, and (d) activity logging.

messaging channel beyond those already available). Available design and development resources
also required prioritization of capabilities (e.g., an early determination SCOPE would not integrate
with electronic health records). This section describes the deployed system. We also note SCOPE’s
design was largely stable throughout deployment, but Section 5 will discuss key adaptations.
Patient-Facing App. The patient app facilitates behavioral activation activities, remote

self-assessments, and access to resources, with several capabilities illustrated in Figure 5. A Home
page (Figure 5a) includes an inspirational quote, tasks requested by the provider, and scheduled
activities. In the Values & Activities Inventory (Figure 5b), a patient can identify values associated
with specific life areas (e.g., Education/Career/Contributing, Mind/Body/Spirituality), can identify
activities corresponding to those values, and can scheduled planned activities. Mood logging
(Figure 5c) asks patients to rate their mood on a scale of 0 (Low) to 10 (High). They are then able to
enter any relevant notes. Selecting a scheduled activity allows marking its completion (Figure 5d).
Patient data generated in these interactions is also immediately available via the provider registry
(e.g., values and activities, mood and activity logs).

Additional capabilities are accessed via the bottom application bar. An Activities page displays
scheduled activities with support for logging, scheduling of new activities, and editing of existing
activity schedules. A Progress page supports review of previously-tracked data for depression,
anxiety, mood, and activities. A Tools page provides access to the values and activities inventory, a
library of shared documents and learning resources, a personalized safety plan, and crisis resources.
The library contains forms and worksheets identical to those in the provider-facing registry. When
a patient accesses their safety plan, they answer a series of prompts (e.g., reasons for living, warning
signs, coping strategies, social distractions and support, professional support, attributes of a safe
environment), and responses are again immediately available via the provider registry.

Provider-Facing Registry. The provider registry facilitates population-level patient monitoring
and management with integrated support for behavioral activation. A landing page (Figure 6a)
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Fig. 6. The provider-facing SCOPE registry supports collaborative care management and behavioral activation
through: (a) a caseload overview summarizing all patients, with (b) details about each patient organized
(c) according to the underlying interventions. Patient-generated data from the SCOPE app is visible in the
provider registry. Providers can also (d) enter patient history, (e) add session and case review notes, (f) monitor
patient progress, and (g) review behavioral strategies and resources. All pictured data is artificial.

displays a patient caseload overview. Selecting a patient opens a detail page with multiple sections
(Figure 6b), including a patient profile and clinical history, session and case review information,
assessment results and progress, behavioral treatment strategies, and flags for safety risks and
discussion in case review meetings. Patient (Figure 6d) includes information about a patient’s cancer
and mental health diagnoses and treatment. Session & Review Information (Figure 6e) displays a table
of patient sessions and case review discussions. Progress (Figure 6f) displays patient-generated data,
such as depression assessments (PHQ-9 [51]), anxiety assessments (GAD-7 [36]), mood logging, and
activity tracking. Based on patient needs, providers can assign assessments for specific frequencies
and days of the week, which then appear in the patient app. Behavioral Strategies (Figure 6g) includes
information about behavioral activation treatments, a patient’s values and activities inventory
(i.e., values, activities, enjoyment and importance ratings of each activity), and a patient’s safety
plan. A provider can assign or re-assign a patient the values and activities inventory or the safety
plan, which adds a prompt in the patient’s app until they complete the assignment.

3.3 SCOPE Clinical Trial
SCOPE is currently deployed in a pragmatic randomized controlled trial [11, 28] to compare
effectiveness of usual collaborative care versus technology-enhanced collaborative care with SCOPE.
This deployment includes 6 cancer clinics within 2 regional cancer centers inWashington, USA. This
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subsection briefly summarizes trial participation because the clinical trial shaped which patients
encountered SCOPE. The next subsection then details our data collection through deployment
interviews and surveys.
Participants. Patients in the 6 participating clinics were eligible if receiving active cancer

treatment, at least 18 years old, with PHQ-9 ≥ 10, and with at least one endorsed cardinal symptom
(i.e., depressed mood or anhedonia). As in Section 3.1, these are conservative criteria for clinically
significant moderate to severe depression in cancer patients [117]. Patients were excluded if they
were engaged in or needed immediate specialty mental health care (e.g., for bipolar disorder or
schizophrenia), or were unable to read and speak English. Patients were identified via screening
procedures at each center and by referral. Patients who met study inclusion criteria were informed
about the study. Patients who declined study participation received usual care.
As of June 2024, 109 patients were enrolled in this trial and then randomized to

technology-enhanced collaborative care with SCOPE.

3.4 Deployment Interviews and Patient Survey
We conducted 19 deployment interviews (i.e., 10 with patients, 9 with behavioral health providers)
over approximately 24 months, all with participants who had substantial experience with SCOPE in
actual care as part of the clinical trial. We supplemented this with a patient survey sent to each
patient after 6 months of enrollment in the clinical trial.
Participants. We recruited from clinical trial participants randomized to SCOPE. 𝑃𝑡15 was

interviewed 4months after deployment began, and all other patient participants were interviewed 6
months after randomization. Providers were interviewed after at least 5months of experience using
SCOPE. Providers who participated in multiple interviews had at least 11 months of experience
between those interviews. Participants are summarized in Table 3b (i.e., 10 patient interviews) and
Table 3c (i.e., 9 provider interviews). As part of ensuring participant anonymity, we intentionally do
not further characterize providers. Patients were emailed the survey 6 months after randomization.
As of June 2024, we received 62 survey responses. We consider this an appropriately strong level of
participant engagement, accounting for the burdens of participating in research amidst navigating
cancer and cancer treatment (e.g., as in [104]) and additional challenges of comorbid depression
(e.g., as in [112]).

Interview Procedure. Patient and behavioral health provider interviews explored:
(1) implementation of SCOPE (e.g., how did patients learn about the study, experiences being
introduced to and onboarded with SCOPE); (2) collaboration around SCOPE (e.g., how patients
experienced SCOPE in the context of their care team, how behavioral health providers felt their
interactions with patients changed with the introduction of SCOPE); (3) usability of SCOPE; and
(4) motivation for using SCOPE. Participants were asked to detail experiences using SCOPE, how it
compared to prior experiences receiving or giving care, and issues they encountered. Interviews
lasted 45 to 60 minutes. Participants were offered a gift card for their time, although most provider
participants were unable or unwilling to accept direct compensation.
Survey Procedure. The patient survey contained open-ended questions (e.g., how did SCOPE

impact their provider relationship, what did they find most helpful about SCOPE), quantitative
scales related to SCOPE and the larger clinical trial, and questions about specific SCOPE features.

3.5 Data Analysis and Reporting
We analyzed 45 interview transcripts, comprising 26 design interviews and 19 deployment
interviews.We used combined deductive and inductive coding [15]. Deductive codes were developed
separately for design interviews and deployment interviews. For design interviews, deductive codes
characterized common tasks and objectives, guided by the parallel journeys framework [112]
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and reflecting scenarios in Section 3.1. For deployment interviews, deductive codes related to
major topics explored in the interviews (i.e., implementation, collaboration, usability, motivation).
Initial deductive codes were reviewed and agreed upon before coding began. Inductive codes
were subsequently developed throughout coding. These were related to desires and experiences of
multiple participants spanning design and deployment interviews. As new inductive codes were
developed, previously-coded transcripts were revisited for consistency of code application.

Themes were iteratively developed through collaborative review and discussion of codes among
6 authors. After all data was coded, a final set of themes was resolved, and transcripts were
reviewed for relevant participant quotes. Surveys were reviewed as supplemental data to consider
the perspective of patients who did not participate in interviews. The first and second authors
reviewed survey responses for consistency with themes developed from analysis of interview data.

Consistent with Figure 3, the remainder of this paper refers to patient interview participants as 𝑃𝑡1
through 𝑃𝑡24 and to behavioral health provider participants as 𝐵𝐻𝑃1 to 𝐵𝐻𝑃12. We annotate quotes
with a superscript indication of a design interview (e.g., 𝑃𝑡1𝐷𝑒𝑠 , 𝐵𝐻𝑃1𝐷𝑒𝑠 ) versus a deployment
interview (e.g., 𝑃𝑡15𝐷𝑒𝑝 , 𝐵𝐻𝑃2𝐷𝑒𝑝 ), in part to support interpretation of participant perspectives
(e.g., design interviews were based in patient and provider understanding of challenges of comorbid
cancer and depression, in prior experience with care and with other technologies, were often
structured around scenarios explored with the in-progress design; deployment interviews were
additionally based in understanding gained through long-term use of SCOPE in actual care, were
less structured and more guided by experiences that participants most wanted to emphasize).
We further note randomization in Section 3.3’s trial occurred at the level of individual patients.
Providers therefore had experience delivering collaborative care to different patients with and
without SCOPE’s technology support. Providers sometimes made this contrast explicit, but it was
often implicit in deployment interview discussions of experiences with SCOPE.

4 Findings
We now present findings organized by identified themes. We first present patient and provider
participant perceptions of experiences with SCOPE in terms of its underlying interventions:
Section 4.1 presents patient experiences directly engaging with SCOPE’s interventions, Section 4.2
presents patient and provider experiences with SCOPE improving collaboration between and within
sessions, and Section 4.3 presents provider experiences with SCOPE supporting structure and
collaboration within the care team. Section 4.4 then describes how patient and provider experiences
with patient-generated data in SCOPE created evolving expectations for collaboration around that
data. Finally, Section 4.5 shares insights into implementation barriers that surfaced through design
and deployment of SCOPE for actual care in 6 cancer clinics for 24 months.

4.1 SCOPE Supported Patient Engagement with its Underlying Interventions
SCOPE included support for patients to enter symptom assessments, safety plans, mood logs, and
behavioral activation components like values, activities, schedules, and logs. It further supported
patient review of previously-entered data. This was suggested by patients in design interviews,
and then discussed by patients who had been using the deployed app in their care.
𝑃𝑡7𝐷𝑒𝑠 shared this could help them be more transparent with themselves: “If I’m honest about

using that, there would be less places that I could hide, you know, hide information from myself or from
[providers] that could affect my treatment, my care, my well being ... And the app would definitely give
information so that ... I would be stepping out of isolation.” Patients said data would be “informative”
(𝑃𝑡11𝐷𝑒𝑠 ) and help them understand impacts of “all the stuff that [they’re] dealing with” (𝑃𝑡9𝐷𝑒𝑠 ).
𝑃𝑡9𝐷𝑒𝑠 explained they could see using the values and activities inventory as a planning tool for
understanding “success” in different areas of life, and 𝑃𝑡10𝐷𝑒𝑠 similarly described it could help
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provide “direction” and “clarity” for them and their providers. Consistent with goals of SCOPE’s
behavioral activation intervention, 𝑃𝑡8𝐷𝑒𝑠 described how data could help avoid a vicious cycle: “For
having actual data for perspective versus the mind that can lie to you at times, over mood especially”.
Patients who used SCOPE then reported similar expectations, experiences, and support for

self-awareness in the interventions. 𝑃𝑡20𝐷𝑒𝑝 explained that tracked values helped them realize they
“have some areas where I [they] don’t really have a lot of things” , and 𝑃𝑡18𝐷𝑒𝑝 described it helping
them reflect on how their “values have changed” and whether they “want to change anything.”
𝑃𝑡18𝐷𝑒𝑝 further recalled they had felt they were not doing enough for their family and health, that
“everything was horrible”, but then “after setting up the values and setting up the activities, I kind of
felt like, oh, well, I am taking care of things at home, I am doing the best that I can. And so I feel like...
doing that a little by itself helped a lot.”

4.2 SCOPE Supported Patient and Provider Collaboration Between andWithin Sessions
SCOPE was designed around patient-generated data as a form of patient-provider communication
between in-person sessions. Participants discussed three key ways data improved collaboration,
including between and within in-person sessions. Prior work in turn notes patient-provider
collaboration and rapport is critical to the interventions SCOPE is designed to support [112].

4.2.1 SCOPE Helped Patients Feel Connected to their Provider. Patients described SCOPE
as improving communication with and connection to their behavioral health providers:

“I didn’t really talk with her...my counselor outside of [sessions]. But then, when the
app and the study got started, I felt like she reached out to me more. And she would
have at least some idea of what was going on based off the stuff that I put in there. And
she was like, well, you kind of said this was going on. And so that was useful ... I feel
like we actually talked more after we started using the app.” – 𝑃𝑡18𝐷𝑒𝑝

Communication is pivotal for establishing and maintaining a collaborative patient-provider
relationship. Patients shared that SCOPE fostered interconnectedness and helped facilitate
productive and meaningful communication, which they believed resulted in a more productive
relationship. 𝑃𝑡18𝐷𝑒𝑝 shared that their provider would use data to provide “encouragement” and
remind them they were not doing as bad as they felt. 𝑃𝑡22𝐷𝑒𝑝 said their provider made them feel
relaxed, which helped them share more: “So after I got onto the app, I started sharing thoughts and
feelings and my mood levels. I think because she got to see right what I was doing on SCOPE... [it]
helped me relax more and share my feelings more.” SCOPE was designed for data to make patient
activities visible between sessions, and patients described that provider access to real-time data
helped them stay connected outside sessions. 𝑃𝑡23𝐷𝑒𝑝 recalled, “if something happens, something
critical happens or something upsetting whatever it is, I’m not going to wait two weeks until I talk
to my [provider]” and that SCOPE “was a way to almost connect real-time with the [care] team”.
Providers also shared that mood logging became a way for patients to talk to them, as 𝐵𝐻𝑃8𝐷𝑒𝑝

explained it felt “like an extension of the therapeutic alliance”.

4.2.2 Patient-Generated Data Decreased Session Time Spent Recalling Information.
Patients and providers described that SCOPE created more efficient and effective in-person sessions,
as patients no longer needed to use time to remember what they had experienced between sessions.

For example, 𝐵𝐻𝑃4𝐷𝑒𝑝 remarked on “patients that totally engaged with the app, and so they would
write almost every day, do a mood log, and write about what they did that day. So I got a lot of
information. And so instead of spending a lot of our time together kind of gathering that information,
we could start our session with me knowing, ‘I noticed that you did these activities and...noted that your
mood improved. You know what, how do you feel about that?’ ” Patient 𝑃𝑡23𝐷𝑒𝑝 similarly shared that
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when“you’re starting your every appointment, you’re basically starting cold, like, how are you today?
Or the social worker [BHP] might say, Okay... let’s talk about this, or it [is] kind of a slow start, for
lack of a better way to put it.” With SCOPE, Patient 𝑃𝑡23𝐷𝑒𝑝 instead felt their provider did not have
to ask questions because they were “starting from an actual base of what I had been doing this last
week or two” and this “moved things along faster.” Providers further explained they often have time
to review a patient’s information only in the 30 minutes before an appointment, and that patient
data therefore helped providers to quickly move sessions toward relevant goals. 𝐵𝐻𝑃11𝐷𝑒𝑝 shared
that SCOPE “was a wonderful conversation starter” which allowed sessions to focus on reflections
around patient activities, mood, or assessments.

4.2.3 Patient-Generated Data Improved Patient-Provider Shared Decision-Making.
SCOPE data supported providers in engaging with patients regarding interventions, new strategies,
and other decisions aimed at improving health outcomes.

“Having that continuum of data and numbers to quantify things has helped to figure out
what’s working and what’s not for the patient to be able to problem solve.” – 𝐵𝐻𝑃2𝐷𝑒𝑝

Providers appreciated the registry’s visualizations of assessments and mood, wanting to share
these with patients during sessions to show progress, celebrate small wins, and validate patient
feelings. 𝐵𝐻𝑃1𝐷𝑒𝑠 explained: “It would be possible to share with them, ‘You’re still really feeling
like you’re not feeling yourself, but look at where you’ve come from;’ it kind of helps using that to
help them reflect.” Several providers wanted to use data as evidence to challenge patient beliefs
and perceptions. 𝐵𝐻𝑃9𝐷𝑒𝑠 shared, “If they’re telling me something, and the numbers say something
different, right? They may say, I don’t feel... like I’m making any progress. And then you can show that
actually... scores are showing that there’s even a small amount of improvement.”
In design and then deployment, providers described that detailed data can help detect issues,

problem-solve, and modify treatment. Per 𝐵𝐻𝑃4𝐷𝑒𝑠 , “We meet to look at what worked well, what
didn’t work. What kind of adjustments we need to make...are there barriers getting in the way? Do they
need somemotivational interviewing or something else?” Treatment data can also be examined relative
to assessments for consulting psychiatrists to adjust treatment recommendations. 𝐵𝐻𝑃10𝐷𝑒𝑝 shared:
“I like the graphical representations. I like the ability to see concurrent GAD-7 and PHQ-9 scores. So, like
on a certain date, what’s happening? I like the ability to be able to...correlate those dates with ‘Okay,
well, what changed? Did we recommend that increase? Are you doing more behavioral activation?’...and
I like the granularity.” Contrasting to their experiences without SCOPE, 𝐵𝐻𝑃2𝐷𝑒𝑝 shared that they
often utilized SCOPE’s patient-generated data as a “jumping point to modify the treatment” and
that SCOPE provided “more focus and formality, and maybe accountability”. 𝐵𝐻𝑃11𝐷𝑒𝑝 similarly
explained that patients who were not using SCOPE often experienced “a lot of back and forth ...
where I would one week recommend doing this, and they would let me know whether or not it was
helpful, and then the next week we would try something else to see if it was helpful”. 𝐵𝐻𝑃11𝐷𝑒𝑝 said
SCOPE enabled them to “see kind of the activity that they [patients] were doing through the app” and
felt this “sped up or helped ... identify useful interventions more efficiently.”

Patients discussed SCOPE creating rapport with their care team, which created an environment
where they could naturally discuss progress in their treatment and health goals. 𝑃𝑡23𝐷𝑒𝑝 shared
their provider would use data to ask if they are “feeling better or worse”, or if they should “change
this medication”, and they would then discuss it “together and come to a decision.” 𝑃𝑡20𝐷𝑒𝑝 similarly
explained that values generation initiated conversations with their provider about what was
important to them: “I did talk with [my provider] about what I liked about [SCOPE], like having that
values assessment in there and then... the discussion from there would lead to... what is important and
how to support those things, and what I can sort of let go of and what I need to focus on.”
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Many patients self-described experiencing cancer-related “chemo brain”, cognitive dysfunction,
or cognitive impairment, which we note is consistent with cancer settings [87]. Patients further
described SCOPE’s historical data as helpful for motivation and review in the context of memory
issues. For example, 𝑃𝑡21𝐷𝑒𝑝 explained they liked “being able to record my thoughts and experiences
and feelings and tracking those so I could go back and have a record and discuss those with [the provider]”
and that the app was “really good historically, for, you know, one day goes by, and you forget what
you felt like the day before”. SCOPE’s data thus also supported patient-provider collaboration by
capturing between-session experiences that patients may have forgotten or otherwise been unable
to recall during a session.

4.3 SCOPE Supported Structure and Collaboration within the Care Team
In addition to supporting patient-provider collaborations, providers further discussed how SCOPE
supported delivering care. Providers shared that the registry provided structure that helped improve
sessions (e.g., by surfacing potentially-relevant components of behavioral activation) and caseload
reviews (e.g., by surfacing relevant patient data). Providers also shared that knowledge-sharing
between care team members was improved because SCOPE provided opportunities to use
patient-generated data to ask questions and seek advice from other providers.

4.3.1 Structure Improved Patient Sessions andCare TeamCaseloadReviews. As introduced
in Section 2.2, collaborative care emphasizes a behavioral health care manager as provider of
behavioral interventions. Collaborative care includes regularly scheduled caseload reviews between
behavioral health care managers and a consulting psychiatrist.
As part of explicit support for behavioral health care manager delivery of behavioral

activation, the SCOPE registry outlines core components of behavioral activation and presents
patient-generated data according to goals of the intervention. Providers described prior tools as
lacking such structure, leading to prior experiences using an “blank notes section” (𝐵𝐻𝑃3𝐷𝑒𝑠 ) in an
electronic health record, “hunting and pecking to find information” (𝐵𝐻𝑃2𝐷𝑒𝑠 ) in a prior Excel-based
registry, or not capturing information necessary for effective caseload review (𝐵𝐻𝑃6𝐷𝑒𝑠 ). Providers
frequently adjust patient treatment plans, and 𝐵𝐻𝑃1𝐷𝑒𝑠 described that SCOPE’s included library of
behavioral activation resources and tracking of specific behavioral activation components could be
used to “fall back on” and could help remind providers of strategies they “have not inquired about”.

Based on their experience using SCOPE in care, 𝐵𝐻𝑃2𝐷𝑒𝑝 described it helping structure sessions
and care to be more effective, saying “The positives... it’s like a new language. So having a new
language on what behavioral activation is, and how you track it, your mood with it.” They further
detailed this as benefiting both patients and providers, saying “For some of the patients, that seems
to be really clicking well and spurring them on to continue to do the behavioral activation. So I think
having the tracking and the scales of the mood is a different language tool than us just sitting in the
counseling room chatting.” and “I think for me, as the counselor, it has helped my structure of my
counseling with having the library having the PHQ and the gap and seeing the progress and having
the the measurements, that’s what it is having the measurements visually, so that I can be tracking
more over the continuum of how they’re doing.”
Providers similarly described structure of the SCOPE registry as improving caseload reviews

with psychiatrists. 𝐵𝐻𝑃10𝐷𝑒𝑝 explained “So I like that we can be looking at the registry together;
we can quickly at a glance see what’s a patient’s oncologic situation. We have a list of medications
they’ve been on; we can review PHQ-9 scores, GAD-7 scores, mood logs, activities together; and then
we can really readily access what the [patient told] them in [the] last session [and] what [the provider]
recommended at the last case review. So I think that is actually a more effective way to collaborate.”
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Finally, providers described feeling structure provided by SCOPE improved care even for patients
who were not using SCOPE. 𝐵𝐻𝑃2𝐷𝑒𝑝 explained that SCOPE helped them become a “better clinician”
because “rather than talking in general broad strokes about behavioral activation, [SCOPE] made it
very applicable... before that my use of behavioral activation was more general”, that SCOPE introduced
“formality and accountability”, that this carried over to being more specific in “applying the behavioral
activation with the non-tech arm” of Section 3.3’s trial, and that they felt the clinic had become a
“stronger program” and “much better clinic overall” because of SCOPE.

4.3.2 Improved Knowledge-Sharing between Care Team Members. Providers described
that SCOPE created opportunities for sharing knowledge and experiences with other providers
which they would not have sought on their own. 𝐵𝐻𝑃4𝐷𝑒𝑝 shared that other providers approached
them about a few patients who “are the most active of anybody’s”, asking how she motivates them
to engage with care via SCOPE. As more providers were added to the study, 𝐵𝐻𝑃4𝐷𝑒𝑝 explained
that having SCOPE as a shared resource created an environment of collaboration amongst the team
that did not previously exist, which led providers seeking advice from each other, and that it has
“been really helpful” having other providers as a resource when trying to find alternative methods
for her patients. 𝐵𝐻𝑃2𝐷𝑒𝑝 also shared that providers “go to each other a lot more” for “case review
type of questions” and to ask “here’s the context, what would you do in this situation?” For providers
already using coworkers as a resource, SCOPE created a space for recording unscheduled meetings
or knowledge gathering. 𝐵𝐻𝑃8𝐷𝑒𝑝 shared, “It’s nice to have [the registry] formalized because if we
have a verbal conversation, it’s like nice to have a place where we can then kind of write it down.”
SCOPE’s visibility of patient-generated data and provider notes thus supported the care team in
asking questions, seeking advice, comparing strategies, and commiserating on difficult situations.
𝐵𝐻𝑃4𝐷𝑒𝑝 also described that better communication with the psychiatrist on patient treatments

has improved their relationship with other senior or experienced providers, noting that “providers
are lot more willing to listen to our recommendations when we kind of say... [Psychiatrist] and
[Psychiatrist] and are behind it.” 𝐵𝐻𝑃2𝐷𝑒𝑝 similarly explained they became “more comfortable” and
“confident” with asking psychiatrists more “clinical questions”.

4.4 Evolving Expectations Around Patient-Generated Data in SCOPE
Where previous subsections have emphasized how SCOPE data and structure supported its
underlying interventions, participant experiences also created evolving expectations around
SCOPE data. Patients discussed seeking additional provider recognition and support, and providers
discussed seeking additional registry capabilities around patient-generated data.

4.4.1 Patients Seeking Provider Recognition and Support. Patients described that SCOPE’s
provider access to patient-generated data created new patient expectations for recognition and
support. For example, 𝑃𝑡20𝐷𝑒𝑝 wanted their provider to encourage them around big life moments,
like “if I have a surgery coming up”.

In design interviews, patients expressed widely varying expectations of a timeframe for provider
engagement with data: from “as soon as it’s available” (𝑃𝑡12𝐷𝑒𝑠 ), to daily (𝑃𝑡6𝐷𝑒𝑠 ), to a few times a
week (𝑃𝑡9𝐷𝑒𝑠 ). Several patients shared that expectations varied depending on symptom severity.
They wanted providers to reach out immediately if assessment scores were bad, if suicidality was
detected, or for consecutive logs of bad mood or severe symptoms: “If I was in some kind of an acute
or crisis mode, I would assume they’re going to be checking more frequently. If things are cruising
along, maybe they’re not going to need to access that data” (𝑃𝑡8𝐷𝑒𝑠 ). If a depression assessment was
severe, some patients wanted SCOPE to “alert the care team right away” (𝑃𝑡12𝐷𝑒𝑠 ) with a “red flag”
(𝑃𝑡6𝐷𝑒𝑠 ) so providers could respond “aggressively” (𝑃𝑡14𝐷𝑒𝑠 ). SCOPE’s resulting design includes
automatic flagging of patients based on assessments (i.e., high scores, indications of suicidality).
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In deployment interviews, patients expressed uncertainty around when other forms of
patient-generated data would be reviewed. For example, 𝑃𝑡16𝐷𝑒𝑝 shared a concern they did not
“know where this [data] is going and who’s reading it at [what] time”. After several months of
deployment, providers shared that patients were using a freeform text field in SCOPE’s mood
logging to communicate with providers. Although intended as a journal which could be periodically
reviewed, some patients were using it as a messaging feature where they expected immediate
review and response. This created safety concerns, and we revised the design to be clear that
submitted data will be available to providers but may not be immediately reviewed.
Although SCOPE was designed for patient-provider collaboration in a clinical setting and did

not intend any functionality for peer support, patients in deployment interviews asked if there
were ways to connect with other patients who would be willing to talk and share experiences
(𝑃𝑡16𝐷𝑒𝑝 , 𝑃𝑡22𝐷𝑒𝑝 , 𝑃𝑡24𝐷𝑒𝑝 ). Peer social support can be invaluable in navigating cancer and
depression [58, 104], so this suggests future exploration of how data in platforms like SCOPE
could support such opportunities (e.g., while preserving patient privacy).

4.4.2 Providers Seeking Additional Registry Capabilities Around Patient-Generated Data.
Consistent with patient expressions of a desire for recognition and support, design interviews with
providers also surfaced goals for ensuring patients feel acknowledged:

“I think one thing that it seems like will be important is for people to feel like I’m
actually paying attention to the stuff that they’re doing ... that’s going to be one of the
key features of this for us is being able to act more in real time.” – 𝐵𝐻𝑃5𝐷𝑒𝑠

Providers described wanting to use data to reach out to patients who might be having a hard time.
For example, 𝐵𝐻𝑃7𝐷𝑒𝑠 said “I can see if there’s really drastic things and I had safety concerns. I could
see kind of ad hoc adding an appointment or just a casual phone call or something like that to check in.”
If a patient was improving, 𝐵𝐻𝑃5𝐷𝑒𝑠 described wanting to reach out with a “small cheerleading
note” or a “note of encouragement”.

As noted in Section 3.2, SCOPE intentionally does not include messaging. Existing clinical systems
already support patient-provider messaging, and providers in design interviews expressed concerns
about monitoring another messaging channel (e.g., for associated burden, for patient safety if
messages were not reviewed). In later deployment interviews, providers have described challenges
with existing messaging (e.g., it can be cumbersome to switch out of SCOPE for connecting with
patients, available messaging systems lack the relevant context of patient-generated data in the
SCOPE registry). Providers have described an opportunity to acknowledge patient data and to
provide support via lightweight capabilities within SCOPE. 𝐵𝐻𝑃8𝐷𝑒𝑝 suggested they “didn’t even
need to type something in” and patients would “feel good” if it was made known that their provider
has reviewed their data. For highly-active patients, 𝐵𝐻𝑃4𝐷𝑒𝑝 wanted to let them know that “I am
reading this, I am noticing, I think you’re doing great. I appreciate that you’re trying to do behavior
activation,... [and] honestly trying to use this to feel better, and it’s working.” Provider concerns
about another open-ended messaging channel remain consistent with design interviews, but the
structure provided by patient-generated data within SCOPE has suggested other opportunities for
lightweight and one-way messaging.

As providers have gained experience with SCOPE, they have also expressed a desire for additional
capabilities in supporting a population of patients. Design interview feedback often focused
on capabilities for distilling insights in support of adjusting treatment and improving shared
decision-making with individual patients. For example, 𝐵𝐻𝑃5𝐷𝑒𝑠 requested registry capabilities
for sorting, color coding, and filtering as part of “trying to suss out [a] pattern” so they could show
a patient which particular activities “seem[ed] to be high pleasure and/or low pleasure activities.”
𝐵𝐻𝑃8𝐷𝑒𝑠 similarly anticipated working to determine how to make data actionable: “It’s just going

Proc. ACM Hum.-Comput. Interact., Vol. 9, No. 2, Article CSCW162. Publication date: April 2025.



SCOPE : Technology-Enhanced Collaborative Care Management CSCW162:19

to be a clinician learning curve for me to figure out. Well, on October 4, they recorded you know, this
thing on the GAD-7 and this other thing on the PHQ-9, and now I have mood ratings on that same
day. So now I’ve got to kind of figure out, what does all of this mean, right? It’s going to be a learning
curve. [...] What do I do with information that comes in?” Distinct from such capabilities focused
on in-depth understanding of a single patient, deployment interviews have included additional
feedback seeking population-level capabilities to support monitoring multiple patients. For example,
𝐵𝐻𝑃2𝐷𝑒𝑝 requested automated analyses “[like in] FitBit, you can get just those quick little snapshots...
I don’t know how you could do it with such a big registry with everybody there.” 𝐵𝐻𝑃12𝐷𝑒𝑝 requested
“I so wish the registry would tell me when someone inputs something in because I just don’t have time to
be proactive.” Such requests highlight different tasks: providers may access the registry for detailed
review of a specific patient (e.g., immediately before a session), but may also access the registry
seeking a higher-level check-in on their patients.

4.5 Implementation Barriers Identified in Design and Deployment
SCOPE’s deployment in actual care for 24+ months in 6 cancer clinics has also surfaced insights
into its implementation in those clinics. These include considerations for who is the focus of the
intervention as well as when and how the intervention is introduced to patients, together with
challenges of integrating with existing provider tools.

4.5.1 Determining If SCOPE Is Appropriate for a Patient. Although SCOPEwas designedwith
a focus on behavioral activation as a flexible and time-effective intervention, patients explained that
the complexity of cancer may mean there are situations where the design may not be appropriate.
𝑃𝑡1𝐷𝑒𝑠 said the app would not appeal when experiencing severe depression: “I’ve even been
hospitalized. And this would not be attractive. But since I am healthy now, this is appealing to
me. But when I was at my most depressed, it would not have been.” 𝑃𝑡4𝐷𝑒𝑠 described wanting to use
the app after chemotherapy: “Maybe when chemo is over, and you’re just trying to heal...Because I
remember like, after right after surgery..., no matter how hard I try, but maybe this can help. I don’t
know, because I never tried anything like this. You know, it’s like, you’re just in this disease mode.”
Providers also described feeling SCOPE was more or less appropriate for specific patients.

𝐵𝐻𝑃4𝐷𝑒𝑝 said appropriateness can depend on a patient’s situation: “I have had a really hard
time...not because of the app or the registry, but because of where my patients are. My patients are
really ill. They’ve been in and out of the hospital. They’ve had some cognitive changes, and they
just weren’t getting on it.... I think it has to do with their lives. And then I’ve got one that is so fully
engaged...I don’t have to do much. She just kind of does that; she loves it. She writes notes, like when
she does a PHQ. She tells you kind of how she’s feeling...she doesn’t need much direction.” 𝐵𝐻𝑃11𝐷𝑒𝑝

shared they felt patient motivation for using SCOPE was low “if they just had a lot on their plate, like
if they were coming to a lot of appointments, if they were struggling with a lot of stuff, even outside of
[the cancer clinic]... I think they just didn’t prioritize it.” 𝐵𝐻𝑃12𝐷𝑒𝑝 recalled referring a patient who
was experiencing homelessness and was a recovering addict, feeling “it was a justice thing” that
SCOPE should not be “only for folks who are... upper middle class”, but with hindsight felt the app
was not focused on that patient’s most urgent needs. 𝐵𝐻𝑃12𝐷𝑒𝑝 also described that SCOPE might
not be appropriate for patients with advanced cancer, as conversations are then around “hospice”
and “death with dignity as an option”.

4.5.2 Patients Need Justification for Using SCOPE. Patient interest and motivation for using
SCOPE varied. Some saw clear value in understanding the association between mood and activity,
and 𝑃𝑡5𝐷𝑒𝑠 said “If my doctor said, ‘you know, I think this is what you need,’ I would certainly give it my
best shot.” Others were not interested, were hesitant, or felt the app and its underlying intervention
entailed too much work: “It is making me feel [...] that here’s yet another task that I have to do and
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I’m tired” (𝑃𝑡10𝐷𝑒𝑠 ). Patients often described their care in terms of relationship to the provider,
and patient willingness to use SCOPE depended on a clear justification, need, and commitment
from their provider. Some patients were unsure how SCOPE would help their depression and how
providers would use the data to improve their symptoms: “Who is accessing this information...my
care teams...? ...how are they going to use it to help me? (𝑃𝑡7𝐷𝑒𝑠 ). Patients thus wanted assurance the
care team would be leveraging SCOPE in their treatment: “It’s going to have to be something that my
care team is familiar with. Otherwise, you know, the data capture and the usefulness in face-to-face
interaction with your team is going to be limited if they’re not willing to buy into this tool” (𝑃𝑡8𝐷𝑒𝑠 ).

Patients sought guidance and initial support from providers for incorporating SCOPE into their
care: “I [would have] appreciate[d] it step by step, someone sort of holding my hand and leading me
through [the app] once” (𝑃𝑡16𝐷𝑒𝑝 ). Patients also suggested it would have been easier to understand
SCOPE if it included “a tutorial that was available anytime in the app” (𝑃𝑡23𝐷𝑒𝑝 ) or a “visual
walkthrough” (𝑃𝑡18𝐷𝑒𝑝 ). 𝑃𝑡23𝐷𝑒𝑝 further suggested, “it may have been a good idea to sit down and
maybe have a session with someone like [the researchers].” Providers described that patients often
need guidance with the value and activities inventory. 𝐵𝐻𝑃5𝐷𝑒𝑠 explained her standard practice
with a paper version of the inventory is to start the exercise together: “I’ll often do like one part of it
with them just to kind of give them..an idea of...its purpose and how to do it, and then they’ll usually take
it home and fill out the rest of it.” 𝐵𝐻𝑃10𝐷𝑒𝑝 further explained that, in her prior experience, patients
“sometimes mistake activities for values and vice versa” and that SCOPE’s version, although readily
available, lacks “enough direction for them to understand” such distinctions in the intervention.

Providers described trying to walk patients through the app, but also how this became a logistical
challenge. 𝐵𝐻𝑃4𝐷𝑒𝑝 explained “We keep trying to meet face to face so I can kind of show her. And
yeah, like, I can’t explain it on the phone. And she’s 70 something and she’s like we just can’t work out
a time when because I’m only in the ... clinic one day [per week]. Yeah, that never seems to work for
her.” Some providers also felt unequipped to help patients with the app. 𝐵𝐻𝑃2𝐷𝑒𝑝 said “I also feel
that I don’t know the app inside and out. So I stumble a bit in trying to teach them. So even the times
that we tried to do it together, I’ve pulled out the paper instructions of how to do that. I’ve given them
a copy of it. But I don’t know that that’s very helpful. That might be just be too much.”

4.5.3 Challenges of Integration with Existing Tools. Project resources and timeline led to an
early determination that SCOPE would not integrate with electronic health records (Section 3.2).
Several providers described additional work associated with SCOPE, including duplicated data
entry between SCOPE and the electronic health record. 𝐵𝐻𝑃8𝐷𝑒𝑝 explained “I have to enter in all
of the patient’s information, which was pretty easy. It was well organized and made sense [but] it’s
kind of a repeat of what we see in [the electronic health record]...I’m not sure why I was putting that
information in again.” A lack of integration also meant data was accessed separately, and 𝐵𝐻𝑃8𝐷𝑒𝑝

described potential benefits of integrated data: “I can see other people’s inputs. It’s not just me ... so I
can integrate. So a lot of the things that I do, I can see the psychiatry note, I can see palliative care
notes, I can see whether the patient’s dose has been reduced on their medications, I can see what side
effects they’re experiencing, like I can really get the whole patient.”
Although integration with the electronic health record was desired, providers also described

challenges in how this should be approached. Some wanted data pulled from the electronic health
record into the registry, but not the other way around. One benefit of a separate system was the
ability to keep provider notes separate from what patients can access: “In [the electronic health
record], we’re sharing all of our notes with our patients. And so I’m more inclined to write less there and
write more in this” (𝐵𝐻𝑃1𝐷𝑒𝑠 ). Some providers noted information they put in the registry “might
not be something that [they] necessarily want the patient to read” (𝐵𝐻𝑃4𝐷𝑒𝑠 , 𝐵𝐻𝑃5𝐷𝑒𝑠 ) and shared
concerns that electronic health record notes could be “demanded in court” (𝐵𝐻𝑃2𝐷𝑒𝑠 ).
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5 Discussion
Prior sections have provided key context for our research in SCOPE, have detailed our process of
designing and deploying SCOPE for actual care in 6 cancer clinics for 24months, and have presented
our data collection, analysis, and findings from 45 patient and provider interviews throughout
design and deployment. Building upon Section 4’s reporting of patient and provider experiences
with SCOPE, we now discuss several implications for future research in technology-enhanced care
and patient-provider collaboration around patient-generated data.

5.1 Designing for Engagement with a Behavioral Health Intervention
SCOPE’s values and activities inventory design is based on a commonly-used behavioral activation
worksheet, which providers use to structure a patient process of identifying personal values,
determining activities alignedwith those values, and scheduling those activities. Patient engagement
with this process is considered a core component of behavioral activation. Our initial design
used this sequential process of identifying values, identifying activities, and scheduling activities.
Design interviews found this appropriate, but feedback in the deployment described it as a
barrier (i.e., patients wanted an ability to directly schedule activities without first identifying
underlying values). We deployed an adaptation to relax the sequence of this process (i.e., making
value identification optional in creating and scheduling activities, supporting later identification of
values and their association with existing activities).

In deploying this adaptation, we found it necessary to navigate a tension in conceptualizing
desired engagement. The adapted design removed a barrier to patient engagement with SCOPE
and with activities, and patients and providers appreciated the adaptation because it decreased the
steps required to schedule an activity. However, the new design also seemed to effectively allow
some patients to circumvent the intended reflection on values (i.e., a core component of behavioral
activation). We navigated this tension by providing multiple points of entry to engagement with
values (e.g., via the original inventory process, when scheduling a new activity, when editing an
existing activity). A provider who sees a patient is not engaging with values can then decide when
and how to raise this component of the intervention with the patient (i.e., our design solution
leverages the role of the provider in the long-term collaboration).

Our experience complements prior work highlighting challenges in combining human-centered
design practices with evidence-based interventions, including challenges of integrating multiple
perspectives in multi-disciplinary teams and tensions between patient experience and medical
knowledge of intervention design [2, 73, 97, 105]. Slovak and Munson’s recent framework argues for
a form of design brief they call an intervention implementation, illustrating an intervention system
together with sociotechnical components addressing specific implementation barriers [106]. Our
identification and adaptation according to the specific details of this barrier in SCOPE contributes
such a design brief, and we expect future research will need to continue exploring design tensions
around ease of use versus desired engagement with components of evidence-based interventions.

5.2 Negotiating Patient Data Sharing and Provider Responsiveness
Interviews found varying and evolving expectations for provider responsiveness in reviewing
patient-generated data in SCOPE. Patients raised concerns about knowing data is being received,
wanted provider recognition and support, and wanted to know data is used in their care. Providers
wanted to acknowledge and support patients, but also raised concerns about keeping pace with
data. As part of negotiating this design challenge, we deployed two design adaptations. We first
revised the patient app to be clear that data will be available but may not be immediately reviewed
(e.g., Section 4.4.1). We then also enhanced the registry’s caseload overview with flags highlighting
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patients that have entered new data since a provider last marked them as reviewed (e.g., motivated
in Section 4.4.2, visible as “New” flags in Figure 6).

Our findings highlight a need to establish appropriate expectations for data sharing and provider
responsiveness as part of introducing patient-generated data into a patient-provider relationship,
including a process for adjusting expectations as appropriate. Consistent with explorations of
patient and provider expectations [123], balancing tensions among control, visibility, sharing, and
accountability is important to preserving trust in patient-provider relationships [103]. Shared
decisions should be documented and respected by collaborative systems, but such negotiation
can also conflict with organizational needs for standards (e.g., to meet legal and regulatory
requirements [88], as with provider concerns for integration with electronic health records in
Section 4.5.3). Additional research should continue examining individual, interpersonal, and
organizational needs for sharing and engagement with patient-generated data in real-world
clinical settings (e.g., through a lens of patient-generated data as boundary negotiating artifacts in
patient-provider collaborations [24, 69]).
For example, additional research should explore how structure provided by patient-generated

data can support lightweight messaging (e.g., as suggested by providers in Section 4.4.2). Such
capabilities could further support connectedness (e.g., as in Section 4.2.1) and could allow providers
to share reminders, inspiration, and positive reinforcement. However, care must be taken that
patients may come to expect such messages and then be discouraged by their abscence (e.g., if a
provider is unavailable, if a provider does not use such messaging). Research could also explore
automation (e.g., automated or semi-automated provider acknowledgments), but this will bring its
own challenges and concerns (e.g., if a patient feels an acknowledgment is not genuine, if automation
undermines provider engagement with data).

5.3 Supporting Personalized Self-Tracking Goals in Evidence-Based Interventions
Goal alignment and shared understanding of how data will inform care is critical in patient-provider
collaborations with patient-generated data [24]. SCOPE was intentionally designed around
patient-generated data toward its underlying goals for collaborative care and behavioral activation,
and the design succeeded in these goals (e.g., as in Section 4.1, Section 4.2, Section 4.3). However,
patients also described desiring other self-tracking capabilities, including symptoms related to their
cancer journey (e.g., pain, headaches, tinnitus, nausea), cancer treatment (e.g., the starting day
of a chemotherapy cycle), other emotions (e.g., gratitude), and other activities (e.g., sleep, social
activities). Patients further described desiring flexibility in the form of tracking, such as describing
mood with a single word (e.g., “impatient”, “irritable” ) or an emoji.

Such requests surface an opportunity to consider personalized self-tracking goals in the context
of evidence-based interventions. Recent personal informatics research has explored goals people
bring to self-tracking and flexible tools that support individuals in configuring personalized tracking
routines [35, 64, 93, 98, 99, 101]. Considering such techniques in the context of evidence-based
interventions introduces an additional need to ensure flexible tracking preserves components
of an intervention. Section 5.1’s adaptation of the design of activity tracking can be seen as an
example of this (i.e., we relaxed the structure of the values and activities inventory to support
patient goals of scheduling and tracking activities without requiring they complete the behavioral
activation inventory process). Other possibilities could include designs with both fixed support
for core tracking required by interventions and configurable personalized tracking for additional
personalized goals. Additional research should explore this intersection from both directions:
how techniques for configuring personalized tracking routines can integrate with evidence-based
approaches, and how designs based in evidence-based approaches can support more flexibility and
personalized goals for patient-generated data.
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5.4 Opportunities for Navigators in Technology-Enhanced Care
For a collaboration platform like SCOPE to succeed, both patients and providers must be able to
use their respective platform components effectively. As part of ensuring appropriate usability,
our design and development was iterative and incorporated feedback from multiple experts and
stakeholders. Our deployment also prepared and distributed printable guides, conducted live and
recorded training sessions with providers, and prepared patient videos showing how to use the app.

Despite strong usability and these additional implementation supports, some patients experienced
challenges with understanding and using the app (e.g., as in Section 4.5.2). Some part of this may be
due to participant demographics (e.g., often self-described as experiencing "chemo brain") or to the
high burdens of comorbid cancer and depression. But we also observed that many patients have
few resources for technology help-seeking (e.g., may not have access to a person able to answer
technology questions). Patients would sometimes seek technology assistance from providers, but
providers were not always available or familiar with details of the patient app. To address this, we
designated a member of the research team to provide technology walkthroughs and troubleshoot
technology issues with participants.
This detail of our implementation is important in the context of the field’s growing interest in

digital health navigators, an emerging role focused on supporting digital inclusion and the role of
technology in improving patient outcomes, patient experience, and total health care costs [10, 81].
We note collaborative care management is itself motivated in part by the scarcity of psychiatry
resources, hence the behavioral health care manager serves as primary provider of psychosocial care
(Section 2.2). However, these providers are themselves also highly burdened [112], so answering
patient questions about details of an app may not be the best use of that provider’s time (i.e., neither
with that patient nor with an overall population). HCI and CSCW research often comes with
strong traditions of “walk up and use” experiences [46], but multi-disciplinary research in such
challenging settings also requires consideration of approaches like digital health navigators. We in
turn believe there are important opportunities to explore how to design technology and technology-
enhanced care with more explicit consideration of potential roles for digital health navigators
(e.g., in facilitating per-patient technology customization that may otherwise be infeasible).

5.5 Flexiblity in Aligning Technology-Supported Interventions to Patient Needs
Although we found SCOPE supports patient engagement with its interventions (Section 4.1) and
supports patient-provider collaboration between and within sessions (Section 4.2), patients and
providers also described contexts where SCOPEmay not fit a patient’s needs, where a patient may be
unlikely to engage with SCOPE, or where SCOPE may otherwise not be appropriate. This highlights
the continuing need for research examining factors that facilitate or impede care for different patient
populations, but also serves as a reminder that behavioral health providers are trained in multiple
interventions (Section 2.3). Providers traditionally adapt and choose among available interventions
and low-technology support (e.g., available worksheets) to align to their understanding of a
patient’s needs and context. As technology-enhanced approaches are increasingly deployed, it
is important to preserve provider ability to align care to patient needs and context. SCOPE was
designed with a focus on behavioral activiation, motivated in part by Suh et al.’s [112] identification
of amplified challenges for rural populations (i.e., who experience greater difficulties accessing
in-person care, thus amplifying opportunities for technology-based support). Patients for whom
behavioral activation was not a good fit may have still benefited from other elements of the
collaborative care intervention, but likely found many elements of the SCOPE app did not align
to their needs. Additional research should explore how platforms like SCOPE might be extended
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to support components of multiple underlying interventions and how patients, providers, and
organizations can align such flexible platforms to their complex needs and context.

6 Limitations
Our findings should be interpreted in the context of several limitations. Although drawn from 2
different regional cancer centers, all 6 participating clinics are in a single geographical region within
Washington, USA. SCOPE was designed for patients comfortable reading and speaking English, and
this was among the criteria for participation in the surrounding clinical trial. Although patient age
was not a recruitment criterion, the demographics of cancer (i.e., more common among older adults)
mean that participants are older than in many HCI and CSCW studies. We also expect patients
who are less comfortable with technology would have been less likely to participate. We recruited
across all forms of cancer in participating clinics, and our research was not designed to account
for potential differences or opportunities for more specialized support (e.g., in different types of
cancer care journeys). Additional research should continue to explore commonalities and potential
differences with additional patient populations.

Our deployment and ability to examine patient and provider experiences with SCOPE in actual
long-term patient care was possible only through organizational support for the surrounding
clinical trial. Patient participants used SCOPE as part of their actual care, and provider participants
similarly used SCOPE as part of their clinical work. However, both patients and providers had
consented to participate in the research. Experiences with a technology like SCOPE might be
different or require additional considerations outside the context of a research trial (e.g., might
include patients or providers who are more or less motivated, might require new approaches to
implementation). We have noted SCOPE did not integrate with the existing electronic health record,
and that providers offered feedback on challenges and nuances in such an integration. SCOPE also
focused on behavioral activation as its primary underlying psychosocial intervention, but providers
will have continued to use techniques from other interventions. Additional research will therefore
continue to be needed as systems like SCOPE become more capable and more integrated.

7 Conclusion
We examined how SCOPE supports collaborative care through 45 interviews with cancer patients
with depression and their behavioral health providers. This included 26 design interviews
(i.e., 14 with patients, 12 with behavioral health providers) over approximately 15 months of
design and development, then 19 deployment interviews (i.e., 10 with patients, 9 with behavioral
health providers) over approximately 24 months of deployment in 6 cancer clinics.

We found SCOPE supported the goals of its underlying interventions: (1) patients described that
SCOPE supported their engagement with the interventions; (2) patients and providers described that
patient-generated data in SCOPE supported improved collaboration between and within sessions
through improved feelings of connection, through more efficient and effective in-person sessions,
and through the use of patient-generated data for improved shared decision-making; (3) providers
described that SCOPE supported structure and collaboration within the care team, which improved
patient-provider sessions, care team caseload reviews, and care team knowledge-sharing. We
further found (4) participant experiences with SCOPE created evolving expectations around
patient-generated data, with patients seeking additional provider recognition and support and
providers seeking additional registry capabilities around patient-generated data. Finally, we shared
(5) insights into implementation barriers that surfaced as part of deployment of SCOPE for actual
care, including challenges in determining if SCOPE is appropriate for a patient, of providing patients
justification for using SCOPE, and in integrating with existing tools.
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We then discussed implications of our findings in terms of challenges of designing for
engagement with behavioral health interventions, the importance of negotiating patient data
sharing and provider responsiveness, opportunities for supporting personalized self-tracking goals
in evidence-based interventions, opportunities for exploring the role of digital health navigators
in technology-enhanced care, and the need for flexibility in aligning technology-supported
interventions to patient needs. Our findings therefore both inform the design of future platforms for
technology-enhanced care and suggest future opportunities for related HCI and CSCW research.

Author Contribution Statements
All authors critically reviewed the manuscript for important intellectual content. Manuscript
Preparation: AM led, with JFo, GH. TJ, JS contributed. Technology Design: JS, RK led
in succession, with GH. TJ, SW, AB, TL, JFa, JFo contributed. Technology Development,
Maintenance, and Iteration: JS, AM led in succession, with JFo. Clinical Deployment, Trial,
and Implementation: JFa led. TJ, YZ, LA, NB, AB, TL contributed. Planning, Coordinating,
and Conducting Design Interviews: JS, RK led in succession. TJ, RK, JS, SW led and contributed
to specific sessions. Planning, Coordinating, and Conducting Deployment Interviews: TJ led.
AM, TJ, YZ led and contributed to specific sessions. Interview Data Analysis: JS, TJ, AM led in
succession. RK, GH contributed. Obtained Funding: AB, TL, JFa, JFo, GH contributed.

Acknowledgments
We thank Ian M. Bennett, Sandy Kaplan, and Jesse J. Martinez for their advice and feedback in this
research. We also thank clinicians and patients at Fred Hutchinson Cancer Center and MultiCare
Regional Cancer Center for their invaluable contributions to this research. Research reported in this
publication was supported in part by the National Institutes of Health, including the National Cancer
Institute under award number R01CA244171, the National Library of Medicine under award number
R01LM012810, the National Institute of Mental Health under award number P50MH115837, and the
National Center for Advancing Translational Sciences under award number TL1TR002318 (Jones).
REDCap services were provided by the Institute of Translational Health Sciences, which is funded
by the National Center for Advancing Translational Sciences under award number UL1TR002319.
The content is solely the responsibility of the authors and does not necessarily represent the official
views of the National Institutes of Health. Research reported in this publication was also supported
in part by Fred Hutchinson Cancer Center through a Ben Greer Research Award.

References
[1] Rikke Aarhus, Stinne Aaløkke Ballegaard, and Thomas Riisgaard Hansen. 2009. The eDiary: Bridging Home and

Hospital Through Healthcare Technology. In ECSCW 2009. Springer, London, 63–83. https://doi.org/10.1007/978-1-
84882-854-4_4

[2] Elena Agapie, Shefali Haldar, and Sharmaine G. Poblete. 2022. Using HCI in Cross-Disciplinary Teams: A Case Study
of Academic Collaboration in HCI-Health Teams in the US Using a Team Science Perspective. Proceedings of the ACM
on Human-Computer Interaction 6, CSCW2 (Nov. 2022), 552:1–552:35. https://doi.org/10.1145/3555610

[3] Barbara L. Andersen, Robert J. DeRubeis, Barry S. Berman, Jessie Gruman, Victoria L. Champion, Mary Jane Massie,
Jimmie C. Holland, Ann H. Partridge, Kate Bak, Mark R. Somerfield, and Julia H. Rowland. 2014. Screening, Assessment,
and Care of Anxiety and Depressive Symptoms in Adults With Cancer: An American Society of Clinical Oncology
Guideline Adaptation. Journal of Clinical Oncology 32, 15 (May 2014), 1605–1619. https://doi.org/10.1200/JCO.2013.
52.4611

[4] Janine Archer, Peter Bower, Simon Gilbody, Karina Lovell, David Richards, Linda Gask, Chris Dickens, and Peter
Coventry. 2012. Collaborative Care for Depression and Anxiety Problems. The Cochrane Database of Systematic
Reviews 10 (Oct. 2012), CD006525. https://doi.org/10.1002/14651858.CD006525.pub2

[5] American Psychiatric Association. 2016. Dissemination of Integrated Care Within Adult Primary Care Settings:
The Collaborative Care Model. https://www.psychiatry.org/File%20Library/Psychiatrists/Practice/Professional-

Proc. ACM Hum.-Comput. Interact., Vol. 9, No. 2, Article CSCW162. Publication date: April 2025.

https://doi.org/10.1007/978-1-84882-854-4_4
https://doi.org/10.1007/978-1-84882-854-4_4
https://doi.org/10.1145/3555610
https://doi.org/10.1200/JCO.2013.52.4611
https://doi.org/10.1200/JCO.2013.52.4611
https://doi.org/10.1002/14651858.CD006525.pub2
https://www.psychiatry.org/File%20Library/Psychiatrists/Practice/Professional-Topics/Integrated-Care/APA-APM-Dissemination-Integrated-Care-Report.pdf
https://www.psychiatry.org/File%20Library/Psychiatrists/Practice/Professional-Topics/Integrated-Care/APA-APM-Dissemination-Integrated-Care-Report.pdf


CSCW162:26 Anant Mittal et al.

Topics/Integrated-Care/APA-APM-Dissemination-Integrated-Care-Report.pdf
[6] Naveen Bagalkot, Nervo Verdezoto, Anushri Ghode, Shipra Purohit, Lakshmi Murthy, Nicola Mackintosh, and Paula

Griffiths. 2020. Beyond Health Literacy: Navigating Boundaries and Relationships During High-Risk Pregnancies:
Challenges and Opportunities for Digital Health in North-West India. In Proceedings of the 11th Nordic Conference
on Human-Computer Interaction: Shaping Experiences, Shaping Society (NordiCHI ’20). Association for Computing
Machinery, New York, NY, USA, 1–15. https://doi.org/10.1145/3419249.3420126

[7] Jakob E. Bardram, Thomas R. Hansen, andMads Soegaard. 2006. AwareMedia: A Shared Interactive Display Supporting
Social, Temporal, and Spatial Awareness in Surgery. In Proceedings of the 2006 Conference on Computer Supported
Cooperative Work. ACM, Banff Alberta Canada, 109–118. https://doi.org/10.1145/1180875.1180892

[8] Amy M. Bauer, Matthew Jakupcak, Matt Hawrilenko, Jared Bechtel, Rob Arao, and John C. Fortney. 2021. Outcomes
of a Health Informatics Technology-supported Behavioral Activation Training for Care Managers in a Collaborative
Care Program. Families, Systems, & Health 39, 1 (2021), 89–100. https://doi.org/10.1037/fsh0000523

[9] Amy M. Bauer, Stephen M. Thielke, Wayne Katon, Jürgen Unützer, and Patricia Areán. 2014. Aligning Health
Information Technologies with Effective Service Delivery Models to Improve Chronic Disease Care. Preventive
Medicine 66 (Sept. 2014), 167–172. https://doi.org/10.1016/j.ypmed.2014.06.017

[10] Dror Ben-Zeev, Robert Drake, and Lisa Marsch. 2015. Clinical Technology Specialists. BMJ 350 (Feb. 2015), h945.
https://doi.org/10.1136/bmj.h945

[11] Alice C Bernet, David E Willens, and Mark S Bauer. 2013. Effectiveness-Implementation Hybrid Designs: Implications
for Quality Improvement Science. Implementation Science : IS 8, Suppl 1 (April 2013), S2. https://doi.org/10.1186/1748-
5908-8-S1-S2

[12] Karthik S. Bhat, Amanda K. Hall, Tiffany Kuo, and Neha Kumar. 2023. "We are half-doctors": Family Caregivers as
Boundary Actors in Chronic Disease Management. Proceedings of the ACM on Human-Computer Interaction 7, CSCW1
(April 2023), 1–29. https://doi.org/10.1145/3579545

[13] Ann Blandford. 2019. HCI for Health and Wellbeing: Challenges and Opportunities. International Journal of Human-
Computer Studies 131 (Nov. 2019), 41–51. https://doi.org/10.1016/j.ijhcs.2019.06.007

[14] Carolina Bonilla, Paula Brauer, Dawna Royall, Heather Keller, Rhona M. Hanning, and Alba DiCenso. 2015. Use of
Electronic Dietary Assessment Tools in Primary Care: An Interdisciplinary Perspective. BMC Medical Informatics and
Decision Making 15, 1 (Feb. 2015), 14. https://doi.org/10.1186/s12911-015-0138-6

[15] Virginia Braun and Victoria Clarke. 2006. Using Thematic Analysis in Psychology. Qualitative Research in Psychology
3, 2 (Jan. 2006), 77–101. https://doi.org/10.1191/1478088706qp063oa

[16] Eleanor R. Burgess, Ivana Jankovic, Melissa Austin, Nancy Cai, Adela Kapuścińska, Suzanne Currie, J. Marc Overhage,
Erika S Poole, and Jofish Kaye. 2023. Healthcare AI Treatment Decision Support: Design Principles to Enhance
Clinician Adoption and Trust. In Proceedings of the 2023 CHI Conference on Human Factors in Computing Systems (CHI
’23). Association for Computing Machinery, New York, NY, USA, 1–19. https://doi.org/10.1145/3544548.3581251

[17] Eleanor R. Burgess, Elizabeth Kaziunas, and Maia Jacobs. 2022. Care Frictions: A Critical Reframing of Patient
Noncompliance in Health Technology Design. Proc. ACM Hum.-Comput. Interact. 6, CSCW2 (Nov. 2022), 281:1–281:31.
https://doi.org/10.1145/3555172

[18] Eleanor R. Burgess, Madhu C. Reddy, and David C. Mohr. 2022. "I Just Can’t Help But Smile Sometimes": Collaborative
Self-Management of Depression. Proceedings of the ACM on Human-Computer Interaction 6, CSCW1 (March 2022),
1–32. https://doi.org/10.1145/3512917

[19] Alan Chamberlain, m.c. schraefel, Erika Poole, Sean Munson, Catalina Danis, and Elizabeth Churchill. 2015. Moving
Beyond e-Health and the Quantified Self: The Role of CSCW in Collaboration, Community and Practice for
Technologically-Supported Proactive Health and Wellbeing. In Proceedings of the 18th ACM Conference Companion
on Computer Supported Cooperative Work & Social Computing (CSCW’15 Companion). Association for Computing
Machinery, New York, NY, USA, 273–276. https://doi.org/10.1145/2685553.2685555

[20] Prateek Chanda, Amogh Wagh, Jemimah A. Johnson, Swaraj Renghe, Vageesh Chandramouli, George Mathews,
Sapna Behar, Poornima Bhola, Girish Rao, Paulomi Sudhir, T. K. Srikanth, Amit Sharma, and Seema Mehrotra.
2021. MINDNOTES: A Mobile Platform To Enable Users To Break Stigma Around Mental Health and Connect
With Therapists. In Companion Publication of the 2021 Conference on Computer Supported Cooperative Work and
Social Computing (CSCW ’21 Companion). Association for Computing Machinery, New York, NY, USA, 213–217.
https://doi.org/10.1145/3462204.3482895

[21] Frank Chen, Eric Hekler, Jinhui Hu, Shen Li, and Candy Zhao. 2011. Designing for Context-Aware Health Self-
Monitoring, Feedback, and Engagement. In Proceedings of the ACM 2011 Conference on Computer Supported Cooperative
Work. ACM, Hangzhou China, 613–616. https://doi.org/10.1145/1958824.1958927

[22] Yunan Chen. 2011. Health Information Use in Chronic Care Cycles. In Proceedings of the ACM 2011 Conference
on Computer Supported Cooperative Work (CSCW ’11). Association for Computing Machinery, New York, NY, USA,
485–488. https://doi.org/10.1145/1958824.1958898

Proc. ACM Hum.-Comput. Interact., Vol. 9, No. 2, Article CSCW162. Publication date: April 2025.

https://www.psychiatry.org/File%20Library/Psychiatrists/Practice/Professional-Topics/Integrated-Care/APA-APM-Dissemination-Integrated-Care-Report.pdf
https://www.psychiatry.org/File%20Library/Psychiatrists/Practice/Professional-Topics/Integrated-Care/APA-APM-Dissemination-Integrated-Care-Report.pdf
https://doi.org/10.1145/3419249.3420126
https://doi.org/10.1145/1180875.1180892
https://doi.org/10.1037/fsh0000523
https://doi.org/10.1016/j.ypmed.2014.06.017
https://doi.org/10.1136/bmj.h945
https://doi.org/10.1186/1748-5908-8-S1-S2
https://doi.org/10.1186/1748-5908-8-S1-S2
https://doi.org/10.1145/3579545
https://doi.org/10.1016/j.ijhcs.2019.06.007
https://doi.org/10.1186/s12911-015-0138-6
https://doi.org/10.1191/1478088706qp063oa
https://doi.org/10.1145/3544548.3581251
https://doi.org/10.1145/3555172
https://doi.org/10.1145/3512917
https://doi.org/10.1145/2685553.2685555
https://doi.org/10.1145/3462204.3482895
https://doi.org/10.1145/1958824.1958927
https://doi.org/10.1145/1958824.1958898


SCOPE : Technology-Enhanced Collaborative Care Management CSCW162:27

[23] Chia-Fang Chung, Jonathan Cook, Elizabeth Bales, Jasmine Zia, and Sean A. Munson. 2015. More Than Telemonitoring:
Health Provider Use and Nonuse of Life-Log Data in Irritable Bowel Syndrome and Weight Management. Journal of
Medical Internet Research 17, 8 (Aug. 2015), e4364. https://doi.org/10.2196/jmir.4364

[24] Chia-Fang Chung, Kristin Dew, Allison Cole, Jasmine Zia, James Fogarty, Julie A. Kientz, and Sean A. Munson. 2016.
Boundary Negotiating Artifacts in Personal Informatics: Patient-Provider Collaboration with Patient-Generated Data.
In Proceedings of the 19th ACM Conference on Computer-Supported Cooperative Work & Social Computing. ACM, San
Francisco California USA, 770–786. https://doi.org/10.1145/2818048.2819926

[25] P H Coluzzi, M Grant, J H Doroshow, M Rhiner, B Ferrell, and L Rivera. 1995. Survey of the Provision of Supportive
Care Services at National Cancer Institute-designated Cancer Centers. Journal of Clinical Oncology 13, 3 (March
1995), 756–764. https://doi.org/10.1200/JCO.1995.13.3.756

[26] Tiffany Courtnage, Nicole E. Bates, Anne A. Armstrong, M. Katherine Seitz, Tammy S. Weitzman, and Jesse R. Fann.
2020. Enhancing Integrated Psychosocial Oncology Through Leveraging the Oncology Social Worker’s Role in
Collaborative Care. Psycho-Oncology 29, 12 (2020), 2084–2090. https://doi.org/10.1002/pon.5582

[27] PimCuijpers, Annemieke van Straten, and LisanneWarmerdam. 2007. Behavioral Activation Treatments of Depression:
A Meta-analysis. Clinical Psychology Review 27, 3 (April 2007), 318–326. https://doi.org/10.1016/j.cpr.2006.11.001

[28] Geoffrey M. Curran, Mark Bauer, Brian Mittman, Jeffrey M. Pyne, and Cheryl Stetler. 2012. Effectiveness-
Implementation Hybrid Designs. Medical Care 50, 3 (March 2012), 217–226. https://doi.org/10.1097/MLR.
0b013e3182408812

[29] Teresa Deshields, Brad Zebrack, and Vicki Kennedy. 2013. The State of Psychosocial Services in Cancer Care in the
United States. Psycho-Oncology 22, 3 (2013), 699–703. https://doi.org/10.1002/pon.3057

[30] Sona Dimidjian, Manuel Barrera, Christopher Martell, Ricardo F. Muñoz, and Peter M. Lewinsohn. 2011. The Origins
and Current Status of Behavioral Activation Treatments for Depression. Annual Review of Clinical Psychology 7
(2011), 1–38. https://doi.org/10.1146/annurev-clinpsy-032210-104535

[31] Keith S. Dobson, Steven D. Hollon, Sona Dimidjian, Karen B. Schmaling, Robert J. Kohlenberg, Robert Gallop, Shireen L.
Rizvi, Jackie K. Gollan, David L. Dunner, and Neil S. Jacobson. 2008. Randomized Trial of Behavioral Activation,
Cognitive Therapy, and Antidepressant Medication in the Prevention of Relapse and Recurrence in Major Depression.
Journal of Consulting and Clinical Psychology 76, 3 (June 2008), 468–477. https://doi.org/10.1037/0022-006X.76.3.468

[32] David Ekers, Lisa Webster, Annemieke Van Straten, Pim Cuijpers, David Richards, and Simon Gilbody. 2014.
Behavioural Activation for Depression; An Update of Meta-analysis of Effectiveness and Sub Group Analysis. PloS
One 9, 6 (2014), e100100. https://doi.org/10.1371/journal.pone.0100100

[33] Alan R. Ellis, Thomas R. Konrad, Kathleen C. Thomas, and Joseph P. Morrissey. 2009. County-Level Estimates of
Mental Health Professional Supply in the United States. Psychiatric Services (Washington, D.C.) 60, 10 (Oct. 2009),
1315–1322. https://doi.org/10.1176/ps.2009.60.10.1315

[34] Daniel A. Epstein, Nicole B. Lee, Jennifer H. Kang, Elena Agapie, Jessica Schroeder, Laura R. Pina, James Fogarty,
Julie A. Kientz, and Sean Munson. 2017. Examining Menstrual Tracking to Inform the Design of Personal Informatics
Tools. In Proceedings of the 2017 CHI Conference on Human Factors in Computing Systems (CHI ’17). Association for
Computing Machinery, New York, NY, USA, 6876–6888. https://doi.org/10.1145/3025453.3025635

[35] Daniel A. Epstein, An Ping, James Fogarty, and Sean A. Munson. 2015. A Lived Informatics Model of Personal
Informatics. In Proceedings of the 2015 ACM International Joint Conference on Pervasive and Ubiquitous Computing
(UbiComp ’15). Association for Computing Machinery, New York, NY, USA, 731–742. https://doi.org/10.1145/2750858.
2804250

[36] Peter Esser, Tim J. Hartung, Michael Friedrich, Christoffer Johansen, Hans-Ulrich Wittchen, Hermann Faller, Uwe
Koch, Martin Härter, Monika Keller, Holger Schulz, Karl Wegscheider, Joachim Weis, and Anja Mehnert. 2018. The
Generalized Anxiety Disorder Screener (GAD-7) and the Anxiety Module of the Hospital and Depression Scale
(HADS-a) As Screening Tools for Generalized Anxiety Disorder Among Cancer Patients. Psycho-Oncology 27, 6 (2018),
1509–1516. https://doi.org/10.1002/pon.4681

[37] Jesse R. Fann, Kathleen Ell, and Michael Sharpe. 2012. Integrating Psychosocial Care Into Cancer Services. Journal of
Clinical Oncology 30, 11 (April 2012), 1178–1186. https://doi.org/10.1200/JCO.2011.39.7398

[38] Jesse R. Fann, Ming-Yu Fan, and Jürgen Unützer. 2009. Improving Primary Care for Older Adults with Cancer and
Depression. Journal of General Internal Medicine 24 Suppl 2, Suppl 2 (Nov. 2009), S417–424. https://doi.org/10.1007/
s11606-009-0999-4

[39] Jesse R. Fann, Julia Ruark, and Michael Sharpe. 2021. Delivering Integrated Psychosocial Oncology Care: The
Collaborative Care Model. In Psycho-Oncology, William S. Breitbart, Phyllis N. Butow, William Breitbart, Phyllis
Butow, Paul Jacobsen, Wendy Lam, Mark Lazenby, and Matthew Loscalzo (Eds.). Oxford University Press, 0. https:
//doi.org/10.1093/med/9780190097653.003.0049

[40] Geraldine Fitzpatrick and Gunnar Ellingsen. 2013. A Review of 25 Years of CSCW Research in Healthcare:
Contributions, Challenges and Future Agendas. Computer Supported Cooperative Work (CSCW) 22, 4 (Aug. 2013),

Proc. ACM Hum.-Comput. Interact., Vol. 9, No. 2, Article CSCW162. Publication date: April 2025.

https://doi.org/10.2196/jmir.4364
https://doi.org/10.1145/2818048.2819926
https://doi.org/10.1200/JCO.1995.13.3.756
https://doi.org/10.1002/pon.5582
https://doi.org/10.1016/j.cpr.2006.11.001
https://doi.org/10.1097/MLR.0b013e3182408812
https://doi.org/10.1097/MLR.0b013e3182408812
https://doi.org/10.1002/pon.3057
https://doi.org/10.1146/annurev-clinpsy-032210-104535
https://doi.org/10.1037/0022-006X.76.3.468
https://doi.org/10.1371/journal.pone.0100100
https://doi.org/10.1176/ps.2009.60.10.1315
https://doi.org/10.1145/3025453.3025635
https://doi.org/10.1145/2750858.2804250
https://doi.org/10.1145/2750858.2804250
https://doi.org/10.1002/pon.4681
https://doi.org/10.1200/JCO.2011.39.7398
https://doi.org/10.1007/s11606-009-0999-4
https://doi.org/10.1007/s11606-009-0999-4
https://doi.org/10.1093/med/9780190097653.003.0049
https://doi.org/10.1093/med/9780190097653.003.0049


CSCW162:28 Anant Mittal et al.

609–665. https://doi.org/10.1007/s10606-012-9168-0
[41] John C. Fortney, AmyM. Bauer, JosephM. Cerimele, JeffreyM. Pyne, Paul Pfeiffer, Patrick J. Heagerty, Matt Hawrilenko,

Melissa J. Zielinski, Debra Kaysen, Deborah J. Bowen, Danna L. Moore, Lori Ferro, Karla Metzger, Stephanie Shushan,
Erin Hafer, John Paul Nolan, Gregory W. Dalack, and Jürgen Unützer. 2021. Comparison of Teleintegrated Care and
Telereferral Care for Treating Complex Psychiatric Disorders in Primary Care: A Pragmatic Randomized Comparative
Effectiveness Trial. JAMA Psychiatry 78, 11 (Nov. 2021), 1189–1199. https://doi.org/10.1001/jamapsychiatry.2021.2318

[42] John C. Fortney, Jeffrey M. Pyne, Mark J. Edlund, David K. Williams, Dean E. Robinson, Dinesh Mittal, and Kathy L.
Henderson. 2007. A Randomized Trial of Telemedicine-based Collaborative Care for Depression. Journal of General
Internal Medicine 22, 8 (Aug. 2007), 1086–1093. https://doi.org/10.1007/s11606-007-0201-9

[43] John C. Fortney, Jeffrey M. Pyne, Timothy A. Kimbrell, Teresa J. Hudson, Dean E. Robinson, Ronald Schneider,
William M. Moore, Paul J. Custer, Kathleen M. Grubbs, and Paula P. Schnurr. 2015. Telemedicine-based Collaborative
Care for Posttraumatic Stress Disorder: A Randomized Clinical Trial. JAMA Psychiatry 72, 1 (Jan. 2015), 58–67.
https://doi.org/10.1001/jamapsychiatry.2014.1575

[44] John C. Fortney, JeffreyM. Pyne, Sip B. Mouden, DineshMittal, Teresa J. Hudson, GaryW. Schroeder, David K.Williams,
Carol A. Bynum, Rhonda Mattox, and Kathryn M. Rost. 2013. Practice-based Versus Telemedicine-based Collaborative
Care for Depression in Rural Federally Qualified Health Centers: A Pragmatic Randomized Comparative Effectiveness
Trial. The American Journal of Psychiatry 170, 4 (April 2013), 414–425. https://doi.org/10.1176/appi.ajp.2012.12050696

[45] Doğa Gatos, Aslı Günay, Güncel Kırlangıç, Kemal Kuscu, and Asim Evren Yantac. 2021. How HCI Bridges Health and
Design in Online Health Communities: A Systematic Review. In Proceedings of the 2021 ACM Designing Interactive
Systems Conference (DIS ’21). Association for Computing Machinery, New York, NY, USA, 970–983. https://doi.org/
10.1145/3461778.3462100

[46] J. Grudin. 2005. Three Faces of Human-Computer Interaction. IEEE Annals of the History of Computing 27, 4 (Oct.
2005), 46–62. https://doi.org/10.1109/MAHC.2005.67

[47] Shefali Haldar, Hannah Studd, Novia Wong, David C. Mohr, Madhu Reddy, and Emily S. Miller. 2022. Collaboration
Challenges and Technology Opportunities at the Intersection of Perinatal and Mental Health Journeys. Proceedings of
the ACM on Human-Computer Interaction 6, CSCW2 (Nov. 2022), 1–28. https://doi.org/10.1145/3555614

[48] Sheila L. Hammer, Karen Clark, Marcia Grant, and Matthew J. Loscalzo. 2015. Seventeen Years of Progress for
Supportive Care Services: A Resurvey of National Cancer Institute–designated Comprehensive Cancer Centers.
Palliative & Supportive Care 13, 4 (Aug. 2015), 917–925. https://doi.org/10.1017/S1478951514000601

[49] Paul A. Harris, Robert Taylor, Brenda L. Minor, Veida Elliott, Michelle Fernandez, Lindsay O’Neal, Laura McLeod,
Giovanni Delacqua, Francesco Delacqua, Jacqueline Kirby, Stephany N. Duda, and REDCap Consortium. 2019. The
Redcap Consortium: Building an International Community of Software Platform Partners. Journal of Biomedical
Informatics 95 (July 2019), 103208. https://doi.org/10.1016/j.jbi.2019.103208

[50] Paul A. Harris, Robert Taylor, Robert Thielke, Jonathon Payne, Nathaniel Gonzalez, and Jose G. Conde. 2009. Research
Electronic Data Capture (Redcap)–a Metadata-driven Methodology and Workflow Process for Providing Translational
Research Informatics Support. Journal of Biomedical Informatics 42, 2 (April 2009), 377–381. https://doi.org/10.1016/j.
jbi.2008.08.010

[51] Andreas Hinz, Anja Mehnert, Rüya-Daniela Kocalevent, Elmar Brähler, Thomas Forkmann, Susanne Singer, and
Thomas Schulte. 2016. Assessment of Depression Severity With the PHQ-9 in Cancer Patients and in the General
Population. BMC Psychiatry 16, 1 (Feb. 2016), 22. https://doi.org/10.1186/s12888-016-0728-6

[52] Karen E. Hoffman, Ellen P. McCarthy, Christopher J. Recklitis, and Andrea K. Ng. 2009. Psychological Distress in
Long-Term Survivors of Adult-Onset Cancer: Results from a National Survey. Archives of Internal Medicine 169, 14
(July 2009), 1274–1281. https://doi.org/10.1001/archinternmed.2009.179

[53] Derek R. Hopko, Maria E. A. Armento, Sarah M. C. Robertson, Marlena M. Ryba, John P. Carvalho, Lindsey K.
Colman, Christen Mullane, Michael Gawrysiak, John L. Bell, James K. McNulty, and Carl W. Lejuez. 2011. Brief
Behavioral Activation and Problem-Solving Therapy for Depressed Breast Cancer Patients: Randomized Trial. Journal
of Consulting and Clinical Psychology 79, 6 (Dec. 2011), 834–849. https://doi.org/10.1037/a0025450

[54] D. R. Hopko, J. L. Bell, M. E. A. Armento, M. K. Hunt, and C. W. Lejuez. 2005. Behavior Therapy for Depressed
Cancer Patients in Primary Care. Psychotherapy: Theory, Research, Practice, Training 42, 2 (2005), 236–243. https:
//doi.org/10.1037/0033-3204.42.2.236

[55] D. R. Hopko, J. S. Funderburk, R. C. Shorey, C. C. McIndoo, M. M. Ryba, A. A. File, K. Benson, and M. Vitulano.
2013. Behavioral Activation and Problem-Solving Therapy for Depressed Breast Cancer Patients: Preliminary
Support for Decreased Suicidal Ideation. Behavior Modification 37, 6 (Nov. 2013), 747–767. https://doi.org/10.1177/
0145445513501512

[56] Derek R. Hopko, Jessica F. Magidson, and C. W. Lejuez. 2011. Treatment Failure in Behavior Therapy: Focus
on Behavioral Activation for Depression. Journal of Clinical Psychology 67, 11 (Nov. 2011), 1106–1116. https:
//doi.org/10.1002/jclp.20840

Proc. ACM Hum.-Comput. Interact., Vol. 9, No. 2, Article CSCW162. Publication date: April 2025.

https://doi.org/10.1007/s10606-012-9168-0
https://doi.org/10.1001/jamapsychiatry.2021.2318
https://doi.org/10.1007/s11606-007-0201-9
https://doi.org/10.1001/jamapsychiatry.2014.1575
https://doi.org/10.1176/appi.ajp.2012.12050696
https://doi.org/10.1145/3461778.3462100
https://doi.org/10.1145/3461778.3462100
https://doi.org/10.1109/MAHC.2005.67
https://doi.org/10.1145/3555614
https://doi.org/10.1017/S1478951514000601
https://doi.org/10.1016/j.jbi.2019.103208
https://doi.org/10.1016/j.jbi.2008.08.010
https://doi.org/10.1016/j.jbi.2008.08.010
https://doi.org/10.1186/s12888-016-0728-6
https://doi.org/10.1001/archinternmed.2009.179
https://doi.org/10.1037/a0025450
https://doi.org/10.1037/0033-3204.42.2.236
https://doi.org/10.1037/0033-3204.42.2.236
https://doi.org/10.1177/0145445513501512
https://doi.org/10.1177/0145445513501512
https://doi.org/10.1002/jclp.20840
https://doi.org/10.1002/jclp.20840


SCOPE : Technology-Enhanced Collaborative Care Management CSCW162:29

[57] Hilary Hutchinson, Wendy Mackay, Bo Westerlund, Benjamin B. Bederson, Allison Druin, Catherine Plaisant,
Michel Beaudouin-Lafon, Stéphane Conversy, Helen Evans, Heiko Hansen, Nicolas Roussel, and Björn Eiderbäck.
2003. Technology Probes: Inspiring Design for and with Families. In Proceedings of the SIGCHI Conference on
Human Factors in Computing Systems (CHI ’03). Association for Computing Machinery, New York, NY, USA, 17–24.
https://doi.org/10.1145/642611.642616

[58] Institute of Medicine (US), National Research Council (US), National Cancer Policy Board. 2004. Meeting Psychosocial
Needs of Women with Breast Cancer. National Academies Press (US), Washington (DC). http://www.ncbi.nlm.nih.
gov/books/NBK215943/

[59] Kelly E. Irwin, Elyse R. Park, Lauren E. Fields, Amy E. Corveleyn, Joseph A. Greer, Giselle K. Perez, Catherine A.
Callaway, Jamie M. Jacobs, Andrew A. Nierenberg, Jennifer S. Temel, David P. Ryan, and William F. Pirl. 2019. Bridge:
Person-Centered Collaborative Care for Patients with Serious Mental Illness and Cancer. The Oncologist 24, 7 (July
2019), 901–910. https://doi.org/10.1634/theoncologist.2018-0488

[60] John Paul Jameson and Michael B. Blank. 2010. Diagnosis and Treatment of Depression and Anxiety in Rural and
Nonrural Primary Care: National Survey Results. Psychiatric Services (Washington, D.C.) 61, 6 (June 2010), 624–627.
https://doi.org/10.1176/ps.2010.61.6.624

[61] Jonathan W. Kanter, Rachel C. Manos, William M. Bowe, David E. Baruch, Andrew M. Busch, and Laura C. Rusch.
2010. What Is Behavioral Activation? A Review of the Empirical Literature. Clinical Psychology Review 30, 6 (Aug.
2010), 608–620. https://doi.org/10.1016/j.cpr.2010.04.001

[62] Elizabeth Kaziunas, Ayse G. Buyuktur, Jasmine Jones, Sung W. Choi, David A. Hanauer, and Mark S. Ackerman.
2015. Transition and Reflection in the Use of Health Information: The Case of Pediatric Bone Marrow Transplant
Caregivers. In Proceedings of the 18th ACM Conference on Computer Supported Cooperative Work & Social Computing.
ACM, Vancouver BC Canada, 1763–1774. https://doi.org/10.1145/2675133.2675276

[63] Os Keyes, Burren Peil, Rua M. Williams, and Katta Spiel. 2020. Reimagining (Women’s) Health: HCI, Gender and
Essentialised Embodiment. ACM Transactions on Computer-Human Interaction 27, 4 (Aug. 2020), 1–42. https:
//doi.org/10.1145/3404218

[64] Young-Ho Kim, Jae Ho Jeon, Bongshin Lee, Eun Kyoung Choe, and Jinwook Seo. 2017. OmniTrack: A Flexible Self-
Tracking Approach Leveraging Semi-Automated Tracking. Proceedings of the ACM on Interactive, Mobile, Wearable
and Ubiquitous Technologies 1, 3 (Sept. 2017), 1–28. https://doi.org/10.1145/3130930

[65] A M H Krebber, L M Buffart, G Kleijn, I C Riepma, R de Bree, C R Leemans, A Becker, J Brug, A van Straten, P Cuijpers,
and I M Verdonck-de Leeuw. 2014. Prevalence of Depression in Cancer Patients: A Meta-Analysis of Diagnostic
Interviews and Self-Report Instruments. Psycho-Oncology 23, 2 (Feb. 2014), 121–130. https://doi.org/10.1002/pon.3409

[66] Kurt Kroenke, Dale Theobald, Jingwei Wu, Kelli Norton, Gwendolyn Morrison, Janet Carpenter, and Wanzhu Tu.
2010. Effect of Telecare Management on Pain and Depression in Patients with Cancer: A Randomized Trial. JAMA
304, 2 (July 2010), 163–171. https://doi.org/10.1001/jama.2010.944

[67] Neha Kumar, Daniel A. Epstein, Catherine D’Ignazio, Amanda Lazar, Andrea Parker, Muge Haseki, and Anupriya Tuli.
2019. Women’s Health, Wellbeing, & Empowerment. In Companion Publication of the 2019 Conference on Computer
Supported Cooperative Work and Social Computing (CSCW ’19 Companion). Association for Computing Machinery,
New York, NY, USA, 116–121. https://doi.org/10.1145/3311957.3358606

[68] Emily G. Lattie, Rachel Kornfield, Kathryn E. Ringland, Renwen Zhang, Nathan Winquist, and Madhu Reddy. 2020.
Designing Mental Health Technologies that Support the Social Ecosystem of College Students. In Proceedings of the
2020 CHI Conference on Human Factors in Computing Systems. ACM, Honolulu HI USA, 1–15. https://doi.org/10.1145/
3313831.3376362

[69] Charlotte P. Lee. 2007. Boundary Negotiating Artifacts: Unbinding the Routine of Boundary Objects and Embracing
Chaos in Collaborative Work. Computer Supported Cooperative Work (CSCW) 16, 3 (June 2007), 307–339. https:
//doi.org/10.1007/s10606-007-9044-5

[70] James R. Lewis. 2018. The System Usability Scale: Past, Present, and Future. International Journal of Human–Computer
Interaction 34, 7 (July 2018), 577–590. https://doi.org/10.1080/10447318.2018.1455307

[71] Ian Li, Anind Dey, and Jodi Forlizzi. 2010. A Stage-Based Model of Personal Informatics Systems. In Proceedings of the
SIGCHI Conference on Human Factors in Computing Systems (CHI ’10). Association for Computing Machinery, New
York, NY, USA, 557–566. https://doi.org/10.1145/1753326.1753409

[72] Madeline Li, Erin B. Kennedy, Nelson Byrne, Caroline Gérin-Lajoie, Mark R. Katz, Homa Keshavarz, Scott Sellick, and
Esther Green. 2017. Systematic Review and Meta-Analysis of Collaborative Care Interventions for Depression in
Patients with Cancer. Psycho-Oncology 26, 5 (2017), 573–587. https://doi.org/10.1002/pon.4286

[73] Aaron Lyon, Sean A. Munson, Madhu Reddy, Stephen M. Schueller, Elena Agapie, Svetlana Yarosh, Alex Dopp, Ulrica
Von Thiele Schwarz, Gavin Doherty, Andrea K Graham, Kaylee Payne Kruzan, and Rachel Kornfield. 2023. Bridging
HCI and Implementation Science for Innovation Adoption and Public Health Impact. In Extended Abstracts of the 2023
CHI Conference on Human Factors in Computing Systems. ACM, Hamburg Germany, 1–7. https://doi.org/10.1145/

Proc. ACM Hum.-Comput. Interact., Vol. 9, No. 2, Article CSCW162. Publication date: April 2025.

https://doi.org/10.1145/642611.642616
http://www.ncbi.nlm.nih.gov/books/NBK215943/
http://www.ncbi.nlm.nih.gov/books/NBK215943/
https://doi.org/10.1634/theoncologist.2018-0488
https://doi.org/10.1176/ps.2010.61.6.624
https://doi.org/10.1016/j.cpr.2010.04.001
https://doi.org/10.1145/2675133.2675276
https://doi.org/10.1145/3404218
https://doi.org/10.1145/3404218
https://doi.org/10.1145/3130930
https://doi.org/10.1002/pon.3409
https://doi.org/10.1001/jama.2010.944
https://doi.org/10.1145/3311957.3358606
https://doi.org/10.1145/3313831.3376362
https://doi.org/10.1145/3313831.3376362
https://doi.org/10.1007/s10606-007-9044-5
https://doi.org/10.1007/s10606-007-9044-5
https://doi.org/10.1080/10447318.2018.1455307
https://doi.org/10.1145/1753326.1753409
https://doi.org/10.1002/pon.4286
https://doi.org/10.1145/3544549.3574132
https://doi.org/10.1145/3544549.3574132


CSCW162:30 Anant Mittal et al.

3544549.3574132
[74] Kathleen D. Lyons, Jay G. Hull, Peter A. Kaufman, Zhongze Li, Janette L. Seville, Tim A. Ahles, Alice B. Kornblith,

and Mark T. Hegel. 2015. Development and Initial Evaluation of a Telephone-Delivered, Behavioral Activation, and
Problem-Solving Treatment Program to Address Functional Goals of Breast Cancer Survivors. Journal of Psychosocial
Oncology 33, 2 (March 2015), 199–218. https://doi.org/10.1080/07347332.2014.1002659

[75] Trevor Mazzucchelli, Robert Kane, and Clare Rees. 2009. Behavioral Activation Treatments for Depression in Adults:
A Meta-analysis and Review. Clinical Psychology: Science and Practice 16, 4 (2009), 383–411. https://doi.org/10.1111/j.
1468-2850.2009.01178.x

[76] M. V. McDonald, S. D. Passik, W. Dugan, B. Rosenfeld, D. E. Theobald, and S. Edgerton. 1999. Nurses’ Recognition of
Depression in Their Patients with Cancer. Oncology Nursing Forum 26, 3 (April 1999), 593–599.

[77] Helena M. Mentis, Anita Komlodi, Katrina Schrader, Michael Phipps, Ann Gruber-Baldini, Karen Yarbrough, and Lisa
Shulman. 2017. Crafting a View of Self-Tracking Data in the Clinical Visit. In Proceedings of the 2017 CHI Conference
on Human Factors in Computing Systems (CHI ’17). Association for Computing Machinery, New York, NY, USA,
5800–5812. https://doi.org/10.1145/3025453.3025589

[78] Elizabeth L. Murnane, Tara G. Walker, Beck Tench, Stephen Voida, and Jaime Snyder. 2018. Personal Informatics
in Interpersonal Contexts: Towards the Design of Technology that Supports the Social Ecologies of Long-Term
Mental Health Management. Proceedings of the ACM on Human-Computer Interaction 2, CSCW (Nov. 2018), 1–27.
https://doi.org/10.1145/3274396

[79] Ada Ng, Rachel Kornfield, Stephen M. Schueller, Alyson K. Zalta, Michael Brennan, and Madhu Reddy. 2019. Provider
Perspectives on Integrating Sensor-Captured Patient-Generated Data in Mental Health Care. Proceedings of the ACM
on Human-Computer Interaction 3, CSCW (Nov. 2019), 115:1–115:25. https://doi.org/10.1145/3359217

[80] Francisco Nunes, Nervo Verdezoto, Geraldine Fitzpatrick, Morten Kyng, Erik Grönvall, and Cristiano Storni. 2015.
Self-Care Technologies in HCI: Trends, Tensions, and Opportunities. ACM Trans. Comput.-Hum. Interact. 22, 6 (Dec.
2015), 33:1–33:45. https://doi.org/10.1145/2803173

[81] Anaeze C. Offodile, Allison J. Seitz, and Susan K. Peterson. 2021. Digital Health Navigation: An Enabling Infrastructure
for Optimizing and Integrating Virtual Care Into Oncology Practice. JCO Clinical Cancer Informatics 5 (Dec. 2021),
1151–1154. https://doi.org/10.1200/CCI.21.00111

[82] Kathleen O’Leary, Arpita Bhattacharya, Sean A. Munson, Jacob O. Wobbrock, and Wanda Pratt. 2017. Design
Opportunities for Mental Health Peer Support Technologies. In Proceedings of the 2017 ACM Conference on Computer
Supported Cooperative Work and Social Computing (CSCW ’17). Association for Computing Machinery, New York, NY,
USA, 1470–1484. https://doi.org/10.1145/2998181.2998349

[83] Alexandra Papoutsaki, Jina Huh-Yoo, Haley MacLeod, Lena Mamykina, Andrew D. Miller, Svetlana Yarosh, and
Daniel A. Epstein. 2021. The Future of Research on Online Health Communities: Discussing Membership, Structure,
and Support. In Companion Publication of the 2021 Conference on Computer Supported Cooperative Work and Social
Computing. ACM, Virtual Event USA, 352–355. https://doi.org/10.1145/3462204.3481721

[84] Sun Young Park, Yunan Chen, and Shriti Raj. 2017. Beyond Health Literacy: Supporting Patient-Provider
Communication during an Emergency Visit. In Proceedings of the 2017 ACM Conference on Computer Supported
Cooperative Work and Social Computing (CSCW ’17). Association for Computing Machinery, New York, NY, USA,
2179–2192. https://doi.org/10.1145/2998181.2998357

[85] Sun Young Park, Francisco Nunes, Andrew Berry, Ayse Büyüktür, Luigi De Russis, Mary Czerwinski, and Woosuk Seo.
2019. Who Cares? Exploring the Concept of Care Networks for Designing Healthcare Technologies. In Proceedings
of 17th European Conference on Computer-Supported Cooperative Work - Workshops. European Society for Socially
Embedded Technologies (EUSSET), Salzburg, Austria, 10.18420/ecscw2019_ws1. https://doi.org/10.18420/ecscw2019_
ws1

[86] S. D. Passik, W. Dugan, M. V. McDonald, B. Rosenfeld, D. E. Theobald, and S. Edgerton. 1998. Oncologists’ Recognition
of Depression in Their Patients with Cancer. Journal of Clinical Oncology: Official Journal of the American Society of
Clinical Oncology 16, 4 (April 1998), 1594–1600. https://doi.org/10.1200/JCO.1998.16.4.1594

[87] J. Cara Pendergrass, Steven D. Targum, and John E. Harrison. 2018. Cognitive Impairment Associated with Cancer.
Innovations in Clinical Neuroscience 15, 1-2 (2018), 36–44. https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5819720/

[88] C. Petersen and P. DeMuro. 2015. Legal and Regulatory Considerations Associated with Use of Patient-generated
Health Data from Social Media and Mobile Health (Mhealth) Devices. Applied Clinical Informatics 6, 1 (2015), 16–26.
https://doi.org/10.4338/ACI-2014-09-R-0082

[89] William F. Pirl, Joseph A. Greer, Sharla Wells-Di Gregorio, Teresa Deshields, Scott Irwin, Karen Fasciano, Lori Wiener,
Tiffany Courtnage, Lynne S. Padgett, and Jesse R. Fann. 2020. Framework for Planning the Delivery of Psychosocial
Oncology Services: An American Psychosocial Oncology Society Task Force Report. Psycho-Oncology 29, 12 (Dec.
2020), 1982–1987. https://doi.org/10.1002/pon.5409

Proc. ACM Hum.-Comput. Interact., Vol. 9, No. 2, Article CSCW162. Publication date: April 2025.

https://doi.org/10.1145/3544549.3574132
https://doi.org/10.1145/3544549.3574132
https://doi.org/10.1080/07347332.2014.1002659
https://doi.org/10.1111/j.1468-2850.2009.01178.x
https://doi.org/10.1111/j.1468-2850.2009.01178.x
https://doi.org/10.1145/3025453.3025589
https://doi.org/10.1145/3274396
https://doi.org/10.1145/3359217
https://doi.org/10.1145/2803173
https://doi.org/10.1200/CCI.21.00111
https://doi.org/10.1145/2998181.2998349
https://doi.org/10.1145/3462204.3481721
https://doi.org/10.1145/2998181.2998357
https://doi.org/10.18420/ecscw2019_ws1
https://doi.org/10.18420/ecscw2019_ws1
https://doi.org/10.1200/JCO.1998.16.4.1594
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5819720/
https://doi.org/10.4338/ACI-2014-09-R-0082
https://doi.org/10.1002/pon.5409


SCOPE : Technology-Enhanced Collaborative Care Management CSCW162:31

[90] Alexandra Pitman, Sahil Suleman, Nicholas Hyde, and Andrew Hodgkiss. 2018. Depression and Anxiety in Patients
with Cancer. BMJ 361 (April 2018), k1415. https://doi.org/10.1136/bmj.k1415

[91] Shriti Raj, Mark W. Newman, Joyce M. Lee, and Mark S. Ackerman. 2017. Understanding Individual and Collaborative
Problem-Solving with Patient-Generated Data: Challenges and Opportunities. Proceedings of the ACM on Human-
Computer Interaction 1, CSCW (Dec. 2017), 88:1–88:18. https://doi.org/10.1145/3134723

[92] Lori Raney, David Bergman, John Torous, and Michael Hasselberg. 2017. Digitally Driven Integrated Primary Care
and Behavioral Health: How Technology Can Expand Access to Effective Treatment. Current Psychiatry Reports 19,
11 (Sept. 2017), 86. https://doi.org/10.1007/s11920-017-0838-y

[93] Amon Rapp and Federica Cena. 2016. Personal Informatics for Everyday Life: How Users Without Prior Self-Tracking
Experience Engage with Personal Data. International Journal of Human-Computer Studies 94 (Oct. 2016), 1–17.
https://doi.org/10.1016/j.ijhcs.2016.05.006

[94] James D. Reschovsky and Andrea B. Staiti. 2005. Access And Quality: Does Rural America Lag Behind? Health Affairs
24, 4 (July 2005), 1128–1139. https://doi.org/10.1377/hlthaff.24.4.1128

[95] Bruce L. Rollman, Bea Herbeck Belnap, Sati Mazumdar, Kaleab Z. Abebe, Jordan F. Karp, Eric J. Lenze, and Herbert C.
Schulberg. 2017. Telephone-Delivered Stepped Collaborative Care for TreatingAnxiety in Primary Care: A Randomized
Controlled Trial. Journal of General Internal Medicine 32, 3 (March 2017), 245–255. https://doi.org/10.1007/s11606-
016-3873-1

[96] Marlena M. Ryba, C. W. Lejuez, and Derek R. Hopko. 2014. Behavioral Activation for Depressed Breast Cancer
Patients: The Impact of Therapeutic Compliance and Quantity of Activities Completed on Symptom Reduction.
Journal of Consulting and Clinical Psychology 82, 2 (2014), 325–335. https://doi.org/10.1037/a0035363

[97] Pedro Sanches, Axel Janson, Pavel Karpashevich, Camille Nadal, Chengcheng Qu, Claudia Daudén Roquet, Muhammad
Umair, Charles Windlin, Gavin Doherty, Kristina Höök, and Corina Sas. 2019. HCI and Affective Health: Taking Stock
of a Decade of Studies and Charting Future Research Directions. In Proceedings of the 2019 CHI Conference on Human
Factors in Computing Systems. ACM, Glasgow Scotland Uk, 1–17. https://doi.org/10.1145/3290605.3300475

[98] Jessica Schroeder, Chia-Fang Chung, Daniel A. Epstein, Ravi Karkar, Adele Parsons, Natalia Murinova, James Fogarty,
and Sean A. Munson. 2018. Examining Self-Tracking by People with Migraine: Goals, Needs, and Opportunities in a
Chronic Health Condition. In Proceedings of the 2018 Designing Interactive Systems Conference (DIS ’18). Association
for Computing Machinery, New York, NY, USA, 135–148. https://doi.org/10.1145/3196709.3196738

[99] Jessica Schroeder, Jane Hoffswell, Chia-Fang Chung, James Fogarty, Sean Munson, and Jasmine Zia. 2017. Supporting
Patient-Provider Collaboration to Identify Individual Triggers using Food and Symptom Journals. In Proceedings of
the 2017 ACM Conference on Computer Supported Cooperative Work and Social Computing (CSCW ’17). Association for
Computing Machinery, New York, NY, USA, 1726–1739. https://doi.org/10.1145/2998181.2998276

[100] Jessica Schroeder, Ravi Karkar, Natalia Murinova, James Fogarty, and Sean A. Munson. 2019. Examining Opportunities
for Goal-Directed Self-Tracking to Support Chronic Condition Management. Proceedings of the ACM on Interactive,
Mobile, Wearable and Ubiquitous Technologies 3, 4 (Dec. 2019), 1–26. https://doi.org/10.1145/3369809

[101] Yasaman S. Sefidgar, Carla L. Castillo, Shaan Chopra, Liwei Jiang, Tae Jones, Anant Mittal, Hyeyoung Ryu, Jessica
Schroeder, Allison Cole, Natalia Murinova, Sean A. Munson, and James Fogarty. 2024. MigraineTracker: Examining
Patient Experiences with Goal-Directed Self-Tracking for a Chronic Health Condition. In Proceedings of the CHI
Conference on Human Factors in Computing Systems (CHI ’24). Association for Computing Machinery, New York, NY,
USA, 1–19. https://doi.org/10.1145/3613904.3642075

[102] Joanne Shaw, Suvena Sethi, Lisa Vaccaro, Lisa Beatty, Laura Kirsten, David Kissane, Brian Kelly, Geoff Mitchell,
Kerry Sherman, and Jane Turner. 2019. Is Care Really Shared? A Systematic Review of Collaborative Care (Shared
Care) Interventions for Adult Cancer Patients With Depression. BMC Health Services Research 19, 1 (Feb. 2019), 120.
https://doi.org/10.1186/s12913-019-3946-z

[103] Emma Simpson, Richard Brown, Elizabeth Sillence, Lynne Coventry, Karen Lloyd, Jo Gibbs, Shema Tariq, and Abigail C.
Durrant. 2021. Understanding the Barriers and Facilitators to Sharing Patient-Generated Health Data Using Digital
Technology for People Living With Long-Term Health Conditions: A Narrative Review. Frontiers in Public Health 9
(2021), 641424. https://doi.org/10.3389/fpubh.2021.641424

[104] Meredith M. Skeels, Kenton T. Unruh, Christopher Powell, and Wanda Pratt. 2010. Catalyzing social support for
breast cancer patients. In Proceedings of the SIGCHI Conference on Human Factors in Computing Systems (CHI ’10).
Association for Computing Machinery, New York, NY, USA, 173–182. https://doi.org/10.1145/1753326.1753353

[105] Petr Slovak, Alissa Antle, Nikki Theofanopoulou, Claudia Daudén Roquet, James Gross, and Katherine Isbister. 2023.
Designing for Emotion Regulation Interventions: An Agenda for HCI Theory and Research. ACM Transactions on
Computer-Human Interaction 30, 1 (Feb. 2023), 1–51. https://doi.org/10.1145/3569898

[106] Petr Slovak and Sean A. Munson. 2024. HCI Contributions in Mental Health: A Modular Framework to Guide
Psychosocial Intervention Design. In Proceedings of the CHI Conference on Human Factors in Computing Systems. ACM,
Honolulu HI USA, 1–21. https://doi.org/10.1145/3613904.3642624

Proc. ACM Hum.-Comput. Interact., Vol. 9, No. 2, Article CSCW162. Publication date: April 2025.

https://doi.org/10.1136/bmj.k1415
https://doi.org/10.1145/3134723
https://doi.org/10.1007/s11920-017-0838-y
https://doi.org/10.1016/j.ijhcs.2016.05.006
https://doi.org/10.1377/hlthaff.24.4.1128
https://doi.org/10.1007/s11606-016-3873-1
https://doi.org/10.1007/s11606-016-3873-1
https://doi.org/10.1037/a0035363
https://doi.org/10.1145/3290605.3300475
https://doi.org/10.1145/3196709.3196738
https://doi.org/10.1145/2998181.2998276
https://doi.org/10.1145/3369809
https://doi.org/10.1145/3613904.3642075
https://doi.org/10.1186/s12913-019-3946-z
https://doi.org/10.3389/fpubh.2021.641424
https://doi.org/10.1145/1753326.1753353
https://doi.org/10.1145/3569898
https://doi.org/10.1145/3613904.3642624


CSCW162:32 Anant Mittal et al.

[107] Brian K. Smith, Jeana Frost, Meltem Albayrak, and Rajneesh Sudhakar. 2007. Integrating Glucometers and Digital
Photography as Experience Capture Tools to Enhance Patient Understanding and Communication of Diabetes Self-
Management Practices. Personal and Ubiquitous Computing 11, 4 (April 2007), 273–286. https://doi.org/10.1007/s00779-
006-0087-2

[108] Hamish R. Smith. 2015. Depression in Cancer Patients: Pathogenesis, Implications and Treatment (Review). Oncology
Letters 9, 4 (April 2015), 1509–1514. https://doi.org/10.3892/ol.2015.2944

[109] Jennifer L. Steel, David A. Geller, Kevin H. Kim, Lisa H. Butterfield, Michael Spring, Jonathan Grady, Weiing Sun,
Wallis Marsh, Michael Antoni, Mary Amanda Dew, Vicki Helgeson, Richard Schulz, and Allan Tsung. 2016. Web-Based
Collaborative Care Intervention to Manage Cancer-Related Symptoms in the Palliative Care Setting. Cancer 122, 8
(April 2016), 1270–1282. https://doi.org/10.1002/cncr.29906

[110] Aliza T. Stein, Emily Carl, Pim Cuijpers, Eirini Karyotaki, and Jasper A. J. Smits. 2021. Looking Beyond Depression: A
Meta-Analysis of the Effect of Behavioral Activation on Depression, Anxiety, and Activation. Psychological Medicine
51, 9 (July 2021), 1491–1504. https://doi.org/10.1017/S0033291720000239

[111] Cristiano Storni. 2011. Complexity in an Uncertain and Cosmopolitan World. Rethinking Personal Health Technology
in Diabetes with the Tag-it-Yourself. PsychNology Journal 9, 2 (Aug. 2011), 165–185.

[112] Jina Suh, Spencer Williams, Jesse R. Fann, James Fogarty, Amy M. Bauer, and Gary Hsieh. 2020. Parallel Journeys of
Patients with Cancer and Depression: Challenges and Opportunities for Technology-Enabled Collaborative Care.
Proceedings of the ACM on Human-Computer Interaction 4, CSCW1 (May 2020), 38:1–38:36. https://doi.org/10.1145/
3392843

[113] Hyuna Sung, Jacques Ferlay, Rebecca L. Siegel, Mathieu Laversanne, Isabelle Soerjomataram, Ahmedin Jemal, and
Freddie Bray. 2021. Global Cancer Statistics 2020: GLOBOCAN Estimates of Incidence and Mortality Worldwide for 36
Cancers in 185 Countries. CA: A Cancer Journal for Clinicians 71, 3 (2021), 209–249. https://doi.org/10.3322/caac.21660

[114] Joshua K. Swift and Roger P. Greenberg. 2012. Premature Discontinuation in Adult Psychotherapy: A Meta-analysis.
Journal of Consulting and Clinical Psychology 80, 4 (Aug. 2012), 547–559. https://doi.org/10.1037/a0028226

[115] W Söllner, A DeVries, E Steixner, P Lukas, G Sprinzl, G Rumpold, and S Maislinger. 2001. How Successful Are
Oncologists in Identifying Patient Distress, Perceived Social Support, and Need for Psychosocial Counselling? British
Journal of Cancer 84, 2 (Jan. 2001), 179–185. https://doi.org/10.1054/bjoc.2000.1545

[116] Charlotte Tang and Sheelagh Carpendale. 2008. Evaluating the Deployment of a Mobile Technology in a Hospital
Ward. In Proceedings of the 2008 ACM Conference on Computer Supported Cooperative Work (CSCW ’08). Association
for Computing Machinery, New York, NY, USA, 205–214. https://doi.org/10.1145/1460563.1460596

[117] Parvez Thekkumpurath, Jane Walker, Isabella Butcher, Laura Hodges, Annet Kleiboer, Mark O’Connor, Lucy Wall,
Gordon Murray, Kurt Kroenke, and Michael Sharpe. 2011. Screening for Major Depression in Cancer Outpatients:
The Diagnostic Accuracy of the 9-Item Patient Health Questionnaire. Cancer 117, 1 (Jan. 2011), 218–227. https:
//doi.org/10.1002/cncr.25514

[118] Kathleen C. Thomas, Alan R. Ellis, Thomas R. Konrad, Charles E. Holzer, and Joseph P. Morrissey. 2009. County-
Level Estimates of Mental Health Professional Shortage in the United States. Psychiatric Services 60, 10 (Oct. 2009),
1323–1328. https://doi.org/10.1176/ps.2009.60.10.1323

[119] Anilkrishna B. Thota, Theresa Ann Sipe, Guthrie J. Byard, Carlos S. Zometa, Robert A. Hahn, Lela R. McKnight-Eily,
Daniel P. Chapman, Ana F. Abraido-Lanza, Jane L. Pearson, Clinton W. Anderson, Alan J. Gelenberg, Kevin D.
Hennessy, Farifteh F. Duffy, Mary E. Vernon-Smiley, Donald E. Nease, and Samantha P. Williams. 2012. Collaborative
Care to Improve theManagement of Depressive Disorders: A Community Guide Systematic Review andMeta-Analysis.
American Journal of Preventive Medicine 42, 5 (May 2012), 525–538. https://doi.org/10.1016/j.amepre.2012.01.019

[120] Joseph M. Trombello, Charles South, Audrey Cecil, Katherine E. Sánchez, Alma Christina Sánchez, Sara Levinson
Eidelman, Taryn L. Mayes, Farra Kahalnik, Corey Tovian, Beth D. Kennard, andMadhukar H. Trivedi. 2017. Efficacy of a
Behavioral Activation Teletherapy Intervention to Treat Depression and Anxiety in Primary Care VitalSign6 Program.
The Primary Care Companion for CNS Disorders 19, 5 (Oct. 2017), 17m02146. https://doi.org/10.4088/PCC.17m02146

[121] Jonna F. van Eck van der Sluijs, Hilde Castelijns, Vera Eijsbroek, Cees A. Th Rijnders, Harm W. J. van Marwijk, and
Christina M. van der Feltz-Cornelis. 2018. Illness Burden and Physical Outcomes Associated with Collaborative
Care in Patients with Comorbid Depressive Disorder in Chronic Medical Conditions: A Systematic Review and
Meta-Analysis. General Hospital Psychiatry 50 (2018), 1–14. https://doi.org/10.1016/j.genhosppsych.2017.08.003

[122] Emily Wood, Sally Ohlsen, and Thomas Ricketts. 2017. What Are the Barriers and Facilitators to Implementing
Collaborative Care for Depression? A Systematic Review. Journal of Affective Disorders 214 (May 2017), 26–43.
https://doi.org/10.1016/j.jad.2017.02.028

[123] Susan S. Woods, Neil C. Evans, and Kathleen L. Frisbee. 2016. Integrating Patient Voices into Health Information
for Self-Care and Patient-Clinician Partnerships: Veterans Affairs Design Recommendations for Patient-Generated
Data Applications. Journal of the American Medical Informatics Association: JAMIA 23, 3 (May 2016), 491–495.
https://doi.org/10.1093/jamia/ocv199

Proc. ACM Hum.-Comput. Interact., Vol. 9, No. 2, Article CSCW162. Publication date: April 2025.

https://doi.org/10.1007/s00779-006-0087-2
https://doi.org/10.1007/s00779-006-0087-2
https://doi.org/10.3892/ol.2015.2944
https://doi.org/10.1002/cncr.29906
https://doi.org/10.1017/S0033291720000239
https://doi.org/10.1145/3392843
https://doi.org/10.1145/3392843
https://doi.org/10.3322/caac.21660
https://doi.org/10.1037/a0028226
https://doi.org/10.1054/bjoc.2000.1545
https://doi.org/10.1145/1460563.1460596
https://doi.org/10.1002/cncr.25514
https://doi.org/10.1002/cncr.25514
https://doi.org/10.1176/ps.2009.60.10.1323
https://doi.org/10.1016/j.amepre.2012.01.019
https://doi.org/10.4088/PCC.17m02146
https://doi.org/10.1016/j.genhosppsych.2017.08.003
https://doi.org/10.1016/j.jad.2017.02.028
https://doi.org/10.1093/jamia/ocv199


SCOPE : Technology-Enhanced Collaborative Care Management CSCW162:33

[124] Seraphina Yong, Min-Wei Hung, Chien Wen (Tina) Yuan, Chih-Chiang Chiu, Ming-Chyi Huang, and Chuang-Wen
You. 2020. Attitudes Toward Health and Communication in Depressed Older Adults. In Companion Publication of the
2020 Conference on Computer Supported Cooperative Work and Social Computing (CSCW ’20 Companion). Association
for Computing Machinery, New York, NY, USA, 425–429. https://doi.org/10.1145/3406865.3418328

[125] Seraphina Yong, Min-Wei Hung, Chien Wen (Tina) Yuan, Chih-Chiang Chiu, Ming-Chyi Huang, and Chuang-Wen
You. 2023. Mind and Body: The Complex Role of Social Resources in Understanding and Managing Depression
in Older Adults. Proceedings of the ACM on Human-Computer Interaction 7, CSCW1 (April 2023), 1–25. https:
//doi.org/10.1145/3579507

[126] Hubert D. Zając, Dana Li, Xiang Dai, Jonathan F. Carlsen, Finn Kensing, and Tariq O. Andersen. 2023. Clinician-Facing
AI in the Wild: Taking Stock of the Sociotechnical Challenges and Opportunities for HCI. ACM Transactions on
Computer-Human Interaction 30, 2 (April 2023), 1–39. https://doi.org/10.1145/3582430

[127] Brad Zebrack, Karen Kayser, Lynne Padgett, Laura Sundstrom, Chad Jobin, Krista Nelson, and Iris C. Fineberg. 2016.
Institutional Capacity to Provide Psychosocial Oncology Support Services: A Report from the Association of Oncology
Social Work. Cancer 122, 12 (2016), 1937–1945. https://doi.org/10.1002/cncr.30016

Received January 2024; revised July 2024; accepted October 2024

Proc. ACM Hum.-Comput. Interact., Vol. 9, No. 2, Article CSCW162. Publication date: April 2025.

https://doi.org/10.1145/3406865.3418328
https://doi.org/10.1145/3579507
https://doi.org/10.1145/3579507
https://doi.org/10.1145/3582430
https://doi.org/10.1002/cncr.30016

	Abstract
	1 Introduction
	2 Related Work and Background
	2.1 HCI and CSCW Research in Health
	2.2 Background on Collaborative Care Management
	2.3 Background on Behavioral Activation

	3 Designing and Deploying SCOPE
	3.1 Design Interviews
	3.2 SCOPE Overview
	3.3 SCOPE Clinical Trial
	3.4 Deployment Interviews and Patient Survey
	3.5 Data Analysis and Reporting

	4 Findings
	4.1 SCOPE Supported Patient Engagement with its Underlying Interventions
	4.2 SCOPE Supported Patient and Provider Collaboration Between and Within Sessions
	4.3 SCOPE Supported Structure and Collaboration within the Care Team
	4.4 Evolving Expectations Around Patient-Generated Data in SCOPE
	4.5 Implementation Barriers Identified in Design and Deployment

	5 Discussion
	5.1 Designing for Engagement with a Behavioral Health Intervention
	5.2 Negotiating Patient Data Sharing and Provider Responsiveness
	5.3 Supporting Personalized Self-Tracking Goals in Evidence-Based Interventions
	5.4 Opportunities for Navigators in Technology-Enhanced Care
	5.5 Flexiblity in Aligning Technology-Supported Interventions to Patient Needs

	6 Limitations
	7 Conclusion
	Acknowledgments
	References

