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Abstract

Mental health and substance use disorders affect the lives of many people worldwide. Prevention and treatment of these
conditions is important for optimal health and wellbeing, yet service access barriers are common. Virtual models of care
may help to reduce barriers to receiving care. However, to facilitate uptake and use of virtual services, they need to
appeal to patients and clinicians. This systematic review aimed to synthesise preference elicitation studies to determine
what features of virtual mental health and substance use care are preferred by service users and service providers. Fol-
lowing the PRISMA guidelines for systematic reviews, we searched PubMed, PsycINFO, EconLit, MEDLINE, CINAHL,
Academic Search Ultimate, and ProQuest Central for all available studies from database inception until May 2023. The
Mixed Methods Appraisal Tool was used to assess the methodological quality of included studies. Nineteen studies met
the eligibility criteria. However, none examined preferences for elements of different models of virtual care. Across the
included studies, we identified 41 unique features that mapped to four themes of mental health and substance use care
(‘service’, ‘treatment’, ‘clinician’ and ‘additional supports’). Participant preferences were for individual, in-person, effec-
tive, flexible, and low-cost treatment. These preferences varied based on demographic factors, such as culture, gender,
and participant type (e.g., patients, clinicians, general population). A user-centred approach should be adopted when
designing and implementing mental health and substance use services. While preferences for features of mental health
and substance use services more broadly are known, preferences for different models of virtual care remain unexplored.
Future research should examine what features of virtual services would lead to optimal uptake and use across different
users and stakeholders.
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Introduction

Mental health and substance use disorders are common
health conditions that affect the lives of countless people
worldwide. In 2018, it was estimated that 20% of the Aus-
tralian population had a mental health or substance use
disorder (Australian Bureau of Statistics, 2018), with rates
of 13.2-16.7% reported overseas (Baker, 2020; Jha et al.,
2019; Stagnaro et al., 2018). Mental health and substance
use disorders represent 5% of disease burden and account
for around 14.3% of deaths globally (Dattani et al., 2021;
Walker et al., 2015). For individuals with severe mental
illness, adverse outcomes such as poorer physical health,
stigma, and homelessness commonly co-occur (Dubreucq
et al., 2021; Elbogen et al., 2021; Robson & Gray, 2007).
This highlights the importance of accessible and multi-fac-
eted services to ensure that people can receive the care they
need. The uptake and use of mental health and substance
use treatment has been found to help individuals manage
symptoms of their condition(s), improving their physical
and social wellbeing (Clark et al., 2018; Nakao et al., 2021).
Furthermore, the sooner one access care, the less their men-
tal health status declines (Reichert & Jacobs, 2018; Smith et
al., 2018). Although effective treatments for mental health
conditions exist, delays in accessing mental health care fre-
quently occur and many affected people remain untreated
(Bidargaddi et al., 2020). Thus, accessible mental health
treatment and care is critical.

In recent years, virtual care delivery, which encompasses
the use of e-health, m-health, and telehealth, has surged
across all healthcare services due to the COVID-19 pan-
demic, particularly in mental health and substance use ser-
vices (Ellis et al., 2021; Sorkin et al., 2021; van Kessel et
al., 2022; Zhu et al., 2021). Virtual care addresses some of
the barriers in accessing traditional in-person mental health
and substance use services, such as poor affordability and
inaccessibility (Coombs et al., 2021; Moroz et al., 2020),
with telehealth of particular interest as it provides the clos-
est approximation to in-person care. For certain mental
health conditions, virtual care offers the same effectiveness
of care as traditional in-person consultation (Greenwood
et al., 2022; Krzyzaniak et al., 2021; Scott et al., 2022a;
Scott, Clark, Scott et al., 2022a, b), but more convenience
as patients can receive care from their own homes, reducing
the need to travel (Berardi et al., 2024; Polinski et al., 2016).
This is particularly beneficial for patients living in rural and
remote areas, who might find it burdensome to travel long
distances to receive treatment (Butzner & Cuffee, 2021).
Studies have also shown that virtual care can reduce the
wait times for outpatient services (Caffery et al., 2016; Mah-
moud et al., 2021; Uscher-Pines et al., 2020; Valentine et al.,
2021). Additionally, the option to seek care from home can
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mitigate the stigma associated with accessing mental health
treatments (Kim et al., 2022; Kim & Tesmer, 2021; Philip
et al., 2022).

Despite its many benefits, the implementation of virtual
care does present unique challenges. Common barriers to
virtual care use include a lack of access to technology, dif-
ficulties establishing strong client-patient rapport, and con-
cerns about privacy (Hughto et al., 2021; Naal et al., 2021).
To ensure that people can access the care they need, espe-
cially when virtual care is the only option, it is critical that
this service delivery modality is implemented in a way that
promotes effective, sustainable, and equitable uptake. One
way of addressing this need is to employ a person-centred
approach by identifying the features of virtual care delivery
that are important to service users and service providers and
most likely to influence their utilisation of a service. As a
first step, it is important to identify the factors that contrib-
ute to people using (or not using) mental health and sub-
stance use services that involve an element of virtual care.
As a second step, it is important to understand the trade-offs
that people make between these factors (e.g., between wait
time and type of provider), and the extent to which each fac-
tor leads to greater (or lesser) use of a service for different
groups of people. This second step allows analyses that can
predict the change in uptake for a service, with a change in
a factor (e.g., how many more clients would use the service
if the wait time was reduced by half) providing clear, eas-
ily implementable recommendations to services to ensure
effective, sustainable, and equitable uptake.

These steps are best achieved through preference elici-
tation methodologies, such as discrete choice experiments
(DCEs), which use a systematic process to directly ask
individuals for their preferences on a product or service.
Compared to qualitative methodologies, preference elicita-
tion methods can produce more precise preference data as
individuals are explicitly communicating their likes, dis-
likes, and priorities, within realistic scenarios, comparable
across all respondents (Soekhai et al., 2019). As such, they
are ideal methods for empirically determining which factors
are most important to service users and providers, and there-
fore likely to influence their utilisation of the services (Clark
et al., 2014; Ryan et al., 2008). In a DCE, participants are
presented with a series of realistic hypothetical products or
services (e.g., a health service), which are comprised of key
attributes (e.g., waiting time) that are believed to influence
utilisation of the product/service. The expression of these
attributes differs between the hypothetical products/services
through pre-defined levels, such as one, two or three weeks
(for waiting time). Participants indicate which product/ser-
vice they prefer and/or would use. Their choices, paired with
the attribute levels presented to them, provide information
on the ‘ideal’ product/service. An evidence-based approach,
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often using systematic reviews and qualitative methods, is
utilised to select the attributes and levels included in a DCE
or other preference elicitation study (Ryan et al., 2008). A
synthesis of the features (i.e., attributes and levels) included
in preference elicitation studies, is thus an efficient method
of exploring what important factors have been found, and
what gaps in knowledge remain. This systematic review
aimed to determine what factors have been found to influ-
ence service user and service provider preferences for vir-
tual service delivery in mental health and substance use care.

Methods

The research team used Covidence (Veritas Health Innova-
tion, 2021) to conduct screening, full-text review, quality
assessment and data extraction. EndNote (The EndNote
Team, 2013) was used to import exported references from
the databases and the manual search into Covidence. A
review protocol was created and made available to the pub-
lic using the Open Science Framework on September 29th,
2021 (DOI: https://doi.org/10.17605/0SF.1I0/ZBG31J).

Search Strategy
A systematic search was conducted across seven health,

economics, and social science databases: PubMed, Psy-
cINFO, EconLit, MEDLINE, CINAHL, Academic Search

Table 1 Database search terms

Ultimate, and ProQuest Central (Consumer Health, Health
& Medical Collection, Nursing & Allied Health, Psychol-
ogy, Public Health & Social Science databases). The search
was conducted by one independent reviewer (CM) for all
articles published from database inception until May 23rd
2023, using search terms related to preference elicitation of
service modality in mental health and substance use popu-
lations (Table 1). Additionally, a manual search was con-
ducted by four independent reviewers (CM, JW, KD, LW)
of the reference lists of relevant excluded review articles
and included articles, as well as relevant excluded protocol
articles and dissertations, to identify relevant peer-reviewed
original research articles.

Eligibility Criteria

Titles and abstracts of articles were screened for relevance
by two independent reviewers (CM, FKL, KD or LW), with
conflicts resolved either via consensus or a third reviewer
(FKL). Articles that were screened as being relevant moved
to the full-text review stage where they were reviewed
against eligibility criteria by CM and one other independent
reviewer (CT, GLHF or KD), with conflicts resolved by a
third independent reviewer (LW). Articles were included
if they were (i) written in English, (ii) reported on peer-
reviewed original research, and (iii) used a preference elici-
tation measure (e.g., discrete choice experiment) for virtual
service delivery in either (a) mental health or (b) substance

AND AND AND AND
OR mental service™® preference* telehealth discrete choice experiment
OR psycholog* centre* attitude*® ehealth discrete-choice experiment
OR psychiatr* center*® barrier* e-health discrete-choice conjoint
experiment
OR mind clinic* enabler* mhealth conjoint analysis
OR alcohol practice™® facilitator* m-health multi-criteria decision analysis
OR drug* program* view* (modality or mode or delivery) adj5 online multi-criteria decision method
OR substance® healthcare belief* (modality or mode or delivery) adj5 digital
provider
OR smoking value* (modality or mode or delivery) adj5 virtual
OR addiction perception® (app* or technolog* or text or sms or email or
telephone or teleconferenc* or video confer-
enc*) adj5 health

OR skeptic*
OR sceptic*
OR behavioural

intention
OR behavioral

intention
OR opinion*
OR perspective™®
OR appraisal

Note *Indicates a wildcard which means that any term stemming from the base is searched (e.g., psycholog* captured psychologist, psycholo-
gists, psychology, psychological). adj5 is a search method that requires the terms in parentheses to be within 5 words of the subsequent term
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use service settings. Articles were excluded if they (i) were
written in a language other than English, (ii) were a review
article, conference paper, book, dissertation, grey literature,
or not peer-reviewed, (iii) used non-human participants, (iv)
were not focused on either (a) mental health or (b) substance
use services, v) did not use a preference elicitation measure,
vi) did not include a virtual care modality, or vii) did not
report on service delivery features.

Quality Assessment and Data Extraction

The Mixed Methods Appraisal Tool (version 2018; Hong,
2018; Pluye et al., 2009) was used by two reviewers (CM,
LW) to appraise the quality of the studies included in the
systematic review. We completed the two screening ques-
tions applicable to all study designs and the five questions
specific to the ‘quantitative descriptive’ study design, using
the tool’s yes/no/can’t tell response options. Discrepancies
in the quality appraisal of the two reviewers were discussed
until consensus was achieved. No studies were excluded
based on quality; however the quality of the studies was
considered when interpreting the results.

One reviewer (CM) independently extracted the follow-
ing data from the included articles: country, setting (e.g.,
hospital), service type (i.e., mental health or substance
use), sample size, participant type (e.g., service user or
provider), participant demographics (e.g., age, gender),
preference elicitation tool (e.g., DCE or rating scale), and
study outcomes. For quality assurance purposes, 20% of the
extracted data was checked by another reviewer (LW). A
meta-analysis was not feasible due to heterogeneity in the
attributes and levels of the studies included. Instead, results
are presented as a qualitative synthesis.

Results

While we sought to synthesise preferences for features of
virtual mental health and substance use service delivery
in this review, we did not identify any studies that directly
investigated this. However, 19 studies were identified by
our search strategy that met our eligibility criteria, which
are subsequently included in this review. We included these
studies because they examined preferences related to some
component of virtual care. Additionally, these studies pro-
vide evidence on what features are generally important to
service users and providers when making decisions about
their care and the services they access. As such, the follow-
ing sections mainly report on preferences for aspects of men-
tal health and substance use treatment services other than
virtual care. Figure 1 depicts the Preferred Reporting Items
for Systematic Reviews and Meta-Analyses (PRISMA)
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flowchart detailing the number of articles at each stage of
the review.

Study Characteristics

Table 2 presents the study characteristics and partici-
pant characteristics. The 19 studies were conducted by 12
research teams. Most studies were published in 2010 or after
(95%), were conducted in North America (63%), and elicited
preferences for solely mental health service features (74%)
using DCEs/conjoint analysis (90%). Sample sizes ranged
from 42 to 1984 participants (mean=2374, median=218).
Seven of the 19 studies used more than one recruitment
method, with face-to-face (32%) and online (26%) being
the most frequently employed. Participants were primarily
women in most studies (n=14), with only one study focus-
ing solely on men (Dwight-Johnson et al., 2013). Mean age
ranged from 35 to 59 years with a large spread as most par-
ticipants were in their early 20’s to mid-30’s. Most partici-
pants had undertaken or attained more than a high school
degree (61-100%) in 12 of the 19 studies. Of the studies that
reported on language (n=38), English was most frequently
reported as preferred/first language (71-91%), but two
studies had Spanish-speaking participants as the majority
(Dwight-Johnson et al., 2004, 2010). Three studies (Hawke
etal., 2021a, b; Klein & Cook, 2010) reported on residential
location, with most participants residing in a metropolitan
area (68-79%) compared to regional and rural.

Most of the studies (n=17) included participants that
were service users; people with a mental health or substance
use condition (n=11), carers/family members (n=3), uni-
versity students (n=2), people from the general popula-
tion (n=13), and health authority employees (n=1). Service
users who were people with a mental health or substance
use condition, and their carers/family members, were drawn
from various settings including outpatient mental health
clinics, primary care, and mental health organisations’
social media channels. Only four studies included partici-
pants that were service providers (clinicians and/or service
administrators). Service provider background was not pro-
vided in three of the four studies. However, the one that did
report on professional background had a sample comprised
mainly of psychotherapists/psychiatrists. Regarding the
mental health/substance use focus, depression was the most
common across the studies (n="7). Other focuses included
anxiety (n=2), tobacco smoking (n=1), and opioid use
disorder (n=1). Ten studies did not focus on a particular
mental health and/or substance use disorder. Of the studies
reporting on treatment history (n=9), most service user par-
ticipants (62-100%) were either currently being treated or
had previously been treated for their mental health or sub-
stance use conditions.
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Fig. 1 PRISMA flowchart of the review process

Quality Assessment of Included Studies

Table 3 reports the percentage of MMAT (Hong, 2018; Pluye
et al.,, 2009) items that met methodological requirements
within each article after consensus. Agreement between the
two reviewers (CM, LW) was very good, with agreement
percentages resulting as either 71% (9 articles), 86% (7 arti-
cles), or 100% (3 articles) for the 19 included articles. All
19 articles included clear research questions and reported on
data that addressed those questions. Of the 19 articles, two
(Lau etal., 2012; Phillips et al., 2021) had excellent method-
ological quality with 100% of items meeting requirements.
Some methodological constraints, however, were identified
in 17 of the articles. The most common limitations of arti-
cles were not demonstrating a sample representative of the
target population (80% failed to meet item) and not having
low risk of non-response bias (80% failed to meet item).
This was often due to the samples being over representa-
tive of females and highly educated people, low response
rates, and not reporting analyses comparing the demograph-
ics of people who did and did not participate. Despite these
concerns, the quality of the studies overall was very good,

Additional records identified through other sources

* Google Scholarn=1
* Snowballing n =70

—

—

Duplicates removed n =117 ]

Records irrelevant n = 3412 ]

Full-text articles excluded

* Wrong Article Format n=5
* Cannot Source Full-Textn=1

with 14 of the 19 articles having relevant sampling strate-
gies, appropriate measurements, and appropriate statistical
analyses.

Study Outcomes: Preferences for Characteristics of
Virtual Service Delivery for Mental Health and Drug
Care

Seventeen studies employed DCEs, and two studies used
rating surveys. The attributes from the DCEs and questions
from the rating surveys were grouped thematically to syn-
thesise the mental health and substance use care features
included in the studies. After thematic synthesis, 41 unique
features were identified for mental health and substance use
care across all the studies (Fig. 2). Features were themed
into one of four overarching aspects of mental health and
substance use care to aid in synthesis: ‘service features’,
‘treatment features’, ‘clinician features’ and ‘additional
supports’. The following sections describe the statistically
significant preferences of features that were included in four
or more studies, as features identified in fewer studies did
not provide sufficient evidence to synthesise. Preferences of
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Table 2 Study characteristics of included articles

Author year, Preference Recruitment Sample  Participant demographics Mental health/
country elicitation tool method size substance use
focus and treat-
ment history
Dwight-Johnson Conjoint Face-to-Face 42 Patients Major depres-
2004, United Analysis 81% 31-65 years sive disorder/
States 95% women dysthymia
52% <6 years of education 29% past
93% Latino/Latina counselling
94% born in Mexico 33% past
86% Spanish (primary language) psychotropic
medication
5% currently in
treatment
Dwight-Johnson Conjoint Face-to-Face 339 Patients Major depres-
2010, United Analysis 49.8 +12.6 (mean) years sive disorder/
States 84% female dysthymia
56% <6 years of education 26% past
20% 6-11 years of education counselling
24% > high school graduate 71% past
100% Latino/Latina medication
44% born in Mexico
27% born in El Salvador
10% born in United States
19% born elsewhere
75% Spanish (primary language)
Klein, 2010, Rating Scale  Online, poster/ 218 General population, university students Mental health
Australia flyer 36.57 £ 14.5 (mean) years (unspecified)
76% female 73% general
26% < completed secondary education practitioner
57% undertaking/completed undergraduate education 84%
17% undertaking/completed postgraduate education psychologist
79% born in Australia 42%
9% rural location psychiatrist
15% regional location 57% counsellor
76% metropolitan location 48% self-help
book
71% informa-
tion website
6% online
counselling
5% Internet-
based program
with therapist-
assistance
12% internet-
based program
without thera-
pist-assistance
29% telephone
counselling
service
63% past
medication
Lau 2012, Discrete Email, newslet- 151 Health authority employees Depressive
Canada Choice ter, oster/flyer 43.8+10.81 (mean) years symptoms
Experiment 89% female 11% past
39% < university degree mindfulness-

61% university degree

based cognitive
therapy
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Table 2 (continued)

Author year, Preference Recruitment Sample Participant demographics Mental health/
country elicitation tool method size substance use
focus and treat-
ment history
Dwight-Johnson Conjoint Face-to-Face 63 Patients Major depres-
2013, United Analysis 49% 60-64 years sive disorder
States 100% men 63% depression
71% > high school graduate treatment in
84% English (preferred language) past year
Becker 2016, Discrete Face-to-Face, 562 Patients, family members, service providers Mental health
Canada Choice email 7% 16-20 years (unspecified)
Experiment 27% 21-35 years
51% 36-55 years
16% >55 years
71% female
71% < high school education
81% > high school education
83% born in Canada
89% English (preferred/only language)
Batterham, Rating Scale ~ Online 438 General population Anxiety symp-
2017, Australia 34.9 +£15.5 (mean) years toms/ suicidal
79% female ideation
37% < post-secondary education
14% certificate, diploma, or associate degree
24% bachelor’s degree
23% higher degree
89% English (language spoken at home)
Cunningham Discrete Not reported 909 University students Mental health
2017, Canada Choice 92% 16-20 years (unspecified)
Experiment 8% 21 +years 84% not cur-
75% female rently using
86% 1st year university student or looking for
14% > 2nd year university student mental health
71% English (preferred/only language) service
71% born in Canada 9% currently
looking for
mental health
service
7% currently
using mental
health service
Becker 2019, Discrete Face-to-Face, 516 Patients, family members, service providers Mental health
Canada Choice email 4% 16-20 years (unspecified)
Experiment 27% 21-35 years
54% 36-55 years
15% >55 years
73% female
17% < high school education
83% > high school education
89% English (preferred/only language)
85% born in Canada
Lokker- Discrete Online 165 Patients Depressive
bol 2019a, Choice 41% 18-24 years disorders
Netherlands Experiment 16% 25-30 years 84% any past
16% 3140 years treatment
10% 41-50 years 59% past
13% 51-60 years medication

4% 61 +years

90% female

4% low education level
32% middle education level
64% high education level
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Table 2 (continued)

Author year, Preference Recruitment Sample Participant demographics Mental health/
country elicitation tool method size substance use
focus and treat-
ment history
Lokker- Discrete Online 126 Patients Anxiety
bol 2019b, Choice 39% 18-24 years disorders
Netherlands Experiment 20% 25-30 years 72% any past
14% 3140 years treatment
11% 41-50 years 52% past
15% 51-60 years medication
2% 61 +years
90% female
5% lower occupational
33% higher occupational
62% academic
Muntingh 2019, Discrete Phone, mail 109 Patients Anxiety disor-
Netherlands Choice 41.3+12.7 (mean) years der or depres-
Experiment 64% female sive disorder
15% < 13 years of education 19% experience
33% 13—14 years of education with self-help
52% > 15 years of education 6% experience
with e-health
Katz 2020, Discrete Phone, mail 61 Patients Tobacco
United States Choice 58.5+11.0 (mean) years smoking
Experiment 87% male 32% past
13 years of education (median) counselling
83% white 86% past
medication
Phillips 2021, Discrete Market research 1984 General population Mental health
Germany Choice agency 51.2+13.2 (mean) years (unspecified)
Experiment 58% female 62% past
57% high school diploma (university entry unqualified) counselling
21% high school diploma (university entry qualified) 7% past online
22% university degree therapy app use
Bastien 2021, Discrete Face-to-Face, 165 Patients Depressive
Canada Choice poster/flyer, 41.2+10.4 (mean) years symptoms (in
Experiment word of mouth 70% men people with

36% < high school graduate
64% > high school graduate
86% white

opioid use
disorder)

100% current
opioid agonist
treatment

33% current
antidepressants
15% current
counselling
10% wait-

ing to receive
treatment

55% not cur-
rently receiving
or waiting for
treatment
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Table 2 (continued)

Author year, Preference Recruitment Sample Participant demographics Mental health/
country elicitation tool method size substance use
focus and treat-
ment history
Hawke 2021a,  Discrete Email 388 Service providers Mental
Canada Choice 27% 18-29 years health and/or
Experiment 35% 30-39 years substance use
20% 4049 years (unspecified)
17% 50 + years
85% female
63% < bachelor’s degree
37% postgraduate degree
20% rural location
21% medium urban location
59% large urban location
Hawke 2021b,  Discrete Poster/flyer 274 Family members Mental
Canada Choice Age not reported health and/or
Experiment 91% women substance use
5% < high school graduate (unspecified)
15% some university
80% university graduate
85% white
91% English (first language)
85% born in Canada
15% rural location
18% medium urban location
67% large urban location
Phillips 2022, Discrete Market research 200 Service providers Mental health
Germany Choice agency 48 years (mean) (unspecified)
Experiment 57% male
Education not reported
Tauscher 2023,  Discrete Online 400 Patients Alcohol or
United States Choice 32 years (median) other substance
Experiment 63% male use disorder

13% high school diploma

symptoms

61% undergraduate degree
26% postgraduate degree

73% white

Abbreviations N/A =not applicable. Note Katz 2020 reported on two DCEs; the one that met our inclusion criteria is included here. We listed
the following participant demographics, if reported by the included article: population (patient, family member or service provider), age, gen-
der, education, race, language, country of birth, and location type. The terminology used by the included studies when referring to participant

gender is reported here

features were not presented separately for service users and
service providers due to the small number of studies in the
latter group. However, where relevant, the participant group
is noted in the presentation of findings. All features identi-
fied in each theme and their associated preferred option can
be found in Table 4.

Service Feature Preferences

Eighteen features were identified that aligned with the
theme of service features. All studies included at least one
of the features in this theme, with 10 features included in
four or more studies.

Service Location: Preferences varied regarding the loca-
tion of service delivery, with some studies reporting a pref-
erence for clinical settings (Bastien et al., 2021; Becker et

al., 2016; Cunningham et al., 2017; Dwight-Johnson et al.,
2010; Hawke et al., 2021b; Tauscher et al., 2023) and oth-
ers reporting a preference for the home environment (Bat-
terham & Calear, 2017; Becker et al., 2016; Cunningham
et al., 2017; Dwight-Johnson et al., 2013). Becker et al.
(2019) found that participants preferred community-based
offices, over options such as their home, family doctor’s
office or hospital. Demographic factors influenced location
preferences in some studies. In a United States (US) study,
Dwight-Johnson et al. (2013) found that men of Mexican
origin preferred their home whereas White non-Hispanic
men had no significant preference. Becker et al. (2016)
reported that participants who were predicted to access
conventional services (i.e., mostly current patients/family
members, male, < high school education) preferred clin-
ics or hospitals while those who were predicted to access

@ Springer
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Table 3 Results on the mixed methods appraisal tool assessing the quality of the included articles

Atrticle S1 S2 4.1 4.2 43 4.4 4.5.
Are there Do the collected data Is the sampling Is the sample  Are the Is the risk  Is the statistical %
clear allow to address the  strategy relevant representative measurements  of non- analysis appropri-  ‘Yes’
research research questions?  to address the of the target appropriate? response  ate to answer the
questions? research question? population? bias low? research question?
Dwight-  Yes Yes Yes No Yes No No 57
Johnson
2004
Dwight-  Yes Yes Yes No Yes Can’t Tell Yes 71
Johnson
2010
Klein, Yes Yes Yes No Can’t Tell Can’t Tell Yes 57
2010
Lau 2012 Yes Yes Yes Yes Yes Yes Yes 100
Dwight-  Yes Yes Yes No Yes No Yes 71
Johnson
2013
Becker Yes Yes Yes Can’t Tell Yes Can’t Tell Yes 71
2016
Batterham, Yes Yes Yes No Yes No Yes 71
2017
Cunning-  Yes Yes No No Yes No Yes 57
ham 2017
Becker Yes Yes Yes Can’t Tell Yes No Yes 71
2019
Lokkerbol Yes Yes No No Yes No Yes 57
2019a
Lokkerbol Yes Yes No No Yes No Yes 57
2019b
Muntingh  Yes Yes Yes Yes Yes No Yes 86
2019
Katz 2020 Yes Yes Yes Can’t Tell Yes No Yes 71
Phillips Yes Yes Yes Yes Yes Yes Yes 100
2021
Bastien Yes Yes Yes Can’t Tell Yes Can’t Tell Yes 71
2021
Hawke Yes Yes Yes Can’t Tell Yes Can’t Tell Yes 71
2021a
Hawke Yes Yes Yes Can’t Tell Yes Can’t Tell Yes 71
2021b
Phillips Yes Yes Yes Can’t Tell Yes Can’t Tell Yes 71
2022
Tauscher  Yes Yes Yes Can’t Tell Yes Yes Yes 86
2023
% “Yes’ 100 100 84 16 95 16 95

convenient services (i.e., most clinicians, female, educa-
tion> high school) preferred their home. Lastly, Cunning-
ham et al. (2017) found that university students with lower
intent to use face-to-face mental health services (more likely
to be men) preferred their home, compared to university stu-
dents who wanted services with alternative (e.g., exercise,
diet) treatments offered (more likely to be women) where a
campus student health centre was preference.

Delivery Mode and Format: Eleven studies identified
preferences for modes of delivery (Bastien et al., 2021; Bat-
terham & Calear, 2017; Becker et al., 2016; Cunningham

@ Springer

et al., 2017; Klein & Cook, 2010; Lau et al., 2012; Lok-
kerbol et al., 2019a,b; Phillips et al., 2022; Phillips et al.,
2021; Tauscher et al., 2023), with most reporting a prefer-
ence for in-person delivery. Two studies (Lokkerbol et al.,
2019a,b) identified a preference for a combination of in-
person and tech-enabled delivery. Only one study (Lau et
al., 2012) found a preference for tech-enabled delivery (i.e.,
via telephone) over in-person, in a sub-group of participants
who favoured individual therapy. Four studies reported on
the format of service delivery, which focused on e-mental
health programs (i.e., web-based psychoeducation materials
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Fig. 2 A stacked column chart showing the number of studies that included each of the 41 unique attributes

and/or videos) (Batterham & Calear, 2017; Klein & Cook,
2010; Muntingh et al., 2019; Phillips et al., 2021). Two
Australian studies found that participants from the general
population preferred an informative text format for e-mental
health programs (Batterham & Calear, 2017; Klein & Cook,
2010) while one study found that participants recruited from
the general population in Germany preferred a video format
(Phillips et al., 2021). The fourth study did not find a signifi-
cant preference for delivery format among Dutch patients
with a remitted depressive or anxiety disorder (Muntingh
etal., 2019).

Frequency and Timing: Seven studies investigated ses-
sion frequency (Bastien et al., 2021; Dwight-Johnson et al.,
2013; Katz et al., 2020; Lokkerbol et al., 2019a,b; Munt-
ingh et al., 2019; Tauscher et al., 2023), with most finding
either no significant preference, or a preference for weekly
sessions. Muntingh et al. (2019) found that participants pre-
ferred quarterly sessions with a professional, but this was
supplemented by a weekly virtual self-guided mental health
program. The only study to focus on smoking cessation
found veteran outpatients preferred five or more follow-up
sessions after an initial session, compared to four or fewer
sessions (Katz et al., 2020). Timing of appointments was

reported in five studies (Becker et al., 2016, 2019; Hawke
et al., 2021a, b; Lau et al., 2012), with mixed preferences
(e.g., no appointments needed, weekday afternoons). How-
ever, services offering a wider range of appointment times
were preferred by participants in two studies (Hawke et al.,
2021a, b). Lastly, wait time was included in eight studies
(Becker et al., 2016; Cunningham et al., 2017; Hawke et
al., 2021a, b; Lau et al., 2012; Lokkerbol et al., 2019a,b;
Tauscher et al., 2023), with all except one reporting a prefer-
ence for no wait time.

Convenience: Six studies reported on convenience of
appointments (Dwight-Johnson et al., 2004, 2010, 2013;
Hawke et al., 2021a, b; Katz et al., 2020), with most finding
a preference for including optional telephone appointments,
bus passes, e-health service options and online booking
options to make attending appointments easier. Alterna-
tively, Katz et al. (2020) reported a negative preference for
certain convenience strategies, such as telephone counsel-
ling and unscheduled counselling on request, compared to
scheduled, in-person counselling in a Veterans Affairs clinic.

Other: Six studies included features related to extra
treatment supports (Batterham & Calear, 2017; Becker et
al., 2016, 2019; Dwight-Johnson et al., 2013; Hawke et al.,
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Table 4 Preferences for features included in the studies

Theme and features  Study Preferences

Service Features
Advertising Format 6 Conventional LC: Public awareness events in the community
Convenient LC: Television and radio
8 Psych LC: This service is advertised at public awareness events on campus
Alternative LC: This service is advertised on university Internet sites like Mac Connect
Hesitant LC: ns

Client Age 6 Conventional LC: This service feels like it is for people ages 18 and older
Convenient LC: This service feels like it is for people ages 12 and older
16 Services for ages 12-29, in a youth-only setting
17 Comprehensive, Integrative Service Access LC: Services for ages 12-29, in a youth-only setting

Service Process Feature LC: Services for ages 12-29, in a setting that also has services for adults 29+
Caregiver Involvement LC: Services for ages 1224, in a youth-only setting

Compensation 18 Time + lump sum
Convenience 1 Telephone appointments and bus pass
Telephone appointments and bus pass
5 White non-Hispanic: Telephone appointments
Mexican origin: Telephone appointments and bus pass
13 Scheduled face-to-face counseling in VA clinic
16 E-health services are offered 24/7 alongside in-person services during office hours
17 Comprehensive, Integrative Service Access and Caregiver Involvement LCs: E-health services are offered

alongside in-person services
Service Process Feature LC: Can schedule appointments (via e-health services)

Cost 2 Lower’
5 White non-Hispanic & Mexican origin: Lower’
14 €0
19 Lower
Decisions Regarding 6 Conventional & Convenient LC: If they want, people give their name when contacting this service
Anonymity
Delivery Format 3 Information website
7 Text (information)
12 ns
14 Video
Delivery Mode 3 Total & e-preferers: Internet-based program with therapist-assistance
Non e-preferers: Telephone (counselling)
4 Total, LC 1 & LC 3: Face-to-face
LC 2: Tech-enabled
LC4:ns
6 Conventional & Convenient LC: Face-to-face
7 Laptop/desktop computer
8 Psych & Alternative LC: Choice of phone, Internet, or face-to-face
Hesitant LC: Face-to-face
10 Total: ns
All Subgroups: Combination
11 Total: ns
All Subgroups: Combination
14 Face-to-face
15 Live therapist
18 80% face-to-face and 20% online
19 Face-to-face meetings
Extra Treatment 5 White non-Hispanic & Mexican origin: Insomnia
Services Offered 6 Conventional & Convenient LC: Gives information about psychological treatments
7 Strategies to change unhelpful thoughts and negative feelings
9 Professional & Patient LC: All patients get help with alcohol or drug problems
16 Mental health and substance misuse counseling, medication management, and physical/sexual health
17 All three LCs: Mental health and substance misuse counselling, medication management, and physical/

sexual health
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Table 4 (continued)

Theme and features  Study Preferences

Introductory 14 Phone
Training
Location 1 ns

Primary care

5 White non-Hispanic: ns
Mexican Origin: Home
6 Conventional LC: Clinic or hospital
Convenient LC: Home
7 Home
8 Psych & Alternative LC: campus student health centre
Hesitant LC: Not ‘Home’
9 Professional & Patient LC: Office in the community
15 At an opioid agonist treatment clinic
16 Youth café and recreation centre
17 Comprehensive, Integrative Service Access and Service Process Feature LCs: Office that specializes in

mental health services
Caregiver Involvement LC: Youth café and recreation centre

19 Community office (e.g., medical office or counseling center)
Referral Process 5 Conventional LC: ns
Convenient LC: People can refer themselves
8 Psych & Alternative LC: Students can refer themselves
Hesitant LC: Students must be referred by a family doctor
Service Engagement 6 Once a week this service educates the community about mental health
8 Psych LC: Once a week this service educates the community about mental health
Alternative & Hesitant LC: Once a month this service educates the community about mental health
9 Professional & Patient LC: People who have experienced mental health problems helped design this service
16 Youth and caregivers are on an advisory group that gives feedback on services and evaluation
17 All three LCs: Youth and caregivers are on an advisory group that gives feedback on services and evaluation.
Time Demand for 6 Conventional & Convenient LC: First contact lasts 1 h
First Contact 8 Psych & Alternative LC: First contact lasts 1 h
Hesitant LC: ns
Time of 4 Total, LC 1 & LC 3: ns
Appointments LC 2: Employer’s time
LC 4: Own time
6 Conventional LC: Appointments at a convenient time for both patients and the service
Convenient LC: No appointments needed; can be used anytime
9 Professional LC: Appointments are on weekday afternoons
Patient LC: Appointments are on weekday evenings
16 Monday to Friday, 9 AM-9 PM, and Saturday, 9 AM-5 PM
17 Comprehensive, Integrative Service Access and Caregiver Involvement LCs: 24/7
Service Process Feature LC: Monday to Friday, 9AM-9PM, and Saturday, 9AM-5PM
Visit Duration 7 Five 60-minute sessions over 5 weeks
12 % hour per week
15 40 min
Visit Frequency 5 White non-Hispanic & Mexican origin: ns
10 Total & Lower Impairment subgroup: ns
All other subgroups: Weekly
11 Low Age: Weekly

High education: Fortnightly
Total & all other subgroups: ns

12 Once every 3 months

13 5 or more follow-up sessions
15 For 2 months

19 One time a week
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Table 4 (continued)

Theme and features  Study Preferences

Waiting Time 4 Total & LC 1: One Week
All other LC: ns
6 Conventional & Convenient LC: Immediately
8 Psych LC & Alternative LC: Immediately
Hesitant LC: ns
10 Total: ns
All subgroups: Less”
11 Total: ns
All subgroups: Less”
16 See a counselor for the first time immediately, during office hours
17 All three LCs: Immediately, during office hours
19 ns
Treatment Features
Approach 7 Information about mental health problems
Collaborative 9 Professional & Patient LC: Patients and clinicians together choose the treatment
Decision-Making 13 Emphasizes that it is your choice on when and how to quit
16 Youth and service provider work together to decide what personal information to share with caregivers
and how that can be helpful
17 Comprehensive, Integrative Service Access and Service Process Feature LC: Youth and service provider

work together to decide what information to share with caregivers
Caregiver Involvement LC: Information is available to caregivers, with youth consent

Depression 5 WNH: GP
Screening MO: ns
Programme 2 Tailored
Flexibility 12 Choose individual modules or exercises
Treatment 4 Total, LC 1, LC 3 & LC 3: Lower chance of relapseA
Effectiveness LC4:ns
6 Conventional & Convenient LC: People who have experienced mental health problems say this service is
helpful
8 Psych & Alternative LC: Students who have experienced mental health problems say this service is helpful
Hesitant LC: ns
12 The risk of relapse decreases from 60-36%
13 22% (quit rate at 1 year)
14 Yes
18 More”
19 Yes
Reason for Use 7 If I had been diagnosed with a mental health problem
9 Professional & Patient LC: Main goal is to reduce anxiety, depression or psychosis
Recommendation 18 Professional societies
Treatment Format 1 Individual
2 ns
4 Total, LC 1 & LC 2: Individual
LC3 & 4:ns
9 Professional LC: Most sessions alone with clinician, some with a small group of patients and a clinician
Patient LC: Individual
10 Total: ns
All subgroups: individual
11 Total: ns

All subgroups: individual
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Table 4 (continued)

Theme and features  Study Preferences
Treatment Type 1 Counselling and medication
2 Counselling and medication
3 Total & e-preferers: Internet-based program with therapist-assistance
non e- preferers: Prescribed medication
5 White non-Hispanic: Medication
Mexican origin: Counselling
8 Psych, Alternative & Hesitant LC: Choice of alternative treatment, psychotherapy & med
9 Professional & Patient LC: Choice of alternative treatment, psychotherapy & med
12 ns
Clinician Features
Communication 13 Always listens carefully and explains things clearly
Skills
Choice/Familiarity 13 Someone whom you see more than half of the time
of Counsellor 19 You choose from a list
Professional Back- 3 Total, e-preferers & non e-preferers: Psychologist
ground of Provider 5 WNH: ns
MO: Psychiatrist
6 Conventional LC: Psychologist or psychiatrist
Convenient LC: Mental health nurse
8 Psych LC & Hesitant LC: Psychologist or psychiatrist
Alternative LC: Peer counsellor who has experienced mental health problems
9 Professional LC: Mental health nurse
Patient LC: Psychologist or psychiatrist
13 Clinical counsellor (e.g., nurse)
Provider Cultural 5 White non-Hispanic & Mexican origin: ns
Background 6 Conventional LC & Convenient LC: Same culture, if wanted
8 Psych LC & Alternative LC: Same culture, if wanted
Hesitant LC: ns
9 Professional & Patient LC: Same culture, if wanted
16 Services are culturally sensitive and trauma informed
17 Comprehensive, Integrative Service Access and Service Process Feature LCs: Services are culturally-sensi-
tive and trauma-informed
Caregiver Involvement LC: Cultural background is not considered when picking a service or service provider
Provider Gender 5 White non-Hispanic & Mexican origin: ns
Additional Supports
Counselling Aids 9 Professional LC: Includes helpful text messages and phone help
Between Sessions Patient LC: Includes phone help
13 Print materials (e.g., brochure on quitting)
Crisis Response 9 Professional & Patient LC: Patients in crisis can get help 24 h per day
Educational 1 Group, written and video
Information 2 Individual meeting
Family/Caregiver 2 Yes
Involvement 5 White non-Hispanic & Mexican origin: yes
6 Conventional LC & Convenient LC: The service and people using the service decide if families are involved
9 Professional LC & Patient LC: Clinicians and patients decide together whether families are involved
16 Caregivers are involved in family counseling with youth, with youth consent
17 Comprehensive, Integrative Service Access and Service Process Feature LCs: Caregivers involved in coun-
seling with youth, with consent
Caregiver Involvement LC: Caregivers involved in youth counseling decisions, with consent
Help Making 1 Yes
Appointments
Internet Social Net- 6 Conventional LC: Professionally supervised Internet site where people talk about mental health problems
working Options Convenient LC: Internet site where professionals answer questions about mental health problems
9 Professional & Patient LC: Has an internet site where patients ask professionals
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Table 4 (continued)

Theme and features  Study Preferences
Peer Support 14 Online community plus face-to-face meetings
16 Youth can be matched to an ongoing trained peer support worker to learn life skills and help them with
services they need
17 Comprehensive, Integrative Service Access and Service Process Feature LCs: Youth can be matched to an

ongoing trained peer support worker to learn life skills and help them with services they need
Caregiver Involvement LC: Recreational activities led by trained peer support worker

Personal Prevention 12 Included in intervention

Plan
Other Services 16
Provided 17

Choice of education, employment, housing, income support, and legal support services
All three LCs: Choice of education, employment, housing, income support, and legal support services

Note: The subgroup analyses for Lokkerbol 2019a and 2019b were (a) age (low vs. high), (b) education (low vs. high), and impairment (low vs.
high). Katz 2020 reported on two DCEs; the one that met our inclusion criteria is included here. Delivery mode, location, and visit frequency
levels were combined in one attribute in Tauscher 2023. Abbreviations: LC=Latent Class

" Included in analyses as a continuous variable
! Dwight-Johnson 2004
2 Dwight-Johnson 2010
3 Klein, 2010

4 Lau 2012

5 Dwight-Johnson 2013
6 Becker 2016

7 Batterham, 2017

8 Cunningham 2017

% Becker 2019

10 Lokkerbol 2019a

'L okkerbol 2019b

12 Muntingh 2019

13 Katz 2020

14 Phillips 2021

15 Bastien 2021

16 Hawke 2021a

17 Hawke 2021b

18 Phillips 2022

19 Tauscher 2023

2021a, b), with all reporting a preference for services that
offered treatment for physical or substance use problems in
addition to mental health challenges. Service engagement
features were included in five studies (Becker et al., 2016,
2019; Cunningham et al., 2017; Hawke et al., 2021a, b),
with all reporting a preference for services that educate the
community about mental health or involve people with lived
experience in the design and feedback process. Cost was
included as a feature in four studies (Dwight-Johnson et al.,
2010, 2013; Phillips et al., 2021; Tauscher et al., 2023). All
studies reported a preference for lower cost services, with
the highest preference for free services.

Treatment Feature Preferences

Nine features were identified that aligned with the theme of
treatment features. All studies, except one (Bastien et al.,
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2021), included at least one of the features in this theme,
with four features included in four or more studies.
Treatment Type: Seven studies reported on preferences
for treatment type (Becker et al., 2019; Cunningham et al.,
2017; Dwight-Johnson et al., 2004, 2010, 2013; Klein &
Cook, 2010; Muntingh et al., 2019). Most studies found
that participants preferred a combination of counselling and
medication or their choice of treatment (i.e., medication,
counselling, or both) (Becker etal.,2019; Cunningham et al.,
2017; Dwight-Johnson et al., 2004, 2010). Dwight-Johnson
et al. (2013) reported that men of Mexican origin preferred
counselling whereas White non-Hispanic men preferred
medication. In another study (Klein & Cook, 2010), par-
ticipants who favoured eHealth preferred an internet-based
program with therapist-assistance, while those that did not
favour eHealth preferred medication. It should be noted that
this study did not present traditional in-person counselling
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as a specific option. Muntingh et al. (2019) was the only
study not to find a significant preference for treatment type.
However, this study compared four different psychothera-
pies rather than comparing counselling and medication.

Treatment Format: Six studies reported on treatment for-
mat (Becker et al., 2019; Dwight-Johnson et al., 2004, 2010;
Lau et al., 2012; Lokkerbol et al., 2019a,b), with the major-
ity finding a preference for individual sessions over group
sessions. Becker et al. (2019) reported that one group of
participants (mostly clinicians) preferred small group ses-
sions alongside individual sessions, while the other group of
participants (mostly patients) preferred individual sessions
only. Dwight-Johnson et al. (2010) reported no significant
preference for treatment format.

Other: Treatment effectiveness was reported by eight
studies, with all finding a preference for more effective treat-
ment (Becker et al., 2016; Cunningham et al., 2017; Katz et
al., 2020; Lau et al., 2012; Muntingh et al., 2019; Phillips et
al., 2021, 2022; Tauscher et al., 2023). However, two stud-
ies reported a preference for services that other people with
mental health problems found helpful, over those supported
solely by research evidence or clinical opinion (Becker et
al., 2016; Cunningham et al., 2017). Four studies (Becker et
al., 2019; Hawke et al., 202 1a, b; Katz et al., 2020) reported
on collaborative decision-making, with all reporting a pref-
erence for service providers to work collaboratively with
the patient in shaping the treatment plan.

Clinician Feature Preferences

Five features were identified that aligned with the theme of
clinician features. Nine of the 19 studies included at least
one of the features in this theme, with two features included
in four or more studies.

Professional Background: Five studies reported a pref-
erence for a psychologist or psychiatrist, compared to a
mental health nurse, social worker, general practitioner, or
(peer) counsellor (Becker et al., 2016, 2019; Cunningham
et al., 2017; Dwight-Johnson et al., 2013; Klein & Cook,
2010). One study (Katz et al., 2020) reported a preference
for a clinical counsellor (e.g., nurse), rather than a non-
clinical counsellor (e.g., health coach) or peer counsellor
(coaching by another veteran). Participant demographics
introduced some variability in preferences across studies.
For example, Dwight-Johnson et al. (2013) found that men
of Mexican origin preferred a psychiatrist yet identified no
significant preference in White non-Hispanic men. Becker
et al. (2016) noted that participants who favoured traditional
mental health care preferred a psychologist or psychiatrist
while participants who favoured convenient mental health
care preferred a mental health nurse. A subsequent study
by the same team reaffirmed this, finding that one group of

participants (mostly mental health professionals) preferred
that mental health treatment for service users was provided
by a mental health nurse, while another group (mostly
patients) preferred that mental health treatment for service
users was provided by a psychologist or psychiatrist (Becker
etal., 2019). Lastly, Cunningham et al. (2017) found two dis-
tinct groups of preferences for provider amongst university
students; those that preferred a psychologist or psychiatrist,
and those that preferred a peer counsellor. The former group
was characterised by hesitation to access in person services,
whilst the latter group were characterised by favouring ser-
vices with alternative treatments (e.g., exercise, diet).

Cultural Background: Six studies identified prefer-
ences for the cultural background of clinicians (Becker et
al., 2019; Becker et al., 2016; Cunningham et al., 2017,
Dwight-Johnson et al., 2013; Hawke et al., 2021a, b), with
all but one (Dwight-Johnson et al., 2013) reporting a statis-
tically significant preference. Five studies found a prefer-
ence for culturally sensitive services or the option of talking
to a service provider from their own cultural background.
However, two studies identified specific exceptions based
on participant sub-groups. Cunningham et al. (2017) found
that university students hesitant to access in-person services
had no significant preference related to the cultural back-
ground of the service provider. Hawke, Thabane, Wilkins,
Hawke et al. (2021b) found that caregivers who prioritised a
high level of involvement in a young person’s care preferred
that the cultural background of service providers not be a
determining factor.

Additional Supports Preferences

Nine features were identified that aligned with the theme
of additional supports. Ten of the 19 studies included at
least one of the features in this theme, with only one feature
included in four or more studies.

Family/Caregiver Involvement: Six studies (Becker et
al., 2016, 2019; Dwight-Johnson et al., 2010, 2013; Hawke
etal., 2021a, b) reported a preference for involving families/
caregivers in the treatment process if the patient chooses.

Discussion

Virtual care delivery offers many benefits to users of mental
health and substance use services; however, it also has many
barriers to its use. A user-centred approach which identi-
fies the preferred features of telehealth services can help
to ensure that telehealth is implemented in a way that will
be used effectively and by all. Although there are specific
advantages to telehealth, knowledge about user preferences
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for virtual care more broadly can help to inform this user-
centred approach.

This systematic review sought to identify what factors
influenced preferences for virtual service delivery in men-
tal health and substance use settings. We found no studies
in which the primary research question was to investigate
how different service features influenced preferences for
different models of virtual care. However, nineteen stud-
ies met our eligibility criteria as they examined some com-
ponent of virtual care (e.g., included a modality attribute)
as part of investigating preferences for other care models
(e.g., different models of treatment). Features identified
in the studies were grouped into four thematic categories:
service features, treatment features, clinician features, and
additional supports. Although the aim was to understand
preferences for virtual care delivery, to be included in this
review studies only had to have at least one feature related
to virtual care — they were not required to include, or report
on, a direct comparison of in-person care with virtual care.
As such, only nine of the 41 features identified were related
to virtual care delivery. Most studies focused on treatment
features and only included one feature related to virtual
delivery, for example, as an alternative to in-person care.
These studies typically reported the influence the virtual
modality had on overall preferences or likelihood of uptake
(e.g., offering telephone appointments increased treatment
acceptance), but not how the other features influenced pref-
erences or uptake of virtual care. These studies can thus pro-
vide information on the overall preferences for (or against)
virtually provided care, but they do not provide information
for service providers seeking to design a virtual care service
that minimises the specific barriers associated with virtual
care delivery and predict its uptake based on different ser-
vice features. Four studies examined preferences for online
mental health programs (Batterham & Calear, 2017; Klein
& Cook, 2010; Muntingh et al., 2019; Phillips et al., 2021),
but focused on self-help tools without clinician contact.
Thus, whilst the preferences for additional e-health supports
are covered, the specific features of virtual care services
in mental health and substance use settings remain largely
unexplored in preference elicitation studies.

Within the theme of service features, most studies
reported a preference for in-person services, delivered at
home or in a clinical setting once per week with no wait
time. While some studies identified a preference for receiv-
ing treatment at home, compared to clinical locations, this
preference was dependent on demographics factors, such as
gender and cultural background. Although one of the ben-
efits of virtual care is its ability to be ‘provided at home’, it
is important to note that the finding from this review of a
preference for home-based mental health treatment does not
necessarily equate to a preference of virtual care because
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this finding was independent from modality. Lower educa-
tion levels were associated with less preference for virtual
care. Potential reasons for this may be that people with
lower levels of education are less aware of digital technol-
ogy, more hesitant to use health technology, and less likely
to have access to digital technology (Lee et al., 2022).

Within the theme of treatment features, most participants
preferred a combination of individual counselling and medi-
cation (or a choice of the two) with an emphasis on treatment
effectiveness. Preference for treatment type was dependant
on cultural background, with men of Mexican origin prefer-
ring counselling and White men preferring medication in a
US-based sample (Dwight-Johnson et al., 2013). Treatment
preference and culture have been linked in previous litera-
ture, with some studies identifying a lower preference for
treating mental illness with medication among certain cul-
tural groups, such as Latin Americans and African Ameri-
cans (Lee et al., 2021; Vazquez et al., 2021). This suggests
that perhaps the dominant medical model does not always fit
with different cultures, and therefore, a model of virtual care
which strives to replicate traditional face-to-face care might
fail to meet specific cultural needs. As such, future imple-
mentations and user-centred designs of telehealth should
ensure that different cultural groups and their preferences
are incorporated into the model of care.

Within the theme of clinician features there was ten-
dency for demographic factors of the service user to influ-
ence cultural background and profession preferences about
the service provider. There was a preference for treatment
to be provided by a psychologist or psychiatrist with the
same cultural background as the service user, and different
groups of people (e.g., Mexican vs. White men) reported
differences in preferences for provider profession. Further,
preferences regarding profession were linked to preferences
for other features, such that participants who favoured con-
venient (i.e., telehealth) mental health care preferred a men-
tal health nurse whereas those who liked traditional (e.g.,
in-person) mental health care preferred a psychologist or
psychiatrist (Becker et al., 2016). These findings highlight
that choice of provider could be used to ensure equal uptake
of telehealth across different groups, however this is lim-
ited by the availability and diversity of the providers. Future
research could investigate if increased implementation of
virtual care across more services can help to address these
availability issues, and whether the choice of service pro-
vider is sufficiently important to service users to overcome
other barriers to virtual care. At the same time, there may be
aneed to educate providers to be more culturally responsive
and educate users of the advantages of accessing more read-
ily available providers (e.g., mental health nurses) whilst
waiting for more traditional but in demand providers (e.g.,
psychiatrists, psychologists).
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Within the theme of additional supports, most features
were only included in one or two studies each and were
therefore excluded from the synthesised results. There is
thus scope for future research to explore whether any of
these miscellaneous additional supports consistently found
to be important. One feature included in several studies was
a preference for family/caregiver involvement in treatment
planning. A recent systematic review shed light on the ben-
efits and drawbacks of family involvement in mental health
treatment (Cameron et al., 2022). Family involvement was
found to provide support, give comfort, and help monitor
symptoms for people receiving mental health treatment.
However, at times patients were excluded from discussions
about their mental health, or family members lacked mental
health literacy, hindering patient treatment and recovery.

Overall, our findings show that there is no ‘one size fits
all” approach for mental health service design and delivery.
We found a preference for in-person care over virtual care
delivery, whether it be face-to-face or with a virtual com-
ponent. However, service user and provider preferences for
specific, different virtual models of care remain unknown.
None of the included studies examined preferences for vir-
tual care in populations where it may be most useful, such
as people living in rural areas, due to the burden associated
with traveling for face-to-face services. The issues regarding
virtual care access in these populations has been explored in
other research outside the scope of this review (Mseke et al.,
2023). Given the advantages of preference elicitation meth-
ods in user-centred design, it is important to implement a
preference elicitation study that identifies target population
preferences before implementing a virtual care service.

Limitations and Directions for Future Research

This review, and the studies included in this review, are
not without limitations. Most studies conceptualised vir-
tual care as an adjunct (e.g., additional app-based support
work), rather than an optional substitute to in-person care
due to infection, difficulty travelling etc. Additionally, while
the findings help to determine people’s preferences for one
modality over another, they provided little information on
which features of mental health and substance use services
would increase uptake of telehealth care, or to what extent.
While many qualitative studies have examined the facilita-
tors and barriers to digital health care, preference elicita-
tion methods such as DCEs allow researchers to determine
the trade-offs that people make between different sets of
preferred features. The experimental design and statistical
analysis can enable conclusions, such as "people will switch
from preferring in-person to virtual care when it decreases
their wait time for an appointment by one week’. These
types of conclusions can be easily utilised in implementation

frameworks and feasibility assessments of new services. As
such, it is important that future preference elicitation studies
are designed and analysed such that they explore the prefer-
ences for, and predicted utilisation of, different models of
telehealth as a supplement (and where appropriate, substi-
tute) for traditional in-person care.

Almost 80% of the included studies either had a sample
that that did not compare to their target population, or the
authors did not assess whether they had recruited a represen-
tative sample. Most samples were skewed towards women,
people with higher education levels, and people from White,
English-speaking backgrounds. Consequently, the study
findings are not representative. Future preference elicita-
tion studies should aim for more representative, un-biased
samples by using targeted recruitment methods, rather than
recruiting from the general population online. We were not
able to compare preferences between service users and ser-
vice providers within this review, as we only found four
studies on providers. Service users and service providers
likely have different preferences, which is important to
understand when designing and implementing a service so
that both groups accommodated. Our review is limited by
not being able to draw any conclusions about these groups’
preferences, so another avenue of future research is to com-
pare these groups more directly.

Lastly, since most of the included studies were DCEs,
the results presented in this systematic review may not be
indicative of real-world utilisation of these services. Most
of the DCEs did not include an ‘opt out’ option (i.e., the
ability to choose neither option). Consequently, we do not
know whether people would choose the said service option
if presented with it in real-life circumstances; a dilemma
discussed at length in the DCE literature (Determann et al.,
2019; Lancsar & Donaldson, 2005; Quaife et al., 2018).
Future DCEs in this area should include an ‘opt out’ or ‘sta-
tus quo’ option, so that the hypothetical preferences (i.e., the
DCE results) are more reflective of real-world preferences,
and crucially, utilisation.

Conclusion

To our knowledge, this is the first systematic review to syn-
thesise preference elicitation studies of mental health and
substance use services with a virtual care element. Our
results suggest that people are more likely to access a men-
tal health or substance use service when it is convenient,
affordable, effective, personalised, and face-to-face. Most
studies focused on preferences for different mental health
treatment programs, where the programs included some
form of virtual element (in person care vs. phone call). No
studies directly investigated preferences for, or predicted
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utilisation of, different modalities of services (telehealth
vs. traditional in-person care). Thus, our review highlights
the need for future preference elicitation studies to specifi-
cally investigate which factors influence people’s decision
to access telehealth services in both mental health and sub-
stance use settings.
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