Supplementary Data

Supplementary Data Table 1: GenAI use related questions added to the WMH-ICS Survey 
1. Have you ever used Artificial Intelligence (AI) chatbots or apps (e.g., ChatGPT, Claude, Gemini, DeepSeek, Replika etc.) for mental health support or emotional wellbeing in the past 12 months?
☐  Never used (skip to Q 4 & 5)
☐  Used, but not in the past 12 months 
☐  Occasionally (a few times in the past 12 months)
☐  Monthly (at least once a month)    
☐  Weekly (at least once a week) 
☐  Daily or almost daily 

2. For what purpose(s) have you used AI chatbots/apps for mental health support or emotional wellbeing? (Select all that apply) 
☐ To seek information or advice about mental health issues 
☐ To seek information or advice regarding substance use (e.g alcohol, opioid, cannabis use, vaping etc.)
☐ To manage stress related to academic workload, finances, relationships etc.
☐ For emotional support, companionship or reducing loneliness
☐ For general well-being (e.g., relaxation, mindfulness, motivation)
☐ As an alternative or supplement to therapy/counselling
☐ Other (please specify) ________

3. Overall, how would you rate the impact of the AI chatbots/apps you have used on your emotional wellbeing or mental health needs?
☐ Very negative impact               
☐ Somewhat negative impact  
☐ No impact  
☐ Somewhat positive impact   
☐ Very positive impact

4. What are your reasons for not using AI chatbots/apps for mental health support? (Select all that apply) 
☐ Privacy/security concerns about sharing personal information 
☐ Don't trust AI to handle mental health concerns 
☐ Prefer human interaction for mental health and emotional support 
☐ Already have sufficient support from other sources (e.g., counsellor, friends, family)
☐ Unsure about how to use these tools effectively
☐ Concerned about becoming too dependent on AI support
☐ Don't have mental health or emotional support needs
☐ Other (please specify) ________

5. If you needed mental health or emotional well-being support in the future, how likely would you be to use an AI chatbot or app?"
☐ Very unlikely     ☐ Unlikely    ☐ Neutral    ☐ Likely    ☐ Very likely 


Supplementary Data Table 2. Thematic coding of free-text “Other” purposes (n = 22 responses).
	Group
	Theme
	n
	Example response

	Novel MH use
	Sounding board / thinking through problems
	4
	As a sounding board to think through problems. Nothing severe more trivial stuff. Would go to a crisis line or therapist if things were really bad.

	Novel MH use
	Processing / understanding emotions
	3
	To make sense of what I am feeling

	Novel MH use
	Acute distress / crisis
	2
	in acute stress situations for validation and symptom control (panic attack or intense emotion)

	Novel MH use
	Venting / emotional release
	2
	Venting

	Novel MH use
	Finding resources / referral
	1
	to get pointed in the direction of resources for my specific situation

	Novel MH use
	Reassurance / validation seeking
	1
	As a compulsion to seek reassurance

	Novel MH use
	Self-management (sleep, habits)
	1
	i used it to try to fix my sleep schedule

	Non-MH / exploratory
	Academic / non-MH use
	4
	for academic reasons

	Non-MH / exploratory
	Curiosity / testing the tool
	3
	I am psychology student so I just wanted to test how it would perform as a “therapist”

	Non-MH / exploratory
	Ambivalence about AI for MH
	1
	I tried using it but didn’t feel right getting professional advice from ai





Supplementary Data Table 3: Reflexive thematic analysis of free-text “Other” reasons for non-use 
(n = 82 responses)
	Higher-order group
	Theme
	n
	Illustrative quote(s)

	Principled opposition to AI
	General opposition/dislike of AI
	20
	“I boycott generative AI”; “Strongly against the use of generative AI”

	Principled opposition to AI
	Moral opposition
	6
	“AI is morally reprehensible to me”; “Generative AI steals other people’s work”

	Ethical & environmental
	Environmental concerns
	16
	“Generative AI is bad for the environment”; “Ecological impact of AI usage”

	Ethical & environmental
	Ethical/environmental (combined)
	9
	“Ethical concerns of using AI (environmental, plagiarism, etc.)”

	Distrust / perceived harm
	Distrust AI for MH/harm concerns
	7
	“Giving personal health information to an AI chatbot is extremely dangerous… groups like me have been subject to discrimination”; “not appropriate for mental health treatment”

	Distrust / perceived harm
	Quality/accuracy doubts
	5
	“Gives inaccurate information”; “Not qualified to provide reliable mental health support”

	Prefer human support
	Prefer human/authentic interaction
	8
	“Why support AI when there are real people who went to school for their careers?”

	Low salience / no need
	Never considered/occurred
	8
	“It never occurred to me but I will”; “Never considered that as an option”

	Low salience / no need
	No need / support met elsewhere
	3
	“I have friends and family to talk to”; “I am an RN who has professional resources”






Supplementary Data Table 4: Perceived positive impact (somewhat/very positive) by subgroup among ever-users who rated impact (n = 325). 
	Subgroup
	n
	% positive
	95% CI

	Overall
	325
	74.2
	69.1–78.6

	Frequency of use
	
	
	

	  Occasionally
	167
	74.3
	67.1–80.3

	  Monthly
	38
	89.5
	75.9–95.8

	  Weekly or more
	63
	81.0
	69.6–88.8

	Age group
	
	
	

	  16-20
	117
	70.1
	61.3–77.6

	  21-24
	105
	72.4
	63.2–80.0

	  25-29
	51
	92.2
	81.5–96.9

	  30+
	50
	70.0
	56.2–80.9

	Gender
	
	
	

	  Man
	80
	73.8
	63.2–82.1

	  Woman
	232
	75.0
	69.1–80.1

	  Non-binary/other
	10
	70.0*
	39.7–89.2

	Race/ethnicity
	
	
	

	  White
	66
	69.7
	57.8–79.4

	  Hispanic or Latino/a
	8
	—
	—

	  Black
	10
	80.0*
	49.0–94.3

	  First Nations, Inuit, Metis
	9
	—
	—

	  Asian
	193
	75.1
	68.6–80.7

	  Other (incl. multiracial)
	36
	75.0
	58.9–86.2

	Sexual orientation
	
	
	

	  Heterosexual
	227
	73.6
	67.5–78.9

	  LGB
	55
	78.2
	65.6–87.1

	  Other
	35
	71.4
	54.9–83.7

	Student level
	
	
	

	  Undergraduate
	211
	72.0
	65.6–77.7

	  Graduate
	69
	81.2
	70.4–88.6

	  Other
	45
	73.3
	59.0–84.0

	International student
	
	
	

	  No
	230
	73.5
	67.4–78.8

	  Yes
	70
	74.3
	63.0–83.1

	Self-rated mental health
	
	
	

	  Excellent
	11
	72.7*
	43.4–90.3

	  Very good
	50
	80.0
	67.0–88.8

	  Good
	107
	76.6
	67.8–83.6

	  Fair
	104
	70.2
	60.8–78.1

	  Poor
	53
	71.7
	58.4–82.0

	Major depression
	
	
	

	  No
	226
	77.0
	71.1–82.0

	  Yes
	99
	67.7
	58.0–76.1

	Generalized anxiety
	
	
	

	  No
	299
	74.6
	69.4–79.2

	  Yes
	22
	68.2*
	47.3–83.6

	Social anxiety
	
	
	

	  No
	233
	76.0
	70.1–81.0

	  Yes
	85
	68.2
	57.7–77.2

	PTSD
	
	
	

	  No
	188
	73.9
	67.2–79.7

	  Yes
	131
	74.8
	66.7–81.5

	Eating disorder
	
	
	

	  No
	236
	74.2
	68.2–79.3

	  Yes
	83
	75.9
	65.7–83.8

	Severe mental illness
	
	
	

	  No
	268
	74.6
	69.1–79.5

	  Yes
	55
	72.7
	59.8–82.7

	Alcohol use disorder
	
	
	

	  No
	271
	74.2
	68.6–79.0

	  Yes
	51
	72.5
	59.1–82.9

	Substance use disorder
	
	
	

	  No
	310
	74.5
	69.4–79.0

	  Yes
	10
	70.0*
	39.7–89.2

	Suicidal ideation/attempt
	
	
	

	  No
	206
	75.7
	69.4–81.1

	  Yes
	115
	70.4
	61.5–78.0

	12-month treatment status
	
	
	

	  Not received
	153
	73.2
	65.7–79.6

	  Received & stopped
	89
	79.8
	70.3–86.8

	  Currently receiving
	79
	72.2
	61.4–80.8

	Academic stress
	
	
	

	  None
	24
	79.2*
	59.5–90.8

	  Mild–Moderate
	166
	71.7
	64.4–78.0

	  Severe/Very severe
	128
	75.0
	66.8–81.7

	Overall/psychosocial stress
	
	
	

	  None
	3
	—
	—

	  Mild–Moderate
	110
	69.1
	59.9–77.0

	  Severe/Very severe
	206
	76.2
	70.0–81.5

	Any recent adverse life experience
	
	
	

	  No
	111
	72.1
	63.1–79.6

	  Yes
	211
	74.9
	68.6–80.3


* n<30 (interpret cautiously); rate suppressed (—) for n<10. 


Supplementary Data Table 5: Pre-specified interactions
We tested a pre-specified family of seven interactions, in two tiers: primary (theory-driven) — race × immigrant, clinical-burden × stress, clinical-burden × digital-openness, clinical-burden × social-support; and secondary (effect-modification checks) — gender × burden, gender × race (gender binarised for cell adequacy), age × digital-openness.  
	Interaction
<chr>
	n
<int>
	df
<dbl>
	LRT_chisq
<dbl>
	LRT_p
<dbl>
	dAIC
<dbl>

	Race x Immigrant
	1010
	3
	5.35
	0.1478
	0.6

	Burden x Stress
	1010
	1
	0.08
	0.7738
	1.9

	Burden x DigitalOpen
	1010
	1
	0.01
	0.9400
	2.0

	Burden x Support
	1010
	1
	0.01
	0.9094
	2.0

	Gender x Burden
	1010
	2
	0.36
	0.8366
	3.6

	GenderBin x Race
	968
	3
	1.50
	0.6815
	4.5

	AgeBin x DigitalOpen
	1010
	1
	0.39
	0.5333
	1.6


 Bonferroni threshold (7 tests): p < 0.0071
None of the seven pre-specified interactions reached significance (all LR p > 0.27; all worsened AIC), including under a Bonferroni-corrected threshold. The correlate structure is therefore additive and homogeneous: the associations do not vary meaningfully across the tested subgroups. Note that interaction tests are underpowered at ~240 events; small effect-modifications cannot be excluded on this basis alone. 

Supplementary Data Table 6: Elastic Net Sensitivity Analysis 
To confirm results and to verify that variable modification e.g., collapsing clinical indicators did not manufacture the findings, we fit an elastic-net penalised Poisson model (alpha = 0.5) on the full uncollapsed predictor set — all individual disorders, stress, self-rated health, network size, and un-collapsed factors restored. 
	Term
	PR (λ.min)
	PR (λ.1se)
	Retained

	Age 21–24
	1.00
	1.00
	dropped

	Age 25–29
	1.00
	1.00
	dropped

	Age 30+
	0.92
	1.00
	dropped

	Gender: Woman
	1.00
	1.00
	dropped

	Gender: Non-binary/Other
	0.72
	1.00
	dropped

	Race: Asian
	1.46
	1.30
	kept

	Race: Black & Hispanic
	1.29
	1.00
	dropped

	Race: Other (incl. FN, multiracial)
	1.00
	1.00
	dropped

	Sexuality: LGB
	0.76
	1.00
	dropped

	Sexuality: Other
	0.94
	1.00
	dropped

	Relationship: Partnered/dating
	0.80
	1.00
	dropped

	Relationship: Married
	0.79
	1.00
	dropped

	Student level: Graduate
	1.00
	1.00
	dropped

	Student level: Other
	1.22
	1.00
	dropped

	Immigrant
	1.22
	1.10
	kept

	Prior digital MH help (H9)
	1.47
	1.27
	kept

	Willing to use e-MH (H10)
	1.60
	1.42
	kept

	Treatment: Received & stopped
	1.13
	1.00
	dropped

	Treatment: Currently receiving
	1.00
	1.00
	dropped

	Self-rated MH: Fair
	0.85
	1.00
	dropped

	Self-rated MH: Poor
	1.00
	1.00
	dropped

	Support (J8): A little
	1.14
	1.06
	kept

	Support (J8): Some
	0.99
	1.00
	dropped

	Support (J8): A lot
	0.96
	1.00
	dropped

	Network size (J10)
	0.99
	1.00
	dropped

	Psychosocial stress: Severe/Very severe
	1.19
	1.13
	kept

	Adverse life experience
	1.29
	1.09
	kept

	Survey week
	1.00
	1.00
	dropped

	Major depression
	1.05
	1.02
	kept

	Generalized anxiety
	0.92
	1.00
	dropped

	Social anxiety
	1.17
	1.06
	kept

	PTSD
	1.11
	1.03
	kept

	Eating disorder
	1.15
	1.06
	kept

	Severe mental illness
	1.26
	1.23
	kept

	Substance use
	1.07
	1.00
	dropped

	Suicidality
	1.08
	1.00
	dropped


## n = 955 | events = 241 | retained at lambda.1se: 12 of 36
Choosing variables blind to our theoretical framework, the penalised model retained the core correlates of the primary model — Asian ethnicity, digital openness, the clinical disorder cluster, social support, adverse experience — and shrank to zero similar variables dropped or non-significant in the primary model. This corroborates that the primary model’s associations reflect real structure rather than artifacts of variable collapsing.
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