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Abstract 

      Interned Cognitive Behavioural Therapy (ICBT) for depressive and anxiety symptoms 

provides flexibility, decrease in labour intensity, and improved cost-effectiveness. Understanding 

barriers to interest in ICBT is beneficial to effectively inform policy with regards to expanding 

this innovative therapeutic approach. To our knowledge no research has been conducted to look 

at the relationship between barriers and interest in ICBT. The objective of this study was to 

understand associations between common attitudinal and structural barriers, and ICBT-specific 

barriers on interest in ICBT as well as to understand direct and mediating association of barriers 

with interest in ICBT. 

      This cross-sectional observational study was conducted among adult (>18 years) urban and 

rural residents (n=200) in Saskatchewan, Canada. Data were collected through an online survey 

that contained 27 constructs measuring barriers and interest in ICBT. Multivariable linear 

regression analyses were conducted with interest in ICBT as the dependent variable and barriers 

as independent variables after controlling for age, gender, residency (urban/rural), and depression 

or generalized anxiety symptoms. Utilizing structural equation modeling, a path analysis 

framework was developed by incorporating previously established associations from 

multivariable regression analyses to model direct and indirect associations through path analysis. 

      The path analysis framework showed that perceived access to care played a mediating role in 

mitigating the negative association of life chaos and financial concerns on interest in ICBT. 

Similarly, computer self-efficacy was a significant mediator in negative association of computer 

anxiety on interest in ICBT. In the context of the framework, significant direct effect on interest 

in ICBT held to be true for observed attitudinal barriers: self-stigma of seeking help and 

perceived need for help. 



 

      The findings of this study pointed towards several policy implications, including aligning 

ICBT towards communities with lower access to care and higher need for intervention. To our 

knowledge, this study is the first to empirically show direct and indirect associations of barriers 

with interest in ICBT utilizing path analysis. In informing health care policy decisions, path 

analysis could be a useful technique in analyzing complex relationships and prioritize 

intervention factors, an approach which would not be possible to implement using traditional 

regressions analyses. 
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CHAPTER 1: Introduction 

1.1 Role of ICBT in Saskatchewan health plan 

      The key items in 2017-2018 Mental Health and Addictions Action Plan developed by the 

Government of Saskatchewan showed the need for improving the current mental health care 

system through innovative partnerships1. In particular, the Ministry of Health and Health Care 

Systems aimed for an “Increase access to effective mental health treatment for anxiety and 

depression” through partnering with University of Regina’s Online Therapy Unit1. 

Recommendation 2.2 of “Working Together for a Change”, a 10-year mental health and 

addiction plan for Saskatchewan developed by the Ministry of Health, outlines the need for 

increased access to clinical treatments for the two most common mental health issues: depression 

and anxiety2. The plan emphasizes that ICBT is not only effective in treating depression and 

anxiety, but is also capable of increasing overall population access to treatment2. 

       Research findings suggest that ICBT can be successful at addressing key concerns 

associated with accessing traditional CBT in the province of Saskatchewan: limited access3, 

stigma4, and wait times5. According to 2014 Health Indicator Profile, there are about 71,000 

Saskatchewan residents who have been diagnosed with a mood disorder6. It is important to 

recognize that online therapy is ideal for outpatient settings and not recommended for 

hospitalized patients with severe conditions4. To the best of our knowledge, there is no current 

data available on Saskatchewan residents who exhibit symptoms of depression or anxiety but 

haven’t been diagnosed, making it difficult to estimate the total population size.  

1.2 Depression and generalized anxiety symptoms and ICBT 
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      Severity of depression or anxiety is not constant and is heavily dependent on individual’s 

ability to cope with normative life events. An example of normative life event could be enrolling 

in university program or starting a marriage while non-normative events could be a death of a 

loved one or witnessing a traumatic event7. According to Bayram and Bilgel, university students 

are at higher risk of depression because they are at the stage of their life when they are 

confronted with major life decisions8.  A study conducted on 5989 Chinese university students 

found that negative life events as well as positive and negative coping had significant association 

with mild and moderate depression, while the same factors were found to be insignificant for 

severe depression9. The above suggests ICBT might be a well-suited solution for helping 

individuals to mitigate symptoms of depression triggered by negative life events and inability to 

cope with symptoms on their own. The relationship between normative events and depression 

might also suggest the importance of educating individuals who do not suffer from depression 

about ICBT as those individuals might experience depression symptoms at certain stages of their 

life. 

      Non-normative negative life events lead to increased engagement in rumination (tendency of 

suffering individual to focus on cause of depression instead of looking for support or treatment), 

which is linked to increase in depression and anxiety10.  The same study showed that individuals 

with low baseline rumination may experience high rumination after a stressful life event; also 

individuals who self-reported a greater negative life event exposure showed greater increase in 

rumination over time compared to individuals with exposure to milder negative events. The 

above might suggest that even individuals without predisposition to rumination might develop 

depression or anxiety after experiencing non-normative negative life event. Unlike normative life 

events, negative non-normative life events often cannot be foreseen by an individual making 
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such individuals vulnerable to more stressors (e.g. experiencing divorce might cause uncertainty 

in financial resources)11. This might suggest that interested individuals might benefit from 

knowing about ICBT in advance to help them or people they care about to cope with depression 

or anxiety linked to experiencing negative non-normative events. 

       Depression and anxiety symptoms just as their causes are not static but rather fluid and can 

develop and change over time. Individuals who do not experience symptoms of mental health 

disorder at this specific point of time could potentially develop symptoms later due to normative 

and non-normative life events. Previously conducted research showed that once symptoms are 

present, symptom severity is not likely to be related to interest in ICBT: research on 638 primary 

care patients found that symptom severity was unrelated to treatment delivery medium consisting 

of face-to-face, telephone, and internet delivery12. To the best of our knowledge, no studies have 

examined differences in perception of ICBT among individuals who exhibit symptoms of 

depression or generalized anxiety and individuals who do not exhibit symptoms of depression or 

generalized anxiety. 

      Before a deep dive into perception about ICBT between symptom and symptom-free groups, 

it is important to establish whether ICBT is an effective treatment for depression and anxiety.  

The following sections in the Introduction Chapter provide an overview of ICBT and 

demonstrate attitudinal and structural barriers to traditional CBT and how they could potentially 

correlate with an individuals` interest in ICBT.  

1.3 Effectiveness of ICBT in depression and anxiety treatment 

 

      The first part of the introduction includes systematic review and meta-analysis studies that 

focus on clinical effectiveness and sustainability of ICBT. The second part of the introduction 

focuses on common barriers to mental health treatment and their relationship to ICBT. Besides 
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reviewing barriers of mental health service in Canada, this literature review also details the 

barriers faced by patients in other developed countries such as the USA and UK.  

      Systematic review study conducted by Hedman examined randomized controlled trial articles 

that reported on clinical effectiveness of ICBT13. This review study looked at 103 articles on 

clinical efficacy in 25 problem areas, focusing on a wide array of clinical disorders such as 

depression and panic disorder, as well as functional disorders such as chronic pain and sexual 

dysfunction13.  Under APA criteria for evidence status, ICBT for depression or depressive 

symptoms was classified as a well-established treatment13. ICBT for generalized anxiety disorder 

displayed a strong indication of clinical effectiveness compared with waiting list controls13.    

According to Hedman, ICBT for generalized anxiety disorders could be classified as probably 

efficacious, as it was not yet tested against an active control treatment13. Study review conducted 

by Andersson on effectiveness of ICBT identified 4 control trials and 8 open studies involving 

3,888 patients14. In selected studies, ICBT was explicitly defined as a guided self-help 

interventions that uses asynchronous communication with a therapist over web14. The author 

concluded that it is possible to transfer ICBT to clinical practice with sustained results and 

moderate to large effect sizes14.  

      ICBT was directly compared to face-to-face CBT in the more recent systematic review and 

meta-analysis study by Andersson et al15. The authors indicated that although ICBT displays 

promising results in randomized control trials, there was still an outstanding question on how 

guided ICBT compares to face-to-face CBT in clinical settings15. The authors systematically 

examined 13 articled with 1053 adult patients: 551 participating in guided ICBT and 502 

involved in face-to-face treatment. The conclusion offered by the review study indicated 

consistent efficacy of guided ICBT compared to face-to-face CBT15. However, Andersson was 
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not able to conclude that ICBT is equally effective on all outcomes, as reviewed articles looked 

at different formats of face-to-face CBT11. Overall, the authors derived that guided ICBT has a 

potential to be an alternative or compliment to face-to-face CBT15.  

       The systematic review performed by Baumeister et al. in 2014 examined randomized 

controlled clinical trials that compared guided vs. unguided interventions.  The presented study 

highlighted the higher efficiency of guided ICBT compared to unguided ICBT intervention16.  

Ballegooijen et al. systematically reviewed 26 relevant studies on adults with depression 

symptoms and concluded that adherence to ICBT appeared to be adequate and could be 

compared to adherence to traditional CBT17. This comparable effectiveness and treatment 

adherence between ICBT and CBT indicates that ICBT could be a viable option in increasing 

current access to traditional CBT in Saskatchewan.   

      Hadjistavropoulos  et al. in a transdiagnostic study have examined clinical effectiveness of 

ICBT by looking at 458 Saskatchewan residents who completed at least one lesson in 8 week 

intervention period18. Using post-treatment results and a 3-month follow up, the authors of the 

study concluded that clinically results of ICBT can be obtained in both specialized and 

nonspecialized clinic settings18. With the proven record of sustainable effectiveness, as of 2016, 

ICBT has been incorporated into the provincial mental health care system19. However, no clear 

evidence is available to determine the barriers perspective patients might face that stop them 

from engaging in ICBT treatment. In order develop evidence-based policy on expansion of ICBT 

in Saskatchewan; it is essential to understand barriers to ICBT through the lens of traditional 

mental health service. 

1.4 Can traditional mental health service barriers be applied to ICBT? 
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       CBT is considered a “gold standard” in treating mental health disorders including but not 

limited to depression, anxiety, and panic disorder20 21 22. According to a definition of Online 

Therapy by Rochlen, the key difference between CBT and ICBT is in the type of therapeutic 

interactions used for communication between therapists and their clients12. While CBT uses face-

to-face interaction, ICBT uses Internet-based interaction that can be categorized into 

synchronous and asynchronous. Synchronous interactions use chat-room or web-call services 

that enable simultaneous connection between psychiatrists and their clients. Asynchronous 

interactions, which are more common, utilize e-mail correspondence, and engagement occurs 

whenever patients communicate with physicians and allied professionals who deliver ICBT12.  

      Face-to-face interaction in CBT and synchronous/asynchronous interaction in ICBT have 

their benefits and challenges, and are tailored to specific patient life style and preferences23. 

Considering that style of therapeutic interaction is the key difference between CBT and ICBT, 

traditional barriers to seeking mental health treatment applied to CBT should also be applicable 

to ICBT. The next sections cover the most common barriers to traditional mental health 

treatment as well as ICBT-specific barriers. 

1.5 Structural barriers  

 

       The most reported structural barriers to initiating and continuing with the traditional mental 

health treatment are inconvenient location, lack of service availability and financial barriers24 25. 

Other common structural barriers are the lack of time and challenges with scheduling an 

appoitment24 26. The Wait Time Alliance 2014 Report Card stated “that for some conditions, such 

as cancer, heart disease and mental health, the longer the wait for treatment, the worse the health 

outcome”5. The next section will examine each structural barrier of traditional CBT and how 
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ICBT could potentially mitigate some structural barriers and offer improved access to mental 

health services27. 

1.5.1 Accessibility barriers  

 

       Inconvenient location and lack of service availability are the two structural barriers that 

might to be the most relevant for mental health patients in Saskatchewan. According to 2011 data 

from Statistics Canada, 33% of Saskatchewan's population lives in rural areas2, where 

accessibility of mental services could be limited28. Furthermore, Canadian Survey on Disability, 

conducted by Statistics Canada, showed that 15% of Saskatchewan's population has a physical or 

mental disability among which 48.5% were classified as having severe or very severe 

disability29. This proportion of the population faces more challenges in accessing one-on-one 

services in comparison with non-disabled patients4. ICBT has the potential to aid people who 

live in rural communities or experience disability by providing access to CBT treatment online4.  

1.5.2 Financial barriers 

 

       A study conducted by Andrade et al. involving around 63,000 participants from 24 countries 

found that financial barriers increase treatment dropout rates24. Although, financial barriers 

contribute to the mental health treatment gap; they seem to have a smaller impact in countries 

with wider availability of health coverage such as Canada25. A comparative analysis 

demonstrated that due to the presence of universal healthcare access in Canada, financial barriers 

have a smaller effect on low-income families in Ontario, Canada, compared with the Unites 

States30. However, Wantland et al. in a systematic review of ICBT studies showed that dropout 

rates for ICBT tend to be high31. Because financial barriers increase treatment dropout rates, it 

may be beneficial to capture how financial barriers influence an individual’s decision to engage 

in ICBT. 
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1.6 Attitudinal barriers to ICBT  

 

      Andrade et al. revealed that attitudinal barriers are more detrimental to treatment access for 

patients suffering from moderate/mild mental disorders, while structural barriers tend to play a 

bigger role for those with severe mental disorders24. The most often reported attitudinal barriers 

are preference for self-management, fear of stigma, and perceived need for mental health 

treatment 24 30. In Canada, individuals with depressive and anxiety disorders, and substance abuse 

problems, report that they are influenced more by attitudinal barriers than structural barriers30 32.  

      Nevertheless, Prins et al. conducted a systematic review by examining 71 studies related to 

perceived need and belief of patients and non-patients, and found that a number of studies 

concluded that depression and anxiety patients perceive structural barriers as more important 

than attitudinal barriers26. Those studies specifically mentioned that financial and time barriers 

prevail over fear of embarrassment or stigma26. Although there was no uniform evidence among 

studies showing what CBT barriers cause the most hindrance to Canadians’ access to mental 

health, it is clear that both attitudinal and structural barriers are beneficial to consider in 

implementation of evidence-based policy on ICBT in Saskatchewan Health Care. 

1.6.1 Preference for self-management  

 

      Patients who expressed the need for mental health intervention indicated that one of the most 

common barriers to engaging in treatment is the desire to handle the problem on their own24. In 

the study conducted by Wang among 4094 participants with depression, anxiety, and substance 

abuse related disorders, the author found that preference for self-management was seen as a top 

attitudinal barrier for Canadians not receiving needed mental health help32. Sareen et al., in a 

study with 30% of Canadian participants (total sample=17000), found that people who reported 

the need for professional help have also indicated a desire to solve problems on their own30. 
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Preference for self-management is seen as a barrier to traditional mental health treatments but 

there are no studies exclusively examining how preference for self-management influences 

patient`s engagement in ICBT.  

      Some studies supported ICBT’s potential to aid individuals who express preference for self-

management. Wantland et al. performed a systematic review of ICBT articles dated between 

1996 and 2003, and discovered that web-based interventions encouraged interactive and 

continuous self-monitoring, and played an increasingly important role for patient care needs31. A 

qualitative study conducted among university students from London demonstrated that the 

flexibility that ICBT offered in terms of enabling self-management was seen as an advantage for 

the majority of interviewed individuals33. The above findings suggest that ICBT might be 

impactful in reducing the desire for self-management.  

1.6.2 Perceived need for care 

 

      Study conducted by Andrade et al. demonstrated that the next most common attitudinal 

barrier after the preference for self-management is the patient’s belief that the problem is not 

severe and will get better on its own24. Prins et al. indicated that patients with depression and 

anxiety could possess beliefs about their condition that differ from the beliefs of their health 

practitioners26.  

      This study also showed that younger, older and minority groups suffering from depression 

and anxiety display low perceived need and negative beliefs about treatment26. Patient belief that 

therapy would not cause any improvements in mental health state was positively associated with 

a presence of an anxiety disorder in the previous year30. To the best of our knowledge, there are 

currently exist five Canadian studies that examined patients’ perceived needs and beliefs 

regarding therapy26, but none of them focus on Saskatchewan or ICBT. In order to advance 
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ICBT treatment in provincial healthcare, it might be important to study how the perceived need 

for treatment relates to patients’ perspective on ICBT.  

1.6.3 Stigmatization 

 

      Sareen et al. found the fear of stigmatization was infrequent, but many young respondents 

expressed concerns that using mental health service leads to embarrassment30. The authors 

mentioned that their overall findings were contradictory to a commonly held belief that fear of 

stigmatization is a very prominent barrier30. Indeed, a number of studies show that fear of stigma 

is a common barrier to both engaging and sustaining in therapy34 24 26.  A study conducted by 

Vogel found that there exists a link between perceived public stigma and willingness to seek 

counseling35.  

      A qualitative study, involving a sample of 14 email-based ICBT service recipients from the 

United States and Canada, found that many recipients were able to be completely honest while 

engaging in ICBT without fear of judgment or embarrassment from the therapists25. Despite 

uncertainty in evidence on whether fear of stigma is an important barrier for Canadians, knowing 

that initial shame is caused by the physical presence of therapists in the counseling process is 

diminished in an online environment4, it can be hypothesized that ICBT has a potential to reduce 

the stigma barrier. 

1.7 ICBT-specific barriers  

      The need for Internet access for facilitating therapist-patient interaction contributed to two 

barriers that are specific to ICBT – computer self-efficacy and computer anxiety. Both therapists 

and patients at the very minimum should have a computer and Internet connection as well as be 

comfortable to communicate via computer text4. Canadians are considered to be the heaviest 

Internet users in the world with 80% of Canadians having an Internet connection at home36. 
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Saskatchewan residents do not fall behind on this statistic – by 2009, 76% of individuals had 

Internet access directly from home36. This might suggest that the lack of computer knowledge 

does not come across as a big barrier for urban Saskatchewan considering that Internet coverage 

is constantly increasing in the province37.  

      However, it is important to acknowledge the existence of digital divide in Saskatchewan. 

Lack of Internet access is an acknowledged barrier for rural community residents37. Just as 

structural and attitudinal barriers, disparities in access to high-speed Internet might influence 

interest in ICBT. The focus of this study is narrowed down to study perceptions of people who 

are eligible to receive ICBT. One of the inclusion criteria for ICBT is access to a computer 

connected to Internet. It is important to mention that the current study examined the interest of 

people who satisfied this inclusion criterion. Ideally, characteristics of the remaining 24% who 

do not have access to Internet must be considered in the future studies.  

      Despite the increasing presence of the Internet around the world, an estimated 50% of adults 

still experience computer-related phobia38. In relation to this issue, Wilfong proposed to use 

ICBT in reducing negative cognition-based emotions associated with computer anxiety39. 

According to study conducted by Schneider, chronic pain patients of Ontario, Manitoba, and 

Saskatchewan who experienced low computer self-efficacy and high computer anxiety, 

demonstrated low initial interest in ICBT27. It is possible that this association between computer 

self-efficacy, computer anxiety, and interest towards ICBT may apply to depression and anxiety 

patients, as chronic pain patients are at increased risk of developing depressive and anxiety 

disorders27.  

1.8 Literature review conclusion and research gaps 
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      Concrete evidence that ICBT is effective in treating outpatient instances of depression and 

generalized anxiety disorder was apparent from multiple previously conducted studies. However, 

all mental health services face attitudinal and structural barriers restricting patients’ acceptance, 

and ICBT is not an exception. To the best of our knowledge, comprehensive analysis of 

attitudinal and structural barriers in relation to ICBT has not been examined in the research 

literature. Such analysis could be conducted on people showing depression or generalized 

anxiety symptoms but also on symptom-free individuals to verify whether interest in ICBT only 

applies to individuals with the symptoms. The established structural barriers to traditional CBT 

that could be examined with regards to ICBT are inconvenient location, lack of service 

availability and financial barriers, while the major attitudinal barriers are preference for self-

management, fear of stigma, and perceived need for therapy. Moreover, there also appears to be 

limited research on ICBT-specific barriers such as computer self-efficacy and computer anxiety.  

       Rochlen in his study on Online Therapy stated that it would be important to look at how 

attitudes influence perceived value of online therapy4. The author also mentioned that this line of 

research would be especially important to conduct with rural and disabled populations who could 

benefit from the increased access provided through online therapy4. Schneider`s research 

examined the effect of computer self-efficacy and computer anxiety on interest in ICBT among 

Saskatchewan chronic pain patients27, but there are no studies that specifically examined people 

exhibiting symptoms of depression or anxiety. 

1.9 Research objectives 

 

1. The first objective of this research is to understand if perceptions of mental health barriers 

and ICBT-specific barriers vary among two groups: the first group exhibiting symptoms of a 

depression or generalized anxiety symptoms and the second group being symptom-free.  
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2. The second objective of this research is to understand associations between common 

attitudinal and structural barriers and ICBT-specific barriers on interest in ICBT among 

Saskatchewan population.  

3. The third objective is to develop and test path diagram to understand direct and mediating 

effects of the barriers on interest in ICBT in order to drive policy recommendation on 

expanding access to ICBT in Saskatchewan. 

1.10 Research questions 

1. Is absence or presence of depression and generalized anxiety symptoms associated with 

structural barriers towards seeking mental health treatment?  

2. Is absence or presence of depression and generalized anxiety symptoms associated with 

attitudinal barriers towards seeking mental health treatment? 

3. Is absence or presence of depression and generalized anxiety symptoms associated with 

ICBT-specific barriers? 

4. Are structural barriers such as inconvenient location, life chaos, financial and time 

concerns associated with perceived interest in ICBT? 

5. Are attitudinal barriers such as public stigma, preference for self-management, and 

perceived need for therapist intervention associated with perceived interest in ICBT? 

6. Are computer anxiety and computer self-efficacy associated with perceived interest in 

ICBT? 

1.11 Research hypothesis 

      The following set of hypothesis has been developed based on the above research questions: 
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1. There is a statistically significant positive relationship between structural barriers towards 

treatment seeking and individuals with severe symptoms of depression or generalized 

anxiety disorder24 26.  

2. There is a statistically significant correlation between attitudinal barriers and patients 

displaying moderate symptoms of depression or generalized anxiety disorder24 30. 

3. As chronic pain patients are at increased risk of developing depressive and anxiety 

disorders and that group of people showed correlation with ICBT-specific barriers27, it is 

possible that computer self-efficacy and computer anxiety may be associated with a presence 

of depression and anxiety symptoms. 

4. As one of the cited benefits of online therapy is convenience and increased access4, it 

could be hypothesized that presence of structural barriers could be associated with increased 

interest in ICBT. 

5. Individuals who experience stigmatization or who struggle with intimacy may show 

stronger interest in ICBT due to its private method of interaction4. 

6. Lower levels of computer anxiety and higher levels of computer self-efficacy are 

positively associated with perceived interest in ICBT27. 

CHAPTER 2: Research methodology 

2.1 Research design 

 

      The design of this study is cross-sectional observational research utilizing survey-collected 

data to develop an understanding of barriers association on interest in ICBT. The objectives 

introduced in the previous chapter aimed to test if the presence of depression or anxiety 

symptoms are statistically significantly associated with interest in ICBT and to uncover which 

barriers to seeking mental health treatment are associated with interest in ICBT among the 
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Saskatchewan population. The following sections of the Research Methodology chapter cover 

sampling and recruitment strategies, survey instruments, and data analysis approach. 

2.2 Population and sampling 

 

      The study was conducted among a randomized sample comprised of participants who 

satisfied ICBT inclusion criteria: Saskatchewan residents over 18 years old. Individuals who 

have participated in ICBT programs previously or have been hospitalized in the last year due to 

severe mental health disorder were excluded from the study. Stratified sampling was conducted 

to recruit rural and urban participants which resulted in equal number of participants from both 

groups. The final sample contained responses gathered from 200 individuals and had no missing 

response data.   

      As mentioned in the introduction section of this research, in 2014 approximately 71,000 

Saskatchewan residents had been diagnosed with a mood disorder6. However, this number 

includes mood disorders that are outside of ICBT scope due to disorder severity (e.g. bipolar 

disorder). Moreover, this number does not include estimates of numerous undiagnosed cases and 

therefore can’t be used to fully assess the population size of individuals exhibiting symptoms of 

depression or generalized anxiety disorder. This study aimed to assess interest in ICBT of 

individuals who expressed symptoms of a depression or generalized anxiety and of those who 

did not. The choice of sample size for this research study was derived using sample size formula 

for cross-sectional studies: 

. 

      Z-score based on 95% confidence interval, proportion of population equal to 0.5, and 

acceptable margin of error of 7% resulted in a sample size of 196 participants. 
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      The study design aimed to equitably represent males and females as well as persons living in 

urban versus rural communities since geographic location and gender are among the strongest 

variables influencing initial perception of ICBT19. This approach presented challenges as male 

patients and patients living in rural communities were the groups particularly difficult to target 

by the survey. This challenge resulted in a skewed response results for males and females with 

72% (n = 141) female and 28% (n = 56) male participants. Three participants declared gender 

other than male or female. Urban and rural participants were represented equally with 50% (n = 

100) rural and 50% (n = 100) urban participants. 

2.3 Recruitment strategy 

 
      A systematic random sample was obtained from Qualtrics (est. 2002), which specializes in 

research and customer experience management. Qualtrics online survey platform links 

individuals interested in participating in research with potential researchers40. Such online panels 

are a potentially valuable tool for clinical researchers and can be used in a wide range of projects 

of clinical relevance41. Ethics approval was obtained from University of Regina’s Research 

Ethics Board on April 11, 2017, and all participants provided online informed consent before 

beginning the electronic survey. The informed consent form can be found in Appendix A.  

Before beginning the primary online survey, all participants were screened using the following 

inclusion criteria: Saskatchewan residents over 18 years old who never tried ICBT in the past 

and who were not hospitalized in the last 12 month due to mental health issues. The survey pre-

screening question: ‘Over the last 2 weeks, have you felt down, depressed, anxious, nervous, or 

hopeless’ to which at least 100 participants had to answer ‘Yes’ was used to make sure the 

sample had a representative amount of individuals who might have exhibited symptoms of 

depression or generalized anxiety.  
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      The primary online survey contained 27 questions and took 15 minutes on average to 

complete. Each page of the electronic survey contained a single question or a small group of 

multiple-choice questions of the same theme. Participants had to click on the ‘Next’ button 

located at the bottom of each page to go to the next set of questions. The participants were able 

to go back to the previous pages to modify their answers. As outlined in the informed consent 

form, the participants were able to withdraw at any stage of the survey by closing the survey 

page. Incomplete questionnaires were not used in the data analysis. In order to avoid missing 

data due to incomplete answers all questions had to be fully answered unless participants chose 

to withdraw and close the survey.  

2.4 Data instruments 

 

      All the data were collected using a survey composed of the valid and reliable measures. 

Demographic data included age, gender, and location of residency that was based on Statistics 

Canada definitions42: rural and small town (population of 10,000 and below) and urban 

(population of 10,001 and above). Presented below are the brief summaries of survey 

instruments and, where applicable, notes on instrument reliability and validity. The full survey 

could be found in Appendix B. 

2.4.1 ICBT history 

 

      “Have you tried Internet-based cognitive behavioural therapy in past”? 

      In order to check for consistency this question was adapted and asked two times. Participants 

had a chance to read the short description of ICBT to become familiar with the concept before 

answering survey questions. The description was taken from Schneider’s study, which examined 

initial interest in ICBT among chronic pain patients27. This description was shortened and 
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modified to suit participants who might display symptoms of depressive and anxiety disorders. 

The full text of description could be found in Appendix C – Letter of Initial Contact. 

2.4.2 Mental health history 

      “In the last twelve (12) months, have you had a mental health condition for which you were 

hospitalized (as an inpatient or seen in the emergency department)”? 

2.4.3 PHQ-9 

 

      PHQ-9 is a 9-item depression assessment module from a full Patient Health Questionnaire. 

PHQ-9 is a widely used scale for assessing severity of depressive disorders and is known to 

possess both reliability and validity43. PHQ-9 is measured on a 4-point scale where 1 represents 

‘Not at all’ and 4 represents ‘Nearly every day’. The responses were totaled and divided into 5 

categories ranging from 0 to 4 where 0 stood for ‘Minimal to None’ and 4 stood for ‘Severe’ 

referring to depression symptoms. 

GAD-7 

 

      Seven-item General Anxiety Disorder scale (GAD-7) is a practical self-reported 

questionnaire, which is widely accepted as a reliable and valid measure of generalized anxiety 

disorder in the general population44. GAD-7 is measured on a 4-point scale where 1 represents 

‘Not at all’ and 4 represents ‘Nearly every day’. The responses were totaled and divided into 4 

categories ranging from 0 to 3 where 0 stood for ‘Minimal to None’ and 3 stood for ‘Severe’ 

referring to generalized anxiety disorder symptoms. 

2.4.4 Perceived financial concerns 

 

      “Has there ever been a time when you did not get health care because you were concerned 

about the cost”45? 
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      This is a personal interview construct that hasn’t been applied for web-delivered 

administration. In order to check for consistency this question has been adapted and asked four 

times. Perceived financial barrier questions were measured on Likert scale from 1 to 5, where 1 

stood for “Strongly disagree” and 5 represented “Strongly agree”. The totalled score ranged from 

4 to 20, where 4 indicated no financial concern while seeking treatment and 20 indicated very 

high financial concern that could be a barrier to treatment-seeking behaviour.     

2.4.5 Life chaos scale (LCS) 

 

      Concepts such as daily routine, ability to plan and anticipate the future, and being on time, 

were taken into the consideration while developing the first life chaos scale (LCS) for adults46. 

The 6-item life chaos scale administrated on 220 HIV outpatients with 6- and 12-month follow-

ups has demonstrated acceptable validity and reliability46. Life Chaos survey was measured on 

Likert scale from 1 to 5, where 1 stood for “Strongly disagree” and 5 represented “Strongly 

agree”. Totaled score ranged from 6 to 30, where 6 indicated absence of chaos in life (e.g. feels 

that life is organized) and 30 indicated severe chaos in life (e.g. feels that keeping a schedule is 

difficult).   

2.4.6 Perceived access to care (PAC)  

 

      Perceived Access to Care measurement was derived from the 1982 National Study of Access 

conducted by Louis Harris Associates and from the Medical Outcomes Study (MOS)47. The 

instrument was shown to be reliable and demonstrated construct validity47. PAC measures 

affordability, availability of care, convenience, and access to specialists48. Because the definition 

of affordability measure was closely related to Perceived Financial Barrier instrument, the first 

two questions that measured affordability were removed to avoid potential multicollinearity. The 

first part of Perceived Access to Care contained 7 questions each measured on Likert scale from 
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1 to 5, where 1 stood for “Strongly disagree” and 5 represented “Strongly agree”. Totaled score 

ranged from 7 to 35, where 7 indicated low perceived access to care (e.g. feels mental healthcare 

is inaccessible) and 35 indicated high perceived access to care (e.g. feels able to get mental 

healthcare when needed). 

2.4.7 Time barrier 

 
     The second part of Perceived Access to Care consisted of 3 multiple choice questions that 

measured the length of time it usually takes to obtain access to care, including commuting and 

wait time. These questions were extrapolated into a separate instrument called Time Barrier. 

Questions 1 and 2 were measured on a scale out of 6 and question 3 was measured on a scale out 

of 7. Lower score indicated shorter wait/drive time. Summed up score ranged from 3 to 19, 

where 3 indicated less than 15 minute doctor wait time/clinic drive time and 19 indicated the 

longest wait time/drive time.  

2.4.8 Autonomy preference index (API) 

      Autonomy Preference Index (API) is a 23-item scale developed in 1989 and has been shown 

to perform adequately on principles of internal construct reliability and validity49. API measures 

an individual’s desire to deal with health issues on their own instead of seeking professional 

help. For the purposes of this research out of 23 items of the original API, the first 6 items 

comprising decision making preference scale were selected as they comprehensively measured 

autonomy in health related decision making. This group of questions was measured on a 5-point 

scale where 1 stood for ‘Never’ and 5 stood for ‘Very often’. Summed up score ranged from 6 to 

30, where 6 indicated a weak desire for autonomy (e.g. feels the need to go along with doctor’s 

advice even when disagreeing) and 30 indicated a strong desire for autonomy (e.g. feels they 

should decide themselves how frequently a check-up is required). 
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2.4.9 Perceived need for care 

 

      General-practice Users Perceived-need Inventory (GUPI) is a one-page survey that captures 

need for mental health services50. In 2014, researchers used GUPI for a cross-sectional study on 

refugee health clinic attendants51. The authors of that study showed acceptable reliability and 

validity of GUPI. GUPI is measured using multiple choices ranging from 1 to 3, where 1 stands 

for ‘I would like my GP (general practitioner) to discuss this kind of help with me’, 2 stands for 

‘I don’t need to discuss this type of help’, and 3 – ‘I am already getting this kind of help, (either 

from my GP or somewhere else)’. The final score was binary where 1 stood for ‘demonstrates 

perceived need for mental health care or is currently receiving mental health help’ and 0 stood 

for ‘demonstrates no perceived need for mental health care’. Although the official instrument 

abbreviation is GUPI50, for increased readability the instrument was referred to as Perceived 

Need for Care. 

2.4.10 Self-stigma of seeking help (SSOSH) 

 

      Perceived Public Stigma measures an individual`s belief regarding discrimination against 

people with mental health disorders by the general public52. Individuals, who internalize 

perceived public stigma, develop self-stigma that influences the intent of individuals towards 

seeking help52. Self-stigma of Seeking Help (SSOSH) measurement was used in 5 studies that 

provided evidence of a unidimensional factor structure and acceptable reliability35. SSOSH 

measurement was deemed adequate for conducting research35 and has been adapted by other 

researchers, such as a 2013 study by Owen on seeking therapy53. SSOSH contained 10 items 

measured on Likert scale from 1 to 5, where 1 stood for “Strongly disagree” and 5 represented 

“Strongly agree”.  Totaled score ranged from 10 to 50, where 10 indicated absence of self-stigma 
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(e.g. feels that self-confidence would not be threatened if seeking professional help) and 50 

indicated severe self-stigma (e.g. feels inadequate if went to a mental therapist). 

2.4.11 Computer self-efficacy  

      Compeau and Higgins developed a 10-item computer self-efficacy measure in 199554. This 

reliable construct assesses individual’s perceived self-efficacy at accomplishing various 

computer tasks and satisfies the major conditions for construct validity54. Since 1995, this 

measure has been widely adopted by the researchers as an accurate assessor of computer self-

efficacy27 55. This survey was measured on a scale from 0 to 10, where 0 stood for “No” or not 

able to complete the described task, and 10 stood for ‘Totally Confident’ in performing the task. 

Summed up score ranged from 0 to 100, where 0 indicated no confidence at all while using a 

computer and 100 indicated that user feels totally confident while using a computer. 

2.4.12 Computer anxiety  

      The original 19-item Computer Anxiety Rating Scale (CARS) was developed in 1987 and 

demonstrated internal consistency validity and adequate discriminant validity56. Compeau and 

Higgins, in developing the computer self-efficacy measure noted that CARS contained 

measurements that assessed dimensions outside of computer anxiety54. Compeau and Higgins 

chose a sub-domain of CARS that consisted of 4 questions that seemed best at capturing anxiety 

associated with computer use54. The 4-item sub-domain was successfully utilized in several 

studies and has been incorporated in the survey for this study55. The potential correlation 

between CARS and 10-item computer self-efficacy measure27 was mitigated by using 4-item 

subdomain of CARS. The sub-domain was measured on Likert scale from 1 to 7, where 1 stood 

for “Strongly disagree” and 7 represented “Strongly agree”. Totaled score ranged from 4 to 28, 
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where 4 indicated complete absence of computer anxiety and 28 indicated severe computer 

anxiety. 

2.4.13 Interest in using ICBT 

 

     “I would use an ICBT program if it were available.” 

      Continuous variable on Likert scale from 1 to 7, where 1 stands for “Strongly disagree” and 7 

represents “Strongly agree”. In order to check for consistency this question has been adapted and 

asked six times. Summed up score ranged from 6 to 42, where 6 indicated no interest in learning 

about or engaging in ICBT and 42 indicated a strong desire to learn about or be engaged in 

ICBT. Internal consistency of Interest in ICBT measure was tested using Chronbach’s alpha 

tested which resulted in acceptable internal consistency at alpha = 0.79. 

2.5 Data analysis 

2.5.1 Preliminary data analysis 

  

      The aim of preliminary analyses was to identify data issues as multicollinearity and 

heteroscedasticity, and to attempt to make data satisfy ordinary least square regression 

assumptions. Preliminary data analysis also included summary statistics employed in descriptive 

tables distributed by residency categories (rural, urban) as well as by gender (female, male). 

Descriptive analyses were also conducted in order to account for response rate and response bias. 

T-test statistics was applied to check for statistically significant group of means with association 

to perceived interest in ICBT. The descriptive statistics aimed to establish the difference in 

observed variables between males and females separately in rural and urban groups. Continuous 

variables were transformed into categorical measures to conduct T-test.  
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       Correlation analysis was included to test for multicollinearity that could potentially skew the 

primary analysis results. Finally, assessment of the distribution of the dependent variable was 

conducted in order to check for skewed distribution. All analysis was performed in Stata Data 

Analysis and Statistical Software, version 13.0.  

2.5.2 Variable distribution analysis 

 

      The underlying assumption of statistical modeling is that it must have one or more 

independent variables that are measured on categorical, continuous, or ordinal levels. Variable 

description including standard deviation, mean, minimum and maximum ranges, and 

measurement type is available in Appendix D, Table 1. 

      Perceived interest in ICBT was measured continuously with the final score ranging from 6 to 

42 with a mean of 26.72 and standard deviation of 6.08. The resulting histogram (refer to Figure 

1) shows a right skewed frequency curve with a dense frequency around 22-24 points on 

continuous measure. Visual inspection conclusion supported by Shapiro-Wilk W test revealed 

that Perceived Interest in ICBT was not normally distributed. 
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Figure 1: Histogram of perceived interest in ICBT, continuous measure 
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      Among structural barriers, the time barrier and perceived financial concerns were not 

normally distributed as per Shapiro-Wilk W test in Stata. Hypothesis that API (attitudinal 

barrier) and Computer Anxiety (ICBT-specific barrier) are normally distributed was rejected by 

Shapiro-Wilk W test. To aid non-normality the time barrier was square transformed and API was 

square root transformed as per suggestion of ladder command in Stata. No transformation 

produced by ladder command for computer anxiety and perceived financial concerns variables 

was able to significantly aid non-normality. Table summarizing the results of Shapiro-Wilk W 

test can be found in the Appendix D, Table 2. 

2.5.3 Independence of observations between PHQ-9 and GAD-7 

 

Multicollinearity test was conducted for PHQ-9 and GAD-7 scores and revealed 77% 

correlation between two sets of independent variables. PHQ-9 and GAD-7 scores were identified 

as highly correlated, which suggested the need for two separate models: depression symptoms 

and anxiety symptoms. In order to test for presence or absence of depression and anxiety 

symptoms two new binary variables called AnxietySymptoms and DepressionSymptoms were 

compiled by looking at GAD-7 and PHQ-9 scores greater than 10, which indicates a clinically 

significant condition and is considered to be an optimal cut-off point for diagnosing depression57. 

One third of the participants scored 10 or more on PHQ-9 (n = 59; 30%) and less than a quarter 

scored 10 or more on GAD-7 (n = 44, 22%). Slightly below one fifth of the survey recruits 

scored above 2 on both GAD-7 and PHQ-9 (n = 34; 17%). 

The bivariate analysis on both models identified no significant difference in barrier 

associations between the two groups (Table 1). Among the structural barrier group, neither 

anxiety symptom group nor depression symptom group showed significant association with the 

time barrier (p = .171; p = .132). Among attitudinal barriers, only API was not significantly 
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related to either anxiety symptom group or to depressed symptom groups (p = 0.489; p = 0.388). 

Lastly, regression results revealed that both groups of symptoms were not statistically 

significantly associated with computer self-efficacy (p = 0.555; p = 0.513). The analysis showed 

a significant relationship between the rest of the barriers and symptom groups but established no 

significant difference in means between the two groups. Below table is the summary of the 

findings described in t-test and p-statistics. 
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Table 1: Series of bivariate OLS regressions between barriers and Anxiety Symptoms and Depression Symptoms  

 Anxiety Symptoms Depression Symptoms 

Barrier Variable t P > |t| t P > |t| 

Perceived Access to Care -2.51 0.013* -2.87 0.004** 

Time Barrier -1.38 0.171 -1.51 0.132 

LCS 5.26 0.000*** 5.73 0.000*** 

Perceived Financial Concerns 5.66 0.000*** 5.90 0.000*** 

SSOSH 3.16 0.002** 3.14 0.002** 

API -0.69 0.489 -0.87 0.388 

Perceived Need for Care 3.81 0.000*** 3.84 0.000*** 

Computer Self-efficacy 0.59 0.555 -0.66 0.513 

Computer Anxiety 3.28 0.001** 2.42 0.017* 

* - significant at 5% level, ** - significant at 1% level, *** - significant at 0.1% level; 
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      These findings substantiate the formulation of a combined variable to understand the overall 

association between the barriers and presence of depression or anxiety symptoms. Binary 

explanatory variable Depression or Anxiety Symptoms (DAS) was developed by looking at 

GAD-7 or PHQ-9 scores greater than 10 (moderate severity: possibly clinically significant 

condition). The decision to chose binary variable type instead of continuous was driven by both 

simplicity and regression analysis outcome (Appendix D, Table 3) showing that interest in ICBT 

was not associated with continuous PHQ-9 and GAD-7. Slightly more than third of the 

participants were identified as having moderate depression or anxiety symptoms (n = 69, 35%).  

2.5.4 Independence of observations between barrier variables 

 

      Barrier variables were broken into three groups representing their corresponding barrier 

category. Multicollinearity tests were applied within each group. The first groups consisted of 

structural barriers: perceived financial concerns, perceived access to care, time barrier, and LCS. 

Mean variance inflation factor (VIF) tested by Stata collin command was 1.33 with the 

maximum VIF of 1.56 for overall perceived access which implies absence of multicollinearity.       

The second group included attitudinal barriers: SSOSH, API, and perceived need for care. Mean 

VIF between attitudinal factors was 1.02 with no significant deviation across the factors. Last 

group contained ICBT-specific barriers: computer self-efficacy and computer anxiety with mean 

VIF of 1.04. Multicollinearity tests concluded no presence of interdependence of observation 

across studied groups thus satisfying OLS regression assumption. 

2.5.5 Heteroscedasticity  

      Absence of heteroscedacticity among residuals in OLS regression is a required assumption to 

deem validity of the results. White’s test for homoscedasticity against unrestricted forms of 

heteroscedasticity was used post-regression to assess residual distribution. In the instances of 
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failed assumption of homoskedasticity of error terms, the OLS model was corrected for 

heteroscedasticity using HC3: alternative bias correction for the robust variance calculation for 

small sample size models.  

2.6 Primary data analysis 

      To answer objective 1, the difference in perception of ICBT between a group exhibiting 

symptoms of mental health disorder and symptom-free group was analyzed in a multi-step 

approach. OLS regression was used to test for statistically significant difference in interest in 

ICBT between Group 1: consisting of individuals with mood disorder symptoms and Group 2: 

consisting of symptom-free individuals. OLS regression also tested if interest in ICBT changed 

with increased mental disorder symptom severity.  

      Objective 2 was focused on examining direct effects of the barriers on interest in ICBT while 

objective 3 aimed to examine indirect effects. Direct relationships on interest in ICBT were 

explored using multivariable OLS regression model. Skewness/Kurtosis test for normality of 

residuals and visual assessment of residual plots was performed after each regression model to 

validate OLS assumption of normally distributed residuals. Under the assumption that all barriers 

are statistically associated with deviation in interest in ICBT, the following hypothetical model 

was proposed: 

      Interest in ICBT = 0 + 1*perceived access to care+ 2*time barrier 

      + 3*LCS + 4*perceived financial concerns  

      + 5*perceived need for care + 6*SSOSH + 7*API  

      + 8*computer self-efficacy + 9*computer anxiety  

      + 10*age + 11*gender + 12*residency + 12*DAS  
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      Objective 3 was analyzed using a path analysis technique. Bivariate regressions were used to 

understand the association of between barriers within the barrier categories (e.g. association of 

financial concerns with chaos in life, both of which belong to structural barriers group). 

Thereafter, the effect of each barrier on interest in ICBT was then examined in a series of follow-

up bivariate regressions. Mediated relationships (e.g. older age might be mediating the negative 

impact of life chaos on interest in ICBT) were also studied by applying OLS regressions on 

barriers and presence of mental disorder symptoms. Lastly, model consisting of statistically 

significant barriers and association with interest in ICBT was developed.  

 

CHAPTER 3: Results 

3.1 Descriptive analysis of independent variables 

      In total 200 individuals across the province of Saskatchewan completed the research survey; 

100 participants came from urban locations and 100 from rural with population of 10,000 or less. 

The number of female participants outweighed the number of male participants: 141 female vs. 

56 male with 3 survey recruits identifying their gender other than male or female. Average age of 

overall participants was 43 years old, with the female group on average being younger than the 

male group (41 vs. 48 years old).  

      Almost half of the participants (n = 96; 48.0%) reported having minimal or no symptoms of 

general anxiety disorder. Urban participants (n = 29; 29.9%) expressed moderate to severe 

generalized anxiety symptoms more often compared to rural area participants (n = 14, 14%). No 

statistically significant differences in means among observed variables were established by T-test 

statistics. The majority reported having some symptoms of depression with 51% rural and 63.9% 

of urban individuals scoring mild to severe according to PHQ-9. Across both urban and rural 
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areas females displayed more symptoms of depression (66% females vs. 35.7% males) or anxiety 

(61.7% females vs. 25% males). Statistically significant difference in means between females 

and males was observed in severe GAD-7 rural group (P-value = 0.03). 

      Most participants reported perceived need for practitioner’s intervention (n = 160, 81.2%) as 

opposed to individuals who indicated no desire to discuss emotional problems with their general 

practitioner. In response to a question on the reasons that stopped them from seeking mental 

health help, 15% stated that they “prefer to manage myself” while only 2% reported that they 

“didn’t think anything would help”. Around three quarters (n = 151, 76%) stated having medium 

to high barriers to accessing mental health care including cost, inconvenient location, and access 

to emergency. More than half (n = 110, 55.8%) reported long wait times compared to quick or 

medium wait times. Perceived life chaos was similar among rural (n = 48; 48%) and urban (n = 

42, 43.2%) participants.  About half reported financial conditions as a moderate to severe barrier 

to engaging in mental health treatment (n = 103, 52.2%). 

      Almost half of the participants had a strong desire to deal with their everyday health 

problems on their own (n = 80, 40.6%). The majority reported seeking psychological 

professional help would have a moderate to severe negative influence on their self-esteem and 

self-confidence (n = 154, 78.2%). Self-reported computer self-efficacy was not significantly 

different between urban and rural surveyed groups with 90% (n=90) rural and 92.8% (n=90) 

urban participants reporting average to high efficiency in operating a computer device. Computer 

anxiety was also similar between urban and rural groups: 58% (n=58) rural and 57.8% (n=56) 

urban participants reported none or mild anxiety while operating a computer device. Table 2 

below shows descriptive results and T-statistics by location of residence and gender.  
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Table 2: Age, symptom, and barrier characteristics of individuals participating in Qualtrics Survey (July 2017) 

Descriptive 

Category  

Rural (50%, n = 100) Urban (48.5%, n =97*) 

Female(70%, 

n=70)  

Male (30%, 

n=30)  
DF P-value 

Female(73.2%, 

n=71)  

Male(26.8%, 

n=26)  
DF 

P-

value 

Age Category (%; n) 

18-21 5.0 (5) 1.0 (1) 4 N/A 6.2 (6) 2.1 (2) 6 0.23 

22-38 20.0 (20) 6.0 (6) 24 0.38 38.1 (37) 9.3 (9) 44 0.23 

39-64 33.0 (33) 16.0 (16) 47 0.42 25.8 (25) 15.5 (15) 38 0.45 

65-75 12.0 (12) 7.0 (7) 17 0.65 3.1 (3) 0.0 (0) N/A N/A 

GAD 7 (%; n) 

Minimal or None 32.0 (32) 25.0 (25) 55 0.12 22.3 (22) 17.5 (17) 37 0.95 

Mild 26.0 (26) 3.0 (3) 27 0.28 24.7 (24) 5.2 (5) 27 0.94 

Moderate 9.0 (9) 0.0 (0) N/A N/A 17.5 (17) 2.1 (2) 17 0.87 

Severe 3.0 (3) 2.0 (2) 3 0.03 8.2 (8) 2.1 (2) 8 0.20 

PHQ 9 (%; n)  

Minimal or None 26.0 (26) 23.0 (23) 47 0.17 22.3 (22) 13.4 (13) 33 0.62 

Mild 23.0 (23) 3.0 (3) 24 0.45 23.7 (23) 7.2 (7) 28 0.51 

Moderate 15.0 (15) 3.0 (3) 16 0.67 10.3 (10) 4.1 (4) 12 0.50 

Moderately Severe 5.0 (5) 0.0 (0) N/A N/A 9.3 (9) 2.1 (2) 9 0.42 

Severe 1.0 (1) 1.0 (1) N/A N/A 7.2 (7) 0.0 (0) N/A N/A 

Perceived Need for Care (%; n)  

Perceived Need 60.0 (60) 23.0 (23) 81 0.37 59.8 (58) 19.6 (19) 75 0.55 

No Perceived Need 10.0 (10) 7.0 (7) 15 0.65 13.4 (13) 7.2 (7) 18 0.40 

Perceived Access to Care (%; n)  

Low (<=18) 17.0 (17) 7.0 (7) 22 0.57 21.7 (21) 3.1 (3) 22 0.38 

Medium (<=28) 41.0 (41) 19.0 (19) 58 0.51 38.1 (37) 19.6 (19) 54 0.68 

High (>29) 12.0 (12) 4.0 (4) 14 0.32 13.4 (13) 4.1 (4) 15 0.83 

Time Barrier (%; n) 

Quick Wait (<9) 3.0 (3) 0.0 (0) N/A N/A 3.1 (3) 4.1 (4) 5 0.50 

Medium Wait 

(<15) 

31.0 (31) 16.0 (16) 
45 0.44 

24.7 (24) 6.2 (6) 
28 0.93 

Long Wait (>=15) 36.0 (36) 14.0 (14) 48 0.97 45.4 (44) 16.5 (16) 58 0.64 

LCS (%; n) 

Low (<15) 37.0 (37) 11.0 (11) 46 0.23 27.8 (27) 13.4 (13) 38 0.82 

Medium (<23) 25.0 (25) 19. (19) 42z 0.53 43.3 (42) 12.4 (12) 52 0.80 

High (>=23) 8.0 (8) 0.0 (0) N/A N/A 2.1 (2) 1.0 (1) N/A N/A 

Perceived Financial Concerns (%; n) 

None (<=4) 17.0 (17) 5.0 (5) 20 0.62 4.1 (4) 2.1 (2) 4 0.88 

Minimal/Mild (<9) 21.0 (21) 16.0 (16) 35 0.19 18.6 (18) 11.3 (11) 27 0.57 

Moderate (<15) 20.0 (20) 7.0 (7) 25 0.39 29.9 (29) 8.2 (8) 35 0.99 

Severe (>=15) 12.0 (12) 2.0 (2) 12 0.61 20.6 (20) 5.2 (5) 23 0.79 

SSOSH (%; n) 

None to Mild (<20) 20.0 (20) 8.0 (8) 26 0.49 14.4 (14) 1.0 (1) N/A N/A 

Moderate (<30) 30.0 (30) 13.0 (13) 41 0.91 33.0 (32) 14.4 (14) 44 0.68 

Moder. Severe 

(<40) 

19.0 (19) 8.0 (8) 
25 0.21 

23.7 (23) 10.3 (10) 
31 0.72 

Severe (>=40) 1.0 (1) 1.0 (1) N/A N/A 2.1 (2) 1.0 (1) N/A N/A 

API (%; n) 

Weak (<16) 10.0 (10) 7.0 (7) 15 0.70 16.5 (16) 3.1 (3) 17 0.62 

Medium (<20) 26.0 (26) 16.0 (16) 40 0.79 25.8 (25) 14.4 (14) 37 0.41 

Strong (>=20) 34.0 (34) 7.0 (7) 39 0.41 30.9 (30) 9.3 (9) 37 0.76 

Computer Self-efficacy (%; n) 

Low (<50) 7.0 (7) 3.0 (3) 8 0.12 5.2 (5) 2.1 (2) 5 0.28 

Average (<75) 37.0 (37) 12.0 (12) 47 0.79 44.3 (43) 15.5 (15) 56 0.11 

High (>=75) 26.0 (26) 15.0 (15) 39 0.79 23.7 (23) 9.3 (9) 30 0.29 

Computer Anxiety (%; n) 

None (<5) 14.0 (14) 11.0 (11) 23 0.10 18.6 (18) 9.3 (9) 25 0.15 

Mild (<10) 25.0 (25) 8.0 (8) 31 0.64 24.7 (24) 5.2 (5) 27 0.34 

Moderate (<20) 28.0 (28) 7.0 (7) 33 0.30 24.7 (24) 12.4 (12) 34 0.04 

Severe (>=20) 3.0 (3) 4.0 (4) 5 0.06 5.2 (5) 0.0 (0) N/A N/A 

* The total of 3 participants were excluded from descriptive analysis as they declared gender other than Male or Female 
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3.2 Presentation of the findings 

The aim of this section is to present findings of each research objective as well as draw 

statistical conclusions for the hypothesis being accepted or rejected. The section divided into two 

parts: association of symptoms of depression and anxiety with common barriers to seeking 

mental health services and association of common barriers with perceived interest in ICBT. Each 

part presents a research objective, and corresponding statistical findings.  

3.2.1 Symptom presence and common attitudinal, structural, and computer barriers 

 

The goal of this research objective is to examine whether the presence of symptoms of 

depression or generalized anxiety are associated with barriers to seeking mental health services. 

Series of bivariate OLS regressions were utilized to answer research questions 1, 2, and 3. Table 

3 contains analysis on a barriers for answering research question 1, 2, and 3. In order to answer 

research question 1 on understanding the association between structural barriers and interest in 

ICBT the following barriers were assessed: Perceived Access to Care, Time Barrier, LCS (life 

chaos scale), and Perceived Financial Concerns. For answering question 2 on association of 

attitudinal barriers and interest in ICBT the following barriers were assessed: SSOSH (self-

stigma of seeking help), API (autonomy preference index), and Perceived Need for Care. Lastly, 

to answer research question 3 on association of ICBT-specific barriers and interest in ICBT 

Computer Self-efficacy and Computer Anxiety barriers were examined. 

OLS regression models’ results reported in Table 3 established that the presence of 

symptoms of depression or anxiety (DAS) after controlling for respondent’s age, gender, and 

location of residence is significantly associated with lower perceived access to mental healthcare, 

higher perceived financial concerns, as well as higher chaos in life.  
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OLS regression models’ results on attitudinal barriers showed that the presence of depression 

or generalized anxiety symptoms was significantly associated with self-stigma of seeking help 

and perceived need for therapist intervention. OLS regression established that DAS was not 

significantly associated with respondent’s desire to deal with their symptoms on their own. 

OLS regression models’ outcomes determined no statistically significant association between 

presence of depressive or anxiety symptoms and computer self-efficacy. However, a significant 

association was observed between symptom presence and higher levels of computer anxiety. 
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Table 3: Series of multivariable OLS regressions between barriers and DAS controlling for age, gender, and location 

Model Predictors Coeff. t P > |t| R2 

Perceived Access to Care DAS -2.71728 -3.20 0.002** 0.0658 

Age  .01674 0.66 0.511 

Gender -.9617028 -1.67 0.096 

Residency .6694113 0.83 0.409 

Time Barrier DAS -.8767049 -1.81 0.072 0.0340 

Age .0027186 0.19 0.852 

Gender .2790582 0.85 0.395 

Residency .7515291 1.63 0.105 

LCS DAS 3.340553 5.07 0.000*** 0.1696 

Age -.0429592 -2.18 0.031* 

Gender -.4932968 -1.11 0.270 

Residency -.4881552 -0.78 0.438 

Perceived Financial Concerns DAS 3.42633 6.14 0.000*** 0.2619  

 Age -.0275553 -1.65 0.101 

Gender -.6266551 -1.66 0.099 

Residency 1.471165 2.76 0.006** 

SSOSH DAS 3.55154 3.26 0.001*** 0.1478 

Age  -.0857181 -2.63 0.009** 

Gender 2.463049 3.35 0.001*** 

Residency .4117367 0.40 0.692 

API DAS -.7218374 -1.20 0.232 0.0293 

Age .0131866 0.73 0.466 

Gender -.784789 -1.93 0.056 

Residency -.0255536 -0.04 0.965 

Perceived Need for Care DAS .2421993 4.19 0.000*** 0.1301 

Age -.0011979 -0.69 0.490 

Gender -.0912774 -2.33 0.021* 

Residency -.0832614 -1.51 0.133 

Computer Self-efficacy DAS 2.157689 0.80 0.426 0.0086 

Age  .0473787 0.58 0.560 

Gender .0324577 0.02 0.986 

Residency -2.188283 -0.85 0.398 

Computer Anxiety DAS 2.151129 2.48 0.014* 0.0577 

Age -.0374352 -1.44 0.152 

Gender -.5879075 -1.00 0.319 

Residency -.7689446 -0.93 0.355 

* - significant at 5% level, ** - significant at 1% level, *** - significant at 0.1% level;  

 

 

 
 
 
 
 
 



37 

3.2.2 Interest in ICBT and common attitudinal, structural, and computer barriers 

 

The goal of this section is to answer objective 2 employing multivariable regression analyses. 

Objective 2 aimed to understand associations between interest in ICBT and the barriers. The 

analysis was done in a two-step approach. First, a series of multivariable regressions were 

applied to understand how each one of the barrier variables correlated with interest in ICBT 

(Table 4). Second, the significant statistical variables were combined in the final multivariable 

regression model to understand the overall association of the barriers with interest in ICBT 

(Table 5). 

The results of the series of multivariable regressions controlling for demographic and 

symptom variables discovered that structural barriers were not statistically significantly 

associated with interest in ICBT. Among attitudinal barriers, higher perceived need for therapist 

intervention and lower self-stigma of seeking help were associated with higher interest in ICBT, 

while desire for autonomy showed no significant association. Both ability to operate a computer 

device and presence of computer anxiety were statistically significantly correlated with desire to 

learn more about or engage in ICBT. 
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Table 4: Series of multivariable regressions between interest in ICBT and barriers to seeking mental health help 

controlling for age, gender, location, and symptoms 

Barrier Class Control Var. Coeff. t P > |t| R2 

Structural Barrier Perceived Access to Care -.0422729 -0.53 0.597 0.0122 

Age  -.0192591 -0.68 0.498 

Gender -.1715954 -0.27 0.790 

Residency .1655005 0.18 0.855 

DAS .7932823 0.82 0.414 

Structural Barrier Time Barrier -.0923635 -0.66 0.510 0.0130 

Age -.0197157 -0.70 0.487 

Gender -.1051666 -0.16 0.870 

Residency .2066163 0.23 0.820 

DAS .8271742 0.87 0.386 

Structural Barrier LSC .0571307 0.56 0.579 0.0123 

Age -.0175125 -0.61 0.542 

Gender -.102759 -0.16 0.873 

Residency .1650911 0.18 0.855 

DAS .7173017 0.71 0.476 

Structural Barrier Perceived Financial Concerns .2115989 1.76 0.080 0.0263 

Age -.0141361 -0.50 0.618 

Gender .0016582 0.00 0.998 

Residency -.1740945 -0.19 0.849 

DAS .183142 0.18 0.858 

Attitudinal Barrier SSOSH -.2397843 -2.87 0.005** 0.0864 

Age -.0405206 -1.60 0.112 

Gender .4596593 0.70 0.482 

Residency .2359305 0.27 0.790 

DAS 1.759753 1.62 0.108 

Attitudinal Barrier API .1212807 1.08 0.281   0.0167 

Age -.021566 -0.76 0.447 

Gender -.0357616 -0.06 0.956 

Residency .1403016 0.16   0.876 

DAS .9956947 1.05 0.294 

Attitudinal Barrier Perceived Need for Care 4.963172 4.55 0.000**

* 

0.1063 

Age -.012228 -0.51 0.607 

Gender .3443064 0.54 0.591 

Residency .5253752 0.65 0.517 

DAS -.0013254 -0.34 0.733 

ICBT-specific Barrier Computer Self-efficacy .0621431 2.19 0.030* 0.0422 

Age -.022911 -0.92 0.359 

Gender -.1329584 -0.29 0.772 

Residency .2731892 0.30 0.762 

DAS .7740642 0.79 0.431 

ICBT-specific Barrier Computer Anxiety -.2102449 -2.90 0.004** 0.0479 
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Age -.0278373 -1.12 0.265 

Gender -.2545459 -0.49 0.624 

Residency -.0244642 -0.03 0.979 

DAS 1.360414 1.35 0.177 

* - significant at 5% level, ** - significant at 1% level, *** - significant at 0.1% level; 
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The final multivariable regression model was employed in order to answer objective 2 by 

assessing association of the barriers on perceived interest in ICBT controlling for demographic 

and symptom variables. Despite the above results suggesting that structural barriers were not 

correlated with interest in ICBT, perceived access to care was included in the model due to 

evidence associating ICBT with simplified access to care6. Self stigma of seeking help and 

perceived need for therapist intervention were included in the model due to their significant 

association with interest in ICBT as supported by the results of the series of multivariable 

regressions.  

Table 5 shows the statistically significant association of interest in ICBT with perceived 

access to care, self-stigma, perceived need for care, computer anxiety, while computer self-

efficacy did not show statistically significant correlation (p > |t| = 0.12). The model explained 

21.4% of variability within interest in ICBT (R2 = 0.214). Overall, the results suggest that higher 

interest in ICBT is associated with higher perceived need for therapist intervention, lower 

computer anxiety, lower perceived access to care and lower self-stigma of seeking help. 
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Table 5: Multivariable regression model on interest in ICBT and select barriers to seeking mental health help 

controlling for age, gender, and location 

Dependent Variable Control Variables Coeff. t P > |t| R2 

Perceived Interest in 

ICBT 

Perceived Access to Care -.1621188 -2.17 0.031 * 0.2143 

SSOSH -.2020637 -3.40 0.001 *** 

Perceived Need for Care 4.648496 4.37 0.000*** 

Computer Self-efficacy .0365301 1.56 0.120 

Computer Anxiety -.1601547 -2.20 0.029* 

Age  -.0367312 -1.41 0.161 

Gender .5398022 0.90 0.372   

.7693472   

.8234398     

0.93   

0.351  

 

Residency .6727519 0.82 0.415 

DAS .325095 0.34 0.731 

* - significant at 5% level, ** - significant at 1% level, *** - significant at 0.1% level; 
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3.3.3 Path analysis model 

        The theoretical framework for the proposed structural equation model incorporated results 

from regression analyses. Previously established associations between symptoms and barriers 

were utilized in the model to create indirect association of symptoms on perceived interest in 

ICBT. The direct association variables were taken from the final multivariable regression model: 

perceived access to care, self-stigma of seeking help, perceived need for therapist intervention in 

intervention, and computer self-efficacy. Computer self-efficacy was applied as a mediator to 

computer anxiety in order to examine whether computer anxiety has an indirect association on 

interest in ICBT. This choice of mediating variable relationship was based on previous research 

showing the role of computer self-efficacy in mediating computer anxieties on perceived ease of 

use in e-learning33.  

      The financial concern barrier was applied to treatment accessibility as a mediating variable 

that is indirectly associated with Interest in ICBT.  This choice was supported by the evidence 

showing financial concerns to be impactful to the overall perception of treatment accessibility42. 

Life chaos scale was also applied to access to care as a mediating variable as instability in life 

could lead to difficulty with accessing health care41, which could impact perceived treatment 

accessibility. Moreover, data analysis was also conducted in order to solidify inclusion of 

mediating variables: bivariate regression analysis showed that higher financial concern was 

correlated with lower perceived access to care (R2 = 0.14, p > |t| = 0.00) and higher life chaos 

was also related to lower levels of perceived access (R2 = 0.10, p > |t| = 0.00). 
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Figure 2: Structural equation model: Perceived Interest in ICBT 
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Table 6: Parameter Estimates – Structural equation model (reporting significant results) 

 

Path Variable Coefficient z P>|z| 

DAS -> Perceived Financial Concerns 3.42633 6.22 0.000*** 

Residency -> Perceived Financial Concerns 1.471165 2.80 0.005** 

Perceived Financial Concerns -> Perceived Access to Care -.4059676 -4.40 0.000*** 

DAS -> LCS 3.340553 5.14 0.000*** 

Age -> LCS -.0429592 -2.20 0.028* 

LCS -> Perceived Access to Care -.2580073 -3.11 0.002** 

Perceived Access to Care -> Interest in ICBT -.1493228 -2.05 0.041* 

DAS -> SSOSH 3.55154 3.31 0.001*** 

Age -> SSOSH -.0857181 -2.66 0.008** 

Gender -> SSOSH 2.463049 3.39 0.001*** 

SSOSH -> Interest in ICBT -.1808414 -3.29 0.001*** 

DAS -> Perceived Need for Care .2421993 4.24 0.000*** 

Gender -> Perceived Need for Care -.0912774 -2.36 0.018* 

Perceived Need for Care -> Interest in ICBT 4.503725 4.56 0.000*** 

DAS -> Computer Anxiety 2.151129 2.51 0.012* 

Computer Anxiety -> Computer Self-Efficacy -.6102025 -2.90 0.004** 

Computer Self-efficacy -> Interest in ICBT .0458575   2.01 0.044* 
* - significant at 5% level, ** - significant at 1% level, *** - significant at 0.1% level; 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



45 

The results depicted in Figure 2 and Table 6 show that the negative association of perceived 

financial concerns and life chaos on interest in ICBT was mediated by perceived access to care 

(β = -.41, p= .000; β = -.26, p= .002). Presence DAS and lower age were statistically 

significantly correlated with LCS (β = 3.34, p= .000; β = -.04, p= .028) while positive DAS and 

rural residency had a significant direct association with perceived financial concerns (β = 3.42, 

p= .000; β = 1.47, p= .005). Computer anxiety also showed indirect negative association on 

interest in ICBT mediated by computer self-efficacy (β = -.61, p= .004). The association between 

presence of DAS and higher computer anxiety was significant (β = 2.15, p= .012).  

Significant direct association on interest in ICBT was observed for the following variables: 

perceived access to care (β = -.15, p= .041), self-stigma (β = -.18, p= .001), need for care (β = 

4.50, p= .000), and computer self-efficacy (β = .05, p= .044). Higher interest in ICBT was 

associated with lower perceived access to care, lower self-stigma, presence of c, and higher 

computer self-efficacy. DAS, lower age, and male gender were significantly correlated with 

higher SSOSH (β = 3.55, p= .001; β = -.08, p= .008; β = 2.46, p= .001) while DAS and female 

gender were significantly related to need for care (β = .24, p= .000; β = -.09, p= .008). Goodness 

of fit Chi-Square test established a poor fit at chi2(18) = 93.12 and Prob > chi2 = 0.00. Chi 

square test for evaluating models increases in precision with larger sample sizes, and is often 

inaccurate for small sample size models58.  

CHAPTER 4: Discussion 

       The aim of this chapter is to discuss and interpret the significance of the results presented in 

chapter 3. It starts with interpreting new understandings around implications of the barriers on 

individuals with depression or anxiety symptoms. The next section discusses significance of 
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discovered associations between the berries and interest in ICBT. The chapter concludes with 

section on limitations of the presented research. 

4.1 Depression or generalized anxiety symptoms and the barriers 

 

Although the initial recognition and implementation of ICBT for depression and anxiety 

treatment in Canadian provincial healthcare has been achieved19, ICBT integration and ICBT 

policy development still lacks evidence on how interactions between barriers could exclude 

individuals with an unmet need from engaging in this method of treatment. The main objective 

of this study was aiming at filling this knowledge gap by developing a framework that presents 

direct and mediating effects of the barriers on interest in ICBT in order to drive policy 

recommendation on expanding access to ICBT. The study uncovered a number of barriers and 

the pathways between the barriers to be associated with interest in ICBT. 

The first objective of this research was to examine the perception of mental health barriers 

and ICBT-specific barriers between symptom and symptom-free groups. Previous research has 

shown that structural barriers for seeking treatment become more prominent as the severity of 

depression or generalized anxiety disorder symptoms increase24. Cost and insurance concerns 

remain prevalent despite Canada being among other developed countries that provide health 

insurance policies that pay for a significant portion of healthcare24.  The findings of this research 

corroborate previous evidence that the presence of depression or generalized anxiety symptoms 

is positively associated with increase in financial concerns related to mental health treatment.  

Similar to financial barriers, accessibility barriers could also play a part in decision-making 

approaches of patients. Research conducted in the past revealed large treatment gaps in 

depression and generalized anxiety disorder groups (56.3% and 57.5% respectively) despite the 

presence of effective treatment for those disorders25. The findings of this research reiterated the 
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conclusion established in previous research i.e., individuals displaying depression or generalized 

anxiety symptoms reported lower access to mental health care compared to the symptom-free 

group.  

Interestingly an important aspect of accessibility, longer clinic wait-time, was not correlated 

with depression or generalized anxiety symptoms despite other studies suggesting that lack of 

time is an important practical barrier26. This finding could potentially be explained by the 

wording of Time Barrier instrument, which aims to capture wait-time perceptions of the general 

public. For example, one of the questions in Time Barrier reads as: "Once you get to this 

clinic/office, how long do you usually have to wait to see the person with whom you made an 

appointment". This generalized approach in measuring the relationship between time barrier and 

depression or generalized anxiety symptoms is a limitation of this study. Therefore, this study 

was unable to reject the hypothesis that wait-time is associated with the symptoms of depression 

or anxiety. 

Treatment accessibility is known to be associated with instability, inability to anticipate the 

future, and plan ahead46. Assessing how chaos in life relates to depression or anxiety symptoms 

could provide some context on how individuals displaying the symptoms engage with health 

care. The results presented by this research showed that higher life chaos was positively related 

with the presence of depression or generalized anxiety symptoms. This finding corroborated 

evidence from Wong et al. that life chaos is strongly associated with worse mental health46. The 

authors of the original life chaos study stated that given the nature of the study they were not able 

to determine whether life chaos lead to worse mental heath or worse mental heath lead to higher 

life chaos but theorized that relationship might be bi-directional46. Overall, the findings of this 
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research supported the hypothesis that there is an association between structural barriers to 

mental health treatment and presence of depression or generalized anxiety disorder symptoms.  

This research also explored how attitudinal barriers such as preference for autonomy, 

perceived need for care, and self-stigma are related to depression or generalized anxiety 

symptoms. The findings presented suggested that preference for self-management, which was 

measured by API, is not associated with depression or generalized anxiety symptoms. This 

finding contradicted previous studies that suggest that individuals with nonpsychotic mood 

disorders, including depression or generalized anxiety, displayed preference to solve problems 

on their own24 30. This result could possibly be attributed to the generic nature of API 

measurement. API is measuring the desire to handle everyday medical problems and not medical 

issues specifically related to mental health. Considering the generic nature of the instrument, this 

study suggests that the overall desire to deal with everyday medical problems on your own might 

be not associated with depression or generalized anxiety disorder symptoms.  

A study conducted by Prins et al. showed that among patients with depression and anxiety, 

perceived need for treatment is an important factor in seeking and receiving mental health 

treatment26. The findings of this research revealed that perceived need for care was strongly 

linked with the presence of depression or generalized anxiety symptoms: 97% of individuals 

with moderate to severe symptoms reported perceived need. However, 72% of individuals with 

minimal to no symptoms also reported perceived need. This suggests that Saskatchewan 

population is open to discussing mental problems with general practitioners and that low 

perceived need does not characterize Saskatchewan population. This study also corroborates 

evidence presented by Prins et al. that females are more likely to seek help and experience need 
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for care compared to males26 suggesting that practitioners might have to spend additional effort 

trying to help males overcome low perceived need barrier.  

The last attitudinal barrier assessed by this study was self-stigma of seeking help. Self-stigma 

is believed to prevail among individuals with depression or anxiety, as mental health disorders 

are still highly stigmatized24. This study showed that among the observed sample, the individuals 

with symptoms of moderate depression or anxiety displayed higher levels of self-stigma. Overall, 

this study confirmed the hypothesis suggesting that attitudinal barriers were linked to the 

presence of depression or generalized anxiety symptoms with the exception of autonomy 

preference, which was potentially inconclusive due to a general nature of the measurement  

This research also hypothesized that computer self-efficacy and computer anxiety have an 

association with the presence of depression and generalized anxiety symptoms. The findings 

revealed that the presence of depression or generalized anxiety symptoms was related to higher 

levels of computer anxiety. However, self-efficiency with operating a computing device was not 

associated with depression or generalized anxiety symptom presence. This finding could be 

considered positive in-terms of ICBT engagement as it suggests that computer skills might be 

independent of depression or generalized anxiety symptom presence. The Canadian general 

population is skilled when it comes to computer and Internet use36, which could imply that 

computer efficacy is no more a barrier for the individuals with depression or generalized anxiety 

symptoms than for symptom-free individuals. However, it is important to note that the 

participants for this study were recruited online, which could be biasing the results.   

4.2 Barriers and interest in ICBT 

 

ICBT is an established effective management approach for patients displaying symptoms of 

mental illnesses including but not limited to depression, anxiety, and chronic pain13. Although 
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ICBT aims at alleviating symptoms of mental health illness, interest in this innovative method of 

treatment is not limited to just those who are currently displaying symptoms of a mental health 

disorder. The previous studies showed that the symptoms of depression or anxiety are not static 

and could be caused by normative and non-normative events occurring throughout an 

individual's life7.  

The findings of this study showed that absence or presence of the symptoms of depression or 

generalized anxiety was not directly related to interest in ICBT. Due to the tendency of 

symptoms to get stronger or weaker at different life stages, studying the barriers to interest in 

ICBT between symptom and symptom-free groups presented two different opportunities. First, 

individuals who are currently not displaying the symptoms of depression or generalized anxiety 

disorder could develop them at later stages of their life, therefore being curious and informed on 

accessible treatment options such as ICBT might increase their chances of engaging in early 

treatment.  

Second, individuals who are not displaying the symptoms might know and care about 

someone who could be helped by ICBT, so getting as many people curious and interested in 

ICBT treatment is beneficial from treatment recognition and adoption perspectives. By including 

both symptom and symptom-free groups, this study suggested that informing general population 

about ICBT might increase interest and potential uptake of ICBT by people in current or future 

need of mental health treatment.  

The second objective of this research was to understand the associations between common 

attitudinal and structural barriers and ICBT-specific barriers on interest in ICBT among rural and 

urban Saskatchewan residents. Contradictory to the hypothesis of this study that higher structural 

barriers could be associated with increased interested in ICBT, the results suggested that 
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structural barriers, when examined individually, were not associated to change in interest in 

ICBT. By employing multivariable regression analysis, this study showed that lower perceived 

access to physical and mental health care was related to higher interest in ICBT. Time barrier, 

including wait time and time to get to treatment was not associated with interest in ICBT. 

Perceived financial concerns around treatment accessibility and chaos in life were not directly 

related to interest in online treatment.  

Individuals who perceived challenges in obtaining mental heath care and those who believe 

that clinics should be open for more hours showed increased interest in ICBT. The higher interest 

in ICBT also applied to people who did not think they had easy access to a mental healthcare 

specialist when needed. The above findings suggest that Saskatchewan population, in general, 

associates ICBT with increased treatment accessibility, and communities lacking accessibility 

might be more inclined to learn more about ICBT. 

After determining the absence of direct association between life chaos and financial concerns 

on interest in ICBT, those barriers were studied through the means of indirect effect analysis. 

This research showed that bivariate and multivariable regression analyses were not suitable 

methods of explaining the complex relationships between the barriers, and that more advanced 

statistical techniques are required to study indirect effects of life chaos and financial concerns on 

interest in ICBT. Thus, this research explored path analysis as a technique that could explain 

indirect relationships. After applying path analysis methodology, it became evident that 

perceived access to care plays an important role in mediating the association of financial 

concerns and life chaos on interest in ICBT.  

Instability and lack of organization in life is related to difficulty in making traditional face-to-

face appointments46, which could indirectly influence interest in online therapy that is often 
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viewed as a more convenient option. The findings of this study showed that perceived access to 

care could reduce the negative association of financial concerns and life chaos on interest in 

ICBT. To our knowledge, path analysis has not be used to understand the relationship between 

barriers and interest in ICBT and future studies should explore the possibility of utilizing path 

analysis in delineating pathways for ICBT. 

Moreover, this research suggests that increased treatment accessibility as one of the 

outcomes of ICBT must be communicated and emphasized first in order to influence the positive 

outlook on ICBT among individuals experiencing financial concerns towards mental health 

therapy or among those with unstable life. Overall, this research confirms that individuals who 

struggle with treatment accessibility issues are foremostly interested in ICBT. Therefore, it is 

suggested that this approach of treatment should be first targeted at rural and disabled 

populations who experience limited access to traditional treatment4, and to those who might be 

struggling, deprived financially, or have unstable life patterns. 

Previous studies examining attitudinal barriers established that low perceived need for 

treatment is among the dominant barriers preventing people from seeking mental health 

treatment24 26. The current study demonstrated that individuals who express the need for general 

practitioner guidance and counseling display higher interest in ICBT. However, perceived need 

does not guarantee treatment-seeking behavior. Studies show that many individuals who display 

perceived need for care still engage in passive waiting because they contemplate risks and 

benefits of acquiring help30. Educating individuals with perceived need for care on accessibility 

of ICBT could mitigate their concerns around structural barriers towards ICBT and reduce 

waiting behaviour.   
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GUPI for measuring perceived need for care showed strong correlation with initial interest in 

online treatment as well as with the presence of symptoms of depression or anxiety. Due to its 

compact form, simplicity, and established validity50 GUPI could be recommended for use by 

practitioners to screen individuals in advance of suggesting ICBT as a treatment option. 

A study by Sareen et al. reported that desire to solve the problem on your own is one of the 

most commonly identified barriers for not seeking mental health treatment30. The current study 

used API to measure individual's desire for decision-making and information acquisition, and 

found no association between preference for autonomy and interest in ICBT. This finding, 

however, might be considered inconclusive as API is primarily focused on preferences around 

physical health conditions.  

One potential explanation might be that the desire for physical and mental health autonomy 

are distinct from each other.  Therefore, the desire to self-handle a physical condition is not 

indicative of mental health condition handling preferences. The potential solution for future 

exploration might involve the development of a valid and reliable mental health autonomy 

preference index, and using that index to study autonomy association on interest on ICBT. 

Self-stigma was the last attitudinal barrier examined by this research. Stigma, in general, is 

often viewed as a barrier for traditional mental health services52. This research aimed to 

investigate whether online setting and anonymity of ICBT could mitigate the negative impact of 

this barrier. Self-stigma is defined as internalization of public stigma, where public stigma is 

described as the ways in which the general public stigmatizes mental illness52. Although, to the 

best of our knowledge, no previous studies were conducted to look at how self-stigma relates to 

interest in ICBT, a study by Rochlen et al. suggested that there might be a positive relationship 

between stigma and desire to engage in ICBT4. The hypothesis proposed in this study indicated 
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that individuals who express higher self-stigma might express higher preference in ICBT was 

rejected. 

Research by Owen et al. showed that patient perception of self-stigma was negatively 

associated with session outcomes while the perception of social stigma was positively correlated 

with session outcomes53. Individuals who expressed self-stigma reported a lesser bond with their 

therapist53. ICBT communication occurs via email, which could be negatively impacting the 

perception of working alliance between patient and therapist. Therefore, the perceived lower-

quality alliance could be one possible explanation why self-stigma was still a barrier to interest 

in ICBT. Another explanation is that compared to traditional CBT, ICBT might reduce stigma 

barrier4, but does not completely eliminate it mostly due to strong overall impact of stigma on 

any mental heath treatment seeking. One of the possible ways of mitigating the self-stigma 

barrier, is educating potential clients who experience high levels of self-stigma, that ICBT 

promotes purposeful and meaningful relationship between patients and therapists.  

ICBT-specific barriers such as computer self-efficacy and computer anxiety were the last set 

of barriers to interest in ICBT examined by the current study. A study conducted by Schneider et 

al. among the chronic pain patients discovered that higher computer self-efficacy and lower 

computer anxiety were associated with higher interest in ICBT27. This research confirmed that 

when examined individually, the efficiency of operating a computing device and computer 

anxiety were linked to interest in ICBT. However, when controlling for demographic and barrier 

variables, the association of computer self-efficacy with interest in ICBT was rejected, while the 

association of higher computer anxiety with lower interest in ICBT was supported. Behaviours 

induced by computer anxiety such as excessive caution when using a computer play a more 

important role in interest in ICBT compared to computer use skills. This might indicate the 
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importance of acknowledging personal information privacy concerns that individuals might 

experience prior to engaging in ICBT.  

The mediating effect of computer self-efficacy on computer anxiety was previously 

examined by Saade and Kira in the context of e-learning38. Saade and Kira's study indicated that 

computer self-efficacy plays an important role in mediating a negative effect of computer anxiety 

on perceived ease of use of an online course38. Our findings corroborate this evidence and show 

that in the context of interest in ICBT, computer self-efficacy was mediating a negative 

association of computer anxiety on interest in ICBT. The findings of this research emphasize the 

importance of a simple ICBT interface accompanied by client-facing training material to assist 

participants, and ensure successful and satisfied engagement in online treatment to alleviate 

computer anxiety.  

4.3 Limitations  

 

One obstacle restricting accurate and unbiased assessment of computer self-efficacy, 

computer anxiety, and potentially other barriers, is the fact that the survey sample data were 

mainly collected over Internet delivered survey. This approach might have resulted in an inherit 

bias with measuring computer anxiety.  However, all participants in the previous study assessing 

interest in ICBT had computer access with Internet connectivity, completed the questionnaire 

online, yet the findings showed a variation in the presence of computer anxiety27.  

Although Internet coverage in Saskatchewan is strongly developing36, Internet use and 

computer ownership in rural and remote communities can be limited37. This limitation could be a 

potential structural barrier to ICBT, but due to the online survey delivery mechanism, this 

hypothesis was not assessed by this research. Future research could be conducted to study how 
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Internet accessibility influences acceptance of ICBT in order to derive policy recommendations 

for broadening ICBT availability. 

Autonomy preference index (API) instrument measured a preference for self-management 

around handling physical heath conditions as opposed to mental heath conditions. This resulted 

in a weak proxy for preference for self-management, as decision making for physical health 

might be different from decision making for mental health. Therefore the significance of 

association between interest in ICBT and preference for self-management remains inconclusive. 

To the best of our knowledge a comprehensive, valid, and reliable autonomy index that is 

centered on mental health was not available as the time this study was conducted. It is 

recommended to conduct additional research in order to close the gap in examining whether 

preference for-self management is an attitudinal barrier to engaging in ICBT.  

This study is cross-sectional in nature, hence causal inferences cannot be made using its 

findings. A study conducted by Soucy et al., supported a concept established by former research 

studies that perception of ICBT can change over time and across conditions40. Specifically, 

Soucy’s findings determined that positive perceptions of ICBT were significantly higher among 

study participants after viewing an educational video about ICBT40. As very limited information 

was provided to participants, the impact of current attitudinal, structural, and computer barriers 

might not hold constant. For example, the negative impact of self-stigma might not be as evident 

after potential participants are provided with information on ways ICBT nurtures a positive and 

meaningful interaction with their therapist. 

This research looked at how barriers were associated with perceived interest in ICBT at a 

specific point in time. It is important to note that perception remains fluid and can change over 

time and under different conditions; an example of such a condition might be a change in ICBT 
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literacy among potential patients. Another limitation of this study was the small sample size of 

200 participants. Although randomized, the small sample limitation might have impacted the 

accuracy of the results. Randomization among rural and urban communities resulted in 50/50 

sample split between the two cohorts. This is not completely representative of proportions of 

Saskatchewan’s urban/rural population, which is closer to 70/30 split2.   

The drawback of using an online panel is the potential bias towards including more 

technologically savvy respondents, however, online sampling enabled stratified rural and urban 

sampling that is difficult and costly to achieve by using other methods such as phone and mail 

surveys or interviews. It is important to note that the ability to use a computer, and familiarity 

with Internet and Email are perquisites for the ICBT course, making online sampling an 

acceptable method of data collection, although not completely bias-free. 

CHAPTER 5: Policy implications and conclusion 

The ICBT Wellness course currently offered by the Online Therapy Unit at the University of 

Regina helps their clients with managing symptoms of depression and anxiety. In 2017 the 

project received funding to treat 750 patients in both a clinic setting by registered practitioners, 

and on-premise by psychology graduate students. Although in Saskatchewan provincial 

healthcare the initial recognition and implementation of ICBT for depression and anxiety 

treatment has been achieved, there is no evidence of how barriers could prevent individuals with 

an unmet need from engaging in this approach of treatment.  

This research aimed at filling this knowledge gap by developing a pathway diagram to 

understand direct and mediating associations of barriers on interest in ICBT in order to derive 

policy recommendation to expand access to ICBT in Saskatchewan. To the best of our 
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knowledge, limited empirical research on potential barriers to ICBT engagement have been 

conducted in the past to guide policy decision related to program funding.  

Studying barriers to mental health treatment on a random sample comprised of Saskatchewan 

residents has provided an understanding of the barriers that are associated with interest in ICBT. 

More importantly, this research identifies potential pathways that could be used to mitigate the 

negative impact of those barriers.  

This research showed that the interest in ICBT doesn't differ among individuals with 

depression or anxiety symptom and symptom-free individuals. This finding suggests that 

targeted increase of awareness about ICBT should not be limited to just clinical settings. The 

information on ICBT, including program details, eligibility and accessibility guidelines, should 

be accessible to the wide variety of audiences, independent of whether they experience 

depression or anxiety symptoms or not. Areas that could potentially benefit from ICBT 

awareness are workplaces and educational institutions where people are prone to stress caused by 

normative life events. 

      This study revealed that individuals with high financial concerns towards treatment seeking, 

and individuals with chaotic lives tend to have a lower perception of treatment access which, in 

turn, negatively impacts initial interest in ICBT. In order to minimize the negative association of 

treatment accessibility barrier on interest in ICBT, aspects of financial concerns and life chaos 

should be addressed.  

This study showed that the residents of rural Saskatchewan have higher financial concerns 

compared to the urban residents. This suggests that policy makers might consider targeted ICBT 

promotion and awareness directed at rural communities. Such prospective targeting services 

might increase awareness around accessibility of ICBT among rural residents who often find that 
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traditional mental health care might be inadequate for meeting their needs. Information on cost-

free services and benefits of ICBT should be effectively directed at the rural communities in 

order to minimize the negative influence of the structural barriers. It might be suggested that 

several information delivery options could be explored in order to increase engagement of 

individuals who might find ICBT to be a suitable option.  

Financial concern is a highly intimate topic that could be addressed in a better way through a 

dialog with trusted professionals such as social workers, instead of a one-way communication 

through an informational brochure. The success rate of different ways of communicating that 

ICBT is a cost-free service constitutes an important topic for future exploration.  Financial 

concern barrier might be indicative of a required policy attention on low-income individuals as 

well as groups of individuals with limited knowledge about health access in Canada, such as 

immigrants. Low-income households and residents of rural isolated areas of Saskatchewan are 

also the groups with the most limited computer and Internet access. The path analysis framework 

of this research showed that low computer self-efficacy could lead to lower interest in ICBT, 

pointing towards educational programs and policies to improve computer efficacy.  

In 2014, Government of Canada announced a 5-year budget of 305 million dollars in order to 

enhance broadband speed of 280,000 rural Canadian households37 recognizing the importance of 

connectivity for Canadian citizens. SaskTel, a Canadian crown-owned telecommunications firm 

based in the province of Saskatchewan provides connection to the smallest of Saskatchewan 

communities such as the village of Webb with population of 58 people37. The connectivity still 

comes at a cost of both paying monthly Internet fees, and owning a computer device. In order to 

assist rural communities with financial and computer barriers it might be recommended to 

establish free internet and computer access points in community health centers or libraries where 
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individuals could schedule computer time or come for a drop-in session. It is also recommended 

to supplement such programs with staff that would assist in teaching some basic computer skills 

to rural and remote residents.  

In order lessen the negative impacts of computer anxiety and self-stigma private cubicles or 

table screens could enhance privacy and comfort of the participants. If community health centres 

or libraries already have available computers with internet connection, all that is required for 

ensuring ICBT engagement is additional privacy, assistance from staff,, and effective education 

to attract people to use the service. Lastly, it is important to note that ICBT has been successfully 

administered in the past using mail services for written materials and phone communication for 

therapist-patient interaction. Therefore, ICBT could be still promoted even in complete absence 

of Internet and computer options.   

When it comes to mental health, fear of labeling and discrimination by society is a major 

attitudinal barrier to treatment-seeking behaviour. Despite the anonymity aspect that is associated 

with Internet-delivered mental health treatment, this study found that self-stigma is still a 

prominent barrier to interest in ICBT. Although anonymity provided by ICBT might contribute 

to reduced impact of public stigma on an individual, self-labeling is still an issue that needs 

attention from both service providers and policy-makers.  

Individuals with depression or anxiety symptoms might feel discriminated and have a 

perception of stigma even when they are not experiencing any explicit discrimination59. This 

feeling of discrimination might make them worried about telling people they receive 

psychological treatment. This applies especially to the traditional mental health treatment 

services. Although ICBT is not an exception to this rule, the degree of labeling is probably 

reduced through Internet-based services. The negative effect of mental health self-stigma cannot 
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be eradicated, as it is related to overall public stigma and discrimination48. Public policy can play 

a critical role in reducing the potential labeling aspect of ICBT, drawing a wider range of 

populations in trying this approach of treatment. As an example, TLC3: Targeted, Local, 

Continuous, Credible Contact could be a potential policy instrument to create a targeted 

reduction of self-stigma around ICBT60. 

ICBT has might be a desirable treatment option for individuals with a high perceived need 

for treatment. GUPI questionnaire for identifying a perceived need for treatment is a simple and 

concise instrument that could be utilized by policy makers. GUPI could be used to estimate the 

number of people in Saskatchewan who might be interested in undertaking ICBT as a part of an 

evidence-based policy development initiative. GUPI could also be potentially useful in a non-

clinical setting as a mechanism that identifies individuals who might show initial interest in 

ICBT. For example, GUPI might be administrated by social workers who serve individuals or 

groups with mental health challenges such as homeless individuals. 

The pathway framework proposed by this research could serve as an initial tool to develop an 

evidence-based targeting strategy aimed at treatment barrier reduction. The success of this 

strategy depends on converting difficult to reach populations into the treatment-seekers. 

Resource reallocation to support ICBT would also be a key factor in this process. Moreover, 

although the framework was developed using data from Saskatchewan, the findings could be 

used to inform ICBT policy outside of this province. 

The next steps to inform further ICBT rollout strategy could involve conducting patient-

oriented research by involving patients in the decision-making process. ICBT barriers derived 

from this study, combined with patients' perspective, could inform prospective ICBT policy. 

Including patients’ voice in policy development could potentially reduce the impact of one of the 
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most prominent barriers: stigma. Continuous collaboration among Ministry of Health, policy-

makers, mental health practitioners, and Saskatchewan Centre for Patient Oriented Research will 

help to gain momentum in embracing this innovative approach within the Saskatchewan mental 

healthcare system. 
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STUDENT INVESTIGATOR: MARYNA MOSKALENKO, Masters of Public Policy 

Candidate 

Johnson-Shoyama School of Public Policy, University of Regina 

Email Contact: Maryna.Moskalenko@uregina.ca  

Phone Contact: 306-751-9494 

PRIMARY INVESTIGATOR/RESEARCH SUPERVISOR: DR. TARUN KATAPALLY, 

PhD 

Assistant Professor, Johnson-Shoyama School of Public Policy, University of Regina 

Email Contact: tarun.katapally@uregina.ca 

Phone Contact: 306-585-4544 

_____________________________________________________________________ 

INTRODUCTION 

You are invited to participate in a research study entitled: From initial perception to a long-term 

forecast:  what is the future of internet delivered cognitive behavioural therapy in 

Saskatchewan? After carefully acknowledging yourself with the contents of this consent form, if 

you agree to participate in the study, you will be presented with the survey. It will take about 20-

30 minutes of your time to complete it. You will be asked to answer questions about depression, 

anxiety, and your perception of common barriers to mental health treatment such as a fear of 

stigma or a preference to deal with problems on your own. No benefits accrue to you for 

answering the survey, but your responses will be used to establish how common barriers to 

mental health treatment influence interest in undergoing ICBT treatment.  

WHY IS THIS STUDY BEING DONE? 
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The purpose of this study is to look at how interest in Interned-delivered Cognitive Behavioural 

Therapy (ICBT) is influenced by common barriers to mental health treatment. The survey is 

designed to capture common barriers to mental health treatment applicable to you as well as ask 

about potential interest or disinterest in ICBT. The results of this study will help Saskatchewan 

policy-makers to drive evidence-based decisions on this innovative mental health treatment. 

WHO CAN PARTICIPATE IN THE STUDY? 

You are eligible to participate in this study if you are the residents of Saskatchewan, over 18 

years of age, and haven’t been hospitalized in the past 12 months due to mental health condition. 

CONFIDENTIALITY 

Data will be collected using the Internet; Qualtrics, the service provider guarantees that the data 

will be transmitted in a secure manner. Confidentiality and anonymity will be maintained by 

Qualtrics, no personal identifiable information will be collected. In the context of this study, 

confidentiality means that no link can be established between the collected information and the 

participant's identity. Optionally, you can directly contact the researcher if you wish to receive 

study results once they become available. Your email address will be not be recoded. Although 

your participation in this survey is voluntary, your cooperation is important so that the 

information collected will be as accurate and complete as possible. 

POTENTIAL RISKS 

There is a chance that you might feel depressed or anxious while  

answering survey sections that assess symptoms of depression  

and anxiety. If that's the case, please remember you have the right to withdraw from  

participating at any point. You might want to consider contacting the Online  

Therapy Unit to see if you are eligible for The  
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Wellbeing Course, which is designed to help clients manage symptoms of  

depression and anxiety. You may learn more about this Course by visiting  

https://www.onlinetherapyuser.ca/. 

RIGHT TO WITHDRAW 

Your participation is voluntary and you can answer only those questions that you are comfortable 

with.  You may withdraw from the research project for any reason, at any time without 

explanation or penalty of any sort. 

If you decide to participate, you are free to stop at any time; you may also skip questions if you 

don't want to answer them or you may choose not to return the survey. Your completion of this 

survey indicates your consent to participate in this research study.  However, if you complete the 

survey, but later decide to withdraw your answer, you may do so by contacting Maryna 

Moskalenko at moskalem@uregina.ca and request withdrawal by providing your unique survey 

ID obtained from Qualtrics at the start of the survey.  

FOLLOW UP 

To obtain results from the study, please contact the primary researcher at 

tarun.katapally@uregina.ca 

on or after January 2018. 

QUESTIONS OR CONCERNS 

Contact the researcher(s) using the information at the top of page 1; 

This project has been approved on ethical grounds by the UofR Research Ethics Board on (insert 

date - TBD).  Any questions regarding yourrights as a participant may be addressed to the 

committee at (306-585-4775 or research.ethics@uregina.ca).  Out of town participants may call 

collect.  

https://www.onlinetherapyuser.ca/
mailto:moskalem@uregina.ca
mailto:tarun.katapally@uregina.ca
mailto:research.ethics@uregina.ca
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Thank you for your time. 

Sincerely, 

Maryna Moskalenko 

By clicking the link below, I confirm that I have read this form and decided that I will participate 

in the project described above. Its general purposes, the particulars of involvement, and possible 

risks and inconveniences have been explained to my satisfaction. I understand that I can 

discontinue participation at any time. My consent also indicates that I am at least 18 years of age. 

[Please feel free to print a copy of this consent form.]  

 

          I agree to participate (link to survey)  I decline (link to close webpage) 

 

 
 
 
 
 
 
 

 

 

 
 

 

 

Appendix B (survey) 

 

Below is presented the full survey where the questions are grouped by their survey 

construct (e.g. PHQ-9 questions are grouped together). In the final survey some questions will be 

mixed to eliminate potential response bias and make the survey flow less repeating.    

Which gender do you identify with? 
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          Female 

          Male 

          Transgender Female 

          Transgender Male 

          Trans/Non-Binary 

          Not listed __________ 

          Prefer not to Answer 

 

Age 

 18  

 … 

 120  

 

Choose a category of primary residence 

 Urban (population of 10,001 and above)  

 Rural and small town (population of 10,000 and below)  

 

 

Have you tried Internet-based cognitive behavioural therapy in past? 

 Yes  

 No  

In the last twelve (12) months, have you had a mental health condition for which you were hospitalized (as an 

inpatient or seen in the emergency department)? 

 Yes  

 No  

 

 

Over the last 2 weeks, how often have you been bothered by any of the following problems? 

 Not 

at 

all  

Several 

days  

More than 

half the 

days 

Nearly 

every day 

Little interest or pleasure in doing things (1)         

Feeling down, depressed, or hopeless (2)         

Trouble falling or staying asleep, or sleeping too much (3)         

Feeling tired or having little energy (4)         

Poor appetite or overeating (5)         

Feeling bad about yourself - or that you are a failure or 

have let yourself or your family down (6) 
        

Trouble concentrating on things, such as reading the 

newspaper or watching television (7) 
        

Moving or speaking so slowly that other people could 

have noticed? Or the opposite - being so fidgety or restless 

that you have been moving around a lot more than usual 

(8) 

        

Thoughts that you would be better off dead or of hurting 

yourself in some way (9) 
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If you checked off any problems, how difficult have these problems made it for you to do your work, take care of 

things at home, or get along with other people? 

 Not difficult at all (1) 

 Somewhat difficult (2) 

 Very difficult (3) 

 Extremely difficult (4) 

 

Over the last 2 weeks, how often have you been bothered by the following problems? 

 Not at all  Sever

al 

days  

More than half 

the days  

Nearly every 

day 

Feeling nervous, anxious, or on edge (1)         

Not being able to stop or control worrying (2)         

Worrying too much about different things (3)         

Trouble relaxing (4)         

Being so restless that it is hard to sit still (5)         

Becoming easily annoyed or irritable (6)         

Feeling afraid as if something awful might happen 

(7) 
        

 

 

If you checked off any problems, how difficult have these problems made it for you to do your work, take care of 

things at home, or get along with other people? 

 Not difficult at all (1) 

 Somewhat difficult (2) 

 Very difficult (3) 

 Extremely difficult (4) 
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Consider your past and current experiences with mental health treatment and provide responses to the best of your 

ability. For each statement, decide whether you disagree or agree with the statement using the following 5 point 

scale ranging from strongly disagree to strongly agree. In the box to the right of each statement, select the number 

on the 5-point scale that best describes your level of disagreement or agreement.        

 Strongly disagree                                        Strongly agree                         

1                      2                      3                      4                      5 

 Strongly 

disagree  

Disagree  Neither 

agree nor 

disagree  

Agree  Strongly 

agree 

Has there ever been a time when you did 

not get mental health care because you 

were concerned about the cost? (1) 

          

I was concerned about how much money 

health treatment would cost and this 

concern stopped me from getting 

treatment. (2) 

          

I was concerned that my health insurance 

would not cover this type of treatment and 

this concern stopped me from getting 

treatment. (3) 

          

There was never a time when I did not get 

health care because I was concerned about 

the cost. (4) 
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For each statement, decide whether you disagree or agree with the statement using the following 5-point scale 

ranging from strongly disagree to strongly agree. In the box to the right of each statement, select the number on the 

5-point scale that best describes your level of disagreement or agreement.        

 Strongly disagree                                             Strongly agree                       

  1                      2                      3                      4                      5 

 Strongly 

agree  

Somewhat 

agree  

Uncertain  Somewhat 

disagree  

Strongly 

disagree  

It is hard for me to get mental 

healthcare in an emergency. (1) 
          

If I need hospital care, I can get 

admitted without any trouble. 

(2) 

          

I am able to get mental 

healthcare whenever I need it. 

(3) 

          

Places where I can get mental 

healthcare are very 

conveniently located. (4) 

          

The clinic should be open for 

more hours than it is. (5) 
          

If I have a mental healthcare I 

can reach a doctor or nurse for 

help. (6) 

          

I have easy access to the 

medical specialists I need. (7) 
          

           

           

 

 

 

On the average, how long does it take you to get to the mental healthcare center/office? 

(If you never visited a mental healthcare center/office, think of a clinic in a close proximity to your place of 

residence). 

 

 Less than 15 minutes (1) 

 15-30 minutes (2) 

 31-45 minutes (3) 

 46-60 minutes (4) 

 1-2 hours (5) 

 more than 2 hours (6) 

 

 

If you get an emergency and need to be seen before any appointment you already have in this clinic/office, how long 

does it take for you to get an extra appointment? 
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 I can be seen without an appointment (1) 

 2 days or less (2) 

 3 days to 1 week (3) 

 1-2 weeks (4) 

 3-4 weeks (5) 

 more than 4 weeks (6) 

 

Once you get to this clinic/office, how long do you usually have to wait to see the person with whom you made an 

appointment? 

 Less than 15 minutes (1) 

 15-30 minutes (2) 

 31-45 minutes (3) 

 46-60 minutes (4) 

 1-2 hours (5) 

 2-3 hours (6) 

 3-4 hours (7) 

 

For each statement, decide whether you disagree or agree with the statement using the following 5-point scale 

ranging from strongly disagree to strongly agree. In the box to the right of each statement, select the number on the 

5-point scale that best describes your level of disagreement or agreement.             

Strongly disagree                                           Strongly agree                       

    1                      2                      3                      4                      5 

 Strongly 

disagree  

Disagree  Neither agree 

nor disagree  

Agree  Strongly 

agree  

My life is organized (1)           

My life is unstable (2)           

My routine is the same from week to 

week (3) 
          

My daily activities from week to 

week are unpredictable. Keeping a 

schedule is difficult for me (4) 

          

Keeping a schedule is difficult for 

me (5) 
          

I do not like to make appointments 

too far in advance because I do not 

know what might come up (6) 
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For each statement, decide whether you disagree or agree with the statement using the following 5 point scale 

ranging from strongly disagree to strongly agree. In the box to the right of each statement, select the number on the 

5-point scale that best describes your level of disagreement or agreement.         

Strongly disagree                                            Strongly agree                         

1                      2                      3                      4                      5 

 Strongly 

disagree  

Disagree  Neither 

agree nor 

disagree  

Agree  Strongly 

Agree  

I would feel inadequate if I went to a 

therapist for psychological help. (8) 
          

My self-confidence would NOT be 

threatened if I sought professional 

help. (2) 

          

Seeking psychological help would 

make me feel less intelligent. (3) 
          

My self-esteem would increase if I 

talked to a therapist. (4) 
          

My view of myself would not change 

just because I made the choice to see a 

therapist. (5) 

          

It would make me feel inferior to ask a 

therapist for help. (6) 
          

I would feel okay about myself if I 

made the choice to seek professional 

help. (7) 

          

If I went to a therapist, I would be less 

satisfied with myself. (10) 
          

My self-confidence would remain the 

same if I sought help for a problem I 

could not solve. (11) 

          

I would feel worse about myself if I 

could not solve my own problems. 

(12) 
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For each statement, decide whether you think the action described should occur never or very often using the 

following 5-point scale ranging from never to very often.  

Never                                            Very often                        

 1                      2                      3                      4                      5 

 Never  Very 

rarely  

Rarely  Often  Very 

often 

The important medical decision should be made by 

your doctor, not by you. (1) 
          

You should go along with your doctor`s advice even 

if you disagree with it. (2) 
          

When hospitalized, you should NOT be making 

decisions about your own care. (3) 
          

You should feel free to make decisions about 

everyday medical problems. (4) 
          

If you were sick, as your illness became worse and 

worse you would want your doctor to take greater 

control. (5) 

          

You should decide how frequently you need a check-

up. (6) 
          

 

 

 

These questions ask whether you would like your General Practitioner to discuss with you any of the following 

kinds of help, for common emotional problems such as feeling depressed or anxious. Your GP might offer to help 

you in this way, or you might prefer your GP to suggest an alternative source of help. 

 I would like 

my GP to 

discuss this 

kind of help 

with me  

I don’t 

need to 

discuss 

this kind 

of help  

I am already getting 

this kind of help, 

(either from my GP or 

somewhere else) 

Information about emotional problems or getting treatment 

for these problems. (4) 
      

Medication or tablets to help you with emotional 

problems. (6) 
      

Counselling; including any kind of help to talk through 

your problems. (7) 
      

Help to sort out practical issues such as housing or money 

problems. (3) 
      

Help to improve your ability to work, to care for yourself, 

to use your time or to meet people. (2) 
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Have any of the following reasons stopped you in the last few weeks, from getting any of these kinds of help, or 

from getting as much help as you may have needed. Fill in any check boxes that apply to you. 

 Not applicable, I haven’t needed any of these kinds of help. (1) 

 I preferred to manage myself. (2) 

 I didn’t think anything would help. (3) 

 I didn’t know where to get help. (4) 

 I was afraid to ask of help or what others would think of me. (5) 

 I couldn’t afford the money. (6) 

 I asked but didn’t get help. (7) 
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Often in our jobs we are told about software packages that are available to make work easier. For the following 

questions, imagine that you were given a new software package for some aspect of your work.  It doesn't matter 

specifically what this software package does, only that it is intended to make your job easier and that you have never 

used it before.  The following questions ask you to indicate whether you could use this unfamiliar software package 

under a variety of conditions. For each of the conditions, please indicate whether you think you would be able to 

complete the job using the software package.      Then, for each condition that you answered "yes," please rate your 

confidence about your first judgment, by choosing a number from 1 to 10, where 1 indicates "Not at all confident," 5 

indicates "Moderately confident," and 10 indicates "Totally confident."      

 

 N

o 

Yes 

 0  
Not at all 

confident 1  
2  3  4  

Moderatel

y 

Confident   

5  

6  7  8  9  

Totally 

Confident  

10  

...if there was no 

one around to tell 

me what to do as 

I go (1) 

                      

...if I had never 

used a package 

like it before (2) 

                      

...if I had only the 

software manuals 

for reference (3) 

                      

...if I had seen 

someone else 

using it before 

trying it myself 

(4) 

                      

...if I could call 

someone for help 

if I got stuck (5) 

                      

...if someone else 

had helped me 

get started (6) 

                      

...if I had a lot of 

time to complete 

the job for which 

the software was 

provided (7) 

                      

...if I had just the 

built-in help 

facility for 

assistance (8) 

                      

...if someone 

showed me how 

to do it first (9) 

                      

...if I had used 

similar packages 

before this one to 
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do the same job 

(10) 
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For each statement, decide whether you disagree or agree with the statement using the following 5 point scale 

ranging from strongly disagree to strongly agree. In the box to the right of each statement, select the number on the 

5-point scale that best describes your level of disagreement or agreement.       

 

Strongly disagree     Strongly agree   

1                      2                      3                      4                      5                    6                   7 

 Strongly 

disagree  

Disagree  Somewh

at 

disagree  

Neithe

r 

agree 

nor 

disagr

ee  

Somewhat 

agree  

Agree  Strongly 

agree 

I feel apprehensive 

about using computer. 

(1) 

              

It scares me to think 

that I could cause the 

computer to destroy a 

large amount of 

information by hitting 

the wrong key. (2) 

              

I hesitate to use a 

computer for fear of 

making mistakes that I 

cannot correct. (3) 

              

Computers are 

somewhat intimidating 

to me. (4) 

              

 

 

For each statement, decide whether you disagree or agree with the statement using the following 5 point scale 

ranging from strongly disagree to strongly agree. In the box to the right of each statement, select the number on the 5 

point scale that best describes your level of disagreement or agreement.      

 

Strongly disagree                                      Strongly agree   

1                      2                      3                      4                      5                    6                   7 

    

 Strongly 

disagree  

Disagr

ee 

Somewh

at 

disagree  

Neither 

agree nor 

disagree  

Somewh

at agree  

Agree  Strongly 

agree  

If I had concerns about 

my mental health, I 

would use an ICBT 

program if it were 

available. (1) 

              

If I had concerns about 

my mental health, I 

would never engage in 

ICBT program even if 

it was offered to me. 

(2) 

              

If I had concerns about               



87 

my mental health, I 

don't see myself using 

ICBT ever. (3) 

If I had concerns about 

my mental health, I 

don't think an ICBT 

program would be 

useful to me, my 

friends or family. (4) 

              

ICBT program can be 

useful to me right now 

or in the future. (5) 

              

I am interested in 

knowing more about 

ICBT. (6) 
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Appendix C (letter of initial contact) 

 

Are you interested in participating in research on interest in Internet-delivered Cognitive 

Behavioural Therapy (ICBT)?  

 

What is ICBT? 

1. ICBT stands for Internet-delivered cognitive behavioural therapy 

2. ICBT treatment can be designed to help people manage their symptoms of depression, anxiety 

or chronic pain 

3. Users are often taught strategies and how to plan and engage in activities when faced with 

depression, anxiety or chronic pain 

5. Users are also taught how to identify and challenge thinking patterns that may contribute to 

low mood or low quality of life 

6. These strategies are intended to increase quality of life as well as stress management 

7. What is even better? Free Online Cognitive Behavioural courses are offered in Saskatchewan 

to help with chronic pain, depression, and or anxiety management. To learn more, please visit 

Online Therapy Unit for Service, Education, and Research page at 

https://www.onlinetherapyuser.ca/ 

You qualify to complete the survey if  

- you are the residents of Saskatchewan  

- you are over 18 years of age 

- you haven’t been diagnosed with a severe mental health disorder such as major depressive 

disorder, bipolar disorder, mania or dysthymia 

https://www.onlinetherapyuser.ca/
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If interested, please follow this link to the survey. This survey should take about 20-30 minutes 

of your time and all results will be kept strictly confidential. Before staring the survey you will 

be presented with a detailed consent form outlining study details, survey administration, personal 

data security, and withdrawal procedures. 

 

Student Investigator: Maryna Moskalenko, Masters of Public Policy Candidate 

Johnson-Shoyama School of Public Policy, University of Regina 

Email Contact: Maryna.Moskalenko@uregina.ca  

 

Primary Investigator/Research Supervisor: Dr. Tarun Katapally, PhD 

Assistant Professor, Johnson-Shoyama School of Public Policy, University of Regina 

Email Contact: tarun.katapally@uregina.ca 

 

This project has been approved on ethical grounds by the University of Regina Research Ethics 

Board on (insert date - TBD).  Any questions regarding your rights as a participant may be 

addressed to the ethics committee at 306-585-4775 or research.ethics@uregina.ca.  Out of town 

participants may call collect. 

 
 
 
 
 

 

 

 

mailto:tarun.katapally@uregina.ca
mailto:research.ethics@uregina.ca
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Appendix D (data analysis tables) 
 

Table 1: Preliminary summary statistics of independent variables 

Variable Type Std. Dev. Mean Min Max 

Gender Categorical N/A N/A 1 3 

Age Categorical N/A N/A 21 75 

Residency Binary N/A N/A 0 1 

PHQ-9 Categorical N/A N/A 0 4 

GAD-7 Categorical N/A N/A 0 3 

Perceived Access to Care Continuous 7.01 29.6 12 43 

Time Barrier Continuous 3.15 14.69 3 19 

Perceived Financial Concerns Continuous 4.16 10.2 4 20 

LSC Continuous 4.63 20.66 9 30 

SSOSH Continuous 7.55 25.67 10 47 

API Continuous 3.92 18.93 10 30 

Perceived Need for Care Binary N/A N/A 0 1 

Computer Self-efficacy Continuous 17.42 68.81 20 100 

Computer Anxiety Continuous 5.74 9.88 4 28 

 

Table 2: Shapiro-Wilk W test for normally distributed data: barrier variables 

Variable W V z Prob > z 

Perceived Access to Care 0.99      1.75     1.28   0.10 

Time Barrier 0.95  7.17      4.53  0.00 

LSC 0.1      0.49   -1.64    0.95 

Perceived Financial Concerns 0.98     3.70    3.01  0.00 

SSOSH 0.99 1.66 1.16 0.12 

API 0.98 2.54   2.14 0.02 

Computer Self-efficacy 0.99 1.94 1.52 0.06 

Computer Anxiety 0.93 9.86 5.26 0.00 

 

 
Table 3: Association of interest in ICBT with continuous variables PHQ-9 and GAD-7 

Independent Variable Control Var. Coeff. t P > |t| R2 

Interest in ICBT PHQ-9      0.40     0.70   0.49 0.0091 

 GAD-7 0.14      0.20  0.84  

      

      

      

      

      

      

 


