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ABSTRACT

Smartphones continue to become integrated into every aspect of an individual’s life.
There are currently applications (apps) for an extensive selection of sectors, including mental
health. These mental health apps have the potential to play a major role in the future
development of mental healthcare. Although mental health apps seem to be in abundance, it is
unknown how mental healthcare professionals are employing these applications with their
clients, and what they think about them. For this study, a cross-sectional survey design was used
to collect information to describe 69 mental health professionals’ current perceptions regarding
mental health apps. Results show that these mental health professionals primarily employ mental
health apps for between-session support with clients dealing with depression, anxiety, and
trauma, and they tend to utilise mindfulness and mediation-type apps. Participants generally
favoured the possible accessibility that apps can provide, specifically surrounding portability and
affordability. On the other hand, professionals’ lack of understanding of and training with apps,
as well as privacy and confidentiality concerns, presented as perceived limitations. 47% of these
mental health professionals believe that apps should be more incorporated into mental health
care, with under 34% were unsure, and only 13.4% were against the idea. Finally,

recommendations are provided for possible future research.
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Digital Technology

Mobile Technology

Mental Health

E-mental health

Mobile Application

Mobile Medical Application

Mental Health App

COVID-19

List of Definitions

Technologies that are manifested as digital
communication systems, resources, and
devices that generate, store, or process data.

A form of digital technology that can
go where the user goes

A dynamic state of internal equilibrium
which enables individuals to use their
abilities in harmony with universal values of
society.

E-mental health, also known as e-therapy
and telepsychology is when a mental
healthcare professional provides mental
health services via digital communication
technology.

Computer or software program that is
designed to run on devices such as a
phone, tablet, or watch.

Fast-growing category of software that can
be installed on personal smartphones.

A subset of mobile medical applications that
are aimed at helping individuals identify and
treat mental illness, or support overall
mental health.

Coronavirus disease (COVID-19) is an
Infectious disease caused by the SARS-
CoV-2 virus.



CHAPTER 1: Introduction

Within the past decade, mobile devices have become a central part of many peoples’
personal, occupational, and social lives (Bakker et al, 2016). It is estimated that people check
their phones up to 150 times a day, demonstrating the significant role these devices play in our
lives (Bakker et al., 2016). A mobile application (app) is a software program that is designed to
run on a mobile device. In the past few years, a growing number of apps have been developed to
help users improve their mental health and well-being (Donker et al, 2013). These mental health
apps have the potential to play a notable role in the future development of mental healthcare
(Simon & Ludman, 2009). Specifically, mental health apps may be able to assist in expanding
the healthcare field to include constant availability, greater access, anonymity, adapted
programming, and stigma reduction (Grist et al, 2017). While mental health apps have the
possibility of serving a positive function in the future of mental healthcare, there is a lot of
uncertainty surrounding them. Although mental health apps provide distinct opportunities to
offer help, there is also a list of possible drawbacks, such as potential privacy issues, a lack of
research, and the high turnover rate of app development.

Mental healthcare professionals are in a unique position that allows them to recommend
mental health apps to individuals who may benefit from them. Furthermore, because mental
healthcare professionals have specific mental health knowledge, they may also have more
educated views on the usefulness, benefits, and barriers of these apps. Thus, mental healthcare
professionals’ perceptions of apps could be beneficial in understanding how they may fit into the
current healthcare system. Despite recent research into mental health apps during the COVID-19
pandemic, there is currently a gap in the research on mental healthcare professionals’ perceptions

of mental health apps (Kuhn et al., 2014; Leigh & Flatt, 2015; OIff, 2015).



As technology is becoming increasingly prevalent (Linke, 2013; Mantha, 2018), it is
essential for mental healthcare to adapt with it to best meet the needs of people requiring support.
Developing an understanding of how professionals view mental health apps can allow for growth
within the mental health field, as well as a possible adoption and expansion of current technology
use to better support clients. Although this is a preliminary study, there is potential for future
research to grow from the information gathered, thereby providing a basis for understanding app
integration into mental healthcare.

Although mental health apps have the potential to impact mental health services, it is
unknown whether mental healthcare professionals are implementing these apps in their practice.
The primary questions of this thesis are twofold:

1) What are mental health professionals’ perceptions of mental health apps?

2) How are health professionals using mental health apps in their practice[s] with clients?



CHAPTER 2: Literature Review

Digital Technologies in Society

There are multiple definitions of technology (Grubler, 1998), however, in the broadest
sense of the term, technology is the culmination of techniques, skills, methods, and processes
employed in the construction of goods or services, or in the achievement of intentions such as
scientific exploration (La Shun, 2017). While the basic wheel itself is a form of technology, the
modern use of the term often refers to digital or electronic systems that are used in everyday life
(Fitzgerald et al., 2014). To clarify the form of technology discussed in this study, the term
“digital technologies” will be used when referring to those technologies that are manifested as
digital communication systems, resources, and devices that generate, store, or process data.
Some examples of digital technology are cell phones, computers, laptops, tablets, televisions, car
radios, and self-serve systems at commercial locations; all of which help demonstrate the
ubiquity of digital technologies in modern society. Most individuals in North America, as well as
other parts of the world, are consistently impacted by digital technologies (Linke, 2013). Digital
technologies have allowed for the expansion of social media use, fundamentally changing
traditional methods of communication (Anderson & Jiang, 2018; Boulianne, 2015; Correa et al.,
2010; Zuniga et al., 2012). There is an ongoing, increased reliance upon digital technologies in
daily living which has changed how individuals interact, receive news, access political
information, run businesses, and spend leisure time (Boulianne, 2015; Correa et al., 2010; Hajli,
2014; Holte & Ferraro, 2018; Shirky, 2011; Zuniga et al., 2012).

Education and learning are other areas of everyday life that are heavily influenced by
digital technologies (Blackwell, 2013; Heflin, 2017; Kirkwood, 2012; Selwyn, 2010; Sheng,

2012). Internet-facilitated learning is progressively being implemented throughout North



America and most of the world with the aim of transforming the learning experience. Because of
this ongoing utilization of digital technologies in everyday life, education systems are evolving
to incorporate these technologies into the learning environment to implement in the classroom
what is also used outside of the classroom. Additionally, because children tend to be drawn to
digital technologies (Plowman et al., 2009) and use them regularly (Chaudron, 2015; Mantilla &
Edwards, 2019; Ofcom, 2017), integrating digital technologies into pedagogical strategies may
increase a child’s willingness to participate in learning. Furthermore, digital technologies are
exceptionally beneficial in supporting children with special needs and can aid in strengthening
their learning engagement and capacity to fulfil learning tasks (Barton et al., 2017; Cheng & Lai,
2019; Cumming & Rodrigues, 2017; Shih et al., 2014). Altogether, digital technologies actively
serve a significant role in education and learning.

Digital technologies are also transforming healthcare (Bhavani et al., 2016; Free et al.,
2013; Gagnon et al., 2015; Silva et al., 2015). Mobile healthcare (mHealth) incorporates
programs and interventions that utilise mobile electronic devices to support overall healthcare
(Free et al., 2013). Commonly, mHealth is used to 1) communicate with patients, 2) reduce the
burden of disease linked with poverty, 3) improve access to health services, and 4) manage
chronic disease (Marcolino et al., 2018). Hospitals are implementing mobile technologies to
allow for patient care to be more efficient (Standing & Standing, 2008). Some primary examples
of hospital implementation of mobile technology include matching bar-coded patient wristbands
and medication packages to physician orders, as well as using wireless badges for voice
communication (Standing & Standing, 2008). When mobile technology is incorporated into
healthcare, some barriers can be bypassed. For example, some benefits of mobile technology in

healthcare are the possible reduction of costs and the accessibility to resource-poor locations



(Free et al., 2013). Furthermore, as a tool to augment care, mobile technology’s convenience and
potential for individualized feedback are unmatched. Therefore, mHealth has shown the potential
to provide an array of solutions to address public health difficulties in a unique way (Baig et al.,
2014).

Overall, digital technology is actively being woven into everyday living, demonstrating
the possibilities for a wide array of industries to include emerging forms of technology.
Smartphones and Mobile Technology

Mobile technology is a form of digital technology that can go where the user goes
(Varnum, 2019). One of the most common modes of mobile technology is the smartphone,
which is an advanced mobile device that typically has a touchscreen interface, Internet access,
and an operating system that can run downloaded applications (Bakker et al., 2016). A
smartphone can generally perform the same tasks as a computer; however, due to its mobility, it
can arguably execute and provide more functions (Davies, 2015). According to data compiled
between 2016 and 2021, it was estimated that smartphone subscriptions worldwide today surpass
six billion and that most are owned in North America, China, and India (O'Deas, 2022a).

In 2019, approximately 30 million people in Canada used smartphones, and it is projected
that by 2024 this number will continue to grow (O’Deas, 2020b). The projection of growth is
based upon the common trends and growth that has been demonstrated throughout the past few
years (Mantha, 2018). In 2019 approximately 287 million individuals owned a smartphone in the
United States of America (O’Dea, 2020c; Pew Research Center, 2019; Statista Research
Department, 2020). In 2017, it was estimated that there were eight billion devices simultaneously
connected to the Internet, many of which were mobile phones (Rathbone & Prescott, 2017). This

consistent growing prevalence of smartphone technology has created a curiosity surrounding



mobile technologies across all areas of healthcare, including the mental health sector (Firth &
Torous, 2015). Medical doctors, psychologists, counsellors, and other healthcare professionals
are hopeful that the use of technology, and smartphones, in particular, may provide new
developments in the healthcare field (Firth & Torous, 2015). Given the vast diversity of mobile
apps available on smartphones, there is a growing interest in how they can continue to be
incorporated into healthcare.

Mental Health

The World Health Organization (2005) defines mental health as “a state of well-being in
which every individual realizes his or her potential, can cope with the normal stresses of life, can
work productively and fruitfully, and is able to make a contribution to her or his community.”
Mental health includes our psychological, emotional, and social well-being, as it affects how we
think, feel, and act, as well as influences how we make choices, handle stress, and relate to others
(Mentalhealth.gov, 2019). When individuals have access to different ways in which they can take
care of and maintain their mental health, then they are more likely to experience positive mental
health.

Galderisi et al. (2015) proposed a contemporary definition of mental health that
demonstrates an awareness of differences across countries in terms of values, culture, and social
background, to facilitate an inclusive understanding of culture-bound statements. Galderisi et al.
(2015) defined mental health as follows:

A dynamic state of internal equilibrium enables individuals to use their abilities in

harmony with universal values of society. Basic cognitive and social skills; ability to

recognize, express and modulate one's own emotions, as well as empathize with others;

flexibility and ability to cope with adverse life events and function in social roles; and



harmonious relationship between body and mind represent important components of

mental health which contribute, to varying degrees, to the state of internal equilibrium.

(p. 231-232).

It is important to note the equilibrium aspect in the definition stated above, as, with any
equilibrium, mental health is not stable. Because of this, every individual will likely experience
both positive and poor mental health throughout a lifetime. This definition is meant to accurately
include the many facets that surround mental health while attempting to include comprehensive
language (Galderisi et al., 2015).

Since mental healthcare professionals work firsthand with individuals seeking mental
health support, their clients may benefit from using mental health apps. Mental healthcare
professionals also possess specific knowledge about mental health and therefore would be able to
give an educated opinion on mental health apps. Understanding how mental healthcare
professionals evaluate these apps, including whether and to what extent they are using such apps
with clients, would demonstrate whether these apps are being used in a clinical setting.

Mental Healthcare during COVID-19. Since its emergence, and the public health
response, there has been a significant impact of the Coronavirus Disease 2019 (COVID-19)
pandemic on mental health and mental health services (Aqgeel et al., 2021; Cauberghe et al.,
2021; O'Connor et al., 2021). Because of the lack of face-to-face contact, prolonged social
isolation, loss, infection fears, overall stress, and uncertainty, there have been questions
surrounding how individuals’ mental health may continue to be affected by COVID-19 in the
long term (Brooks et al., 2020; Wind et al., 2020). Current evolving research has shown that
there are increasing levels of mental distress and anxiety globally (Szlamka, et al., 2021).

Additionally, the effects of the public health response related to COVID-19 have affected how



mental health services have been delivered for the past few years, as lockdowns and isolation did
not allow for many to participate in in-person services (Brooks et al., 2020; Wind et al., 2020).
Distancing required mental health services to be delivered through online platforms such as
Zoom, Google Meets, Microsoft Teams, and other web-based tools (Szlamka et al., 2021; Wind
et al., 2020). The effects of the pandemic nature of COVID-19 may likely have an impact on
long-term mental health as well as mental healthcare.
Digital Technologies in Mental Healthcare

E-mental health, also known as e-therapy, is when a mental healthcare professional
provides mental health services via digital communication technology (Sucala et al., 2012). The
forms of communication may include e-mail, video conferencing, virtual reality, live chats, or
any combination of these Internet mediums (Sucala et al., 2012). Online counselling, broadly
defined, is when professional mental health services are offered through such Internet mediums
(Sucala et al., 2012). The use of Internet-based technology, such as computers, tablets, and
smartphones, is growing worldwide with the intention to help improve the access and delivery of
mental healthcare (Wozney et al., 2017). Online counselling specifically is becoming
increasingly common (Bambling et al., 2008). Whether searching symptoms on the Internet or
using smartphone apps that provide immediate access to a professional, individuals with mental
health concerns are gradually turning to e-mental health for information, advice, support, and a
place to share their experiences (Wozney et al., 2017).

A mental healthcare professional is an individual that offers services with the purpose of
improving one’s psychological health and treating related illnesses. There are many different
types of mental healthcare professionals, primarily differing in areas of specialization and/or

expertise, as well as educational background (Krans & Cafasso, 2016; Schulze, 2009). Some



common examples of mental healthcare professionals are psychologists, psychiatrists, social
workers, psychiatric nurses, and counsellors (Dziegielewsk & Hollaman, 2019; Krans &
Cafasso, 2016). Each position provides varying types of services; however, they all work within
the field of mental health.

Predominantly therapist administered treatments. A form of e-therapy that is
considered the closest to classic face-to-face therapy is an overarching set of predominantly
therapist-administered treatments (Cavanagh & Millings, 2013). In this form of e-therapy clients
have regular, scheduled contact with a therapist, and different forms of technology are used to
supplement these sessions. There are two different methods in which technology can be used as a
supplement: synchronous or asynchronous (Cavanagh & Millings, 2013). Synchronous
supplements use technology such as videoconferencing or phone calling communication in real-
time, and it is in this way similar to a typical face-to-face session. Asynchronous is when the
therapist and client take their own time to reply whenever necessary by using forms of
technology such as email or text messaging.

Predominantly therapist-administered treatments are usually implemented when there are
barriers to accessing traditional services. For example, when individuals are not able to travel
from home in rural areas or when there is an inability to travel for other reasons (Cavanagh &
Millings, 2013). The public health responses and associated lockdowns related to COVID-19
also dramatically impacted the ability for individuals to meet face-to-face, which likewise
created a significant barrier to an individual’s ability to readily access mental healthcare (Al-
Ashwal et al., 2020; Daniel & Begona 2020; De Witte et al., 2021; Turna et al., 2021; Wind et
al., 2020). Due to this face-to-face barrier heightened by the COVID-19 pandemic and associated

lockdowns, there was an increase in the use of this form of e-therapy, demonstrating the potential



further significance digital technology may serve when there are other barriers to providing face-
to-face care (Al-Ashwal et al., 2020; Daniel & Begona 2020; De Witte et al., 2021; Turna et al.,
2021; Wind et al., 2020).

Internet-based cognitive behavioral therapy. Cognitive behavioral therapy (CBT)
emerged in the 1960s and has become one of the most practised and extensively researched
forms of psychotherapy (Webb et al, 2017). The general form of delivery of CBT is face-to-face
therapy; however, as Internet therapy continues to grow, the development of Internet-based
cognitive behavioral therapy (ICBT) is becoming more prominent (Webb et al., 2017).
Generally, in ICBT, the presentation of a web-based self-help program is integrated with
minimal but consistent therapist direction (Berger, 2016), as opposed to predominantly therapist-
administered treatments. Most of the research surrounding the therapeutic relationship
concerning e-therapy has focused on ICBT (Berger, 2016). Specifically, studies have focused on
mood disorders, such as anxiety and depression, with patients who tend toward a mild or
moderate severity and typically are young to middle-aged adults (Andersson & Titov, 2014).
Some studies have found ICBT to be effective for a range of conditions, with client outcome
effect sizes that equal face-to-face cognitive behavioural therapy (Bergman et al., 2013).

Mobile e-therapy. Although ICBT and predominantly therapist-administered treatments
are the two most common forms of e-therapy, delivering therapy through mobile phones is also
an emerging form of e-therapy, wherein text messaging, phone calls, and other forms of
communication can be used (Preziosa et al., 2009). However, most of the research surrounding e-
mental health has excluded smartphone applications and therefore not a lot is currently known
about how applications are being incorporated into mental healthcare (Donker et al., 2013; OIff,

2015). So, while there is extensive information on e-therapy, using mobile apps as a tool for e-
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therapy requires more research to understand how it can be most effectively used to support
mental health (Donker et al., 2013; OIff, 2015).
Mental Health Applications

A mobile application is a software program that is designed to run on devices such as a
phone, tablet, or watch. Mobile medical apps (MMAs) are a fast-growing category of software
that can be installed on personal smartphones (Terry & Gunter, 2018). More than 50% of mobile
phone users have downloaded a health-related app at some point (Krebs & Duncan, 2015). Given
that this number is from seven years ago, it is possible that the number of individuals that have
downloaded a health-related app is presently even higher. A subset of MMAs are focused on
helping individuals identify and treat mental illness and support overall mental health, and these
are referred to as mental health apps (Terry & Gunter, 2018). Because of the growing prevalence
of smartphones, there is an increasing number of mental health apps that are being designed to
support the public (Rathbone & Prescott, 2017). A simple search for “mental health” on an app
store results in over 10,000 results, with the highest performing apps receiving millions of
downloads (Torous et al., 2019). Furthermore, the apps that one may encounter when searching
“mental health” include the following categories: meditation and sleep, psychological tests,
counselling services, mood journals, diagnostic services, recovery guides, mood tools, support
groups, trackers, quotes, chatbots, self-harm prevention, suicide prevention, and mindfulness.
Additionally, mental health apps are intended to provide support to individuals who are dealing
with diagnoses such as stress, anxiety, depression, post-traumatic stress disorder (PTSD), and
obsessive-compulsive disorder (OCD) (OIff, 2015; Rathbone & Prescott, 2017).

Because the development of mental health apps is relatively new, it is unknown how

effective they are at supporting their intended users. Reports from users are primarily found only
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on the review page of mental health apps and satisfaction rates seem to range quite drastically.
As mental health apps are an emerging field, there is a lack of research regarding the
effectiveness of these apps (Donker et al., 2015; OIff, 2015). Because of this gap in the literature,
little is known about how they are being incorporated into the mental health profession, and
whether professionals view them as a benefit to mental healthcare.
Advantages of Mental Health Applications

Less than 50% of all individuals diagnosed with one or more mental disorders see a
physician and only 25% receive appropriate treatment (Andrews et al., 2010). While waiting lists
for psychologists can be long, they are also expensive. Likewise, therapists can be unevenly
distributed geographically. For example, in North America, many small towns throughout the
continent do not have access to face-to-face counselling services (Rathbone & Prescott, 2017).
Finally, there are often stigmas associated with traditional psychotherapy (Patten et al., 2016).
These are only some of the reasons that individuals may not want or are unable to seek out face-
to-face help (Grist et al., 2017).

Mental health apps offer a unique platform for delivering mental health interventions
(Grist et al., 2017; Donker et al., 2013; Rathbone & Prescott, 2017). Advantages of mental health
apps include constant availability, greater access, equity of mental health resources, immediate
support, anonymity, tailored content, lower cost, and increasing service capacity and efficiency
(Grist et al., 2017; Rathbone & Prescott, 2017). Moreover, apps may help to overcome
previously mentioned geographical barriers to treatment and engage traditionally hard-to-reach
groups. Furthermore, if an individual is from a culture or subculture that is skeptical of
counselling, then a mental health app may afford the confidentiality and privacy needed to seek

help. Additionally, technology-based approaches may be particularly suited for children,
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adolescents, and young people, who may be more accepting of technology and have spent more
of their lives using smartphones than not (Grist et al., 2017). Finally, studies have found that
patients in psychiatric settings have an interest in using an app to supplement their clinical care
(Torous, 2014). Thus, mental health apps may help to engage young people who typically would
not seek help through traditional routes.
Research on Mental Health Apps

One of the main areas of research interest regarding mental health apps is whether they
are clinically useful and scientifically supported or valid (Larsen et al., 2019; Torous et al., 2019;
Wang et al., 2018). For example, Larsen et al. (2019), conducted a study in which they looked at
the quality claims of mental health apps and found that less than 50% of mental health apps
employed the use of scientific language, and only 2.7% provided direct evidence supporting app
use, and only 1.3% cited a validation paper. However, in over 50% of the cases that were
included, techniques were associated with good evidence from the literature (Larsen et al., 2019).

Since COVID-19 began, more research has been completed on mental health applications
(Longyear & Kushlev, 2021; Strudwick et al., 2021). An increase in technology use over the
pandemic has provoked an increase in research on apps. Wang et al. (2021) found that mental
health apps showed an increase in downloads during the pandemic. The emerging research has
opened doors on how mental health apps may be incorporated into mental healthcare and there is
an opportunity for research to be continued.
Disadvantages of Mental Health Applications

Although there are many potential positive aspects associated with mental health apps,
there are also some negative aspects as well. Some disadvantages are technical problems and

other similar factors related to telecommunication. For example, battery failures, the reliability
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and sustainability of connections, data security issues, and patient privacy issues (Donker et al.,
2013). Likewise, a problem with most health-based apps is that they are usually neither research-
based nor subject to regulatory assessments or evaluations, and, therefore, their effectiveness has
not been verified (Kenny et al, 2016). A review of the former UK National Health Service (NHS)
Health Apps Library found that of the mental health apps accredited by the NHS only 15%
provided evidence of effectiveness (Larsen et al, 2019). Furthermore, Krebs & Duncan (2015)
found that common reasons for not downloading apps generally include cost and concern about
apps collecting user data. It is important to note that some of the current disadvantages and
limitations could be remedied in the future if scholars and professionals developed further
research on mental health apps. For example, if the development of mental health apps included
input from mental healthcare workers, then these apps could become more effective.
Furthermore, increasing and improving the regulation or rating of these apps by professionals
may also enhance validity.
Supplemental Resources in Mental Healthcare

Supplemental resources are commonly implemented in traditional mental healthcare. It is
crucial for clients to have access to resources that promote change outside of the time spent
working with mental health professionals, as a key component of mental health support is
working to promote individual autonomy. Therefore, supplemental resources, such as homework,
exercises, and activities are often employed to support clients between sessions (Miller, 2010).
Homework is often given to clients to complete between sessions and is tailored to each client's
specific needs (Miller, 2010). Homework assignments may be completed by clients to practice
new skills, enact coping strategies, and restructure destructive beliefs. Employing homework has

been shown to predict positive psychotherapy outcomes for a variety of anxiety and affective
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disorders (Decker et al., 2016; Miller, 2010; Riley, 2015). Oftentimes homework is utilised by
mental health professionals who focus on brief psychotherapy, such as by those who use CBT
and Solution Focused Therapy (SFT) (Decker et al., 2016; Riley, 2010). A key component of
CBT and SFT is the acquisition and practice of new skills, therefore, the inclusion of homework
is quite common (Riley, 2015)

Therapists have long sought ways to encourage clients to commit to out-of-session
practices, such as by assigning homework (Riley, 2015). Currently, mental healthcare
professionals have another potentially powerful resource in mental health apps. Because
supplemental resources have shown to be so impactful in mental healthcare (Decker et al., 2016;
Miller, 2010; Riley, 2015), mental health apps could expand this between-session support. For
example, within the last 20 years, mindfulness has swiftly expanded into behavioural medicine,
psychotherapy, and counselling, becoming a core tenant of many forms of mental health
treatment (Christopher & Maris, 2010; Tomlinson et al., 2018). Nevertheless, it can be difficult
for clients to commit to mindful practices and to complete such practices when not actively
working with a professional (Brewster et al., 2013). However, with the continuous development
of mental health apps, there are now a variety of mindfulness and meditation apps (Dauden
Roquet & Sas, 2018), so there is the possibility for mental health professionals to teach the basics
to clients in session, followed by client’s implementation of an app afterwards to complete
guided meditations, track compliance, and record how they have been affected or supported.
Mobile App Rating Scale

Because the use of mobile apps for health and well-being is actively increasing, it can be
difficult for users, health professionals, and researchers to assess which apps are of high quality

(Stoyanov et al., 2015). Besides looking at reviews and star rating systems, there is not a lot of
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information from objective sources (Stoyanov et al., 2015). Because of the lack of objective
sources, the mobile app rating scale (MARS) was created to provide a multidimensional measure
of mobile applications. This scale employs 23-items and contains four objective quality
subscales: 1) engagement, 2) functionality, 3) aesthetics, and 4) information quality, plus a
subjective quality rating (Stoyanov et al, 2015). Furthermore, there is an additional version of the
MARS called the User Mobile Rating Scale (UMARS), which includes an additional subscale,
consisting of 6 items added to measure users’ perceived impact effectiveness of the evaluated
app. Although there is some difficulty in assessing mental health apps, such as whether they are
of high quality, the MARS is one option that can be utilised to assess app usefulness in a mental
health context.

Since one of the disadvantages of mental health apps is uncertainty regarding how they
perform, the MARS provides a simple, flexible, and standardized tool that can help mental health
workers classify and assess the quality of mobile health apps (Stoyanov et al, 2015). This rating
scale has the potential to assist mental health professionals with deciding which apps to bring
into practice. Currently, however, it is unknown if mental health professionals are aware of this
technology.

Mental Health App Use by Mental Health Professionals

Although not many studies have looked at mental health professionals’ perceptions and
use of mental health apps in general, Liu et al. (2014) examined what factors affect the
acceptance behaviour and use of new technologies for rehabilitation by therapists at a large
rehabilitation hospital in Canada, with a target population of occupational therapists and physical
therapists involved with the provision of therapeutic interventions at the hospital. Performance

expectancy, which is how the technology can help aid professionals’ work, was the most
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important factor in determining therapists’ acceptance and use of technologies (Liu et al., 2014).
Effort expectancy and social influence constructs, such as the degree of difficulty or social
pressures to use technologies, were not found to be important factors in determining technology
acceptance (Liu et al., 2014). Likewise, Kuhn et al. (2014) investigated mental health clinicians’
perceptions of patient-facing smartphone apps, specifically for prolonged exposure therapy for
posttraumatic stress disorder (Kuhn et al., 2014). Younger participants tended to rate the app
significantly more favourably than older participants and reported greater intention to use the
specific app and recommend it to colleagues if it were available (Kuhn et al., 2014; Torous et al.,
2014). Similarly, smartphone owners also had more favourable views of the app, compared to
those that did not possess smartphones.

Currently, there is little known about what mental health professionals think of apps, and
whether they think apps could, or should, be incorporated more often into the mental healthcare
field (Kuhn et al., 2014; Leigh & Flatt, 2015; OIff, 2015).

The Unified Theory of Acceptance and Use of Technology.

Mobile technology possesses the potential to transform a wide variety of aspects of
everyday life. However, for this technology to make a positive impact, it must first be accepted
and utilised.

The aim of the Unified Theory of Acceptance and Use of Technology (UTAUT-2), (see
Appendix 6), is to understand the variety of factors that determine users’ intentions to adopt
technology (Sun et al., 2013). This model combines a multitude of components from eight
different models: 1) Theory of Reasoned Action, 2) the Technology Acceptance Model, 3) the
Motivational Model, 4) the Theory of Planned Behavior, 5) the Combined TAM and TPB, 6) the

Model of PC Utilization, 7) the Innovation Diffusion Theory, and 8) Social Cognitive Theory
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(Wang & Wang, 2010). These contributing models have been extensively employed by many
preceding studies throughout a variety of disciplines including information systems, marketing,
social psychology, and management (Williams et al., 2015).

The UTAUT-2 suggests that there are seven core constructs that act as direct
determinants of behavioural intentions, and ultimately behaviour, in relation to the acceptance of
technology (Venkatesh et al., 2003). These determinates are 1) performance expectancy, 2) effort
expectancy, 3) social influence, 4) facilitating condition, 5) hedonic motivation, 6) price value,
and 7) habit (Venkatesh et al., 2012). Additionally, these seven determinants are moderated by
gender, age, experience, and voluntariness of use (Williams et al., 2015).

Regarding mental health apps, this theory is relevant for two main reasons: 1) users must
be willing to accept these apps for them to be useful, and 2) mental health professionals must
also first be willing to accept an app before implementing it into their practice. Because this
theory suggests that specific determinants are moderated by gender, age, experience, and
voluntariness of use, it could therefore be extended to predict that the acceptance of apps by
mental health professionals would be affected by these as well. This theory may be useful to help
understand which apps users are accepting of, as well as which mental healthcare professionals
are willing to utilise. Finally, this theory could help professionals determine the likelihood of a
client’s willingness to accept a specific app that they may want to implement into their sessions.

Purpose

While multiple forms of mental healthcare involve the use of technology, this study will
specifically focus on mental health apps because there is so little known about them. Although
mental health apps seem to be in abundance, it is unknown how mental healthcare professionals

are employing these applications with their clients, and what they think about them. The current
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literature is unclear on issues regarding whether practitioners are employing the use of apps in
their practice, how often mental health apps are currently being used/recommended, what
barriers professionals encounter, and what mobile app features are important. Additionally, if
professionals are implementing mental health apps, then one may inquire into which apps they
tend to gravitate toward and why. A greater comprehension of these issues could enable the
broader or more effective incorporation of mobile apps into mental healthcare. An understanding
of the perceived benefits, barriers, and expectations of mental health apps among professionals
may aid in the creation of more effective apps that are more likely to be implemented. In
summary, the purpose of this study is to better understand how mental health professionals use
mental health apps in their practice and their experiences in doing so. Therefore, the primary
questions are:

1) What are mental health professionals’ perceptions of mental health apps?

2) How are mental health professionals using mental health apps in their practices with

clients?
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CHAPTER 3: Method

Chapter 3 discusses the methods and procedure of this study which includes a description
of the research design, participants, instruments, procedure, and data analysis.
Research Design

A cross-sectional survey design was used to collect information that is used to describe
participants’ current perceptions regarding mental health apps. Data was gathered using an
online survey that included both Likert-based and open-ended questions. This method was
selected for ease of distribution and data analyses, in addition to accessing a larger participant
sample. The survey was officially opened in April 2020 and closed at the start of January 2021.
Participants

Participants were all individuals who self-identified as mental health professionals,
including counsellors and psychologists, psychiatric nurses, social workers, and others who self-
identified as working as a mental health professional with clients. Additionally, the participants
were located in Canada or the United States of America. There were no other exclusionary
criteria.

The target for this study was to have a minimum of 100 qualified participants. One
hundred and five individuals participated in the study, and after cleaning the data, there were 69
eligible participants. The recruitment procedure employed two primary strategies: 1) social
media recruitment, and 2) opportunity sampling. Links to the survey would be posted on social
media sites, such as Twitter, Facebook, and Reddit, as well as in the comment sections of social
media accounts that are likely to be viewed by mental healthcare professionals. Mental health
organizations and clinics were also contacted by email and provided with a link to the survey.

Finally, different mental health associations distributed the survey through their listservs, as well
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as on their organization's websites. Ethical approval was sought from the University of
Lethbridge’s Office of Research Ethics and approved on September 25, 2020 ((HPRC Protocol#
2020-086).

Instrument

Data was collected using an online self-report Likert survey. The 50-item survey was
created using Qualtrics, and a shareable link was used to distribute the survey. The survey was
created by the researcher because there were no available measures at that time (see Appendix 1
for the instrument).

Open-ended questions were used to allow for participants to go more in
depth with their answers, and to enrich the findings of the study. Because this study was
looking at perceptions, it was important to allow for the participants to be able to express
themselves in their own words, and hopefully provide further information that has not
been previously asked throughout the survey.

Participants were given a consent form before gaining access to the survey, in order
to state their agreement to participate, and for their data to be used afterwards. If at any time
during the survey the participant wished to exit the study, they were able to do so, and their data
was not saved.

Demographic Information. The first part of the survey was a seven-question
demographics section that included age, gender identification, country, province/state, education
level, career type, and length of career. The demographic section allows for the researcher to
understand participants’ background and profile (i.e., their age; gender identification which
included male, female, non-binary, transgender, other, and prefer not to say). For location, they

were provided with two drop-down questions, one for the country, and one for province/state.
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Participants were also asked to select their highest level of completed education, ranging from
Bachelor’s degree to Ph.D. Finally, they were asked to specify their career title, as well as length
of career, ranging from 1 to 40+ years.

Counselling Background. The second section of the survey consisted of seven questions
regarding the participant’s counselling background and experience. The participants were asked
if they practised counselling, what type of counselling they most often practised, what theoretical
framework they practised from, what population of clients they typically worked with, what
issues they primarily worked with, if they practised counselling online, and if they practised
counselling online prior to COVID-19.

Mental Health Apps. The third and final section of the survey included 32 items and
focused on the participant’s experience with and perceptions of mental health applications. To
begin with, participants were asked if they owned a Smart Phone. The participants were asked
two yes or no questions: if they had heard of mental health apps, and if they use mental health
apps with their clients. On a five-point scale ranging from definitely yes to definitely not,
participants were asked if they felt as though they have operational knowledge of mental health
apps. Moreover, participants were given a list of six types of mental health apps with examples
and asked to select their experience using them ranging from use regularly with clients, to have
never heard of. In this section, participants were also asked regarding the apps they had heard of,
how did they hear about them, how useful were they, what made them useful or not useful, and
do you plan to continue using them with clients. After the above question, they were given a
short-answer, open-ended question asking what made them decide to continue or discontinue
using the apps. The participants were also asked what percentage of clients they typically

recommended mental health apps to during treatment, if their workplace required or prohibited
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the use of mental health apps, what type of diagnoses did they typically recommend apps for, if
they had ever had training on mental health apps, what they liked about mental health apps, what
they did not like about mental health apps, what would make them want to use mental health
apps more, what app features were most important to them, if they think mental health apps
should be incorporated into mental healthcare more, and if they were familiar with any
guidelines or tools to evaluate mental health apps. Throughout this section, there were also add-
ons in which they were asked to explain answers in more detail.

Data Analysis

When the survey closed, all the responses were recorded and finalized on
Qualtrics.xm, and the data was coded. Next, the data was exported into SPSS. Once in SPSS, the
survey data was categorized, and any errors found were excluded before conducting the
statistical analyses. To begin with, all unnecessary categories in SPSS such as location, IP
address, Personal info, were all removed immediately. Next, any data from a participant that
selected that they were not a mental health professional was removed. Additionally, any
participant data that did not fully submit the survey, or had less than 100% progress was
removed. All responses to both long and short answer questions were exported into a word
document, for categorical summarization of open-ended data.

Descriptive Statistics. After the data was exported and parsed through on SPSS,
descriptive statistics were calculated to describe the basic features of the data in a study. It is
important to note that, the purpose of the survey was exploratory of an emerging area of interest
and technology usage versus one that is causal-comparative or correlational. Therefore, the
questions were descriptive and not conducive for inferential analyses. Reported herein are

descriptive statistics presented in a series of tables. . This method was used to demonstrate what
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we know about the specific individuals that participated in this study and their usage of emerging
technology.

Categorical Summarization of Open-Ended Data. Open-ended, short-answer questions
were summarized based on relevant categories. Once all the responses were exported into a word
document, the data was closely examined to identify topics, ideas, and patterns of meaning that
come up repeatedly. The first step was familiarization with the data to possess a thorough
overview of what has been collected. The next step was coding the data, which included
highlighting sections of the text and coming up with labels to describe the content. Next,
categories were created by looking at the codes and identifying patterns. Finally, the categories

were reviewed to ensure they accurately represented the data.
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CHAPTER 4: Results

The aim of this study is to gather the perceptions of mental health professionals regarding
what mental health apps are, and how they can use them with clients. This chapter includes the
quantitative and qualitative results of an online survey-based study. The first section will address
the quantitative data and the second section will present the qualitative answers to the short-answer
questions from the survey. Frequencies and descriptive statistics are presented for relevant items.
Demographics

Of the 105 participants that attempted to complete the study, 11 participants were not
eligible as they were not located in Canada or the United States. An additional 25 participants were
excluded because they did not complete the study thereby leaving 69 eligible participants.

Participants were asked to share their demographic information, specifically, their age,
gender, country, and education. The demographic results can be seen in Table 1.
Table 1

Demographical Information

Frequency Percentage

Age

18- 24 1 1.4

25-30 12 17.4

31-36 10 145

37-41 12 17.4

42 - 47 7 10.1

48 - 53 10 145

54 - 59 9 13.0

60 - 65 3 4.3

66+ 5 7.2
Gender

Male 12 17.4

Female 54 78.3

Non-binary 2 2.9
Country

Canada 47 68.1

United State of America 21 304
Education

Bachelor's degree 4 5.8
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Master's degree 51 73.9
PhD 10 14.5
Other 4 5.8

Participants were additionally asked to share experience relating to their profession. This
included the length of their career. Professional title, whether they practice counselling,
theoretical framework, client population, and common issues that they have experience treating.
The professional designation and experience results can be seen in Table 2.

Table 2

Professional Designation and Experience

Frequency Percent
Length of Career
1-5years 16 23.2
6 - 10 years 20 29.0
11 - 20 years 17 24.6
21 - 30 years 12 17.4
31 - 40 years 2 2.9
40+ years 2 2.9
Professional Title
Other 5 7.2
Counsellor 19 27.5
Psychologist 27 39.1
Clinical social worker 17 24.6
Non-clinical social worker 1 14
Do you practice counselling?
Yes 63 91.3
No 6 8.7
Counselling type practised
Couples 28 40.6
Family 18 26.1
Group 11 15.9
Individual 61 88.4
Psycho-ed 12 17.4
Other 3 4.3
Theoretical Framework
Other 12 17.4
Adlerian 1 14
Cognitive Behavioural 16 23.2
Person-Centred 11 15.9
Feminist 2 2.9
Integrative 8 11.6
Postmodern 2 2.9
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Frequency Percent

Behavioural 1 1.4
Family Systems 6 8.7
Gestalt 1 1.4
Choice Theory/Reality Therapy 1 14
Psychoanalytic 2 2.9
Client Population
Children (1-9) 14 20.3
Adolescents (10-17) 26 37.7
Young Adults (18-24) 40 58.0
Adults (25-59) 62 89.9
Older Adults (60+) 22 31.9
Common Issues
Addictions 22 31.9
Anger Management 29 42.0
Anxiety 63 91.3
Career 14 20.3
Depression 64 92.8
Eating Disorders 13 18.8
Grief 40 58.0
Self-esteem 49 71.0
Trauma 50 72.5
Other 9 13.0

Table 3 indicates whether the participants have practised online counselling in the past.
Most participants answered that they do practice online counselling, especially after COVID-19.
Table 3

Online Counselling

Frequency Percent
Do you practice online counselling?
Often 40 58.0
Sometimes 21 30.4
Never 7 10.1
If yes, how often did you practice
online before COVID-19?
Often 5 7.2
Sometimes 22 31.9
Never 41 59.4

They were then asked if they owned a smartphone, and all answered yes. The results can

be seen in Table 4 below.
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Table 4

Do You Currently Own a Smartphone?

Frequency Percent
Valid Yes 69 100.0

Mental Health Apps

The following section of the survey focused on mental health apps and explored the
participant’s experience using mental health apps.

Participants were asked if they had heard of mental health apps, and these results are
demonstrated in Table 5. It appears from the results that most participants had heard of mental
health apps.

Table 5

Have You Heard of Mental Health Apps?

Frequency Percent
Valid Yes 63 91.3
No 6 8.7
Total 69 100.0

Table 6 indicates whether the participants use mental health apps with their clients and
more than half of participants answered that they did not.

Table 6
Do You Use Mental Health Apps With Clients?

Frequency Percent
Valid Yes 27 39.1
No 35 50.7
Total 62 89.9
Missing System 7 10.1
Total 69 100.0
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Looking at whether participants felt as though they had a suitable working knowledge of
mental health apps, the answers varied quite a bit between the five possible options. The highest-
ranking answer being that they probably do not have suitable operation knowledge. The reported

results can be seen in Table 7.

Table 7

Do You Feel as Though You Have Suitable Operational Knowledge of Mental Health Apps?

Frequency Percent
Valid Definitely yes 10 145
Probably yes 18 26.1
Might or might not 13 18.8
Probably not 21 30.4
Definitely not 1 1.4
Total 63 91.3
Missing System 6 8.7
Total 69 100.0

The following six sets of questions asked participants to select their experience using
specific categories of mental health applications with the options: use regularly with clients, use
sometimes with clients, had heard of and would like to try with clients, have heard of but have no
interest in trying them with clients, and have never heard of. Meditation and mindfulness apps
were the most utilized, while coaching apps were reported as being the least utilized. The results
of this set of questions can be seen in Tables 8 through 13.

Table 8

Please Select Your Experience Using Each Category of Mental Health Apps: - Tracker/Journal

Apps
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Frequency Percent

Valid Use regularly with clients 2 2.9
Use sometimes with clients 10 145
Have heard of and would like to try 19 27.5
with clients
Have heard of but have no interest in 6 8.7
trying with clients
Have never heard of 21 30.4
Total 58 84.1
Missing  System 11 15.9
Total 69 100.0
Table 9

Please Select Your Experience Using Each Category of Mental Health Apps: -

Meditation/Mindfulness Apps

Frequency Percent

Valid Use regularly with clients 19 27.5

Use sometimes with clients 26 37.7

Have heard of and would like to try 10 14.5

with clients

Have heard of but have no interest in 7 10.1

trying with clients

Total 62 89.9
Missing  System 7 10.1
Total 69 100.0

Table 10
Please Select Your Experience Using Each Category of Mental Health Apps: -

Diagnostic/Assessment Apps

Frequency Percent

Valid Use regularly with clients 3 4.3
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Frequency Percent

Use sometimes with clients 3 4.3

Have heard of and would like to try 13 18.8

with clients

Have heard of but have no interest in 13 18.8

trying with clients

Have never heard of 22 31.9

Total 54 78.3
Missing  System 15 21.7
Total 69 100.0

Table 11
Please Select Your Experience Using Each Category of Mental Health Apps: -

Counselling/Chatbot Apps

Frequency Percent

Valid Use sometimes with clients 4 5.8

Have heard of and would like to try 8 11.6

with clients

Have heard of but have no interest in 27 39.1

trying with clients

Have never heard of 15 21.7

Total 54 78.3
Missing ~ System 15 21.7
Total 69 100.0

Table 12

Please Select Your Experience Using Each Category of Mental Health Apps - Coaching Apps

Frequency Percent
Valid Use regularly with clients 1 1.4
Use sometimes with clients 4 5.8
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Have heard of and would like to try 15 21.7
with clients

Have heard of but have no interest in 10 145
trying with clients

Have never heard of 24 34.8
Total 54 78.3
Missing  System 15 21.7
Total 69 100.0

Table 13

Please Select Your Experience Using Each Category of Mental Health Apps - Self-help/Self-

Management Apps
Frequency Percent
Valid Use regularly with clients 4 5.8
Use sometimes with clients 13 18.8
Have heard of and would like to try 15 21.7
with clients
Have heard of but have no interest in 7 10.1
trying with clients
Have never heard of 17 24.6
Total 56 81.2
Missing  System 13 18.8
Total 69 100.0

Participants were asked how they had heard of the apps that they had used with clients.
The results show that these participants primarily learned of the apps through their own research.
The results can be found in Table 14 and Table 15.
Table 14

Regarding the Apps That You Have Heard of, How did You Learn About Them?

Frequency Percent
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Valid Co-worker 25

Own Research 45
Workplace/professio 20
nal organization

Other 12

Co-worker

Own Research
Workplace/professio
nal organization

Other

Table 15

Regarding the Apps That You Have Heard of, How did You Learn About Them?

Frequency Percent
Valid Ads, Clients themselves 1 1.4
clients 2 2.9
Clients 1 1.4
Clients’ friends 1 1.4
clients who use them 1 1.4
Clients, news articles 1 1.4
Colleagues 1 1.4
From clients! 1 14
Industry magazines 1 1.4
Online or from clients, then | 1 14
explored
Own research 1 1.4

Participants were asked, of the apps they had used, how useful were they? Most

participants reported that apps were moderately useful, and only one felt that the apps they had

used were not useful at all. The results for usefulness of apps can be seen in Table 16.

Table 16

Regarding The Apps That You Have Used, How Useful Were They?

Freguency Percent
Valid Extremely useful 4 5.8
Very useful 16 23.2
Moderately useful 23 33.3
Slightly useful 11 15.9
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Not at all useful 1 1.4

Not applicable 7 10.1
Total 62 89.9
Missing System 7 10.1
Total 69 100.0

Participants were then asked if they had a plan to continue using apps with clients and
most of them answered yes. The results can be seen in Table 17.
Table 17

Regarding Apps That You Have Used, Do You Plan to Continue Using Them With Clients?

Freguency Percent
Valid Yes 34 49.3
Maybe 17 24.6
No 4 5.8
Not applicable 7 10.1
Total 62 89.9
Missing System 7 10.1
Total 69 100.0

When asked what percentage of clients the participants typically recommend the use of
apps, the results varied quite a bit. The most common responses were 10% and 25%. These
results are shown in Table 18.

Table 18
What Percentage of Your Clients do You Typically Recommend the use of Mental Health Apps at

Some Point During Treatment?

Frequency Percent
Valid 0% 9 13.0
10% 20 29.0
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25% 19 27.5

50% 6 8.7
75% 6 8.7
100% 2 2.9
Total 62 89.9
Missing System 7 10.1
Total 69 100.0

When asked if the participants workplace required the use of mental health apps, only
one participant responded that their workplace required them to use apps with their clients.
Responses to this question are listed in Table 19.

Table 19

Does Your Workplace Require You to use any Apps With Clients?

Frequency Percent
Valid Yes 1 1.4
No 61 88.4
Total 62 89.9
Missing System 7 10.1
Total 69 100.0

When asked if the participants workplace prohibited the use of mental health apps, only
one participant responded yes. The results are reported in Table 20 below.

Table 20

Does Your Workplace Prohibit the use of Apps With Clients?

Frequency Percent
Valid Yes 1 1.4
No 61 88.4
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Total 62 89.9
Missing System 7 10.1
Total 69 100.0

In a “select all that apply” question, regarding what types of diagnoses participants
typically use mental health apps for, anxiety and depression were the most common responses,
with career and eating disorders as the least common. The results for this question can be found
in Table 21 and Table 22.

Table 21

What Types of Diagnoses do you Typically use Mental Health Apps for?

Frequency Percent
Valid Anxiety 46 66.7
Career 1 1.4
Depression 35 50.7
Eating disorders 3 4.3
Grief 4 5.8
Self-esteem 9 13.0
Trauma 12 17.4
Not applicable 12 17.4
Other 8 11.6

Table 22

What Types of Diagnoses do you Typically use Mental Health Apps For?

Freguency Percent
Valid 61 88.4
ADHD 1 1.4
Adjustment, ADHD 1 1.4
Executive functioning 1 1.4
OCD 1 1.4
Sleep 2 2.8
Sleep issues 1 1.4
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Suggest clients look into apps for 1 1.4
mindfulness meditation

Total 69 100.0

When asked if the participants had ever received training on mental health apps, the
majority of the participants answered no. The reported results can be found in Table 23 below.
Table 23

Have You Ever had any Training on Mental Health Apps?

Frequency Percent
Valid Yes 7 10.1
No 55 79.7
Total 62 89.9
Missing System 7 10.1
Total 69 100.0

In a ‘select all that apply’ question, regarding what the participants like about mental
health apps, the results varied across the possible answers. The most common likes were
portability and affordability. Anonymity was the least commonly liked app feature. The results
can be seen in Table 24.

Table 24

What do You Like About Mental Health Apps?

Frequency Percent
Valid Symptom tracking 10 14.5
Geographic isolation 9 13.0
Anonymity 8 11.6
Tailored content 13 18.8
Portability 36 52.2
Affordability 32 46.4
Not applicable 17 24.6
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In a ‘select all that apply’ question, regarding what the participants do not like about
mental health apps, most participants selected that they did not have training. The least common
answer selected was that apps are hard to use. The results are shown in Table 25.

Table 25

What do You Not Like About Mental Health Apps?

Frequency Percent
Valid No training 24 34.8
Lack of confidentiality/privacy 11 15.9
Hard to use 7 10.1
Not research based 11 15.9
Too expensive 13 18.8
Not applicable 17 24.6

In a ‘select all that apply’ question, regarding what would make participants want to use
mental health apps more, other than not applicable, the most common answers were | had more
training, and if the cost was not a barrier. The results are reported in Table 26.

Table 26

| would use Mental Health Apps More if

Frequency Percent

38



Valid I was confident that the client’s 21 30.4
privacy was not at risk

There was no advertising on app 21 30.4

I was confident that client 26 37.7

information would not be shared

They were evidence-based 25 36.2

I had more training 29 42.0

It did not make clients symptoms 10 145

worse

Cost was not a barrier 29 42.0

They were easy to use 23 33.3

Other professionals were using them 7 10.1

Clients enjoyed them

Not applicable 34 49.3
6 8.7

In a ‘select all that apply question’ regarding what app features are most important, most
participants selected user-friendly and affordability. The responses of those who answered are
listed in Table 27.

Table 27

What App Features are Important to You?

Frequency Percent
Valid Affordability 42 60.9
Efficacy 44 53.8
Privacy 34 49.3
Research-based 31 44.9
Transparency 17 24.6
User-friendly 49 71.0
Other 4 5.8

Of the 69 participants, 33 believe that mental health apps should be incorporated more

into mental health care, five participants do not believe that apps should be incorporated more
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into mental healthcare, and 24 participants were not sure whether apps should be incorporated
more. Table 28 demonstrates these results.
Table 28

Do You Think Mental Health Apps Should be Incorporated More into Mental Healthcare?

Frequency Percent
Valid Yes 33 47.8
No 5 7.2
Not sure 24 34.8
Total 62 89.9
Missing System 7 10.1
Total 69 100.0

Concerning guidelines and tools to help users evaluate the quality of mental health apps
most of the participants were not familiar with any. The results are listed below in Table 29.
Table 29
Are you familiar with guidelines or tools that would help you evaluate the quality of mental

health apps?

Frequency Percent
Valid Yes 6 8.7
Somewhat 5 7.2
No 51 73.9
Total 62 89.9
Missing System 7 10.1
Total 69 100.0

Quialitative/Short-Answers
The next section of the results focuses on the short answer replies from participants. The

replies are broken down into common categories that emerged from the participants’ responses.
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Usefulness

Participants were asked to reflect on the mental health applications that they have used
and provide short answers regarding what made those apps useful or not useful. Of the 69
participants, 52 participants responded. Four common categories emerged from the answers
provided by the participants for this question: (1) ease of use, (2) accessibility, (3) between-
session support, and (4) client engagement.

Ease of use. Ease of use was a common topic that emerged among the participants’ short
answer responses when asked what features made a mental health app useful. For participants to
view a mental health app as therapeutically useful, the app had to be perceived as easy to use.
Participants emphasized the importance of an app being “simple” and straightforward for their
clients to implement into their everyday lives. For example, one client noted, “I’ve mainly used
mindfulness apps, and these have been helpful because they’re very easy to use.”

Accessibility. Accessibility of mental health apps was a recurring topic in participants’
short answer responses. Participants commonly found mental health apps to be therapeutically
useful with clients because of the greater accessibility to mental health support that they present.
For example, one client wrote: ““I think meditation apps help make meditation accessible to lots
of people. Many people don’t want to read a book etc. but downloading an app that gives them a
guided experience is great and accessible.”

Between session support. The ability of a mental health app to support a client between
sessions was another commonly reported topic in the short answer responses. Specifically,
between-session support was one of the most reported topics by participants. If participants
found apps to be helpful for clients between sessions, they were more likely to view those apps

as useful. For example, one participant wrote: “I think the idea of Apps is great in terms of
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keeping clients engaged in their process in between meetings.” Additionally, another participant
expressed: “I think clients benefit from being provided with a variety of tools for between
sessions,”

Client engagement. Client engagement with mental health apps was another common
topic reported by participants. When participants’ clients enjoyed, engaged with, and had a
preference toward apps, participants were more likely to view that app as useful. If the
participants’ clients were not interested, or had low compliance with app use, then participants
perceived the apps to be less useful. For example, when asked about the usefulness of mental
health apps, one client wrote: “In my limited experience of using them, clients do not regularly
engage with them.”

Reasons for Continued Use or Disuse

Participants were asked to explain what made them decide to continue or discontinue
using apps that they have tried implementing with clients in the past. Of the 69 participants, 32
participants provided short-answer responses. Two common ideas emerged from the responses
provided by the participants: (1) client feedback, (and 2) cost.

Client feedback. Client feedback was a commonly reported category in the short answer
responses. Participants answered that client feedback helped influence what made them continue
or discontinue app use. For example, one participant wrote: “I have gotten positive feedback with
clients that require support when not in session find them helpful.” Another participant expressed
that “client response and outcomes” were an important factor in whether they continued or
discontinued use. For these participants, if they received positive feedback from the clients, and

saw a positive effect from their use, then they continued using the mental health apps. However,
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if the clients reported negative feedback, or they did not notice any positive effect, then they
would discontinue using the mental health apps.

Cost. Cost was another common topic mentioned in the short answer replies. Multiple
participants mentioned that cost played a role in whether they continued using apps. For these
participants, it was important that the apps they were using with their clients were of no cost at
all to the client. For these participants, if the price of the app was free then they may continue
using the app. However, if there was an additional expense to their clients then they would
discontinue use. For example, one participant reported that they discontinued use because there
were “no free trials/expense to my clients.”

Training

Participants were asked why they had not pursued training in mental health apps. Of the
69 participants, 12 participants provided short-answer responses. Two common topics emerged
from the responses provided: (1) unaware of training, and (2) price of training.

Unaware of training. Five participants responded that they had not received any training
in mental health applications because they were unaware of any trainings pertaining to mental
health apps. One participant wrote: “I haven't seen/heard of any mental health app trainings.”
Another participant answered that there were “not many experiences for training on apps.” Lack
of training and knowledge of training in-app use was a common topic throughout this study, and
repeatedly surfaced in the short answer responses. Many participants expressed that they would
like to explore training in-app use for mental health practice, however, they were unaware of
any.

Price of training. Price of training was another commonly mentioned topic throughout

this short answer question. Some participants answered that the reason they had not received
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training on mental health apps was primarily because of the price of training. One participant
reported: “they are geared toward higher S.E.S. populations.” Another participant expressed:
“there are lots of trainings I'd like to do, but the cost can be prohibitive sometimes.” While these
participants would have liked to participate in trainings, they found that cost could be a
dissuading factor.

Likes of Mental Health Apps

Participants were asked to elaborate on what they liked about mental health apps. Of the
69 participants, 10 provided short-answer responses. One common topic emerged: (1) between
session support.

Between session support. Similar to other short answer responses, when asked to
elaborate on what they like about mental health applications, seven participants mentioned
between session support. The responses were: “It is something clients can do without feeling like
they're being monitored or watched (e.g., by me) and they can engage with the apps whenever
they feel they need it. It is also very accessible to most clients. It is something they can use
between sessions if they are feeling overwhelmed or stressed.” ““I think they can be a great tool to
help clients stay engaged in their process vs reserving their process for in-person meetings only. |
also think they can be a fantastic way for clients to develop more awareness about the extent of
their challenges.” “I think they can be a great tool to help clients stay engaged in their process vs
reserving their process for in-person meetings only.” Many participants mentioned that mental
health apps could be used for between-session support, when paired with what they are getting
from sessions.

Dislikes of Mental Health Apps
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Participants were asked to elaborate on what they do not like about mental health apps.
Of the 69 participants, 21 provided short-answer responses. Three common topics emerged from
the response to this question: (1) lack of research, (2) privacy, and (3) lack of interest/knowledge.

Lack of research. Lack of research was a recurring topicwhen asked about app dislikes.
While elaborating on what participants did not like about mental health apps, three participants
brought up the lack of research and evidence. Participants were concerned about the lack of
research surrounding mental health apps, and the fact that anyone can create an app. For
example, one participant stated that “everyone and anyone is creating apps these days,
information may or may not be research-based, accurate, or safe.” Another participant expressed
their fear by reporting: “my biggest concerns with some mental health apps are that shoddy
research will be used to propose them as a cheaper alternative to actual therapy by insurance
companies.”

Privacy. Privacy was another commonly reported topic in this short answer question.
Participants explained their concerns about the possible lack of privacy that mental health apps
may provide. In mental healthcare, confidentiality and privacy are taken very seriously. These
participants wanted to ensure that their clients would have full privacy when using mental health
apps, and they do not feel as though they have that complete certainty. For example, one
participant wrote: “I worry about the potential marketing information being collected from my
clients and the ensuing lack of privacy related to those ends,” Another expressed that their main
concern was “client information staying private. It is difficult to trust apps and | would never
compromise client confidentiality/privacy.”

Lack of interest or knowledge. Participants expressed that a lack of interest or

knowledge surrounding mental health applications was something that they disliked about
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mental health apps. For example, one participant disliked “taking the time to research them
thoroughly and learning how to use them,” These participants expressed concern about how busy
they currently were, and how learning to implement mental health apps was low on their list of
priorities. Multiple participants expressed a lack of interest in wanting to learn more or introduce
themselves to their clients.

Incorporation of Mental Health Apps

Participants were asked whether they believed mental health apps should be incorporated
more into the mental health field. Of the 69 participants, 23 participants provided short-answer
responses. Of the responses provided three common categories emerged (1) the presence of
technology in everyday life, (2) fear of what apps may create, and (3) screen time/technology
dependence.

The presence of technology in everyday life. When asked to elaborate on whether
mental health apps should be incorporated more into mental health care, four participants
brought up how modern technology plays a significant role in everyday life. The responses were:
“Everyone seems to have a smartphone now so it will always be tools they can have with them
and use without people questioning what they are doing. We all look at our phones often, so it is
a private way to use tools.” Many participants reported that we were moving toward technology
in most aspects of life, and that they believed mental health would move in that direction as well.
For these participants, because most individuals have Smartphones, and incorporate different
forms of technology into their lives, mental health applications were likely to follow as well.
Participants expressed that technology already plays such a large role in society that the use of

mental health apps should, or will be, incorporated more into mental health care.

46



Fear. Participants brought up the fear of what mental health application may create in the
mental health field. One participant wrote ““I can see some utility for them but shudder to think of
how they could be misused in more acute situations or in ways for which I don't believe they
were intended. | am also concerned that EFAPS or Insurance providers could be using them in
place of in-person counselling.” Another participant reported they “worry that capitalist interests
will decide they are cheaper than counsellors and use them as a way to pay homage to mental
health in the workplace while actually removing access to mental health professionals. (This
already happened to me at a previous job - could download a useless app instead of the EFAP
program.” Some participants expressed a fear that technology, and mental health apps included,
could take the place of in-person mental health services.

Screen time and technology dependence. Some participants did not believe mental
health apps should be incorporated more into mental health care because of screen time and
technology dependence. One participant wrote: “I think that our constant use of screens is part of
the reason why people feel busy & overwhelmed... so I’'m not sure that adding more screen time
is a good solution.” Another participant expressed that they “believe most people are on their cell
phones too much, so I rarely suggest more screen time (with the exception of prolonged exposure
therapy or clients who explicitly ask for relaxation tools to practice outside of session). Social
media and excessive screen time appear to worsen overall wellbeing, as opposed to improving
it.” For these participants, the dependence on technology, as well as the consequences of screen
time, are reasons why mental health apps should not be incorporated more into mental health
care. Many participants felt that individuals’ technology use and addiction were already very
prevalent and that implementing mental health apps with their clients would exacerbate what

they view as a problem.
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Mindfulness

Finally, when looking at the answers of all the short-answer responses, a common theme
surrounding meditation and mindfulness was apparent. Of the short answer questions,
mindfulness and meditation were mentioned 18 different times, and were always viewed
favourably. For example, some of the responses regarding meditation and mindfulness apps
were: “I've mainly used mindfulness apps, and these have been helpful because they're very easy
to use and low maintenance. Clients can generally use the apps wherever they are which is
convenient.” “A lot of apps, like mindfulness apps, target anxiety and so their use is more geared
towards/tailored to these concerns. This makes them more effective in my opinion. Also, a lot of
people who have depression may experience low motivation, and a phone app is easy and
convenient to use and requires little energy.” Many participants also viewed mindfulness apps as
“safer” and “more private” than other apps: “there is always a concern about confidentiality; but
if an app is not linked back to me and is something that is fairly safe (e.g., a mindfulness app),
then I do not usually see this as a concern.” Participants also felt as though mindfulness apps
were more “evidence based” than other forms of mental health apps. The participants that
included responses in the short answer questions often reported positive aspects and experiences
with mindfulness apps. Overall, they were viewed very favourably, and continued to be

mentioned.
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CHAPTER 5: Discussion
Perceptions of Mental Health Apps

The first research question posed in this study was what are mental health professionals’
perceptions of mental health apps? To gain an understanding of the participants’ perceptions of
mental health apps, it is important to evaluate what they take to be the potential benefits, barriers,
and limitations.

Benefits. First, looking at perceived benefits, two main categories stood out for these
mental health professionals: 1) portability and 2) affordability. Regarding portability, over half of
the participants selected this as what they liked most about mental health apps. Because most
individuals have smartphones currently, these participants recognised that the portability of
mental health apps provided an accessible platform for clients. Furthermore, these participants
also liked that mental health apps provide an affordable option for individuals to access mental
health care. Given that mental healthcare can be out of reach for a lot of individuals (Grist et al.,
2017), for example, therapy and social support is not always affordable for clients, a lot of apps
are free or of very little cost. Financial concerns are frequently cited as one of the most common
barriers to accessing mental healthcare (Miranda et al., 2015). Therefore, it makes sense that
mental health professionals would not want to suggest a supplementary resource that costs more
money and would favour and appreciate the affordability of mental health apps. These perceived
benefits generally support and agree with previous understandings of mental health apps, and
how they have the potential to provide unique benefits as mental healthcare platforms (Grist et
al., 2017; Jones et al., 2021; Rathbone & Prescott, 2017). Both portability and affordability can
fit into the umbrella category of accessibility, which was a common theme among short-response

answers. Mental health apps are accessible to individuals because of factors such as the cost and
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portability, demonstrating that accessibility was something that these mental health professionals
perceived as a benefit of mental health apps. This concept of accessibility, and mental health
apps possibly providing a more accessible platform for mental health care, is significant because
there are multiple barriers when it comes to seeking treatment for mental health (Brenes et al.,
2015; Jones et al., 2021; Price, 1994; Rathbone & Prescott, 2017; Sorkin, et al., 2016; Titzler et
al., 2018). If mental health apps can provide accessibility to individuals dealing with accessibility
barriers, there may be a place for them in mental health care.

Dislikes, Limitations, and Barriers

When looking at perceived dislikes, limitations, and barriers of mental health apps, two
main factors surfaced 1) training, and 2) confidentiality/privacy, which supports concerns others

have had (Donker et al., 2013; Jones et al., 2021; Kenny et al, 2016).

Training. Beginning with training, one of the most common dislikes about mental health
apps was that participants did not have any training on them. Most participants did not have any
training on mental health apps, primarily because 1) they were unaware of training on mental
health apps, or 2) the training that they were aware of were outside of their price range. This
elaborates on a common theme that arose among the short-answer responses, regarding how
participants were unlikely to incorporate mental health apps because of the amount of research
they would need to undertake on their own time. These mental health professionals did not want
to introduce their clients to apps without being aware of what they are like and how to use them,
which can add a lot of extra time to professional planning. Training could possibly help decrease
that problem, because the professionals would not be attempting to learn on their own, rather
they would be introduced and instructed, which could help decrease that personal research time.

This lack of training elaborates on the Mobile App Rating Scale (MARS) (Stoyanov et al, 2015).

50



Although the MARS has the potential to help professionals examine apps (Stoyanov et al, 2015),
it did not seem as though participants were aware of any support in understanding and evaluating
the apps. Of the specific mental health professionals that participated in this study, a majority of

them had never heard of the MARS, or any type of other support or training that could be used to

help better understand mental health apps.

Chatbot/App-Based Counselling Apps. Regarding perceptions of specific types of
mental health apps, these participants were primarily against chatbot/app-based counselling apps
(e.g. Betterhelp and Talkspace Online Therapy). When participants were asked about their
experience in using different types of mental health apps, 27 participants selected that they had
heard of chatbot style apps but had no interest in trying them, making that the type of app
participants were least interested in trying. This dislike of chatbot style apps surfaced a few times
in the open-ended questions as well. From the perspective of these specific mental health
professionals, the primary concerns that were raised surrounded privacy and confidentiality. For
these mental health professionals, the possibility of privacy breaches meant that they were wary

of mental health apps.

Confidentiality and privacy. Confidentiality and privacy were both also viewed as some
of the most common dislikes of and limitations to mental health apps. Some of the participants
worried about apps potentially collecting the client's personal information, and possibly using

personal information for marketing purposes as well.

The participants did not like that they were unsure of how private and confidential these
apps really were, and for them, they would be more inclined to recommend an app if they were
certain that it was safe for their clients’ use. It should be noted that there is a possibility that

mental health apps do tend to lack reliable security and, because of the data they may collect,
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there is a possibility of transmitting unencrypted personal data over insecure network
connections (Njie, 2013; Harris, 2013; Giota & Kleftaras. 2014). This all raises serious concerns
over the ability of mental health apps, specifically chat-bot/counselling apps to protect the
privacy and confidentiality of users.

App Efficacy

One of the most common features that these mental health professionals looked for and
valued in an app was efficacy. For these participants, an app’s ability to do precisely what it is
intended to do was essential. They wanted mental health apps to be research-based so they could
be confident in what they were recommending. If an app has research supporting it, then the
professionals were more likely to believe that the app is efficacious. However, although this was
clearly an important factor for these mental health professionals, there is research demonstrating
a clear lack of research put into mental health apps (Kenny et al, 2016; Larsen et al, 2019;
Lecomte et al., 2020). Therefore, there is a significant disconnect here between what mental
health professionals are looking for and what is available.

UTAUT-2.

The Unified Theory of Acceptance and Use of Technology (UTAUT-2) suggests that
seven core constructs act as direct determinants of behavioural intentions and. ultimately.
behaviour in relation to an acceptance of technology (Venkatesh et al., 2003). These
determinates are: 1) performance expectancy, 2) effort expectancy, 3) social influence, 4)
facilitating condition, 5) hedonic motivation, 6) price value and 7) habit (Venkatesh et al., 2012).
Regarding these mental health professionals, there were two clear determinants, namely price
value and performance expectancy. These mental health professionals work with diverse

individuals of all different backgrounds, whose experience with technology varies greatly.
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Therefore, it is essential for these participants that mental health apps be user-friendly.
Participants want to be able to suggest supplementary resources, like apps, that are going to be
easy for their clients to incorporate into their lives. If the clients do not find the app user friendly,
then it would be unlikely for them to utilise said apps, and this would likely affect the
professional’s perception of the apps. Finally, participants viewed affordability as another top
app feature. As discussed previously, mental health support can be quite expensive and mental
health professionals are working with individuals of different backgrounds, meaning that a lot of
individuals struggle to afford proper mental health care or avoid care at all for fear of it being
too expensive (Grist et al., 2017). For individuals with low socioeconomic status, they must
receive adequate care at an affordable, accessible price (Jones et al., 2020). Because of this, an
app being low-cost, preferably free, is an imperative for these mental health professionals. It is
important to note that the original these seven determinants are moderated by gender, age,
experience, and voluntariness of use (Williams et al., 2015), however, because this study has a
small sample size, it is difficult to identify any significant moderators. These participants do
seem to value some of the core constructs identified in the UTAUT-2.
Research Question One Summary

Overall, what are mental health professionals’ perceptions of mental health apps? For the
mental health professionals that participated in this study, it seems as though many of them share
similar likes and concerns. They generally favour the possible accessibility that apps can
provide, specifically portability and affordability. On the other hand, their own lack of
understanding and training of apps, as well as privacy and confidentiality concerns, manifest as
perceived limitations. Just over half of these mental health professionals believe that apps should

be more incorporated into mental health care, with just under half being unsure and only a few
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that were against the idea. Overall, the results demonstrate that these specific mental health
professionals’ perceptions of mental health apps include a lot of uncertainty. It appears they
recognise possible benefits and limitations to mental health apps, however, there is a lot that
remains unknown about mental health apps and what their place in mental healthcare looks like.
Implementation of Apps

The second research question posed in this study is how are mental health professionals
using the mental health apps in their practices with clients? To understand how mental health
professionals are using mental health apps in their practice, it is first important to know whether
they are using them or have heard of them. A strong majority of these mental health
professionals, 63 out of the 69 participants, have heard of mental health apps (91.3%).

Regarding this specific group of mental health professionals, 27 of them (39.1%) reported
that they use them in their practice, while 35 reported that they do not use them in their practice
(50.7%). It is important to point out that, when asked about their experience using mindfulness
and meditation mental health apps, 19 participants said that they use them regularly with clients
(27.5%), and 26 said they sometimes use them with clients (37.7%). This response rate
demonstrates that 48 participants use mindfulness or meditation apps with at least some of their
clients. If this is self-reported percentage is accurate, then that would mean 69.5% of these
participants use apps with their clients, rather than the initially reported 43%. This contradiction
is also evident later in the survey. When asked what type of client diagnoses they typically use
mental health apps for, 46 participants selected anxiety (66.7%) and 35 participants selected
depression (50.7%). Notably, both percentages were higher than the 43% that said they use
mental health apps with their clients. It is possible that some of the participants may have

misunderstood one or both questions posed, which resulted in this contradiction. Another
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possibility is that these mental health professionals may have previously used them with clients
but do not use them anymaore, which may have also resulted in these contradictory results. A
final possibility may be that the participants did not realise, or recall, their implementation of
mental health apps until reflecting on specific examples of apps.

Mindfulness. Over the past couple of decades, there has been a strong shift to
incorporating mindfulness and meditation into counselling, with many mental health
professionals utilising these practices in their theoretical framework (Christopher & Maris, 2010;
Tomlinson et al., 2018). For example, Mindfulness-Based Cognitive Therapy (MBCT) is
increasingly being incorporated into the treatment planning for individuals dealing with anxiety,
depression, and stress (Burgess et al., 2021; Frostadottir & Dorjee, 2019; Kulz et al., 2019;
Mackenzie et al., 2018). Similar to the recent popularity of western psychotherapy, mindfulness
and meditation apps are the most common type of mental health apps implemented by these
participants in their practice. The promotion of meditation and mental health apps by these
mental health professionals was a common recurring theme throughout the short-answer
responses as well. It makes sense that these participants reflect the general trend of support for
mindfulness and meditation in current counselling practices. Generally, these professionals felt
as though meditation and mindfulness apps were easy to use, effective, low risk and safer than
other mental health apps on the market. Given these reasons, these professionals generally
replied positively regarding this type of mental health app. Although mindfulness and meditation
are becoming widespread throughout the mental health world, implementation can sometimes be
difficult for individuals who have no background or experience in these practices (Brewer et al.,

2013). While it would need to be explored further, it is possible that employing an app can assist
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a client in committing to practising mindfulness skills more often between sessions than if they
did not have any tools to assist them.

Mental health diagnoses. Depression, anxiety, and trauma were the most common
diagnoses that these mental health professionals used mental health apps for. It is important to
note that these were also the most common issues that these participants worked with overall.
Additionally, the participants reported that they preferred to use interventions like mindfulness
and meditation for anxiety and depression, therefore, it would make sense that, if anxiety and
depression were the most common diagnoses they used mental health apps for, that mindfulness
and meditation apps could be the most implemented mental health apps. This aligns with mental
health rates in Canada and The United States. In both countries, depression and anxiety disorders
are the most common forms of mental illness (Anxiety and Depression Association of America
[ADAA], 2021; Government of Canada, 2014; Knoll & MacLennan, 2017; Watterson et al,
2016; Weinberger et al., 2017). Therefore, it follows that the mental health professionals who
participated in this survey primarily promoted mental health apps to individuals dealing with
anxiety and depression, as they are the most common.

Between session support. Throughout the short-answer responses, as well as the
quantitative questions, the use of mental health apps as a form of between-session support was a
notable recurrent theme. As discussed in the literature review, homework is often given to clients
to complete between sessions, to allow for continual growth even when not in session with a
mental health professional (Conklin et al., 2021; Decker et al., 2016; Miller, 2010; Riley, 2015).
Clients spend more time outside of sessions than they do in them, so it is important for mental
health professionals to provide clients with tools and supplementary resources to continue

working on skills between sessions. However, homework compliance rates are often found to be
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quite low (Conklin et al., 2021; Helbig & Feh, 2004; Kazantis et al., 2005; Tang & Kriendler,
2017). The continuous escalation of smartphone rates offers an opportunity to enhance
homework compliance, and there is a growing interest in whether app inclusion could enhance
homework compliance rates (Tang & Kreindler 2017). Because most individuals now possess
smartphones, and are on them quite frequently, there is a possibility for these smartphones to be
implemented and incorporated into the therapeutic process. For these mental health
professionals, it seems as though they are also attempting to utilise the popularisation of
smartphones in an individual’s everyday life to provide between-session support for their clients.
With that being said, these participants have found that client engagement with, and preference
towards, mental health apps played a large role in whether these participants were for or against
app integration in their practice. For this group of mental health professionals, they found that a
lot of their clients had low engagement when advised to incorporate mental health apps into their
lives. In these professionals' experience, when they did attempt to recommend mental health apps
to clients, the clients were unlikely to utilise them outside of sessions. However, some of the
participants had learned about mental health apps through their clients and, when this was the
case, the clients enjoyed utilising the apps as a form of between-session support. Therefore, these
participants found that client preference played a significant role in whether they would
recommend, or attempt to integrate, apps into their practice. Something to consider looking at in
the future is whether implementing smartphones and mental health apps do make a difference in
homework compliance rates.
Research Question Two Summary

How are mental health professionals using mental health apps in their practice? To begin

with, it was discovered that a little more than half of the mental health professionals that
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participated in this study utilise mental health apps in their practice. The professionals are
primarily employing mental health apps for between session support with clients dealing with
depression, anxiety and trauma, and they tend to utilise mindfulness and mediation type apps.
Limitations

There were several limitations to this study. First, there is a limitation concerning sample
size. Because the sample size for this study was only 69 participants, we cannot generalise the
findings to the broader population of all mental health professionals. The lack of participants
results in an insufficient sample size for thorough and advanced statistical measurement.

Second, this study only included mental health professionals from Canada and the United
States of America. It is possible that mental health professionals from other areas of the world
may have very different views on mental health applications. For example, other countries that
use technology more, or less, may have different perceptions and experiences with mental health
apps.

Third, there is a possible self-selection bias. Because the participants were given the
option to participate, there is a possibility of this causing a biased sample with non-probability
sampling. Mental health professionals that have already heard of, and have developed feelings
toward mental health apps, may have been more likely to complete the survey. It is possible that
a mental health professional who does not use mental health apps at all may have been less likely
to complete the survey.

Fourth, there may be a limitation to the response rate of the short-answer questions.
Although all the participants completed and submitted the survey, it was often a minority of the

participants that responded to the short-answer questions. The participants that did respond to the
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short-answer questions may have more extreme views that those that did not complete the short-
answer questions, which may leave the qualitative data slightly skewed.

Fifth, and finally, the findings of this study may be limited by the nature of self-reporting
surveys and the disadvantages that accompany this form of data collection. The participants’
responses may be skewed based on their interpretation of the questions, willingness to disclose,
personal biases and other factors. For example, only 27 participants reported that they use mental
health apps with clients, however, in a different question 48 participants said that they use
mindfulness apps with their clients. This example demonstrates that self-reporting can result in
contradictions and other limitations.

Implications

These results may be useful for future mental health app development and training.
Furthermore, further investigation into health care workers’ perceptions of mental health apps
could enable broader or more effective incorporation of mobile apps, and digital technology in
general, into mental healthcare.

App creation. Regarding app creation, this study investigated what is most important to
these professionals and what is most valued in a mental health app. An understanding of the
perceived benefits, barriers, and expectations of mental health apps among professionals has the
potential to aid in the creation of more effective apps that are more likely to be implemented by
these mental health professionals. This study helps address what some professionals are looking
for in a mental health app and what would make them more likely to utilise said apps. Therefore,
these results could aid in the development of mental health apps that could potentially help

broaden the mental health sector.
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Training. Looking at training, when asked what would make these participants more
likely to use mental health apps, 29 participants (42.0%), making this the most chosen answer,
selected that they would use them more if they had training on them. These mental health
professionals elaborated that they were overall unaware of any training in mental health apps,
and the ones that they were aware of were too expensive for consideration. These results show
that some mental health professionals would be interested in attending affordable, or likely free,
training in mental health applications if available. Furthermore, after the required shift to online
platforms during COVID-19, the importance of understanding and being able to implement
technology into mental healthcare has become evident. These results may be useful for graduate
training programs and mental health continuing education programs that may want to incorporate
training in mental health and technology into their programs.

Training recommendations. When reviewing the findings from this study, participants
are lacking training in mental health apps, and it is something they are interested in learning
more about. As the implementation of mental health apps into mental healthcare is an emerging
topic, knowledge surrounding aspects of training on app utilization is uncommon. Based on the
current literature, as well as the results from this study, two primary areas of focus are 1) App
selection, and 2) App implementation.

For mental health professionals to implement mental health apps with clients, the first
step is to decide which apps to use with clients, therefore, this could likely be a primary focus for
training. It can be difficult for new users of mental health apps to decide which apps use, because
of this, training could help professionals identify apps that are secure, and research based.

Another area could focus on app rating scales, such as the MARS (Stoyanov et al, 2015).
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Training on app selection could also teach which literature to keep up to date on, and different
bodies, such as the Food and Drug Administration (FDA), that recommend mobile health apps.
Once an app has been selected, the mental health professional must implement the app
with clients. If apps were to be used in a mental health professional’s practice, it would be
important for the mental health professional to have experience with the app, to ensure they
possess the skills and understanding needed to implement the app. Training could focus on how
to ethically introduce and implement an app to a client. It is essential for the mental health
professional to walk the client through the app and teach them how to implement it into their life.
Similar to implementing any form of therapeutic intervention, it is essential for mental health
professionals to assess the effectiveness of apps with each individual client, and to make changes

based on clients feedback.

Finally, this research helps provide a greater overall understanding of the participants’
perceptions of mental health apps which may enable a more effective incorporation of mobile

apps into mental healthcare.

Mental healthcare after COVID-19. For these participants, and like a lot of mental
health professionals, the effects of the COVID-19 pandemic have made online practice much
more common. There has been a switch to online counselling sessions, as well as professionals
having to learn new strategies to best support their clients when they are not able to meet face-to-
face. Regarding these mental health professionals, most of them had never practised online prior
to the COVID-19 pandemic and associated lockdowns, however, that has completely flipped and
now most of them practice online daily. Currently, these mental health professionals’ perceptions
of mental health apps remain lukewarm. However, the past year and a half impacted the mental

health field and required it to shift to a technology-based practice. Professionals are continuing to
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understand different platforms and resources that can best support their clients' needs in diverse
and unique ways. Understanding more about different forms of mental health technology, and
what professionals think about and want from that technology, has the potential to help
incorporate digital technology into mental healthcare. More than half of the participants thought
that mental health apps should be incorporated more into mental healthcare, a little less than half
were unsure and only a few did not believe they should be. Although the current views of mental
health apps are mixed, it is possible that this shift to practising online, and exposure to different
resources, could affect mental health professionals’ views of technology being incorporated into
mental health care overall.
Future Research

There are several suggestions regarding possible future research. First, future research
should be extended to include a much larger sample size for higher statistical significance so as
to identify possible relationships and generalisability. Second, future research could include
other countries to help gain a broader understanding of mental health professionals’ perceptions
of mental health apps outside of Canada and the United States. Third, future research could
include a deeper qualitative portion. Including a follow-up interview portion would enrich the
findings and allow for a more thorough understanding of the qualitative data. Because the
participants were less likely to respond to the short-answer questions, a full interview could help
fill in the gaps for that portion of the data. Fourth, because this research found that mental health
professionals primarily implement mental health apps for between sessions support, it could be
interesting to look at client utilisation of apps for between session support. For example, does
implementing mental health apps help with homework compliance? Finally, future research

could implement an experimental study in which mental health professionals utilise mental
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health apps in their practice and then compare their perceptions of mental health apps to a control
group.
Conclusion

Technology, specifically mobile technology, is everywhere. These forms of technology
permeate every aspect of modern-day society, and individuals have become used to turning to
technology for support. With this growing reliance and incorporation of technology into our
everyday lives, it appears as though mobile technology is here to stay. There is a great potential
for technology, specifically apps, to be integrated into the field of mental healthcare. It is clear
that mental health applications are being implemented by individuals and, by extension, there is
an opportunity for mental health professionals to have a voice in this field to ensure the safety
and efficacy of the apps that are being developed. Based on the findings from these participants,
it is apparent that further work needs to be done, and that there is room for the development of

training and continued research.
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APPENDIX 1: RESEARCH SURVEY

University of

Lethbridge

N
(T oe

INFORMED CONSENT
You are invited to participate in a research project conducted by master’s student Toni Labadie
of the Education department at the University of Lethbridge. In this study, we are interested in
looking at mental health professionals’ perceptions of mental health apps. Through your
participation | hope to better understand how mental health professionals are using apps in with
their client’s, and what they think about mental health apps.

REPSONSE WILL BE KEPT CONFIDENTIAL, WITH ALL DATA BEING AGGREGATED

About the Survey

This survey should take approximately 15 minutes to complete. Please only complete the

survey once. There are no potential risks or discomforts associated with participation in this
study. Benefits include the opportunity to participate in a research study. You may also feel as
though you are contributing significantly to research. The scientific community may benefit from
the proposed study, as the research is innovative and novel. Outside of these, you will not benefit
directly from participation in this research.

This survey closes: January 1, 2021.
ALL RESPONSES WILL BE CONFIDENTIAL

Research Survey Participation

Your participation in this study is completely voluntary; you may decline to participate or skip
some of the questions without penalty. All responses are anonymous and confidential.

You are free to withdraw from the study at any point up until the submission of your responses.
As your answers are anonymous and confidential, once submitted your data will be impossible to
identify, retrieve, and remove.

Privacy Protection

The researchers acknowledge that the host of the online survey (e.g., Qualtrics) may
automatically collect participant data without their knowledge (i.e., IP addresses). Please note
that confidentiality of data cannot be entirely guaranteed while in transit over the

Internet. Although this information may be provided or made accessible, the researchers will not
use or save this information. The privacy policy for Qualtrics is available at
https://www.qualtrics.com/privacy-statement/

The collected information will be stored confidentially on a password protected computer in a
locked office, with access restricted to the primary researcher Toni Labadie and thesis

82


https://www.qualtrics.com/privacy-statement/

supervisor Dr. Elaine Greidanus in the Faculty of Education at the University of Lethbridge. The
results will appear in a written thesis document. They may also be presented at conferences and
published in peer-reviewed journals. If you have questions at any time about the study or the
procedures, you may contact the primary researcher Toni Labadie, email

Labadie@uleth.ca. This project has been reviewed and approved by the University of

Lethbridge Human Subject Research Committee. If you feel you have not been treated per the
descriptions in this form, or your rights as a participant in research have been violated during this
project, you may contact Susan Entz, ethics officer, Office of Research Ethics, University of
Lethbridge, (403) 329-2747, or susan.entz@uleth.ca.

If you wish to participate in the survey, please check “I agree to participate in this study and
have my data used” and then proceed to the questions.

Thank you in advance for your participation.

. Accept . Decline
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Mental Health Apps
For this survey you will be asked about mental health applications (apps). For the purpose
of this study a mental health app can be defined as: a fast-growing category of software that can
be installed on personal smartphones that are aimed at helping consumers identify and treat
mental health concerns and/or mental illness. For the purpose of this research, mental health apps
do not include apps relating to fitness, including yoga apps. However, will include
thought/behaviour trackers/journals, diagnostic material, treatment, counselling/chat bots,
meditations, mindfulness, and coaches.
1) Gender
e Male
e Female
e Non-binary
e Transgender
e Prefer not to say
e Other, please specify:
2) Age
e Please specify:
o 18-24
o 25-30
o 31-36
o 37-42
o 43-49

o 50-55
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o 56-61
o 62-67
o 68+
3) Location
e Please specify:
4) What is the highest level of education you have completed?
e Bachelor's degree
e Master's degree
e PhD

e Other, please specify:

5) How long have you been a mental health professional?

e 1-5years

6 - 10 years

11 - 20 years

21 - 30 years

31 - 40 years
e 40+ years
6) What is your identified mental health profession:
e Psychologist
e Psychiatrist
e Counsellor
e Psychiatric Nurse

e Pastoral Counsellor
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e Social Worker

e Other, please specify:

7) What type of counselling do you most often use:
e Individual
e Family
e Couples
e Group

e Psychoeducational

Other: please specify:

8) What population of clients do you generally work with? Select all that apply.
e Children (1-9)
e Adolescents (10-17)
e Young adults (18-24)
e Adults (25 - 59)

e Older Adults (60+)

Other, please specify:
9) What theoretical framework do you primarily practice from?
e Cognitive Behavioural Theory
e Humanistic
o Gestalt
e Adlerian
e Solution-Focused

e Other, please specify:
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10) What issues do you commonly work with? Select all that apply.
e Addictions

Grief

e Trauma

e Anxiety

e Depression
e Anger

o Career

e Self-esteem

e Family violence

Other, please specify:
11) Do you currently own a Smartphone?
e Yes
e No
11) Have you heard of mental health apps?
e Yes
e No
12) Do you use mental health apps with your clients?
e Yes
e No
17) Do you feel as though you have a general knowledge of mental health apps?
e Definitely yes
e Probably yes
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e Kind of

e Probably not

e Definitely not
12) Please drag the items on the following list of mental health apps into the most applicable
category 1) Use regularly with clients, 2) Use sometimes with clients, 3) Have heard of and
would like to try with clients, 4) Have heard of but have no interest in trying with clients, 5)
Have never heard of.
13) For the apps that you used regularly and use sometimes, how did you learn about the apps?

e Co-worker

e Workplace/Professional organization

e Own research

e Not applicable

Other, please specify:

14) For the apps that you have used, how useful were they?
e Very useful
e Somewhat useful
e Not at all useful
e Not applicable

Follow up: What made the app useful or not useful?

15) For the apps that you have used, do you plan to continue using them with clients?
o Yes

e NoO
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e Not applicable
Follow up: If you answered yes, why did you decide to continue using it? If you answered

no, why did you decide not to continue using it?

16) With what percentage of your clients do you integrate the use of mental health apps at some
point in the treatment?

o 0%

e 10%

o 25%

e 50%

e 75%

100%

18) Does the agency you work for require you to use any Apps in your work?

e Yes
e NO
e Not sure

(If yes, would you use them if you were not required to):
o Yes
o No
o Notsure

o Please Explain:

19) Does the agency you work for prohibit you from using Apps in your work?

e Yes
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No

Not sure

(If yes, would you use apps if you were allowed):

o Yes
o No
o Not sure

o Please Explain:

21) Do you find mental health apps to be useful with clients?

Yes, with all clients

Yes, with some clients

Yes, it depends on the presenting issue
No

Not applicable

Please explain: ?

22) What type of diagnoses do you use mental health apps for the most?

Depression
Anxiety
Addictions
Grief

PTSD

Eating disorders
Not applicable

Other:
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e Please explain:

22) Have you had any training on mental health apps (workshops, professional development,
etc.)?

e Yes

e No

Follow up: If yes, was the training useful? If no, why? Please explain your response:
23) What do you like about mental health apps? Select all that apply.

e Portability/Availability

Content can be tailored specifically for clients

e Provides an affordable option for clients

e Allows me to work with clients who are geographically isolated
e Client anonymity

e Allows me to keep track of client’s symptoms better

e Not applicable

e Please explain:

24) What do you not like about mental health apps? (Select all that apply)
e They are too expensive
e They are hard to use
e They are not research based
e | do not have training on how to use them

e Lack of confidentiality/privacy

Please explain:

24) 1 would use mental health apps more if (select all that apply):
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e [ was confident that the client’s privacy was not at risk

e | was confident that there was no advertising on the apps

e | was confident that client information would not be shared with third parties
e There was more evidence that they were beneficial to clients

e | had more training on them

e | was confident that it would not make the client’s symptoms worse
e Cost was not a barrier for clients

e They were easy to use

e Other professionals were using them

e Clients enjoyed using them

e Not applicable

e Please explain:

What app feature do you find most important? (Select all that apply):

25) Are you familiar with guidelines or tools that would help you evaluate the quality of mental
health apps? (Example: Mobile App Rating Scale)

e Yes

e No

e Somewhat
26) If yes, have you ever used a checklist or instrument to evaluate mental health apps before
using them with clients?

e Yes

e NoO
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27) If you have used any apps with clients that were not mentioned, please list them now
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APPENDIX 2: EMAIL RECRUITMENT LETTER

Email Recruitment letters. Intended to be sent out by the researcher, as well as mental health
organizations to the members of their listservs.

Ethics Email Recruitment
Email Subject Line: University of Lethbridge Study — Mental Health Professionals' Perceptions
of Mental Health apps.

Dear '

My name is Toni Labadie. | am a graduate student in the Faculty of Education at the University
of Lethbridge (Canada) studying Counselling Psychology. | am inviting mental health
professionals in Canada or North America to participate in a brief survey that would take
approximately 15 minutes to complete. In this study, we are interested in looking at mental
health professionals’ perceptions of mental health apps. Through your participation, we hope to
gain a better understanding of how mental health professionals are using apps with their clients.

Participation is also anonymous and confidential. You will not be asked to provide any personal
identifying information. There are no anticipated risks to taking part in this survey and you can
stop at any time. Any incomplete responses will not be included in the dataset.

If you would be interested in completing the survey, please go to the following URL.:
https://uleth.qualtrics.com/jfe/form/SV_6zesbrbxh2N16dL

Thank you in advance for your participation.

Toni Labadie

Graduate Student
University of Lethbridge
403-363-3498
labadie@uleth.ca
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APPENDIX 3: SOCIAL MEDIA RECRUITMENT
Social Media Recruitment Message

Social Media Recruitment
The following message will be posted on social media websites and in the comment
sections of relevant pages relating to mental health. For the purpose of Instagram and Twitter, a
picture of this message (see below) with a link to the survey will be posted.

Call for participants! Looking for mental health professionals over the age of 18 to participate in
a study on mental health applications. You will be asked to complete a survey which will take
approximately 15 minutes to complete. In this study, we are interested in looking at mental
health professionals’ perceptions of mental health apps. Through your participation, we hope to
gain a better understanding of how mental health professionals are using apps with their clients.

All information will be kept strictly confidential. There will be no consequences if you decide to
withdraw from the study at any point.

If you wish to participate in this study, please click here:
https://uleth.qualtrics.com/jfe/form/SV_6zesbrbxh2N16dL

Should any questions arise, please contact Toni Labadie at labadie@uleth.ca.
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APPENDIX 4: UNIFIED THEORY OF ACCEPTANCE AND USE OF TECHNOLOGY-2

MODEL
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