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Abstract

Objectives: The COVID-19 pandemic precipitated increases in alcohol use and ushered in 

virtually-delivered healthcare, creating an opportunity to examine the impacts of telehealth on 

alcohol use disorder (AUD) treatment. To understand these impacts, we explored perspectives on 

telehealth-delivered psychotherapy among individuals with AUD.

Methods: This was a qualitative study using semi-structured interviews. Participants (N=31) 

were patients with AUD who had received telehealth-delivered AUD psychotherapy in the 

last two years (N=11) or had never experienced AUD psychotherapy (N=20), recruited from 

two large academically-affiliated healthcare systems in Michigan between July and August 

2020. Participants were asked about perceived barriers and facilitators to AUD psychotherapy, 

benefits and drawbacks of telehealth-delivered AUD psychotherapy, and changes needed to 

improve psychotherapy delivery. Interviews were transcribed, coded, and analyzed iteratively 

using thematic analysis.

Results: Participants identified factors relating to perceptions of and experience with telehealth-

delivered AUD psychotherapy. Findings reflected four major themes: treatment accessibility, 

treatment flexibility, treatment engagement, and stigma. Perceptions about telehealth’s impact 

on treatment accessibility varied widely and included benefits (e.g., eliminating transportation 

challenges) and barriers (e.g., technology costs). Treatment flexibility and treatment engagement 

factors included the ability to use phone and video and perceptions of receiving care via telehealth, 

respectively. Telehealth impacts on treatment stigma was also a key theme.

Conclusions: Overall, perceptions of telehealth treatment for AUD varied. Participants 

expressed the importance of options, flexibility, and collaborating on decisions with providers 
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to determine treatment modality. Future research should explore who benefits most from telehealth 

and avenues to enhance implementation.
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Introduction

Alcohol use is the third leading cause of preventable death in the United States (US), 

contributing to 140,000 alcohol-related deaths yearly.1,2 Alcohol use disorder (AUD) is a 

highly prevalent chronic illness, characterized by impaired ability to cut down or stop using 

alcohol despite consequences,3 with a lifetime prevalence of ~1 in 4 US adults.4 Evidence-

based psychotherapy treatments are supported by decades of studies showing efficacy for 

engaging patients and treating AUD.5,6 However, fewer than 10% of people with AUD 

receive treatment.7

In response to stressors related to the COVID-19 pandemic, alcohol consumption, risky 

alcohol use, incidences of AUD and AUD-related consequences increased among US 

adults.8-10.11 The pandemic also impacted healthcare delivery and produced innovations in 

virtually-delivered care, including increased telehealth.12 Telehealth includes phone and/or 

video visits.13-15 Multiple reviews, primarily focused on video-based visits, have examined 

the efficacy of real-time telehealth-delivered interventions for mental health and have 

conclusively shown that telehealth is no less effective for mental health than in-person 

options.16,17 Fewer studies have examined telehealth for AUD, though systematic reviews 

suggested that telehealth-delivered AUD treatment can potentially reduce alcohol use and 

improve mood and functioning.18,19

No prior qualitative studies have examined perceptions of telehealth with a focus on 

patients with AUD, including their interest in telehealth, how telehealth might address 

barriers to AUD care, and challenges with engagement or receipt of telehealth care. Further, 

considering the large treatment gap, little is known about how patients with untreated AUD, 

who constitute the majority of the AUD population, perceive how telehealth would affect 

their ability to receive care.

Understanding perceptions of telehealth-delivered AUD psychotherapy in a patient 

population receiving and not receiving AUD treatment can inform treatment engagement 

strategies and improve AUD care. Thus, we conducted semi-structure qualitative interviews, 

using an interview guide informed by the Andersen Aday Model of Health Utilization,20,21 

which was developed to characterize access to and utilization of medical care.22 We 

explored patient perspectives on telehealth-delivered AUD treatment in real-world settings 

and to identify facilitators, barriers, and areas for improvement.

Methods

Between July and August 2020, we recruited adult participants from the Veterans Affairs 

Ann Arbor Healthcare System (AAVA) and from Michigan Medicine (MM), both large 
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academically-affiliated healthcare systems in Southeast Michigan. We used purposeful 

sampling to recruit participants with and without telehealth AUD psychotherapy experience 

to better understand perceptions of barriers and facilitators to initiating and engaging in 

telehealth AUD treatment across both groups. Herein, telehealth-delivered psychotherapy 

refers specifically to psychotherapy for AUD completed via phone or video and will be 

referred to as teletherapy, care, and treatment throughout the manuscript. We focused 

on psychotherapy because it is the most commonly used evidence-based treatment for 

AUD.23,24

To identify potential participants, we obtained electronic health record (EHR) data from 

both VA and MM for adult primary care patients with ICD codes indicating AUD (i.e., 

F10.1, F10.2, and F10.9). Second, we reviewed the EHR for these patients to confirm study 

inclusion and exclusion criteria. Specific inclusion criteria confirmed via EHR review were: 

1) age 18 or older; 2) past-year outpatient or inpatient encounter (July 2019- June 2020) with 

diagnosis of AUD identified via ICD codes (above); 3) past-year receipt of telehealth AUD 

psychotherapy (July 2019- June 2020) OR no prior telehealth-delivered AUD psychotherapy 

(confirmed via clinic notes). Exclusion criteria were past 3-month psychiatric hospitalization 

and history of cognitive impairment.

The AAVA and MM Institutional Review Boards approved this study and informed consent 

was obtained from all participants prior to interview. Informed by the Andersen Aday 

Behavioral Model of Health Utilization, which assesses predisposing, enabling, and need 

factors to measure treatment access 21,22 ,we developed semi-structured qualitative interview 

guides to explore patient perspectives on telehealth AUD treatment. We queried predisposing 

(e.g., demographics, social factors, attitudes towards AUD treatment), enabling (e.g., 

distance to treatment, preferences about where to receive treatment) and need factors (e.g., 

perceived need for treatment, limited community treatment availability). This framework 

guided questions on perceptions of current barriers to treatment and perceptions of telehealth 

as means of reducing barriers and helping patients stay in treatment. While experience with 

telehealth varied, we specifically inquired about how participants would feel about receiving 

AUD psychotherapy via telehealth.

To describe the sample, we measured severity of past-year alcohol consumption via an 

interviewer-administered Alcohol Use Disorder Identification Test-Consumption (AUDIT-

C).20,25 Demographic information was collected, including self-reported age, sex, race, 

and ethnicity. The interview team was composed of two females who identified as White. 

Interviews were conducted one-on-one via phone, lasted approximately 30-40 minutes, 

were audio-recorded, and transcribed verbatim. Participants received a $25 gift card as 

compensation.

Analysis

The qualitative data analysis team included a qualitative methodologist (JF), research 

staff (RG, EP), and the PI (LL). We used a rapid analysis approach concurrent with 

ongoing interviews to iteratively inform subsequent data collection and analysis.26,27 

We used a summary template including domains informed by the Andersen and Aday 

Model. Qualitative team members (RG, AL, & EP) read early interview transcripts and 
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independently created summaries of each transcript. Next, we assessed the usability of the 

summary template, using consensus to further refine domains, definitions, and summary 

procedures. Once consistency was established, we divided the interview transcripts across 

team members and completed the summaries, meeting regularly to refine domain definitions 

and discuss insights gained. We created a cross-case descriptive matrix to assess patterns and 

facilitate theme development. Then, using themes from the rapid analysis, members of the 

research team created a codebook and refined codes and definitions through independently 

coding and discussing transcripts. The team regularly met to discuss and establish consensus 

for discrepancies in coding. Once coding consensus was reached, a code report was created 

using NVivo software 28. The team developed findings through review and discussion of the 

code reports. Transcripts were double-coded and discrepancies were further discussed and 

resolved.

Results

Based on ICD codes used to generate a list of potentially eligible patients, research staff 

reviewed N=454 patients’ EHRs. Of those, N=113 patients were ineligible to be contacted 

for study recruitment. We attempted to contact those eligible to approach and made contact 

with 78 individuals. Among those, we confirmed eligibility and consented 35 participants 

via telephone to complete a qualitative interview. We completed 31 interviews (N=4 did 

not respond after multiple contact attempts were made to complete the interview; N = 

28 Veterans, N = 3 civilians). Of those interviewed, N=11 had experience with telehealth-

delivered AUD treatment, and N=20 did not. See Figure 1 for a flowchart detailing 

recruitment.

Patient characteristics are described in Table 1. The average AUDIT-C score was 9.97, 

indicating that, on average, the sample’s drinking fell in the “severe” range. Four key 

themes emerged, which are described below and in Table 2: treatment engagement, stigma, 

treatment accessibility, and treatment flexibility.

Theme 1: Treatment Engagement

We defined treatment engagement as factors relating to the likelihood that the patient 

would stay in treatment, particularly emotions and attitudes about treatment modality (i.e., 

phone, video, or in-person visits). Participants explained that the ease and convenience of 

telehealth gave them “no excuse” to miss treatment. One participant stated, “So it takes 
that excuse away, like, ‘Well I just don’t feel like driving,’ now you know, I can just turn 
the laptop on and login to one of the scheduled meetings and there you are on Zoom” 
(Telehealth-experienced).

In contrast, some participants believed therapy was something they needed to do in- person, 

for various reasons. First, talking to a therapist over the phone or video “didn’t feel the 
same” (Telehealth-experienced). One participant shared, “I’m old-fashioned, I need to see 
my doctor…It’s not my generation. I like to be with my doctor in a room” (Not telehealth-
experienced). Another participant specified: “It’d be nice to be able to see someone in- 
person, I can gauge their comfortability so I could know how comfortable I am. It’s just a lot 
more that you can get done with human interaction” (Telehealth-experienced).
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Second, several participants reported that physically going to in-person appointments was 

important for their mental health. One participant said that in-person visits were a more 

active way of engaging in treatment, which they deemed beneficial: “You go in the building, 
you see the counselor, you get your appointment…you’re engaged in something that you’re 
trying to make changes in your life…and maybe getting a phone call and sitting around in 
your pajamas doesn’t have the same mental impact, you know” (Telehealth-experienced). 
Other participants said leaving their house for treatment gave them time to themselves and 

away from their family: “I need to go somewhere where I’m just going to be by myself 
for a while and not see anybody, I have family, I have kids” (Not telehealth-experienced). 
For other participants, time spent commuting from treatment let them productively reflect 

on therapy sessions: “It gives you that extra hour or whatnot, whatever timeframe it is, to 
really let everything sink into what you guys had discussed” (Not telehealth-experienced). 
Going to treatment in-person gave participants who found it psychologically difficult to 

leave their home an opportunity to do so. One participant said having a routine that involved 

going to treatment made it easier to engage: “It was part of my routine, shall I say, to 
get up, get ready to go to my appointments. That initial change was difficult for me, I do 
better with a routine…and I don’t go out of the house very often, you know just for like 
groceries and stuff” (Telehealth-experienced). For some, going to in-person treatment helped 

fulfill social needs: “It was another way to get out of the house and be around people" 
(Telehealth-experienced).

A few participants shared that in-person treatment helped them accurately share about 

their alcohol use with their provider. For example, some felt that seeing a provider over 

a video or phone made it more likely that they would under-report their substance use. 

“But it’s harder…for me just to say I'm going to stay at home and then lie to somebody 
on the phone and say, ‘Yeah, I'm doing all this stuff,’ and when I’m really not” (Not 
telehealth-experienced). On adhering to treatment goals, a participant shared: “I’m not sure 
if I would necessarily have the self-control to not use while using telehealth. That’s why I 
always picked the most intensive therapy I can get” (Not telehealth-experienced).

Theme 2: Treatment stigma

We defined stigma as factors relating to perceived negative judgment of receiving AUD 

treatment. Some individuals reported that receiving treatment through telehealth reduced 

feelings of stigma related to AUD care, for example, via reducing opportunities to feel 

judged in the clinic waiting room by staff or other patients, or in the workplace when 

asking to take time off for an appointment. For example, one participant shared, “Just 
the fact that you don't have to like go into an office check-in and be in a waiting room 
with other people, you know so I guess there's like less anxiety involved in the process” 
(Telehealth-experienced).

Theme 3: Treatment Accessibility

The next theme focused on factors that affected participants’ ability to access AUD 

treatment. Telehealth helped some participants overcome transportation challenges involved 

in seeking care, including lack of access to a vehicle, needing others to provide 

transportation, commuting time, and financial costs of transportation. One participant 
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shared: “You know a lot of people with a drinking problem, they ain’t exactly a person 
of means, so you know if I can, you know I might not have transportation that day…a 
phone call is much easier to schedule than a trip to an office and coming home” (Telehealth-
experienced).

In contrast, participants also shared barriers to accessing teletherapy. Several participants 

who attended telehealth appointments from home described concerns regarding lack of 

private space with minimal distractions. For example, some participants who lived with 

family expressed discomfort with the potential that partners or children could overhear 

them discussing sensitive topics, including substance use. One participant stated: “The only 
barrier against [telehealth] is to make it the time when I have the house to myself” (Not 
telehealth-experienced). On distractions, one participant shared, “When I was going to see 
[my therapist] personally, there was no other distractions…you know the TV wasn’t on or 
the radio wasn’t on or…somebody talking about ‘What do you want for dinner?’, that kind 
of stuff” (Not telehealth-experienced).

Some participants described accessibility barriers related to technology. For example, several 

reported not being able to afford home internet or a mobile data plan that would allow 

them to access treatment remotely. Further, participants reported difficulty accessing the 

hardware needed to engage in a video visit; one participant shared, “I’d have to go to 
like a local library, I still have a flip phone” (Not telehealth-experienced) and another 

shared “I don’t have a computer, I don’t have internet, I just have my little flip top” (Not 
telehealth-experienced).

Lack of reliable internet or cell reception was also a barrier to accessing telehealth-delivered 

treatment. A few participants who lived in rural areas reported experiencing low-quality 

connections that would make it difficult to hear and/or see a therapist. One participant 

shared how these connectivity issues affected the therapeutic relationship, stating, “I think 
[telehealth] has impacted me negatively, that’s just me though, a lot of times I can barely 
hear my phone,” (Telehealth-experienced) and then specifically sharing, “The connectivity 
we have, there’s like a gap in what she hears me say…so it’s hard for me to stay on track 
with that, because I’ll be moving on to something else and she still hasn’t heard what I said 
thirty seconds ago, so it’s kind of fragmented.”

Lastly, across both groups, several participants reported potential low technology literacy. 

Specifically, some indicated that the instructions provided for telehealth were confusing 

because they did not have much experience with technology, and consequently because of 

their limited experience, following instructions seemed more complicated.

Theme 4: Treatment Flexibility

We defined flexibility as factors that allowed for telehealth treatment to meet the needs of 

the participant. For example, some participants reported that telehealth was more convenient 

because it provided flexibility in time and place of treatment (Table 2) and helped them 

maintain work and childcare responsibilities. One participant shared, “It didn’t put any 
strain, any constraints on the work and freeing up my time to get to anything because 
I could just look and turn my phone on and boom” (Telehealth-experienced). Another 
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participant, who was receiving court-mandated treatment, said, “It allowed me to stay in 
compliance with all the other things that the court’s mandating me to get done” (Telehealth-
experienced).

Flexibility in modality of telehealth-delivered care (e.g., video, phone) also allowed for 

greater ability to attend sessions. For example, participants shared how easy it was to sit in 

their car during their lunch break and use their phone to attend sessions, without needing to 

worry about access to internet or a strong data connection needed for a video session.

Telehealth-experienced vs. not telehealth-experienced

Although comparing the two groups (telehealth-experienced vs. not telehealth-experienced) 

was not the primary goal of the research, differences were sometimes noted in comfort level 

with telehealth based on history of telehealth receipt. Namely, participants who were already 

receiving telehealth-delivered AUD treatment were generally more open to using telehealth 

than participants who had never received AUD teletherapy.

Discussion

We found that participants’ perceptions of telehealth varied and reflected four key themes: 

treatment engagement, stigma, treatment accessibility, and treatment flexibility. Some of the 

identified subthemes (e.g., convenience, versatility, and eliminating transportation barriers) 

could be generalized to patients’ telehealth experiences across service delivery areas, but 

factors like stigma may be more unique to substance use treatment. Our conceptual model, 

adapted from Andersen Aday,21 guided our conceptualization of how dynamic factors may 

influence utilization of telehealth delivered psychotherapy for AUD (see Figure 2).

For some, telehealth functioned as a facilitator to care by reducing barriers like stigma 

and transportation. These findings were consistent with prior studies in other substance 

use disorder (SUD) samples18 and general mental health treatment,29,30 which found that 

stigma may be reduced in participants accessing treatment via telehealth,, though this is 

under-studied in patients with AUD.31 Further work is needed to understand how telehealth 

might resolve stigma for patients with AUD. For example, for some, telehealth may serve as 

an alternative to traditional treatment models by potentially relieving the stigma associated 

with having to present in person at a treatment clinic waiting room32,33.

Participants also reported that telehealth reduced transportation challenges, primarily 

by decreasing costs and eliminating commute time. Considering disparities in AUD 

treatment access, particularly among historically marginalized and excluded groups, and 

for reasons often intertwined with socioeconomic and demographic differences, 34 relieving 

transportation barriers via telehealth for this vulnerable population is significant for patient 

care and should be explored further. Removing transportation requirements may also reduce 

the risk of patients driving while impaired to treatment.

Though telehealth may improve access to care for some, there are ongoing barriers to 

telehealth care including access to private space, broadband internet access, and low 

technology literacy. In prior work, providers identified lack of privacy as a barrier to 
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receiving care via telehealth for their patients.35 Future research might explore additional 

spaces to participate in telehealth when privacy at home is compromised, such as using 

mobile health units, a strategy used in other treatment.36 Findings related to broadband 

internet access were particularly relevant. Lower income has been associated with lower 

levels of technology adoption; 40% of US adults with lower income did not have broadband 

access at home or own a laptop or computer, with cost cited as the most significant 

cause.37 Considering that telehealth can be accessed by phone or video, both modalities 

may need to be offered and covered by insurance to improve AUD treatment utilization and 

accessibility. Presently, Centers for Medicare and Medicaid and some insurance companies 

are temporarily reimbursing telephone visits for specific services including behavioral 

health, however the future of this and video visits is still uncertain and there remains 

debate on what phone services should be covered versus what needs to be done via video.38 

Additionally, some participants reported poor technology literacy, including those age 65 

and older. Although older patients are good candidates for telehealth, they may need more 

support with using the technology.35 Alongside existing efforts in some healthcare systems 

like the Veterans Health Administration (VHA) to distribute internet-connected tablets 

and provide technical assistance39, additional efforts to incorporate technology education 

sessions should continue to be utilized across settings.

Because our participants were recruited remotely and our interviews were completed early 

in the COVID-19 pandemic, several factors relating to telehealth engagement may have been 

influenced by the pandemic experience. Reductions in how frequently some participants 

left their homes may have facilitated a greater familiarity with telecommunications. Also, 

changes to in-person socialization may have influenced participants’ responses. Some 

participants referenced errands outside the home as a source of social support, which 

became less frequent during early phases of the pandemic. As such, some individuals’ 

positive perceptions of telehealth may have been affected because it provided social 

connection. Alternatively, some participants may experience fatigue from frequent remote 

activities and be reluctant to engage in psychotherapy virtually. Future work might consider 

utilizing both in-person and remote recruitment and interviews to see if any differences are 

found.

Lastly, patients’ preferences should be considered when determining which modalities to 

offer. Some patients may always prefer in-person visits, even with significant travel so 

efforts to increase accessibility of in-person AUD treatment must continue to be prioritized. 

Ultimately the decision to use telehealth may depend on a variety of factors, including 

patient preferences, symptoms, and treatment needs. Future research should examine which 

patients benefit more from telehealth and how choice in treatment modality may affect 

treatment outcomes.

There were some factors that may limit generalizability, including a predominately male, 

White, and Veteran sample. Future studies should sample from community and other 

healthcare settings. The VHA invested substantially in telehealth infrastructure prior to and 

during the COVID-19 pandemic,40 which may lead to differences in patient experiences for 

those receiving care in other systems. Also, because interviews were completed during the 

early pandemic, we cannot disentangle the effects of in-person restrictions on perceptions 
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of telehealth. Additionally, we did not explore SUD treatment history, which may have 

influenced participant’s overall willingness to do any AUD treatment. Finally, interviews 

may not have captured all perspectives related to AUD care delivered via telehealth. Future 

research might address these gaps by further exploring nuances of AUD care, including 

individual and group psychotherapy, across varied samples and inquiring about treatment 

history.

Conclusions

Ultimately, we found that patient perceptions of telehealth treatment for AUD varied across 

groups. These results highlight the importance of offering telehealth as an option for patients 

who may prefer receiving treatment through this modality or would be interested in trying 

telehealth. Considering the large gaps in AUD treatment, telehealth should be designed to 

function as a facilitator to care, not an additional barrier. In the words of one participant, 

“Once all the COVID-ness has passed…I think it would be a great thing to provide 
[telehealth] as an option, so that way you know that regardless of what your physical or 
mental state is, you can still get the treatment you need.”
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Figure 1. 
Screening and Recruitment Flow Chart
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Figure 2. 
Conceptual Model for Utilization of Telehealth Delivered Psychotherapy for AUD

+ indicates increasing likelihood, − indicates decreasing likelihood
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Table 1.

Patient Characteristics

N=31 %

Age

 Mean 49

  Range (28-76)

Female (sex) 6 19%

Male (sex) 25 81%

Race

 White 25 81%

 Black 3 10%

 Other 1 3%

 Unknown 2 6%

Hispanic ethnicity 2 6%

Veterans 28 90%

Civilians 3 10%

Telehealth Experience

 Telehealth-experienced 11 35%

 Not telehealth-experienced 20 65%

AUDIT-C Scores

 Mean 9.97

 Range (2-12)

J Addict Med. Author manuscript; available in PMC 2024 August 11.



V
A

 A
uthor M

anuscript
V

A
 A

uthor M
anuscript

V
A

 A
uthor M

anuscript

Girard et al. Page 15

Table 2.

Summary of Themes and Subthemes from Patient Qualitative Interviews

Themes Subthemes Patient Quotes (N= 31)

Treatment 
Engagement

“No excuse” to 
miss treatment

“It created a zero, kind of a zero-tolerance mindset for me because now I have the avenue to be able 
to get everything done, make my meetings on time, you know that sort of thing and so that’s crucial 
when, you know when you’re in these programs with the court, that you know all the other mandates 
that are put in place almost seem like they’re, you know non-achievable.” (Telehealth-experienced)

“I do the Zoom thing…I enjoy that better than having to go to the buildings, like you know the whole 
logistics of getting there after work or something like that is just a nightmare and it, you know and 
now I don’t have an excuse why I don’t show up for them, right?” (Telehealth-experienced)

Telehealth 
“doesn’t feel the 
same”

If I need to see somebody, I want live…I do not want it on camera, I do not want it on the 
phone, I want to talk to a human being face to face…that’s just me, I’m old-fashioned.” (Not 
telehealth-experienced)

“You know you take away a lot of being able to communicate with somebody when you aren’t 
face-to-face with them…you know regardless if you can see their face on that screen or not, you're not 
there with them and there’s nothing you're going to ever be able to do to replace that, ever, you know, 
it's just never, it'll never be the same.” (Not telehealth-experienced)

Psychological 
need to physically 
go to in-person 
treatment

Reflect on therapy session: “After the meetings were over, you know, I had an hour-long drive home 
and just, you know more time to sit and dwell and think on it. Not really dwell, I shouldn’t say dwell 
but more time to think about what we had discussed and that’s what I always liked about it.” (Not 
telehealth-experienced)

Fulfill in-person social needs: “You know you actually were interacting with somebody you know and 
that’s what liked best about [in-person treatment].” (Not telehealth-experienced)

Adhere to 
treatment goals

““I see [in-person treatment] as myself getting more involved, taking myself out of the current 
situation, putting myself in a better situation, because I’m not totally reliable…because I’m weak at 
times and make bad decisions” (Not telehealth-experienced).

Stigma Telehealth reduces 
stigma

“You probably want to let your people at work know that you know you’re going through a treatment 
or whatever, but it’s not like, “Okay Boss, remember I told you …” you know what I'm saying, 
because I can just grab my phone and so that, that saved face with me because you know I’m only a 
year into this job.” (Telehealth-experienced)

Phone delivery 
reduces stigma

“I would say that it would be the phone in some ways I feel better, it makes it easier. The actual 
non-contact is easier, not because of Covid, but just because it makes it easier to talk to somebody, 
because you can’t see if they’re judging you or not” (Telehealth-experienced)

Treatment 
Accessibility

Overcomes 
transportation 
challenges

“I don't even have a vehicle anymore, so it starts becoming a burden on my elderly father so who 
gets treatment all the time and stuff for different various things and stuff. So, it's very limited…I 
have to make sure my schedule or his schedule is open before I can do anything.”(10-not telehealth-
experienced)
“I wouldn’t have to miss it. I mean sometimes I can’t get to an appointment, the transportation that 
they offer… the communication is all messed up” (Not telehealth-experienced)

Access to private 
space

“I think I still prefer to go in-person just because if I'm at home, my family’s there you know I don’t 
necessarily want them to hear everything I’m saying either.”(Not telehealth-experienced)

Affordability of 
and access to 
technology

“You know I don't have a lot of money so sometimes the phone, I do the monthly minute thing you 
know so there were times when I was worried, I would just have enough minutes to cover the session, 
so I think that may be something that therapy you might want to take into account is they may not 
have minutes on their phone to have an hour-long session” (Telehealth-experienced)

Access to reliable 
internet or cell 
reception

“When I first started telehealth we lived in the city, we didn’t realize what a wasteland it was out here, 
so it's been a challenge doing the videos…we don't have internet here and I don’t have very good cell 
reception either” (Telehealth-experienced)

Technology 
literacy

“A lot of this stuff is kind of convoluted, or just like holy cow, I have to be a rocket scientist.” (Not 
telehealth-experienced)

“I’ve never done it. I'm not real tech savvy…you know I don’t even own a computer.” (Not telehealth-
experienced)

Treatment 
Flexibility

Convenience “I don’t have to leave my house, it’s convenient. I can get up, flip open a laptop or look at my phone 
or whatever the case may be and boom, I’ve got it going.” (Telehealth-experienced)

“It’s made it easier for me to stay in treatment because I’m a little bit more available than I would be 
if I was in the office.” (Telehealth-experienced)
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Themes Subthemes Patient Quotes (N= 31)

Flexibility in 
telehealth modality

“I can do it with my phone, I can do it with laptop, I can do it with the tablet, I can do it with 
anything.”(Telehealth-experienced)

“I was actually surprised how easy and simple and good it was through the phone too.”(Not 
telehealth-experienced)
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