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ABSTRACT
OF THE THESIS OF

Jana Bassam Hamam for Master of Arts
Major: Clinical Psychology

Title: Variables Associated Telemental Health Seeking Attitudes of a Community Sample
in Lebanon

Telemental health is an emerging and interesting alternative to traditional mental
health services that entails physical separation between patients and mental health
professionals. The utility of telemental health has become increasingly apparent globally
during the COVID-19 pandemic, and locally during the ongoing crisis in Lebanon. A review
of the literature reveals that most studies pertaining to telemental health have focused on
professionals’ perspectives with patients relegated to the background. Even fewer studies
were conducted in the Arab world and Lebanon in particular. Lastly, no study to date has
evaluated the association between public stigma and telemental health attitudes in the Global
South countries. Based on these perceived gaps in the scientific literature, this study aims to
identify the potential variables that could be associated with attitudes towards telemental
health use. To pursue our objectives, we recruited a community sample of 300 English and
Arabic speaking adults in Lebanon. Participants were asked to complete several
questionnaires. These questionnaires allowed us to evaluate the association between
sociodemographic and participant-related factors, subjective recognition of mental health
problem(s) and the need for help, objective mental distress, public stigma, openness to
experience, confidence in mental health professionals and telemental health-seeking
attitudes.

Our results revealed that age, mental distress levels and technological skills are
positively associated with telemental health seeking attitudes in a community sample in
Lebanon. We also found structural barriers to telemental health care to be negatively
associated with telemental health seeking attitudes. The increased popularity and usefulness
of telemental health, the results obtained from this study are likely to have research and
clinical implications.

Keywords: telemental health, telemental health seeking attitude, patient telemental health
attitude, structural barriers, technological skills, mental distress.
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CHAPTER I

INTRODUCTION

A. Mental Disorders and their Prevalence Rates

According to the Diagnostic and Statistical Manual of Mental Disorders (DSM-5),
mental disorders are dysfunctional patterns of thoughts, emotions, and behaviors that are
typically associated with significant impairments across varying areas of functioning
(American Psychiatric Association, 2013). Mental disorders usually result from an intricate
interplay between biological, psychological, developmental, and environmental factors
(Borsboom, 2017).

Some of the most common mental health disorders in adulthood include mood and
anxiety disorders, among others. From a biopsychosocial lens, mood and anxiety disorders
may result from an interaction between genetic and environmental risk factors (Riskind et
al., 2000). Mood disorders are typically characterized by distorted moods that are
inconsistent with one’s circumstances and interfere with daily functioning (Price &
Drevets, 2010). Among the most prevalent mood disorders in adults are Major Depressive
Disorder (MDD), Persistent Depressive Disorder (PDD), and Bipolar Disorders (BD; Price
& Drevets, 2010). As for anxiety disorders, these disorders are typically characterized by
features of excessive fear, anxiety and related behavioral disturbances (American
Psychiatric Association, 2013). The most commonly diagnosed anxiety disorders in adults
are specific phobia, Social Anxiety Disorder (social phobia), Panic Disorder (PD),

Agoraphobia, and Generalized Anxiety Disorder (GAD; Bandelow et al., 2022).



According to the World Health Organization (WHO), about 4.4% of the adult global
population was believed to suffer from depression in 2015 (World Health Organization,
2017). More recently, in 2020, the National Institute of Mental Health (NIMH) estimated
the proportion of adults in the United States who have experienced at least one major
depressive episode at 8.4% (Galea et al., 2020). As for BD, a cross-sectional study of
eleven countries across North America, Europe and Asia, found the lifetime prevalence of
the disorder among adults to be 2.4% in 2011 (Rowland & Marwaha, 2018). As for
Lebanon, a nationally representative study conducted by Karam et al. (2006) estimated the
twelve-month prevalence rate of mood disorders in adults at 6.6% (Karam et al., 2006).
More specifically, the twelve-month prevalence rate of MDD among adults was estimated
at 4.9%, those with BD were estimated at 1.5% and those with Dysthymia (currently
referred to as PDD) at .8% (Karam et al., 2006).

After having presented the prevalence rates of mood disorders, we will now shift
our focus to anxiety disorders. According to a 2015 report by the WHO, 3.6% of adults
seem to suffer from an anxiety disorder (World Health Organization, 2017). More recently,
according to a metanalysis spanning studies from the Pacific (Cambodia, China, Japan,
New Zealand, Thailand etc.) Mediterranean (France, Italy, Spain, Greece, Turkey etc.) and
North American regions (US, and Canada), up to 33.7% of adults seem to suffer from an
anxiety disorder throughout their lifetime (Schafer et., al, 2022). In Lebanon, the twelve-
month prevalence rate of anxiety disorders among adults was estimated at 11.2%. The most
frequently diagnosed anxiety disorders in Lebanon were specific phobias (8.2%), followed
by GAD (1.3%), Social Phobia (1.1%), Agoraphobia (0.3%) and PD (0.2%; Karam et al.,

2006).



Other mental health disorders worth mentioning include psychosis, with a 12-month
prevalence rate estimated at 4.03% (Moreno-Kiistner et al., 2018). The lifetime prevalence
rate of PTSD in North America was estimated to range between 6.1% and 9.2% (Sareen,
2018). The lifetime prevalence rate of eating disorders was estimated to range between
2.2% and 8.4% (Galmiche et al., 2019) and the lifetime prevalence rate of substance use
disorder was estimated at 6.5% for alcohol and 8.9% for illicit drugs (Merikangas &

McClair, 2012).

B. The Importance of Seeking Mental Help

Mental health problems have now become a global problem (World Health
Organization, 2019). With the prevalence rates of mental illness on the rise in almost every
country (World Health Organization, 2021), receiving care for these mental health issues is
important for many reasons. Among those reasons are the reduction of symptoms,
improving daily functioning, as well as enhancing interpersonal relationships (Vidourek et
al., 2014). Timely mental health intervention is particularly important. Receiving mental
health services early has been linked to better treatment outcomes (symptom reduction and
increased functioning) and prognoses (Correll et al., 2018; Leahy et al., 2018). After having
highlighted the importance of intervening early, we will now be switching our focus to

Lebanon.

C. The Case of Lebanon
In Lebanon, the treatment gap (between individuals needing mental health services

and those actually receiving them) was estimated at 90% (Shehadeh et al., 2020). Karam et
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al. (2019) found that only 19.7% of Lebanese adults with mental health disorders received
mental health services. 57.4% of the patients with lifetime PD sought help for their
condition at some point in their lives, compared to 29.7% of patients with lifetime MDD
(Karam et al., 2019). Lastly, only 19.2% of patients with agoraphobia, 17.5% of patients
with GAD, 13.5% of patients with BD and 5.6% of patients with specific phobia sought
treatment for their disorders (Karam et al., 2006).

According to Karam et al. (2019), a lack of insurance coverage for mental health
services and lack of recognition of mental distress and the need for help constitute barriers
to mental health use in Lebanon (Karam et al., 2019). Additionally, stigma towards mental
illness and mental health services in Lebanon is considered high (Naal et al., 2021). Access
and affordability of mental health services are also limited in Lebanon (Shehadeh et al.,
2020). Those barriers to mental health services may be further exacerbated by the country’s
ongoing socio-economic crisis and the COVID-19 pandemic (Obeid & Saade, 2022).

In sum, potential barriers to mental health services in Lebanon (Karam et al., 2019;
Shehadeh et al., 2020) include but are not limited to: The mental health repercussions of the
Lebanese civil war, a high prevalence rate of psychological disorders (Karam et al., 2006),
a significant mental health treatment gap, the devastating impact of the Beirut port
explosion (EI Khoury et al., 2022), and the ongoing economic crisis and the COVID-19
pandemic (Obeid & Saade, 2022). This constellation of factors, some unique to Lebanon
and some more global justifies the need for mental health services and alternative forms of
accessing these mental health services. In our opinion, alternative forms of mental-health
services may be particularly helpful in the current Lebanese context (Bosqui, 2020). In the

following section, we will be presenting on telemental health services.
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D. Telemental Health Services

Telehealth is a relatively novel technological delivery approach to efficacious
treatments and diagnostics (Schumacher, 2015). The Global Health Observatory of the
World Health Organization defines telehealth as a healthcare service that includes a
physical separation between the patient and the healthcare provider (World Health
Organization, 2016). Telehealth services may be used in various health fields, such as
mental health. The integration of one or more technologies into mental health care has been
called different yet interchangeable terms in the scientific literature (American
Telemedicine Association, 2006; Barnett & Kolmes, 2016). These names include but are
not limited to: Telepsychology, telehealth, telemental health, online counselling, e-health,
and e-counselling (Barnett & Kolmes, 2016). In this thesis, we will be using the term
“telemental health” to refer to the use of telehealth in various mental health treatments
(psychotherapy, psychiatry and counselling).

Various technological tools could be used in telemental health. These tools include,
but are not limited to: Computers, tablets, telephones, mobile devices, mobile applications,
interactive videoconferencing, PowerPoint presentations, chat with the mental health
provider, internet browsers, videos, robots, gaming, computerized tests, and virtual reality
(American Psychiatric Association, 2013, p. 792; Valentine et al., 2020). Telemental health
services usually encompass two main modalities that can often be combined (Sutherland et
al., 2018). These modalities include synchronous and asynchronous telemental health
service delivery (Sutherland et al., 2018). Synchronous delivery usually includes a live
meeting held online (with or without video). This meeting could involve a two-way

conference between a patient on one end and a mental health professional on the other end.

12



While synchronous telemental health refers to treatment received in real-time,
asynchronous telehealth refers to the electronic delivery of a mental health treatment not in
real-time. Asynchronous delivery can be achieved through the use of smart devices and
health-based software apps or websites to access online modules prepared by mental health
professionals or others (Sutherland et al., 2018). In asynchronous telemental health, the
posted modules can be viewed by patients at any time. Those modules could include pre-
recorded material and videos posted on an online platform. Additionally, some
asynchronous telemental health services include online tests or exercises to test the
patient’s knowledge of a construct (Lindgren et al., 2016).

Compared to traditional in-person treatments, telemental health presents certain
advantages. Among those advantages is the reduced costs associated with telemental health
compared to in-person therapy (Richardson et al., 2009). This reduced expense could be
particularly pertinent in Lebanon and globally given the skyrocketing gas prices and the
resulting limitations to transportation and mobility (Cohen, 2022). Additionally, telemental
health may facilitate access to mental health services for individuals living in rural areas
who would otherwise not be able to receive any services (Schieltz & Wacker, 2020).

In addition to its advantages, telemental health also presents some disadvantages
(Langarizadeh et al., 2017). Amongst the frequently patient-reported disadvantages are
threats to confidentiality due to lack of privacy in patients’ spaces (Appleton et al., 2021;
Cowan et al., 2019), discomfort with technology (Conrad et al., 2020; Costa et al., 2021),
and connectivity problems (Chaiuzzi et al., 2020; Barnett et al., 2021). In the following

sections, we will be discussing potential barriers to telemental health services. After
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discussing telemental health services in general we would like to shed light on

telememental health practice in Lebanon as of today.

E. Telemental Health Services in Lebanon

Telemental health services are available in some clinics in Lebanon. These clinics
include but are not limited to: MIND clinics, the American University of Beirut Medical
Center, and Embrace Mental Health Center, etc. Additionally, virtual centers that offer
online therapy are available in Lebanon. These include but are not limited to Brainstation,
and Counsela. To the best of our knowledge, the only empirically researched telemental
health service available in Lebanon is an Arabic version of a web-based self-help e-mental
health intervention developed by the World Health Organization (WHO), called Step-by-
Step (SbS). The Arabic version of the SbS is called “Khoutweh Khoutweh” and is hoped to
become available for free for individuals experiencing emotional distress in Lebanon
(Van’t Holf et al., 2021).

SbS started out as an internet-delivered intervention and was later adapted to be
used as a phone application. Currently, SbS can be used on most mobile devices as well as
an App that can be accessed via an internet browser (Harper et al., 2020; Van’t Holf et al.,
2021). Similarly, to SbS, Khoutweh Khoutweh can be accessed/downloaded as a phone or
browser-based application. It is becoming available for download on Apple and Android

devices in Lebanon (https://step-by-step-program.com/). The interventions delivered in this

App included asynchronous as well as synchronous telemental health. In a randomized
controlled trial SbS was shown to have promise in the treatment of depression and anxiety

disorders (Abi Ramia et al., 2018; Cuijpers et al., 2022). In the course of an SbS
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intervention, patients have access to pre-recorded learning modules and weekly 15-minute
phone-based or message-based support. The fifteen-minute support sessions were provided
by a trained non-specialist undergraduate research assistant, dubbed an “e-helper” (Harper
et al., 2020). Even though Khoutweh Khoutweh could provide much needed relief to
several individuals living in Lebanon, the mental health qualifications of the professionals
offering mental health services are not necessarily that of a trained professional. However,
Khoutweh Khoutweh incorporates a culturally sensitive adaptation of a narrative story-
based approach to convey helpful information and test it through weekly exercises. The
themes covered in pre-recorded sessions aim to increase behavioral activation, pleasurable
activities and social support available to patients (Van’t Holf et al., 2021). Additional
strategies include stress management techniques, gratitude, positive self-talk exercise, and
mood tracking (Van’t Holf et al., 2021). Along with pre-recorded sessions and the follow-
up exercises, e-helpers assist the participants in case they had any questions relating to their
weekly lesson and/or exercise (Harper et al., 2020). After having highlighted some of the
telemental health options available in Lebanon, we will now discuss telemental health

seeking attitudes.

F. Telemental Health Seeking Attitudes

There has been a growing interest in attitudes towards telemental health-seeking, especially
after the COVID-19 pandemic (Barnett et al., 2021). Help-seeking attitudes refer to an
individual’s affinity to either seek or avoid help from mental health professionals (Hammer
et al., 2018). By the same logic, telemental health-seeking attitudes refer to an individual’s

tendency to either seek or avoid telemental health services. While telemental health-seeking
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attitudes include an individual’s affinity to either seek or avoid help, telemental health-
seeking behavior refers to actual behavior, i.e.: seeking or avoiding telemental health.
While help-seeking attitude and behavior are two different constructs, both have been
found to be positively correlated in some studies (Mojtabai et al., 2002; O'connor et al.,
2014; Vanheusden et al., 2009; Yee et al., 2020). That said, these two constructs (help-
seeking attitudes and behaviors) do not always overlap (O'connor et al., 2014; Vanheusden
et al., 2009; Yee et al., 2020).

In this thesis, we decided to focus on attitudes towards telemental health services as
opposed to actual mental health seeking, as attitudes often predict and precede actual
service use (Mojtabai et al., 2002; O'connor et al., 2014; Vanheusden et al., 2009).
Understanding telemental health attitudes may be the first step in addressing barriers to
telemental health use. With the novelty and the need for telemental health services in
today’s day and age, addressing patient-related barriers to telemental health is important.
This is especially pertinent in a country like Lebanon, which has witnessed significant
adversity, especially in the last few years (Obeid & Saade, 2022). Despite our study’s focus
on attitudes towards telemental health, our literature review will include studies pertaining
to both telemental health-seeking attitudes and behaviors. Our decision to include both
telemental health attitude and behavior was driven by a perceived scarcity in studies
pertaining to attitudes toward telemental health. Our conceptual model was informed by
findings pertaining to both telemental health-seeking attitudes and behavior. To pursue our
study’s objectives, we will draw from Fischer and Turner (1970)’s model and supplement it

with variables identified in the scientific literature.
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In the following section, we will present Fischer and Turner (1970)’s model that
will guide most of our literature review. After having presented this theoretical model, we

will present each of our independent variables separately.

G. Conceptual Model: Fischer and Turner

Several conceptual models have been proposed to better understand attitudes
toward help-seeking and mental health-seeking behavior (Fischer & Farina, 1995). In one
of those models, Fischer and Turner (1970) suggested that an individual’s attitude toward
receiving help, a cognitive process, usually precedes their help-seeking behavior, a
behavioral process (Fischer & Turner, 1970). In Fischer and Turner’s (1970) model, some
variables have been found to be associated with positive attitudes toward mental help-
seeking. These variables include: Recognition of the need for psychological assistance,
stigma tolerance, interpersonal openness, and trust in mental health practitioners. Fischer
and Turner’s model has since been validated in multiple countries (Anderson, 2012; Chen
et al., 2020; Picco et al., 2016). It is important to mention here that Fischer and Turner’s
model has mostly been used to guide the literature on face-to-face mental health services
(Anderson, 2012; Picco et al., 2016). Given the novelty and subsequent scarcity in the
literature pertaining to telemental health services, we still decided to draw from this
conceptual model and supplement it with variables deemed important for telemental health.
Based on the telemental health literature (Barnett et al., 2021; Cowan et al., 2019; Fischer
et al., 2020; Huilgol et al., 2021; Jefee-Bahloul, 2014; Madigan et al., 2021), we decided to
add the following variables to our conceptual model: (a) age (Jefee-Bahloul, 2014; Musiat

et al., 2014; Rohland et al., 2000; Rohland et al., 2000); (b) structural barriers such as:
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electricity-related issues (Beck & Beck, 2011), internet related concerns (Berry & Lai,
2014; Huilgol et al., 2021), online payments (El Hayek et al., 2020) and access to materials
and a quiet place (Cowan et al., 2019; Vera San Juan et al., 2021); (¢) and technological
skills such as technological literacy, comfort/trust with technology and internet literacy
(Sapci & Sapci, 2019). See Appendix V for our study’s conceptual model.

Next, we will be presenting the results of studies pertaining to the independent
variables included in our conceptual model. The literature we will be presenting next will
pertain to studies conducted in both the Global North (typically having developed economy
with a GNI per capita 13,205$ or more) and the Global South (typically having an
underdeveloped economy with a GNI per capita between $1,086 and $1,085; World Bank,

2022).

H. Independent Variables
1. Sociodemographic and Participant-Related Factors
In the following sections, we will be presenting our independent variables and their
association with telemental health-seeking attitudes and behaviors across the Global North
and Global South. Our sociodemographic and participant-related factors include the
following variables: Age, structural barriers and technological skills. The next section

pertains to our first variable: Age.

a. Age
Age is defined as the number of years during which someone or something has existed

(Eckert, 2017). Several studies spanning the Global North and Global South have shown that
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older individuals may be less inclined to use telemental health services in comparison to
younger adults (Jefee-Bahloul, 2014; Fischer et al., 2020). After having defined our first
variable, we will move to a discussion of its potential association with telemental health-

seeking attitudes and behaviors.

.. The Global North

e Age and Telemental Health-Seeking Attitudes:

Age appears to play a critical role in telemental health-seeking attitudes in the Global
North. Rohland et al. (20000) conducted an empirical study in the US in the early 2000s
where adults (M age = 53.3 years) residing in a rural area in Texas were surveyed to determine
their willingness to receive telemental health services (Rohland et al., 2000). Age appeared
to play a role in the endorsement of telemental health services in the said rural population
(Rohland et al., 2000). There appeared to be a significant difference between mean ages of
those who reported endorsing telemental health services (M age = 50 years) compared to
those who did not endorse such services (M age = 59.9 years; Rohland et al., 2000). In 2020,
the APA reported that younger adults (aged 18-39 years old) in the US were more likely to
support telemental health services compared to older ones (aged 65 and older; American
Psychiatric Association, 2021). Older adults’ hesitation to use and/or endorse such services
may in part be related to their poor knowledge of telemental health (Fischer et al., 2020).
Compared to younger adults, older adults may hold a less favorable attitude towards
telemental health due to lower computer literacy (Musiat et al., 2014). After having presented

the role that age could play in attitudes toward telemental health, we will move to the

potential role age could play in telemental health use.
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e Age and Telemental Health-Seeking Behaviors:

Data relating to the prevalence of telemental health use is scarce. This scarcity could
be attributed, at least in part, to the novelty of such modalities. Fischer et al. (2020) explored
the contribution of age to telemental health-seeking behavior. In Fischer et al. (2020), 2555
adults in the US were surveyed. Based on Fischer et al.’s (2020) study, compared to older
adults, younger adults aged 65 and under seem more likely to endorse the use of telehealth
for mental health services. Older adults (aged 65 and older) expressed some hesitation
towards the telemental modality and were more likely to report not knowing how to use
telehealth services (Fischer et al., 2020).

The APA’s 2021 national poll also sheds light on the prevalence of telemental health
use. Investigators in this poll estimated that 66% of Americans aged 18 to 29 years old
compared to the 36% of older adults aged 65 and older were open to using telemental health
services themselves (American Psychiatric Association, 2021). Thus, most adults aged 18-
29 years old would likely use telemental health services, compared to 36% of adults over the
age of 65.

Age appears to play an important role in engagement and avoidance of treatment at a
distance (medical and/or mental health needs). According to the presented data, adults aged
65 and older were less likely to use both telehealth and telemental health compared to
individuals younger than 65 (Fischer et al., 2020). Patients who would most likely use
telemental health specifically appear to center around the ages 18 to 29, while those most
likely to use telehealth in general center around the ages 18 to 65. This age-specific difference
in telemental health-seeking behavior across the different telehealth services may in part be

related to particular mental health needs of individuals aged 18 to 29 years old. Patients aged
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18 to 29 years old may be more interested in seeking out telemental health services in
comparison to patients who are 65 years old and older potentially due to a higher prevalence
of mental illness among the former age group in comparison to the latter (NIMH, 2020).
According to the National Institute of Mental Health, the prevalence rate of serious mental
health disorders necessitating help, in the US in 2020 was highest among the age group 18 to
25 years old (9.7% NIMH, 2020). The prevalence rate of serious mental health disorders
among both young adults aged 26-49 years (6.9%), and adults aged 50 and older (3.4%) was
lower than that of younger adults (9.7%; NIMH, 2020).

In short, the higher prevalence rate of mental illness among individuals aged 18 to 25
years old could be due to an increased demand for mental health services among this age
group. In addition to the high demand, younger adults seem to hold more positive attitudes
toward telemental health in comparison to older adults which may explain their greater
willingness to use telemental health services.

After having presented the role age could play in both telemental health-seeking
attitudes and behavior in the Global North, we will move to this discussion in the Global

South.

ii.  The Global South
e Age and Telemental Health-Seeking Attitudes
Age appears to play an important role in telemental health-seeking attitudes in the
Global South. Similar to findings from the Global North, Jefee-Bahoul et al (2014) published

areview paper, where they argued that elder adults are less likely to endorse telemental health

services (Jefee-Bahloul, 2014). Jefee-Bahloul et al (2014) suggested that older adults may
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not be comfortable using the modality due to their poor computer and internet literacy. The
review by Jefee-Bahoul et al (2014), like most studies pertaining to telemental health in the
Global South is theoretical. The predominantly theoretical data on telemental health can be
attributed to the dearth of empirical studies examining attitudes toward telemental health use
in the Global South. That said, a few empirical studies have been conducted in the Global
South, and those will be presented in the next paragraphs.

Perla Werner (2004) aimed to assess potential users’ willingness to use tele-
psychiatric services. Werner conducted interviews in Palestine with a sample of 1,204 adults
aged 45 and older (M age = 58 years old). Participants’ willingness to use telepsychiatry was
assessed by the use of six items rated on a 5-point scale. One of the items evaluated overall
attitudes toward telemedicine, while the other five items assessed three outcomes of
telemedicine: Access to health care, quality of care and cost (Werner, 2004). Werner (2004)
found a negative association between age and willingness to use tele-psychiatric services
(Werner, 2004).

In summary, attitudes towards telemental health appear to be associated with age, as
the age of users increases their willingness to use tele-psychiatric services decreases. After
having discussed the role age could play in telemental health-seeking attitudes in the Global
South, we will now shift gears to discuss the potential role age could play in telemental

health-seeking behaviors in the Global South.

e Age and Telemental Health-Seeking Behaviors
Despite data linking the age of patients to their willingness to use telemental health

services, to the best of our knowledge, no empirical study conducted in the Global South
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evaluated the potential role age could play in the actual use of telemental health services. The
shortage of studies pertaining to the prevalence of telemental health use in the Global South
may in part be attributed to the novelty of the modality. But also, the dearth of such studies
may be related to potential structural barriers specific to telemental health use. Consistent
with findings from the Global North, we think that older adults are likely to hold more
negative attitudes towards telemental health, and may use the modality less frequently than
younger adults.

The next section will explore structural barriers along with their potential roles in
telemental health-seeking attitudes and behaviors. Structural barriers pertaining to telemental

health-seeking attitudes and behaviors will be explored in the Global North and Global South.

b. Structural Barriers

Structural barriers refer to a set of obstacles that collectively impact a group of
people in varying ways based on their environments and/or circumstances (Kiselev et al.,
2020). Some of the most frequently reported structural barriers in healthcare in general are:
Access to care, time to access and follow-up with care, financial concerns and life chaos
(e.g.; poor social support, unmet needs, presence of stressors, etc.) leading to difficulties in
planning and anticipating the future (Moskalenko et al., 2020). Other structural barriers
have also been identified in the telemental health literature (both the Global North and
Global South). These barriers include: Electricity-related issues (Beck & Beck, 2011),
internet availability, bandwidth, literacy and technological support (Berry & Lai, 2014;
Huilgol et al., 2021), payments online, and access to materials and a quiet place (Cowan et

al., 2019; Vera San Juan et al., 2021). It is important to evaluate the potential role(s) these
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variables could play in telemental health as they could highlight individual differences and
aid in identifying potential barriers to telemental health use.
In the coming section, we will discuss the potential role structural barriers could play

in telemental health-seeking attitudes in the Global North.

.. The Global North

e Structural Barriers and Telemental Health-Seeking Attitudes

As previously mentioned, structural barriers to telemental health use include but are
not limited to: electricity-related issues, internet availability, bandwidth, literacy and
technological support, payments online, and access to materials and a quiet place. Amongst
these barriers, the following were frequently reported in the Global North: Internet
availability, bandwidth, literacy and technological support (Berry & Lai, 2014; Huilgol et
al., 2021), access to the necessary technology and access to a quiet space at home (Cowan
et al., 2019; Vera San Juan et al., 2021). Unsurprisingly, electricity-related and online-
payment concerns did not seem to be potential barriers to the use and endorsement of
telemental health services in the Global North. This finding may be in part related to the
wide availability of electricity and ease of online banking in most Global North countries
(World Bank, 2022).

Lal et al (2015) conducted a study in Canada and gauged the interest of young adults
(aged 18-35) with first-episode psychosis in using telemental health services (Lal et al.,
2015). Lal et al (2015) conducted a cross-sectional study where they recruited a convenience

sample of 67 patients with first-episode psychosis from specialized early intervention

programs for psychosis (Lal et al., 2015). Patients were asked to fill in a descriptive survey

24



to assess their attitudes toward telemental health. Results demonstrated that the most common
patient-reported barriers to the use of telemental health services are: Poor internet literacy,
cost of internet access, mistrust of the internet and technology more broadly (Lal et al., 2015).
It is important to mention here that this particular population may experience unique
structural barriers in their use of telemental health compared to individuals with other mental
illnesses/mental health problems. To be able to confidently speak on the role structural
barriers could play in attitudes toward telemental health, more empirical studies would need
to be conducted with different clinical populations.

More studies on the association between structural barriers and attitudes toward
telemental health are still warranted. We will now discuss the potential role structural barriers

could play in telemental health-seeking.

e Structural Barriers and Telemental Health-Seeking Behaviors

After having discussed the role structural barriers could play in attitudes towards
telemental health, we will discuss structural barriers’ role in telemental health-seeking
behavior. We should first mention that most of the published research relating structural
barriers and barriers to telemental health use coincides with the COVID-19 pandemic. The
COVID-19 pandemic has amplified the need for an alternative to face-face mental health
treatments across the globe. Several studies highlighted a decline in mental health during
the pandemic (Béuerle, 2020; Proto & Quintana-Domeque, 2021). The deterioration in
mental health during the pandemic may be attributed to increased stressors such as:
Uncertainty, reduced activity, bereavement, isolation and loss of income for many

individuals (Magson et al., 2021). Telemental health during the pandemic became a
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necessity for many individuals who could no longer receive face-to-face therapy. As such,
many researchers were keen to understand patients’ experience of telemental health. Based
on patients’ reports, researchers were able to identify potential barriers and facilitating
factors to telemental health. We will present some of these structural barriers next.

Chiauzzi et al (2020) conducted a study on videoconferencing-based telemental
health in the US during the COVID-19 pandemic (Chiauzzi et al., 2020). Chiauzzi et al (2020)
aimed to understand patients’ experiences (children and adults) with videoconferencing-
based telemental health. Chiauzzi et al (2020) conducted interviews with patients presenting
with different mental illnesses. The qualitative data collected by Chiauzzi et al (2020)
allowed for a better understanding of barriers to telemental health use. Patients reported
several internet-related concerns including: Connectivity problems during videoconferencing
sessions, and difficulty finding technological support in case of connectivity problems
(Chiauzzi et al., 2020). Patients also reported the following access-related concerns: Lack of
availability and/or the high price of videoconferencing tools, and difficulty finding a quiet
private space at home to conduct sessions while ensuring confidentiality (Chiauzzi et al.,
2020).

Similarly, two other studies were conducted, one in the UK (Vera San Juan et al.,
2021) and one in Canada (Madigan et al., 2021) during the COVID-19 pandemic. In both
studies, patients (aged 18-75 years old) with mental health problems and/or mental illnesses
who have used telemental health services were recruited and interviewed. Investigators in
both studies used semi-structured interviews with patients (Madigan et al., 2021; Vera San
Juan et al., 2021). Similar to Chiauzzi et al (2020), Vera San Juan et al (2021) and Madigan

et al (2021) described the following internet-related patient-reported concerns: Poor internet

26



bandwidth, no internet access (among individuals with a low socioeconomic status), and
limited internet and technological expertise. Some patients also reported difficulty accessing
the necessary technology and having a private space at home (Madigan et al., 2021; Vera San
Juan et al., 2021). Some patients even described the modality as intrusive due to the lack of
space at home to conduct sessions privately.

Despite the important role telemental health played during the COVID-19 pandemic,
patient-reported barriers to the use of the modality are worth considering. Patients’ reported
concerns seemed to center around internet issues and access in the Global North (Chiauzzi et
al., 2020; Vera San Juan et al., 2021). These barriers are important to consider and address
in the future to ensure patient retention and avoid treatment dropout.

After having presented the role structural barriers could play in telemental health-

seeking attitudes and behaviors in the Global North we will switch to the Global South next.

ii. ~ The Global South
Some structural barriers pertaining to telemental health have also been identified in
the Global South (Naal et al., 2021). The following structural barriers to the perception and
use of telemental health have identified: a) electricity-related issues, b) internet availability,
bandwidth, literacy and technological support, ¢) payments online, and d) access to materials

and a quiet place. In the next section, we will discuss how these structural barriers, starting

with electricity-related concerns, could impact patient-related attitudes toward telemental

health.
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e Structural Barriers and Telemental Health-Seeking Attitudes

In this section, we will begin by discussing and theorizing about the impact
electricity could have on telemental health-seeking attitudes. Perhaps most specific to the
Lebanese context are potential telemental health barriers relating to electricity shortages.
These shortages may hinder access to computers, tablets, phones, functioning cameras and
audio devices as well as the Internet (Fouad et al., 2021). Electricity plays a major role in
telemental health services. Electricity shortage may also impact attitudes towards the use of
the modality. We believe that individuals who are more likely to suffer from electricity
shortages at home are less likely to hold favorable attitudes toward this modality. This less
than favorable attitude could be attributed to its reduced feasibility in such a context.

In addition to electricity-related concerns, internet-related issues could play a role in
attitudes toward telemental health services in the Global South (Almoshmosh et al., 2020;
Burchert et al., 2019). Burchert et al. (2019) aimed to adapt the web-based e-mental health
intervention SbS to Syrian refugees in Germany, Sweden and Egypt (Burchert et al., 2019).
Burchert et al (2019) conducted interviews with 128 Syrian refugees (M age=33 years old),
where participants were asked to list out potential barriers to the access and use of SbS.
Participant interviews were then analyzed using inductive and deductive thematic analysis.
According to the aforementioned study, participants perceived the following variables as
potential internet-related structural barriers to the use of the web-based-e-mental health
intervention: Internet literacy, internet access and limited internet bandwidth (Burchert et al.,
2019).

Aside from internet-related structural barriers, is the issue of online payments.

According to El Hayek et al. (2020), some patients in the Middle East and North African
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(MENA) region reported some difficulty and unfamiliarity with managing online payments
to cover the costs of telemental health (El Hayek et al., 2020). The Lebanese population, in
particular, may have a hard time paying online due to ongoing issues with Lebanese banks
that have limited or in some cases, eradicated access to online payments (Devi, 2020). The
lack of ability to pay online may negatively impact patients’ view of telemental health
feasibility.

Finally, the last structural barrier that may influence the perception of telemental
health services is access to the necessary technology (e.g.; phones, tablets, computers,
microphones, cameras, etc.) and access to a quiet space at home. Individuals who do not have
access to the necessary technology are less likely to view telemental health as feasible and
useful. In the Global South, the lack of access to technology seems to be a major feasibility
concern for many individuals considering telemental health services (Ashfaq et al., 2020).
The ongoing economic crisis in Lebanon may hinder access to telemental health services due
to difficulties affording the technology required to receive such services (World Bank, 2021).
In addition to accessing the necessary technology for telemental health services, access to a
quiet and/or private space at home for telemental health services has also been reported
(Knaevelsrud et al., 2015). For instance, individuals living in small dwellings, or those with
shared living spaces may view telemental health as invasive due to difficulties finding a
private space at home to ensure confidentiality (Knaevelsrud et al., 2015).

In summary, all four structural barriers (electricity-related issues, internet-related
concerns, payments online, and access to technology and a quiet place) appear to influence
users’ perception of telemental health services in the Global South to varying extents. The

next section pertains to telemental health-seeking behavior in the Global South.
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e Structural Barriers and Telemental Health-Seeking Behaviors

After having discussed how structural barriers may impact patients’ perceptions of
telemental health in the Global South, we will move next to the role structural barriers
could play in the use of this modality. Structural barriers that have been shown to affect
attitudes toward telemental health have also been found to impede access to telemental
health services in the Global South (Naal et al., 2021). As previously mentioned, the
following structural variables may influence willingness to use telemental health services:
a) electricity-related issues, b) internet availability, bandwidth, literacy and technological
support, ¢) payments online, and d) access to materials and a quiet place.

As elaborated in the previous section, the most unique structural barriers to the
Lebanese context are electricity shortages that may impact access to both technological tools
(computer, tablet, phone, functioning camera and audio) and the internet (Fouad et al., 2021).
Electricity could act as a barrier to telemental health services in Lebanon and similar
countries with recurrent electricity shortages or lack thereof.

In addition to electricity problems representing potential barriers to telemental health,
internet-related structural barriers are also worth noting. In a study conducted by
Almoshmosh et al. (2020) in the Syrian Telemental Health Network (STMH), the researchers
provided tele-psychiatric consultations to 19 primary care centers in Syria, Lebanon, Turkey
and Jordan. Syrian patients (M age = 25.41) with different mental health needs were asked
to fill out a survey on their experience with tele-psychiatric consultations. Patients’ reports
highlighted internet availability and bandwidth problems, poor internet literacy and the need

for technological support (Almoshmosh et al., 2020).
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As previously mentioned, the third structural barrier that is pertinent in the Global
South pertains to difficulties with online payment. Online payment concerns seem common
in the MENA region and especially in Lebanon. Thus, online payments may play a role as a
potential barrier to telemental health in some Global South countries (El Hayek et al., 2020).

After having discussed how electricity-related issues, internet-related concerns, and
online payment concerns could act as potential barriers to the use of telemental health in the
Global South, we will now discuss the final structural barrier: Access to technology and quiet
space at home. As previously mentioned, lack of access to technology has been frequently
cited as a concern held by many individuals (Ashfaq et al., 2020). Ashfaq et al. (2020)
reported that the utilization of mobile-based telemental health is near impossible for
individuals without access to mobile devices. This lack of access is, unfortunately, the case
for many Syrian refugees living in dire conditions in many refugee camps around the world
(Ashfaq et al., 2020). In addition to technological access, having a quiet space at home has
also been identified as a potential structural barrier to the use of telemental health in the
Global South. Knaevelsrud et al. (2015) aimed to assess the efficacy of an Internet-based
Cognitive Behavioral Therapy (ICBT) for patients (M age = 28.1 years old) with war-related
trauma in Iraq (Knaevelsrud et al., 2015). Patients were provided with Distress/Endorsement
Validation Scales (DEVS) to measure their distress and asked about their preference for
different treatment modalities. According to patients’ reports, structural barriers to the use of
telemental health included a lack of privacy at home, especially from family members. This
is pertinent because often times family history and family interactions are an integral part of
the therapeutic process, consequently patients without a private space may not be able to fully

engage in sessions.

31



In summary, all four categories of structural barriers (electricity-related issues,
internet-related concerns, payments online, and access to technology and a quiet place)
appear to influence users’, willingness to use telemental health services, to varying degrees.

In the next section, we will explore the potential contribution of technological skills

in telemental health-seeking attitudes and behaviors.

c. Technological Skills

Technological skills refer to a set of abilities that enable someone to perform practical
tasks across a wide array of areas (Martinez, 2008). Technological skills typically require the
use of certain technologies. Some of the technological skills that may be particularly valuable
for telemental health services are: Ability to operate devices (phone, tablet, laptop, computer,
and virtual reality headsets, etc.), web navigation skills, internet literacy, and familiarity with
conferencing service (video-conferencing service, application use, texting, virtual reality,
etc.; Sapci & Sapci, 2019).

In the next section, we will review technological variables and how they may

influence patient perception and use of telemental health in the Global North.

i The Global North
e Technological Barriers and Telemental Health-Seeking Attitudes
Several technology-related variables have been identified as potentially playing a
role in patient attitudes toward telemental health in the Global North (Madigan et al., 2021;

Musiat et al., 2014). When asked about their perception of this modality, some patients

reported an overall mistrust of technology and/or technological difficulties. These concerns
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appeared to be negatively associated with patients’ willingness to use telemental health
(Knaevelsrud et al., 2015; Barnett et al., 2021). Compared to individuals with lower
computer literacy levels, individuals with higher computer literacy appear significantly
more likely to use smartphone apps for mental health aid (Musiat et al., 2014).

In sum, technological difficulties, poor computer literacy and mistrust of technology
are pertinent technological barriers that appear to negatively influence patients’ attitudes
towards telemental health (Barnett et al., 2021; Madigan et al., 2021; Musiat et al., 2014).

After having reported on the technological variables and their influence on patients’
attitudes toward telemental health in the Global North, we will now move to the discussion

of telemental healh-seeking behavior.

e Technological Barriers and Telemental Health-Seeking Behaviors

Some technology-related variables have been identified as potential barriers to the
use of telemental health services in the Global North (Burke et al., 2015; Chiauzzi et al.,
2020). Poor technological skills/technological literacy are defined by a lack of or poor
knowledge of technological services. Poor technological skills/technological literacy seem
to be the most frequently reported technology-related barriers to telemental health use in
the Global North (Costa et al., 2021; Eisner et al., 2019). Both Costa et al (2021) and Eisner
et al (2019) evaluated the acceptability of telemental health interventions in the Global
North. One of those interventions was an online peer support group for individuals with
substance use disorders (Costa et al., 2021), while the other relied on a mobile application
to monitor early signs of psychosis relapse (Eisner et al., 2019). The researchers evaluated

the acceptability of the interventions offered by interviewing patients, some of whom had
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reported struggling with technology use (Costa et al., 2021; Eisner et al., 2019). In addition
to poor technological skills, other technology-related variables have been suggested as
potential barriers to telemental health use. Some patients preferred not to use telemental
health services due to slight audio and/or video delays experienced online. (Guinart et al.,
2020). Some patients also reported high data charges and limited mobile coverage for
telemental health services (Schmidt et al., 2019).

In summary, several barriers to telemental health use in the Global North are worth
noting. These include: Poor technological skills/technological literacy, slight audio/video
delays in the technology-based modality, and high data charges and limited mobile
coverage. In the next section, we will discuss the role technological variables could play in

telemental health attitudes and behaviors in the Global South.

ii. ~ The Global South
e Technological Barriers and Telemental Health-Seeking Attitudes
Similar to the Global North, some technology-related variables appear to influence

patients’ views of telemental health in the Global South (Ashfaq et al., 2020). We will discuss

the role of technological variables could play in telemental health-seeking behavior next.

e Technological Barriers and Telemental Health-Seeking Behaviors
In a systematic review conducted on telemental health use in some Global South
countries (Egypt, Iraq, Jordan, Lebanon, Saudi Arabia, Syria etc.) technological literacy

appeared as a frequently reported barrier in the years 2000-2019 (Ashfaq et al., 2020). In
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Lebanon, poor technological literacy was also recognized as a barrier to telemental health
use (Harper et al., 2020). In a mixed methods pilot study, Harper et al (2020) recruited 129
Lebanese, Syrian and Palestinians residing in Lebanon to test the feasibility of the e-mental
health intervention SbS in Lebanon (Harper et al., 2020). Participants were over the age of
18 years old, scored moderately for depression based on the Patient Health Questionnaire
(PHQ-9) and were not considered at risk of suicide; Harper et al., 2020). In addition to
providing participants with a Client Satisfaction Questionnaire (CSQ), participants were
interviewed by the researchers. Based on participants’ reports, technological skills were
identified as a major barrier to the use of telemental health services (Harper et al., 2020). The
results obtained from this study align with those of Werner (2004) and Jefee-Bahloul (2014)
that also highlighted technological skills as well as unfamiliarity with the modality as barriers
to the use of telemental health services in some countries in the Global South (Werner, 2004;
Jefee-Bahloul, 2014).

In sum, technology-related variables, mainly technology literacy and technological
familiarity appear to play a significant role in the use of telemental health in the Global South.
Next, we will discuss the next variable in our conceptual model: Recognizing the mental

health problem and the Need for Help.

2. Recognizing a Mental Health Problem and the Need for Help

The second independent variable in our study’s conceptual model pertains to
recognizing a mental health problem and the need for help. Recognition of a mental health
problem and the need for psychological help appears to be associated with telemental health-

seeking attitudes and telemental health use (Kern et al., 2018; Lal et al., 2015). Generally
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speaking, recognizing the presence of mental health problems may precede the recognition
of the need for psychological help (Coles et al., 2014). Inversely, difficulty recognizing
mental health problems seems to reduce the likelihood of seeking mental health services
(Saunders, 1993). As such, a lack of recognition of a mental health problem and the need for
psychological help could negatively influence patients’ telemental health-seeking attitudes
and behaviors. Next, we will discuss the association between recognizing one’s mental health

problem and one’s telemental health-seeking attitudes in the Global North.

a. The Global North

i.  Recognizing a Mental Health Problem and the Need for Help and Telemental Health-

Patient recognition or awareness of mental illnesses appears to influence their
attitudes toward telemental health-seeking. For instance, Lal et al (2015) found that patients
aged 18-35 years with first-episode psychosis who do not recognize having mental health
problems report not needing to use telemental health services (Lal et al., 2015). Kern et al
(2018) investigated the attitudes of American college students towards the use/potential use
of Mental Health Applications (MHAs). The authors of the study administered a survey to
741 students in a public Midwestern University. Similar to Lal et al (2015), Kern et al
(2018) found that students who reported not recognizing their own mental health needs held
negative views of telemental health services, while those who had recognized their own
mental health needs held more positive views of the modality (Kern et al., 2018).

Based on the results of these studies, recognizing mental health problems and/or

needs seems to be associated with favorable attitudes towards telemental health. Next, we
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discuss the potential role of the problem and the need for help recognition in telemental

health-seeking behavior in the Global North.

ii.  Recognizing a Mental Health Problem and the Need for Help and Telemental Health-
Patients’ recognition of their own mental illnesses/mental problems appear to

influence their attitudes toward telemental health-seeking. In both of the aforementioned
studies by Lal et al (2015) and Kern et al (2018), patients were not willing to seek out
mental health services because they did not believe that they needed them (Lal et al., 2015;
Kern et al., 2018). Because attitudes toward mental health treatment are important
predictors of actual service use, i.e., telemental health-seeking behavior (Mojtabai et al.,
2002), we suspect that not recognizing one’s own mental health problem and the need for
help could be negatively associated with telemental health-seeking behavior. The next
section relates to the potential role of the problem and the need for help recognition in

telemental health-seeking attitudes and behaviors in the Global South.

b. The Global South

i. Recognizing a Mental Health Problem and the Need for Help and Telemental Health-

Similar to the Global North, in the Global South recognizing one’s mental
illnesses/mental problems appears to influence their telemental health seeking attitude.
Those findings are in line with a study conducted by Abi Ramia et al. (2018). In their study,

Abi Ramia et al. (2018) aimed to adapt SbS based on behavioral activation in Lebanon (Abi
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Ramia et al., 2018). In the Ramia et al. (2018) study, national mental health program staff
conducted semi-structured interviews with mental health professionals, front-line workers
in primary health care centers and Lebanese, Syrian and Palestinian community members
residing in Lebanon (Abi Ramia et al., 2018). Results obtained from these interviews were
transcribed and analyzed via thematic analysis by the project coordinator and two research
assistants (Abi Ramia et al., 2018). According to Abi Ramia et al (2018), users in Lebanon
may hold negative attitudes toward SbS for two main reasons. One of these reasons pertains
to a lack of recognition of mental health problems and the need for help. This barrier could
be attributed to a lack of awareness and understanding of the seriousness of mental distress.
The second reason provided by Abi Ramia et al. (2018) pertains to competing priorities
between basic survival needs (food, shelter, health care etc.) and mental health needs.
These competing needs may cloud recognition of mental health needs.

In summary, it appears that the recognition of mental health problems and the need
for psychological help play an integral role in attitudes towards seeking telemental health
services. In the Global South competing needs (basic survival needs and mental health needs)
may hinder the recognition of mental health problems. This, in turn, could further distance
potential telemental health users from the service itself. Next, we will discuss the potential
role of recognizing a mental health problem and the need for help in telemental health-

seeking behavior in the Global South.
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ii. Recognizing a Mental Health Problem and the Need for Help and Telemental Health-

Researchers have emphasized a positive association between mental health literacy
(knowledge, recognition and attitudes towards mental health) and help-seeking intentions
and behaviors specifically in traditional mental health services (in-person; Waldmann et al.,
2019).

Favorable attitudes toward telemental health use appear to be associated with
community members’ recognition of their mental health problems/needs in the Global South
(Abi Ramia et al., 2018). Since telemental health seeking attitudes are an important predictor
of actual service use, i.e., telemental health-seeking behavior (Mojtabai et al., 2002), we
suspect that recognizing a mental health problem and the need for help should be negatively
associated with telemental health-seeking behavior. In the following section, we will

introduce the third variable in our conceptual model: Openness to Experience.

3. Openness to Experience

Openness to Experience is one of the dimensions of the Five-Factor Model (FFM)
of personality traits (McCrae & Sutin, 2009). Individuals with high scores on openness to
experience as assessed by the Big Five Inventory (BFI) may identify and/or be described as
non-conventional, original, creative, and curious (McCrae & Costa Jr, 1997). Openness to
experience refers to the cognitive process i.e., how individuals think (McAdams, 2015) and
that may influence individuals’ emotions and behaviors (Beck & Beck, 2011).

Openness to experience is a particularly interesting variable to examine when

discussing potential barriers to telemental health. Telemental health is a relatively new
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therapy dispensing modality that necessitates a minimum of openness to experience on the
part of the user to be able to use it (Levallius et al., 2020). Given that telemental health
services may be considered relatively new compared to traditional forms of therapy
(Richardson et al., 2009), one might expect openness to experience to be positively associated
with the use and/or endorsement of such services. That said, openness to experience has not
been thoroughly explored in the telemental health literature yet. This dearth could be due to
the novel nature of telemental health and the scarcity of studies pertaining to this modality.
In the next sections, we will explore the potential role(s) openness to experience could play

in telemental health use across the Global North and Global South.

a. The Global North

1. Openness to Experience and Telemental Health-Secking Attitudes

In the Global North, the association between openness to experience and telemental
health use seems unclear. Notably, most studies pertaining to openness to experience
favored a Cognitive Behavioral Therapy (CBT) approach. Authors’ preference for a CBT
approach, may in part, be related to the strong evidence base for such approaches in certain
disorders (CBT for treating depression, eating disorders etc.; Gowers, 2006; Priemer &
Talbot, 2013).

Levallius et al. (2020) aimed to identify potential predictors of treatment response for
patients with eating disorders (Levallius et al., 2020). Levallius et al. (2020) conducted a
randomized control trial in Sweden where participants were randomly assigned to ICBT or a

face-face CBT treatment. In their study, Levallius et al. (2020) evaluated whether the Five-

Factor Model of personality could be associated with treatment response (symptom reduction
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and remission) in patients with full or sub-threshold Bulimia Nervosa (BN; Levallius et al.,
2020). The results of the study indicated that specific personality traits that may play a role
in treatment response are openness to experience and conscientiousness. Levallius et al.
(2020) argued that individuals with high openness to experience and conscientiousness (a
trait characterized by discipline, goal-directedness and diligence) may be particularly well-
suited for [CBT. Additionally, participants scoring high on both personality traits have shown
the most reduction and/or remission in symptoms after ICBT (Levallius et al., 2020).
Levallius’s findings are consistent with those of Quilty et al. (2008). Quilty et al. (2008)
reported a positive association between openness to experience and symptom relief in in-
person treatments of MDD (Quilty et al., 2008).

Despite the scarcity of studies on openness to experience and attitudes toward
telemental health, we suspect these two variables may be related. In our view, someone who
is open to experience is more likely to be open to novel treatment modalities such as
telemental health (Levallius et al., 2020). Next, we will discuss the role openness to

experience could play in telemental health-seeking behavior in the Global North.

ii. Openness to Experience and Telemental Health-Seeking Behaviors

Unlike telemental health attitudes, the role openness to experience could play in
telemental health-seeking behavior has been more frequently studied. Schmidt et al. (2019)
aimed to identify potential predictors of treatment dropout in patients with MDD in the US.
The researchers examined the characteristics of 117 patients who participated in ICBT (for

MDD; Schmidt et al., 2019). Schmidt et al. (2019) found internet literacy, technological

difficulties, and a few personality traits to be positively associated with a higher dropout rate
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in the ICBT trial (Schmidt et al., 2019). According to this study, the specific personality traits
that may play a role in predicting treatment dropouts are extraversion (a trait characterized
by excitability, sociability, talkativeness and assertiveness) and openness to experience.
Schmidt et al. (2019) found that lower levels of extraversion, as well as higher levels of
openness to experience, could be positively associated with ICBT treatment dropout
(Schmidt et al., 2019). Despite other research reporting on an association between openness
to experience and symptom relief in in-person treatments for MDD (Quilty et al., 2008) and
ICBT treatments for BN (Levallius et al., 2020), high levels of openness to experience may
be associated with higher dropout rates in ICBT programs (Schmidt et al., 2019). Treatment
dropout is not always indicative of poor treatment outcomes, but may sometimes be related
to patient dissatisfaction with the therapeutic process itself (Zieve et al., 2019). Schmidt et
al. (2019) argued that it may be possible for participants who scored higher on openness to
experience to be more willing to try out the treatment, even though they may have been less
committed to seeing the ICBT program all the way through (Schmidt et al., 2019). Thus, in
the Schmidt et al. (2019) study, scoring high on openness to experience may have facilitated
the initial use of telemental health but not its continued use (Schmidt et al., 2019).

In conclusion, openness to experience has been found to be associated with treatment
gains in face-to-face therapeutic interventions for both MDD and BN (Bagby et al., 2008;
Deumens et al., 2012; Levallius et al., 2016). In short, compared to individuals with low
levels of openness to experience, individuals with high levels of openness to experience may
be more open to trying out telemental health. After having discussed the role openness to
experience plays in telemental health-seeking attitudes and behaviors in the Global North,

we will discuss telemental health-seeking attitudes and behaviors in the Global South.
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b. The Global South

1. Openness to Experience and Telemental Health -Seeking Attitudes

Consistent with findings from the Global North, in the Global South openness to
experience appears to play a role in individuals’ attitudes towards both online and in-person
mental health treatment.

Atik & Yalgin (2011) aimed to identify the role personality traits could play in
telemental health-seeking attitudes in Turkish college students (Atik & Yalgin, 2011).
According to them participants with greater openness to experiences reported more favorable
attitudes toward in-person counselling and/or therapy (Atik & Yalgin, 2011). Along the same
line, Bathje et al. (2014) examined attitudes towards both in-person and online counselling
among Korean college students. Bathje et al. (2014) found a positive association between
openness to experience and attitudes toward in-person and telehealth modalities in treatment.
In other words, Korean college students with high openness to experience were more likely
to have favorable attitudes towards both in-person and telemental health services (Bathje et
al., 2014).

In sum, it seems that individuals reporting high openness to experience are more

likely to hold favorable attitudes toward telemental health. Next, we will discuss the role of

openness to experience in telemental health-seeking behavior in the Global South.

ii. Openness to experience and Telemental Health-Seeking Behaviors
To the best of our knowledge, no empirical studies conducted in the Global South

have examined the association between openness to experience and telemental health-
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seeking behavior. Given the previously discussed positive association between telemental
health-seeking attitudes and openness to experience, we believe that openness to experience
could also be positively associated with telemental health-seeking behaviors.

After having presented the results of studies from some Global Northen and Global
South countries on the potential role of openness to experience and telemental health-seeking

attitudes and behaviors, we will discuss the role of public stigma next.

4. Public Stigma

Stigma is a multi-faceted and complex construct (Corrigan et al., 2006; Corrigan et
al., 2012; Clement et al., 2015). For the purpose of this study, we will be focusing on public
stigma given that this type of stigma has been the most frequently reported in relation to
attitudes toward telemental health (Bird et al., 2019; Bleyel et al., 2020; Hadler et al., 2021).
Public stigma of mental illness pertains to the negative attitudes and stereotypes people might
have towards people with mental illnesses (Riisch et al., 2005). Public stigma may stem from
society’s influence on individuals’ perceptions in a manner that marginalizes individuals with
mental illness and deems them unacceptable (Vogel et al., 2013).

In the following sections, we will present studies pertaining to the association
between public stigma and telemental health-seeking attitudes and behaviors in the Global

North and Global South.
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a. The Global North

i. Public Stigma and Telemental Health-Seeking Attitudes

To the best of our knowledge, only one study conducted in the Global North examined
the association between stigma and telemental health-seeking attitudes. However, this study
is pertinent as it provides some evidence that public stigma may be negatively associated
with patients’ attitudes toward telemental health (Bird et al., 2019).

Bird et al (2019) investigated college students’ attitudes toward Online Video
Counselling (OVC) compared to face-to-face counselling (Bird et al., 2019). Bird et al.
(2019) conducted their study on a sample of 588 college students from a Southeastern
University (Bird et al., 2019). Results indicated a negative association between public
stigma levels and attitudes towards help-seeking. More specifically, Bird et al. (2019)
found public stigma to be positively correlated with discomfort/unease with seeking mental
health services across both modalities (Wu et al., 2017; Bird et al., 2019). Interestingly,
public stigma was found to have a lesser negative impact on college students’ attitudes
towards OVC compared to face-to-face counselling (Bird et al., 2019). This finding may be
explained by some differences between the two modalities. Individuals who seek OVC
usually do not have to physically visit a clinic and be exposed to people in a waiting room.
Physically visiting a clinic and waiting for mental health professionals may increase the
likelihood of being publicly stigmatized (Bird et al., 2019).

In sum, public stigma appears to be negatively associated with attitudes towards
telemental health. In other words, the more public stigma an individual perceives towards
seeking mental health services, the more likely they will hold a negative attitude towards

mental health services (Bird et al., 2019). Additionally, Bird et al. (2019) found stigma to
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be more negatively associated with attitudes toward face-to-face counselling compared to
OVC. This result might be attributed to having to be physically present for face-to-face
therapy, allowing for the potential of being publicly scrutinized/marginalized.

After having discussed the role of public stigma in telemental health-seeking
attitudes, we will move to a discussion of public stigma in telemental health-seeking

behaviors in the Global North.

ii.  Public Stigma and Telemental Health-Seeking Behaviors

Studies conducted in the Global North have shown that perceived public stigma could
impede patients’ telemental health-seeking behavior (Bird et al., 2019; Bleyel et al., 2020;
Hadler et al., 2021).

Bleyel et al. (2020) aimed to identify barriers to mental health specialist video
consultations in primary care services. Bleyel et al (2020) conducted semi-structured
interviews with thirteen patients (M age = 48.7 years) in primary care practices. Based on
patients’ interviews, Bleyel et al. (2020) reported several barriers to telemental health-
seeking. Aside from willingness to use technological tools, 54% of patients expressed that
society’s negative views towards mental health care (public stigma), were negatively
associated with their willingness to participate in mental health video consultations (Bleyel
et al., 2020). In fact, half of this study’s participants viewed public stigma as a deterrent to
participating in telemental health services (Bleyel et al., 2020). In addition to society’s

negative views of mental illnesses, a lack of psychosocial support appeared to impede

patients’ acceptance of this telemental health service (Bleyel et al., 2020).
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In the same vein, Hadler et al. (2021) conducted a review of the literature examining
the experiences of college students with telemental health and their willingness to engage in
this modality. Hadler et al. (2021) found public stigma to be a barrier to telemental health-
seeking. Hadler et al. (2021) also found public stigma to be associated with a lower
likelihood of following through with treatment recommendations and a greater likelihood
of dropping out of treatment.

In sum, public stigma appears to hinder patients’ telemental health-seeking behavior
(Bird et al., 2019; Bleyel et al., 2020; Hadler et al., 2021). Some evidence also suggests that
public stigma may be associated with a lower likelihood of following through with treatment
recommendations and a greater likelihood of dropping out of treatment (Hadler et al., 2021).
After having discussed the role of public stigma in relation to telemental health-seeking

behaviors in the Global North, we will now move to that discussion in the Global South.

b. The Global South

i. Public Stigma and Telemental Health-Seeking Attitudes

To the best of our knowledge, no studies conducted in the Global South have

examined the association between public stigma and telemental health-seeking attitudes.

ii.  Public Stigma and Telemental Health-seeking Behaviors
There is some evidence that public stigma may be negatively associated with patients’

telemental health-seeking behavior in the Global South (Ashfaq et al., 2020; Lindegaard et

al., 2021; Naal et al., 2021).
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In a systematic review on telemental health in the Arab world, Ashfaq et al (2020)
identified potential barriers to telemental health in Arab communities (Egypt, Iraq, Jordan,
Lebanon, Saudi Arabia, Syria etc.; Ashfaq et al., 2020). Ashfaq et al (2020) found stigma to
act as a barrier to Arab patients’ use of telemental health services. Some community
members viewed individuals seeking mental health services as weak, helpless or cursed
with unexplainable illnesses (Ashfaq et al., 2020). As such, public stigma associated with
mental illness and seeking mental health services may impede patients’ acceptance and
subsequent use of telemental health (Ashfaq et al., 2020).

In Lebanon, Naal et al. (2021) highlighted several barriers to the implementation of
telemental health. Naal et al (2021) conducted a review of the literature and found fear of
social/public stigma to negatively affect different aspects of care in Lebanon. Public stigma
appears to be rooted in the sociocultural fabric of Lebanese and Arab societies (Merhej,
2019). This public stigma surrounding mental illness in these societies is thought to be
stemming from a lack of awareness and understating of mental illness as well as a deep-
rooted fear of people with mental illness (Merhej, 2019; Naal et al, 2021). It seems likely that
damaging sociocultural beliefs that stem from a lack of awareness and fear could exacerbate
public stigma levels among community members which could in turn discourage mental
health seeking (Abdallah et al., 2019; Merhej, 2019).

In sum, public stigma appears to be negatively associated with telemental health
attitudes and behaviors in some Global North and Global South countries. After having
presented the association between public stigma and telemental health-seeking attitudes and
behaviors, we will discuss the fifth variable in our conceptual model: Confidence in mental

health professionals. Confidence in mental health professionals will be explored in relation

48



to telemental health-seeking attitudes and behaviors in both the Global North and Global

South.

5. Confidence in Mental Health Professionals

Patients’ confidence in mental health professionals can be multilayered and generally
encompasses two themes. The first theme pertains to patients’ trust in services offered while
the second pertains to the belief that therapy is beneficial for them (Laugharne & Priebe,
2006). Some researchers have demonstrated how a lack of confidence in mental health
services may be negatively associated with telemental health-seeking attitudes and behaviors
in the Global North and Global South (Abi Ramia et al., 2018; Ashfaq et al., 2020; Casey et
al.,2014; Knerr et al., 2011; Naal et al., 2021; Petersen et al., 2020). In the following sections,
we will discuss the potential role confidence in mental health professionals could play in

telemental health-seeking attitudes and behaviors.

a. The Global North

1. Confidence in Mental Health Professionals and Telemental Health-Seeking Attitudes
A lack of confidence in mental health professionals could be negatively associated
with attitudes toward seeking telemental health in the Global North (Casey et al., 2014;
Petersen et al., 2020).
Casey et al (2014) examined perceived barriers to internet and face-to-face
psychological treatments for depression. Casey et al (2014) surveyed 45 adult participants in

Australia to ask them about their perception of different mental health modalities. The

researchers used the Perceived Barriers to Psychological Treatment Questionnaire (PBPT) to
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assess participants’ perceptions of barriers to psychological treatment (Casey et al., 2014;
Mohr et al., 2010). Casey et al (2014) found no significant differences between participants’
perceived barriers to telemental health and face-to-face treatment. According to Casey et al.
(2014), a lack of confidence in mental health professionals seems to act as a barrier to mental
health seeking regardless of the modality used. Thus, one could suspect that individuals who
do not trust the therapeutic process and/or do not view it as beneficial are more likely to hold
negative attitudes towards telemental health-seeking.

In a systematic review, Jenkins-Guarnieri et al. (2015) discussed patient treatment
satisfaction and the therapeutic alliance in telemental health and in-person treatments
(Jenkins-Guarnieri et al., 2015). Jenkins-Guarnieri et al. (2015) found patient treatment
satisfaction and therapeutic alliance to be positively associated with treatment outcomes
(e.g., symptom reduction and increased functionality; Jenkins-Guarnieri et al., 2015).
Consistent with the previous literature, Jenkins-Guarnieri et al. (2015) found discomfort
and distrust in mental health professionals to hinder the development of a therapeutic
alliance, resulting in reduced patient satisfaction (Knerr et al., 2011; Jenkins-Guarnieri et
al., 2015). Even though some findings show comparable treatment satisfaction and
therapeutic alliance in both telemental health and in-person therapy (Jenkins-Guarnieri et
al., 2015), others suggest decreased levels of patient comfort and confidence in mental
health professionals in telemental health (Jenkins-Guarnieri et al., 2015).

Studies highlighting reduced confidence in mental health professionals in telemental
health were primarily based on group-based treatments (Jenkins-Guarnieri et al., 2015).
Further research may be warranted to understand whether decreased patient comfort and

confidence in mental health professionals would carry over to individual therapy delivered
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via telemental health (Jenkins-Guarnieri et al., 2015). After having discussed the role
confidence in mental health professionals could play in telemental health-seeking attitudes

in the Global North, we will discuss its potential role in telemental health-seeking behavior.

ii. Confidence in Mental Health Professionals and Telemental Health-Seeking Behaviors

To the best of our knowledge, only a few studies conducted in the Global North
examined the association between confidence in mental health professionals and telemental
health-seeking behavior. In an attempt to understand perceptions of telemental health,
Petersen et al. (2020) sampled 270 college students receiving in-person mental health
counselling at a university counselling center in the US (Petersen et al., 2020). Petersen et al.
(2020) interviewed patients to evaluate their acceptance of counselling offered via telemental
health. Patients reported major communication barriers to the use of telemental health
services. More specifically, patients reported feeling that telemental health would make for
a less personal connection than face-to-face counselling (Petersen et al., 2020). Some patients
reported having a hard time trusting a counsellor they have never met in person and having
a hard time opening up at a distance (Petersen et al., 2020).

Confidence in mental health professionals, therefore, appears to be negatively
associated with in-person and telemental health-seeking attitudes and behaviors (Casey et al.,
2014; Jenkins-Guarnieri et al., 2015; Petersen et al., 2020). Not being able to see a mental
health professional in person may stand in the way of forming a connection and establishing
trust with that mental health professional. These variables may in turn impede telemental
health-seeking and negatively color telemental health-seeking attitudes (Casey et al., 2014;

Jenkins-Guarnieri et al., 2015; Petersen et al., 2020). Further research is required to better
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understand the role confidence in mental health professionals may play in telemental health-
seeking attitudes and behaviors. After having discussed the role confidence in mental health
professionals could play in telemental health-seeking attitudes and behaviors in the Global

North, we will now discuss its role in the Global South.

b. The Global South

1. Confidence in Mental Health Professionals and Telemental Health-Seeking Attitudes

There is some evidence that a lack of confidence in mental health professionals is
negatively associated with attitudes toward seeking telemental health in the Global South
(Abi Ramia et al., 2018; Jefee-Bahloul, 2014; Naal et al., 2021).

Abi Ramia et al (2018) found some community members in Lebanon hold negative
attitudes toward telemental health services due to a general distrust in health care providers
and a belief that therapy may not be effective in treating mental distress. Similarly, Syrian
refugees reported being hesitant to use telemental health, due to excepted distortions to the
patient-doctor relationship (Jefee-Bahloul, 2014). This distortion could be due to a lack of
trust in the effectiveness of health care and mental health providers (Jefee-Bahloul, 2014).

In sum, a lack of confidence in mental health professionals could be negatively
associated with patients’ attitudes toward seeking telemental health in the Global South (Abi
Ramia et al., 2018; Jefee-Bahloul, 2014; Naal et al., 2021). Next, we will discuss the potential

role confidence in mental health professionals could play in telemental health-seeking

behavior in the Global South.
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ii. Confidence in Mental Health Professionals and Telemental Health-Seeking Behaviors

By conducting a systematic review, Ashfaq et al. (2020) aimed to identify potential
barriers to telemental health services in the Arab world. General distrust in healthcare
providers was frequently reported as a barrier to telemental health services (Ashfaq et al.,
2020).

After having presented variables that appear to be associated with telemental health-
seeking attitudes and behaviors in the Global North and Global South, we will briefly discuss
variables that have been shown to distally affect patient telemental health-seeking attitudes
and behaviors. The variables that will be presented next are our study’s control variables.

Even though control variables are not the primary focus of this study, they are still worth

mentioning.

I. Control Variables

In this study, we plan on controlling for the following variables: Previous use of
mental health services, and social desirability. Previous use of mental health services may
impact one’s attitudes towards telemental health depending on the quality of their previous
experiences (Connolly et al., 2020). Finally, given the delicate nature of some of our

questions, evaluating social desirability seems important (King & Bruner, 2000).

J. Summary of the Literature Review
Based on the previously presented scientific literature, several variables have been
shown to be associated with attitudes towards telemental health. These variables include: 1)

socio-demographic and participant-related factors such as: a) age, b) structural barriers, and
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c) technological skills; 2) recognizing a mental health problem and the need for help; 3)

openness to experience; 4) public stigma; and 5) confidence in mental health professionals.

K. Study Aims and Hypotheses

Based on the previously presented literature, several gaps are worth noting. The first
one pertains to the limited knowledge of variables that might be associated with attitudes
towards telemental health. The scarcity in telemental health-related local and global research
could be attributed to the novelty of this modality (Novo & Knezevic, 2019). The few studies
that evaluated patients’ perception of telemental health were for the most part non-empirical
(e.g., systematic reviews, commentaries) and favored qualitative data analyses. While
systematic and qualitative data analyses are useful, particularly when trying to understand a
new phenomenon, the results obtained from such studies are not necessarily generalizable.
With telemental health being a relatively new phenomenon, there is a scarcity of studies
evaluating patients’ attitudes towards telemental health, particularly in Lebanon.

Most of the studies conducted in the Global North and Global South focused on
clinicians’ perceptions of telemental health with patients relegated to the background (Cowan
et al., 2019; McClellan et al., 2020; Ralston et al., 2020). This gap is further accentuated in
the Arab world and particularly in Lebanon. The limited research conducted locally on
telemental health-seeking attitudes could be attributed to the scarce resources coupled with
socio-economic and financial difficulties Lebanon has been facing lately (Obeid & Saade,
2022). While those limited resources could explain, at least in part, the lack of research on
telemental health, they also highlight the need for research on the topic. Given the significant

difficulties people in Lebanon have been facing, the need for mental health services is
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heightened (Bosqui, 2020). This all rings true given that Lebanese people have been
grappling with basic survival needs that may get in the way of telemental health (electricity,
internet, etc.). These factors that have been accentuated since the crisis in Lebanon deserve
attention to be able to fully and accurately grasp attitudes towards mental health in Lebanon.
Lastly, to the best of our knowledge, no study to date has examined the association between
public stigma and telemental health use in the Global South and none in Lebanon (Naal et
al., 2021). Stigma could play an important role in mental health attitudes and services,
evaluating the role public stigma could play in telemental health attitudes seems crucial.
Given these perceived gaps in the scientific literature and the high prevalence rates
of mental health disorders among Lebanese people (Karam et al., 2008), the current study
aims to identify variables that could be associated with patients’ telemental health-seeking
attitudes. We expect several variables to be associated with patients’ attitudes towards
telemental health services. Among those variables are: Age, structural barriers, technological
skills, recognizing a mental health problem and need for help, openness to experience, public
stigma, and confidence in mental health professionals. In our study, we will be assessing
these variables and their potential relationship with tele-mental health seeking attitudes. This

thesis will therefore attempt to evaluate the following hypotheses:
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e Hypothesis 1: Older age will be associated with more negative attitudes toward seeking
telemental health services.

e Hypothesis 2: Greater structural barriers (e.g., Internet unavailability) will be associated
with more negative attitudes toward seeking telemental health services.

e Hypothesis 3: Greater technological skills will be associated with more positive
attitudes toward seeking telemental health services.

o Hypothesis 4: Greater recognition of mental health problems will be associated with
more positive attitudes toward seeking telemental health services.

e Hypothesis 5: Higher levels of openness to experience will be associated with more
positive attitudes toward seeking telemental health services.

e Hypothesis 6: Higher levels of public stigma will be associated with more negative
attitudes toward seeking telemental health services.

e Hypothesis 7: Greater confidence in mental health professionals will be associated with
more positive attitudes towards seeking telemental health services.

In pursuing these objectives, we aim to foster a better understanding of attitudes
toward telemental health services in Lebanon. By better understanding potential barriers and
promoters of to telemental health services, we hope to facilitate access to alternatives to
traditional mental health services. These alternatives might be particularly relevant in today’s

day and age.
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CHAPTER II

METHODS

A. Participants

We sought to recruit a community sample of English-literate adults in Lebanon aged
18 years old and above. We conducted an a priori power analysis G*Power 3.1.9.6 to
determine an appropriate sample size for our study (Faul et al., 2009). The power analysis
revealed that we need to recruit around N = 280 participants. Our sample size was
considered appropriate with a power of 95% (a = .05) and a small to medium effect size. To
account for missing data, we aimed to recruit approximately ten percent more participants.

Altogether we had 300 participants in our study (N = 300),

B. Procedures

After obtaining Institutional Review Board (IRB) approval, study participants were
asked to fill out a series of questionnaires on Lime Survey. In addition to sharing our
survey on multiple social media platforms (WhatsApp, Instagram, Facebook, Twitter etc.),
we used a snowball sampling approach. Our participants were mainly recruited online
through social media (e.g., Instagram, Facebook, WhatsApp, Twitter and LinkedIn). Hard-
copy questionnaires were available for participants opon request; however, none of our
participants opted to use them. Additionally, questionnaires were available for participants
in English and in Arabic. Our scales were originally all developed in English. In the interest

of reaching a more representative pool of participants, we opted to translate our survey into
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Arabic. We did so by hiring two translators to conduct a front and back translation of our
scales. These translators were students recruited from the Arabic department at AUB and
were versed in English, Arabic and translation. In doing a front and back translation we
were able to address any potential discrepancies between our English and Arabic surveys.
Additionally, our contact information was provided to participants in case they had any
inquiries related to our study or wished to be debriefed. Participation lasted between 15 and
20 minutes.

Participants were incentivized to participate in our study by the possibility to win a
cash prize through a lottery compensation system. To enter the draw for a possibility to win
the cash prize participants were required to send a screenshot (if done online) or a photo (if
done on paper) of their final page upon completion of the survey with the exact completion

date and time. This screenshot/photo had to be sent to: telementalhealthaub@gmail.com.

We had 10 winners. Each winner was entitled to 1,000,000 LBP. This cash amount was
awarded to the winners by the master’s student at a convenient time and place for the
participants. Winners of the cash prize were contacted via a response to their original email
to notify them of their winnings. Survey response data on our computer will be
permanently deleted after the seven-year period has elapsed.

To take part in our study, participants were asked to fill out several questionnaires
(See Appendix I for English and Arabic versions). The questionnaires were presented to
participants in random order on LimeSurvey. We did so to control for order effect, i.e., we
were interested in ensuring that participants’ responses were not influenced by the order of

questions presented to them (Bowling, 2005). The questionnaires we used will be
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elaborated on further in the next section which pertains to all the measures used in our
study.
C. Measures
In the following sections, we will be discussing the measures we used in our study

in detail. We will be elaborating on how variables were measured, potential score ranges,
and when applicable, Cronbach alphas. Our actual score ranges and scale Cronbach alpha
values will be presented in the results section.

1. Independent Variable Measures

a. Sociodemographic Questionnaire

Our sociodemographic questionnaire included several variables that have been
found to be associated with telemental health use in the scientific literature (Beck & Beck,
2011; Burke et al., 2015; Chiauzzi et al., 2020, Cowan et al., 2019; Fischer et al., 2020;
Jefee-Bahloul, 2014; Madigan et al., 2021; Musiat et al., 2014; Vera San Juan et al., 2021).
The sociodemographic and participant-related factors that will be evaluated in this thesis
are i. age, ii. structural barriers, and iii. technological skills (See Appendix A, Section I).
i. Age was determined based on a single item question: “What is your age?”

ii. Structural barriers evaluated in this thesis were found to be pertinent in the telemental
health literature across the Global North and Global South (Berry & Lai, 2014;
Chiauzzi et al., 2020; Cowan et al., 2019; Huilgol et al., 2021; Madigan et al., 2021;
Vera San Juan et al., 2021). Based on a review of the scientific literature and our
clinical experience in Lebanon, we decided to focus on: electricity-related issues,
internet availability, bandwidth, literacy, technological skills, payments online, and

access to materials and a quiet place. Our structural barriers questionnaire consisted of 7
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1il.

items, which were developed by us. Participants were asked to rate those items on a 5-
point Likert scale ranging from (1) strongly disagree to (5) strongly agree. Examples of
items include: “I have sufficient access to the internet for telemental health use”, “My
internet connection is stable enough for telemental health use” and “I cannot make the
time for telemental health use on a regular basis (e.g., weekly or bi-weekly)” (See
Appendix A; Section-VI). A total score was computed based on individual ratings on
each item on the scale. To score this questionnaire, we reverse-scored all items except
negatively keyed items. After doing so, a higher score obtained on the structural barrier
questionnaire indicated a greater experience of structural barriers while lower scores
will indicate a lesser experience of structural barriers. The total structural barriers score
will range between 7 and 35.

The technological skills scale we used focuses on technological literacy/knowledge.
Our choice was also informed by the scientific literature (Almoshmosh et al., 2020;
Burchert et al., 2019; Costa et al., 2021; Eisner et al., 2019) coupled with our clinical
experience in the Lebanese context. This scale was developed by us, the research team.
We evaluated participants’ technological skills with a 3-item scale. Participants were
asked to rate items on a scale from 1-10, a score of 1 being the lowest and a score of 10
being the highest. Examples of items included in the scale are “On a scale from 1 to 10
how would you rate your technology knowledge/literacy in the context of telemental
health use (using e.g., phone, tablet, laptop, computer etc. for mental health
purposes)?”’, and “On a scale from 1 to 10 how comfortable are you in resolving
technological issues that may arise during telemental health use?” (See Appendix A;

Section-VII). Similar to the structural barriers scale, a total score was computed based
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on individual ratings on each item presented in the scale. The total technological skills
score ranged between 3 and 30, with higher scores indicating greater technological

skills and lower scores indicating lower technological skills.

b. Recognizing a Mental Health Problem and the Need for Mental Help Measure

Our fourth independent variable is recognizing a mental health problem and the
need for psychological help. Under this construct, we will be measuring two variables.
These two variables are the subjective recognition of the problem and need for help as well
as the objective experience of mental distress (the objective need for help). We have
measured this construct by pairing the subjective measure of recognition of a mental health
problem and the need for help with a measure of objective mental distress. We believe that
including both an objective and subjective measure under this construct is important as
people tend to be biased in their own self-report, especially when it comes to their own
need for mental help (Latkin et al., 2017). Those seeking telemental health services are
often those that need them the most (Kern et al., 2018; Lal et al., 2015). We opted to use an
objective clinical measure of mental distress to root this recognition construct in clinical
understanding.

To evaluate the recognition of the problem and the need for mental help in a
subjective manner, we asked participants the following question: “Over the past week, have
you had mental health problems/difficulties you need help with?” (See Appendix A-
Section III). The answers to this question are binary (Yes/No) with a follow-up question in
case the answer was yes (See Appendix A- Section III). To evaluate mental distress

objectively, we asked participants to fill out the DASS-21 questionnaire (DASS-21;
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Lovibond & Lovibond, 1995; See Appendix B). The DASS-21 is a 21-item scale that
evaluates depression symptoms, anxiety symptoms, and stress levels. We selected this
questionnaire given the high prevalence rate of stress, anxiety and depressive symptoms
internationally and locally (Karam et al., 2006; Karam et al., 2019; Obeid & Saade, 2022).
Mental distress was measured on a continuum, i.e., higher scores indicate greater mental
distress. Participants were asked to indicate to what extent statements applied to them (1:
did not apply to me at all, 2: a statement that applied to me to some degree, or some of the
time, 3: a statement that applied to me to a considerable degree or a good part of the time
and 4: a statement that applied to me very much or most of the time). Examples of items
tapping into stress, anxiety and depression respectively in DASS-21 are: “I found it hard to
wind down”, “I was aware of dryness of my mouth” and “I couldn’t seem to experience any
positive feeling at all” (See Appendix B). A total score of mental distress was computed by
summing all items. Mental distress scores were expected to range between 21 and 84. Each
construct score (stress, anxiety and depression) within the larger construct of mental
distress was computed by summing individual items that tap into the said construct. In
other words, a total score for stress was computed by summing all items tapping into stress
and the same was done for anxiety and depression items. The total scores of these three
constructs in the DASS-21 were expected to range between 0 and 21. The DASS-21 has
been shown to have Cronbach’s a values ranging between acceptable and very good o (o =

.81 for the depression scale, .89 for the anxiety scale and .78 for the stress scale; Coker et

al., 2018).
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c. Extra Short Form of Big Five Test-2xs/Openness to experience

Our fifth independent variable is openness to experience. The Big Five Personality
Inventory was used to evaluate participants’ openness to experience (Satow, 2021). For the
purpose of this thesis, we only used 3 items pertaining to openness to experience (See
Appendix C; BFT-2XS; Soto & John, 2017). Each item provided in this questionnaire will
be rated on a 5-point Likert scale ranging from (1) strongly disagree to (5) strongly agree.
Examples of items included in this scale are: I am someone who: “Is fascinated by art,
music, or literature.” and the negatively-keyed item “Has little interest in abstract ideas”
(See Appendix C). To score the BFT-2XS, we reverse-scored all negatively-keyed items.
Then, we computed a total score based on individual ratings on each item on the scale (with
a minimum score of 3 and a maximum score of 15). Higher scores obtained on the extra
short Big Five form indicate a greater openness to experience while lower scores indicate a
lower openness to experience. Finally, BFT-2XS appears to have acceptable internal
consistency with Cronbach’s a for the scale ranging between .61 and .63 (Soto & John,

2017).

d. Public stigma Measure

Our sixth independent variable is public stigma. To assess public stigma, we have,
in collaboration with Dr. Badaan developed a 10-item scale pertaining to public stigma (See
Appendix D). Participants were asked to rate each item on a 5-point Likert scale ranging
from (1) strongly disagree to (5) strongly agree. Examples of items in this questionnaire
include “If someone I know has a mental illness and other people knew of it, people would

think this person is dangerous.”, and “If someone I know has a mental illness and other
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people knew of it, people would be terrified of this person.”. One of our items is negatively
keyed: “If someone with mental illness opens up about their experience with mental illness
they will be praised by society.” To score this questionnaire, we reverse-scored the
negatively-keyed items. We computed a total score by summing individual scores (with a
minimum score of 9 and a maximum score of 45). Higher scores obtained on the public
stigma scale indicated higher levels of public stigma, while lower scores indicated lower

public stigma.

e. Confidence in Mental Health Professionals Measure

To assess our seventh and final independent variable, we developed five items in
our sociodemographic questionnaire under the “Confidence in Mental Health
Professionals” subheading (See Appendix A-V). Participants were asked to indicate on a
scale from 1 to 10 to what extent they agree with a number of items. Examples of items
included are: “On a scale from 1 to 10 how well trained do you think mental health
professionals are in terms of adult mental health problems?”, “On a scale from 1 to 10 how
comfortable are you discussing your mental health with a mental health professional?”’, and
“On a scale from 1 to 10 how helpful would you say mental health professionals are in
answering questions pertaining to your mental health problem(s)?” (See Appendix A-V). A
total score was computed by summing individual scores (with an expected minimum score
of 5 and a maximum score of 50). Higher scores on the confidence in mental health
professionals questionnaire were indicative of greater confidence in mental health
professionals while lower scores were indicative of lower confidence in mental health

professionals.
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2. Control Variables Measures

a. Previous Use of Mental Health Services Measure

Given that previous use of mental health services may impact one’s attitudes
towards telemental health depending on the quality of their previous experiences (Connolly
et al., 2020), we decided to control for participants’ previous use of mental health services
in our study. To assess participants’ previous use of mental health services, we have
included a number of items in the sociodemographic questionnaire under the subheading:
“Previous Use of Mental Health Services” (See Appendix A-V). The first item in this
subheading: “During the past three years, have you ever consulted a mental health
professional (e.g., a psychologist, counsellor, or social worker c) for any psychological,
emotional or academic/work problem you are experiencing (e.g., feeling worried, feeling
sad, physical symptoms that have no medical explanation such as tension, insomnia,
pounding heart, or fatigue)?” Responses to this question are binary (Yes/ No). This Yes/No
question is used to indicate participant’s previous mental health use. If the participant
indicated that they received mental health services, we will ask them to indicate the specific

service(s) they sought from a selected list (See Appendix A-V).

b. Short Version of The Balanced Inventory of Desirable Responding/Social Desirability

Measure
Given that we will be asking participants delicate questions, we had decided to
control for social desirability. To evaluate social desirability, we had used a four-item short

form-version of the balanced inventory of desirable responding (See Appendix E; BIDR;
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Hart et al., 2015). The internal consistency of the short version of the BDIR scale has been
shown to be excellent with Cronbach’s o = .98 (Hart et al., 2015). However, for the sake of
transparency, we decided to drop this measure from our data as it yielded a poor a in our

reliability analysis. This will be discussed further in our results section.

3. Dependent Variable Measure

a. Attitude Toward Telemedicine in Psychiatry and Psychotherapy Questionnaire -

Laypeople Version

To assess our dependent variable, we adapted the Attitude Toward Telemedicine in
Psychiatry and Psychotherapy Questionnaire-Laypeople Version Scale (ATiPP; Tonn et al.,
2017; See Appendix F). The ATiPP is an 8-item measure. Participants were asked to rate
each item on a 5-point Likert scale ranging from (1) strongly disagree to (5) strongly agree
(See Appendix F). Given that the ATIiPP includes both psychotherapy and telemedicine,
we decided to limit its focus to telemental health. Our decision was driven by a desire to
align it better with our study objectives and minimize participants’ confusion. For instance,
the original ATiPP item “Generally, telemedicine is a good addition to the medical
services.” becomes: “Generally, telemental health is a good addition to mental health
services.” Other items include “For psychiatric or psychotherapeutic issues or mental
illness, patient information via telemental health is very helpful.”, and “A successful
treatment of the patients with mental illness via telemental health is possible.” A total score
was computed by summing individual scores on all individual items (with a minimum score
of 8 and a maximum score of 40; ATiPP; Tonn et al., 2017). Higher scores indicated more

positive attitudes toward seeking telemental health while lower scores indicated a more
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negative attitude toward seeking telemental health. Finally, the ATiPP has been shown to

have good internal consistency with Cronbach’s a > .80 (ATiPP; Tonn et al., 2017).

D. Pilot Study

We conducted a pilot study, where 12 adults filled out the survey (6 participants
filled out the English version and 6 participants filled out the Arabic version). As expected,
the time of the survey was around 15-20 minutes. In the English version, it took
participants around 14 minutes on average to fill out the survey. In the Arabic version, it
took participants around 16 minutes on average to fill out the survey. Participants in the
pilot study provided comments which were noted and later addressed. The changes to our
survey after receiving feedback from our pilot study participants were minimal, as we opted
to leave validated scales unchanged to preserve their validity. Based on participant
feedback on both survey versions, we hid conditional questions when relevant (e.g., if a
participant reported not experiencing mental health difficulties, the follow-up question
relating to the kinds of mental health difficulties they have experienced became hidden).
Additionally, based on participant feedback on the Arabic version, we indented questions

and answer options to the right.
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CHAPTER III

RESULTS

A. Sample Descriptives

In this study, we have recruited two samples. One sample of participants completed
the survey in English and one in Arabic. These two samples will be referred to as the
English and Arabic samples respectively. The English sample included 232 participants
while the Arabic sample included 68 participants. Participants were constituted of adults
residing in Lebanon at the time of the survey. In the English sample, participants’ ages
ranged between 18 and 59 years old (M = 25.53, SD = 8.831), in the Arabic sample
participants’ ages ranged from 18 and 79 years old (M = 40.56, SD =14.07). Even though
participants were given the option of participating in our study on paper, all participants
filled out the survey on an electronic device. Sample descriptives are further elaborated on

in Table 3.
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Table 1. Sample Descriptives

3.1 English Sample

M SD N %
Age (years) 25.53 8.831 232
Sex Male 46 19.8
Female 182 78.4
Prefer not to say 4 1.7
Language(s) spoken by
the participants English 232 100
Arabic 224 96.6
French 96 41.4
Spanish 10 4.3
Other 15 6.4
Relationship status Part of a couple/Married 80 34.5
Separated 4 1.7
Single 137 59.1
Divorced 5 2.2
Prefer not to say 6 2.6
Educational level Grade 12 or Baccalaureate 39 16.8
Some College Education but
No Degree 43 18.5
Bachelor's Degree (e.g., BA,
BS, DEA) 95 40.9
Master's Degree e.g., MS, MA,
Med, DESS) 46 19.8
Doctorate (PhD, MD, EdD) 3 1.3
Post Doctoral Degree 3 1.3
Medical Degree 3 1.3
Our household income covers
our needs well, and we can
Household income save from it 41 17.7
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Family members residing
with participants at home

Working status

Working schedule

Presence of mental health
problem over the past
week

Type of mental health
problem over the past
week

Our household income covers
our needs, but we cannot save
from it

Our household income does
not cover our needs, and we
face difficulties meeting those
needs

14

Working
Not working
Full time
Part time
Other

Yes
No

Prefer not to say

Anxiety

Depression

70

108

60

10
24
46
49
57

—_ N = = = N

11
121
71
35

120
96
16

80
58

46.6

25.9

4.3
10.3
19.8
21.1
24.6
12.9
2.6
2.2
0.4
0.4
0.4
0.9
47.8
52.2
63.4
31.3
1.3

51.7
41.4
6.9

34.5
25.0



Previous use of mental
help

Type of mental help used

Accessing mental health
services in a country aside
from Lebanon

Bipolarity
Hyperactivity/Inattention
Trauma

Eating problems
Schizophrenia or psychosis

Obsessions and/or
compulsions

Substance related problems
Sleep related problems
Neurocognitive problems
Other

Yes
No
Counsellor

Clinical Psychologist/
Psychotherapist

Psychiatrist
Life Coach
Social Worker

Alternative professional
(Priest, Sheikh, or Traditional
Healer)

No
Yes

21
27
16
34

17

36

81
151
18

62

11

74

9.1
11.6
6.9
14.7
0.9

7.3

15.5
1.3

34.9
65.1
7.8

26.7
1.7
4.7
1.7

1.7

31.9
3.0
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3.2 Arabic Sample

Standard
Items Item options Mean Deviation N %
Age (years) 40.56 14.076 68
Sex Male 13 19.1
Female 55 80.9
Language(s) spoken by
participants English 28 41.2
Arabic 68 100
French 25 36.8
Spanish 1 1.5
Relationship status Part of a couple/Married 44 64.7
Separated 2 2.9
Single 16 23.5
Divorced 3 4.4
Widowed 3 4.4
Less than Grade 12 or
Educational level Baccalaureate 10 14.7
Grade 12 or Baccalaureate 4 5.9
Vocational Degree or Skill-
Based Training 2 2.9
Some College Education but
No Degree 10 14.7
Bachelor's Degree (e.g., BA,
BS, DEA) 27 39.7
Master's Degree e.g., MS,
MA, Med, DESS) 10 14.7
Doctorate (PhD, MD, EdD) 5 7.4
Our household income covers
our needs well, and we can
Household income save from it 15 22.1
Our household income covers
our needs, but we cannot save
from it 35 51.5
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Our household income does
not cover our needs, and we
face difficulties meeting those

needs
Family members
residing with you at
home 1

2

3

4

5

6

8
Working status Working

Not working

Working schedule Full time

Part time
Presence of mental
health problem over the
past week Yes
No
Prefer not to say
Type of mental health
problem over the past
week Anxiety
Depression
Bipolarity
Hyperactivity/Inattention
Trauma
Eating problems

Obsessions and/or
compulsions

Sleep related problems

73

14

13
21
13

42
26
30
12

20
44

12

N — BN WD

20.6

8.8

13.2
19.1
30.9
19.1
7.4

1.5

61.8
38.2
71.4
28.6

294
64.7
59

17.6
14.7
7.4
59
1.5
2.9

1.5
7.4



Previous use of mental
help

Type of mental help
used

Accessing mental
health services in a
country aside from
Lebanon

Yes
No

Counsellor

Clinical Psychologist/
Psychotherapist

Psychiatrist
Life Coach
Social Worker

No
Yes

11
57

—_ = N W

16.2
83.8

2.9

7.4
2.9
1.5
1.5

13.2
2.9
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B. Participants in the Two Datasets

In both samples, most participants were female (English: 78.4%; Arabic: 80.9%).
On average participants were younger in the English sample (M = 25.53, SD = 8.83)
compared to the Arabic sample (M = 40.56, SD =14.07). In the English sample, most
participants reported being fluent in Arabic (96.6%) while in the Arabic sample, less than
half the participants reported being fluent in English (41.2%). In the English sample, most
participants reported being single (59.1%), compared to the Arabic sample, where most
participants reported being part of a couple or being married (64.7%). Across both samples,
the most common level of education reported by participants was a bachelor’s degree
(English: 40.9%; Arabic: 39.7%). Similarly, across both samples, the most common
household income covered participants’ needs but was enough to be saved from (English:
46.6%; Arabic: 51.5%). In the Arabic sample, most of the participants reported working at
the time of the study (61.8%) while in the English sample, slightly less than half of the
participants reported working at that time (47.8%). In both samples most participants who
were working reported working full-time (English: 63.4%; Arabic: 71.4%). In both
samples, most participants had 4-5 family members residing with them (English: 21.1-
24.6%; Arabic: 30.9%-19.1% had 4-5 members respectively). In the English sample, over
half of the participants reported having a mental health problem over the past week
(51.7%). In the Arabic sample, less mental health problems were reported by participants at
the time of the survey (29.4%). In both samples, the most comment type of mental health
problem experienced by participants was anxiety (English: 34.5%; Arabic: 17.6%) followed
by depression (English: 25%; Arabic 14.7%). Despite mental health problems being

reported in both samples (more so in the English sample), only a minority of participants
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had previously used mental health services (English: 34.9%; Arabic 16.2%). Most
participants had reported visiting a clinical psychologist/psychotherapist (English: 26.7%:
Arabic: 7.4%) in Lebanon (English: 31.9%; Arabic: 13.2%).

After having described some of the similarities and differences between our sample
we will move to t-tests. We have chosen to compare our English and Arabic samples by
comparing sociodemographic variables that may differ across our samples. These
sociodemographic variables are: age, educational level and household income. We
conducted an unequal variance t-test (Welch’s t-test) to compare our English and Arabic
samples. We opted to use an unequal variance t-test as our English and Arabic samples
were of different sizes (N =232, N = 68, respectively).

A significant difference in age was noted between the English (M = 25.53, SD =
8.83), and the Arabic sample (M = 40.56, SD =14.07), ¢ (240) = 8.35, p <.05. No
significant difference in household income was noted between the English (M = 1.88, SD
=.907) and Arabic samples (M = 1.87, SD =.809), ¢ (1) =.08, p < .05. Educational levels did
not differ significantly between the English (M = 4.63, SD =1.46) and Arabic sample (M =
4.32, 8D =1.78), t (4) =1.32, p <.05. Aside from age, no significant differences were noted
in terms of sociodemographic variables in the English and Arabic samples. Based on the
results obtained, we have decided to combine the two datasets (N = 300). Sample
descriptives for combined data are presented in Table 3.3. In the coming sections we will
be discussing analyses run on the Arabic, English and combined samples. The discussion of
the three samples will be restricted to descriptive analysis while the main analyses

discussion will focus only on the combined sample.
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3.3 Combined Sample

Standard
Mean Deviation N %
Age (years) 2893 12.016 300
Sex Male 59 19.7
Female 237 79.0
Prefer not to say 4 1.3
Language(s) spoken by
participants English 297 99
Arabic 252 84
French 121 40.3
Spanish 11 3.7
Other 15 5.0
Relationship status Part of a couple/Married 124 41.3
Separated 6 2.0
Single 153 51.0
Divorced 8 2.7
Widowed 3 1.0
Prefer not to say 6 2.0
Less than Grade 12 or
Educational level Baccalaureate 10 33
Grade 12 or Baccalaureate 43 14.3
Vocational Degree or Skill-
Based Training 2 7
Some College Education but
No Degree 53 17.7
Bachelor's Degree (e.g., BA,
BS, DEA) 122 40.7
Master's Degree e.g., MS, MA,
Med, DESS) 56 18.7
Doctorate (PhD, MD, EdD) 8 2.7
Post Doctoral Degree 3 1.0
Medical Degree 3 1.0
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Household income

Family members residing
with participant at home

Work status

Work schedule

Presence of mental health
problem over the past

week

Our household income covers
our needs well, and we can
save from it

Our household income covers
our needs, but we cannot save
from it

Our household income does
not cover our needs, and we
face difficulties meeting those
needs

14

Working
Not working
Full time
Part time
Other

Yes
No

Prefer not to say

78

56

143

74

16
33
59
70
70

N = = = O

153
147
101
47

140
140
20

18.7

47.7

24.7

53

11.0
19.7
233
233
11.7
2.0

9 Lo W

51.0
49.0
65.6
30.5
1.0

46.7
46.7
6.7



Type of mental health
problem over the past
week

Previous use of mental
help

Type of mental help used

Accessing mental health
services in a country aside
from Lebanon

Anxiety

Depression

Bipolarity
Hyperactivity/Inattention
Trauma

Eating problems
Schizophrenia or psychosis

Obsessions and/or
compulsions

Substance related problems
Sleep related problems
Neurocognitive problems
Other

Yes
No
Counsellor

Clinical Psychologist/
Psychotherapist

Psychiatrist
Life Coach
Social Worker

Alternative professional

(Priest, Sheikh, or Traditional

Healer)

No
Yes

92
68
26
31
17
36

18

41

92
208
20

67

12

83

30.7
22.7
8.7
10.3
5.7
12.0
0.7

6.0
23
13.7
1.0

30.7
69.3
6.7

22.3
2.0
4.0
1.7

1.3

27.7
3.0
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C. Preliminary Analyses

We used SPSS version 26 to analyse our data. We inspected our raw data and
identified three missing responses. Case numbers 375 and 430 had not answered questions
pertaining to their relationship status, educational level and working status in the English
dataset. In the Arabic dataset, case number 133 had not answered questions related to their
educational level and household income.

Little’s Missing Completely at Random (MCAR) test was run and was not
significant, p > .05. This demonstrates that the pattern of missing values within the two
datasets was completely at random. In line with best practice guidelines in clinical
psychology, three participants’ data was deleted (Kang, 2013). More specifically, two
participants’ responses were deleted from the English dataset and one participant’s

responses were deleted from the Arabic dataset.

D. Psychometric Properties

We ran exploratory factor analyses (EFA) on the scales used in our study. EFA was
conducted for the following scales in the combined dataset: a) confidence in mental health
professionals, b) structural barriers, c) technological skills, d) depression anxiety
stress/mental distress (DASS-21), e) extra short form of the big five test-2XS: openness to
experience items (BFT-2XS), ) public stigma and g) attitude toward telemedicine in
psychiatry and psychotherapy questionnaire-laypeople version (ATiPP). The pattern
matrices of these analyses are presented in Appendix II. We chose to run an EFA on the
combined data as it is the only dataset that may provide us with a sufficient sample size (N

=300) to run a factor analysis.
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1. Statistical Assumptions for EFA

Bartlett’s test of sphericity was significant for all of our scales: confidence in mental
health professionals, structural barriers, technological skills, DASS-21, BFT-2XS, public
stigma and ATiPP (X? (10) = 1108.918, p <.05; X?(21) = 464.902, p < .05; X*(3) =451.828,
p <.05; X?(210) =2908.849 p < .05; X?(3) = 11.030, p < .05; X?(36) =1256.353, p < .05;
X?(28) = 578.229, p < .05, respectively). Additionally, Kaiser-Meyer-Olkin (KMO) values
were above .70 for: confidence in mental health professionals, structural barriers, DASS-
21, public stigma and ATiPP (KMO = .885; KMO =.768; KMO = .942; KMO = .901,
KMO = .809, respectively). KMO values were below .7 for the following scales:
technological skills, and BFT-2XS (KMO = .648, KMO = .545, respectively). The
measures of sampling adequacy (MSA) observed on the anti-image correlation matrices did
not exceed .50 for any of our scales. That said, the determinant was greater than .00001 for
all our scales. Lastly, it is worth mentioning that we did not note any multicollinearity
problems, as the inter-item correlations did not exceed .80. Since not all EFA assumptions

were met for all our scales, the results of EFA need to be interpreted with caution.

2. Results of the EFA

As mentioned earlier, the EFA assumptions were not met. This may be due to
sizing, cultural, and linguistic differences between our samples and the samples used in the
literature (Coker et al., 2018; Soto & John, 2017; Tonn et al., 2017). Since the assumptions
of factor analysis have not been met, the results obtained based on the EFA analysis need to

be interpreted with caution. EFA on its own may not be sufficient to address poorly loaded
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items. As such, we have decided to pair our EFA analysis with reliability analysis to gather

more information on our scales.

a. Confidence in Mental Health Professionals Scale:

We conducted a factor analysis with Maximum-Likelihood extraction and Direct
Oblimin rotation. This factor analysis was conducted on the 5 items of the confidence in
mental health professionals scale. One factor was extracted based on eigenvalues greater
than one. The factor extracted represents confidence in mental health professionals. Based
on the rotated factor matrix, all 5 items loaded strongly onto that factor that explained

76.525 % of the variance in confidence in mental health professionals.

b. Structural Barriers Scale:

Next, we conducted a factor analysis with Maximum-Likelihood extraction and
Direct Oblimin rotation on the 7 items included in the structural barriers scale. Without
imposing any restrictions on the number of factors to be extracted, three factors were
extracted based on eigenvalues greater than one. The extraction of three factors does not
align with our original intention when developing this scale. More specifically, when
developing this scale, we intended it to measure a single factor i.e., structural barriers.
Based on the factors extracted from our EFA, the first factor extracted appears to explain
most of the variance in the dataset. The first factor extracted explains 39.194 % of the
variance, while the second and third factors extracted explain 16.750 % and 14.351 % of
the variance, respectively. The structural barriers scale items loaded more strongly onto the

first factor while loading weakly onto the other two. We decided to run the EFA again
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whilst restricting the analysis to one factor only. This decision was attributed to several
reasons: a) We had developed this scale with the intention of measuring one factor, b) one
factor explained most of the variance and c¢) most items loaded more strongly onto that
factor. The factor we were interested in represents structural barriers. The results of EFA
with factor restriction revealed that items 5 “I cannot make the time for telemental health
use on a regular basis (e.g., weekly or bi-weekly)”, 6 “I can pay for telemental health
services via online banking (e.g., Credit Card, Debit Card, Virtual Visa Card, etc.)” and 7 “I
have the privacy/space needed for telemental health use” poorly loaded onto the factor. If
poorly loading items are deleted from the scale, the resulting Cronbach’s a of the remaining
items within the scale does not increase significantly. As such, we have decided to not

delete any items from the structural barriers scale.

c. Technological Skills Scale

Next, we conducted a factor analysis with Maximum-Likelihood extraction on the 3
items of the technological skills scale. One factor was extracted based on eigenvalues
greater than one. This extracted factor represents technological skills. Based on the rotated
factor matrix, all 3 items loaded strongly onto that factor explained 75.839 % of the

variance in technological skills.

d. Depression Anxiety Stress/Mental Distress Scale:

We also conducted a factor analysis with Maximum-Likelihood extraction and
Direct Oblimin rotation on the 21 items of the depression anxiety stress scale. Without any

factor restriction and based on eigenvalues greater than one, four factors were extracted.
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The presence of more than 3 factors contradicts the hypothesized structure developers
intended for this scale (Coker et al., 2018; Lovibond & Lovibond, 1995). DASS-21 is
meant to measure mental distress by tapping into 3 separate factors (depression, anxiety and
stress; Lovibond & Lovibond, 1995). Based on the factors extracted from our EFA, it
appears that the first factor extracted is explaining most of the variance. The first factor
extracted explains 42.164% of the variance. The greatest variance explained by the other
factors was that explained by the second factor (6.661%). Also, items of the DASS-21 scale
across both datasets loaded more strongly on the first factor while loading weakly onto the
other factors. We suspected one factor is likely explaining most of the variance as opposed
to the three separate constructs of depression, anxiety, and stress possibly due to the high
correlations between these items within our sample. The factor likely explaining most of
the variance represents mental distress. Then, we decided to run the EFA again whilst
restricting the analysis to one factor only. This decision was attributed to several reasons: a)
the high correlations between depression, anxiety, and stress items within our sample, b)
EFA revealing that one factor explained most of the variance and c¢) most items loaded
strongly onto that factor. Thus, when considering the results of DASS-21 we are interested
in the overall continuous measure of mental distress exhibited by participants. The results
of EFA with factor restriction revealed that item 2 “I was aware of dryness of my mouth”
poorly loaded onto the factor. If poorly loading items are deleted the resulting Cronbach’s o
of the remaining items within the scale does not increase to a significant extent. Therefore,

we have chosen to refrain from deleting any items from this scale.
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e. Public Stigma Scale

Next, we conducted a factor analysis with Maximum-Likelihood extraction and
Direct Oblimin rotation on the 9 items of the public stigma scale. Without any factor
restriction, two factors were extracted based on eigenvalues greater than one. The
extraction of two factors contradicts the hypothesized structure we had in mind when
developing this scale. More specifically, when developing this scale, we intended to
measure public stigma as a single factor. Based on the factors extracted from our EFA, it
appears that the first extracted factor explains most of the variance in both datasets. The
first factor extracted explained 52.062% of the variance while the second factor extracted
only explained 11.258% of the variance. PSS items loaded more strongly on the first factor
while loading weakly on the second. We decided to run the EFA again whilst restricting the
analysis to one factor only. This decision was attributed to several reasons: a) we developed
this scale with the intention to measure one factor, b) one factor explained most of the
variance and ¢) most items loaded stronger onto that factor. This factor represents public
stigma. The results of EFA with factor restriction revealed that item 9 poorly loaded onto
the factor. If item 9 was deleted the resulting Cronbach’s o of the remaining 8-item scale
does not increase to a significant extent. Therefore, we have chosen to refrain from deleting

any items from this scale.

f. Openness to Experience Scale

We also conducted a factor analysis with Maximum-Likelihood extraction on the 3
items of the extra short form of the big five test-2XS: openness to experience. One factor

was extracted based on eigenvalues greater than one. This factor represents openness to
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experience. Only item 1 loaded strongly onto the factor that explained 45.135 % of the
variance. Items 2 “Has little interest in abstract ideas” and 3 “Is original, comes up with
new ideas” loaded poorly onto the extracted factor.

As will be described in further detail in the coming section, we have paired our
EFA with reliability analysis for all our scales. For the openness to experience scale
specifically, we found that Cronbach’s a values after the deletion of poorly loaded items (2
and 3) do not increase to a significant extent in the English dataset. However, upon deletion
of item 2 in the Arabic dataset, we noticed a pertinent change in Cronbach’s a values (from

=-1.253 to a2 =.475). In the original BFT-2XS scale item 2 is negatively keyed and

intended to be reverse coded, therefore items 1 and 3 ought to be negatively correlated with
item 2. However, after inspection of inter-item correlations for BFT-2XS in our Arabic
sample, we noticed that all three items were positively correlated. We attribute the negative
Cronbach’s a in the Arabic openness to experience scale to two potential reasons. First,
there may be an issue with mistranslation in item 2. [tem 2 was translated from “Has little
interest in abstract ideas” to "y il JISEYL Q8 Jlaial 2", Second, participants here may be
blindly agreeing to everything which may have created a bias in responding. Based on the
aforementioned potential translation and response bias problems along with the results from
the EFA and the reliability analysis, we have decided to delete item 2 in both the English

and Arabic datasets.

g. Attitudes Towards Telemental Health Scale

Next, we conducted another factor analysis with Maximum-Likelihood extraction

and Direct Oblimin rotation on the & items of the attitudes towards telemental health scale.
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Without any factor restriction, two factors were extracted based on eigenvalues greater than
one. The presence of two factors contradicts the hypothesized structure developers have for
this scale (Tonn et al., 2017). Tonn et al. intended for this scale to measure laypersons’
attitudes towards telemental health as a single factor. Based on the factors extracted from
our EFA, it appears that the first extracted factor explains most of the variance. The first
factor extracted explains 40.528% of the variance, while the second factor only explains
14.013% of the variance in the English and Arabic dataset respectively. Also, ATiPP items
loaded more strongly on the first factor while loading weakly onto the second. We decided
to run the EFA again whilst restricting the analysis to one factor only. This factor represents
attitudes towards telemental health. This decision was attributed to several reasons: a) this
scale was developed with the intention to measure one factor, b) one factor explained most
of the variance and c) most items loaded stronger onto that factor. The results of EFA with
factor restriction revealed that only item 7 “Online therapy via telemental health is only
sensible as an addition to face-to-face therapy” poorly loaded onto the factor. If item 7 was
deleted in either dataset the resulting Cronbach’s a of the remaining 7 items within the
scale does not increase to a significant extent. Therefore, we refrained from deleting any

items from this scale.

E. Reliability Analysis

All of our scales except two have good internal consistency as conveyed by
Cronbach’s a values exceeding .70. Reliability analyses revealed that confidence in mental
health professionals scale, structural barriers scale, technological skills scale, depression

anxiety stress scale (DASS-21), public stigma scale and attitudes toward telemental health
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scale (ATiPP) all had good internal consistency in our datasets. As mentioned earlier, two
of our scales had poor internal consistency. These scales are openness to experience and
social desirability measures. The openness to experience scale had low reliability across the
English and Arabic datasets with a Cronbach’s a of .401 and .475 respectively. Similarly,
the social desirability scales we used had low reliability across the English and Arabic
datasets with a Cronbach’s o of .446 and .309 respectively. As such, we chose to delete the
social desirability data (a control variable) but kept our openness to experience data as
openness to experience is a main variable in our conceptual model. Further results of the

reliability analysis are presented in table 1.
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Table 2. Reliability Analysis
1.1 English Dataset

Scale Cronbach’s a
Confidence in mental health professionals scale 913
Structural barriers scale 676
Technological skills scale 819

Mental distress measure/ depression anxiety stress scale (DASS-21) 933

Openness to experience scale (BFTXS) 401
Public stigma scale (PSS) 835
Attitudes toward telemental health (ATiPP) 775
1.2 Arabic Dataset
Scale Cronbach’s a
Confidence in mental health professionals scale 939
Structural barriers scale 783
Technological skills scale .876

Mental distress measure/ depression anxiety stress scale (DASS-21)  .919

Openness to experience scale (BFTXS) 475
Public stigma scale (PSS) 917
Attitudes toward telemental health (ATiPP) 771

1.3 Combined Dataset

Scale Cronbach’s a

&9



Confidence in mental health professionals scale

Structural barriers scale

Technological skills scale

Mental distress measure/ depression anxiety stress scale (DASS-21)

Openness to experience scale (BFTXS)
Public stigma scale (PSS)

Attitudes toward telemental health (ATiPP)

921

707

.835

929

413

917

172
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F. Normality

After having discussed the results of our reliability analysis, we will explore our
data’s normality. We inspected the z-scores of skewness and kurtosis along with histograms
to test the normality of our scales’ distributions. The z-scores of skewness and kurtosis did
not fall between -2 and +2 for most of our scales. According to the z-scores of skewness and
kurtosis coefficients and the histogram plots, not all our scales appeared to be normally
distributed (See Appendix III). That said, regression analyses are resistant to violations of
normality (Li et al, 2012) and our residuals are normally distributed (Kozak & Piepho, 2017).
We will discuss the distribution of the residuals further down in section I. Assumptions of

Multiple Regression Analysis.

G. Univariate and Multivariate Outliers

Next, we will discuss univariate and multivariate outliers. First, we examined
univariate outliers using z-scores and boxplots. In the Arabic dataset, we found two
univariate outliers for the 9" item of the Depression Anxiety Stress Scale (DASS-21; case
numbers 112 and 185). This was not the case for the English dataset.

After the examination of univariate outliers, we will discuss multivariate outliers.
We examined multivariate outliers in our datasets using Mahalanobis distance and the
probability rule of less than .001 (Ghorbani, 2019). More specifically, if p-vales associated
with the computed Mahalanobis distance are less than .001, a data point is considered a
multivariate outlier. Upon inspection of both datasets, we did not find multivariate outliers.
After having combined the data from both datasets (English and Arabic), we identified two

multivariate outliers (case numbers 162 and 558). Additionally, we computed Cook’s
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distance. Cook’s distance was found to be less than 1, indicating that the extracted outliers
were not influential cases (Tabachnick & Fidell 2013, p.75). As such, we did not omit these

outliers from our datasets, as they did not appear to influence our data.

H. Scale Descriptives

Several means were found to be above the midpoint of our scales. The midpoint
scores along with the standard deviations of our scales across the three samples will be
presented next. Confidence in mental health professionals: (English sample =27, Arabic
sample = 37.5, combined sample = 27.5); strucutural barriers scale: (English sample = 20,
Arabic sample = 22, combined sample = 20); technological skills measure (English sample
=16.5, Arabic sample = 16.5, combined sample = 16.5); DASS21: (English sample = 51.5,
Arabic sample = 46.5, combined sample = 51.5); BFTXS: (English sample = 6, Arabic
sample = 6, combined sample = 6); PSS: (English sample = 28.5, Arabic sample = 26.5,
combined sample = 26.5); and ATiPP: (English sample = 24, Arabic sample = 23,
combined sample = 24). The means for the confidence in mental health professionals scales
(English: M =30.54, SD = 9.45; Arabic: M = 31.63, SD = 10.65), structural barriers scales
(English: M =19.06, SD = 4.30; Arabic: M =20.02, SD = 4.43), public stigma scales (PSS;
English: M =28.91, SD = 6.51; Arabic: M =24.72, SD = 8.46), openness to experience
scales (BFT-2XS; English: M =7.66, SD = 1.51; Arabic: M =7.73, SD = 1.28), and
technological skills scales (English: M = 18.34, SD = 6.06; Arabic: M = 16.75, SD = 6.58)
all fell above the midpoint. The results obtained indicate that on average, participants in this
study reported having confidence in mental health professionals, experiencing structural

barriers to care, perceiving public stigma associated with mental illness, being open to new
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experiences and having technological skills. Additionally, the means for the DASS
(English: M =41.81, SD = 13.33; Arabic: M =40.63, SD = 11.55) and attitudes towards
telemental health (ATiPP; English: M = 28.18, SD = 4.66; Arabic: M = 28.70, SD = 4.52)
were well above the midpoint. These results indicate that our participants tended to report
higher levels of mental distress while holding positive attitudes towards telemental health.
Our variables’ means, medians, ranges, and standard deviations (SDs) are presented in

more detail in Table 2.

93



Table 3. Scale Descriptives
2.1 English Scales

M SD Median Range
Confidence in mental health professionals 30.54 9.45 32.00 5.00-49.00
Structural barriers 19.06 4.30 19.00  8.00-32.00
Technological skills 18.34 6.06 19.00  3.00-30.00
Objective measure of recognition of the 41.81 13.33  39.00 21.00-82.00
mental problem and need for help/The
depression anxiety stress (DASS-21)
Openness to experience (BFTXS) 7.66 1.51 8.00  2.00-10.00
Public stigma (PSS) 28.91 6.51 29.00 13.00-44.00
Attitudes toward telemental health (ATiPP) 28.18 4.66 29.00  8.00-40.00
2.2 Arabic Scales
M SD Median Range
Confidence in mental health professionals 31.63 10.65 33.00  7.00-50.00
Structural barriers 20.02 4.43 20.00  13.00-31.00
Technological skills 16.75 6.58 17.00  3.00-30.00
Objective measure of recognition of the 40.63 11.55 39.50  22.00-71.00
mental problem and need for help/The
depression anxiety stress (DASS-21)
Openness to experience (BFTXS) 7.73  1.82 8.00 2.00-10.00
Public stigma (PSS) 24.72 8.46 25.50  9.00-44.00
Attitudes toward telemental health (AtiPP) 28.70 4.52 30.00 8.00-38.00
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2.3 Combined Scales

M SD Median Range
Confidence in mental health professionals 30.79 9.72 33.00  5.00-50.00
Structural barriers 19.28 4.34 19.00  8.00-32.00
Technological skills 17.98 6.21 19.00  3.00-30.00
Objective measure of recognition of the 41.54 12.94 39.00  21.00-82.00
mental problem and need for help/The
depression anxiety stress (DASS-21)
Openness to experience (BFTXS) 7.68 1.59 8.00 2.00-10.00
Public stigma (PSS) 27.96 7.20 29.00  9.00-44.00
Attitudes toward telemental health (AtiPP) 28.30 4.63 29.00 8.00-40.00
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I. Participant Telemental Health Seeking Preferences

In our survey, participants were asked to rank their preferences for different
telemental health modalities on a scale from 1-10. Participants were asked how likely they
were to use synchronous versus asynchronous telemental health services. A score of 1 on
this scale is indicative of the lowest preference for a certain modality while a score of 10 is
indicative of the greatest preference for a certain modality. The results obtained indicated
that on average participants tended to prefer synchronous over asynchronous telemental
health services. As mean scores for synchronous telemental health preferences (M = 5.60,
SD = 2.46) were higher than mean scores for asynchronous telemental health preferences

(M =4.93,SD =2.48).

J. Multiple Regression Assumptions

In Appendix IV are the histogram, p-p plot and scatterplot for attitudes towards
telemental health (ATiPP). Based on these analyses, our data meets the normality, linearity,
homoscedasticity and absence of multicollinearity assumptions.

The histogram of residuals indicates that our data is normally distributed (Figure 9).
The data also meets the assumption of linearity as residuals are well-lined in the p-p plot in
Figure 10. Additionally, a plot of each of the independent variables against our dependent
variable reveals a linear relationship between each independent and our dependent variable
(graphs can be found in the appendix). Based on the random pattern of scatter observed in
the scatterplot in Figure 11, the data appears to meet the homoscedasticity assumption. The
assumption of independence of errors was also met since the value of Durbin-Watson (i.e.,

2.018) is close to 2, showing no autocorrelation between the residuals and the dependent
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variable. Finally, the examination of the correlation matrix showed that the correlations
between variables did not exceed .80, VIF values did not exceed 10, and the Tolerance
values were all above .20. The aforementioned indicates that there are no singularity or
multicollinearity problems in the data.

In the following sections, we will be going over the results of our main analyses
(correlation and regression). Results will be presented on analyses that were run on the
combined sample (N = 300).

K. Correlation Analyses

The correlation matrix depicting the correlations between our variables is displayed
in Table 4. The following section will highlight the significant correlations observed
between our independent variables and attitudes towards telemental health. For further
information on significant correlations between our variables, please refer to Table 4.

Upon inspection, we found a number of significant correlations between our
independent variables and our dependent variable. Age seems to be positively correlated
with attitudes towards telemental health (» =.149, p = .01). Surprisingly, older adults
tended to have more positive attitudes towards telemental health compared to younger
adults. This finding is not consistent with the literature and will be elaborated on in the
discussion section. Inversely, we found a negative correlation between structural barriers
and attitudes towards telemental health (» = -.328, p <.001). Lastly, our results highlight a
positive correlation between technological skills and attitudes towards telemental health (»
=.236, p <.001). In sum, the results obtained indicate that adults in Lebanon tend to have
more positive attitudes towards seeking telemental health services the older they are, the

fewer structural barriers they experience, and the more skilled in technology they are.
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After having presented the significant correlations between our independent
variables and our dependent variable, we will go over all other significant correlations
(independent variables among themselves and with our control variable). Age appeared to
be negatively correlated with the subjective recognition of a mental health problem and the
need for help (r = -.254, p <.001), the previous use of mental health services (r = -.254, p <
.001), and mental distress (» = -.163, p = .005). Compared to older adults, younger people
were more likely to recognize the experience of a mental health problem and the need for
mental help (subjectively), as well as having higher levels of mental distress (objectively
measured). Additionally, younger adults who seemed to be struggling with mental health
problems tended to have previously used mental health services. Along the same line, the
subjective experience of a mental health problem and the need for help were positively
correlated with previous mental health use (» =.116, p = .045), structural barriers (r = .180,
p <.01), and mental distress (» =.379, p <.001). Our results show that participants who
reported experiencing a mental health problem and needing help (subjectively) had faced
structural barriers in receiving care. Those same adults tended to objectively experience
mental distress and have previously used mental health services. Additionally, previous
mental health use was positively correlated with confidence in mental health professionals
(r=.120, p = .038), technological skills (» =.127, p = .027), and objective mental distress
(r=.148, p = .01). These findings reveal that participants who reported having used mental
health services in the past have experienced mental distress coupled with greater confidence
in mental health professionals. Those same adults also tended to have good technological
skills. As for confidence in mental health professionals, this variable appeared to be

negatively correlated with structural barriers (r = -.299, p < .001), objective mental distress
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(r=-.167, p =.004), and public stigma (» = -.152, p = .008). This shows that participants
who reported greater confidence in mental health professionals tended to experience less
structural barriers, less public stigma, and lower levels of mental distress. Also, structural
barriers appeared to be negatively correlated with technological skills (» = -.356, p <.001),
and openness to experience (r = -.135, p = .019). Inversely, structural barriers appeared to
be positively correlated with mental distress (» =-.163, p <.001). This means that
participants who reported experiencing structural barriers to telemental health care tended
to have greater levels of mental distress. Finally, technological skills appeared to be
positively correlated with openness to experience (r = .221, p <.001). These findings
indicate that participants who reported experiencing structural barriers to telemental health

care tended to have poor technological skills and lower levels of openness to experience.
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Table 4. Correlation Matrix

*p<.05
**p<.01
*xEp<.001

Variables 1 2

1. Age -

2. Recognition - -
of mental health .254%**
problem and

need for help

(subjective)

3. Previous - 116*
mental health 245%%*

use

4. Confidence .007 -.013
in mental health

professionals

5. Structural -.034 .180%**
barriers

6. -.104 -.019
Technological

skills

7. Mental -.163%*  379%*
distress *
(objective)

8. Openness to  -.059 -.027
experience

9. Public stigma -.005 .049
10. Attitudes 149**  -.027
towards

telemental heath

120%*

-.109

A27*

148*

.096

019
.037

.-299***
208#*x 356 H*

- 167%*%  183**
107 -.135%

- 152%*%  -.036
108 -.328%#**

-.087

22k

032
236%**

.006

047
.049

-.060
091

A11
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L. Multiple Regression

To test our hypotheses, we conducted a multiple regression, using the “enter”
method, with attitudes towards telemental health services as our dependent variable. Our
model included all our independent, dependent, and control variables. All variables were
treated as continuous. Additionally, all variables were entered at once into the model as we
did not have theoretical reasons for entering them in steps (hierarchical regression model).
As previously mentioned, we were interested in evaluating the potential associations
between age, structural barriers, technological skills, subjective experience of a mental
health problem and need for help, objective mental distress, openness to experience, public
stigma, confidence in mental health professionals and telemental health seeking attitudes.
In the following paragraphs, we will be discussing the findings obtained based on our
regression analyses.

The independent and control variables significantly explained 17.9% of the variance
in attitudes towards telemental health (R?>=.179, F (9, 290) = 7.02, p <.001). The model
summary, including R, R?, adjusted R?, standard error of the estimate and R’ change can be

found in Table 5.
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Table 5. Model Summary

Model R R Square Adjusted R Std. Error of
Square the Estimate
1 423 179 153 4.26378

The regression coefficients of our model including unstandardized regression
coefficients (B), its standard error, the standardized coefficients and its t value (f and ¢) are
presented in Table 6. Among our sociodemographic independent variables, age was found
to be positively associated with attitudes towards telemental health (8 =.184, ¢t =3.23, p
=.001). Inversely, the experience of structural barriers was found to be negatively
associated with attitudes towards telemental health (f =-.283, t = 4.77, p <.001). Lastly,
technological skills and mental distress were both positively associated with attitudes
towards telemental health (f = .146, t=2.43, p = .015) and (f = .139, t=2.33, p = 0.02),
respectively. These results indicate that older participants, who experience fewer structural
barriers, have good technological skills, and who suffer from mental distress are more
likely to have positive attitudes towards seeking telemental health services.

The strongest association between a variable and attitudes towards telemental health
seeking was that between structural barriers and attitudes (f = -.283, ¢ = 4.77, p <.001).
This is an interesting finding, as it appears that a major predictor of attitudes is systemic in
nature. Structural barriers are more strongly associated with telemental health seeking
attitudes even more so than internal/personal factors (age, technological skills and mental
distress). When beginning to think about the feasibility and promotion of telemental health

in Lebanon, barriers need to be addressed at a structural level. Upon further exploration of
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each structural barrier, it appears that two barriers may be of great pertinence in our
Lebanese community sample. These structural barriers include difficulty making online
payments for telemental health services (M = 3.75) and a lack of privacy and space to use
telemental health services (M = 2.93). Identifying which structural barriers are of
important can have some pertinent implications, as it can help shed some light on what we,

as a country need to target to promote telemental health use.
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Table 6. Regression Coefficients

95.0%
Unstandardized Standardized Confidence
Coefficients Coefficients t Sig Interval for B
Std. Lower Upper
Model 1 B Error B Bound Bound
(Constant) 25.022 2.711 9.229 .000 19.686 30.359
Age .071 .022 184 3.228  .001%** 028 114
Recognition of a
mental health
problem and the
need for help (s
subjective) 115 451 015 255 .799 =773 1.003
Previous Mental
Health Use .015 .566 .001 .026 .979 -1.099 1.129
Confidence in
Mental Health
Professionals .015 .028 .032 557 578 -.039 .07
Structural Barriers  -.301 .063 -.283 -4.771  .000***  -426  -.177
Technological
Skills .109 .045 146 2.433 .016* 021 .198
Mental Distress
(objective) .05 .021 .139 2.332 .020* .008 .091
Openness to
Experience .095 16 .032 591 555 -221 41
Public Stigma .062 .035 .097 1.783 .076 -.006 131
*p<.05
**p<.01
*Hxp<.001
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CHAPTER IV

DISCUSSION

In this study, we were interested in the association between age, structural barriers,
technological skills, subjective recognition of a mental health problem, the need for help,
mental distress, openness to experience, public stigma, confidence in mental health
professionals and telemental health seeking attitudes. A total of 300 participants between
the ages of 18 and 79 years residing in Lebanon completed our questionnaire either in

English or in Arabic. Next, we present a summary of the results obtained in this study.

A. Interpretations of Findings

We will begin by discussing the results of our correlation and regression analyses.
We conducted correlation and multiple regression analysis to identify variables associated
with telemental health seeking attitudes in the Lebanese community. In the following
section, we will be going through each of our seven hypotheses and elaborate on significant
associations between our variables. We will be exploring hypotheses that were met, those
that were not met, and highlighting some surprising yet interesting findings.

In our first hypothesis, we expected older age to be associated with more negative
attitudes toward seeking telemental health services. However, in our study, age was found
to be positively associated with telemental health seeking attitudes. In our sample, it
appears that older age is associated with more positive attitudes towards telemental health

seeking. Contrary to our findings, age across the Global North and Global South appears to
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be negatively associated with telemental health seeking attitudes (APA, 2021; Fischer et al.,
2020; Jefee-Bahloul, 2014; Rohland et al., 2000; Werner, 2004). In other words, the older
an individual gets, the less likely they are to have a positive attitude towards telemental
health seeking. Throughout the literature, there appeared to be a significant difference
between the mean ages of individuals who endorsed the use of telemental health services
(M age = 50 years) and those who did not endorse such services (M age = 59.9 years;
Rohland et al., 2000). In 2020, the APA reported that younger adults (aged 18-39 years old)
in the US were more likely to support telemental health services compared to older ones
(aged 65 and older; APA, 2021). The APA’s findings do not align with our results. Our
unexpected results may be due to two main reasons. First, our sample (N = 300) mainly
included relatively young adults (M = 28.93 years old). Additionally, our sample contained
a small percentage of older adults. Only 1.3% of our sample were 65 years old and above,
and only 2% were aged 60 years old and above. This small variability in our participants’
ages may have skewed the association between age and attitudes towards telemental health
use. Had more older adults been included; different results could have been obtained. In
addition to our relatively young sample, age may be viewed as a proxy variable. Upon
further inspection of our dataset, we found that age appeared to be positively correlated
with education level (» =.164, p <.001). One may view age as a proxy variable to
educational level. Since age and education are positively correlated and age is correlated
and associated with telemental health seeking attitudes, one would think that educational
level may be related to telemental health seeking attitudes. We further inspected our data
and did not find educational level to be associated with attitudes towards seeking this

modality. As educational level is not one of our main variables and was not significantly
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correlated or associated with attitudes, we excluded it from our model. Perhaps with a
larger sample size the potential influence of education level would be more pertinent.
Future researchers ought to consider educational level when it comes to telemental health-
seeking attitudes, as education may play an interesting role with age. Next, we will discuss
our second hypothesis which pertains to structural barriers.

In our second hypothesis, we expected greater structural barriers (e.g., Internet
unavailability) to be associated with more negative attitudes toward seeking telemental
health services. As expected, our results indicate that structural barriers are negatively
associated with attitudes towards telemental health. Thus, the more barriers to telemental
health care people experience, the less likely they are to hold positive attitudes towards
seeking telemental health services (more likely to hold negative attitudes). Amongst those
structural barriers, the following were found to be pertinent in Lebanon: electricity-related
issues, internet-related issues (availability, bandwidth, literacy, and technological support),
difficulties with payments online, absence/scarcity of materials needed for telemental
health services and the absence of a quiet place. This result aligns with those of previous
studies conducted in the Global North and Global South (Almoshmosh et al., 2020; Berry
& Lai, 2014; Burchert et al., 2019; El Hayek et al., 2020; Huilgol et al., 2021; Knaevelsrud
et al., 2015; Lal et al., 2015). Despite a different pattern of structural barriers appearing
across the Global North and Global South, many researchers have noted some or all of the
aforementioned structural barriers as patient-reported barriers to telemental health use
(Almoshmosh et al., 2020; Berry & Lai, 2014; Burchert et al., 2019; El Hayek et al., 2020;
Huilgol et al., 2021; Knaevelsrud et al., 2015; Lal et al., 2015). Next, we will discuss our

third hypothesis which relates to technological skills.
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According to our third hypothesis, we expected greater technological skills to be
associated with more positive attitudes toward seeking telemental health services. In
congruence with our hypothesis, technological skills were positively associated with
attitudes towards telemental health. Consistent with our findings, poor technological
skills/technological literacy seem to be the most frequently reported technology-related
barriers to telemental health use in the Global North (Eisner et al., 2019; Costa et al., 2021).
Ashfaq et al (2020) also discussed the role technological skills often play as a barrier to
telemental health use in some Global South countries (Ashfaq et al., 2020). Ashfaq et al
(2020), argued that the stronger a person’s technological skills, the more likely they are to
have positive attitudes towards telemental health services. This finding is expected, as a
minimum of technological skills may be essential to be able to use telemental health
services (Sapci & Sapci, 2019). Along the same line, we suspect that having poor
technological skills may hinder one’s ability to use telemental health services, which may
reflect negatively on telemental health seeking attitudes. After having discussed our third
hypothesis, next, we will discuss our fourth hypothesis pertaining to the recognition of a
mental health problem and the need for help.

Based on our fourth hypothesis, we expected greater recognition of a mental health
problem and the need for help to be associated with positive attitudes towards telemental
health use. As a reminder, the recognition of a mental health problem and the need for help
construct was evaluated using two different measures. We have measured this construct by
pairing the subjective measure of recognition of a mental health problem and the need for
help with an objective measure of mental distress (i.e., the objective need for help). While

subjective recognition was measured by asking participants the following binary question:
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“Over the past week, have you had mental health problems/difficulties you need help
with?” (See Appendix A- Section III)”, objective mental distress was measured with the
DASS-21 questionnaire. We believe that including both an objective and a subjective
measure of this construct is important as people tend to be biased in their own self-
reporting (Latkin et al., 2017). Based on our hypothesis, we expected the entire construct of
recognition of a mental health problem and need for help to be positively associated with
telemental health seeking attitudes (both the objective and subjective measures). This was
not the case. Our results reveal that only one of our two variables in the recognition of a
mental health problem and need for help construct appears to be associated with telemental
health seeking attitudes. This variable is objective mental distress. In our study, objective
mental distress appeared to be positively associated with telemental health seeking
attitudes. Contrary to what has been found in the literature, subjective recognition did not
appear to be associated with telemental health seeking attitudes. Recognition of a mental
health problem and the need for help is thought to be positively associated with telemental
health seeking attitudes across the literature (Abi Ramia et al., 2018; Kern et al., 2018; Lal
et al., 2015). To the best of our knowledge, the association between mental distress and
telemental health seeking attitudes has not been thoroughly studied empirically. However,
we believe it is of clinical importance to do so as those seeking telemental health services
are often those who need them the most (Kern et al., 2018; Lal et al., 2015). After having
discussed our fourth hypothesis, next, we will discuss our fifth hypothesis which relates to
openness to experience.

We had hypothesized that higher levels of openness to experience would be

associated with more positive attitudes towards telemental health use. Our analyses
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revealed no significant association between openness to experience and telemental health
seeking attitudes. This finding runs contrary to our hypothesis and the literature across
some Global North and Global South countries (Atik & Yalgin, 2011; Bathje et al., 2014;
Levallius et al., 2020). Telemental health is a relatively new therapy dispensing modality
that is thought to require a minimum of openness to experience on the part of the user
(Levallius et al., 2020). There are some reports of positive correlations between openness to
experience and telemental health seeking attitude in the literature. For instance, Bathje et al.
(2014) found that Korean college students with high openness experience were more likely
to have favorable attitudes towards both in-person and telemental health services (Bathje et
al., 2014). According to Atik and Yal¢in (2011), Turkish college students with greater
openness to experiences reported more favorable attitudes toward in-person counselling
and/or therapy (Atik & Yalgin, 2011). Despite these previous findings, we did not find any
significant correlation or association between openness to experience and telemental health
seeking attitudes. Next, we will discuss our sixth hypothesis pertaining to public stigma.
According to our sixth hypothesis, higher levels of public stigma will be associated
with more negative attitudes towards telemental health use. Our findings revealed no
significant association between public stigma and telemental health seeking attitudes. As
mentioned in our literature review, there is a dearth of studies that have evaluated the
association between public stigma and telemental health seeking attitudes. A study by Bird
et al. (2019) revealed a negative association between public stigma levels and attitudes
toward help-seeking. More specifically, Bird et al. (2019) found public stigma to be
positively associated with discomfort/unease with seeking mental health services across

both face-to-face and online video conferencing (Wu et al., 2017; Bird et al., 2019). In
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Lebanon, Naal et al. (2021) highlighted several barriers to the implementation of telemental
health use. Naal et al (2021) conducted a review of the literature and found fear of
social/public stigma to negatively impact different aspects of care. Additionally, given the
prevalence of public stigma that often accompanies mental health services in Lebanon
(MoPH, 2015; Naal et al, 2021), it was proposed that individuals who might have privacy
concerns or fear of accessing in-person services, may have a preference for telemental
health services (Mahmoud et al., 2019; Mahmoud & Vogt, 2019; Sunjaya et al., 2020).
Telemental health services might motivate patients to seek treatment in a manner that
maximizes privacy by allowing sessions to be conducted from the comfort of the patients’
homes (Mahmoud et al., 2019; Mahmoud et al., 2019). Despite the importance of these
previous findings, we did not find any significant association between public stigma and
telemental health seeking attitudes. Also, the majority of our participants were at least
BA/BS holders. This may be one of the reasons why perceived public stigma levels among
our participants fell just slightly above the midpoint of the scale. In the Arab world, mental
illness stigma still prevails (Ciftci et al., 2013; Al-Awadhi et al., 2017). This is especially
true in Lebanon (Naal et al., 2021; Karam et al., 2006). The public stigma surrounding
mental illness and seeking help may be stemming from misconceptions and a lack of
awareness about these issues (Naal et al., 2021). Next, we will discuss our final hypothesis
which relates to confidence in mental health professionals.

According to our seventh and last hypothesis, greater levels of confidence in mental
health professionals will be associated with more positive attitudes towards telemental
health seeking. Our findings revealed no significant association between confidence in

mental health professionals and telemental health seeking attitudes. However, some
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researchers have demonstrated how a lack of confidence in mental health services could be
negatively associated with telemental health-seeking attitudes and constitute a barrier to the
use of this modality (Abi Ramia et al., 2018; Ashfaq et al., 2020; Casey et al., 2014; Knerr
et al., 2011; Naal et al., 2021; Petersen et al., 2020). Asfaq et al (2020) reported that general
distrust in healthcare providers was frequently reported as a barrier to telemental health
services in the Arab world (Ashfaq et al., 2020). To the best of our knowledge, most of the
Global North literature on confidence in mental health professionals when it comes to
telemental health seeking attitudes is theoretical in nature. Despite what has been theorized,
we did not find any association between confidence in mental health professionals and
telemental health seeking attitudes.

In sum, the results obtained from this study indicate that four variables seem to be
associated with telemental health seeking attitudes. These variables are: age, structural
barriers, technological skills, and mental distress. Participants who experience fewer
structural barriers, have technological skills, and suffer from mental distress are more likely

to have positive attitudes towards seeking telemental health services.

B. Implications

Throughout this thesis, we have focused on attitudes towards telemental health
services as opposed to actual mental health seeking behavior. Attitudes often predict and
precede actual service use (Mojtabai et al., 2002; O'connor et al., 2014; Vanheusden et al.,
2009). We believe that understanding telemental health attitudes of a community sample in
Lebanon is an integral step when it comes to addressing potential barriers to telemental

health use. With the novelty and the need for telemental health services today, addressing

112



patient-related barriers to telemental health is important. This is especially pertinent in a
country like Lebanon, that has witnessed significant adversity, particularly in the last few
years (Obeid & Saade, 2022).
1.  Potential Telemental Health Users

In our sample, we found that people who experienced fewer structural barriers are
more likely to have positive attitudes towards telemental health, and therefore may be more
inclined to use it (Mojtabai et al., 2002; O'connor et al., 2014; Vanheusden et al., 2009).
Additionally, people with greater technological skills are more likely to have positive
attitudes towards telemental health use and thus may be more likely to seek it out. Also,
people who suffer from mental distress are more likely to have positive attitudes towards
seeking telemental health services and may be more likely to use these services. Finally, we
have found that older adults are likely to have positive attitudes toward telemental health
use, however, this finding needs to be interpreted with caution. Therefore, when
considering who may be more inclined to use telemental health services in Lebanon, three
main themes arise. In short, people are more likely to endorse and potentially use services
the fewer structural barriers they experience, the greater technological skills they possess,
and the greater the mental distress they experience (indicative of their need for help).

When asked about their preference for a telemental health modality, a greater
percentage of our participants reported a preference for synchronous over asynchronous
telemental health services. This finding is of value, as it seems that potential telemental
health users in Lebanon may prefer receiving telemental health treatment in real time.

Developing a deeper understanding of who may use telemental health services and

preferences towards a certain modality is pertinent. This finding could help with the
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successful dissemination of this mental health dispensing modality. This understanding can
also help lay the ground for researchers and clinicians to address existing barriers to
telemental health use in Lebanon. In the next section, we will elaborate on what barriers

may inhibit telemental health use in Lebanon.

2. Telemental Health Barriers to be Addressed

After having discussed the profile of potential telemental health users, we will now
discuss two main barriers that ought to be addressed to facilitate telemental health use in
Lebanon. As discussed throughout our results and discussion sections, these are some of the
sociodemographic variables that were found to be associated with telemental health seeking
attitudes: technological skills and structural barriers.

Technological skills appear to be positively associated with telemental health
seeking attitudes. People with poor technological skills are likely to hold more negative
views towards telemental health use and be less likely to use such services. Thus, poor
technological skills may act as a barrier to telemental health use. This barrier can be
addressed by making the telemental health process as user-friendly as possible. This can be
accomplished by taking into account the various technological skill levels that potential
users may be at. A step-by-step video or audio tutorial along with an in-person guide to
help teach users how to use telemental health services may be warranted. Potential users
can be taught the basics of what telemental health services entail and should have the
option of tech support in case a problem arises. To best aid users and clinicians in
navigating telemental health sessions and potential emergency interruptions, tech support

should be always available. Ensuring patients receive mental health care regardless of their
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technological experience and geographical location should be prioritized (Naal et al., 2021).
Continuing to develop online telemental health platforms may be especially useful to
enhance access to such services. Building on the work of previous clinicians and
researchers who have already begun to test telemental health feasibility in Lebanon is
imperative (SbS; Abi Ramia et al., 2018; Burchert et al., 2019; Van’t Holf et al., 2021). To
this end, governmental, and non-governmental institutions may need to work together to
optimize the development, implementation, and sustainability of telemental health in
Lebanon (Naal et al., 2021). In terms of technology, thoroughly reviewing the clinical
guidelines for the implementation of telemental health is recommended. These guidelines
are those developed by the American Telehealth Association (ATA) and the American
Psychiatric Association (APA). Along with those guidelines, telemental health should still
be tailored and individualized to the Lebanese people. The following may need to be taken
into consideration: cultural aspects, minimum acceptable infrastructure, privacy and
security concerns, ethical issues, remote prescribing of medication, emergency and crisis
planning, etc. (Naal et al., 2021). Next, we will discuss structural barriers to telemental
health and propose some recommendations.

The second potential barrier to telemental health use is structural barriers. People
who experience structural barriers to telemental health use are likely to have more negative
views towards such services and may be less likely to use them. Experiencing structural
barriers may act as a barrier to telemental health use. Consistent with the literature from the
Global North and South the following constitute structural barriers to telemental health use:
electricity-related issues, internet-related concerns, payments online, and access to

technology and a quiet place. The presence of these barriers appears to influence users’ and
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their willingness to use telemental health services. Addressing structural barriers is essential
to facilitate telemental health services to those who need them most. As reported earlier in
this thesis it appears that two facets of strutral barriers may be of greater pertinence in our
Lebanese community sample. These structural barriers include difficulty making online
payments for telemental health services and a lack of privacy and space to use telemental
health services. Internet-related concerns along with access to technology and a quiet place
can be addressed by creating selective spaces for telemental health users. These spaces
should have the necessary technology, a stable internet connection, and private spaces to
conduct sessions while preserving confidentiality. We realize that the advantages of
telemental health over traditional mental health services include greater and easier access.
Partly due to the disparity in structural barriers, not everyone will have equal access to
telemental health. Therefore, designing private spaces for comfortable telemental health use
may be a good place to start. Several opportunities exist to integrate telemental health into
settings where traditional mental health services are usually delivered in Lebanon. These
include but are not limited to: primary healthcare centers, hospitals, community centers,
private clinics as well as religious and community centers. Naal et al (2020) suggested that
having spaces for telemental health services in primary health care centers may enhance the
appeal of mental health services in Lebanon (Naal et al., 2020). This may be especially
useful in areas with limited specialized mental health professionals. This may be the case in
many regions across Lebanon considering the recent socio-economic crises, and the
ensuing brain drain. Some of the losses in the healthcare system include psychiatrists and
other mental health professionals (Islam et al., 2021). The goal of these suggested centers is

to provide a safe and private space for telemental health users residing in remote areas. In
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doing so, clinicians would provide specialized mental health services to their patients who
may otherwise not be able to receive care. As for the issue of difficulties with online
payments in Lebanon, this may be attributed to ongoing issues with Lebanese banks that
have limited or in some cases, eradicated access to online payments (Devi, 2020). Online
banking and specifically access to credit and debit cards is of great pertinence to online
payments, which unfortunately is not applicable for many of the Lebanese community. We
suggest payments for telemental health services can be processed by using alternatives to
credit and debit cards. Those include but are not limited to OMT, BoB Finance, WISH
MONEY, and MoneyGram. Next, we will discuss the potential implications of telemental
health in Lebanon.
3. Potential Telemental Health Implications in Lebanon

In Lebanon, the treatment gap (between individuals needing mental health services
and those actually receiving them) was estimated at 90% (Shehadeh et al., 2020). Mental
health challenges represent a major public health issue in Lebanon (Naal et al., 2021).
There appears to be a lack of necessary infrastructure, human and financial resources to
respond to the Lebanese population’s mental health needs (EI Chammay, 2016).
Additionally, the Ministry of Public Health (MoPH) in Lebanon reported on additional
limitations when it comes to mental health care in Lebanon. Those limitations include but
are not limited to: deficiencies in psychiatric hospitals, beds, supplies, and shortages of
mental health professionals (MoPH, 2015). These existing issues are exacerbated by the
negative repercussions of the Lebanese civil war, internal economic and political
instability, regional armed conflicts, and consequent refugee crisis (Karam et al., 2016) the

devastating impact of the Beirut port explosion (EI Khoury et al., 2022), and the ongoing
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economic crisis and the COVID-19 pandemic (Obeid & Saade, 2022). This constellation of
factors, some unique to Lebanon and some more global, justifies the need for mental health
services and alternative forms of accessing these mental health services. The current mental
health care system in Lebanon is compromised in its ability to cater to the overall
population’s needs. This is evidenced by the existing massive treatment gap in mental
health care in Lebanon. With such a wide treatment gap and such devastating
circumstances, there is a dire need for an alternative to traditional mental health care in
Lebanon. In line with Naal et al (2021)’s work, we propose that telemental health may
mitigate this wide gap. With the expressed interest in telehealth by the Ministry of Public
Health (MoPH, 2018) and the growing global momentum around some telemental health
opportunities in Lebanon (SbS; Abi Ramia et al., 2018; Burchert et al., 2019; Van’t Holf et
al., 2021), there seems to be great promise and adaptability of this mental health delivery
modality. Telemental health has the potential to add significant dimensions to mental health
services in Lebanon by mitigating the treatment gap and addressing potential increases in
mental health demand following the recent crises (Obeid & Saade, 2022). We will discuss
and build on some patient-level, and clinical implications of telemental health in Lebanon

next.

a. Patient-Level Implications:

Telemental health services may offer various benefits for patients in Lebanon. They
may reduce or eliminate patients’ need to commute, which alleviates the burden, time, and
cost of travel (O’Reilly et al., 2007). This is particularly useful for individuals who live in

remote and rural areas. In Lebanon, telemental health may also be useful for individuals
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living in urban areas due to significant congestion and traffic problems in the country
(Saroufim & Otayek, 2019; Syed et al., 2013). This is particularly useful in the current
Lebanese context given the skyrocketing gas prices and the resulting limitations to
transportation and mobility (Cohen, 2022). Furthermore, telemental health may be key in
aiding patients with restricted mobility due to physical or mental limitations impeding their
ability to travel (Seritan et al., 2019). Telemental health may allow patients to seek
treatment with professionals outside of Lebanon, thus widening the pool of available
professionals and specialists. Finally, telemental health may reduce waiting times for
patients between appointments, facilitating access to timely treatment (Naal et al., 2021). In
addition to the various patient-level implications, telemental health also may have some

interesting clinical-level implications.

b. Clinical-Implications:

Utilizing telemental health to enhance access to care may have valuable clinical
implications in Lebanon. Naal et al (20201) suggested that investing in telemental health,
especially in outpatient community settings may help early identification and treatment of
mental health disorders, avoid symptom deterioration, and reduce the need to seek urgent
care in inpatient settings (Naal et al., 2021). Telemental health can also be delivered in a
hybrid format (remote and in-person care in parallel). The utility and flexibility of
telemental health services are especially useful during emergencies and crises. The most
recent global pandemic allowed for the global use of telemental health in a massive way
(Appleton et al., 2021). The availability of telemental health as part of mental health care

can be especially relevant in Lebanon. This is due to the sporadic socio-political challenges
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that Lebanon often faces, which typically result in periods of armed conflicts, road
blockages, and fuel crises that restrict mobility and safe travel (Cohen, 2022; Garda, 2020).
In short, telemental health as a mental health dispensing modality has the potential to
mitigate many of the challenges we face in traditional mental health care in Lebanon today.
By evaluating potential users’ attitudes towards telemental health, we have identified
potential barriers that need to be addressed to make telemental health use more accessible

in Lebanon.

C. Limitations and Future Directions

Although not all of our results were consistent with our hypotheses, this study
includes new interesting findings that highlight potential barriers to telemental health use in
Lebanon. However, our study is not without its limitations. We will be sharing our study’s
perceived limitations next.

In our study, we used a cross-sectional design that does not allow us to make any
causal inferences about the potential relationship between our variables. Using a
longitudinal design is worth considering. Additionally, we only used a quantitative data
collection method which could limit participants’ expression of their attitudes towards
telemental health use. In the future, we would recommend for researchers use both
qualitative and qualitative data collection methods. In addition to the discussed limitations
in our study’s design and methodology, some limitations regarding sample recruitment are
worth noting. Our participants were chosen using a convenience and snowball approach,
limiting the external generalizability of our findings. This is especially pertinent when it

comes to the lack of age disparity in our sample. Our sample was mainly constituted of
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relatively young adults (M = 28.93 years old) and only a small percentage of older adults.
To better understand the association between age and telemental health seeking attitudes,
we would advise future researchers to seek greater diversity in their participants’ ages.
Also, the majority of our participants were BA/BS holders, and had, for the most part, a
decent household income that covered their needs, limiting the external generalizability of
our findings.

Additionally, there are also some limitations related to the measures we used. Most
of the scales we used were primarily developed for research in Global North contexts. After
running reliability analyses, we found that some of our measures had poor internal
consistency. This provides further evidence of the importance of developing and validating
culturally sensitive scales (Daouk-Oyry & Zeinoun, 2017; Zeinoun et al., 2021). Based on
the poor alphas obtained, we decided to omit the social desirability scale from our
conceptual model as its role was limited to being a control variable. To control for social
desirability, future researchers should use more implicit or indirect questions and include a
measure of social desirability with strong internal consistency (Latkin et al., 2017; Meisters
et al., 2020). Similarly, despite the openness to experience scale having a poor alpha, we
still decided to keep it, as it constituted a main independent variable. Lastly, the measures
we used were mostly based on self-report, potentially injecting some bias.

Ultimately, to best understand the association between barriers to telemental
seeking and seeking out these services, an intervention study may be warranted. The
purpose of our study was to better understand what variables could be associated with
telemental health seeking attitudes. A longitudinal intervention study measuring telemental

health use over time could be insightful, as it would allow for a more comprehensive and
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empirical understanding of potential barriers to telemental health use in Lebanon. As
discussed throughout this thesis, even though attitudes often precede help-seeking
behaviors (Wamser-Nanney & Campbell, 2020); attitudes are not the same as help-seeking
behaviors.

Additionally, it might be interesting to evaluate if attitudes towards telemental
health use may differ based on the type of mental health challenges a person may be facing.
As mentioned earlier, to the best of our knowledge, our study is one of the few that have
evaluated the association between mental distress and telemental health seeking attitudes
empirically. Ultimately, our goal in trying to identify the barriers to telemental health use
attitudes in Lebanon is to help those who need those resources most. Our hope is that the

results of this study constitute a starting point to help bridge the treatment gap in Lebanon.
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APPENDIX I
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Variables Associated with Telemental Health Attitudes in a Community Sample in Lebanon

Consent Form
Please feel free to screenshot or copy this consent form for your records.

Researcher’s Statement

We are asking you to take part in a collaborative research study being conducted at the American
University of Beirut (AUB) in collaboration with the Université du Québec a Trois-Riviéres
(UQTR) and Case Western Reserve University (CWRU). Before you decide to participate in this
study, it is important that you understand why the research is being conducted and what it will
involve. This form is designed to give you information about the study so you can decide
whether to participate in the study or not. Please take the time to read the following information
carefully. Please ask the researcher if there is anything that is not clear or if you need more
information. When all your questions have been answered, you can decide if you want to
participate in the study or not. This process is called “informed consent.”

Principal Investigator: Sabine Saade, Ph.D., Department of Psychology, American University of
Beirut, ss241@aub.edu.lb

Thesis Student: Jana Hamam, Clinical Psychology Graduate Student, Department of
Psychology, American University of Beirut, jbh05@mail.aub.edu

Purpose of the Study

Telemental health services are an alternative to traditional mental health services. We are
interested in identifying what variables could be associated with attitudes towards telemental
health-seeking in Lebanon. As such, we are going to be asking participants to fill up a series of
questionnaires relating to their sociodemographic background, mental health, confidence in mental
health professionals, attitudes towards tele-mental health etc... To achieve this goal, we are asking
300 adults currently residing in Lebanon to participate in our study.

Recruitment Methodology

This study link will be posted on various social media platforms (e.g., Instagram, Facebook,
WhatsApp, Twitter and LinkedIn), and in community settings. In addition to posting the study link

123



online, the research team will also print the questionnaires and directly approach random people
they encounter asking them to take part in the study. Hard copy questionnaires will be filled out in
a private space (e.g., the PI office). All safeguards will be taken to ensure privacy. The study will
be made continuously available until the required number of participants is reached. We are
interested in adults (aged 18 years old and above) residing in Lebanon. Target participants will
need to be English or Arabic literate. Exclusion criteria include adults not currently residing in
Lebanon or individuals under the age of 18 years old. Participation is completely voluntary.

Study Procedures

To take part in this study, participants will be asked to complete questionnaires online
(LimeSurvey) or on paper. Participation in this study is expected to take between 20 and 25
minutes in total.

Risks and Discomforts

This study is considered minimal risk. All responses are completely anonymous as no identifiers
are requested from participants. Our study may include some sensitive questions that may
emotionally disturb some participants. Participants will be provided with a referral sheet at the
end of the study, including a list of easily accessible psychological services/hotlines to access
psychological support in case of psychological distress. Some of these services/hotlines are free
of charge, while others are available at a fee.

Benefits

We do not know of any way you could benefit directly from taking part in this study, other than
having a chance to enter a draw for the possibility to win a cash prize. That said, taking part in
this study, might help us understand what variables might be associated with attitudes towards
telemental health seeking.

Incentives for Participation:

Participation in our study will be accompanied by the chance to win a cash prize of 1,000,000
through a lottery compensation system. There will be multiple winners. To enter the draw for a
possibility to win the cash prize, participants are required to send a screenshot (if done online) or
a photo (if done on paper) of their final page upon completion of the survey with the exact
completion date and time. This screenshot/photo can be sent to: telementalhealthaub@gmail.com
for the chance to enter the draw and win a cash prize. This cash amount will be awarded to the
winners by the master’s student at a convenient time and place for the participants. Winners will
be notified via email they have wused to email the research team at:
telementalhealthaub@gmail.com.

Privacy/Confidentiality

While we will not be collecting identifiable information from you, this research involves the
transmission of data over the Internet. Every reasonable effort has been taken to ensure the
effective use of available technology. However, confidentiality during online communication
(emails) cannot be guaranteed. All data will be labeled with a study ID on LimeSurvey hosted
online by Jana Hamam and Dr. Sabine Saade’s accounts at AUB, in addition to being stored on
our secure lab server and/or lab computers in our locked lab. To secure anonymity, all data will be
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linked to a randomly LimeSurvey ID. The data you submit will be kept in de-identified form
indefinitely. As for paper questionnaires, they will be stored in the PI’s office under lock and key
and will only be accessible to the research team.

All study documents will only be accessible to IRB-approved study members and co-
investigators. Records will be monitored and may be audited by the IRB while assuring
confidentiality.

Taking part is Voluntary

Your involvement in the study is voluntary, and you may choose not to participate or to stop at
any time without penalty or loss of benefits to which you are otherwise entitled. If you decide to
stop or withdraw from the study, the information/data collected from or about you up to the point
of your withdrawal will be kept as part of the study and may continue to be analyzed, unless you
choose otherwise.

If you Have any Questions

The main researcher conducting this is Dr. Sabine Saade, Ph.D., assistant professor at the
American University of Beirut. Please ask any questions you have now. If you have questions
later, you may contact Jana Hamam at jbh0S@mail.aub.edu, and Dr. Sabine Saade at
ss241@aub.edu.lb. If you have any questions or concerns regarding your rights as a research
participant in this study, you may contact the Institutional Review Board (IRB) at 01-350 000,
ext: 5445 or irb@aub.edu.lb.

Research Subject’s Consent to Participate in Research:

To voluntarily agree to take part in this study, you must check the appropriate box below. By
checking this box, you are verifying that you are an adult (aged 18 years old or above), and that
you have read this entire consent form and agree to participate in the study. If you do not wish to
participate in the study, you may simply close your browser.

Note: Some questions are mandatory to answer in this study. These questions are deemed
integral to the conceptual model adopted by the research team. Despite some questions being
mandatory, participants reserve the right to leave the study at any time, and for any reason. When
withdrawing from the study prior to submitting their answers, no data or information will be
collected from participants by the research team.

[ ] Inotify that I have read all the information in the Informed Consent Sheet and agree to
participate in the study.
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ENGLISH QUESTIONNAIRE
APPENDIX A:

I- Participant’s Demographics:

1) Are you filling up this questionnaire on a device (e.g.: phone, tablet, laptop, iPad, computer
etc.) or on paper?

1. Device
2. Paper

2) Your Sex:

Male

Female

Gender non-binary
Genderqueer

Gender fluid

Other, please specify
Prefer not to say

No answer

O NN R W=

3) Your chronological age:

4) What languages do you speak? You can select more than one

2. Arabic

3. English

4. French

5. Spanish

6. Other, specify:

5) What is your relationship status?

1. Part of a couple/married
2. Single

3. Separated

4. Divorced

5. Widowed

6. Would rather not say
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6) What is the highest level of education completed by you?

1. Less than Grade 12 or Baccalaureate I1

2. Grade 12 or Baccalaureate 11

3. Vocational degree or skills-based training

4. Some college education but no degree

5. Bachelor’s degree (e.g., BA, BS, DEA)

6. Master’s degree (e.g., MA, MS, Med, DESS)
7. Doctorate (e.g., MD, PhD, EdD)

8. Post-Doctoral Degree

9. Medical Degree

10. No Education

I1- Family Income

1) Which of the below best describes your household income?
1. Our household income covers our needs well, and we can save from it
Our household income covers our needs, but we cannot save from it
3. Our household income does not cover our needs, and we face difficulties meeting
those needs

4. [ refuse to answer
5. 1don't know

2) Are you currently working?
Yes
No

If Yes, what is your current job or occupation?

3) What is your work schedule?

1. Part-time
2. Full time
3. Other

II1- Subjective Recognition of a Mental Health Problem and the Need for Help:

1) Over the past week, have you had mental health problems/difficulties you need help
with?
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10.

11
12

Yes
No (If you answered No; please jump to section V)
Prefer not to say

If Yes, please indicate what this/these problems are (you may select an answer even if
you do not meet the whole criterion definition for each option).

. Anxiety: Frequently worrying a lot, having lots of fears, feeling like your stomach aches

for no reason, having frequent headaches, thinking about things that worry you at night
to a point where you cannot/are having a hard time sleeping.

Depression: Frequently feeling sad, having reduced/increased appetite compared to
your normal self, feeling less interested in activities that you used to enjoy, sleeping
more/less compared to your normal self, eating more/less compared to your normal self,
ete.

Bipolarity: Having periods of time where you feel very happy, like you have endless
energy like you want to do everything at once and having periods where you feel very
down, you do not want to get out of bed, and you are having a hard time getting things
done etc.

Hyperactivity/Inattention: Feeling like you cannot sit still, fidgeting a lot, having a
hard time staying focused, feeling easily distracted.

Trauma: Having extreme fear/s following a traumatic event (an accident, abuse, an
explosion, etc.) that resulted in nightmares about that event, recalling the event as if you
were reliving it, feeling angry, feeling guilty, etc.

Eating problems: Frequent over-eating episodes where you feel like you have lost
control over your food intake, extreme fear of gaining weight, making yourself
overexercise, making yourself workout excessively to avoid putting on weight, etc.
Schizophrenia or psychosis: Feeling like you are losing touch with reality, seeing or
hearing things that are not real, experiencing things that are not real (e.g., feeling like
ants are crawling all over your body, feeling like the government is watching your every
move, etc.).

Obsessions and/or compulsions: Experiencing frequent repetitive and uncontrollable
thoughts that you cannot shut off (e.g., germs will eat me alive) that result in rituals in an
attempt to quiet these thoughts (e.g., excessive cleaning to the point where your hands
bleed or feeling like someone will break in that result in excessive checking of the locks
to the point where you cannot sleep etc.).

Substance related problems: Excessive use of prescription or illegal drugs to the point
where you cannot function on a day-to-day basis without having this substance. This
excludes nicotine.

Sleep-related problems: Frequently having a hard time falling asleep for more than 30
minutes, or having a hard time staying asleep, or walking during your sleep, or waking
up in panic, etc.

. Neurocognitive problems: Alzheimer’s disease, Parkinson’s disease, Dementia, etc.
. Others, specify:
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IV- Previous Use of Mental Health Services:

During the past three years, have you ever consulted a mental health professional (e.g., a
psychologist, counsellor, or social worker) for any psychological, emotional or academic/work
problem you are experiencing (e.g., feeling worried, feeling sad, physical symptoms that have no
medical explanation such as tension, insomnia, pounding heart, or fatigue?)

Yes

No

If Yes, what kind of mental health professional did you consult?

1. Counsellor

2. Clinical Psychologist/ Psychotherapist

3. Life Coach

4. Social Worker

5. Alternative professional (Priest, Sheikh, or Traditional Healer)
6. Other (Please Specify):

If Yes, did you access mental health services for yourself in another country aside from
Lebanon?

Yes

No

If Yes, indicate in what country
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V- Confidence in Mental Health Professionals

1))

2)

3)

4)

5)

On a scale from 1 to 10 how well trained do you think mental health professionals are in
handling mental health problems in Lebanon?

1 2 3 4 5 6 7 8 9 10

On a scale from 1 to 10 how comfortable are you discussing your mental health with a
mental health professional in Lebanon?

1 2 3 4 5 6 7 8 9 10

On a scale from 1 to 10 how helpful would you say mental health professionals in
Lebanon are in answering questions pertaining to your mental health problem(s)?

1 2 3 4 5 6 7 8 9 10

On a scale from 1 to 10 how much do you trust mental health professionals in Lebanon to
help you with your mental health problem(s)?

1 2 3 4 5 6 7 8 9 10

On a scale from 1 to 10 how much do you trust mental health professionals in Lebanon to
handle your mental health problem(s) while maintaining confidentiality?

1 2 3 4 5 6 7 8 9 10
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VI- Structural Barriers to Tele-Mental Health:

1) How many family members (e.g., mother, father, sibling, offspring, and grandparent) live
at home with you, almost always? Please count yourself.

DO NG AW
O 02O VN B~ W —

Instructions: Indicate to what extent you agree with the following statements. Strongly disagree
(1), disagree (2), neutral (3), agree (4), or strongly agree (5).

Note: Tele-mental health encompasses the integration of one or more technologies into mental

health care. It is typically characterized by a physical separation between the patient and mental
health care provider (Barnett & Kolmes, 2016).

Strongly . Strongly
Disagree Disagree | Neutral | Agree Agree
1. Thave sufficient access to the
. 5 4 3 2 1
internet for telemental health use.
2. My internet connection is stable
5 4 3 2 1
enough for telemental health use.
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. I have the technology necessary for
tele-mental health use (e.g., phone,
tablet, laptop, computer, etc.)

. T'have sufficient access to electricity
for tele-mental health use.

. I cannot make the time for tele-

mental health use on a regular basis
(e.g., weekly or bi-weekly).

. I can pay for tele-mental health
services via online banking (e.g.,
Credit Card, Debit Card, Virtual
Visa Card, etc.).

. I'have the privacy/space needed for
tele-mental health use.
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VII- Technological SKkills:

1.

On a scale from 1 to 10 how would you rate your technology knowledge/literacy in the
context of tele-mental health use?

1 2 3 4 5 6 7 8 9 10
On a scale from 1 to 10 how comfortable are you in resolving technological issues that
may arise during tele-mental health use?

1 2 3 4 5 6 7 8 9 10

On a scale from 1 to 10 how comfortable are you in resolving internet related issues that
may arise during tele-mental health use?

1 2 3 4 5 6 7 8 9 10
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APPENDIX B: OBJECTIVE MEASURE OF RECOGNIZING THE NEED FOR
MENTAL HELP: THE DEPRESSION ANXIETY STRESS SCALE -21 ITEMS
(DASS-21; Lovibond & Lovibond, 1995)

Instructions: Please read each statement and circle a number 0, 1, 2 or 3 which indicates how
much the statement applied to you over the past week. There are no right or wrong answers. Do
not spend too much time on any statement.

The rating scale is as follows:

0: Did not apply to me at all

1: Applied to me to some degree, or some of the time

2: Applied to me to a considerable degree or a good part of the time
3: Applied to me very much or most of the time

. : Applied t t )
Did not Applied to me to PPHE ) ometod Applied to me
considerable
apply to me some degree, or very much or
i degree or a good .
at all some of the time i most of the time
part of the time
1. 1 fpund it hard to 0 1 ) 3
wind down.
2. Iwas aware of
dryness of my 0 1 2 3
mouth.
3. Icouldn’t seem to
exp‘erllence apy 0 ! 5 3
positive feeling at
all.
4. Texperienced
breathing
difficulty (e.g.,
exceSS}Vely rapid 0 1 ) 3
breathing,
breathlessness in
the absence of
physical exertion).
5. I found it difficult
to work up the 0 1 2 3
initiative to do
things.
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I tended to
overreact to
situations.

I experienced
trembling (e.g., in
the hands).

I felt that I was
using a lot of
nervous energy.

I was worried
about situations in
which I might
panic and make a
fool of myself.

10.

I felt that I had
nothing to look
forward to.

11.

I found myself
getting agitated.

12.

1 found it difficult
to relax.

13.

I felt down-hearted
and blue.

14.

I was intolerant of
anything that kept
me from getting on
with what I was
doing.

15.

I felt I was close to
panic.

16.

I was unable to
become
enthusiastic about
anything.

17.

I felt I wasn’t
worth much as a
person.

18.

I felt that I was
rather touchy.
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19.

I was aware of the
action of my heart
in the absence of
physical exertion
(e.g., sense of
heart rate increase,
heart missing a
beat).

20.

I felt scared
without any good
reason.

21

. I felt that life was

meaningless.
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APPENDIX C: EXTRA SHORT FORM OF BIG FIVE TEST-2XS: OPENNESS TO
EXPERIENCE ITEMS (BFT-2XS; Soto & John, 2017)

Instructions: This is a personality test; it will help you understand why you act the way that you
do and how your personality is structured. Circle the number that indicates how much you
disagree or agree with each statement. Begin each statement with “I am someone who....”

Disagree Disagree a | Neutral; No Agree a Agree
Strongly little opinion little Strongly

1. Is fascinated
by art, music, 1 2 3 4 5
or literature.

2. Has little
interest in 1 2 3 4 5
abstract ideas.

3. Is original,
comes up with 1 o) 3 4 5
new ideas.

137




APPENDIX D: PUBLIC STIGMA

Instructions: For each item, please mark whether you strongly disagree (1), disagree (2), neutral

(3), agree (4), or strongly agree (5).

Strongly
Disagree

Disagree

Neutral

Agree

Strongly
Agree

1. If someone I know has a mental
illness and other people knew of it,
people would think this person is
dangerous.

2. If someone I know has a mental
illness and other people knew of it,
people would be terrified of this
person.

3. If someone I know has a mental
illness and other people knew of it,
people would avoid this person.

4. If someone I know has a mental
illness and other people knew of it,
people might bully this person.

5. If someone I know has a mental
illness and other people knew of it,
people would feel pity for this
person.

6. If someone I know has a mental

odd.

illness, I believe they will be seen as

7. 1f someone I know has a mental
illness, people will not necessarily
trust them.

8. If a person was open about their
mental illness, they will be
negatively judged by society.

9. If someone with mental illness

mental illness they will be praised

by society.

opens up about their experience with
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APPENDIX E: SHORT VERSION OF THE BALANCED INVENTORY OF DESIRABLE
RESPONDING (BIDR; Hart et al., 2015).

Instructions: Listed below are a number of statements concerning personal attitudes and traits.
Read each item and decide whether the statement is Not True, Somewhat True, or Very True as
it pertains to you personally by putting an (x) in the box.

Not True Somewhat True Very True
1 4 7

1. Thave not always been honest with
myself.

2. Talways know why I like things.

(98]

I sometimes tell lies if [ have to.

4. Inever cover up my mistakes.
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APPENDIX F: ATTITUDE TOWARD TELEMEDICINE IN PSYCHIATRY AND
PSYCHOTHERAPY QUESTIONNAIRE - LAYPEOPLE VERSION
(ATiPP; Tonn et al., 2017)
Instructions: For each item, please mark whether you strongly disagree (1), disagree (2), neutral
(3), agree (4), or strongly agree (5).

Note: Telemental health is characterized by a physical separation between patients and mental
health professionals which is facilitated by the use of technology (World Health Organization,
2016).

Strongly

Disagree

Disagree

Neutral

Agree

Strongly
Agree

1. Generally, telemental
health is a good addition to 1 2 3 4 5
mental health services.

2. For psychiatric or
psychotherapeutic issues or
mental illness, patient 1 2 3 4 5
information via telemental
health is very helpful.

3. A successful treatment of
pgtients with mental illness 1 ) 3 4 5
via telemental health is
possible.

4. The bridging of the waiting
time for an appointment
with a 1 2 3 4 5
psychiatrist/psychotherapist
by using telemental health
is a sensible option.

5. Aftercare and counselling
after a presence therapy by
a psychiatrist or
psychotherapist through
contact via the Internet or
email or telephone are
realizable.

6. I would make use of
telemental health without 1 2 3 4 5
accompanying face-to-face
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therapy in the case of a
mental illness.

Online therapy via
telemental health is only 1 ) 3 4 5
sensible as an addition to
face-to-face therapy.

Online therapy through
telemental health can only
work effectively with live 1 ) 3 4 5
contact with a therapist
through video calling and
email or chat.

1.

On a scale from 1 to 10, how likely are you to use synchronous telemental health services,
(telemental health in real-time such as live video conferencing, live phone call, live chat

etc.) as a treatment for mental health problems?

1 2 3 4 5 6 7 8 9 10
On a scale from 1 to 10, how likely are you to use asynchronous telemental health services

(telemental health outside of real-time, such as accessing modules, PowerPoints, exercises,
quizzes etc.) prepared by mental health professionals as a treatment for mental health
problems?

1 2 3 4 5 6 7 8 9 10
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APPENDIX II

Table 7. Factor Matrix for Confidence in mental health professionals (English)

Factor Matrix
Factor
1
On a scale from 1 to 10 how much do you trust mental health .896
professionals in Lebanon to handle your mental health
problem(s) while maintaining confidentiality?
On a scale from 1 to 10 how helpful would you say mental .879
health professionals in Lebanon are in answering questions
pertaining to your mental health problem(s)?
On a scale from 1 to 10 how much do you trust mental health .823
professionals in Lebanon to help you with your mental health
problem(s)?
On a scale from 1 to 10 how comfortable are you discussing .802
your mental health with a mental health professional in
Lebanon?
On a scale from 1 to 10 how well trained do you think mental 753

health professionals are in handling mental health problems in
Lebanon?

Extraction Method: Maximum Likelihood.
a. 1 factors extracted. 4 iterations required.

Table 8. Factor Matrix for Confidence in mental health professionals (Arabic)

Factor Matrix

Factor

= = 1
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Extraction Method: Maximum Likelihood.
a. 1 factors extracted. 4 iterations required.

Table 9. Factor Matrix for Structural Barriers (English)

Factor Matrix
Factor
1
My internet connection is stable enough for telemental health 157
use.
I have sufficient access to electricity for tele-mental health 754
use.
I have the technology necessary for tele-mental health use 675
(e.g., phone, tablet, laptop, computer, etc.
I have sufficient access to the internet for telemental health 651
use.
I have the privacy/space needed for tele-mental health use. 265
I cannot make the time for tele-mental health use on a regular  -1.94

basis (e.g., weekly or bi-weekly)
I can pay for tele-mental health services via online banking 134
(e.g, Credit Card, Debit Card, Virtual Visa Card, etc.).

Extraction Method: Maximum Likelihood.
a. 1 factors extracted. 4 iterations required.

Table 10. Factor Matrix for Structural Barriers (Arabic)

Factor Matrix

Factor

o (e Aaadil) Al cileadd i STV U Jea s AGIS Ga i gl 958
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Extraction Method: Maximum Likelihood.
a. 1 factors extracted. 4 iterations required.

Table 11. Factor Matrix for Technological skills (English)

Factor Matrix
Factor
1
On a scale from 1 to 10 how comfortable are you in resolving 964
technological issues that may arise during tele-mental health
use?
On a scale from 1 to 10 how comfortable are you in resolving .830
internet related issues that may arise during tele-mental health
use?
On a scale from 1 to 10 how would you rate your technology 570
knowledge/literacy in the context of tele-mental health use?
Extraction Method: Maximum Likelihood.
a. 1 factors extracted. 4 iterations required.
Table 12. Factor Matrix for Technological skills scales (Arabic)
Factor Matrix
Factor
1

&ﬂ\%;};ﬁ\diﬁd\d;g&\ifoﬂdugié\\~_\L')Awl_“\lq‘_gc 999
amy (e dandill daall cileadl elllaatinl ol jelat a8
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Extraction Method: Maximum Likelihood.
a. 1 factors extracted. 4 iterations required.

Table 13. Factor Matrix for Depression Anxiety Stress scale (English)

Factor Matrix
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Factor

1
I was unable to become enthusiastic about anything 769
I felt I was close to panic 756
I found it difficult to relax. 745
I felt that I was using a lot of nervous energy. 705
I felt down-hearted and blue. 704
I tended to overreact to situations. .695
I felt scared without any good reason. .686
I found myself getting agitated. .661
I felt that I had nothing to look forward to. .657
I was aware of the action of my heart in the absence of .656
physical exertion (e.g., sense of heart rate increase,
heart missing a beat).
I couldn’t seem to experience any positive feeling at .653
all.
I felt that life was meaningless. .638
I felt I wasn’t worth much as a person. .633
I found it difficult to work up the initiative to do .625
things.
I was worried about situations in which I might panic .617
and make a fool of myself.
I experienced trembling (e.g., in the hands). 579
I experienced breathing difficulty (e.g. excessively 570
rapid breathing, breathlessness in the absence of
physical exertion).
I was intolerant of anything that kept me from getting 555
on with what I was doing.
I found it hard to wind down. 544
I felt that I was rather touchy. 536
I was aware of dryness of my mouth 312

Extraction Method: Maximum Likelihood.
a. 1 factors extracted. 4 iterations required.

Table 14. Factor Matrix for Depression Anxiety Stress scale (Arabic)

Factor Matrix

Factor
1
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Extraction Method: Maximum Likelihood.
a. 1 factors extracted. 4 iterations required.

Table 15. Factor Matrix for Short Version of Big Five Inventory:
Openness to Experience (BFT-2XS; English)

Factor Matrix
Factor
1
Is fascinated by art, music, or literature. .700
Is original, comes up with new ideas. 361
Has little interest in abstract ideas. -.251
Extraction Method: Maximum Likelihood.
a. 1 factors extracted. 4 iterations require.
Table 16. Factor Matrix for Short Version of Big Five Inventory:
Openness to Experience (BFT-2XS; Arabic)
Factor Matrix
Factor
1
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Extraction Method: Maximum Likelihood.
a. 1 factors extracted. 4 iterations require.

Table 17. Factor Matrix for Public Stigma Scale (English)

Factor Matrix
Factor
1
If someone I know has a mental illness and other people 793
knew of it, people would avoid this person.
If someone I know has a mental illness and other people 754
knew of it, people would think this person is dangerous.
If someone I know has a mental illness and other people 749
knew of it, people would be terrified of this person.
If someone I know has a mental illness and other people .700
knew of it, people might bully this person
If someone I know has a mental illness, people will not .653
necessarily trust them.
If someone I know has a mental illness, I believe they will .645
be seen as odd.
If a person was open about their mental illness, they will be .608
negatively judged by society.
If someone I know has a mental illness and other people 571
knew of it, people would feel pity for this person.
If someone with mental illness opens up about their .100
experience with mental illness they will be praised by
society.
Extraction Method: Maximum Likelihood.
a. 1 factors extracted. 4 iterations require.
Table 18. Factor Matrix for Public Stigma Scale (Arabic)
Factor Matrix
Factor
1
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Extraction Method: Maximum Likelihood.
a. 1 factors extracted. 4 iterations require.

Table 19. Factor Matrix for Attitudes Towards Telemental Health
Scale (ATiPP;English)

Factor Matrix
Factor
1

Aftercare and counselling after a presence therapy by a 730
psychiatrist or psychotherapist through contact via the
Internet or email or telephone are realizable.
A successful treatment of patients with mental illness via 705
telemental health is possible.
For psychiatric or psychotherapeutic issues or mental .654
illness, patient information via telemental health is very
helpful.
Generally, telemental health is a good addition to mental .605
health services.
The bridging of the waiting time for an appointment with a 597

psychiatrist/psychotherapist by using telemental health is a

sensible option.

I would make use of telemental health without 494
accompanying face-to-face therapy in the case of a mental

illness.

Online therapy through telemental health can only work 444
effectively with live contact with a therapist through video

calling and email or chat.

Online therapy via telemental health is only sensible as an 229
addition to face-to-face therapy.

Extraction Method: Maximum Likelihood.
a. 1 factors extracted. 4 iterations require.

Table 20. Factor Matrix for Attitudes Towards Telemental Health
Scale (ATiPP; Arabic)

Factor Matrix

Factor
1
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Extraction Method: Maximum Likelihood.
a. 1 factors extracted. 4 iterations require.
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APPENDIX III

Figure 1a. Histogram for Age (English)
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Figure 1b. Histogram for Age (Arabic)
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Figure 1c. Histogram for Age (Combined)
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Figure 2a. Histogram for Confidence in Mental Health Professionals (English)
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Figure 2b. Histogram for Confidence in Mental Health Professionals (Arabic)
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= Normal
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Figure 2¢. Histogram for Confidence in Mental Health Professionals (Combined)
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Figure 3a. Histogram for Structural Barriers (English)
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Figure 3b. Histogram for Structural Barriers (Arabic)
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Figure 3c. Histogram for Structural Barriers (Combined)
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Sbar_Total_2
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Figure 4a. Histogram for Technological Skills (English)
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Figure 4b. Histogram for Technological Skills (Arabic)
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Figure 4c¢. Histogram for Technological Skills (Combined)
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Figure 5a. Histogram for Mental Distress (English)
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Figure 5b. Histogram for Mental Distress (Arabic)
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Figure 5c¢. Histogram for Mental Distress (Combined)
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Figure 6a. Histogram for Openness to Experience (English)
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Figure 6b. Histogram for Openness to Experience (Arabic)
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Figure 6¢. Histogram for Openness to Experience (Combined)
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Figure 7a. Histogram for Public Stigma (English)
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Figure 7b. Histogram for Public Stigma (Arabic)
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Figure 7c¢. Histogram for Public Stigma (Combined)
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Figure 8a. Histogram for Attitudes towards telemental health (English)
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Figure 8b. Histogram for Attitudes towards telemental health (Arabic)
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APPENDIX IV

Figure 9. Histogram with Normal Curve for Attitudes Toward Telemental Health
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APPENDIX V

Predictor Variables

Sociodemographic and
participant related
factors:

a) Age

b) Structural

barriers
c) Technological Outcome Variable

skills

Recognizing a mental

health problem and
the need for help: Telemental health-
a) Subjective seeking attitudes
measure

b) Objective
mental distress

Openness to
experience

Public stigma

Confidence in mental
health professionals

Control Variables

Previous use of mental
health services
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