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Abstract
Background  Undergraduate students are particularly in need of mental health support, but demand has far surpassed 
resources. This gap between mental health diagnoses and support is particularly large among Asian, Hispanic/Latinx, and 
Black students. Supplementing on-campus care with a virtual-only behavioral health partner may shift these trends.
Objective  This study is aimed at comparing the number of undergraduate students from different racial/ethnic groups (White, 
Asian, Islander, Hispanic/Latinx, Black, Native, and Multiracial) engaging in virtual mental health visits as part of a partner-
ship with a company providing virtual-only care, with the total enrolled undergraduate students at the same 113 institutions.
Methods  We used de-identified visit data and self-reported race/ethnicity to define the “patient” population of undergradu-
ates accessing care. We compared that to the full “student” population of undergraduates among the same schools, available 
as part of the Integrated Postsecondary Education Data System (IPEDS).
Results  Patient population race/ethnicity (N = 14,870) differed significantly from student population race/ethnicity 
(N = 619,459). A significant effect ( �2

6 = 2258, P < .001) indicated that patient demographics differed from student demo-
graphics. We found proportionally more Asian, Black, and Multiracial patients than students. At the same time, we found 
proportionally fewer White and Hispanic/Latinx patients than students.
Conclusions  We conclude that, in contrast to prior literature in traditional mental health care, some racial/ethnic minority 
undergraduates (Asian, Black, and Multiracial) may actually access care at a higher rate under a fully virtual model. On the 
other hand, White and Hispanic/Latinx students may access care less frequently.
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Introduction

Mental health concerns among college-aged adults have 
been on the rise for several decades [1], with one recent 
study finding a 50% increase in mental health diagnoses 
among this age group from 2013 to 2021 [2]. Furthermore, 
access to mental health treatment in this group has histori-
cally lagged behind need, with 26% of young adults perceiv-
ing an unmet need in mental health services in the past 12 
months [3]. This problem is present across all college-age 
youth, including those at public and private universities, and 
may be particularly significant among community college 
students, where rates of diagnoses are higher and access is 

even lower [4]. Improving access to care in the college stu-
dent population is paramount for addressing the rising rates 
of mental health issues. Unfortunately, in the past 10 years, 
the need for support has increasingly eclipsed on-campus 
resources [5], leaving a gap that has recently been filled by 
college and university partnerships with supplemental vir-
tual mental health care providers [6]. 

Racial/Ethnic Differences

This emergence of virtual mental health care offerings on 
college campuses offers several exciting opportunities for 
exploration. In this article, we aim to examine one such 
opportunity: the possibility of shifting demographic trends 
in access to mental health care among college students relat-
ing to the arrival of a fully virtual care option.

Research shows that historically, access to mental 
health care among college students has differed greatly by 
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demographics, including race/ethnicity: on the whole, non-
White college students have accessed mental health care at 
lower rates than White college students [2]. Unfortunately, 
care utilization rates are not reflective of the rates of men-
tal health concerns among these groups. Some studies esti-
mate that rates of mental health concerns are similar among 
White and non-White students [7], while others find that 
non-White students likely bear a higher burden of mental 
health concerns due to historic discrimination and systemic 
racism [8], implying they should be accessing care at higher 
rates in order to receive an equally adequate level of support. 
Specifically, extensive work has documented the negative 
impact of racial microaggressions on the mental health of 
Asian-American, Hispanic/Latinx, Black, Native, and Mul-
tiracial individuals [9, 10], including college students [11]. 
Other unsavory aspects of American society also increase 
the likelihood of negative mental health outcomes among 
non-White college students, with just a few examples being 
(1) constantly changing migration policy and fear of depor-
tation among undocumented Hispanic/Latinx students [12, 
13] and (2) the salience of the “historical loss” of homeland, 
people, and culture, due to colonization, among Native stu-
dents [14]. The recent COVID pandemic has been hypoth-
esized to only exacerbate these negative societal impacts on 
minority mental health, with noteworthy increases in blatant 
discrimination against Asian-American students likely lead-
ing to increased mental health concerns [15, 16]. Therefore, 
any disparities in access to mental health care only serve to 
further drive disparities in outcomes. Below, we present a 
literature review of historical rates of mental health treat-
ment access in college or college-aged youth among racial/
ethnic groups.

Notably, below, we benchmark rates of mental health care 
access among college students with the most recent relevant 
publication from the Healthy Minds study, which examines 
college student mental health and treatment-seeking using 
a large, national survey dataset. For reference throughout 
the below sections, in the most recent Healthy Minds data, 
55.8% of White students with one or more mental health 
conditions sought care over the 2020–2021 data collec-
tion period, the highest access rate among the racial/ethnic 
groups in this year and nearly all of the seven prior years. 
For context, rates of screening positive for one or more 
mental health problems ranged from 50.4 to 67.3% across 
groups, with 60.8% of all White students screening positive 
for one or more mental health problems in the 2020–2021 
data collection period.

Asian‑American

Findings often indicate that access to mental health care 
among young adults is lowest for those who identify 
as Asian-American. This is in keeping with prior work 

examining access to care among the broader category of 
Asian-American adults, wherein this group is the least likely 
to access care overall [17, 18]. Among college students, 
the Healthy Minds study utilizes a demographic category 
labeled “Asian Pacific Islander Desi American” (APIDA) 
and found that in 2020–2021, only 33.8% of APIDA stu-
dents with one or more mental health problems had sought 
mental health treatment of any kind, the lowest of any demo-
graphic group [1]. For context, 58.4% of all APIDA students 
screened positive for one or more mental health problems. 
Another study proposed even lower numbers, finding that 
only 20% of Asian young adults with apparent mental health 
conditions accessed care, and hypothesized cultural stigma 
as the driver of this low ratio [7]. Several other studies have 
supported the hypothesis that stigma and acculturation 
underlie this underutilization of mental health care among 
Asian-American college students [19, 20]. Interestingly, lan-
guage of care is a documented barrier in the literature on dis-
parities in mental health care access among Asian-American 
adults [21, 22] but is not cited as a barrier among the young 
adult/college population. Notably, for our study, one study 
examined mental health among Pacific Islander students spe-
cifically, suggesting similar barriers among these students, 
including stigma, language barriers, and cost of care [23]. 

Hispanic/Latinx

Hispanic/Latinx students may be the second-least likely 
racial/ethnic group to access care for mental health condi-
tions. Among the literature documenting access among His-
panic/Latinx adults more broadly, researchers find a signifi-
cant and increasing gap between Hispanic/Latinx and White 
adults’ access to mental health care [17, 24]. In college stu-
dents specifically, the Healthy Minds survey data indicated 
that 35.9% of Latinx students (labeled “Latino/a/@” in their 
study) with one or more mental health conditions accessed 
care over the 2020–2021 data collection period, out of the 
62.1% of all Hispanic/Latinx students who screened positive 
for one or more condition. Several studies have examined 
potential causes for the underutilization of mental health 
care among Hispanic/Latinx students: one such study found 
mental health care usage was negatively correlated with 
spirituality [25], while another found stigma to be the most 
prominent barrier [26]. Language barriers have also been 
more extensively studied and suggested to drive increasing 
disparities in care access among Hispanic/Latinx adults [17, 
21, 27], but there is less work to suggest that these barriers 
hold among Hispanic/Latinx young adults/college students.

Black

Many studies find that Black young adults access care at 
lower rates than White young adults [28]. This effect has 
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been well-documented in the literature among Black adults 
more broadly, with studies finding an increase in the access 
disparity over time [17]. One framework designed to capture 
the barriers to mental health care among Black adults in 
the USA points toward stigma, cost, and lack of transporta-
tion/childcare [29]. Among college students specifically, in 
the most recent Healthy Minds study data, 37.7% of Black 
college students with one or more mental health conditions 
accessed care over the 2020–2021 data collection (out of 
50.4% of all Black students who screened positive for one 
or more condition), placing them as the third-lowest access 
group [2]. Researchers have hypothesized that a multitude of 
factors may act as barriers to black students accessing men-
tal health care, including stigma, structural racism, micro-
aggressions, and familial and spiritual influences [30, 31]. 

Native

Although there is somewhat less literature documenting and 
exploring disparities in access to care among Native Amer-
ican individuals, epidemiologic data suggest that Native 
individuals may access mental health care at rates below 
White individuals but in line with national averages [32]. 
The literature among Native American adults highlights that 
barriers to care access are broad and rooted in a lack of cul-
tural diversity and inclusion in the mental health care system 
[33] and may include preferring to use informal over formal 
supports, structural obstacles, stigma/shame, and uncertainty 
and mistrust about what services would entail [34]. Among 
college students more specifically, the Healthy Minds sur-
vey data indicates that 48.3% of Native college students (in 
a group they refer to as “American Indian/Alaska Native”) 
with one or more mental health conditions accessed care 
between 2020 and 2021 [2]. For context, 63.3% of all Native 
students screened positive for having one or more mental 
health conditions. Unfortunately, we are not aware of any 
scholarly work specifically examining barriers to access 
among Native college students.

Multiracial

Finally, it is important to note that a large and growing 
percentage of young people in the US identify with more 
than one racial/ethnic group, making categorization into 
one of the above groups less and less helpful as a form of 
distinction. The literature suggests that multiracial young 
adults merit specific attention [35], with studies finding that 
multiracial college students were less likely to have sought 
services or been prescribed medication for mental health 
than their White peers [36]. Indeed, the Healthy Minds data 
finds that 50.7% of Multiracial college students with one or 
more mental health conditions accessed care from 2020 to 
2021, placing them immediately below White students as 

the group with the greatest access. For context, it is impor-
tant to note that Multiracial students had the highest rates 
of screening positive for one or more mental health condi-
tions, at 63.3% overall. There is limited research examining 
barriers to mental health care among Multiracial college 
students specifically; however, one study suggests that they 
are less likely to know someone who sought psychological 
services or who was diagnosed with a psychological disorder 
compared to their White peers, which may suggest cultural 
norms and stigma play a role in this community as well [36]. 

Virtual Care

Due to the recency of shifts toward virtual mental health 
care among college-aged youth, nearly all of the data sup-
porting the above findings were collected in a time when 
on-campus in-person care was the prevailing model of sup-
port. Therefore, the widespread adoption of virtual settings 
for the provision of college mental health care during and 
after the COVID-19 pandemic may have altered utilization 
patterns. In fact, while examining the first years of the pan-
demic, researchers found that the usage of telehealth mental 
health services more than made up for the large decrease 
in usage of in-person mental health care utilization [37]. 
Despite this, little is known about to what extent the advent 
of virtual mental health care may impact the racial/ethnic 
disparities in access detailed above. Several recent studies 
and policy reviews have suggested that aspects of virtual 
care (e.g., enhanced privacy leading to reduced stigma, 
reduced structural barriers, and greater choice of culture-
matched providers) may mean it is one option to attenuate 
disparities in access [38, 39]; however, it is less frequently 
empirically studied.

Importantly, one study examining college students did 
find that, with a tailored online screening and enrollment 
strategy, students of color were as likely to enroll in virtual 
mental health treatment as non-Hispanic White students, 
suggesting that this may be an effective avenue to bridging 
gaps to reach students of color on college campuses [40]. 
Another study, which did not focus on college students, 
examined differences in access to (1) in-person, (2) phone, 
and (3) virtual mental health visits among racial/ethnic 
groups and found both Black/African American and White 
individuals were more likely than the other studied racial/
ethnic groups to utilize phone visits [41]. This suggests that 
offering remote offerings is more desirable to certain demo-
graphic groups, although it may differ depending on the spe-
cific group of interest. Finally, on the other hand, there is 
also some work to suggest that, at least in terms of physical 
health care, being of a minority group (specifically Black/
African American) actually predicted less engagement with 
a virtual health format [42], suggesting that the likelihood 



2026	 Journal of Racial and Ethnic Health Disparities (2025) 12:2023–2032

of virtual care reducing access disparities by race/ethnicity 
may be overestimated.

In light of this scant literature and mixed findings, we 
designed the present study to empirically clarify the ques-
tion about whether virtual care shifts demographic access 
to mental health among college students. We did this by 
exploring racial/ethnic groups’ usage of mental health vis-
its via TimelyCare, a fully virtual health care provider for 
college students, as compared to overall demographics on 
college campuses.

Methods

Participants

We aimed to compare demographic data for two groups 
of participants (patients versus students), matched at the 
institutional level. The patient group (n = 14,870) con-
sisted of all TimelyCare patients who met the following 
inclusion criteria: (1) an undergraduate student, enrolled 
at an institution that had demographic data publicly-
available via the Integrated Postsecondary Education 
Data System (IPEDS); (2) completed one or more visits 
via an on-demand virtual emotional support service, a vir-
tual scheduled therapy service, or a virtual psychiatry ser-
vice between August 1, 2022, and July 31, 2023; (3) self-
reported their demographic data during registration. The 
student group (n = 619,459) consisted of all undergraduate 
students enrolled at one of the 113 IPEDS clients repre-
sented by the patient group. In other words, the patient 
group determined the set of institutions we included in 
comparative analyses. We necessarily excluded all remain-
ing IPEDS institutions because those schools had no 
patient data to compare against. Student demographic data 
were also self-reported and were publicly available via the 
IPEDS Fall 2022 enrollment dataset.

According to measures from the IPEDS 2022 Fall enroll-
ment dataset, the student group represented a diverse set of 
USA undergraduate institutions. The sector of the 113 insti-
tutions varied, including 25 public, 4-year or above schools, 
68 private not-for-profit, 4-year or above schools, 2 private 
for-profit, 4-year or above schools, and 18 public, 2-year 
schools. Institution size also varied. Assessing the total stu-
dents enrolled for credit, analyses included 11 schools with 
fewer than 1000 students, 51 schools with 1000–4999 stu-
dents, 22 schools with 5000–9999 students, 14 schools with 
10,000–19,999 students, and 15 schools with 20,000 or more 
students. Institutions also varied in the percent of their full-
time first-time undergraduates awarded Pell grants, ranging 
from 0 to 95% (M = 42%, SD = 22%). In sum, the student 
group represents a broad range of educational contexts, from 
small liberal arts colleges to large public schools.

Ethical Considerations

This retrospective study conformed to all guidelines for 
ethical treatment of participants. All TimelyCare partici-
pants sign a Terms and Conditions sheet upon entering into 
services; this document includes all essential information 
about TimelyCare’s telemedicine services and privacy poli-
cies. We designed this study as an observational, retrospec-
tive analysis of data originally collected for quality assur-
ance purposes, and BRANY IRB determined it classified 
as exempt and waived the requirement for patient consent 
(Study ID 24-12-097-1665, February 2024). We de-identi-
fied and aggregated student data fully prior to delivery to 
the TimelyCare data science team and secured all patient 
data on Health Information Portability and Accountability 
Act (HIPAA)-compliant databases. IPEDS data is publicly 
available and aggregated; no identifiable data is present.

Statistical Analysis

We performed these analyses using R Statistical Software 
(Version 4.3.0) [43]. Reproducible R code is available upon 
request.

Power

We completed an a priori power test using the R pwr pack-
age [44] to assess whether our sample size would yield ade-
quate statistical power. Results indicate that, using a chi-
square test with 6 degrees of freedom and an alpha level of 
0.05, a sample size of 6968 participants would be necessary 
to detect a very small effect size (w = 0.05) with 90% power. 
We therefore concluded that our sample size was appropri-
ate for analyses.

Data Exclusion

Demographic categories for patients’ and students’ data 
were broadly aligned. Patients self-reported demographic 
data during registration, selecting one of nine mutually 
exclusive categories: American Indian or Native Alaskan, 
Asian, Black or African American, Middle Eastern/North 
African (MENA) or Arab Origin, Hispanic or Latino, Native 
Hawaiian or Other Pacific Islander Native, White, Biracial or 
Multiracial, or Unknown. IPEDS data is also self-reported 
and uses eight mutually exclusive categories: American 
Indian or Alaskan Native, Asian, Black or African Ameri-
can, Hispanic or Latino, Native Hawaiian or Other Pacific 
Islander, White, Two or More Races, or Unknown. We there-
fore necessarily excluded 258 patients in the Middle Eastern/
North African (MENA) or Arab Origin category because 
there was no comparable IPEDS demographic category. We 
also excluded cases where patients and students declined to 



2027Journal of Racial and Ethnic Health Disparities (2025) 12:2023–2032	

report their ethnicity (2391 patients and 23,293 students). 
We consider the limitations of analyzing self-reported 
demographic data in the "Discussion" section. Despite these 
exclusions, our remaining sample size remained well above 
the sample size indicated by our a priori power test.

Analytic Plan

In order to compare patient and student demographics, we 
aggregated count data for patients and students in each of 
the eight demographic categories (Table 1). We used a chi-
square goodness-of-fit test to compare the demographic 
characteristics of patients and students. Chi-square tests 
are non-parametric, meaning they are appropriate when 
comparison groups have unequal variances and/or data are 
not normally distributed—cases in which t-tests and ANO-
VAs cannot deliver reliable results [45]. As summarized by 
Franke and colleagues [46], the chi-square goodness-of-fit 
test is meant to compare the observed characteristics of a 
sample against the known characteristics of the population 
from which that sample is drawn. In the present study, we 
compared demographics for patients (the sample) versus 
demographics for students (the population). This omnibus 
test determines whether or not patient demographics are con-
sistent with student demographics.

Importantly, although the omnibus test indicates whether 
there is a significant discrepancy between patient and stu-
dent demographics overall, this test does not indicate which 
demographic group(s) may be driving the effect. We, there-
fore, explored which demographic categories might con-
tribute to the omnibus test result by comparing observed 
and expected counts per cell, following established statisti-
cal guidelines for exploratory analyses [47–49]. Results are 
summarized in Table 2. By comparing demographic dis-
tributions for patients and students, these analyses reveal 
complex patterns of utilization for undergraduate students.

Hypotheses

Following the above analytic plan, there are three pos-
sible hypotheses. First, it is possible that patient and stu-
dent demographics do not differ significantly, such that the 
observed and expected number of patients in each demo-
graphic category are statistically equivalent. There is limited 
support for this hypothesis, although the recent adoption of 
virtual platforms for mental health care means that this work 
may still be forthcoming. One promising indicator comes 
from a study indicating that with tailored recruitment/enroll-
ment practices in place, students of color were as likely to 
enroll in virtual mental health treatment as non-Hispanic 
White students [40]. 

The second hypothesis is that patient and student demo-
graphics do differ, such that the observed number of patients 

in a given demographic category is significantly less than the 
expected number of patients. The second hypothesis there-
fore predicts that certain groups of patients, perhaps non-
White patients, would under-utilize virtual mental health 
care services. The research summarized above lends broad 
support for this hypothesis for traditional in-person care, 
finding that non-White students do tend to under-utilize tra-
ditional mental health care services due to historic stigma, 
structural barriers, and use of less formal (peer-based) men-
tal health supports. However, to our knowledge, only one 
study has found a connection between identifying as Black/
African American and being less likely to access virtual 
health care, and it was not examining mental health care 
specifically [42]. 

The third hypothesis is that patient and student demo-
graphics do differ, such that the observed number of patients 
in a given demographic category is significantly more than 
the expected number of patients. The third hypothesis there-
fore predicts that certain groups of students, such as non-
White students, might over-utilize virtual mental health care 
services. Support for this hypothesis is speculative and based 
mostly on work proposing virtual health care breaks down 
barriers to access (stigma, structural racism, etc.) [38, 39], 
although it has been suggested in one prior study that there 
was greater utilization of phone visits as opposed to in-per-
son and video visits among both Black/African American 
individuals and White individuals [41]. 

Results

A chi-square goodness-of-fit test confirmed that patient 
demographics differed significantly from student demo-
graphics ( �2

6 = 2258, P < 0.001). In other words, the 
observed count of patients per demographic category dif-
fered significantly from the expected count of patients per 
demographic category. This finding implies that under-
graduates access virtual mental health care at rates that do 
not match the overall demographics of the 113 institutions. 
Visual inspection of the data (Fig. 1) and exploratory sta-
tistical analysis (Table 2) revealed a complex pattern of 
results: We found more Asian, Black, and Multiracial 
patients than expected, given student enrollment. At the 
same time, we found fewer Hispanic/Latinx and White 
patients than expected. Residuals for Islander and Native 
students were not significant, such that the observed and 
expected counts for those categories were statistically 
equivalent. Thus, rather than aligning with a singular body 
of prior findings, the present results paint a complicated 
picture of how undergraduate students engage with virtual 
mental health care services.
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Discussion

Principal Results

This analysis demonstrated that overall, undergraduate 
students from 113 higher-education institutions access vir-
tual mental health care at rates that do not match the over-
all demographics of the institutions. In particular, results 
revealed a greater proportion of Asian, Black, and Multira-
cial undergraduate students utilized this fully virtual men-
tal health care model than would be expected based on the 
demographics of these institutions. In contrast, we found a 
lesser proportion of Hispanic/Latinx and White undergradu-
ate patients than expected.

Given that prior work demonstrates that access to tra-
ditional mental health services has historically been low-
est among Asian college students, with Black students not 
far behind, the first set of findings is striking indeed. They 
support largely theoretical hypotheses that the barriers to 
traditional mental health care among this population (e.g., 
cultural stigma, structural barriers such as childcare and 
transportation) could be addressed by a virtual model of 
care like the one studied here.

On the other hand, the finding that a lesser proportion of 
Hispanic/Latinx and White undergraduate students accessed 
care is also interesting, especially as Healthy Minds survey 
data suggest White students are the most likely group to 
access mental health care, whereas Hispanic/Latinx students 
are second only to Asian students in being least likely to 
access care. Examining these two groups together, there may 
be a common factor of being generally well-represented in 
the general population (for White students) or in certain 
geographic locations (for Hispanic/Latinx students). It is 
therefore possible that some of the hypothesized barriers 
that would have been removed by virtual care are less pre-
sent for these groups, who may be able to readily access 
informal support, or formal mental health care in-person, 
from someone of their cultural background.

Nonetheless, given the data that Hispanic/Latinx col-
lege students have historically under-utilized mental health 
care, and the hope that this virtual model would alleviate 
this disparity, the finding is that it did not merit attention. It 
may be that there are unique barriers to care for this group, 
which are not fully addressed by a virtual-only mental health 
care solution. One such potential barrier is that of a lack 
of Spanish-language care through the offering: indeed, our 
literature review did suggest limited English proficiency as 
a barrier to care for Hispanic/Latinx adults, although there 

Fig. 1   Percent of patients (N = 14,870) and students (N = 619,459) 
within each demographic category

Table 1   Count and percent of patients and students within each 
demographic category

Patients (N = 14,870), 
n (%)

Students 
(N = 619,459), 
n (%)

Asian 3047 (20.49) 62,147 (10.03)
Black 1995 (13.42) 71,279 (11.51)
Hispanic/Latinx 1841 (12.38) 124,509 (20.10)
Islander 34 (0.23) 1402 (0.23)
Multiracial 943 (6.34) 31,259 (5.05)
Native 42 (0.28) 2143 (0.35)
White 6968 (46.86) 326,720 (52.74)

Table 2   Exploratory analyses

The observed count indicates the observed count of patients. The 
expected count indicates the expected count of patients under the 
null hypothesis. Pearson residuals are calculated as observed minus 
expected counts, divided by the square root of expected counts. 
Standardized residuals are calculated as observed minus expected 
counts, divided by the square root of the residual cell variance

Observed 
count

Expected 
count

Pearson 
residuals

Stand-
ardized 
residuals

Asian 3047 1492 40 42
Black 1995 1711 7 7
Hispanic/

Latinx
1841 2989 −21 −23

Islander 34 34 0 0
Multiracial 943 750 7 7
Native 42 51 −1 −1
White 6968 7843 −10 −14
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were no studies to suggest this would be the case for His-
panic/Latinx college students. However, a complication of 
this interpretation is that language barriers have also been 
cited among Asian adults and, per our results, do not seem 
to hold true for Asian college students in this model of care.

The finding that TimelyCare saw fewer Hispanic/Latinx 
patients than would be expected based on student population 
did prompt us to consider how the racial/ethnic breakdown 
of students engaging with this virtual care model might com-
pare to the breakdown of students engaging with on-campus 
mental health care. We therefore compared our data with the 
Center for Collegiate Mental Health’s annual report, which 
includes data gathered from campus wellness centers at over 
200 institutions. While the subset of schools did not match 
the population examined for this study, this data indicates 
that 59.17% of the students seen in campus mental health 
centers in the 2022 school year identified as White, while 
the remaining groups in descending order were 12.03% 
Asian American, 11.43% Hispanic/Latino/a, 9.92% Afri-
can American/Black, 5.08% Multiracial, 0.55% American 
Indian/Alaska Native, and 0.21% Native Hawaiian/Pacific 
Islander, with 1.61% of students not identifying [50]. Com-
paring this data qualitatively to Table 1 indicates that the 
patient breakdown in the present study is even more diverse 
than that found in aggregate data regarding on-campus men-
tal health centers, including a higher percentage of Hispanic/
Latinx students. Therefore, although barriers may not have 
been entirely removed for this population, this comparison 
supports the idea that some barriers for this population that 
may still exist in on-campus care are addressed by this fully 
virtual model.

Limitations

While important, the present study is not without limita-
tions. We compared aggregate data from TimelyCare vis-
its (patients) with aggregate data from IPEDS (students), 
matching groups at the institutional level (113 schools). 
Although we made every effort to ensure valid between-
group comparisons, there are notable areas of imprecision. 
Foremost, all data were self-reported so measures may be 
inexact within and across groups. We drew students’ demo-
graphic data from IPEDS Fall 2022 enrollment, whereas we 
drew patients’ demographic data from visits completed dur-
ing the 2022–2023 academic year. While we do not expect 
a given institution’s demographic makeup to change sub-
stantively during a single academic year, it is not possible to 
know with certainty. Reliability across data sources is simi-
larly uncertain because we cannot determine whether each 
patient self-reported the same race/ethnicity during virtual 
care registration as they did during academic enrollment.

A second, related limitation concerns data exclusions. 
Analyses excluded participants whose degree status was 

unknown, participants whose race/ethnicity was unknown, 
and patients who self-reported their ethnicity as MENA as 
there was no matching category in our comparison dataset. 
These exclusions were not detrimental to statistical power 
nor were they likely to have introduced a selection bias 
effect. However, excluding MENA patients merits a deeper 
discussion, because disaggregating race/ethnicity categories 
can reveal important results. For example, one study found 
Arab Americans had a greater number of COVID-19 cases 
than previously thought [51]. While it is not possible for 
us to speculate on what we might find had we been able to 
separate out individuals identifying as MENA for this paper, 
equitable research requires high-quality demographic data, 
and we applaud the United States Office of Management and 
Budget (OMB) for updating their standards [52], such that 
future IPEDS data collection will include a MENA category. 
In the meantime, considering the limitations of self-reported 
and excluded data, we recommend caution in interpreting 
these results. The present descriptive study is an important 
step towards understanding how diverse college students uti-
lize virtual mental health services, but future studies would 
benefit from directly measuring and comparing (1) student 
demographics, (2) mental health care access, and (3) model 
of mental health care access (e.g., on-campus, insurance-
based, out-of-pocket, virtual, and in-person) within and 
across institutions. In ongoing research, we aim to compare 
data from patients and students at an individual level, explor-
ing complex interrelations of mental health, race/ethnicity, 
and student success.

In addition, due to the aggregate and descriptive nature of 
the data, we are unable to draw specific causal conclusions 
about the results. For example, within the IPEDS data, we 
are unable to identify which of the students included in this 
study may actually have mental health concerns, limiting 
our ability to draw conclusions about whether these find-
ings are based on outsized need for mental health care or 
outsized utilization of mental health care. However, if our 
data were driven predominantly by outsized prevalence in 
need, Healthy Minds study data, which also reports the per-
cent of individuals in a given group who meet criteria for a 
diagnosis based on a screening, suggests we would expect 
that the disproportionate usage would fall among Multi-
racial, Native, and Hispanic/Latinx students, respectively. 
This is not the pattern of results we saw, suggesting that 
this interpretation is not sufficient for explaining the present 
results. To further clarify this issue, the field would benefit 
from additional studies that compare student diagnoses with 
access to mental health care directly in order to more specifi-
cally measure unmet mental health care needs.

Finally, while we have suggested that the primary differ-
entiator of TimelyCare mental health care from what may 
be available to students elsewhere (e.g., through insurance, 
self-pay, or on-campus) is that it is fully virtual, it is also 
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different in other ways, which may drive the present find-
ings. This model is more likely to be covered in terms of 
cost than some–but not all–of the other options, which may 
play a role. Additionally, there may be differences in terms 
of perceived or actual increased diversity of providers avail-
able with TimelyCare: counselors at TimelyCare are often 
staffed/licensed in multiple states, which may lead to a more 
diverse provider network than some students have access to 
locally. This may help to reduce stigma and increase utiliza-
tion for non-White groups. This interpretation is in keeping 
with significant literature indicating that individuals engag-
ing in mental health care [53], and college students specifi-
cally [54], prefer a racial/ethnic match with their therapist. 
We hope to conduct future studies to directly analyze the 
relation between college students’ choice to access mental 
health care in a given setting and the demographic makeup 
of the available providers in that setting.

Conclusions

In conclusion, we found significant differences between the 
racial/ethnic breakdown of more than half a million nation-
ally-represented college students and the racial/ethnic break-
down of those students who chose to access a mental health 
visit from a fully virtual partner to on-campus services. 
Specifically, we identified a disproportionately high number 
of Asian, Black, and Multiracial students accessing virtual 
visits, and a disproportionately low number of Hispanic/
Latinx and White students accessing virtual visits. These 
findings are striking given prior literature demonstrating that 
all groups of non-White college students were less likely 
to access traditional mental health care and largely support 
hypotheses that virtual-only mental health care may reduce 
important barriers to care for non-White students, such as 
stigma, structural barriers, and a lack of diverse providers. 
At the same time, findings suggest these barriers may remain 
among Hispanic/Latinx students, or perhaps that Hispanic/
Latinx and White students are accessing care in other ways. 
Taken together, this study presents promising results for 
fully virtual mental health care as a way to reduce some 
of the known racial/ethnic disparities in access among col-
lege students, and proposes that offering exclusively virtual 
mental health care on campus may be an avenue to further 
diversify who accesses it.
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