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Sailing) for improving help-seeking intentions for mental health problems and other related outcomes
among students.

Methods: A cluster randomised controlled trial was conducted to evaluate the 12-week outcomes of

iey"_v"rds" the Smooth Sailing service among 1841 students from 22 secondary schools in New South Wales, Aus-
nxiety tralia. Assignment was conducted at the school level. The control condition received school-as-usual.

Depression . R . .

Web-based The primary outcome was help-seeking intentions for general mental health problems at 12-weeks post-

School baseline. Secondary outcomes included help-seeking behaviour, anxiety and depressive symptoms, psy-

Stepped care chological distress, psychological barriers to help-seeking, and mental health literacy. Data were analysed

using mixed linear models. This trial was registered with the Australian and New Zealand Clinical Trials
Registry (ACTRN12618001539224).

Findings: At 12-weeks post-baseline, there was a marginal statistical difference in the relative means
of help-seeking intentions (effect size=0-10, 95%CI: -0-02-0-21) that favoured the intervention condi-
tion. Help-seeking from adults declined in both conditions. There was a greater reduction in the number
of students who “needed support for their mental health but were not seeking help” in the interven-
tion condition (OR: 2+08, 95%Cl: 1-72-2.27, P<+0001). No other universal effects were found. Participants
found the service easy to use and understand; However, low motivation, time, forgetfulness, and lack of
perceived need were barriers to use.

Interpretation: Smooth Sailing led to small improvements in help-seeking intentions. Refinements are
needed to improve its effectiveness on other mental health outcomes and to increase student uptake and
engagement.
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Research in Context

Evidence before this study

We conducted a comprehensive search on PubMed, Web
of Science, and Google Scholar to identify any studies pub-
lished prior to December 2020 of school-based screening and
follow-up services that aimed to improve mental health out-
comes (help-seeking, anxiety, depression) among adolescents.
The following terms were used: mental health OR anxiety
OR depression OR suicid* AND help seek* OR seek help OR
help seeking behav* OR self refer OR self help OR health
care seeking behav AND adolescen* OR youth AND schools
OR "school based" AND screen* OR universal OR screening
tests OR identif* OR case identif* OR detect* OR assess* OR
evaluat* OR rate OR measure OR psychological assess* OR
questionnaires OR inventories OR test* OR battery OR scale*
OR symptom checklist AND program OR management options
OR intervention OR referral OR follow up OR care OR treat.
Most studies were pre-post intervention trials of single-use
screening tools. Few studies conducted universal screening
using digital platforms or delivered automated, web-based
care to those who screened positive. Further, few studies ex-
amined the potential of a stepped-care model or evaluated
service effectiveness using a controlled trial.
Added value of this study

This study extends prior research by conducting a cluster
randomised controlled trial to demonstrate that the Smooth
Sailing service model may improve intentions to seek help for
general mental health problems among secondary school stu-
dents. The service may also help schools to identify students
in need and provide initial care. However, refinements are
needed to improve service uptake and engagement among
students.
Implications of all the available evidence

While there has been great interest in utilising school set-
tings to improve help-seeking for mental health problems
through the delivery of programs and services, this study
demonstrates that this can be challenging, hampered by a
reluctance of schools and students to be involved in mental
health services research and a lack of statistically significant
effects on important mental health outcomes.

Introduction

Despite a genuine need for care, fewer than 50% of adolescents
with mental health problems seek professional help.! This is of sig-
nificant concern because mental illnesses are treatable and posi-
tive attitudes to help-seeking are critical to recovery.? Secondary
schools are increasingly implementing a range of programs to ad-
dress the gap in help-seeking for mental health; However, there
is little evidence available to guide schools on which type of ser-
vice model will provide timely and appropriate care to all students
who require it.3** Many schools adopt a traditional “wait-to-act”
approach in which various mental health personnel and supports
are provided, but the onus is on students or parents to seek help,
or on teachers to identify students in need. This model of care is
negated by a range of barriers including poor mental health knowl-
edge, stigma, students’ desire for autonomy, and a lack of mental
health expertise among youth, their families>, and school staff.!
Further, the extent and quality of mental health resources varies
across schools.!! New service models are needed to improve help-
seeking by proactively reaching out to youth to offer high quality
care.

School-based mental health screening programs have been
found to identify a significantly greater proportion of students in
need of support when compared to traditional wait-to-act mod-
els.'”>13 These initiatives have increased help-seeking behaviour
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among youth by expediting access to care.'* The data generated
from screening programs has also been used to inform decision-
making on the need for other school-based interventions, poli-
cies and resources, enabling schools to adopt more evidence-based
approaches.’> 7 Triaging processes, brief intervention approaches,
and multi-tiered systems of support have also been trialled in var-
ious school settings with promising results.’8:'® However, uptake
of universal mental health screening in schools has been low. A
recent study of US school administrators found that although 75%
were extremely interested, less than 2% had implemented any such
intervention.?® Lack of access, funding, and limited systems to sup-
port student follow-ups were barriers to use?! together with a
range of implementation and feasibility factors (e.g. administrative
support, scheduling, consent, and liability).22-?> A lack of empiri-
cal evidence also impedes uptake. Although many advocates argue
for the use of screening and referral as a strategy for early identi-
fication and treatment in youth®24, a recent systematic review of
school-based programs identified only one randomised controlled
trial.?> There is a demonstrated need for service models that not
only identify students in need, but also provide ongoing care us-
ing methods that are easily disseminated, scalable, and rigorously
evaluated.?®

The Black Dog Institute has developed a universal, web-based
mental health service (Smooth Sailing) that aims to improve sec-
ondary school students’ help-seeking intentions for mental health
problems.?’-2° The service model is informed by Rickwood and col-
leagues®? theory of help-seeking for mental health, which charac-
terises help-seeking as a translational process that involves aware-
ness and appraisal of problems, expression of symptoms and need
for support, availability of sources of help, and the willingness to
disclose problems and seek out care. As shown in Figure 1, the
Smooth Sailing service model integrates various components to di-
rectly target some of the factors that have been found to facilitate
or inhibit help-seeking in youth.

Delivered in the classroom, the Smooth Sailing service model
directly opposes a wait-to-act approach to help-seeking by com-
bining automated symptom screening for anxiety, depression, and
suicidality with mandated care and follow-up. Based on the prin-
ciples of stepped care®', the intensity of the help provided is
matched to the severity of symptoms (see Figure 2) and is con-
sistent with Australian clinical practice guidelines®?> and other
stepped care models for depression and anxiety.>?-34 Screening for
symptoms is repeated every six weeks and care is adapted accord-
ingly (see supplementary material). A pilot study provided initial
evidence of the need, acceptability, and feasibility of the service.?>
One in five students screened by the service required follow-up
from school counsellors. The non-confrontational nature of the dig-
ital delivery appeared to be aligned with young people’s prefer-
ences for receiving mental health information and support on-
line.>6 The low intensity and non-clinical approach aimed to ease
non-help-seeking youth into care, allowing them to progress to
more intensive forms of support over time. Enhancements to the
service were made based on students’ feedback.

Current study

The primary aim of this study was to evaluate the effectiveness
of the Smooth Sailing service model for improving help-seeking
intentions for general mental health problems among secondary
school students in New South Wales, Australia, relative to a school-
as-usual control condition. It was hypothesised that students us-
ing the Smooth Sailing service would report higher levels of help-
seeking intentions for general mental health problems at 12-weeks
post-baseline compared to students in the control condition. This
study also examined the secondary impacts of the service model
on help-seeking behaviour for mental health problems, symptoms
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Figure 1. Smooth Sailing: Application of Rickwood and colleagues™? theory of help-seeking for mental health problems in youth.
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Figure 2. The Smooth Sailing service model: Step criteria and care provided.

of anxiety and depression, psychological distress, psychological ing the number of students who were not actively seeking help for

barriers to help-seeking, and mental health literacy. It was hypoth- their mental health problems, despite a need for support. The cur-
esised that students using the Smooth Sailing service would re- rent study also measured service use, satisfaction, and barriers to
port greater improvements in help-seeking behaviour from adult use among participants using the service. This study provides im-
sources, reduced levels of anxiety, depression, psychological dis- portant information about the usefulness of a web-based service

tress, psychological barriers to help-seeking, and improved mental model that blends automated screening, digital interventions, and
health literacy at 12-weeks post-baseline. It was also hypothesised in-person professional support for improving help-seeking when
that the Smooth Sailing service would be more effective for reduc- delivered universally in secondary schools.
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Methods
Trial design

The full trial protocol has been published elsewhere.’” A two-
arm cluster RCT was conducted with schools as clusters and in-
dividual students as participants. All outcome measures pertained
to the individual participant level. Help-seeking intentions (pri-
mary outcome) and behaviours (secondary outcome) were as-
sessed at baseline and 12-weeks post-baseline with symptom
measures (secondary outcomes) assessed at baseline, 6- and 12-
weeks post-baseline. Ethics approvals were obtained from the Uni-
versity of New South Wales Human Research Ethics Committee
(HC17910), the State Education Research Applications Process for
the New South Wales Department of Education (2016471), the Syd-
ney Catholic Schools Research Centre (20186), and the Catholic
Schools Office Diocese of Maitland-Newcastle. The trial was regis-
tered with the Australian and New Zealand Clinical Trials Registry
(ACTRN12618001539224).

Participants

This study took place between February 2018 to December 2018
in secondary schools located in the state of New South Wales, Aus-
tralia. All baseline data was collected in the first term of the school
year (22" February to 4t April 2018, Weeks 4 to 10). To be eligible
to participate, schools were required to have a school counsellor
onsite for the duration of the study. Secondary school adolescents
(age range: 11 to 19 years) from the nominated student grades (7
to 12) who attended the participating schools were eligible to take
part. Students were required to have an active email address for
the duration of the study.

Group assignment and masking

Schools were assigned to a single condition (cluster design) to
avoid contamination and for administrative feasibility. Assignment
was carried out according to the International Council for Harmon-
isation (ICH) guidelines by an external researcher not involved in
the study activities. Assignment occurred after the school princi-
pals provided their letter of consent. A minimisation approach to
assignment was used to ensure balance across the conditions in
terms of the Index of Community Socio-Educational Advantage (IC-
SEA) level (< 1000 versus > 1000), gender mix (co-educational
versus single sex) and student grade involved (Grade 9 students
only versus multiple or other grades). Minimisation was under-
taken in Stata version 14.2 using the rct_minim procedure. Schools
and researchers were not blinded to the assignment, but students
were not informed of their school’s allocation.

Sample size

The target sample size for this study was 1600 students from
approximately 16 schools, based on the typical student enrolment
profiles of secondary schools in New South Wales.?® The sample
size calculation was determined using an effect size of 020 on
the primary outcome®3?-40 and attrition rate of 20% among stu-
dent participants.”! The statistical power was set at 0-80, alpha
at -05 (2-tailed), and a correlation of 0-50 was assumed between
the scores at baseline and endpoint.*? A design effect was calcu-
lated assuming an intraclass correlation of 0-02 to allow for possi-
ble clustering effects.

Recruitment and consent

Schools were recruited using various arms-length methods.
Study adverts featured in the Black Dog Institute New South Wales
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School Counsellors e-Newsletter; the New South Wales School-Link
newsletter (a state government initiative that links schools with
local health services); the Black Dog Institute website and social
media channels (Twitter, Instagram and Facebook); Academic con-
ference presentations; Professional development courses; and Cor-
respondence from the New South Wales Department of Educa-
tion. Any interested school staff were invited to express interest
by email to the Chief Investigator (CI). The CI followed up with
a study information pack and a telephone call. To finalise partici-
pation, schools were required to provide a signed letter of princi-
pal support which confirmed the availability of an onsite school
counsellor and nominated the student grade to receive the ser-
vice. Once school letters of consent were received, schools were
randomised and informed of their allocation. The research team
then scheduled the school visits and mailed the appropriate stu-
dent Participant Information and Consent Forms (PICFs). School
staff distributed the PICFs to the relevant grade two weeks prior
to the scheduled baseline visit. The PICF for the Intervention condi-
tion was required to include an additional clause to inform the stu-
dents and their parents that they would be asked questions about
suicidality and followed-up accordingly.

Students gave their informed consent to participate on the
day of the baseline assessment via a signed PICF that was wit-
nessed by the research team. An opt-out consent process was
used for parents whereby schools informed parents of the study
two weeks prior to the baseline school visit. Parents who did not
wish for their child to partake were instructed to notify the school
or research team. All participating schools located in the Sydney
Catholic Diocese were required to have signed written consent
from students and their parents. As part of the informed consent
process, all students were required to complete a 6-item online
Gillick competence test*> prior to starting the baseline surveys.
This ensured students understood the terms and conditions of the
research study.

Intervention

Schools assigned to the intervention condition were given ac-
cess to the Smooth Sailing service for 12 weeks. The mental health
screening conducted by Smooth Sailing consisted of the Gener-
alised Anxiety Disorder Scale (GAD-7)** and the Patient Health
Questionnaire (PHQ-9),*> which determined students’ symptom
levels. The study outcomes were embedded into the screening pro-
cess. Using the total scores of the GAD-7 and PHQ-9, the service
automatically allocated students to a step of care (see Figure 2) and
provided students with a personalised dashboard which included
generalised symptom feedback (e.g., “It looks like things have been
really rough for you lately, we’re sorry to hear that. We're here to
help”) and an overview of the recommended modules.

The psychoeducation consisted of five 10-minute self-directed
modules on general mental health, anxiety, depression, and help-
seeking which were complimented by animations, illustrations,
and hyperlinks to credible youth mental health services and web-
sites. An additional module provided referral to two external, pub-
licly accessible, free, evidence-based Internet Cognitive Behaviour
Therapy (iCBT) programs for youth provided by Australian universi-
ties: MoodGym“® and The BRAVE Program*’. These iCBT programs
were provided external to the Smooth Sailing service and thus,
the research team did not have access to the data collected by
these programs. All module content was created specifically for the
Smooth Sailing service and was reviewed by youth and health pro-
fessionals in the co-design process. The content was also edited by
a copywriter to ensure appropriate readability for young adoles-
cents.

The Smooth Sailing service also included a notification system
to link students to their school counsellors. Students allocated to
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step 3 and/or experiencing thoughts that that they would be bet-
ter off dead or of hurting themselves (i.e., score > 0 on item
9 of the PHQ-9) triggered an immediate follow-up notification.
School counsellors accessed and tracked these notifications using
the purpose-built secure web-portal. School counsellors were pro-
vided with information guides to support the interpretation of stu-
dents’ mental health scores and were instructed to use their school
protocols when attending to students, initiating external referrals
or parental contact when necessary. School counsellors were pro-
vided with a list of local mental health services to assist this pro-
cess. To ensure student confidentiality, the researchers were not
provided with specific detail on the actions taken or care provided
by the school counsellors.

As part of the Smooth Sailing service, all students were invited
to complete fortnightly mood check-ins sent via short message ser-
vices (SMS) or email. This check-in consisted of the GAD-2 and
PHQ-2 symptom scales. A total of four check-ins were sent dur-
ing the study period. Students received generalised feedback and
were prompted to use the program. All students were also sent
fortnightly reminders to complete the modules. The mental health
screening was repeated at 6- and 12-weeks post-baseline, and any
student who had not responded to their allocated care (i.e., symp-
toms remained elevated or had worsened) were stepped up to the
next level of care (see supplementary material). Due to the novelty
of the service model and the short study period, no students were
stepped down.

Control

The control was a 12-week school-as-usual condition, with
some matched attention. Students in the control condition com-
pleted the outcome measures at baseline, 6- and 12-weeks post-
baseline using an identical web-based platform to the intervention
but were not given access to any of the additional service compo-
nents (i.e., step allocations, symptom feedback, service modules, or
school counsellor follow-up). As such, the governing ethics bodies
did not permit the use of the PHQ-9 scale in the control condi-
tion because it examined suicidality and was a validated clinical
measure used for Major Depressive Disorder. All students in the
control condition were provided with a generalised help-seeking
resource sheet after each of the study assessments. No limitations
were placed on schools’ or students’ mental healthcare activities,
practices, or help-seeking. Schools in the control condition were
able to receive the Smooth Sailing service after the study was com-
plete.

Procedure

The study procedure was consistent across both conditions. Re-
searchers from the Black Dog Institute visited the schools to con-
duct the three study assessment sessions during class time. In the
first school visit (baseline), after providing written consent, stu-
dents were asked to access the study URL and register to the ser-
vice. This involved providing their name, gender, date of birth,
email, and mobile phone number. Students also provided their
unique study code and created a password for their account. Stu-
dents were then directed to complete the mental health screen-
ing, which consisted of the study outcomes. This process was re-
peated at 6- and 12-weeks post-baseline (primary endpoint). For
schools in the intervention condition, researchers met with the
school counsellor after the study assessment sessions to ensure the
counsellors could use the portal to review and initiate the student
follow-ups. The researchers did not provide any clinical supervision
or support to the school counsellors and used a uniform instruc-
tion sheet to guide these meetings. The researchers contacted the
school counsellors two days after each study visit to confirm the
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completion of the student follow-ups and to monitor any adverse
events.

Outcome Measures
Primary outcome

General Help-Seeking Questionnaire (GHSQ)*: The primary
outcome for this study was participants’ intentions to seek help
for general mental health problems, measured at baseline and 12-
weeks post-baseline using the GHSQ. Participants were asked to
rate how likely they were to seek help from 13 sources when hav-
ing a tough time with their mental health. Items were rated on a
5-point Likert scale ranging from ‘extremely unlikely’ to ‘extremely
likely’. A total score was calculated (range: 13 to 65) with higher
scores indicative of greater intentions to seek help. The GHSQ has
demonstrated satisfactory psychometric properties for measuring
help-seeking intentions in youth and has been widely used in ado-
lescents aged 11 to 18 years.*® In the current study, the total scores
ranged from 13 to 65 and the Cronbach’s alpha was +87.

Secondary outcomes

Actual Help-Seeking Questionnaire (AHSQ)3?: To examine sec-
ondary improvements in actual help-seeking behaviour, the current
study utilised the AHSQ delivered at baseline and 12-weeks post-
baseline. Participants were asked (answered yes or no) whether
they had turned to the same list of sources outlined in the GHSQ
for help with any mental health issue in the past three months. To
test the hypotheses, two categorical variables were used: the num-
ber of students seeking help from adult sources in the past three
months (i.e. those who answered yes to seeking help from par-
ents, teachers, other adults, school counsellor, general practitioners
or mental health professionals) and the number of students who
self-identified as needing support for their mental health but did
not seek help from anyone (i.e. those who answered yes to the fi-
nal item of AHSQ “I needed support but I did not seek help from
anyone”). The AHSQ has been used extensively in equivalent sam-
ples' and school-based research.*?

Generalised Anxiety Disorder Questionnaire (GAD-7)*4: This 7-
item self-report scale measured the frequency of generalised anx-
iety symptoms at baseline, 6- and 12-weeks post-baseline using a
4-point likert scale. Total symptom scores were summed and then
classified as ‘nil to mild’ (0 - 9), ‘moderate’ (10 - 14), or ‘moderately
severe to severe’ (>15). This scale has been used in young adoles-
cents, with demonstrated specificity and sensitivity.”® In the cur-
rent study, participants’ scores ranged from 0 to 21 and the Cron-
bach’s alpha was -89.

Centre for Epidemiologic Studies Depression Scale - Child ver-
sion (CES-DC)°': This 20-item self-report scale measured depres-
sive symptoms at baseline, 6- and 12-weeks post-baseline. Scores
were summed (range: 0 to 60) with higher scores indicative of in-
creased depression. This scale has been found to have good psy-
chometric properties among children and adolescents.”? In the cur-
rent study, participants’ scores ranged from 0 to 60 and the Cron-
bach’s alpha was +93.

Distress Questionnaire-5 (DQ5)°3: This 5-item population
screener measured psychological distress at baseline, 6- and 12-
weeks post-baseline. Scores were summed (range: 5 to 25) with
higher scores indicative of greater psychological distress. This scale
has demonstrated high internal consistency and convergent valid-
ity.>>>* It has also been used in other school-based mental health
research.”” In the current study, participants’ scores ranged from 5
to 25 and the Cronbach’s alpha was +88.

Barriers to Adolescents Seeking Help - Brief (BASH-Brief)C:
This 11-item questionnaire measured psychological barriers about
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seeking professional help at baseline and 12-weeks post-baseline.
Participants rated their agreement with a list of 11 attitudes
and beliefs statements using a 6-point Likert scale. Total scores
were summed (range: 11 to 66) with higher scores indicative of
greater perceived barriers to seeking help. The BASH-Brief scale
has demonstrated satisfactory psychometric properties in adoles-
cents.”’ In the current study, participants’ scores ranged from 11
to 66 and the Cronbach’s alpha was <88.

Mental Health Literacy Scale (MHLS)?®: This 13-item compos-
ite scale of mental health literacy measured students’ confidence
in seeking help (4 items) and their level of stigmatising attitudes
towards mental illness (9 items) at baseline and 12-weeks post-
baseline. Items were rated on a 5-point Likert scale. All items were
then summed into a total score (range: 13 to 65) with higher
scores indicative of greater confidence in help-seeking and lower
levels of stigma. The MHLS has demonstrated good internal and
test-retest reliability and has been used in school-based mental
health research.>® In the current study, participants’ scores ranged
from 13 to 65 and the Cronbach’s alpha for the was +71.

Service outcomes - Intervention condition only

Step allocations and school counsellor follow-ups: The number
of students allocated to each step of care and the number who
were followed-up by the school counsellors at baseline, 6- and 12-
weeks post-baseline.

Prior care with school counsellor: Students were asked at base-
line to report whether they had ever had a session with a school
counsellor at their school (answered yes, no, I'd rather not say).
This was used to determine the number of unknown cases identi-
fied by the service.

Service use and satisfaction: Service use was measured by at-
trition at 6- and 12-weeks post-baseline, the number of mod-
ules accessed, and the number of check-ins completed. Satisfac-
tion was measured using three established questionnaires.>’” The
first 11-item questionnaire assessed three domains of service sat-
isfaction (enjoyment and ease of use, usefulness, and degree of
comfort). The second 18-item questionnaire assessed service use
barriers across three domains (technical, personal, intervention-
specific). Participants were also asked to provide an overall rating
of helpfulness of the service (answered on a 5-point Likert scale
ranging from “extremely unhelpful” to “extremely helpful”).

Data collection and statistical analysis

The service and study data was stored securely on the Black
Dog Institute research engine. It was exported to Microsoft Excel
and SPSS version 22.0 for cleaning and preparation. Group differ-
ences at baseline were compared using mixed linear or logit mod-
els incorporating a random effect of school. The primary outcome
analysis was undertaken on an intention to treat basis, includ-
ing all participants randomised, regardless of treatment received.
The primary outcome was analysed using the baseline and 12-
week post-baseline scores on the GHSQ in a mixed-effects model
repeated-measures analysis, conducted in SPSS version 27.0. School
was included in the analyses as a random effect to evaluate and
accommodate clustering effects. Comparable methods were used
for the secondary outcomes. For the secondary outcome of gen-
eralised anxiety symptoms (GAD-7), an ANCOVA was conducted
controlling for baseline scores (centred at the clinical cut-off of
10) given that differences at baseline approached significance. To
determine the effect of the intervention on the secondary mea-
sures of help-seeking behaviour at 12-weeks post-baseline, two
logit analyses with school included as a random effect were con-
ducted in Stata 14.2. Additional exploratory analyses were under-
taken to examine the effects of age, gender, and baseline scores
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for help-seeking intentions, depressive symptoms, generalised anx-
iety symptoms, psychological distress, barriers to help-seeking, and
mental health literacy on attrition rates at 12-weeks. This was con-
ducted using logistic regression, incorporating the factors of study
condition, the attributes, and the interaction. School was included
as a random effect. All authors confirm that they had full access
to all the data in the study and accept responsibility to submit for
publication.

Role of the funding source

This work was supported by HSBC and the Graf Foundation
from a non-competitive philanthropic research grant donation to
the Black Dog Institute. The funders had no role in the design, ex-
ecution, analyses, data interpretation, authorship or the decision to
submit the paper for publication.

Results

A total of 88 schools expressed interest in the study and 22
agreed to take part. There were no significant differences in the
ICSEA values, total student enrolments, and gender distributions
between the schools who expressed an interest in the study and
those who agreed to take part (P=-152--999). Further, no sig-
nificant differences were found in the ICSEA values, total stu-
dent enrolments, and gender distributions between the participat-
ing schools and all other secondary schools in New South Wales
(P=+708-+956).38

Ten schools (n=9, 90-0% located in major cities) were ran-
domised to the intervention condition and 12 schools (n=9, 75+0%
located in major cities) were randomised to the control condition.
A total of 1854 students consented to the study and 1841 com-
pleted baseline. Figure 3 outlines study participation, withdrawals,
and attrition. The final sample characteristics at baseline are shown
in Table 1 (N=1802). At baseline, the participants in the control
condition reported significantly greater instances of help-seeking
from adult sources than participants in the intervention condition.
No other significant differences were found.

Estimated marginal means and standard errors were derived
from models fitted for the primary and secondary continuous out-
comes at each time point by condition. These are displayed in
Table 2.

The ICC for help-seeking intentions was 0-01. Participants in the
intervention condition reported significantly greater improvements
in their help-seeking intentions than those in the control at 12-
weeks post-baseline (F(1, 1341)=4-98, P=+026). The standardised
effect size was 0+10 (95%CI: -0+02 to 0-21). The test of significance
for the cluster effect was significant (x2(1) = 14+61, P<-0001).

No other significant effects on the continuous secondary out-
comes were found (P=+226--977). For generalised anxiety symp-
toms, no universal effects were found (F(1, 1456+9)=1-03, P=+304);
However, the analysis of covariance found a differential effect of
study arm conditional on baseline GAD-7 score. For individuals at
the cut off for clinical caseness (i.e., score of >10), this difference
was statistically significant F(1, 29+0)=4+73, P=-038) and the stan-
dardised effect size was 0-19.

In both conditions, there was a significant reduction in the
number of students who reported that they “needed help for a
mental health problem but did not seek help” at 12-weeks post-
baseline (Baseline: 18¢1%, n=325/1795, 12-weeks post-baseline:
13+6% n=173/1271; OR: 2.08, 95%CI: 1-72-2.27, P<+0001). The re-
duction was significantly greater in the intervention condition
(Baseline: 196%, n=215/1096 and 15+7%, n=110/700 for the con-
trol and intervention groups respectively; 12-weeks post-baseline:
16-1% n=141/876 and 8-1% n=32/395 for the control and inter-
vention groups respectively; OR: 1+53, 95%CI: 1-26-2.20, P=+006).
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[ Enrolment ]

Schools who expressed an interest in the study

(n=88)
Schools excluded (n=66)
* No school counsellor available (n=5)
> oo response to study invitation from Chief Investigator (n=61)
[ School consent ] Schools consented (n=22)
I
[ School assignment ] Schools assigned (n=22)

v

| l

]
Assigned to intervention )
(Schools: n=10; Total students: n=1356; [ Assignment

(Schools: n=12; Total students: n=1810;

lJ Assigned to control

Students approached n=1175) | Students approached n=1462)
[ Student consent ]

Students who consented (n=733; 62.4%) Students who consented (n=1121; 76.7%)
School counsellors who consented (n=10) School counsellors who consented (n=12)
Students who did not consent (n=442; 37.6%) Students who did not consent (n=341; 23.3%)
Reasons for non-consent: Reasons for non-consent:
» | feel the study may increase my school workload (n=34; 7.7%) « |feel the study may increase my school workload (n=39; 11.4%)
o |am concemed the study may increase distress (n=31; 7.0%) * | am concemned the study may increase distress (n=28; 8.2%)
* | am worried about what might happen to my information (n=40; 9.0%) « | am worried about what might happen to my information (n=54; 15.8%)
o |am concemned | will not be adequately cared for (n=22; 5.0%) * | am concemed | will not be adequately cared for (n=25; 7.3%)
o | don’t think | should receive mental healthcare at school (n=26; 5.9%) o | don't think | should receive mental healthcare at school (n=30; 9.0%)
o |/ did notwant to take part (n=117; 26.5%) o [ did not want to take part (n=130; 3.8%)

Students who participated Baseline Students who participated

(n=727;99.2%) N=1841 (n=1114, 99.4%)

Students who did not take Students who did not take

part or were absent (n=6) part or were absent (n=7)

( Y

6-week follow-up

Students who participated Students who participated

Number of (n=449;61.7%) pELEE (n=936; 84.0%) Number of
students who Students who did not take Students who did not take students who
actively withdrew part or were absent (n=255) part or were absent (n=162) actively withdrew
tftrrc;ugho:l;l thte y; N throughout the
study and data study and data
was removed Students who participated 12-week follow-up Students who participated wasy removed
(n=23) (n=400; 55.0%) N=1278 (n=878; 78.8%) (n=16)

Students who did not take Students who did not take
part or were absent (n=304) l part or were absent (n=220)

' Analysis
Present at baseline (n=704, 96.8%) y Present at baseline (n=1098, 98.5%)

Present at all three time points (1=320, 44.0%)|  N=1802Baseline | p oot ot all three times points (=796, 71.5%)
N= 1116 Completers

o J

Figure 3. CONSORT flowchart for participation, withdrawals, and attrition.
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Table 1
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Baseline sample characteristics for the total sample, intervention, and control conditions (N=1802).

Total sample(n=1802)

Control(n=1098) Intervention (n=704)

M SD M SD M SD P value
Age 14-30 0-87 14-12 0-89 14-59 0-75 +088
Help-seeking intentions (GHSQ) 34-38 10-29 34.43 10-12 34-31 1051 <925
Generalised anxiety (GAD-7) 597 520 651 523 5¢13 5+02 071
Depression (CES-D) 16-43 12-28 17-40 12+53 14-91 11-74 *339
Psychological distress (DQ5) 11-04 494 11-44 494 10-41 4-88 -201
Barriers to seeking help (BASH) 34-16 10-30 34-86 10-48 33-06 9:93 <703
Mental health literacy (MHLS) 3447 6485 3469 691 34-13 674 +963

n % n % n %
Female 930 516 571 520 359 51-0 626
Sought help from an adult for a mental health issue in 718 40+0 485 443 233 333 «002
the past 3 months (AHSQ)
Needed support for mental health but did not seek help 325 181 215 19-6 110 15-7 372

from anyone in the past 3 months (AHSQ)

* Group differences compared using mixed linear or logit model incorporating a random effect of school. Percentages for AHSQ calculated using baseline respondents

N=1796 (n=1096 in control condition, n=700 in intervention condition),

Table 2

Mean and standard error for continuous outcomes at each time point estimated from mixed effect models.

Control Intervention
Baseline 6-weeks post-baseline 12-weeks post-baseline Baseline 6-weeks post-baseline 12-weeks post-baseline
n=1098 n=936 n=_878 n=704 n=444 n=401
mean (SE) mean (SE) mean (SE) mean (SE) mean (SE) mean (SE)
Help-seeking intentions (GHSQ) 3436 (0+55) - 33+60 (0+59) 3459 (0+65) - 35¢14 (0+73)
Generalised Anxiety (GAD-7) 693 (0-49)  6-22 (0-49) 630 (0-50) 5+54(0+55) 4+96 (0+56) 467 (0+56)

Depression (CES-DC)
Psychological Distress (DQ5)
Barriers to Seeking Help (BASH-B)
Mental Health Literacy (MHLS)

18:23 (1-31)  17+45 (1-31)
11-90 (0+52) 11-23 (0+52)
3516 (0-64) -
3453 (0-44) -

17:74 (1:32)

11-14 (0-52) (

34-06 (0+66) 3306 (0-38) -
3429 (0-46) (

16+28 (1+46)
10-83 (0-58)

15:57 (1+48)
9:92 (0+59)

15+76 (1+49)
9:77 (0+59)
32:64 (0-79)

3441 (0-51) - 3449 (0:57)

However, there was also a decline in the number of students seek-
ing help from adults at 12-weeks post-baseline. This occurred from
initially different proportions at baseline (44+2%, n=485/1096 and
33-3%, n=233/700 for the control and intervention groups respec-
tively) and resulted in no significant difference between the con-
ditions at 12-weeks post-baseline (283%, n=248/876 and 27-8%,
n=110/395 respectively OR: 0-98, 95%CI: 0-47-2+04, P=948).

Attrition

Outlined in Figure 3, 56+8% (n=400/704) of students in the in-
tervention condition were present at 12-weeks post-baseline, com-
pared to 79-9% (n=878/1098) in the control condition. At the
individual participant level, no significant predictors of attrition
were found (P=+061--979) except for age in the control condition:
Younger participants were more likely to be absent at 12-weeks
post-baseline (OR: 1+44, 95%Cl:1+13-1-84, P=+003). The mean dif-
ference in age was very small (MD: 0-15). However, attrition rates
varied between schools. Attrition in the control schools ranged
from 0% to 25-9% (median 21-2%) whereas in the intervention
schools it ranged from 12:2% to 84<3% (median 31-7%). The at-
trition rate in the intervention condition was elevated by an ex-
ternal change in school policy and practice in the largest partic-
ipating intervention school (baseline n=159) that resulted in its
study participation rates at 12-weeks post-baseline reducing to
15+7% (n=25/159). When this school was excluded, the attrition
rate in the intervention condition reduced from 43+2% (n=400/704)
to 31.+% (n=375/545).

Service outcomes - intervention condition

Table 3 outlines the step allocations at baseline and 12-
weeks post-baseline, alongside the number of students who re-
quired follow-up from the school counsellor. At baseline, 28+8%
(n=203/704) of students screened by Smooth Sailing had moder-
ate to severe symptoms of depression and/or anxiety. A total of

18+5% (n=130/704) required follow-up by the school counsellors.
Of these, 46-9% (n=61/130) had “never” sought help from their
school counsellors.

Overall, the mean number of psychoeducation modules ac-
cessed by intervention participants was 0-77 (SD: 1-27, range: 0-
6) with two thirds (n=433, 61-5%) not completing any. The mean
number of check-ins completed was 0+69 (SD:1-29) with 72:0%
(n=507) not completing any.

As outlined in Table 4, most students found the service easy
to use, understandable, interesting and enjoyable, although the lat-
ter were lower among those with nil to minimal symptoms. There
were also some disparities in the other domains of satisfaction. In
general, students at the highest step reported greater satisfaction
with the service. Nearly all students with symptoms were comfort-
able with the school counsellor follow-ups and two thirds would
use the service again in the future. However, less than half felt that
the service helped them in their everyday life or that the service
helped them to feel in control of their feelings.

Students reported that personal barriers including disinterest,
forgetfulness, mismatch with needs, and being time poor inhibited
their use of the service (see Table 5). In general, students at step 1
reported far fewer barriers to service use than those at step 2 and
above. Interestingly, one third of those at the highest step reported
that Smooth Sailing was “not what they needed”, despite having
elevated symptoms. Technical barriers related to accessibility were
also more common among students at the highest step. Overall,
participants gave the service a mean helpfulness rating of 3+24 out
of 5 (SD: 0-88, n=374, range: 1-5).

Discussion

The current study investigated the potential of a web-based,
stepped-care service model for improving help-seeking intentions
for general mental health problems when delivered universally to
secondary school students in New South Wales, Australia. The find-
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Table 3
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Step allocations, symptoms, thoughts of death/self-harm and school counsellor follow-ups at baseline and 12-weeks post-baseline

among intervention participants.

Baseline(n=704)

12-weeks post-baseline(n=318)

n % n %
Step 1 (nil to minimal) 501 712 236 742
Step 2 (moderate) 118 16-8 27 85
Step 3 (moderately severe to severe) 85 121 55 173
Thoughts of death and or harming oneself 98 13-9 52 13-0
Total school counsellor follow-ups 130 185 63 19-8

Table 4

Service satisfaction at 12-weeks post-baseline stratified by baseline step allocation (n=392).

Step 1 (n=279) Step 2 (n=71) Step 3 (n=42)

n % n % n %
Enjoyment and ease of use [ found Smooth Sailing easy to use 262 93.9 65 915 41 97-6
Smooth Sailing was easy to understand 248 889 62 87-3 38 90-5
I thought Smooth Sailing was interesting 191 68+5 52 732 36 857
I enjoyed using Smooth Sailing 181 64-9 50 70+4 33 786
Usefulness I would tell a friend to use Smooth Sailing if I thought they needed to 184 65+9 50 70+4 32 762
I would use Smooth Sailing again in the future 140 50-2 32 451 26 619
Smooth Sailing helped me to feel in control of my feelings 141 50+5 29 40-8 21 500
The skills I learned from Smooth Sailing helped me a lot in everyday life 115 412 28 394 21 50-0
Degree of comfort with I understood I may be followed-up by the school counsellor and was 198 710 61 859 39 92-9
service requirements okay with this
[ felt comfortable providing my email address 209 74+9 51 71-8 34 81-0
[ felt comfortable providing my mobile phone number 133 477 36 50-7 27 64.3

Table 5

Barriers to service use at 12-weeks post-baseline stratified by baseline step allocation (n=390).

Step 1 (n=277) Step 2 (n=71) Step 3 (n=42)

Yes (n) % Yes (n) % Yes (n) %
Personal I couldn’t be bothered to use Smooth Sailing 117 4242 41 577 19 452
[ forgot about Smooth Sailing 116 41+9 34 47+9 17 405
Smooth Sailing wasn’t what I needed 98 35+4 30 423 14 33.3
I didn’t have time to use Smooth Sailing 82 296 35 493 23 54-8
[ didn’t want the school counsellor to know my feelings 32 11-6 17 239 17 405
I was worried about privacy of data 37 1344 8 113 12 286
I felt too worried or down to use Smooth Sailing 8 2+9 10 1441 17 405
Intervention specific Service content took too long to read 49 17+7 26 366 9 214
Check-ins took too long to complete 52 18-8 18 25+4 7 167
Service used too much phone data 21 76 10 141 9 21+4
I didn’t trust Smooth Sailing 23 83 7 9:9 7 16-7
Smooth Sailing made me feel worse 19 69 4 56 5 119
Text was too small and hard to read on phone 15 54 7 99 2 4.8
Technical I forgot how to access Smooth Sailing 29 10-5 16 22+5 12 28+6
My Internet connection didn’t work 28 101 16 22+5 12 28+6
I had trouble logging into the service website 16 58 8 113 9 21+4
Service website took too long to load 17 61 10 1441 5 11-9
I didn’t have a phone or computer to use 12 43 5 7-0 9 214

ings suggest that the Smooth Sailing service led to small improve-
ments in students’ intentions to seek help for their mental health
problems and may have also reduced the number who needed
support for their mental health but were not actively seeking help.
The significant effect on generalised anxiety symptoms among stu-
dents with high baseline scores also favoured the Smooth Sail-
ing service. Although comparable to other help-seeking®?4? and
school-based mental health interventions®?, the primary effect size
in the current study was small relative to conventions, and the sec-
ondary effects would not survive adjustments for multiple testing.
Attrition in the intervention condition was higher than the con-
trol condition, and there were no significant effects for other im-
portant mental health outcomes. While the threshold for a mean-
ingful or practical effect for universal school-based mental health
interventions is unclear®, the results do not provide unequivo-
cal support for the implementation of the Smooth Sailing ser-
vice in its current form. Instead, the findings of this study may

be used to guide the process of service refinement and future
evaluations.

In both conditions, the rates of help-seeking from adults de-
clined at 12-weeks post-baseline. Many studies have indicated that
the relationship between help-seeking intentions and behaviour
among youth is indeed modest, and that intentions do not al-
ways correlate with symptoms or behaviour.?® Our findings are
consistent with Batterham et al.?, who demonstrated that online
mental health screening did not increase help-seeking from pro-
fessional sources. As explained by Rickwood and colleagues’ help-
seeking model*°, young people must have an awareness of their
need for help and trusted sources of adult support readily avail-
able for help-seeking intentions to translate into behaviour change.
The Cycle of Avoidance model®® further stipulates that adolescents
need to meet a personal threshold of distress and disruption be-
fore they proactively seek help, and the initial response to men-
tal distress involves accommodating or denying illness rather than
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resolving it, even when symptoms become severe. Thus, the clin-
ical threshold for intervention is more conservative and typically
inconsistent with that held by the adolescent. This notion is sup-
ported by the Health Belief Model®* where the uptake of profes-
sional help is determined by the perceived susceptibility to illness,
severity of consequences, benefits of treatment, barriers to action,
and one’s general health motivation, which is challenged by ado-
lescents’ desire for autonomy and independence.5> Therefore, the
transition from recognising an issue, accepting the need for help,
developing the intention to seek help, and actual help-seeking is a
complex, circular process that may take more time than the cur-
rent study observed.

As many students in the current study reported that the ser-
vice was not what they needed, despite the presence of symp-
toms, the effects of the intervention may be strengthened by pro-
viding students with more specific feedback on their symptoms,
a benchmark for comparison with peer-norms, and the health and
wellbeing consequences of prolonged distress. Wellbeing measures,
rather than diagnostic symptom scales, may also lead to greater
help-seeking.5¢ Visual representations of symptom change®’, col-
lated with input from trusted adults such as parents’-5¢ may fur-
ther persuade a young person of their need for help. This enhanced
feedback should be displayed in a confidential manner, given that
symptomatic students reported concerns about data privacy. Fu-
ture studies would also benefit from asking students about their
perceptions of their need for mental healthcare and examining its
impact on primary outcomes.’

As outlined, the decline in help-seeking from adults was also
likely to have been impacted by the availability of trusted adults
and other systemic and structural barriers that inhibit access to
professional care.5° The baseline rates of help-seeking from adult
sources were consistent with population norms.":° While the re-
duction in adult help-seeking behaviour may have been caused by
a weakened support network or negative past experiences, a plau-
sible explanation may be found in the timing of the study. Baseline
data was collected in Term 1 of the school year, after an extended
period of school holidays. During this time, students may have had
increased availability, motivation, and emotional capacity to dis-
close concerns to trusted adults and seek professional help outside
of the school setting. Help-seeking behaviour may naturally wane
over the course of the school year as adolescents and their families
become time poor, logistical barriers increase, and adolescents may
refuse help.7 In this way, the findings argue for a greater exami-
nation of the impact of systemic school factors on students’ help-
seeking for mental health. Recent research has found that school
size and location has impacted help-seeking among youth®?, and
may suggest that other structural aspects, such as school culture
and competing priorities may impede students’ abilities to seek
professional help during the school term. This may signify support
for greater onsite access to health professionals’? who can provide
immediate care. Advances in telehealth due to COVID may enable
this.”! This study may also have been impacted by positive trial ef-
fects such that study participation may have generated an impetus
among students to explore other formal help-seeking options that
were not explicitly measured or recognised by this sample. On the
contrary, a negative observer effect may have created the illusion
of a help-seeking “safety net” whereby students felt they were get-
ting the help they needed simply from the study activities. Future
studies would benefit from untangling these effects to determine
unintended consequences and associated harms.

Key considerations for service improvements
The results indicate that designing and delivering a universal

mental health service that meets the needs of all secondary school
students is a significant challenge. Further, meaningful effects can
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be harder to ascertain in universal interventions as clinically im-
portant change in students with symptoms is likely to be different
to that in students with no symptoms.’>73> Nearly one in five stu-
dents screened by Smooth Sailing required follow-up for their anx-
iety, depression or suicidality and many were unknown to school
counselling services. This is consistent with the pilot study>®> and
confirms that Smooth Sailing may capture students with unmet
mental health needs. However, attrition in the intervention con-
dition was higher than the control. Service satisfaction and bar-
riers to use also varied with symptom severity. This complicates
decision-making on improvements but implies that aspects of the
service may be onerous.

Consistent with the pilot study, many of the students reported
that time, forgetfulness, and low motivation were barriers to ser-
vice use, despite prior enhancements to address these. Given that
up to 20% of individuals with symptoms of depression and anx-
iety may spontaneously recover in three months’*, and the likeli-
hood of remission is higher in children and adolescents, the service
model could be modified to include an initial six-week period of
“watchful waiting” where no individual intervention is provided.?!
Instead, schools receive an evidence-based, universal, school-wide
mental health program with a preventative focus.?’ This approach
may help to foster a positive school culture towards mental health,
broaden the appeal of the service to non-symptomatic youth, and
reduce symptoms in those who are unwell. This is particularly per-
tinent given over a third of the sample reported that the current
service model was not what they needed. Aligning the service with
the New South Wales educational curriculum and allocating super-
vised class time for module completions may also overcome the
barriers related to low motivation, forgetfulness, and Internet ac-
cessibility.”> Using incentives, such as integrating module comple-
tion with broader school reward systems, may also help to increase
motivation, which in turn may improve uptake, engagement, and
effects.

Interestingly, over 90% of the students who required follow-up
from a school counsellor reported that they were comfortable with
this feature, yet 40% said they did not want their school counsellor
to know their feelings. This is consistent with the declines in actual
help-seeking behaviour. This may suggest that the process of man-
dated follow-up was acceptable to symptomatic students but did
not increase their comfort with school counselling services in gen-
eral. As perceived confidentiality and inability to trust an unknown
person is a barrier to professional care for youth®, the service may
be improved by familiarising students with their school counsellors
prior to service uptake and upskilling other trusted school staff to
connect students with care. This may also improve initial consent
rates for the service by addressing students’ reluctance to receive
mental healthcare at their school.

Although the current trial did not aim to examine treatment ef-
fects, over 40% of the symptomatic participants reported that they
felt too worried or down to use Smooth Sailing. Some students
(7%) said the service made them feel worse. It is likely that schools
and health professionals may wish to have these aspects of the ser-
vice addressed to minimise the risk of overdiagnosis and treatment
related harms. The service may benefit from embedding low in-
tensity, single session interventions that are targeted to youth ex-
periencing the motivational detriments and heightened worry and
sadness that characterise anxiety and depression.”® Given the role
that parents play in promoting help-seeking and facilitating access
to services’, parents could also be upskilled to champion the use
of Smooth Sailing among symptomatic youth.

Limitations

The current trial was strengthened by its fidelity, pragmatic
design, and the representativeness of the participating secondary
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schools. However, the low conversion rate (1 in 4) of consenting
schools from those who expressed interest suggests a reluctance
and inability of many schools to participate in intensive men-
tal health service research of this kind. Further, while students
were not informed of their school’s allocation, the more inten-
sive nature of the intervention condition may have led to fewer
students being willing to consent and take part for the duration
of the trial. The reported mismatch of the service with students’
perceived needs may have also contributed to this, as most of
the intervention participants were not experiencing poor mental
health. However, the variation in attrition across schools indicates
that school context is likely to be an influential factor in students’
uptake and engagement with Smooth Sailing. Future studies may
benefit from employing additional strategies to retain participants
across schools, as well as different study designs (e.g., multiphase
optimisation strategy, Bayesian approaches, case studies) to dis-
cern trial effects from intervention effects and mitigate reasons
for drop-out. A major strength and commendation for the cur-
rent trial is the measurement and inclusion of minors with sui-
cidal ideation. However, this created a challenge for the trial de-
sign due to the ethics requirements. As such, we were not able
to compare this outcome across the two conditions. This question-
naire may have also had a priming effect or contributed to an in-
tervention effect, such that individuals who received the Smooth
Sailing service were motivated to seek help or respond to the mea-
sures differently when compared to those in the control. Future
studies may benefit from including more culturally and linguisti-
cally diverse populations including Aboriginal and Torres Strait Is-
landers. Measures of socio-economic status and other accessibil-
ity factors will also help to better understand the limitations of
the service for improving help-seeking behaviour. Supplementing
self-report scales with input from clinicians, parents, and teach-
ers may help to validate the findings. Future research should also
examine the long-term impacts of Smooth Sailing as the current
trial period was relatively short, particularly for a universal sam-
ple of whom most did not develop mental health problems and
had no need to seek help. A future health economics analysis
will also determine the cost benefits of the Smooth Sailing service
model.

Conclusion

This is the first randomised controlled trial to indicate a small
but positive effect on help-seeking intentions for mental health
from a web-based mental health service that integrates screen-
ing, with stepped intervention and iCBT, for universal delivery in
the school setting. The findings suggest that students’ intentions
to seek help for mental health problems may be improved by this
type of service model; although, there were no improvements in
actual help-seeking from adult sources and other important mental
health outcomes at 12-weeks post-baseline. The service appeared
useful for identifying students with unmet mental health needs,
but a range of barriers impacted service uptake, engagement, and
retention among students. Taken together, findings highlight the
need for various service improvements. This may have broader im-
plications for the application of web-based mental health services
in school settings, particularly in response to the COVID-19 pan-
demic. Given that a small effect size may mask a ‘high potential’
approach®%:61, an improved version of the Smooth Sailing service
may hold significant promise for strengthening the provision of
mental healthcare in Australian secondary schools.”” Future trials,
which include a threshold for clinically meaningful significance,
will help to determine this.
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