
The Role of Culture and Equity in Digital
Mental Health

Giovanni Ramos, PhD
Assistant Professor of Clinical Science 
Mental Health Equity in Access and Treatment (mHEAT) Lab



(Cook et al., 2019; Green et al., 2020)

Engagement

Access

REM

Quality



DMHIs

(Ramos et al., 2019, 2021, 2024, 2025)

Fit

Reach

EBTs



DMHIs

Fit

Reach

EBTs

(Ramos et al., 2019, 2021, 2024, 2025)



DMHIs

(Ramos et al., 2019, 2021, 2024, 2025)

State of DMHI Science



(Ramos et al., 2019, 2021, 2024, 2025)

State of DMHI Science Equitable DMHIs



State of the DMHI Science:
DEI and RE-AIM

(Ramos et al., 2019, 2021, 2024, 2025)





DEI umbrella review: 1056 → 585 → 107 → 68 → 43



RE-AIM
Reach: 

Mostly White samples (like in most therapy research)
Female
English-speaking
Middle-class (US standards)

Race/ethnicity is still not always reported
Important demographics are ignored

SES
Tech literacy
Stigma
Other marginalized identities

Mostly “ideal samples” under “ideal circumstances”
The same individuals who can likely access
traditional therapy



RE-AIM
Adoption: 

Up to 50% of users never access the DMHI in RCTs
Up to 79% of users never access the DMHI in real-
world implementation efforts
If similar to traditional therapy, REM users will
experience more barriers to adopt DMHIs, given:

Chronic exposure to stressors
Significant competing demands
Irregular schedules
Low-literacy (including digital)

Rarely measured or tested
% of participants screened vs enrolled
Success of recruitment strategies



RE-AIM
Maintenance: 

Up to 75% users stop using DMHIs in RCTs
AI DMHIs are promising, with 20%

Up to 96% of users stop using DMHIs within 2 weeks
in the real world
If similar to traditional therapy, REM users will
experience more barriers to adopt DMHIs
DMHIs may have different optimal “dosages,”
depending on the EBT and condition

Vitamins (mindfulness)
Painkillers (journaling for anxiety)
Antibiotic (8-week CBT course)

It is assumed “more is better”



RE-AIM
Effectiveness: 

DMHIs are effective—in some cases, just as effective
as traditional therapy 
Rarely tested with REM populations

“DMHIs are not effective for REM”
“DMHIs need to be culturally adapted”
Absence of evidence is not evidence of absence
When DMHIs reach REM, they are effective
Culturally-adapted DMHIs do not outperform the
original DMHIs
A well-documented pattern in traditional therapy

Not sustainable to create group-specific DMHIs
Are potential treatment gains worth the time and
resources?



D M H I  I M P L E M E N T A T I O N  I S  P O O R

Reach, uptake, engagement, and retention are key barriers 

Boring DMHI research area: Implementation

Targeted implementation in community settings

L A C K  O F  D E I  C O N S I D E R A T I O N S  I N  D M H I S

When you design for the most vulnerable, you design for everyone

Pay attention to context and needs

CBPR and HCD can incorporate DEI into DMHIs
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D M H I S  A R E  E F F E C T I V E  F O R  R E M  

The issue is not effectiveness but rather reach

Well-intentioned but unfounded concerns 

Is culturally adapting DMHIs really worth it?
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The Mind-Us Program:
An equitable DMHI approach for REM

(Ramos et al., 2022, 2025, 3 conditionally accepted manuscripts)





Let’s go back to 2020 for a second...

How could DMHIs help in these times?



RE-AIM
Reach: 

Offer a DMHI for REM exposed to discrimination
Collect detailed demographics

Who we reach, enroll, and retain
Diversify recruitment strategies

Community partners across California
Rural populations
Different social media channels

Recruitment materials designed for REM
Use of a smartphone-based DMHI (digital divide)



RE-AIM
Adoption & Maintenance: 

30-minute onboarding procedure
Download, install, and learn to use DMHI
Motivational strategies and engagement plan
Psychoeducation about culture and EBT

Personalized DMHI notifications
Daily automated text messaging reminders (3 a day)
Tracked the success of recruitment strategies

Social media posts vs emails vs community flyers
Low-intensity DMHI (10 minutes a day for 4 weeks) 



RE-AIM
Effectiveness: 

Use of a commercially available DMHI
No REM-specific
No culturally-adapted
Solid EBT content

Absence of evidence is not evidence of absence...
Available DMHIs vs future DMHIs
If thiss DMHI does not work ⟶ Data-driven
adaptations

https://www.youtube.com/watch?v=yrQFYV-vRuk


Participants in RCT (n = 235):
Mage = 27.45 (SD = 9.3)
82.6% female
42% Latinx
34% Asian
15% Black
7% Multiracial
2% Native American
16% financial instability
Mental health needs:

90% stress (PSS ≥ 14) 
41% anxiety (GAD-7 ≥ 10)
36% depression (PHQ-9 ≥ 10)



Reach:  
I nequi ty  in  recru i tment  rate (n=3000+)

27% Lat inx
22% As ian
20% B lack
6% Mul t i rac ia l

Most ly  recru i ted v ia  emai l s  f rom communi ty  partners  (82%)
100% uptake

Engagement  & Maintenance:
Days  us ing the app M =  17 .21  ( range =  0-28)
Medi tat ions  completed M =  25.67 ( range =  0-54)
Tota l  t ime medi tated in  minutes  M =  250. 16  ( range =  0-2195)
No d i f ferences  in  the f i r s t  2  weeks  vs .  the last  2 weeks
Only  14% dropped out  of  t reatment





R E A C H  &  A D O P T I O N

Diverse reach and outstanding uptake

100% REM sample (not great with Black individuals)

Mostly through community partnerships

100% uptake vs 21-50% uptake in the real world

M A I N T E N A N C E

Consistent during 4 weeks

14% drop out vs 75-96% in the real world

Consistent engagement vs drop outs in first 2 weeks 

E Q U I T A B L E  I M P L E M E N T A T I O N

It seems to work!

Plan and execute with DEI principles in mind
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E F F E C T I V E N E S S

“Off-the-shelf” DMHI is effective for REM

Reductions of symptoms in as short as 2 weeks

N O N - C U L T U R A L L Y - A D A P T E D  D M H I

Commercially available app works for REMs

Importance of testing without a priori assumptions

L O W - I N T E N S I T Y  D M H I

“Good-enough” interventions

Low time commitment, flexible, no reading/writing

E Q U I T Y  P O T E N T I A L

The field will never have enough providers to meet demand

No more DMHIs but rather better implementation
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