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Abstract
Background: Internet-based treatments for child anxiety may help to increase access to evidence-based therapies; however,
user engagement, uptake, and adherence within routine clinical practice remain as challenges. Involving the intended end users
in the development process through user-centered design and usability testing is crucial for maximizing user engagement and
adoption of internet-based treatments, but so far this has been lacking for internet-based treatments for child anxiety.
Objective: The aim of this study is to develop an internet-based treatment for child anxiety through a process of user-centered
design (phase 1) and usability testing (phase 2), based on an existing evidence-based, face-to-face, therapist-supported, parent-led
cognitive behavioral therapy intervention. It is intended that the internet-based version of this treatment would consist of a parent
website, case management system for clinicians, and mobile game app for children.
Methods: Parents, children, and clinicians who were familiar with the face-to-face version of the treatment were recruited from
2 National Health Service clinics. In phase 1, participants participated in 3 workshops to gain feedback on the overall concept,
explore their wants and needs for the websites and game, generate ideas on how the treatment may look, and gain feedback on
initial mock-ups of the websites and game. In phase 2, participants attended 3 individual usability testing sessions where they
were presented with working prototypes of the website or game and asked to perform a series of tasks on the website (parents
and clinicians) or play the game (children). The frequency and details on usability errors were recorded. Participants were asked
for their feedback on the website and game using a standardized usability questionnaire and semistructured interviews. The
websites and game were iterated after each round of usability testing in response to this feedback.
Results: In phase 1, participants approved the general concept and rated the initial mock-ups of the website and game positively.
In phase 2, working prototypes were rated positively and usability errors declined across the iterations and were mainly cosmetic
or minor issues relating to esthetic preference, with few issues regarding ability to navigate the website or technical issues affecting
functionality. Feedback from the semistructured interviews further supported the positive response of participants to the website
and game, and helped identify areas for improvement during the iteration process. The final iteration of the website and game
are presented.
Conclusions: Taking an iterative approach to development through user-centered design and usability testing has resulted in
an internet-based treatment for child anxiety (Online Support and Intervention for child anxiety) that appears to meet the needs
and expectations of the intended users (parents, children, and clinicians) and is easy and enjoyable to use.
(JMIR Form Res 2022;6(4):e29846) doi: 10.2196/29846
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Introduction
Background
There is growing interest in providing psychological treatments
via the internet to increase access to evidence-based therapies.
This is particularly salient for child anxiety disorders as most
children who would benefit do not access treatment [1-4].
Internet-based cognitive behavioral therapy (iCBT) for child
anxiety is effective and acceptable within research settings [5,6];
however, user engagement, uptake, and adherence remain as
challenges within routine clinical practice [7-9].
Involving the intended users in the development process and
following a user-centered approach is crucial to maximize
service user engagement and adoption of internet-based
interventions within routine clinical practice [10,11].
User-centered design is different from the traditional approach
of expert-led intervention development for users and embraces
active collaboration with users to ensure that the digital solution
is usable and meets their needs and preferences [11,12]. Key
elements of user-centered design include (1) identifying user
needs, preferences, and expectations for the digital solution; (2)
actively involving users in the design and prototyping; and (3)
conducting usability testing on a working prototype to provide
feedback and identify technical and esthetic issues that may
affect user satisfaction [10]. User-centered design can improve
(1) design quality [13], (2) user adherence [14], (3) usability
[15], (4) efficacy and sustainability [16], and (5) stakeholder
acceptance and adoption at the system and organizational levels
[17]. Recent iCBT development guidelines advocate active
collaboration with users [10,18,19], and funding agencies
increasingly demand stakeholder involvement.
Despite a clear rationale for user-centered design, few existing
mental health digital interventions for young people have
incorporated these principles within their development process.
However, the number of digital interventions designed with
young people is growing, with recent examples for depression
[20,21], positive mental health [22], and recovery from mild
traumatic brain injury [23]. Others have conducted usability
testing of digital interventions for self-harm [24,25], depression
[26], positive mental health [27], and recovery from pediatric
cancer [28]. To the best of our knowledge, no existing iCBT
interventions for child anxiety disorders actively involved users
in the design process and only one intervention (Breathe, which
is focused on adolescent anxiety) conducted usability testing
[29]. This study highlighted the importance of involving both
young people and clinicians in providing feedback in the
iterative usability testing process, and the final iteration of
Breathe showed improved usability and acceptance following
this process.

Aims
The aims of this study are to (1) collaborate with users to design
an internet-based treatment for child anxiety disorders (phase
1) and (2) test the usability of this internet-based treatment
(phase 2). Existing iCBT interventions for child anxiety
disorders involve providing direct support to children or
adolescents, via internet-based sessions or modules [5].
https://formative.jmir.org/2022/4/e29846
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However, face-to-face CBT for child anxiety disorders can be
delivered in a brief format directly to parents alone [30,31].
Therefore, we set out to design an internet-based treatment based
upon a face-to-face parent-led CBT for child anxiety disorders
that is effective compared with waitlist [30], is cost-effective
compared with another brief psychological intervention
(Solution-Focused Therapy [31]), is acceptable and feasible for
use within routine clinical practice [32], and is now widely used
in early intervention services in the United Kingdom [33]. This
brief face-to-face treatment for child anxiety disorders involves
the parent reading chapters of the accompanying treatment book
[34] and meeting with a therapist for approximately 5 hours of
support over approximately 8 weeks, to help apply the CBT
strategies with their child and problem solve any difficulties
[35]. Although the child is not seen by the therapist during
treatment, the parent is encouraged to work through the CBT
techniques collaboratively with their child and involve them
throughout the process.
Before the design phase, we developed an initial overview plan
for the internet-based version of this treatment, in consultation
with stakeholders via our research clinic patient and public
involvement group. This initial plan specifies that the
internet-based version of the treatment would involve a parent
website, case management system for clinicians, and a mobile
game app for children that could be downloaded onto a
smartphone or tablet. The intention is that parents would work
through modules containing treatment material adapted from
the book, with videos and animations to help demonstrate the
CBT strategies. Clinicians would use the case management
system to view the parents’ responses provided on the parent
website and to release the next treatment module after a
20-minute telephone review therapist session. The plan to
include a mobile game app for children was developed in
response to feedback from our patient and public involvement
group that it is important to incorporate opportunities to involve
and motivate children in the treatment process. The intention
of the game app for children is to help motivate the child in
engaging in the treatment strategies such as facing their fears
(graded exposure).

Phase 1: User-Centered Design
Methods
Participants
A total of 7 parents (n=6, 86% mothers and n=1, 14% father)
and 4 children (n=2, 50% boys and n=2, 50% girls) aged 9-12
years were recruited. Of the 7 parents and 4 children, 5 (71%)
parents and 4 (100%) children had recently received the brief
face-to-face, parent-led CBT treatment and were recruited from
a local child and adolescent mental health service, and 2 (29%)
parents had received the face-to-face treatment several years
ago as part of a research trial [30]. A total of 11 clinicians (n=7,
64% women and n=4, 36% men) who had experience of
delivering the face-to-face treatment were recruited from 2 local
child and adolescent mental health services. Sample
characteristics are provided in Table 1.
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Table 1. Demographic characteristics of phase 1 and phase 2 participants.
Participant group and characteristic

Phase 1

Phase 2

Parents, n

7

7a

Age (years), mean (SD)

42.43 (5.68)

45.86 (9.84)

Sex (women), n (%)

6 (86)

6 (86)

Mother

6 (86)

6 (86)

Father

1 (14)

1 (14)

White British

6 (86)

5 (71)

White Irish

0 (0)

1 (14)

Other White background

1 (14)

1 (14)

School completion

0 (0)

1 (14)

Further education (eg, college and vocational course)

4 (57)

3 (43)

Higher education (undergraduate degree)

2 (29)

1 (14)

Postgraduate qualification

1 (14)

2 (29)

Unemployed

1 (14)

0 (0)

Part-time work

2 (29)

2 (29)

Full-time work

4 (57)

3 (43)

Retired

0 (0)

2 (29)

4

4b

Age (years), mean (SD)

10.25 (1.26)

9.50 (0.58)

Sex (women), n (%)

2 (50)

2 (50)

White British

3 (75)

3 (75)

Mixed: White and Black African

1 (25)

1 (25)

11

8c

Age (years), mean (SD)

40.36 (9.28)

41.88 (9.42)

Sex (women), n (%)

7 (64)

4 (50)

White British

10 (91)

6 (75)

Other White background

1 (9)

2 (25)

Clinical psychologist

7 (64)

6 (75)

CBTd therapist

1 (9)

1 (13)

Assistant psychologist

1 (9)

0 (0)

Social worker

1 (9)

1 (13)

Child and adolescent psychiatrist

1 (9)

0 (0)

Relationship with child, n (%)

Ethnicity, n (%)

Highest level of education, n (%)

Employment status, n (%)

Children, n

Ethnicity, n (%)

Clinicians, n

Ethnicity, n (%)

Professional background, n (%)

a

A total of 5 parents participated in both phase 1 and phase 2.

b

A total of 3 children participated in both phase 1 and phase 2.

c

A total of 6 clinicians participated in both phase 1 and phase 2.
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d

CBT: cognitive behavioral therapy.

Procedure

Measures
Participants reported on their technology use using a customized
questionnaire. We collected feedback from parents and clinicians
on each screen of initial mock-ups of the parent treatment
website and clinician case management website, respectively,
using an adapted version of the Program Content and Usability
Questionnaire (PCUQ). Shortened versions of the PCUQ were
administered to children to obtain feedback on various game
visuals (character type, environment, and style), existing mobile
game app types (story-led games, minigames, and virtual toys),
and pen-and-paper mock-ups of the game (see Multimedia
Appendix 1 [29,36,37] for full measure details).

In all, 3 workshops were conducted separately for each user
group (parents, children, and clinicians) approximately 1 month
apart. Participants were financially compensated for their time
and any travel expenses. Members of the university research
team and the website development company conducted the
workshops at varied times to facilitate participation.
A breakdown of the content for each of the 9 workshops is
presented in Table 2. The workshops for each user group
followed an iterative process, whereby feedback from workshop
1 fed into workshop 2 and so forth. In workshop 1, participants
provided written consent and completed the demographic
(parents and clinicians only) and technology use questionnaire.

Table 2. Phase 1 workshop content.
Participant group Workshop 1
Parents

•
•
•
•

•
•

Children

•
•
•
•
•

Clinicians

•
•
•
•

•
•

a

Workshop 2

Workshop 3

Introductions and aim for the workshop
Warm-up exercise
Explanation of the project
Discussion on (1) the treatment itself,
(2) how they would use internet-based
version, and (3) therapist support: what
and how

•

•

MoSCoWa card-sorting task for functions
Rapid visual prototyping of top 1 or 2
functions

•

Introductions and design own name
badge
Explanation of the project
Warm-up game
Draw favorite superhero or character
Discussion of (1) what the character
would be scared of, (2) how they would
face fears, (3) where they would live,
and (4) rewards for facing fears

•

Introductions and aim for the workshop
Warm-up exercise
Explanation of the project
Discussion on (1) concerns and positive
aspects about providing the treatment
via the internet, (2) issues in the face-toface treatment, (3) clinician involvement
in the internet-based treatment, and (4)
digital tools currently used
MoSCoW card-sorting task for functions
Rapid visual prototyping of top 1 or 2
functions

•

•
•
•

•

•
•
•
•

•
•
•
•
•

Introductions and aim for the
workshop
Warm-up exercise
Talk through user journey using
initial prototype

•
•

Feedback (PCUQb) on initial proto- •
type
Group discussion on initial proto- •
type
Rapid visual prototyping of areas •
identified for improvement
•
Introductions and design own name
badge
Recap of the project
Warm-up game
Feedback (PCUQ) on game visuals:
(1) character type, (2) environment,
and (3) style
Feedback (PCUQ) on existing game
types: (1) story-led games, (2)
minigames, and (3) virtual toy

•

Introductions and aim for the
workshop
Warm-up exercise
Talk through user journey using
initial prototype
Feedback (PCUQ) on initial prototype
Group discussion on initial prototype
Rapid visual prototyping of areas
identified for improvement

•

•
•
•

•
•
•
•
•
•

Introductions and aim for the
workshop
Warm-up exercise
Talk through user journey using revised prototype
Feedback (PCUQ) on revised prototype
Group discussion on revised prototype
Read through and discussion of excerpt of treatment content
Feedback on plans for child app
Introductions and design own name
badge
Recap of the project
Talk through concept of the game
and initial designs
Feedback (PCUQ) on mock-up
game: (1) character, (2) home
screen, (3) dress-up game, (4) challenges, and (5) minigames

Introductions and aim for the
workshop
Warm-up exercise
Talk through user journey using revised prototype
Feedback (PCUQ) on revised prototype
Group discussion on revised prototype
Read through and discussion of excerpt of treatment content
Feedback on plans for child app

MoSCoW: Must have, Should Have, Could Have, Won’t Have.

b

PCUQ: Program Content and Usability Questionnaire.

The aims of workshop 1 for parents and clinicians were to (1)
present the overall concept of the internet-based intervention,
(2) explore participants’ wants and needs, and (3) generate ideas
about what the internet-based intervention might look like and
the functionality it may have. Parents focused on the parent
https://formative.jmir.org/2022/4/e29846
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website. The MoSCoW approach (Must have, Should have,
Could have, Won’t have) [38] was used to gain insight into
what the priority of functions should be and what functions
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ideas for what key functions would look like using rapid visual
prototyping [39]. Early prototypes of the websites were created
from the learnings from workshop 1 and presented to the
participants in workshop 2 to gain their feedback through
discussion and the PCUQ. These early prototypes were
interactive screens that could be navigated to represent the
intended user experience. This purported to evaluate what the
participants liked and what refinements were needed at a very
early stage of development. Refined prototypes were presented
in workshop 3 and participant feedback was collected through
discussion and the PCUQ. The learnings from workshop 3
subsequently informed the development of the working
prototype that was used in the usability testing (phase 2).

website development company met to collate and summarize
feedback from the discussion, activities, and the PCUQ.

The aim of workshop 1 for children was to gain an
understanding of the kind of character the game should have
and how the game could help them face their fears. In workshop
2, children were presented with various game visuals in a
colorful booklet and they played different types of existing
games on a tablet. Children completed the PCUQ to obtain
feedback on what children wanted the game to look like and
the type of game they preferred. Pen-and-paper mock-ups of
the game were created based on this information and presented
to children in workshop 3. Children provided their feedback on
the mock-ups through discussion and the PCUQ. This informed
the development of a working prototype of the game that was
used in the usability testing (phase 2).

The study was approved by the University of Reading Research
Ethics Committee (16/48) and the National Health Service South
East Coast–Surrey Research Ethics Committee (16/LO/1598).

During the workshops, detailed field notes were taken to capture
the discussion, and visual activities were photographed.
Following each workshop, members of the research team and
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Data Analysis
Phase 1 involved gathering information to inform the subsequent
development of the intervention, and therefore, no formal
statistical analysis was conducted. Key learnings and descriptive
statistics for the PCUQ are presented below. The outcomes of
phase 1 were a description of the needs and wants of the
intended user groups for Online Support and Intervention for
child anxiety (OSI) and confirmation that these have been met
in the early prototypes.

Ethics Approval

Results
Technology Use
As shown in Table 3, all the parents and clinicians had regular
access to the internet and a PC or laptop, and most of them had
regular access to a smartphone. Parents and clinicians reported
feeling confident in using these technologies and endorsed that
they liked using them. Most of the clinicians had no experience
with delivering internet-based psychological therapies. Children
reported regular use of the internet and tablets, with some use
of PCs or laptops and smartphones. All children rated
themselves as confident in using and liking these technologies.
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Table 3. Technology use of participants in phase 1 and phase 2.
Participant group and variables

Phase 1

Phase 2

Parents, n

7

7

PC or laptop

7 (100)

7 (100)

Internet

7 (100)

7 (100)

Smartphone

6 (86)

6 (86)

Tablet

5 (71)

5 (71)

0 (0)

0 (0)

PC or laptop

4.14 (0.69)

4.29 (0.76)

Internet

4.14 (0.69)

4.29 (0.76)

Smartphone

4.33 (0.52)

3.86 (1.35)

Tablet

4.33 (0.52)

4 (1.41)

4.14 (0.69)

4.29 (0.76)

3c

4

PC or laptop

3.33 (0.58)

3.25 (0.50)

Internet

4 (0)

4 (0)

Smartphone

3 (1)

2.75 (0.96)

Tablet

4 (1)

4 (0.82)

PC or laptop

4.33 (0.58)

4.50 (0.58)

Internet

4.67 (0.58)

4.75 (0.50)

Smartphone

4.67 (0.58)

4.75 (0.50)

Tablet

4.67 (0.58)

4.75 (0.50)

5 (0)

4.75 (0.50)

11

8

PC or laptop

11 (100)

8 (100)

Internet

11 (100)

8 (100)

Smartphone

9 (82)

7 (88)

Tablet

6 (55)

4 (50)

None of the above

0 (0)

0 (0)

PC or laptop

4.45 (0.52)

4.25 (0.46)

Internet

4.45 (0.52)

4.25 (0.46)

Smartphone

3.91 (1.04)

3.88 (0.99)

Tablet

3.73 (1.10)

3.57 (0.98)

4 (0.63)

4.13 (0.64)

7 (64)

6 (75)

Regular access to the device, n (%)

None of the above
a

Confidence in using the device, mean (SD)

Likingb for using these technologies, mean (SD)
Children, n
Frequencyd of using the device, mean (SD)

Confidencea in using the device, mean (SD)

Likingb for using these technologies, mean (SD)
Clinicians, n
Regular access to the device, n (%)

Confidencea in using the device, mean (SD)

Likingb for using these technologies, mean (SD)
Experience of delivering web-based psychological therapies, n (%)
No experience
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Participant group and variables

a

Phase 1

Phase 2

A little experience

3 (27)

2 (25)

Some experience

0 (0)

0 (0)

Quite a lot of experience

0 (0)

0 (0)

Lots of experience

1 (9)

0 (0)

Rated on a 5-point Likert scale, with higher scores indicating greater confidence.

b

Rated on a 5-point Likert scale, with higher scores indicating greater liking.

c

Data missing for 1 participant.

d

Rated on a 5-point Likert scale, with higher scores indicating more frequent use.

Workshops
The key learnings from workshop 1 are presented in Textbox
1. Overall, parents and clinicians were positive about the idea
of creating an internet-based version of the face-to-face
treatment, and children were excited about a game that could
help them face their fears.
The functionality proposed for the parent and clinician OSI
websites was largely welcomed, with the exception of secure
videoconferencing for the therapy sessions. Although clinicians
considered this as a must have, they had concerns about the
technology failing and the implications this could have partway
through a therapy session. In contrast, parents did not want the
therapy session to be held over a secure videoconferencing
system and preferred telephone contact. In response to this
feedback from parents, secure videoconferencing was not
included in the prototypes presented in subsequent workshops.
Both parents and clinicians suggested additional functionality
that they wanted for OSI. For parents, this included a favorites
section where parents could bookmark key parts of the treatment
modules and a written summary of the therapy session.
Clinicians suggested that a welcome module would be helpful
to orientate parents to the treatment approach.
The children wanted to be able to personalize the character in
the game through customizable elements such as hair, clothes,
and color. They thought the game could help them face their

fears if they could earn rewards through it for facing their fears
on their step plan (exposure ladder).
Initial prototypes of the parent and clinician OSI websites were
presented to parents and clinicians, respectively, in the
subsequent design workshops (workshop 2 and workshop 3).
Overall, the PCUQ results showed that parents and clinicians
were positive about the proposed design and functionality (Table
4). Feedback provided during workshop 2 helped to further
improve the intervention, as shown by the higher PCUQ ratings
during workshop 3.
The main finding from the children’s design workshop 2 was
that they were largely positive about the game visual options,
with a slight preference for a mountain setting and cartoon style
for the game app over alternative designs (Multimedia Appendix
2). They liked the concept of having more than one game type
to choose from, and their favorite minigame type was
bottle-flipping [40]. In workshop 3, children were presented
with pen-and-paper mock-ups of the game. Children rated all
aspects of the game dynamics specified in the PCUQ (game
character, home screen, dress-up game, game selection screen,
and challenges) as highly liked and easy to use (Multimedia
Appendix 3). All the game play options presented were also
rated as highly liked and easy to use. Overall, the children agreed
that the game developer had understood what they wanted and
few changes were needed. On combining feedback from
workshops 1 and 2, game option 1 (monster flipping) was
selected as the primary game.

Textbox 1. Key learnings from workshop 1.
Key learnings from parents:
•

Therapy session to be conducted via telephone and not via secure videoconferencing.

•

Include a favorites section.

•

Clinician should provide a written summary of the therapy session.

Key learnings from children:
•

Ability to personalize the character in the game.

•

Earn rewards through the game and step plan.

Key learnings from clinicians:
•

Not include an instant messaging service with the parent.

•

Conduct the therapy session over secure videoconferencing built into system but concerned about technical issues.

•

Not include one-way messages of encouragement to the child app.

•

Include a welcome module to orientate parents to the website and clarify expectations of the treatment approach.
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Table 4. Phase 1 parent and clinician feedback on initial mock-ups of Online Support and Intervention for child anxiety.
PCUQa itemb

a

Parents, mean (SD)

Clinicians, mean (SD)

Iteration 1

Iteration 2

Iteration 1

Iteration 2

It looks easy to use

4.78 (0.32)

4.86 (0.19)

4.36 (0.43)

4.25 (0.32)

It looks easy to navigate

4.75 (0.37)

4.89 (0.15)

4.21 (0.65)

4.37 (0.23)

The words are clear and easy to understand

4.72 (0.35)

4.94 (0.15)

4.23 (0.47)

4.37 (0.45)

This screen has the right amount of information

4.44 (0.57)

4.86 (0.26)

4.04 (0.49)

4.30 (0.46)

This page is visually pleasing to me

4.37 (0.51)

4.60 (0.55)

3.71 (0.64)

4.13 (0.45)

It looks clear what to do next

4.37 (0.71)

4.80 (0.34)

3.64 (0.48)

3.92 (0.23)

This page looks user-friendly

4.45 (0.56)

4.85 (0.20)

3.93 (0.47)

4.17 (0.49)

Based on this page, I would return to this website

4.61 (0.34)

4.83 (0.18)

3.93 (0.62)

4.02 (0.60)

The tone of the material is sensitive for parents seeking help for their child’s anxiety 4.64 (0.45)

4.86 (0.18)

—c

—

The material is relevant for parents seeking help for their child’s anxiety

4.61 (0.27)

4.85 (0.19)

—

—

This page meets my needs for an online treatment program

4.64 (0.30)

4.77 (0.29)

3.96 (0.34)

4.18 (0.42)

The page meets what I would want from an online treatment program

4.56 (0.39)

4.82 (0.20)

3.96 (0.30)

4.17 (0.46)

This page meets my expectations as discussed in the workshop

4.57 (0.39)

4.86 (0.16)

3.79 (0.47)

4.05 (0.63)

PCUQ: Program Content and Usability Questionnaire.

b

Items were scored on a scale of 1 (strongly disagree) to 5 (strongly agree).

c

Questionnaire item was not relevant for clinicians to answer.

Phase 2: Usability Testing
Methods
Participants
A total of 7 parents (n=6, 86% mothers and n=1, 14% father),
4 children (n=2, 50% girls and n=2, 50% boys), and 8 clinicians
(n=4, 50% women and n=4, 50% men) participated in phase 2.
Sample characteristics are presented in Table 1. In all, 71%
(5/7) of the parents (all mothers), 75% (3/4) of the children, and
75% (6/8) of the clinicians participated in both phase 1 and
phase 2. Participants were recruited using the same approach
as phase 1.

Measures
Participants completed the technology use and PCUQ
questionnaires, as described above and in Multimedia Appendix
1 [29,36,37]. Participants completed the PCUQ in reference to
OSI (parents and clinicians) and the game (children) as a whole,
rather than specific to each function of the website as in phase
1.
Usability Error Log
Usability errors during use of the parent and clinician websites
were logged according to severity metrics common in usability
testing [41,42]: (1) level-1 errors refer to cosmetic or minor
factors such as typos, legibility, or esthetic preference; (2)
level-2 errors are moderate issues; for example, inability to
navigate successfully through the site; and (3) level-3 errors are
critical or severe issues, such as technical issues that prevents
the user from using a function of the site. The frequency of each
error severity level was summed for each iteration.
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Semistructured Interviews
Semistructured interviews were used to gather further
information about the acceptability and ease of use of the
website and game. Questions were open and nonspecific to
encourage unprompted reports of what was most relevant.
Specifically, parents and clinicians were asked the following:
(1) What did you think of the website overall? (2) What did you
find easy to use? (3) What did you find difficult to use? (4)
What did you find easy to understand? (5) What did you find
difficult to understand? (6) What did you like about it? (7) What
did you dislike about it? (8) What do you think about how long
it took to complete a module (parents only)? (9) What would
you like to change about the website? (10) What would you like
to add to the website? (11) What would you like to remove?
(12) What do you think about the colors used? and (13) Is there
anything else you would like to say about the website? At this
point, we suggested the name, OSI, to parents and clinicians
and asked for their feedback. For each element of the game (ie,
home screen, monster flip game, and monster dress-up game)
children were asked the following: (1) What did you like about
the game? (2) What did you dislike about the game? (3) What
did you find easy to use? (4) What did you find hard to use?
and (5) What would you like to change about the game?
Children were also asked what they thought about the sounds
and music used in the game. Interviews were audio-recorded
and transcribed verbatim for analysis.

Procedure
Participants attended individual usability testing sessions at the
University of Reading at a time convenient to them. Parents
and clinicians were shown the website relevant to them and
asked to think aloud (ie, provide continuous commentary) [43]
while carrying out a list of tasks (eg, parents were asked to work
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through the module and bookmark a page and clinicians were
asked to book an appointment for a therapy session) and were
provided time to explore the website by themselves. A
researcher was present to record the frequency and detail of
usability errors using the usability error log. Both the participant
and the screen were video-recorded, in case further clarification
was required after the testing process. Then, parents and
clinicians completed the PCUQ and semistructured interview.
Usability testing sessions for the children followed a similar
format. Children were asked to explore the game and say out
loud what they thought of it as they played it (ie, the think aloud
method [43]). A researcher was present to record observational
notes to obtain a general idea of how children proceeded through
the game. Then, the children completed the child PCUQ and
semistructured interview.
The research team collated and summarized the feedback on
each aspect of the website and the game from the first round of
usability testing. Then, the website development company
revised the website and the game in response to the user
feedback. Then, the second iterations were presented to
participants in a second round of usability testing, following
the same procedures outlined above. Additional functions were
also included in the subsequent iterations of OSI. Feedback
from the second round of usability testing was used for further
iteration, and a third (final) round of usability testing was
conducted as described above. Feedback from the final round
of usability testing was used to finalize the website and the
game.

Data Analysis
Descriptive statistics were used to analyze the PCUQ responses
and the frequency of usability errors for each iteration of the
website for both parents and clinicians. Brief summaries of the
semistructured interviews were used to identify immediate
feedback on each iteration of the website and game that could
be used to further iterate OSI. Then, a content-analysis approach
was used to analyze interview transcripts across all 3 interactions
to capture more detailed insights into the acceptability and ease
of use of the website and game. Responses were assigned codes
according to whether the comment reflected positive feedback
or negative feedback or suggested improvement and the aspect
of the design or functionality of the website or game discussed.
Then, the codes were organized according to these categories
to identify key themes and patterns across the 3 iterations for
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each set of interviews (parents’, clinicians’, and children’s
interviews). The analysis took into account both frequency and
severity of usability issues discussed in the interviews. A
summary of the key themes along with example quotations from
the interviews are presented below.

Results
Technology Use
Parents and clinicians in phase 2 had regular access to the
internet and a PC or laptop, and most of them also had regular
access to a smartphone (Table 3). Most of the participants
reported feeling confident with and liking these technologies.
Most clinicians had no experience of delivering internet-based
psychological therapies. Children reported regular use of the
internet and tablets, with some use of PCs or laptops and
smartphones. All children rated themselves as confident in using
and liking these technologies.

Usability Testing Sessions
Feedback from parents and clinicians on working prototypes
was predominantly positive across the 3 iterations, with mean
scores on the PCUQ largely indicating agree or strongly agree
(Multimedia Appendix 4). For most items on the PCUQ, ratings
increased across the iterations, suggesting that usability had
improved with the changes made to each iteration. Scores for
“it is always clear what to do next” stayed within neutral to
agree across iterations for clinicians. Children reported a similar
trend for sustained or improved usability scores on the PCUQ
for the majority of items (Multimedia Appendix 5); however,
some items (“each screen has the right amount of information,”
“it is easy to use the home screen,” and “each screen loaded
quickly”) showed a slight decline in scores at iteration 3.
Usability errors for parents and clinicians followed a similar
pattern across the iterations (Figures 1 and 2). Overall, there
were fewer level-3 errors (critical technical issues) than level-2
errors (moderate issues) or level-1 errors (minor or cosmetic
issues) for all iterations. Level-3 errors stayed at a low level for
parents across all iterations and none occurred for clinicians.
Level-1 and level-2 errors tended to reduce across the iterations,
with the exception of level-2 errors for clinicians that showed
a slight increase at iteration 3, which may be owing to the
introduction of new features to the case management system at
this stage.
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Figure 1. Mean number of usability error types for parents across the iterations of Online Support and Intervention for child anxiety.

Figure 2. Mean number of usability error types for clinicians across the iterations of Online Support and Intervention for child anxiety.

Semistructured Interviews
Results from the semistructured interviews reflected the findings
from the PCUQ and usability errors.
Parents
Parents were positive about the overall structure of the website,
how the treatment material was presented, and the time required
to complete the modules:
What I liked about it is it’s something I can go back
to in my own time when I can’t remember exactly how
to do something, and it’s easier to access and use
because it’s in nice bite-size chunks, rather than
having to flip through the book or my notes from the
course. [Parent 7; iteration 3]
I think the information is not too much, straight to
the point and also, the fact that you’re...it’s not just
words there are videos, so yes I think that’s important.
I think it’s not long, I think it’s a good time. [Parent
2; iteration 2]
Parents were positive about the website—in particular, that it
was easy to use and the materials were accessible:
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I like the fact that you can at any point stop and go
to any other section that you wish to, you don’t have
to complete that whole section, you can go backwards
and forwards as much as you like and it’s very quick
and easy to do that. [Parent 4; iteration 1]
Well actually, some of the functionality I thought
might have been difficult, in other words, adding items
to the agenda, moving items around, reviewing
bookmarks that I’ve added, adding in comments and
all those sort of things were good. [Parent 7; iteration
2]
Of note, there was only 1 comment across all the parent
interviews relating to technical issues:
The bit that was a bit frustrating was the, where it
sometimes jumped back to the beginning which I think
was a Mac-ism. [Parent 7; iteration 2]
The look and feel of the website were also viewed positively;
the OSI name, layout, and language used contributed to this:
I like that, OSI. I think it’s simple, it’s easy to
understand and easy to remember. OSI. OSI for this,
OSI for that, yeah. [Parent 2; iteration 1]
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It’s pretty easy to use, it’s well laid out so you know
where everything is, the menu’s quite easy to
understand where all the things are, and so yeah. It’s
easy to navigate. [Parent 2; iteration 2]
I think that the text is really good, I think that’s gonna
help it to be as straightforward and painless as
possible. [Parent 5; iteration 3]
Parents provided some useful feedback on the colors; in the
first iteration, a parent noted that, “the blue and white is quite
clinical. If I was to pick a colour I’d pick green, because it’s
restful” [Parent 1; iteration 1]. This feedback was used to
develop the website, and at the next iteration, the same parent
spoke positively about the revised colors:
It’s definitely more pleasing to the eye now, with the
colours that have been changed from the previous
session that I did, the blue just didn’t work for me...it
just felt too medical and I think when you’re in that
whole, dealing with the whole anxiety thing it just
dominates your whole world, so to be on it when that
child is in bed or at school or whatever, to then still
be very medical...the green is a lot more relaxing and
kind of gently supportive really I suppose. [Parent 1;
iteration 2]
Other useful feedback at iteration 2 were related to the animation
and videos:
I didn’t like the animation. It was too long. And I
didn’t like the music. With it. Erm, I would have
preferred the real people in that bit. [Parent 4;
iteration 2]
Well apart from the video, I couldn’t understand the
person talking, and I think subtitles or the optional
subtitles might be useful. [Parent 2; iteration 2]
Changes made at iteration 3 were noticed and elicited positive
feedback:
I did really dislike the talking heads the last time, I
much preferred the true person talking...I much
preferred the video, the talking. The real person
talking. [Parent 4; iteration 3]
Parents talked about a key element of the treatment—the step
plan, which they were keen to optimize, and they recognized it
as something they would want to revisit:
I think I had a bit of a challenge with the step plan
bit, I think that needs to be a bit finetuned and
changing the names of it, and going to steps, but
otherwise it’s pretty straightforward. [Parent 2;
iteration 1]
I think if you were going back and you wanted to
listen to it again just to pick out the main points, you’d
be thinking ugh it’s a bit...I think the look was fine, I
just, if it was more concise. [Parent 3; iteration 2]
This feedback was responded to, and at iteration 3, parents
reported more favorably about the step plan video:
I much prefer the new step plan [video]. [Parent 3;
iteration 3]
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Children
Overall, children were positive about the game app and found
it easy to use. For the monster flip minigame, all of them found
the game accessible (eg, “it was easy to use. I like how it
explained what to do before, so you knew what to do” [Child
3; iteration 2]), but provided enough challenge to be interesting
(eg, “think the hardest part of the game is judging where he’s
gonna bounce” [Child 4; iteration 2]). As expected, some
children found it harder than others to play; a child suggested
that “there could be higher levels” [Child 1; iteration 3], whereas
another child said that “the extreme one was too hard” [Child
3; iteration 3]; however, they still liked the game overall (eg,
“it was a good background. I like how it like, showed where
you were at the top” [Child 3; iteration 2]).
Regarding the dress-up game, all the children liked it, and all
of them said that there was nothing they disliked about it:
I found the buying was easy to use...I like the clothes
shop, because it was super easy. [Child 4; iteration
2]
A child talked about the functionality of the dress-up game in
terms of not knowing how to control the activity:
There was one thing, when I bought some of the
clothes, I didn’t realise I had to drag it on, I just
tapped it and I thought it would just go on. [Child 2;
iteration 2]
However, the other children found it easy to use. Although this
was not a universal problem, the game instructions were refined
to address this issue.
Children liked the home screen and commented on particular
details:
I like the view out the window. [Child 3; iteration 2]
I like the ability that you could drag the log to the fire
and that you could get a newspaper which would
entertain him, and I liked the design of the house, and
the buttons are easy to use. [Child 2; iteration 3]
They asked for more colors to be used, but only in response to
a specific question about whether they disliked anything about
the home screen:
Maybe like, change the colour scheme a bit because
it was pretty much all blue, maybe you could paint
the house? Or like I said maybe get a new house.
[Child 2; iteration 3]
Others commented positively on the colors:
I liked how you could like, go to whichever place you
wanted to, and I like the colour of it. [Child 3;
iteration 2]
Feedback on the initial iteration included requests for more
options for customizing the character:
I don’t like the fact that you can’t change him, you
can’t choose his name, you can’t choose his colour,
you can’t choose what he looks like. [Child 4; iteration
1]

JMIR Form Res 2022 | vol. 6 | iss. 4 | e29846 | p. 11
(page number not for citation purposes)

JMIR FORMATIVE RESEARCH
This was addressed in later iterations to the game with the
addition of the dress-up game and the random name generator.
Clinicians
Overall, clinicians responded positively to the OSI case
management system and acknowledged that any issues they had
while using OSI may be because they were a novice user:
It was good, I liked it. It’s quite easy to kind of
navigate, it’s quite obvious where to go for things,
and when you’re actioning something it’s quite
obvious what you need to do next. Like that it’s not
too cluttered, it’s got kind of just what you need on
there. [Clinician 8; iteration 1]
The only thing I’m unsure of is the progress, the notes
bit where you take like progress notes, but that’s just
because I haven’t used the system much, after like
one week I’d be, I’d know exactly where to go.
[Clinician 7; iteration 3]
Clinicians talked about specific key features of the website,
including the calendar feature, the routine outcome measures
(ROMs), and the notes function and how risk is managed within
OSI (eg, “the week view would be useful. I think it would be
helpful to have a month view as well” [Clinician 7; iteration
1]), and later noticed changes to these features without
prompting (eg, “I like the calendar view, cos I think that’s
changed from before” [Clinician 8; iteration 2]).
Clinicians were particularly positive about the ROMs:
ROMs bit was the easiest bit, and thinking about new
clinicians coming in and being able to see the ROMs
all on screen, presented in that way, showing the
clinically significant change, whether the scores are
above or below the cutoff line, the subscales mapped
out with the dates, like I’m struggling to think of how
you could display that in an easier way...so that was
a nice bit I think. I think for new practitioners, will
demystify the process of ROMs. [Clinician 4; iteration
2]
Some clinicians had suggestions for improvements, but the
suggested changes were not necessarily echoed by other
clinicians. For example, a clinician found all elements
acceptable:
...everything was labelled quite clearly, particularly
bits in the client information are quite good, so the
risks, adding notes and ROMs. I thought all of that
information was really clear and easy to access.
[Clinician 8; iteration 2]
By the third iteration, clinicians struggled to identify any further
changes they would like to suggest:
I don’t think there was anything I disliked. Nope. No
nothing comes to mind I disliked...Well done. Am I
allowed to say well done? Because having used so
many unfriendly systems this is like a dream.
[Clinician 6; iteration 3]
Really good, really well structured and clean, and
yeah it’s got the right information. [Clinician 4;
iteration 3]
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Final Iteration of OSI
Multimedia Appendices 6-8 show screenshots of the final
iteration of the OSI parent website, clinician case management
system, and child game app, respectively [44]. Both the parent
and clinician OSI websites can be accessed via internet browsers
on a computer (desktop or laptop), smartphone, or tablet device.
The parent works through 7 modules (Multimedia Appendix 9)
that are released weekly and take approximately 30 minutes to
complete. Each module follows the same format with
compulsory ROMs, module content, summary of module,
homework for the week, module quiz (optional), and module
feedback (optional). The ROMs include parent-report versions
of the Revised Children’s Anxiety and Depression Scale
(RCADS) [45], Child Anxiety Impact Scale (CAIS) [46], Child
Outcome Rating Scale [47], Goal Based Outcomes [48], brief
Spence Child Anxiety Scale [49], and the Session Rating Scale
[47]. These ROMs are compatible with the Child and Young
People Increasing Access to Psychological Therapies initiative
in the United Kingdom [50]. In addition, the CAIS can detect
meaningful clinical change in anxiety symptoms and interference
[51], and the brief Spence Child Anxiety Scale works well as
a brief measure of anxiety symptoms [49]. In line with Child
and Young People Increasing Access to Psychological
Therapies, all measures are collected weekly, except the CAIS
and RCADS, the full versions of which are administered at the
start and end of treatment, and a subscale is tracked weekly.
Parents can immediately view the scores of the ROMs and
information about how to interpret scores via the your child’s
progress tab. Modules are interactive, with questions to answer
and worksheets to complete. The treatment material is presented
as easy-to-read text, with videos and animations to demonstrate
the strategies and provide parent testimonials. Parents can
bookmark module pages for quick reference and add notes
throughout about their own reflections or experiences. Resources
from within and outside OSI are found in a resources tab. After
completing each module, the parent has a 20-minute telephone
review session with their therapist. The telephone session aims
to review how the parent applied the strategies with their child
and problem solve any difficulties. Details on the therapy session
appointment times are found in the therapy sessions tab, along
with a written summary from the therapist for previous therapy
sessions. Parents can add to the upcoming therapist session
agenda throughout the relevant module and via the therapy
sessions tab. They can also reorder items on the agenda to
prioritize items that are important to them to discuss.
The OSI case management system allows the clinician to view
the service users they are supporting on OSI via the client list
tab. On clicking a child’s name, a detailed view of the child’s
OSI case file is presented. This includes their personal details
and all interactive elements of the parent site. Parent’s answers
to questions and worksheets are shown under the homework tab
for clinicians to review before the telephone review session.
ROMs are scored and immediately available for review and
download via the ROMs tab. Appointments for the telephone
review session can be booked via the appointments tab, which
also gives details of past and upcoming therapist sessions.
Upcoming appointments can also be viewed via the calendar
tab. Notes from the therapist sessions are found under notes,
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and therapists can also add additional progress notes here.
Clinicians can view the OSI treatment material presented in a
PDF format via the view treatment tab. Details on how to contact
technical support and frequently asked questions on using OSI
are provided for both parents and clinicians via the help guides
tab. Clinicians are provided with a training video and clinician
manual for the OSI case management system.
The child game app is called Monster’s Journey: Facing Fears
and is available to download on smartphones or tablets via the
Apple Store and Google Play Store. A registered parent OSI
account is needed to access the game (for free). The game aims
to help motivate the child to engage in the treatment strategies,
and it is an optional part of the OSI treatment program. The
game is introduced to families in module 3–facing fears and
can be used as a reward option when the child faces their fear.
Parents can reward their child with virtual coins via a parent
portal in the game, which the child can use to unlock various
features, such as different minigames, extra levels and modes
of the games, and customization options. The game consists of
a monster character who the child can name and personalize
with different outfits. There are 3 minigames, which the child
can choose to play. Each minigame has a range of modes and
difficulty levels that can be unlocked using the virtual coins.
Children can also earn a nominal number of virtual coins via
challenges within the games. The home screen acts as a base
for the monster and is where the child receives notifications of
the reward of virtual coins and other gifts received during
gameplay. The game is intended to be motivational and is not
intended to be therapeutic in its own right. However,
introductions to the minigame includes storylines about helping
the monster to face its fears, and there are messages of
encouragement to continue playing when the child is struggling
with the gameplay and of positive reinforcement when they
succeed. Parents are provided with guidance on how to introduce
the game and manage screen time.

Discussion
Principal Findings
OSI was developed through a process of user-centered design
and usability testing. The results presented here show that by
adopting this approach, OSI meets the expectations and needs
of the intended users (parents, children, and clinicians). The
initial vision for OSI was confirmed and refined during the
design workshops in phase 1 of development. This enabled
participants to highlight what functions of OSI were important
to them and how they would like these to look and work on the
website and game. The initial positive ratings of the working
prototypes of OSI presented during usability testing (phase 2)
suggests that the active collaboration with users at the design
stage was a successful and important part of the development
process. The 3 cycles of usability testing allowed for further
improvement of OSI and by the third iteration, participants
reported high levels of satisfaction with how OSI looked, its
ease of use, and the functions available.
It is noteworthy that clinicians reported that the OSI case
management system was easy to use without any training. This
suggests that OSI is intuitive to use; however, most of the
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clinicians participated in both phase 1 and phase 2 of the
development process, and thus, had some degree of familiarity
with OSI. Clinician ratings for “it is always clear what to do
next” did not show the same degree of improvement across the
iterations in phase 2 as the other items on the PCUQ. There was
also a slight increase in the number of moderate issues (such as
inability to successfully navigate through the site) at iteration
3. This could be owing to the introduction of additional features
in the third iteration of the OSI case management system.
Feedback gathered in the semistructured interviews highlighted
that the clinicians felt that any difficulty in using potentially
confusing elements of OSI (eg, the calendar) would resolve
with regular use; however, changes were also made to address
issues raised, and a clinician training package and clinician
manual were subsequently developed to help clinicians to
quickly adopt OSI as part of their routine clinical practice.
Parents consistently rated OSI as acceptable and easy to use
throughout the design and usability process. This suggests that
the initial workshop where parents decided on what features
they wanted OSI to have and how they might look was crucial
and successfully translated into acceptable and usable initial
(phase 1) and working (phase 2) prototypes. Parents were
overwhelmingly positive about OSI by the final iteration. It is
encouraging that they reported it was simpler to use than they
expected, the treatment material was appropriate in tone and
presentation, and the time needed to work through modules was
acceptable. This feedback is important given that engagement
in and adherence to internet-based treatments is associated with
treatment outcomes [52-54] but has been low in some previous
studies [55-57]. Nevertheless, it will be important to continue
to monitor and assess the acceptability of time needed to
complete the modules and weekly questionnaires in future
research.
Overall, the game app was positively endorsed by children.
Some items to assess content and usability did not show a linear
improvement across the iterations, and this is likely to be related
to the addition of many new features across the usability testing
period. Despite this, by iteration 3, children rated the game app
as looking good and easy to use and understand, and they
reported that they would use the game again. This is encouraging
because the aim of the game is to help motivate the child to
engage in the treatment strategies by acting as a reward
mechanism; thus, a desire to play the game is essential.
However, it is worth noting that the game is an optional part of
treatment, and future research is needed to determine the extent
of its use and whether it successfully motivates children to
engage in the treatment strategies and ultimately enhances
treatment outcomes. For example, future research could compare
outcomes for children who use and do not use the game during
treatment.
User-centered design and usability testing are considered as
best practice for digital mental health innovation [10,18,19],
and developers are encouraged to share their development
process to help further understanding of how best to design
digital mental health interventions [10]. We hope that the
methods we used to develop OSI will provide a model that
others can adapt for interventions for other target disorders or
age groups. Although our study clearly illustrates the benefits
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of user-centered design and usability testing, it is worth
acknowledging some of the key challenges associated with the
process that will be relevant for others who are developing
digital mental health interventions. The process was lengthy,
spanning 10 months. It also required careful planning with the
technology company that developed OSI to ensure that the
timings of the research protocol were achievable and in line
with the time taken to develop each iteration of OSI. Time
pressures sometimes meant that some features were not available
for testing until later stages in the usability testing process.
Nonetheless, usability ratings improved over time, suggesting
that the collaborative design of these features helped to ensure
they were easy and enjoyable to use. It should also be
acknowledged that time and budget constraints meant that not
all suggestions for improvements could be implemented. Our
approach was to respond to anything that caused significant
usability issues for most participants or was critical for
successful delivery of the treatment. The high acceptability and
usability scores indicate that this did not adversely affect ease
or enjoyment of use.

Strengths and Limitations
This study has several strengths. Of primary importance, we
adopted a bottom-up approach to the development. This allowed
the participants to tell us what features they wanted and how
they wanted them to look and work, which is the essence of
participatory research [58]. By actively involving users at both
the design stage and usability testing as part of the development
process, we were able to not only understand the needs and
wants for the website and game but also ensure that it met those
expectations and was easy and enjoyable to use. Another
strength is that we recruited participants who were familiar with
receiving (parents and children) or delivering (clinicians) the
treatment that OSI is based on. This enabled a rich discussion
of the features that might be helpful in the internet-based
translation of the treatment material and management of families
receiving this treatment.
Despite the strengths, there are some limitations that should be
acknowledged. Participants were predominantly from White
British ethnic backgrounds, and parents were well educated and
largely employed. The lack of diversity in sociodemographic
characteristics means that we cannot be sure that OSI will be
satisfactory and easy to use across other sociodemographic
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groups. Furthermore, the sample did not include those who were
not regular internet users, and although 96% of UK adults (aged
16-54 years) report daily or almost daily use of the internet [59],
there is marked variation in reasons for internet use and digital
skills among the UK population [60]. However, efforts were
made to mitigate these issues; for example, the text of the
treatment material was considered easy to read in readability
tests and a range of ethnic backgrounds was represented in the
creation of the video and animations. Furthermore, each module
has a feedback questionnaire, and thus, OSI can be further
iterated based on user feedback from wider research and routine
use. The minimum number of participants required for usability
testing is often cited as 5 [61]; however, using larger sample
sizes and ensuring that participants are representative of the
target user group will increase the likelihood of detecting all
usability issues [62]. We included >5 clinicians and parents
who had experience of receiving and delivering child anxiety
treatment, but only 4 children participated and all of them were
aged between 9 and 12 years; thus, it is possible that our findings
may not be applicable to younger children who might otherwise
benefit from the treatment approach [30]. Although our sample
size is consistent with previous usability testing of a child
anxiety intervention [29], it is possible that there are usability
problems that were not detected in this study. Finally, it is
important to acknowledge that this study was conducted before
the COVID-19 pandemic and associated physical distancing
restrictions. It is possible that an increase in the use of digital
tools during the pandemic may have changed user preferences
and experiences of OSI, and it will be important to assess this
through ongoing user feedback.

Conclusions
In conclusion, taking an iterative approach to development
through user-centered design and usability testing has resulted
in an internet-based treatment for child anxiety (OSI) that
appears to meet the needs and expectations of parents, children,
and clinicians and is easy and enjoyable to use. Now, it is
important to establish the effectiveness of OSI, and further
research designed to evaluate OSI in clinical and community
settings is in progress. Indeed, it is intended that OSI will
continue to iterate further in response to feedback in these
settings to ensure that it is helpful to families struggling with
child anxiety problems and to clinicians who are supporting
them.

Acknowledgments
CC, CH, and TR were funded by National Institute for Health Research (NIHR) Research Professorship awarded to CC
(RP_2014-04-018). NIHR had no role in the design of the study; collection, analysis, or interpretation of the data; writing the
manuscript; or the decision to submit the paper for publication. CC and LT are supported by the Oxford and Thames Valley NIHR
Applied Research Collaboration. The views expressed in this publication are those of the authors and not necessarily those of the
National Health Service, the Department of Health, the NIHR, or the Department of Health and Social Care.

Authors' Contributions
CH conceived, designed, and conducted the study and analyzed the quantitative data; CC had overall oversight of the study design
and analyses; TR contributed to the development of Online Support and Intervention for child anxiety; and LT analyzed the
qualitative data. All authors contributed to the writing of the manuscript.

https://formative.jmir.org/2022/4/e29846

XSL• FO
RenderX

JMIR Form Res 2022 | vol. 6 | iss. 4 | e29846 | p. 14
(page number not for citation purposes)

JMIR FORMATIVE RESEARCH

Hill et al

Conflicts of Interest
CC receives royalties for the book on which this intervention is based; however, none of the authors make any financial gain
from the intervention presented in this paper.

Multimedia Appendix 1
Phase 1 measures.
[DOCX File , 21 KB-Multimedia Appendix 1]

Multimedia Appendix 2
Phase 1–children’s feedback on game visuals options.
[DOCX File , 22 KB-Multimedia Appendix 2]

Multimedia Appendix 3
Phase 1–children’s feedback on Online Support and Intervention for child anxiety game mock-ups.
[DOCX File , 20 KB-Multimedia Appendix 3]

Multimedia Appendix 4
Phase 2–parents’ and clinicians’ feedback on working prototypes of Online Support and Intervention for child anxiety.
[DOCX File , 22 KB-Multimedia Appendix 4]

Multimedia Appendix 5
Phase 2–children’s feedback on working prototypes of the game.
[DOCX File , 20 KB-Multimedia Appendix 5]

Multimedia Appendix 6
Screenshots of the Online Support and Intervention for child anxiety parent website.
[PPTX File , 1005 KB-Multimedia Appendix 6]

Multimedia Appendix 7
Screenshots of the Online Support and Intervention for child anxiety case management system for clinicians.
[PPTX File , 389 KB-Multimedia Appendix 7]

Multimedia Appendix 8
Screenshots of the Online Support and Intervention for child anxiety child game app.
[PNG File , 568 KB-Multimedia Appendix 8]

Multimedia Appendix 9
Online Support and Intervention for child anxiety treatment content.
[DOCX File , 19 KB-Multimedia Appendix 9]

References
1.
2.
3.

4.

Green H, McGinnity Á, Meltzer H, Ford T, Goodman R. Mental health of children and young people in Great Britain, 2004.
Basingstoke, UK: Palgrave Macmillan; 2005.
Reardon T, Harvey K, Creswell C. Seeking and accessing professional support for child anxiety in a community sample.
Eur Child Adolesc Psychiatry 2020;29(5):649-664 [FREE Full text] [doi: 10.1007/s00787-019-01388-4] [Medline: 31410579]
Lawrence D, Johnson S, Hafekost J, de Haan KB, Sawyer M, Ainley J, et al. The mental health of children and adolescents:
report on the second Australian child and adolescent survey of mental health and wellbeing. Department of Health, Australian
Government. 2015. URL: https://www.health.gov.au/sites/default/files/documents/2020/11/
the-mental-health-of-children-and-adolescents_0.pdf [accessed 2021-10-11]
Merikangas KR, He JP, Burstein M, Swendsen J, Avenevoli S, Case B, et al. Service utilization for lifetime mental disorders
in U.S. adolescents: results of the National Comorbidity Survey-Adolescent Supplement (NCS-A). J Am Acad Child
Adolesc Psychiatry 2011;50(1):32-45 [FREE Full text] [doi: 10.1016/j.jaac.2010.10.006] [Medline: 21156268]

https://formative.jmir.org/2022/4/e29846

XSL• FO
RenderX

JMIR Form Res 2022 | vol. 6 | iss. 4 | e29846 | p. 15
(page number not for citation purposes)

JMIR FORMATIVE RESEARCH
5.

6.

7.

8.

9.

10.

11.

12.

13.

14.
15.
16.
17.

18.

19.

20.

21.

22.
23.

24.

25.

Grist R, Croker A, Denne M, Stallard P. Technology delivered interventions for depression and anxiety in children and
adolescents: a systematic review and meta-analysis. Clin Child Fam Psychol Rev 2019;22(2):147-171 [FREE Full text]
[doi: 10.1007/s10567-018-0271-8] [Medline: 30229343]
Podina IR, Mogoase C, David D, Szentagotai A, Dobrean A. A meta-analysis on the efficacy of technology mediated CBT
for anxious children and adolescents. J Rat-Emo Cognitive-Behav Ther 2016;34(1):31-50 [FREE Full text] [doi:
10.1007/s10942-015-0228-5]
Pennant ME, Loucas CE, Whittington C, Creswell C, Fonagy P, Fuggle P, Expert Advisory Group. Computerised therapies
for anxiety and depression in children and young people: a systematic review and meta-analysis. Behav Res Ther
2015;67:1-18. [doi: 10.1016/j.brat.2015.01.009] [Medline: 25727678]
Fleming T, Merry S, Stasiak K, Hopkins S, Patolo T, Ruru S, et al. The importance of user segmentation for designing
digital therapy for adolescent mental health: findings from scoping processes. JMIR Ment Health 2019;6(5):e12656 [FREE
Full text] [doi: 10.2196/12656] [Medline: 31066705]
Hollis C, Falconer CJ, Martin JL, Whittington C, Stockton S, Glazebrook C, et al. Annual research review: digital health
interventions for children and young people with mental health problems - a systematic and meta-review. J Child Psychol
Psychiatry 2017;58(4):474-503 [FREE Full text] [doi: 10.1111/jcpp.12663] [Medline: 27943285]
Hill C, Creswell C, Vigerland S, Nauta MH, March S, Donovan C, et al. Navigating the development and dissemination
of internet cognitive behavioral therapy (iCBT) for anxiety disorders in children and young people: a consensus statement
with recommendations from the #iCBTLorentz Workshop Group. Internet Interv 2018;12:1-10 [FREE Full text] [doi:
10.1016/j.invent.2018.02.002] [Medline: 30135763]
De Vito Dabbs A, Myers BA, Mc Curry KR, Dunbar-Jacob J, Hawkins RP, Begey A, et al. User-centered design and
interactive health technologies for patients. Comput Inform Nurs 2009;27(3):175-183 [FREE Full text] [doi:
10.1097/NCN.0b013e31819f7c7c] [Medline: 19411947]
Yardley L, Morrison L, Bradbury K, Muller I. The person-based approach to intervention development: application to
digital health-related behavior change interventions. J Med Internet Res 2015;17(1):e30 [FREE Full text] [doi:
10.2196/jmir.4055] [Medline: 25639757]
Yardley L, Spring BJ, Riper H, Morrison LG, Crane DH, Curtis K, et al. Understanding and promoting effective engagement
with digital behavior change interventions. Am J Prev Med 2016;51(5):833-842. [doi: 10.1016/j.amepre.2016.06.015]
[Medline: 27745683]
Howe D, Batchelor S, Coates D, Cashman E. Nine key principles to guide youth mental health: development of service
models in New South Wales. Early Interv Psychiatry 2014;8(2):190-197. [doi: 10.1111/eip.12096] [Medline: 24251956]
Maguire M. Methods to support human-centred design. Int J Hum Comput Stud 2001;55(4):587-634 [FREE Full text] [doi:
10.1006/ijhc.2001.0503]
Gibbs L, Gold L, Kulkens M, Riggs E, Van Gemert C, Waters E. Are the potential benefits of a community-based participatory
approach to public health research worth the potential cost? Just Policy 2008;47:54-59.
Wölbling A, Krämer K, Buss CN, Dribbisch K, LoBue P, Taherivand A. Design thinking: an innovative concept for
developing user-centered software. In: Maedche A, Botzenhardt A, Neer L, editors. Software for people. Berlin, Germany:
Springer; 2012:121-136.
Mohr DC, Burns MN, Schueller SM, Clarke G, Klinkman M. Behavioral intervention technologies: evidence review and
recommendations for future research in mental health. Gen Hosp Psychiatry 2013;35(4):332-338 [FREE Full text] [doi:
10.1016/j.genhosppsych.2013.03.008] [Medline: 23664503]
Richards D, Vigano N, O’Callaghan DD, O’Brien E, Mooney J, Bonner C. Towards a gold standard for internet-delivered
programs in behavioral and mental health. Eur Psychiatr 2016;33(S1):S610 [FREE Full text] [doi:
10.1016/j.eurpsy.2016.01.2280]
Hetrick SE, Robinson J, Burge E, Blandon R, Mobilio B, Rice SM, et al. Youth codesign of a mobile phone app to facilitate
self-monitoring and management of mood symptoms in young people with major depression, suicidal ideation, and self-harm.
JMIR Ment Health 2018;5(1):e9 [FREE Full text] [doi: 10.2196/mental.9041] [Medline: 29362208]
Lattie EG, Ho J, Sargent E, Tomasino KN, Smith JD, Brown CH, et al. Teens engaged in collaborative health: the feasibility
and acceptability of an online skill-building intervention for adolescents at risk for depression. Internet Interv 2017;8:15-26
[FREE Full text] [doi: 10.1016/j.invent.2017.02.003] [Medline: 28584734]
Kenny R, Dooley B, Fitzgerald A. Developing mental health mobile apps: exploring adolescents' perspectives. Health
Informatics J 2016;22(2):265-275 [FREE Full text] [doi: 10.1177/1460458214555041] [Medline: 25385165]
Dexheimer JW, Kurowski BG, Anders SH, McClanahan N, Wade SL, Babcock L. Usability evaluation of the SMART
application for youth with mTBI. Int J Med Inform 2017;97:163-170 [FREE Full text] [doi: 10.1016/j.ijmedinf.2016.10.007]
[Medline: 27919376]
Grist R, Porter J, Stallard P. Acceptability, use, and safety of a mobile phone app (BlueIce) for young people who self-harm:
qualitative study of service users' experience. JMIR Ment Health 2018;5(1):e16 [FREE Full text] [doi: 10.2196/mental.8779]
[Medline: 29475823]
Stallard P, Porter J, Grist R. A smartphone app (BlueIce) for young people who self-harm: open phase 1 pre-post trial.
JMIR Mhealth Uhealth 2018;6(1):e32 [FREE Full text] [doi: 10.2196/mhealth.8917] [Medline: 29382632]

https://formative.jmir.org/2022/4/e29846

XSL• FO
RenderX

Hill et al

JMIR Form Res 2022 | vol. 6 | iss. 4 | e29846 | p. 16
(page number not for citation purposes)

JMIR FORMATIVE RESEARCH
26.

27.
28.

29.

30.

31.

32.

33.
34.
35.

36.
37.
38.
39.

40.
41.
42.
43.
44.
45.

46.

47.
48.
49.

50.

Whittaker R, Merry S, Stasiak K, McDowell H, Doherty I, Shepherd M, et al. MEMO--a mobile phone depression prevention
intervention for adolescents: development process and postprogram findings on acceptability from a randomized controlled
trial. J Med Internet Res 2012;14(1):e13 [FREE Full text] [doi: 10.2196/jmir.1857] [Medline: 22278284]
Kenny R, Dooley B, Fitzgerald A. Feasibility of "CopeSmart": a telemental health app for adolescents. JMIR Ment Health
2015;2(3):e22 [FREE Full text] [doi: 10.2196/mental.4370] [Medline: 26552425]
Tark R, Metelitsa M, Akkermann K, Saks K, Mikkel S, Haljas K. Usability, acceptability, feasibility, and effectiveness of
a gamified mobile health intervention (Triumf) for pediatric patients: qualitative study. JMIR Serious Games 2019;7(3):e13776
[FREE Full text] [doi: 10.2196/13776] [Medline: 31573904]
Wozney L, Baxter P, Newton AS. Usability evaluation with mental health professionals and young people to develop an
internet-based cognitive-behaviour therapy program for adolescents with anxiety disorders. BMC Pediatr 2015 Dec 16;15:213
[FREE Full text] [doi: 10.1186/s12887-015-0534-1] [Medline: 26675420]
Thirlwall K, Cooper PJ, Karalus J, Voysey M, Willetts L, Creswell C. Treatment of child anxiety disorders via guided
parent-delivered cognitive-behavioural therapy: randomised controlled trial. Br J Psychiatry 2013;203(6):436-444. [doi:
10.1192/bjp.bp.113.126698] [Medline: 23969483]
Creswell C, Violato M, Fairbanks H, White E, Parkinson M, Abitabile G, et al. Clinical outcomes and cost-effectiveness
of brief guided parent-delivered cognitive behavioural therapy and solution-focused brief therapy for treatment of childhood
anxiety disorders: a randomised controlled trial. Lancet Psychiatry 2017;4(7):529-539 [FREE Full text] [doi:
10.1016/S2215-0366(17)30149-9] [Medline: 28527657]
Creswell C, Hentges F, Parkinson M, Sheffield P, Willetts L, Cooper P. Feasibility of guided cognitive behaviour therapy
(CBT) self-help for childhood anxiety disorders in primary care. Ment Health Fam Med 2010;7(1):49-57 [FREE Full text]
[Medline: 22477922]
Wood M. CYP-IAPT - where next? The Association for Child and Adolescent Mental Health. 2021. URL: https://www.
acamh.org/research-digest/cyp-iapt/ [accessed 2011-10-21]
Creswell C, Willetts L. Overcoming your child's fears and worries: a self-help guide using cognitive behavioral techniques.
Paris, France: Hachette; 2013.
Halldorsson B, Elliott L, Chessell C, Willetts L, Creswell C. Helping your child with fears and worries: a self-help guide
for parents treatment manual for therapists. University of Reading. 2019. URL: http://centaur.reading.ac.uk/87041/ [accessed
2021-11-10]
Bangor A, Kortum P, Miller J. Determining what individual SUS scores mean: adding an adjective rating scale. J Usability
Stud 2009;4(3):114-123.
Sauro J. SUPR-Q: a comprehensive measure of the quality of the website user experience. J Usability Stud 2015;10(2):68-86.
Clegg D, Barker R. Case method fast-track: a rad approach. Boston, MA: Addison-Wesley Longman; 1994.
Kushniruk A, Nohr C, Jensen S, Borycki EM. From usability testing to clinical simulations: bringing context into the design
and evaluation of usable and safe health information technologies. Contribution of the IMIA Human Factors Engineering
for Healthcare Informatics Working Group. Yearb Med Inform 2013;8:78-85. [Medline: 23974552]
Dekker PJ, Eek LA, Flapper MM, Horstink HJ, Meulenkamp AR, van der Meulen J, et al. Water bottle flipping physics.
Am J Phys 2018;86(10):733-739 [FREE Full text] [doi: 10.1119/1.5052441]
Dumas JS, Molich R, Jeffries R. Describing usability problems: are we sending the right message? Interactions
2004;11(4):24-29 [FREE Full text] [doi: 10.1145/1005261.1005274]
Rubin J, Chisnell D. Handbook of usability testing: how to plan, design, and conduct effective tests. 2nd edition. Hoboken,
NJ: John Wiley & Sons; 2008.
Ericsson KA, Simon HA. Protocol analysis: verbal reports as data. Cambridge, MA: MIT Press; 1984.
Online Support and Intervention for child anxiety. URL: https://osiresearch.org.uk/ [accessed 2022-03-18]
Chorpita BF, Yim L, Moffitt C, Umemoto LA, Francis SE. Assessment of symptoms of DSM-IV anxiety and depression
in children: a revised child anxiety and depression scale. Behav Res Ther 2000;38(8):835-855. [doi:
10.1016/s0005-7967(99)00130-8] [Medline: 10937431]
Langley AK, Bergman RL, McCracken J, Piacentini JC. Impairment in childhood anxiety disorders: preliminary examination
of the child anxiety impact scale-parent version. J Child Adolesc Psychopharmacol 2004;14(1):105-114. [doi:
10.1089/104454604773840544] [Medline: 15142397]
Duncan BL, Miller SD, Sparks JA, Claud DA, Reynolds LR, Brown J, et al. The session rating scale: preliminary psychometric
properties of a "working" alliance measure. J Brief Ther 2003;3(1):3-12.
Law D, Jacob J. Goals and goal based outcomes (GBOs). London, UK: CAMHS Press; 2013.
Reardon T, Spence SH, Hesse J, Shakir A, Creswell C. Identifying children with anxiety disorders using brief versions of
the Spence Children's Anxiety Scale for children, parents, and teachers. Psychol Assess 2018;30(10):1342-1355 [FREE
Full text] [doi: 10.1037/pas0000570] [Medline: 29902050]
Edbrooke-Childs J, O'Herlihy A, Wolpert M, Pugh K, Fonagy P. Children and young people's improving access to
psychological therapies: rapid internal audit national report. Evidence-Based Practice Unit, Anna Freud Centre/University
College London. 2015. URL: https://www.ucl.ac.uk/evidence-based-practice-unit/sites/evidence-based-practice-unit/files/
pub_and_resources_project_reports_rapid_internal_audit_2015.pdf [accessed 2011-10-21]

https://formative.jmir.org/2022/4/e29846

XSL• FO
RenderX

Hill et al

JMIR Form Res 2022 | vol. 6 | iss. 4 | e29846 | p. 17
(page number not for citation purposes)

JMIR FORMATIVE RESEARCH
51.

52.

53.

54.

55.
56.
57.

58.
59.
60.
61.
62.

Hill et al

Evans R, Thirlwall K, Cooper P, Creswell C. Using symptom and interference questionnaires to identify recovery among
children with anxiety disorders. Psychol Assess 2017;29(7):835-843 [FREE Full text] [doi: 10.1037/pas0000375] [Medline:
27845527]
Hilvert-Bruce Z, Rossouw PJ, Wong N, Sunderland M, Andrews G. Adherence as a determinant of effectiveness of internet
cognitive behavioural therapy for anxiety and depressive disorders. Behav Res Ther 2012;50(7-8):463-468. [doi:
10.1016/j.brat.2012.04.001] [Medline: 22659155]
Michie S, Yardley L, West R, Patrick K, Greaves F. Developing and evaluating digital interventions to promote behavior
change in health and health care: recommendations resulting from an international workshop. J Med Internet Res
2017;19(6):e232 [FREE Full text] [doi: 10.2196/jmir.7126] [Medline: 28663162]
Donkin L, Christensen H, Naismith SL, Neal B, Hickie IB, Glozier N. A systematic review of the impact of adherence on
the effectiveness of e-therapies. J Med Internet Res 2011;13(3):e52 [FREE Full text] [doi: 10.2196/jmir.1772] [Medline:
21821503]
Clarke AM, Kuosmanen T, Barry MM. A systematic review of online youth mental health promotion and prevention
interventions. J Youth Adolesc 2015;44(1):90-113. [doi: 10.1007/s10964-014-0165-0] [Medline: 25115460]
Eysenbach G. The law of attrition. J Med Internet Res 2005;7(1):e11 [FREE Full text] [doi: 10.2196/jmir.7.1.e11] [Medline:
15829473]
Farvolden P, Denisoff E, Selby P, Bagby RM, Rudy L. Usage and longitudinal effectiveness of a web-based self-help
cognitive behavioral therapy program for panic disorder. J Med Internet Res 2005;7(1):e7 [FREE Full text] [doi:
10.2196/jmir.7.1.e7] [Medline: 15829479]
Cornwall A, Jewkes R. What is participatory research? Soc Sci Med 1995;41(12):1667-1676. [doi:
10.1016/0277-9536(95)00127-s] [Medline: 8746866]
Internet access – households and individuals, Great Britain: 2020. Office for National Statistics. 2020. URL: https://tinyurl.
com/5djddvyb [accessed 2021-10-11]
Exploring the UK’s digital divide. Office for National Statistics. 2019. URL: https://tinyurl.com/2auschss [accessed
2021-10-11]
Kushniruk A. Evaluation in the design of health information systems: application of approaches emerging from usability
engineering. Comput Biol Med 2002;32(3):141-149. [doi: 10.1016/s0010-4825(02)00011-2] [Medline: 11922931]
Faulkner L. Beyond the five-user assumption: benefits of increased sample sizes in usability testing. Behav Res Methods
Instrum Comput 2003;35(3):379-383. [doi: 10.3758/bf03195514] [Medline: 14587545]

Abbreviations
CAIS: Child Anxiety Impact Scale
CBT: cognitive behavioral therapy
iCBT: internet-based cognitive behavioral therapy
NIHR: National Institute for Health Research
OSI: Online Support and Intervention for child anxiety
PCUQ: Program Content and Usability Questionnaire
RCADS: Revised Children’s Anxiety and Depression Scale
ROM: routine outcome measure

Edited by J Torous; submitted 23.04.21; peer-reviewed by A Castro, S Wade; comments to author 01.06.21; revised version received
18.10.21; accepted 07.01.22; published 13.04.22
Please cite as:
Hill C, Reardon T, Taylor L, Creswell C
Online Support and Intervention for Child Anxiety (OSI): Development and Usability Testing
JMIR Form Res 2022;6(4):e29846
URL: https://formative.jmir.org/2022/4/e29846
doi: 10.2196/29846
PMID:

©Claire Hill, Tessa Reardon, Lucy Taylor, Cathy Creswell. Originally published in JMIR Formative Research
(https://formative.jmir.org), 13.04.2022. This is an open-access article distributed under the terms of the Creative Commons
Attribution License (https://creativecommons.org/licenses/by/4.0/), which permits unrestricted use, distribution, and reproduction
in any medium, provided the original work, first published in JMIR Formative Research, is properly cited. The complete

https://formative.jmir.org/2022/4/e29846

XSL• FO
RenderX

JMIR Form Res 2022 | vol. 6 | iss. 4 | e29846 | p. 18
(page number not for citation purposes)

JMIR FORMATIVE RESEARCH

Hill et al

bibliographic information, a link to the original publication on https://formative.jmir.org, as well as this copyright and license
information must be included.

https://formative.jmir.org/2022/4/e29846

XSL• FO
RenderX

JMIR Form Res 2022 | vol. 6 | iss. 4 | e29846 | p. 19
(page number not for citation purposes)

