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Abstract

Background: Depression has a profound impact on population health. Although using web-based mental health programs to
prevent depression has been found to be effective in decreasing depression incidence, there are obstacles preventing their use, as
reflected by the low rates of use and adherence.

Objective: The aims of the study are to understand the barriers to using web-based mental health programs for the prevention
of depression and the possible dangers or concerns regarding the use of such programs.

Methods: BroMatters and HardHat were two randomized controlled trials (RCTs) that eval uated the effectiveness of e-mental
health programsfor preventing workplace depression. Inthe BroMatters RCT, only working men who were at high risk of having
amajor depressive episode wereincluded. The participants were assigned to either the control group or 1 of 2 intervention groups.
The control participants had access to the general depression information on the BroMatters website. Intervention group 1 had
access to BroMatters and BroHealth—the depression prevention program. Intervention group 2 had access to BroMatters and
BroHealth along with weekly accessto aqualified coach through telephone calls. The HardHat trial targeted both men and women
at high risk of having a major depressive episode. The participants in the intervention group were given access to the HardHat
depression prevention program (which included a web-based coach), whereas HardHat access was only granted to the control
group once the study was completed. This qualitative study recruited male participants from the intervention groups of the two
RCTs. A total of 2 groups of participants were recruited from the BroMatters study (after a baseline interview: n=41; 1 month
after the RCT: n=20; 61/744, 8.2%), and 1 group was recruited from the HardHat RCT 1 month after the initial quantitative
interview (9/103, 8.7%). Semistructured interviews were performed with the participants (70/847, 8.3%) and analyzed using
content analysis.

Results: There were both personal and program-level barriers to program use. The three personal barriers included time, stress
level, and the perception of depression prevention. Content, functionality, and dangers were the program-level barriersto the use
of web-based mental health programs. Large amounts of text and functionality issues within the programs decreased parti cipants’
engagement. The dangers associated with web-based mental health programs included privacy breaches and inadequate help for
severe symptoms.
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Conclusions: Thereare personal and program-level barriersto the use of web-based mental health programs. The stigmatization
of help seeking for depression symptoms affects the time spent on the program, as does the public perception of depression.
Certain barriers may be mitigated by program updates, whereas others may require acomplete shift in the perception of depression

prevention.

(IMIR Form Res 2021;5(7):€16949) doi: 10.2196/16949
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Introduction

Methods

Background

Major depressive episodes (MDES) have a considerable impact
on human health, with an annual prevalence of 4.7% in Canada
[1], and they affect 350 million people worldwide [2]. MDESs
cause workersto beless productive while at work (presentegism)
or completely absent from work (absenteeism). Presenteeism
and absenteeism cost Canada approximately Can $2.5 billion
(US $2.0 hillion) and Can $6.8 hillion (US $5.5 hillion),
respectively, in 2015 [3]. Preventive strategies have been shown
to decrease the incidence of depression, thereby decreasing
presenteeism and absenteeism [4,5].

Web-based mental health programs can play an important role
in the prevention of depression by increasing accessibility,
confidentiality, and sustainability [6], and those based on
cognitive behavioral therapy (CBT) have been shown to be
effective at decreasing stress [7]. A recent study found that
web-based mental health programs were perceived by usersto
increase both individual and societal mental health awareness
[8]. However, the rates of use and adherence to such programs
can be low and inconsistent, with completion rates in
randomized controlled trials (RCTs) ranging from 14% to 90%
[9,10]. The frequency of completing web-based programs is
lower than that in face-to-face therapies [10]. The level of use
and adherence can have a direct impact on the effectiveness of
e-mental health programs. Thus, it isimportant to understand
the barriers associated with the use of e-mental health programs.

The demographic characteristics of age and sex seem to
influence the use of web-based depression prevention resources.
Web-based mental health programs are aso less likely to be
perceived as helpful by older populations [11]. Women and
men favor different web-based mental health program designs
and content [12], making it difficult to develop an inclusive
program. In existing studies, the barriers associated with
accessing web-based menta health programs include stigma,
concerns regarding privacy, lack of time, impersonal nature,
and a lack of perceived knowledge and confidence about
web-based programs [11,13,14].

Objectives

Although studiesto date offer someinsight into thistopic, there
arelimited studies on the aversion to using web-based programs
and examining other concerns or dangers that limit their use.
Theaimsof thisstudy areto (1) understand the barriersto using
web-based mental health programs for the prevention of
depression and (2) explore any possible dangers or concerns
regarding the use of such programs.

https://formative.jmir.org/2021/7/€16949

Design

This qualitative study was embedded in two RCTSs that each
examined a different web-based program to prevent mental
illness (BroHealth and HardHat, as described below). This
project was approved by the research ethics board of the Royal
Mental Health Centre in Ottawa, Canada

BroHealth

BroHealth is a web-based program that was evaluated in the
BroMatters RCT. It aimsto reduce therisk of depression among
working men at high risk of having an MDE. Details of the
BroMatters RCT can be found in a previous publication [15].
The development of BroHealth was informed by the results of
anational survey in the target popul ation about the preferences
of men classified ashigh risk for the design features of e-mental
health programs [11]. The development was guided by a
committee of research team members with expertise in
psychiatry, epidemiology, eHealth, occupational psychology,
addiction, information technol ogy, and software programming.
BroHealth includes modules on workplace depression, mental
health information, and self-assessment tools. BroHealth isalso
linked to a UK-based CBT program, Living Life to the Full.
Before finalization, BroHealth was pilot-tested among team
members, stakeholder advisory committee members, and
members of the general public recruited through personal
networks and social media.

The participants in the BroMatters study were recruited using
random digit dialing across Canada. These participants were
working men at high risk of having an MDE. Their risk was
caculated using a multivariable risk prediction (MVRP)
algorithm, which is used to estimate the chances of developing
depression in the next 4 years [16]. The participants were
randomly assigned to 1 of 3 groups: group 1 had access to the
BroHealth web-based program (intervention group 1), group 2
had access to both BroHealth and a coach (intervention group
2), and group 3 had no accessto either the program or the coach
but had access to genera depression information on the
BroMatters website (control group). The BroHealth program
consists of self-checks, self-help modules, general depression
information, and goal-setting materials. The participants in
intervention group 2 could schedule optional telephone sessions
with a coach once per week. Reminders were sent every other
week through email to prompt program use in the intervention
groups. The participantswereinterviewed at baseline, 6 months,
and 12 months, and they were given amonetary incentive (Can
$25 [US $20] gift card) to complete each interview.
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HardHat

HardHat is an enhancement of BroHealth, targeting both men
and women in the workplace. It encompasses enhanced visual
design, depression information, self-assessment tools, and nine
work-focused CBT and problem-solving therapy (PST) sessions
designed by apsychiatrist with expertisein CBT and PST. Each
session includes a 5-minute video recorded by professional
voice actors in both English and French, in addition to in-class
and/or homework assignments. Users are required to submit
assignmentsfor review and approval by a coach before moving
on to the next session. Before finalization, HardHat was
pilot-tested among 12 potential users from the community and
revised based on feedback.

The target population of the HardHat RCT was working men
and women who were at high risk of having an MDE but were
not currently experiencing one. Therisk of MDE was cal culated
using the same sex-specific MVRP agorithms [16] as the one
used in the BroMatters RCT. The participants in the HardHat
study were recruited through Green Shield Canada (GSC). A
link was posted on the GSC website, and people were invited
to complete an eligibility questionnaire. The eligible participants
were randomly assigned to the intervention group (access to
the HardHat program, including acoach) or awaitlisted control
group that did not have access until after the final follow-up
interview. The HardHat program includes five compulsory
sessions and four supplementary sessions. The sessions are
based on the principles of CBT and PST and are designed to
help participants work through the problems that cause them
stress. Each participant was assigned a coach who was available
through the chat function to assist them throughout the program
and answer any questions. To encourage the use of the program,
emails were sent every other week as a reminder. As in the
BroMatters study, each participant completed three structured
interviews and was given a Can $25 (US $20) gift card at the
end of eachinterview. The HardHat participantswere also given
incentivesto complete the program’s sessions, unlike those who
participated in the BroMatters study. To complete each session,
the HardHat participants were given 100 GSC points and were
included in a monthly draw to win a Can $100 (US $80)
Amazon gift card.

Participant Recruitment for Qualitative Study

Originally, the qualitative interviews were only planned to be
conducted after the completion of the BroMatters RCT;
however, because of low use throughout the duration of both
RCTs, an additional round of interviews was conducted to
investigate the reasons for the low use. The participantsfor this
qualitative study were randomly selected from the intervention
groups (ie, those given accessto BroHealth or HardHat). A total
of 3 different groupswere recruited from the 3 different sample
sets. Group 1 consisted of participants from the BroMatters
RCT who had little or no use of BroHealth (maximum of one
log-in). The interviews were conducted 1 month after the RCT
began. Participants were randomly selected and interviewed
until 41 participants were reached and code saturation was
reached within these interviews. Group 2 was recruited after
the BroMatters RCT was completed. Overall, 20 of these
participants were randomly selected from either of the
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intervention groups and interviewed, and code saturation was
reached within these interviews. The total population size for
groups 1 and 2 was 744 individuals, thus, our use of 61
participants for qualitative data collection represents 8.2%
(61/744) of thetotal population of participantsin the BroMatters
source study. Group 3 was recruited from the HardHat RCT 1
month after the study began; this study had a total of 103
participants to sample from. The participants were randomly
selected if they had a maximum of one log-in, and they were
interviewed until code saturation was reached. To maintain the
homogeneity of the study samplefor thisanalysis, we included
nine interviews conducted with male participants from the
HardHat trial, representing 8.7% (9/103) of the HardHat
popul ation.

Data Collection

The semistructured interview guideswere designed by theteam
members; different interview guides were used for each group,
but the questionsincluded similar topics. The questionsfocused
on the lack of program use, motivations, and program
perception. The qualitative interview guides are included in
Multimedia Appendix 1. The telephone interviews were
conducted in English or French by research staff not involved
inthe RCT datacollection. The average length of theinterviews
was 9 minutes. All interviews were audio recorded and
transcribed verbatim by the members of the research team.

Sample Size Justification

The principle of data saturation was used to determine the
sample size for this qualitative study. Data saturation allows
for acomplete pictureto beformed about participant perceptions
on the topic. For this study, data saturation was defined as the
point where no novel information relevant to the topic is being
gathered in the interviews. To ensure that the sample would
reach data saturation, the study by Sim et a [17] was drawn
upon to determine appropriate sample sizes. They inferred that
many qualitative research projects reach data saturation with
between 10 and 40 participants. A rough sample size of 41 was
chosen for the first set of qualitative interviews (group 1:
BroMatters low use); once the 41 interviews were compl eted,
it was realized that saturation occurred well before the final
interview. Therefore, asample size of 20 participants was chosen
for groups 2 and 3; in both cases, saturation was reached within
these interviews.

Data Analysis

Inductive content analysis was conducted using NVivo version
12 (QSR International) [18,19]. Content analysis has been
effectively used in various mental health research studies to
understand perceptions of symptomsand treatment interventions
[20]. The second author (MN) read several of the transcripts
and identified key findingsthat were of interest, after which the
first author (HE) read all transcripts multiple times to become
familiar with the data. Subsequently, HE performed open coding
toidentify themesin the data, and short phrases (ie, codes) were
developed to represent each theme. Next, HE amalgamated the
codes into broader categories to develop a coding framework.
The codes did not need to be reported in a set number of
interviews to be included in the framework because of the
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semistructured nature of the interviews; interviews that follow
asemistructured design may vary from participant to participant,
and unique questions may arise that may not have been part of
the broad interview guide. Next, athird researcher assessed the
coding framework to ensure that it fully represented the
interview themes. At this point, the authors noted that the
categoriesfell into two very general groups and were therefore
categorized one more time. Subsequently, the transcripts were
recoded by HE using the fina framework. Finally, the coding
framework prepared by HE was compared with a preliminary
analysis performed by MN for consistencies.

Results

Overview

A tota of 70 participants completed the semistructured
telephoneinterviews—61 and 9 participantsfrom the BroM atters
and HardHat RCTs, respectively. The demographic
characteristics of each group are presented in Table 1. Although
the population sizes for each program were very different, the

Eccleset d

demographics were very similar. The average ages of the
participantsin the HardHat, BroMatterslow use, and BroMatters
post-RCT studieswere 43.0, 39.5, and 42.7 years, respectively,
and most participants in all these studies resided in Ontario.
The average program use, measured in terms of log-ins, of all
participantsin the BroMatters study was 1.75 log-ins; similarly,
most HardHat participants did not complete the program.
Furthermore, the average depression risk scores calculated by
usingthe MV RP algorithmswere 32.3 and 19.8in HardHat and
BroMatters, respectively.

A total of 6 barriersto using web-based mental health programs
were described. These six barriers were categorized as
personal-level barriers that revolved around the personality of
the user and program-level barriers that were specific to the
web-based program itself. The personal-level barriersincluded
lack of time, level of stress, and disbelief in prevention, whereas
the program-level barriers included content complexity and
redundancy, program functionality, and perceived dangers
(Textbox 1).

Table 1. Demographics for the participants in the different participant groups (N=70).

All participants BroMatterslow use  BroMatters after
Demographics (N=70) (n=41) RCT?(n=20) HardHat, (n=9)
Age (years), mean (range) 40.6 (20-67) 39.5(20-63) 42.7 (27-66) 43.0 (22-67)
Location, n (%)

British Columbia 12 (17) 7(17) 3(15) 2(22)

Alberta 8(11) 5(12) 3(15) 0(0)

Saskatchewan 4(6) 3(7) 1(5) 0(0)

Manitoba 1(1) 12 0(0) 0(0)

Ontario 35(50) 21(51) 7 (35) 7(78)

Quebec 5(7) 1(2) 4(20) 0(0)

New Brunswick 1(1) 0(0) 1(5) 0(0)

Nova Scotia 4(6) 3(7) 1(5) 0(0)
Depression risk score (%), mean (range) 23.1(7-84) 19.2 (7-84) 20.4 (7-84) 32.3(22-67)
Number of log-ins, mean (range) _b 1.2(0-11) 2.3(1-8) —
Completer, n (%)

Complete — — — 2(22)

Partially — — — 3(33)

Not started — — — 4 (44)

3RCT: randomized controlled trial.
BNot available.
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Textbox 1. Summarization of resulting categories.
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Personal barriers
« Lack of time
o Lifeisbusy.

«  People do not prioritize stress prevention.

o Level of stress
« Toolittle stress, and people do not think they need it

«  Too much stress, and people cannot find the time and motivation

« Disbelief in prevention
. Stlgma

«  People do not focus on depression.

Program barriers
«  Content complexity and redundancy
o  Text heavy
«  Peopledo not like activitiesin program

«  Redundant information

«  Program functionality
«  Disorganized flow
«  Brokenlinks

. Internet as a medium

«  Perceived dangers

. H|Va:y
« Usingit asatreatment instead of seeking help

Personal Barrier

Lack of Time

Most participants reported a lack of time or an inability to
prioritize use asthelargest barrier to program use. For instance,
one participant said the following:

..it'sinmy list of thingsto get to but lifeislike super
busy, | have a young kid and a newish job and soit's
there, but | haven't gotten to it. [BroMatters low use;
age: 42 years]
Prioritizing other aspects of their lives often caused the
participants to forget about the program entirely. A participant
commented as follows:

...| keep forgetting. It'sin the pile of thingsto do and
| keep forgetting to go back and look at it again.
[BroMatters low use; age: 51 years]

Level of Stress

The level of participant stress, both high and low, emerged as
abarrier to program use. Some participants neglected to use the
web-based programs because they believed that they did not
need to useit:

https://formative.jmir.org/2021/7/€16949

| didn't really need anything because work’s going
pretty well. [BroMatters low use; age: 32 years)

Others managed their stresswell using other support, including
therapy, medication, and self-management strategies. For
instance, one participant mentioned not using the program:

...because | currently have a psychologist...and I've
been meeting with that doctor on a regular basis.
[BroMatters low use; age: 36 years]

The participants may also have been disinclined to use the
program because they were struggling to manage their mental
health; hence, they felt overwhelmed and unable to avail
themselves of the web-based program. For instance, one
participant said the following:

...over the past month...my mental state of mind has

deteriorated. | just got no determination or will power

to do anything. [HardHat; age: 55 years|
These participants were often overwhel med by the content when
they tried to use the programs. One participant explained as
follows:

| was already pretty stressed out and a little
overwhelmed and had high levels of anxiety as a
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result, and so when | got to the website and saw the
information that there was, | had to like pull back
becauseit wastoo much. [BroMatters post-RCT; age:
42 years)|

Disbelief in Prevention

In multiple cases, participants were skeptical as to whether
anyone would use the program as a preventive measure before
developing symptoms of depression:

| don't think people are going to use the resource
before they have depression...people don't turn to
something until they have it. [BroMatters low use;
age: 36 years]
Program use as a preventive measure was also hindered by the
stigma associated with getting mental health help. One
participant stated:

There's some stigma attached to the whole idea of
not being mentally well, so | think it’s something that
peopleliketo keep private. [BroMatterslow use; age:
43 years)|

Program Barrier

Content Complexity or Redundancy

Content that isdifficult to digest or redundant when considering
theinformation available elsewhere isabarrier to program use.
Some participants felt that the programs were too text heavy,
thus deterring participation and causing them to loseinterest in
the program. One participant remarked the following:

| think what it comes down to is the amount of
reading. If thereisalot of reading, it'sjust kind of a
put off. [BroMatters post-RCT; age: 47 years]|

Some participants felt that the modules were too long to
complete in one sitting, and they neglected to either start the
modules or return to complete them. In addition, some
participants found the program content to be redundant when
considering other resources that they had access to elsewhere,
leading to the limited use of the programs. One participant
explained this as follows:

...after a half a dozen times | found that the content

was redundant with what | had already gotten from

my healthcare provider. [BroMatters post-RCT; age:

37 years|
For some participants, the types of activities did not align well
with their preferences. For example, one participant said the
following:

I’mnot the type of person to divide a problemup into
Six component pieces.... My personality is a type
where | don’t care about how many different parts of
the problem there are. [HardHat; age: 67 years]

Functionality

Another topic discussed by the partici pantswas how the program
functioned. Functionality issues such as broken links and
disorganized flow discouraged the use of the programs. When
the participants had difficulty using the program, they felt
discouraged and were less likely to return to it. The internet

https://formative.jmir.org/2021/7/€16949
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itself was also perceived to be problematic as amedium for the
delivery of mental heath prevention resources. Some
participants did not like using the internet at all or did not use
it often enough. Many participants also had an aversion to using
the internet as a resource for mental health prevention. For
instance, one participant said the following: “When you're
stressed out or something like that, last thing you want to do is
go on your phone and tell your phone how stressed you are.”
[BroMatters post-RCT; age: 47 years).

Perceived Dangers

Overall, very few participants reported concerns about personal
dangers or negative impacts of web-based mental health
programs. A few of the participants voiced concerns about
privacy. For example, one participant described how navigating
contemporary times that are pervaded by telephone and email
scams leaves them skeptical about the legitimacy of certain
websites. For instance, a participant commented as follows:
“...there’sso many trapsfor an old mantofall into” (BroMatters
low use; age: 63 years). Furthermore, he provided additional
context: “...99% of these emails and phone calls and people at
my door are scammers wanting money” (BroMatters low use;
age: 63 years). In addition, the programs’ focus on personal
mental health left some participants concerned about privacy:

I’mavery private person and so thefact that | opened

upasmuch as| didin thefirst call kind of concerned

me, and so I'm hesitant just to spill my guts when |

don't really knowwhoitisl’mtalking to. [BroMatters

low use; age: 48 years|
The other danger that the participants conveyed was the
possibility that individuals with severe symptoms may use the
program at the expense of specialized treatment and thus may
not receive the care that they need. One participant explained
thisasfollows:

...if somebody would try to use thisto replace seeking
other help or talking to someone else about their
issues. [BroMatters post-RCT; age: 46 years|

Group Differences

Most categories were consistent across the interview groups
and programs. However, the participantswho wereinterviewed
only 1 month after the RCT started (both BroMatters and
HardHat) reported time as the biggest barrier to program use,
whereas the participants who had completed more of the
program and who were interviewed after the RCT (BroMatters
only) was completed stated that need was the biggest barrier.
Moreover, the BroMatters participants had greater difficulty
with program functionality and flow than the HardHat
participants, which was in part due to the fact that the CBT
program (Living Lifeto the Full) in the BroHealth program was
externally linked. The challenges identified by the HardHat
participants focused more on not receiving emails and not
understanding how to access the site.
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Discussion

Principal Findings

This study found that barriers to program use exist at both
personal and program levels. Personal-level barriers affected
initial use of the program. Many participants did not prioritize
their mental hedlth, citing that time constraintsor abusy lifestyle
did not allow them the time to use the program. This led many
participants to believe that depression cannot be prevented.
Although al participants in the study had a high risk of MDE,
some did not believe that they had a stressful life and therefore
did not believe that they needed to use the program. The barrier
of continued use was discussed when the program itself was up
for discussion. Content had a large effect on continued use.
When content was perceived as redundant or not applicable to
the participants, they discontinued use. Similarly, if program
use caused frustration because of technical problems or the
participants’ dislike of the internet as a medium, they were less
likely to use the programs. Some participants were also
concerned about the possibility of privacy breaches resulting
from program use.

The results of our study are consistent with previous research
in terms of personal and program-level barriers (lack of time,
stress, content and medium, and privacy concerns) [21-23]. One
important difference between our study and previous research
is that BroHealth and HardHat were designed for prevention
purposes (rather than treatment), and there are limited studies
on the lack of interest in preventing depression as a barrier to
program use. This is an important finding that highlights a
significant gap in the current knowledge of web-based mental
health programs for preventing depression.

The design and development of BroHealth and HardHat were
informed by a large national survey and several rounds of
usability testing. Nevertheless, the use of these programs was
not optimal. This qualitative study uncovered severa barriers
to web-based program use and has significant implications for
mental health. Lack of time and perceived stress are the main
personal barriers. It should be noted that the RCTs evaluating
these two web-based programs were conducted from 2017 to
2019. Thereported barriersreflect how potential users perceived
web-based mental health programs during that time. Such
barriers may be different in the context of COVID-19 with the
closure of in-person health services [24]; implementation of
web-based health services [25-27]; physical distancing;
isolation; and widely reported feelings of loneliness, depression,
and anxiety [28] due to these public heath measures. The
COVID-19 crisisand public health restrictions could accel erate
the use of mobile and digital health [29]. Therefore, studieson
this topic, both during the pandemic and in the postpandemic
era, are needed. BroHealth functionality and technological
problems were related to an external link to a CBT program.
Such alinkage should be avoided in future web-based programs
or apps because technical issues may occur in unpredictable
ways. Other program functionality issues were also evident,
highlighting the importance of a user-friendly design and
interface. In addition, many HardHat participants did not receive
the reminder emails that were sent, thus limiting their
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effectiveness [8]. The qualitative results also shed light on the
importance of program personalization and balancing text and
video and audio content, and these findings should be taken
into consideration in the design of future digital mental health
programs. Adapting web-based mental health programs into
web-based or mobile app personal informatics (Pl) systems has
the potential to mitigate some barriers to program use. Pl
systems, which collect and store persona data that can be
accessed by usersfor anumber of purposes, would improve the
need for program personalization. Pl systems can be websites
and mobile apps that can be seamlessly integrated into daily
life, thus improving engagement. One salient example of the
positive effects of Pl systemsis activity trackers that users can
use to monitor their activity level, set goals, and monitor
progress; such trackers have been shown to improve physical
activity among users[30].

Many participants believed that depression cannot be prevented.
Thismistaken view leadsto areluctance to use programs aimed
at prevention, including web-based mental health programs.
This finding is echoed in previous studies [11,31-33]. People
who believe that depression cannot be prevented tend to
prioritize other activities over their mental health, perhaps
because of the lack of emphasis that society places on mental
health and social norms related to the male sex. To mitigate
barriers to program use, program modifications alone are not
sufficient; a shift toward depression being perceived as a
preventable illness is imperative, especially among men.
Important stepswould be for society to prioritize mental health
alongside physical health, raise awareness about mental health,
increase mental health literacy, and develop effective
depression-risk communication. Such population-level mental
health education and promotion efforts may improve societal
acceptance of the notion of prevention so that maintaining good
mental health would become a more mainstream and socially
acceptable priority. For example, the historic change in how
breast cancer prevention has progressed from a private issue to
a widely promoted public health goal could be considered a
relevant precedent. This study contributes to the first step by
identifying depression as a continuing problem in the mental
health field. Regardiess of the effort put into identifying
motivators and effective programs, for people to choose to
partake in such programs, mental health must be made a top
priority in society. Increased focus on mental health at al levels
of government and at workplacesisagood first step to increase
the perceived importance of mental health. An increase in
government resources alocated to digital mental health care
and preventive services on the web in conjunction with the
application of artificial intelligence technologies could improve
the promotion of mental health and better adaptation. Aspeople
spend many hours at work every day, workplaces are an ideal
environment to promote positive mental health and implement
digital preventive mental health programs.

Limitations

This study includes some limitations. First, some participants
were interviewed a number of months after having used the
program. As such, for some, recalling the program details was
difficult. In addition, because demographic data were not
collected, the results of this study cannot be extrapolated to
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larger populations. Furthermore, the barriers described in this
study were specific to the BroHealth and HardHat programs;
therefore, the barriers in this study, such as functionality,
reminders, and content, cannot be generalized to other programs.

Eccleset d

use. Barriers such as time and the perception of depression
prevention need to be changed at the population level. Increasing
the perceived importance and priority of depression prevention
islikely to mitigate these barriers; therefore, research into these

areasisimperative. Having easy-to-use programswith minimal
text may improve engagement with web-based mental health
programs, especially among those who may have had difficulty
with previous attempts to use such programs.

Conclusions

Although the use of web-based mental health programs to
decrease the prevalence and incidence of depression has been
shown quantitatively to be effective, there are barriers to their
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Abbreviations

CBT: cognitive behavioral therapy
GSC: Green Shield Canada

MDE: major depressive episode
MVRP: multivariable risk prediction
Pl: personal informatics

PST: problem-solving therapy

RCT: randomized controlled trial
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