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Abstract

Background: Most adults and children in the United States fail to receive timely care for mental health symptoms, with even
worse rates of care access for individualswho belong to racial and ethnic minority groups. Digital (ie, app-based) care has proven
to be an efficacious and empirically supported treatment option with the potential to address low rates of care and reduce care
disparities, yet little is known about the relative preference for such treatment. Furthermore, the rapid adoption of telehealth care
during the COVID-19 pandemic may have shifted care preferences.

Objective: This study aimed to examine relative treatment preferences for 4 different types of mental health care: in-person
psychological care, tel ehealth psychological care, digital treatment, or pharmacologic care. Care preferences were also examined
relative to potential predictors of care use (ie, gender, race, age, stigma, discrimination, and level of shame).

Methods: In this cross-sectional online survey study of adults (N=237, mean age 35 years, range 19-68 years), we ranked 4
mental health care modalities based on care preference: (1) in-person care, (2) telehealth care, (3) digital care, and (4) pharmacologic
care. Preference for treatment modality was assessed based on vignette presentation for generalized anxiety disorder and insomnia.
In addition, participants completed self-report questionnaires for demographics, symptom severity, and psychological and
stigma-related variables.

Results. Wefound no difference in overall preference for in-person versus both tel ehealth and digital care. For both generalized
anxiety disorder and insomnia, participants preferred in-person care to telehealth care, athough this finding was attenuated
amongst ol der participantsfor insomniatreatment. Participants’ depressed mood was associated with agreater relative preference
for pharmacologic care. There was no evidence of differential preference for digital care according to demographics, symptom
severity, or psychological and stigma-related variables.

Conclusions: These results indicate that digital care now competes well in terms of treatment preference with in-person,
telehealth, and pharmacol ogic treatment options.

(J Med Internet Res 2025;27:€54608) doi: 10.2196/54608
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Introduction

The majority of adults and children in need of mental health
servicesfail toreceive care, with an intensification of thisfailure
for individualsfrom racial and ethnic minority groups[1-4]. As
a strategy to meet care needs, empirically supported digital
treatment (treatments presented through a computer program
or an app) has been recommended as a strategy to reduce stigma
and cost and as an early modality in astepped care model [5-8].
Meta-analyses of outcomesfor digital care, and digital cognitive
behavior therapy (ACBT), in particular, support this strategy as
both an efficacious and cost-effective approach for addressing
care needs [9-11]. Yet, little research has been done to evaluate
whether dCBT addresses the attitudinal and structural barriers
that prevent the initiation of mental health care. For example,
datafrom respondentswith DSM-1V disordersidentified as part
of the National Comorbidity Survey Replication revealed that
the desire to manage symptoms on one's own, a facet of
self-stigma, was the most common (72.6%) reason for not
seeking treatment, and was followed by structural barriers such
ascost, transportation, and care availability identified by 22.2%
of respondents [12]. As such, there is a potential for fully
autonomous dCBT to provide services for these individuals
who are reluctant to seek in-person care [13] and those who
face barriersto in-person care. In addition, because individuals
from ethnic and racial minority groups have been found to
perceive greater barriersand stigmafor mental health treatment
[2,14-16], there is a potential for digital treatments to help
address these disparities in care by providing an aternative to
specialty care clinics[17].

There is support for the hypothesis that digital treatment can
indeed address some of the perceived barriersto treatment [ 18].
A previous study examined preference for digital or in-person
treatment using 2 samples. undergraduate students and patients
recruited from primary health care clinics. In both samples,
there was agreater overall preferencefor in-person than digital
treatment, but there was a significantly greater preference for
digital treatment for those with higher levels of help-seeking
self-stigma [18]. Greater preferences for digital treatment
options have also been found for select groups, such asfirst-year
college students [19]. Indeed, younger age and female sex, as
well astreatment history and symptom levels, have been linked
to apreference for digital treatment versusin-person treatment
[20-22]. Yet, the care landscape appears to be changing rapidly.
The COVID-19 pandemic hastened the acceptance of remote
care options by both providers and consumers, with the rapid
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adoption of telehealth care across medical clinics [23,24],
including mental health specialty clinics [25,26].

The purpose of this study was to examine relative treatment
preferencesfor 4 different types of mental health care: in-person
psychological care, telehealth psychological care (ie, provider
and patient meeting online through a video conferencing
platform), digital care (specifically, app-based treatment), or
pharmacologic care. Care preferences were also examined
relative to potential predictors of care use: gender, race, age,
(self and public) stigma, discrimination, and level of shame.
We conducted a large-scale online survey (through Amazon’'s
Mechanical Turk [MTurk]) to assess preference for care based
on the presentation of patient vignettes for generalized anxiety
disorder (GAD) and insomnia, 2 common disorders with
documented associ ations between self-stigmaand care-seeking,
for which each modality of care studied has documented efficacy
[2,27-31]. We a so examined whether treatment history [21] or
degree of affective and insomnia symptomsinfluenced the care
preference ratings for the vignettes.

Methods

Participants

In order to be eligible for enrollment, participants had to be 18
years of age or older and had to be able to understand English.
To beincluded inthedataanalysis, participants also had to meet
data quality standards appropriate for fully remote studies
[32,33]. A total of 491 unique participants consented to the
study, yet only 268 provided usable data, and 237 provided
complete dataon all variablesand wereincluded inthe anaysis
(Figure 1 shows a diagram depicting the flow of data from
consent to data analysis).

Participant ages ranged from 19 to 68 years, with a mean age
of 35.41 (SD 10.53) years. In terms of the range of scores, the
lowest quartile of agesreported ranged from 21 to 28 years, and
the highest quartile ranged from 39 to 68 years. The mgjority
of participants identified as male (141/237, 59.5%), 40.5%
(96/237) as female, and none identified with other gender
options. For race and ethnicity, 65.4% (155/237) of respondents
identified as White, 20.7% (49/237) identified as Black or
African American, 5.9% (14/237) identified as Asian or Asian
American, 2.5% (6/237) identified as Latino/a/x or Spanish
origin, 1.7% (4/237) identified as American Indian or Alaskan
Native, 2.5% (6/237) selected other race or ethnicity, 0.8%
(2/237) selected biracial or multiracial, 0.4% (1//237) selected
Arab American/Middle Eastern or North African.
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Figure 1. Theflow of datafrom consent to analysis. ASSQ: Acculturative Stress Sensitivity Scale; DDS: Devaluation-Discrimination Scale; SSOHS;

Self-Stigma of Seeking Help Scale.

Endorsed eligibility criteria (=18 years old,
able to read English, live in the United
States, familiar with keyboard/mouse) and
consented
(n=451)

Accepted as completing the survey on
MTurk
(n=422)

¥

Provided usable responses
[n=268)

L

Included in data analysis
(n=237)

Procedure

The survey was administered on Qualtrics between July 19,
2021, and July 26, 2021. Participants were recruited through
Amazon's MTurk platform and received US $3 for study
participation. Participants were asked to provide demographic
information. Then, participants read 2 vignettes and ranked
mental health treatment preference options pertaining to each
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Dropped out (completad less than 75% of
study) (n=24}

Provided incorrect response to one or
more quality assurance items (n=42)

Duplicate (eg, =2 attempts for same
individual, flageed as bot) (n=3)

Provided patterned or careless responses
in=28)

Spent insufficient time completing survey
(i, <14 minutes) (n=12&)

Missing responses on key variables (n=31)
Age [n=1); race [n=3]; anxiety tregtment preferences
[n=£5]; insomnia trestment preferences (n=10);
previous dizgnosis [n=8]; previous trestment (ni=4);
DDS (n=8); AS50 (n=2); 550HS (n=1}. Mote: Total
does not 2qual 31 because some participants were
missing data on more than one variabls.

diagnosis presented in the vignette, with the following question:
“Imagine that you have symptoms of [anxiety/insomnia] like
[name of the person in the vignette] and want to seek therapy
for these symptoms, please rank order the following imagining
that you will be interested in seeking treatment for
anxiety/insomnia at a later point.” The use of vignette-based
guestions is common in preference research [34] and has been
shown to be effective in providing an environment to share
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real-life experiences participants may otherwise be reluctant to
offer [35]. In this study, 2 vignettes, one depicting GAD and
the other, insomnia, were presented in acounterbal anced fashion
to evaluate preferencefor in-person care, telehealth care, digital
care, or pharmacologic care (more details in Multimedia
Appendix 1). After completing vignette ratings, participants
then completed questionnaires on their present levels of
generalized anxiety and insomnia (GAD and Sleep Condition
Indicator-8 [SCI-8]) and current interest in treatment for these
concerns, presented in counterbalanced order. Participantsthen
completed questionnaires about additional experiencesthat may
impact treatment preferences (Patient Health Questionnaire-8
[PHQ-8], Structural Barriers, Shame Inventory [SI],
Devaluation-Discrimination Scale [DDS], Self-Stigma of
Seeking Help Scale [SSOSH], Brief Perceived Ethnic
Discrimination Questionnaire-Community Version [Brief
PEDQ-CV], and Acculturative Stress Sensitivity Scale [ASSQ)]).
Participants were subsequently asked to provide information
on previous mental health diagnoses and whether they received
treatment (8 participants indicated “declined to respond”
regarding their previous mental health were coded as having no
previous mental health treatment).

M easures

Anxiety Symptoms and Related Treatment Preferences

The GAD-7 is aself-report measure used to assess the severity
of symptoms related to GAD from the past week [36]. It was
shown to have good reliability and criterion and construct
validity [36]. Participantsindicate agreement with 7 statements
using a 4-point Likert scale from 0 (Not at all) to 3 (Nearly
every day), with responses on all items summed to create atotal
score ranging from O to 21. Higher scores indicate greater
anxiety. The GAD-7 had excellent internal consistency in the
current sample (a=.91). An additional item was added to assess
participants interest in treatment (yes or no), given their current
level of anxiety.

I nsomnia Symptoms and Related Treatment Preferences

The Sleep Condition Indicator-8 (SCI-8) isan 8-item scale used
to screen for insomnia[37]. The scale can also be used to assist
in diagnosis and for clinical and self-monitoring of changesin
symptomsrelated to treatment [38]. It isconsidered reliable and
valid. Participants respond using severa 5-point Likert scales,
all ranging from O to 4; all items are summed to create a total
score ranging from O to 32. Higher scores indicate more mild
symptoms, whereas scores of 16 or less reflect the recognized
threshold criteria for insomnia disorder [37]. SCI-8 had good
internal consistency in the current sample (0=.87). An additional
item was added to assess participants’ interest in treatment (yes
or no), given their current level of deep difficulties.

Depression Symptoms

PHQ-8 is a sdlf-report scale providing a reliable and valid
measure of the severity of depression [39,40]. Participants are
asked to respond to 8 items using a 4-point scale from 0 (Not
at al) to 3 (Nearly every day); all items are summed to create
a composite score ranging from 0 to 24 [39]. Higher scores
indicate stronger severity. In this study, this measure had
excellent internal consistency in the current sample (0=.91).
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Structural Barriers

A 6-item Structural Barriers scale that was developed for this
study was used to assess the extent different structural barriers
inhibit individuals from engaging in in-person mental health
treatment (ie, lack of insurance coverage, cost, unsure about
whereto go or whom to see, thetime required or inconvenience,
being unable to get an appointment, problems with childcare,
transportation, or scheduling). Itemsfor this scale were adapted
fromalist of barriersto treatment identified in previousresearch
[41]. Participants respond using a 4-point Likert scale ranging
from O (Not at all) to 3 (To a great extent). Higher scores
indicate greater hesitancy to engage due to structural barriers.
Thismeasure had acceptableinternal consistency in the current
sample (a=.79).

Shame

The Sl is a 3-item self-report scale used to assess how
individuals experience shame in relation to global and specific
life events [42]. The Shame Inventory has been found to have
high internal consistency, reliability, and construct validity [42].
There are 2 parts to this scale; part 1 asks about overall shame
and wasthe only part used in this study. Participants responded
on a5-point Likert scale from 0 to 4. Items are summed, with
higher scores indicating higher degrees of shame. The internal
consistency of thismeasurein the current samplewas acceptable
(a=.77).

Mental Health Stigma

The DDS is a 12-item self-report measure used to assess the
extent to which an individual believes others will discriminate
or devalue someone with amental illness [43]. It is one of the
most frequently used measures to determine the perception of
socia stigma pertaining to mental illness and has high internal
consistency and reliability [44]. Participantsrespond on a6-point
Likert scale from 1 (Strongly agree) to 6 (Strongly disagree),
with higher scores indicating increased perception of public
stigma. This measure has excellent internal consistency in the
current sample (0=.9).

The SSOSH is a 10-item scale used to measure the self-stigma
associated with seeking psychological help [45]. SSOSH has
strong internal consistency reliability and test-retest reliability
while also supporting itsvalidity [45]. Participants are asked to
evaluate the degree to which statements describe how they might
react in situations related to seeking professional health (eg,
My self-esteem would increaseif | talked to atherapist, | would
feel inadequate if | went to a therapist for psychological help)
using a 5-point Likert scale from 1 (Strongly disagree) to 5
(Strongly agree). The internal consistency of this measure, the
only measure with reverse-coded items in this study, was low
(a=.53).

Racial and Ethnic Discrimination

The Brief PEDQ-CV is a 17-item measure used to assess
perceptions of racial and ethnic discrimination [46]. Participants
are asked to indicate how often various situations have happened
to them, based specifically on their ethnicity, using a 5-point
Likert scale from 1 (Never happened) to 5 (Happened very
often). Higher scoresindicate a higher perception of racial and
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ethnic discrimination. The internal consistency of this measure
in this study was excellent (0=.97).

The ASSQ is a 28-item scale used to measure an individual’s
sensitivity to discrimination and acculturative stress [47].
Participants respond on a 5-point Likert scale ranging from 1
(None) to 5 (Much or very much), with higher scoresindicating
greater acculturative stress. The internal consistency of this
measure in the current sample was excellent (0=.98).

Data Analysis Strategy

Exploded logistic regression analyses with exact ties were
estimated in SAS (version 9.4; SAS Ingtitute) to examine
systematic differences in treatment preferences (telehealth,
digital, pharmacologic, and in-person therapy), with in-person
therapy as the reference value. Data were structured such that
each participant had 4 rows, 1 for each treatment option, and
the outcome for each row was the assigned rank for that
treatment option (1, 2, 3, or 4, with 1 being the most preferred
and 4 being the least preferred). This was accomplished using
PROC PHREG with exact ties and specifying participant ID
numbers as strata to account for multiple observations.

After examining the main effects, interaction analyses were
conducted to test whether participant characteristics were
associated with rank choices by entering the multiplicative
interaction term for each covariate separately with the
nonreference choice values (ie, telehedth, app, and
pharmacologic). Interactions were tested for significance using
omnibus tests, such that a significant interaction indicated that
this characteristic was associated with ranked choice broadly
rather than examining only pairwise comparisons. However,
individual P values for pairwise comparisons in interaction
analyses are reported for compl eteness.

Ethical Considerations

All procedures were approved by the university Boston
University Ingtitutional Review Board (protocol #6064X).
Electronic informed consent was obtained from all participants,
who were informed of their right to withdraw from the study at
any time. Participants received $3 for study completion. The
data presented in this article have been deidentified.

Results

Symptom Severity and Treatment-Seeking

Intermsof disorder status and treatment history, 34.2% (81/237)
of participants self-reported 1 previous mental health diagnosis,
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31.7% (75/237) of participants self-reported more than 1
previous mental health diagnosis, and 34.2% (81/237)
self-reported no history of mental health diagnosis. Out of the
full sample, 43.5% (103/237) reported previous mental health
treatment, and 3% (7/237) of participants preferred not to
answer. The mean score on the GAD-7 was 9.41 (SD 5.55), and
55.3% (131/237) of participants had scoresin the clinical range
(scores >10). Correspondingly, 61.2% (145/237) of the sample
indicated acurrent interest in receiving treatment for GAD. The
mean score on the SCI was 18.69 (SD 6.65), with 59.5%
(141/237) scoring in therangefor likely insomnia (scores<16).
Finally, 57.4% (136/237) of the sample indicated a present
interest in receiving treatment for their insomnia symptoms.

Treatment Preferencesfor Generalized Anxiety
Disorder

Table 1 shows the mean treatment preference rankings for
anxiety, as calculated using exploded logistic regression. There
was no evidence that participants systematically preferred 1
type of treatment or tended to rank treatment options in a

specific order (x%=4.25; P=.24). However, testing pairwise
comparisons indicated that telehealth care was ranked as less
preferable than in-person care (more details in Table 1).

There was no evidence that participant age (P=.41), gender
(P=.51), or race or ethnicity (P=.74) were associated with
anxiety treatment preference. Neither were previous mental
health treatment (P=.61), previous mental health diagnosis
(P=.4), baseline anxiety symptoms (P=.32), nor baseline sleep
difficulties (P=.59) associated with overall treatment preferences
for anxiety.

While baseline depression was not associated with treatment
preference overall ()(23:6.27, P=.10), pairwise comparisons
found a significant increase in the odds of preferring
pharmacologic versus in-person therapy for anxiety as
depression symptoms increased (odds ratio [OR] 1.03, 95% CI
1.00-1.05; P=.02). Similarly, while the presence of structural
barrierswas not associated with treatment preferencefor anxiety
overall, (x%=35; P=.32), pairwise comparisons found a
marginally significant increase in the odds of preferring
telehealth versus in-person therapy as structural barriers
increased (OR 1.04, 95% CI 0.997-1.08; P=.07). None of the
other psychological predictors were associated with treatment
preference (shame: P=.81; devaluation discrimination: P=.53;
self-stigma of seeking help: P=.54; acculturative stress
sensitivity: P=.58; or racial and ethnic discrimination: P=.27).
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Table 1. Preference ratings for each treatment modality with in-person treatment representing the comparative standard.
Ratings B OR?(95% Cl) P value Rank, mean (SD)
Ratingsfor thetreatment of generalized anxiety disorder
In-person Ref® 2.30(1.21)
Digital -0.14 0.87 (0.70-1.07) 18 2.56 (1.07)
Telehealth -0.22 0.80 (0.65-0.99) 04 2.56 (1.17)
Pharmacologic -0.10 0.90(0.73-1.11) .33 2.59 (0.99)
Ratingsfor thetreatment of insomnia
In-person Ref 2.32(1.30)
Digital 0.08 1.09 (0.88-1.34) 45 2.46 (1.03)
Telehealth 0.003 1.00 (0.81-1.24) 04 2.44 (1.16)
Pharmacologic -0.13 0.88 (0.70-1.08) 22 2.78(0.90)
80R: odds ratio.
bReference.

Treatment Preferences for Insomnia

Table 1 shows the mean treatment preference ratings for
insomnia. Therewas no evidencethat participants systematically
preferred one type of treatment or tended to rank treatment

optionsin a specific order (x%=4.4; P=.22).

While participant age (P=.08) was not significantly associated
with overal treatment preferences for insomnia, pairwise
comparisons indicated a significant increase in the odds of
preferring telehealth versusin-person treatment as ageincreased
(OR 1.02, 95% CI 1.00-1.03; P=.02). Neither gender (P=.55),
race or ethnicity (P=.73), previous mental health treatment
(P=.47), previous mental health diagnosis (P=.49), baseline
anxiety symptoms (P=.38), nor baseline deep difficulties
(P=.90) were associated with treatment preferencesfor insomnia.

While baseline depression was not associated with insomnia
treatment preference in terms of overal ranking patterns
()(23:5.06; P=.17), pairwise comparisons (ie, examining the
impact of depression on only the preference of pharmacologic
vs in-person therapy) found a significant increase in the odds
of preferring pharmacologic versus in-person therapy as
depression symptoms increased (OR 1.02, 95% CI 1.00-1.05;
P=.05). Similarly, while shame was not associated with
treatment preference overall (x%=4.69; P=.2), pairwise
comparisons indicated that there was a marginally significant
increase in the odds of preferring pharmacologic versus
in-person therapy as shame increased (OR 1.05, 95% CI
0.998-1.11; P=.06). None of the other psychological variables
were associated with treatment preference for insomnia
(structural barriers: P=.57; devaluation discrimination: P=.89;
self-stigma of seeking help: P=.09; acculturative stress
sensitivity: P=.17; and racial and ethnic discrimination: P=.29).

Discussion

The purpose of this study was to examine relative treatment
preferencesfor 4 different types of mental health care: in-person
care, telehealth care, digital care, and pharmacologic care.

https://www.jmir.org/2025/1/e54608

Respondents reported familiarity with the mental health system,
with almost 66% (156/237) reporting a previous mental health
diagnosis and almost 44% (103/237) reporting previous mental
health treatment; well over half the sample reported interest in
future treatment for GAD or insomnia. For this sample, across
these 2 referent disorders, there was consistent evidence that
telehealth was|ess preferred than in-person psychol ogical care.
No significant difference in preference was found between
in-person care and either digital care or pharmacologic care.
Furthermore, of the range of demographic and psychological
factors examined, moderation of preferences was evident only
for depression and age. For rankings of both anxiety and
insomniacare, the presence of greater depression was associated
with a greater relative preference for pharmacologic than
in-person care. Nonetheless, when all care options were
considered, the degree to which pharmacol ogic care was sel ected
as a first-choice option (approximately 22% (52/237) of the
sample) was in strong accord with the 3-fold preference for
psychosocial treatment options over pharmacologic treatment
observed in a meta-analysis of thisissue [34].

We did not replicate the common finding [20-22] of a greater
preference for digital care among younger adults. Indeed, we
found that telehealth care was relatively more preferred to
in-person care among older rather than younger participants
(within the age range evaluated: 19 to 68 years), athough this
association wasfound only for insomniatreatment. It isunclear
whether this apparent loss of youth-based moderation of
preferencesfor digital careisaresult of the widespread adoption
of more remote care options during the COVID-19 pandemic
[23,24]. There are strong indications that the introduction of
telehealth during the COVID-19 pandemic quickly led to a
preference to continue this modality of care for mental health
issues [48]. Likewise, a recent cross-sectional study reported
that 73% of participants agreed or strongly agreed that the
pandemic made them more open to telehealth in genera [49].
A longitudina examination of public discourse related to
telehealth from March 2020 to April 2021 similarly suggests
that continued widespread adoption and use of telehealth
services is likely [50]. As such, one unexpected consegquence
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of the COVID-19 pandemic may be a more widespread
acceptance of telehealth and digital treatments such that some
of thetraditional predictors of preferencesfor digital treatment
(ie, younger adults) are no longer relevant.

Among psychological predictors, few appeared to have a
discernible effect on treatment preferences. Greater barriers
showed a nonsignificant trend toward predicting a greater
preference for telehealth than in-person care for GAD. More
consistent effects were evident for depression severity; for
treatment selection for both generalized anxiety and insomnia,
a greater preference for pharmacologic relative to in-person
psychological treatment was found at greater levels of
depression severity.

Empirically supported digital treatment has been recommended
asastrategy to reduce stigmafor care[5,7], yet wedid not find
a relationship between stigma and preference for digital care,
although we did observe a trend level association between
reported shame and arelatively greater preference for telehealth
than in-person therapy for insomnia. What we documented
instead was acceptance of digital care that rivaled that for
in-person  psychotherapy, telehedlth psychotherapy, or
pharmacotherapy, with approximately equal numbers of
participants sel ecting each of these choicesasafirst preference
option. Animplication of thisfinding isthat health systemsand
providers may need to be prepared to provide multiple strategies
for care to enhance treatment acceptance among patients.

It is important to note a number of limitations to our study
findings. First, our sample was recruited through an online
survey, and accordingly, only those with access to the internet

Acknowledgments

Parsons et al

were able to partake in the study. As the purpose of this study
was to examine preference for treatment options that included
telehealth and digital care, the assessment of individualswilling
to engagewith adigital assessment may have biased the results.
That is, those who are unableto attain easy accessto theinternet
may have been less inclined to prefer a telehealth or digital
treatment method compared with those who already have access.
Second, our results were based on responses to vignettes
depicting GAD or insomnia, so treatment preferences were
derived only for these specific disorders. Different relative
preferences may well be present for different disorders. Third,
our findings were specific to the preference for treatment
initiation and do not address how preferences may change as
travel or cost burdens, side effects, or other adherence issues
are experienced during treatment [12,21,51]. Fourth, our
preference ratings presupposed that all modalities of treatment
were equally available to participants and ignored the many
settingsor localitieswhere specific empirically supported mental
health treatment options may not be available. Finally, we
recruited a few individuals in the oldest age ranges (eg, only
3% of the sample was 65 years and older), so our findings may
not apply to the preferences of older adultsin this age range.

Overall, our results are suggestive of an evening-out of care
preferences, where digital care competes well with other
modalities of care for mental health issues, specifically GAD
and insomnia. Given the many individuals who fail to receive
timely care for these and other disorders [1,52], our findings
provide encouragement for further digital care development,
validation, and dissemination to try to address these care needs
for interested patients.

This study was supported by a subaward to the first author from the Columbia Roybal Center for Fearless Behavior Change NIA
award P30AG064198. Work on this project was also supported by a Summer Research Project Award to the second author from
Boston University’s Ingtitute for Health System Innovation and Policy. In addition, this work was supported by the National
Institute on Aging of the National Institutes of Health (grant number R24AG064191). The funder had no role in the design and
conduct of the study; collection, management, analysis, and interpretation of the data; preparation, review, or approva of the
manuscript; or decision to submit the manuscript for publication.

Conflictsof I nterest

MWO receives compensation for hisrole on scientific and clinical advisory boardsfor Big Health, adigital mental health company.
EMP and MWO have received grants from Big Health and NIH for the study of digital CBT outcomes. None of these entities
provided support for this project and played no rolein the decision to submit this paper or the content thereof.

Multimedia Appendix 1

Vignettes for provider preferences.
[PDF File (Adobe PDF File), 124 KB-Multimedia Appendix 1]

References

1. Demyttenaere K, Bruffaerts R, Lee S, Posada-Villa J, Kovess V, Angermeyer MC, et al. Mental disorders among persons
with chronic back or neck pain: results from the world mental health surveys. Pain. 2007;129(3):332-342. [doi:
10.1016/j.pain.2007.01.022] [Medline: 17350169]

2. Goetter EM, Frumkin MR, Pdlitz SA, Swee MB, Baker AW, Bui E, et a. Barriers to mental health treatment among
individual s with social anxiety disorder and generalized anxiety disorder. Psychol Serv. 2020;17(1):5-12. [doi:
10.1037/ser0000254] [Medline: 30070552]

https://www.jmir.org/2025/1/e54608 JMed Internet Res 2025 | vol. 27 | €54608 | p. 7

(page number not for citation purposes)


https://jmir.org/api/download?alt_name=jmir_v27i1e54608_app1.pdf&filename=417ca4a0f6f73f2a56514e22404032a4.pdf
https://jmir.org/api/download?alt_name=jmir_v27i1e54608_app1.pdf&filename=417ca4a0f6f73f2a56514e22404032a4.pdf
http://dx.doi.org/10.1016/j.pain.2007.01.022
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=17350169&dopt=Abstract
http://dx.doi.org/10.1037/ser0000254
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=30070552&dopt=Abstract
http://www.w3.org/Style/XSL
http://www.renderx.com/

JOURNAL OF MEDICAL INTERNET RESEARCH Parsons et al

3.

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24,

Sorkin DH, Pham E, Ngo-Metzger Q. Racial and ethnic differences in the mental health needs and access to care of older
adultsin California. JAm Geriatr Soc. 2009;57(12):2311-2317. [doi: 10.1111/].1532-5415.2009.02573.X] [Medline:
19943830]

Wang PS, Berglund P, Olfson M, Pincus HA, Wells KB, Kessler RC. Failure and delay ininitial treatment contact after
first onset of mental disordersin the National Comorbidity Survey Replication. Arch Gen Psychiatry. 2005;62(6):603-613.
[doi: 10.100)/archpsyc.62.6.603] [Medline: 15939838]

Kazdin AE. Addressing the treatment gap: akey challenge for extending evidence-based psychosocial interventions. Behav
Res Ther. 2017;88:7-18. [doi: 10.1016/j.brat.2016.06.004] [Medline: 28110678]

Ollendick TH, Ost LG, Farrell LJ. Innovationsin the psychosocial treatment of youth with anxiety disorders: implications
for astepped care approach. Evid Based Ment Health. 2018;21(3):112-115. [FREE Full text] [doi: 10.1136/eb-2018-102892]
[Medline: 29976564]

Wilhelm S, Weingarden H, Ladis |, Braddick V, Shin J, Jacobson NC. Cognitive-behavioral therapy in the digital age:
presidentia address. Behav Ther. 2020;51(1):1-14. [FREE Full text] [doi: 10.1016/].beth.2019.08.001] [Medline: 32005328]
British Psychological Society. Generalised anxiety disorder in adults: management in primary, secondary and community
care. In: Roya College of Psychiatrists. Leicester, UK. British Psychological Society; 2011.

Adelman CB, PanzaKE, Bartley CA, Bontempo A, Bloch MH. A meta-analysis of computerized cognitive-behavioral
therapy for the treatment of DSM-5 anxiety disorders. JClin Psychiatry. 2014;75(7):e695-e€704. [doi: 10.4088/JCP.13r08894]
[Medline: 25093485]

Andrews G, Basu A, Cuijpers P, Craske M, McEvoy P, English C, et al. Computer therapy for the anxiety and depression
disordersis effective, acceptable and practical health care: an updated meta-analysis. J Anxiety Disord. 2018;55:70-78.
[FREE Full text] [doi: 10.1016/j.janxdis.2018.01.001] [Medline: 29422409]

Linardon J, CuijpersP, Carlbring P, Messer M, Fuller-Tyszkiewicz M. The efficacy of app-supported smartphoneinterventions
for mental health problems: ameta-analysis of randomized controlled trials. World Psychiatry. 2019;18(3):325-336. [FREE
Full text] [doi: 10.1002/wps.20673] [Medline: 31496095]

Mojtabai R, Olfson M, Sampson NA, Jin R, Druss B, Wang PS, et a. Barriers to mental health treatment: results from the
National Comorbidity Survey Replication. Psychol Med. 2011;41(8):1751-1761. [FREE Full text] [doi:
10.1017/S0033291710002291] [Medline: 21134315]

Tucker JR, Hammer JH, Vogel DL, Bitman RL, Wade NG, Maier EJ. Disentangling self-stigma: are mental illness and
hel p-seeking self-stigmas different? J Couns Psychol. 2013;60(4):520-531. [doi: 10.1037/a0033555] [Medline: 23815629]
Cooper-Patrick L, Powe NR, Jenckes MW, Gonzales JJ, Levine DM, Ford DE. Identification of patient attitudes and
preferences regarding treatment of depression. J Gen Intern Med. 1997;12(7):431-438. [EREE Full text] [doi:
10.1046/j.1525-1497.1997.00075.x] [Medline: 9229282]

Sussman LK, Robins LN, Earls F. Treatment-seeking for depression by black and white Americans. Soc Sci Med.
1987;24(3):187-196. [doi: 10.1016/0277-9536(87)90046-3] [Medline: 3824001]

Nadeem E, Lange JM, Edge D, Fongwa M, Belin T, Miranda J. Does stigma keep poor young immigrant and U.S.-born
Black and L atina women from seeking mental health care? Psychiatr Serv. 2007;58(12):1547-1554. [doi:
10.1176/ps.2007.58.12.1547] [Medline: 18048555]

Pingitore D, Snowden L, Sansone RA, Klinkman M. Persons with depressive symptoms and the treatments they receive:
acomparison of primary care physicians and psychiatrists. Int J Psychiatry Med. 2001;31(1):41-60. [doi:
10.2190/6bul-mwtg-0m18-30d]]

Wallin E, Maathz P, Parling T, Hursti T. Self-stigma and the intention to seek psychological help online compared to
face-to-face. J Clin Psychol. 2018;74(7):1207-1218. [doi: 10.1002/jclp.22583] [Medline: 29315545]

Lungu A, Sun M. Time for a change: college students' preference for technology-mediated versus face-to-face help for
emotional distress. Telemed J E Health. 2016;22(12):991-1000. [doi: 10.1089/tmj.2015.0214] [Medline: 27223266]
Kozlov E, McDarby M, Prescott M, Altman M. Assessing the care modality preferences and predictors for digital mental
health treatment seekers in a technol ogy-enabled stepped care delivery system: cross-sectional study. IMIR Form Res.
2021;5(9):€30162. [FREE Full text] [doi: 10.2196/30162] [Medline: 34343965]

Linardon J, Shatte A, Tepper H, Fuller-Tyszkiewicz M. A survey study of attitudes toward, and preferences for, e-therapy
interventionsfor eating disorder psychopathol ogy. Int J Eat Disord. 2020;53(6):907-916. [doi: 10.1002/eat.23268] [Medline:
32239725]

Smail-Crevier R, Powers G, Noel C, Wang J. Health-related internet usage and design feature preference for e-mental
health programs among men and women. J Med Internet Res. 2019;21(3):€11224. [FREE Full text] [doi: 10.2196/11224]
[Medline: 30882361]

Garfan S, Alamoodi AH, Zaidan BB, Al-Zaobbi M, Hamid RA, Alwan JK, et a. Telehealth utilization during the Covid-19
pandemic: a systematic review. Comput Biol Med. 2021;138:104878. [EREE Full text] [doi:
10.1016/j.compbiomed.2021.104878] [Medline: 34592585]

LuM, Liao X. Telehealth utilizationin U.S. Medicare beneficiaries aged 65 years and older during the COV1D-19 pandemic.
BMC Public Health. 2023;23(1):368. [FREE Full text] [doi: 10.1186/s12889-023-15263-0] [Medline: 36803677]

https://www.jmir.org/2025/1/e54608 JMed Internet Res 2025 | vol. 27 | 54608 | p. 8

(page number not for citation purposes)


http://dx.doi.org/10.1111/j.1532-5415.2009.02573.x
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=19943830&dopt=Abstract
http://dx.doi.org/10.1001/archpsyc.62.6.603
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=15939838&dopt=Abstract
http://dx.doi.org/10.1016/j.brat.2016.06.004
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=28110678&dopt=Abstract
https://europepmc.org/abstract/MED/29976564
http://dx.doi.org/10.1136/eb-2018-102892
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=29976564&dopt=Abstract
https://linkinghub.elsevier.com/retrieve/pii/S0005-7894(19)30097-8
http://dx.doi.org/10.1016/j.beth.2019.08.001
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=32005328&dopt=Abstract
http://dx.doi.org/10.4088/JCP.13r08894
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=25093485&dopt=Abstract
https://linkinghub.elsevier.com/retrieve/pii/S0887-6185(17)30447-4
http://dx.doi.org/10.1016/j.janxdis.2018.01.001
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=29422409&dopt=Abstract
https://europepmc.org/abstract/MED/31496095
https://europepmc.org/abstract/MED/31496095
http://dx.doi.org/10.1002/wps.20673
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=31496095&dopt=Abstract
https://europepmc.org/abstract/MED/21134315
http://dx.doi.org/10.1017/S0033291710002291
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=21134315&dopt=Abstract
http://dx.doi.org/10.1037/a0033555
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=23815629&dopt=Abstract
https://europepmc.org/abstract/MED/9229282
http://dx.doi.org/10.1046/j.1525-1497.1997.00075.x
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=9229282&dopt=Abstract
http://dx.doi.org/10.1016/0277-9536(87)90046-3
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=3824001&dopt=Abstract
http://dx.doi.org/10.1176/ps.2007.58.12.1547
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=18048555&dopt=Abstract
http://dx.doi.org/10.2190/6bul-mwtq-0m18-30gl
http://dx.doi.org/10.1002/jclp.22583
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=29315545&dopt=Abstract
http://dx.doi.org/10.1089/tmj.2015.0214
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=27223266&dopt=Abstract
https://formative.jmir.org/2021/9/e30162/
http://dx.doi.org/10.2196/30162
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=34343965&dopt=Abstract
http://dx.doi.org/10.1002/eat.23268
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=32239725&dopt=Abstract
http://www.jmir.org/2019/3/e11224/
http://dx.doi.org/10.2196/11224
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=30882361&dopt=Abstract
https://europepmc.org/abstract/MED/34592585
http://dx.doi.org/10.1016/j.compbiomed.2021.104878
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=34592585&dopt=Abstract
https://bmcpublichealth.biomedcentral.com/articles/10.1186/s12889-023-15263-0
http://dx.doi.org/10.1186/s12889-023-15263-0
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=36803677&dopt=Abstract
http://www.w3.org/Style/XSL
http://www.renderx.com/

JOURNAL OF MEDICAL INTERNET RESEARCH Parsons et al

25.

26.

27.

28.

29.

30.

31.

32.

33.

35.

36.

37.

38.

39.

40.

41.

42.

43.

45,

46.

47.

48.

Childs AW, Bacon SM, Klingensmith K, Li L, Unger A, Wing AM, et a. Showing up is half the battle: the impact of
telehealth on psychiatric appointment attendance for hospital -based intensive outpatient services during COVID-19. Telemed
JE Health. 2021;27(8):835-842. [doi: 10.1089/tmj.2021.0028] [Medline: 33999738]

Cuthbert K, Parsons EM, Smith L, Otto MW. Acceptability of telehealth CBT during the time of COVID-19: evidence
from patient treatment initiation and attendance records. Journal of Behavioral and Cognitive Therapy. 2022;32(1):67-72.
[doi: 10.1016/j.jbct.2022.01.001]

Chartier-Otis M, Perreault M, Bélanger C. Determinants of barriers to treatment for anxiety disorders. Psychiatr Q.
2010;81(2):127-138. [doi: 10.1007/s11126-010-9123-5] [Medline: 20131095]

Kyle SD, Espie CA, Morgan K. '...Not just aminor thing, it is something major, which stops you from functioning daily':
quality of life and daytime functioning in insomnia. Behav Sleep Med. 2010;8(3):123-140. [doi:
10.1080/15402002.2010.487450] [Medline: 20582756]

Darden M, Espie CA, Carl JR, Henry AL, Kanady JC, Krystal AD, et a. Cost-effectiveness of digital cognitive behavioral
therapy (Sleepio) for insomnia: a Markov simulation model in the United States. Sleep. 2021;44(4):zsaa223. [doi:
10.1093/sl eep/zsaa223] [Medline: 33151330]

McCord C, Ullrich F, Merchant KAS, Bhagianadh D, Carter KD, Nelson E, et a. Comparison of in-person vs. telebehavioral
health outcomes from rural populations across America. BMC Psychiatry. 2022;22(1):778. [EREE Full text] [doi:
10.1186/s12888-022-04421-0] [Medline: 36496352]

Pauley D, Cuijpers P, Papola D, Miguel C, Karyotaki E. Two decades of digital interventions for anxiety disorders: a
systematic review and meta-analysis of treatment effectiveness. Psychol. Med. 2021:1-13. [doi: 10.1017/s0033291721001999]
Aguinis H, Villamor |, Ramani RS. MTurk research: review and recommendations. Journal of Management.
2020;47(4):823-837. [doi: 10.1177/0149206320969787]

Chmielewski M, Kucker SC. An MTurk crisis? Shiftsin data quality and the impact on study results. Social Psychological
and Personality Science. 2019;11(4):464-473. [doi: 10.1177/1948550619875149]

McHugh RK, Whitton SW, Peckham AD, Welge JA, Otto MW. Patient preference for psychological vs pharmacologic
treatment of psychiatric disorders. J. Clin. Psychiatry. 2013;74(06):595-602. [doi: 10.4088/jcp.12r07757]

Murphy J, Hughes J, Read S, Ashby S. Evidence and practice: areview of vignettesin qualitative research. Nurse Res.
2021;29(3):8-14. [doi: 10.7748/nr.2021.e1787] [Medline: 34041889]

Spitzer RL, Kroenke K, Williams JBW, Léwe B. A brief measure for assessing generalized anxiety disorder: the GAD-7.
Arch Intern Med. 2006;166(10):1092-1097. [doi: 10.1001/archinte.166.10.1092] [Medline: 16717171]

Espie CA, Kyle SD, Hames P, Gardani M, Fleming L, Cape J. The sleep condition indicator: a clinical screening tool to
evaluate insomnia disorder. BMJ Open. 2014,;4(3):e004183. [FREE Full text] [doi: 10.1136/bmjopen-2013-004183]
[Medline: 24643168]

Espie CA, Farias Machado P, Carl JR, Kyle SD, Cape J, Siriwardena AN, et a. The Sleep Condition Indicator: reference
values derived from a sample of 200 000 adults. J Sleep Res. 2018;27(3):€12643. [doi: 10.1111/jsr.12643] [Medline:
29193493]

Kroenke K, Strine TW, Spitzer RL, Williams JBW, Berry JT, Mokdad AH. The PHQ-8 as a measure of current depression
in the general population. J Affect Disord. 2009;114(1-3):163-173. [doi: 10.1016/j.jad.2008.06.026] [Medline: 18752852]
Wu Y, Levis B, Riehm KE, Saadat N, Levis AW, Azar M, et al. Equivalency of the diagnostic accuracy of the PHQ-8 and
PHQ-9: a systematic review and individual participant data meta-analysis. Psychol Med. 2019;50(8):1368-1380. [doi:
10.1017/s0033291719001314]

Green JG, McLaughlin KA, Fillbrunn M, Fukuda M, Jackson JS, Kessler RC, et al. Barriers to mental health service use
and predictors of treatment drop out: racial/ethnic variation in a popul ation-based study. Adm Policy Ment Health.
2020;47(4):606-616. [FREE Full text] [doi: 10.1007/s10488-020-01021-6] [Medline: 32076886]

Rizvi SL. Development and preliminary validation of a new measure to assess shame: the shameinventory. J Psychopathol
Behav Assess. 2009;32(3):438-447. [doi: 10.1007/s10862-009-9172-y]

Link BG. Understanding labeling effectsin the area of mental disorders: an assessment of the effects of expectations of
rejection. American Sociological Review. 1987;52(1):96-112. [doi: 10.2307/2095395]

Sahin E, Topkaya N. Adaptation of the deval uation-discrimination scale into turkish: a comprehensive psychometric
analysis. Assessment. 2023;30(1):51-72. [doi: 10.1177/10731911211039284] [Medline: 34459254]

Vogel DL, Wade NG, Haake S. M easuring the self-stigma associated with seeking psychological help. Journal of Counseling
Psychology. 2006;53(3):325-337. [doi: 10.1037/0022-0167.53.3.325]

Brondolo E, Kelly KPR, Coakley V, Gordon T, Thompson S, Levy E, et a. The perceived ethnic discrimination questionnaire:
development and preliminary validation of acommunity version. JAppl Socia Pyschol. 2005;35(2):335-365. [doi:
10.1111/j.1559-1816.2005.th02124.X]

Sandhu DS, Asrabadi BR. Development of an acculturative stress scale for international students: preliminary findings.
Psychol Rep. 1994;75(1 Pt 2):435-448. [doi: 10.2466/pr0.1994.75.1.435] [Medline: 7809315]

Severe J, Tang R, Horbatch F, Onishchenko R, Naini V, Blazek MC. Factorsinfluencing patients' initial decisionsregarding
telepsychiatry participation during the COVID-19 pandemic: telephone-based survey. IMIR Form Res. 2020;4(12):€254609.
[FREE Full text] [doi: 10.2196/25469] [Medline: 33320823]

https://www.jmir.org/2025/1/e54608 JMed Internet Res 2025 | vol. 27 | 54608 | p. 9

(page number not for citation purposes)


http://dx.doi.org/10.1089/tmj.2021.0028
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=33999738&dopt=Abstract
http://dx.doi.org/10.1016/j.jbct.2022.01.001
http://dx.doi.org/10.1007/s11126-010-9123-5
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=20131095&dopt=Abstract
http://dx.doi.org/10.1080/15402002.2010.487450
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=20582756&dopt=Abstract
http://dx.doi.org/10.1093/sleep/zsaa223
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=33151330&dopt=Abstract
https://bmcpsychiatry.biomedcentral.com/articles/10.1186/s12888-022-04421-0
http://dx.doi.org/10.1186/s12888-022-04421-0
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=36496352&dopt=Abstract
http://dx.doi.org/10.1017/s0033291721001999
http://dx.doi.org/10.1177/0149206320969787
http://dx.doi.org/10.1177/1948550619875149
http://dx.doi.org/10.4088/jcp.12r07757
http://dx.doi.org/10.7748/nr.2021.e1787
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=34041889&dopt=Abstract
http://dx.doi.org/10.1001/archinte.166.10.1092
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=16717171&dopt=Abstract
https://bmjopen.bmj.com/lookup/pmidlookup?view=long&pmid=24643168
http://dx.doi.org/10.1136/bmjopen-2013-004183
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=24643168&dopt=Abstract
http://dx.doi.org/10.1111/jsr.12643
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=29193493&dopt=Abstract
http://dx.doi.org/10.1016/j.jad.2008.06.026
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=18752852&dopt=Abstract
http://dx.doi.org/10.1017/s0033291719001314
https://europepmc.org/abstract/MED/32076886
http://dx.doi.org/10.1007/s10488-020-01021-6
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=32076886&dopt=Abstract
http://dx.doi.org/10.1007/s10862-009-9172-y
http://dx.doi.org/10.2307/2095395
http://dx.doi.org/10.1177/10731911211039284
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=34459254&dopt=Abstract
http://dx.doi.org/10.1037/0022-0167.53.3.325
http://dx.doi.org/10.1111/j.1559-1816.2005.tb02124.x
http://dx.doi.org/10.2466/pr0.1994.75.1.435
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=7809315&dopt=Abstract
https://formative.jmir.org/2020/12/e25469/
http://dx.doi.org/10.2196/25469
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=33320823&dopt=Abstract
http://www.w3.org/Style/XSL
http://www.renderx.com/

JOURNAL OF MEDICAL INTERNET RESEARCH Parsons et al

49. Crouch J, Winters K, Zhang L, Stewart MW. Teleheal th during the pandemic: patient perceptions and policy implications.
JNurs Scholarsh. 2023;55(1):141-148. [FREE Full text] [doi: 10.1111/jnu.12832] [Medline: 36218219]

50. Anderson JT, Bouchacourt LM, Sussman KL, Bright LF, Wilcox GB. Telehealth adoption during the COVID-19 pandemic:
asocial mediatextual and network analysis. Digit Health. 2022;8:20552076221090041. [FREE Full text] [doi:
10.1177/20552076221090041] [Medline: 35392254]

51. Affengruber L, Wagner G, Dobrescu A, Toromanova A, Chapman A, Persad E, et a. Values and preferences of patients
with depressive disordersregarding pharmacol ogic and nonpharmacol ogic treatments. Ann Intern Med. 2023;176(2):217-223.
[doi: 10.7326/m22-1900]

52. WangPS, Lane M, Olfson M, PincusHA, WellsKB, Kessler RC. Twelve-month use of mental health servicesin the United
States: results from the National Comorbidity Survey Replication. Arch Gen Psychiatry. 2005;62(6):629-640. [doi:
10.100V/archpsyc.62.6.629] [Medline: 15939840Q]

Abbreviations

ASSQ: Acculturative Stress Sensitivity Scale
Brief PEDQ-CV: Brief Perceived Ethnic Discrimination Questionnaire-Community Version
dCBT: digital cognitive behavior therapy
DDS: Devaluation-Discrimination scale
GAD: generalized anxiety disorder

MTurk: Mechanical Turk

OR: oddsratio

PHQ-8: Patient Health Questionnaire-8
SCI-8: Sleep Condition Indicator-8

Sl: Shame Inventory

SSOSH: Self-Stigma of Seeking Help Scale

Edited by E Wethington, J Kaye, A Dominello, | Kronish; submitted 15.11.23; peer-reviewed by J Wang, J Severe; comments to author
05.07.24; revised version received 30.08.24; accepted 26.11.24; published 13.02.25

Please cite as:

Parsons EM, Figueroa ZG, Hiserodt M, Cornelius T, Otto MW

Relative Preference for In-Person, Telehealth, Digital, and Pharmacologic Mental Health Care After the COVID-19 Pandemic:
Cross-Sectional Questionnaire Study

J Med Internet Res 2025;27:€54608

URL: https://www.jmir.org/2025/1/e54608

doi: 10.2196/54608

PMID:

©E Marie Parsons, Zoé G Figueroa, Michele Hiserodt, Talea Cornelius, Michael W Otto. Originally published in the Journal of
Medical Internet Research (https://www.jmir.org), 13.02.2025. 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 origina work, first published in the Journal of Medical Internet Research (ISSN
1438-8871), isproperly cited. The complete bibliographic information, alink to the original publication on https://www.jmir.org/,
aswell asthis copyright and license information must be included.

https://www.jmir.org/2025/1/e54608 JMed Internet Res 2025 | vol. 27 | €54608 | p. 10
(page number not for citation purposes)

RenderX


https://europepmc.org/abstract/MED/36218219
http://dx.doi.org/10.1111/jnu.12832
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=36218219&dopt=Abstract
https://journals.sagepub.com/doi/abs/10.1177/20552076221090041?url_ver=Z39.88-2003&rfr_id=ori:rid:crossref.org&rfr_dat=cr_pub  0pubmed
http://dx.doi.org/10.1177/20552076221090041
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=35392254&dopt=Abstract
http://dx.doi.org/10.7326/m22-1900
http://dx.doi.org/10.1001/archpsyc.62.6.629
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=15939840&dopt=Abstract
https://www.jmir.org/2025/1/e54608
http://dx.doi.org/10.2196/54608
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=&dopt=Abstract
http://www.w3.org/Style/XSL
http://www.renderx.com/

