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Key messages
 Anxiety Disorders are the most common
mental health problem in adolescents.
 Male adolescents are a difficult group to
engage in mental health help seeking.
 Students in the study had low rates of
mental health help seeking.
 The strategies we implemented in this
study led to increases in engagement with
the study webpages but not increases in
help seeking or improvement in symptoms
for adolescent males. Before funds are
invested in universal campaigns, we need
to investigate additional strategies to
convert website engagement into helpseeking.
 Having an engaged, well-trained school
counsellor who is well connected to the
students and can identify children in need
may lead to more service utilisation.

 Information about anxiety needs to have a
masculine tone, regard treatment as a way
of achieving personal goals, and identify
anxiety as a ‘real’ (i.e. can become severe)
and treatable disorder.
 We need to increase facilitation of
confidential help-seeking options such as:
o positioning school counsellor offices
away from public areas
o providing additional roles for
counsellors within schools so students
would engage with them regularly for
non-mental health purposes.
o increasing options for young people to
speak to professionals by
internet/messenger/text.

 Adolescents participating in the Chilled
Out online treatment program provided
positive feedback about the program. This
positive feedback suggests that providing
adolescent boys the option of online
treatment is warranted.
 Students who accessed the Chilled Out
program showed reductions in anxiety and
depression symptoms.
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Executive summary
Adolescent males are the least likely to seek
treatment for mental health problems, with 13.2% of
16-24 year old males seeking help compared to 31.2%
of 16-24 year old females. Studies indicate that
perceived stigma, poor mental health literacy and
preference for self-reliance are important barriers for
adolescents. Computerised delivery of psychological
services may be a more effective method of delivery
for adolescents as it minimizes barriers.
The current study evaluated two methods of
directing adolescent males to an online treatment
service: i) one which used enhanced methods to
target potential barriers to treatment (Enhanced
Utilisation; EU) and ii) one which used current
methods (Standard Utilisation; SU). The content of
the EU condition was developed based on ideas
generated through focus groups with the target
population.
We conducted several focus groups with adolescent
males reporting clinical and non-clinical levels of
anxiety, as well as semi-structured 1:1 interviews
with non-clinical adolescents. Factors identified
during the focus groups that might promote helpseeking for anxiety in this population include:


reducing the effort required to access
information about help sources



supporting adolescents to access help without
public knowledge



increasing mental health literacy of
adolescents, parents and teachers by increasing
access to information about anxiety



presenting materials with a ‘masculine’ tone,
including greater use of personal experiences
particularly about how the program helped
achieve the person’s goals. Almost all
participants felt that having a celebrity or an
adult/adolescent with personal experience of
anxiety to talk about the topic of anxiety in
school would be extremely helpful



using promotional material to emphasise
confidentiality



providing information about anxiety as a ‘real’
(i.e. can become severe) and treatable disorder.



providing an optional ‘online buddy’ that
involved low levels of effort and instant forms
of communication (such as text messages
rather than email.)

from the focus groups was given to an advertising
company to develop an advertisement to recruit
adolescents to the Chilled Out website (to watch the
video, go to http://youtu.be/gNl86cI4_TI). Using
comedy, the video emphasised the importance of
dealing with anxiety to achieve one’s goals (goal
directed rather than emotional content) and
encouraged students to visit the website; 2) Stress
Less posters; 3) a video clip of a boy with an anxiety
disorder who normalised help seeking and discussed
the efficacy of the program; 4) celebrity visits to
normalise help-seeking, to provide a personal
example of help seeking and to encourage the use of
Chilled Out (see below); 5) we developed videos and
posters of participating celebrities to promote the
program.
The use of these promotional strategies led to a
greater proportion of total webpage views and
increased proportional time spent viewing the
website compared to the standard utilisation
condition. Also, there was an increase in the EU
website unique page views during weeks when a
celebrity visit occurred compared to weeks when no
visit occurred, however this difference was not
statistically significant.
In total, 50 students signed up for the Chilled Out
program. Of those 50 students, 35 students were
from the standard utilisation condition and 15
students from the enhanced utilisation condition. Of
the 50 students who signed up for the Chilled Out
program only 4 students completed the program
(one student from the EU condition and 3 students
from the SU condition). Fifteen students completed
at least one module of the Chilled Out program and
these students showed a decrease in anxiety and
depression symptoms from the baseline to the post
screening. The students who enrolled in the program
reported that the greatest barrier to treatment was
“lack of time”. No other significant barriers to the
treatment were identified.

We developed an "enhanced utilisation" strategy
based on the feedback from the focus groups and
interviews. The enhanced utilisation condition
included: 1) the Stress Less Ad Campaign – feedback
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INTRODUCTION
BACKGROUND INFORMATION
Anxiety disorders are the most prevalent form of
mental health problems in youth, affecting up to 16%
of adolescents (Merikangas et al., 2010; Rapee,
Schniering & Hudson, 2009). Anxious youth have
poorer peer relationships, fewer friends, and engage
in fewer activities. They are also more likely to be
teased and bullied, have physical problems, and
family distress (Ezpeleta et al., 2001; La Greca &
Lopez, 1998). There is extensive evidence that
emotional disorders early in life predict a range of
mental health problems later in life. For example,
anxious adolescents are at increased risk for adult
anxiety, depression, and suicide (Caspi et al., 1988;
Keller et al., 1992). Youth mental health problems do
not necessarily remit with time and thus, reducing
the burden of young people’s mental health will
prevent not only chronic mental health problems in
adulthood but will also lead to increases in workforce
participation, reduced sick days, reduced demand on
medical services, and increases in family stability.
This highlights the importance of early intervention.
Although anxiety disorders represent a significant
mental health problem, a small percentage of
individuals seek treatment. Of those Australians with
mental disorders, adolescent males are the least
likely to seek treatment, with only 13.2% of 16-24
year old males seeking help compared to 31.2% of 1624 year old females (Burgess et al., 2009). A recent
review indicated that perceived stigma, poor mental
health knowledge, and preference for self-reliance
were important barriers to treatment for adolescents
(Gulliver, Griffiths & Christensen, 2010).
Computerised delivery of psychological services may
be a more effective method of delivery for this age
group because it minimizes many of the barriers to
traditional treatment (e.g., increased privacy, selfdirected). The Centre for Emotional Health at
Macquarie University has developed an internet
program - ‘Chilled Out’ – based on our efficacious
CD-ROM computerised program for reducing
anxiety symptoms in adolescents (Wuthrich et al.,
2012). Previously we found no major barriers to
program use; however, uptake of computerised
programs in adolescent males is unknown. Given
adolescent males have the lowest rates of help
seeking in the population, more research is needed
about how to make help seeking more attractive to
adolescent males.

CENTRE OF EMOTIONAL HEALTH

AIMS
The current study aimed to establish and empirically
evaluate methods for increasing treatment utilisation
in adolescent males with anxiety. A secondary aim
was to undertake further assessment of the Chilled
Out program as a treatment for anxiety in adolescent
males. This study evaluated two methods of directing
adolescent males to the online Chilled Out program.
The first method employed enhanced strategies to
target potential barriers to treatment (enhanced
utilisation; EU). The strategies were developed based
on feedback and ideas generated through focus
groups with the target population. The second
method used existing standard strategies to direct
students to the program (standard utilisation: SU).

HYPOTHESES
We hypothesised that the EU condition would have
higher website hits, a higher number of boys
commencing and completing the program and lower
rates of anxiety and depression at post assessment
compared to the SU condition. Of the young people
completing the program, we also expected a
significant reduction in the presence of anxiety and
mood symptoms after the completion of the
program.

FOCUS GROUPS
METHOD
The views of adolescent males (aged 12-18 years)
were elicited using a combination of 1:1 interviews
and focus groups. Participants were recruited from
university clinics, counselling centres, CAMHS
services, online advertising and schools in NSW. The
purpose of this qualitative investigation was to
identify the barriers to help-seeking in anxious
adolescent males and discuss the value of methods
which target help-seeking barriers. First, we
conducted 1:1 interviews with 10 adolescent males
with a history of anxiety. Seventy percent of this
group had received professional intervention for
anxiety. Second, using the same interview questions,
we conducted four focus groups (group 1: n = 3;
group 2: n = 6; group 3: n = 4; group 4: n = 7) and 2
interviews with adolescent males from the
community.
Our team proposed a number of possible methods to
target specific barriers on which the focus groups
provided feedback:


Increasing mental health literacy and
utilisation by employing male role models (e.g.,
sports stars, celebrities) to discuss their anxiety
and direct teens to online treatment).
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Reducing stigma by developing a slogan/byline (generated from focus groups) that clearly
identifies the confidentiality/privacy and
helpfulness of the program.



providing information about anxiety as a ‘real’
and treatable disorder.



offering the program free of charge was not
ranked as a high priority.



Increasing social support by having an online
buddy (i.e. therapist).

INCREASING UTILISATION



Offering the program free of charge.

METHOD

RESULTS
Initial exploration of the data identified a number of
important themes. The boys reported a preference
for informal sources of help and self-reliance. A
recurring barrier to help-seeking was a fear of public
and self-stigma, in particular the lack of ‘masculinity’
associated with seeking help and anxiety being
perceived as ‘not a real problem’. These themes
connected directly to participants favouring ‘hidden’
help-seeking, such as searching for information on
the internet or speaking to friends/family members
who would ‘not tell anyone’. Many participants felt
that there was a lack of awareness among young
people, teachers and parents of symptoms and the
treatable nature of anxiety. Many of the participants
considered methods currently used to disseminate
information to young people (e.g. Personal
Development, Health and Physical Education
classes) ineffective. A lack of motivation, the
unknown nature (e.g. approachability,
confidentiality, efficacy of treatment) and ‘personal
nature’ of conversations were identified as barriers to
seeking help from formal help sources. Factors
identified during the focus groups that
might promote help-seeking for anxiety in this
population included:


reducing the effort needed to access
information (e.g. online access).



supporting adolescents to access professional
help sources without public knowledge (e.g.
locating school counsellor offices away from
public areas of the school and providing more
out of school hours appointments).





increasing mental health literacy of
adolescents, parents and teachers by increasing
access to information on anxiety.
presenting materials with a ‘masculine’ tone,
including greater use of personal experiences
particularly about how the program helped
achieve the person’s goals, that is goal directed
rather than emotional content. Almost all
participants felt that having a celebrity or an
adult/adolescent with personal experience of
anxiety to talk about the topic of anxiety in
school would be extremely helpful.



using promotional material to emphasise
confidentiality.



providing an optional ‘online buddy’ that
involved low levels of effort and instant forms
of communication (e.g., text messages not
email), as it was clear that not all adolescents
liked the idea of an online buddy.
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We recruited 6 non-government boys’ schools
including 4 urban and 2 rural schools. This study
was conducted in accordance with the National
Statement on Ethical Conduct in Human Research
(2007), the CPMP/ICH Note for Guidance on Good
Clinical Practice, and consistent with the principles
that have their origin in the Declaration of Helsinki.
The ethical aspects of the study were approved by
Macquarie University Human Research Ethics
Committee and the diocese ethics board for the
Catholic schools.
Parents of all students between 12-18 years received
an online consent and information sheet about the
study. In consultation with the school, when children
were judged mature enough to understand and
consent, only written child consent was required.
Two schools requested both child and parent consent
and four schools required child consent only. One
school requested an incentive to encourage the
return of consent forms: chance to win movie tickets.

Table 1: Promotional methods used in the SU
and EU conditions
Standard Utilisation condition
Posters
School Newsletter advertisements
Emails sent to students
Parent flyers
Feedback emails sent to students

Enhanced Utilisation condition
Posters (Stress Less, celebrities, interviewed boy)
Video interview with an adoelscent boy with anxiety
Emails sent to students
Parent Flyers
Feedback email sent to students
Celebrity visitis
Stress Less Campaign (video, psoters)
School newslleter advertisements
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Consenting children in grades 7-11 (12-18 years) were
assessed using self-report measures of anxiety and
depression (baseline). A follow-up assessment using
the same self-report measures was conducted
approximately 8 months later (post). The Spence
Children’s Anxiety Scale – Child Version (SCAS-C)
(Spence, Barrett & Turner, 2003) was used to assess
child reported anxiety symptoms. The Short Mood
and Feelings Questionnaire (SMFQ) (Angold et al.,
1995) was used to assess child reported depression
symptoms. We assessed student’s mental health
service utilisation by asking if they or their parents
had ever sought treatment for them. If students
agreed, they were emailed feedback regarding their
scores. Chilled Out was recommended when
symptom scores were moderate to high.
All consenting students were given access to the
Chilled Out program free of charge. The 6 schools
were randomised to receive either the enhanced
utilisation condition (EU) or the standard utilisation
condition (SU) (see Table 1). In the SU condition, 1)
school counsellors were informed of the program and
could refer students to the program, 2) an
advertisement about the program was included in the
school newsletter, posters, emails sent to students,
parent flyers, 3) feedback emails were sent to
students. The EU condition involved strategies in the
SU condition plus several additional strategies
developed based on the information elicited from the
focus groups:




Stress Less Ad Campaign – feedback from the
focus groups was given to an advertising
company to develop an advertisement (to watch
the video, go to http://youtu.be/gNl86cI4_TI)
that emphasised the importance of dealing with
anxiety to achieve goals and encouraged
students to go the website;
a video of a boy with an anxiety disorder who
normalised help seeking and discussed the
efficacy of the program;



celebrity visits to normalise help-seeking, to
provide a personal example of help seeking and
to encourage the use of Chilled Out (see below);



we developed videos and posters of
participating celebrities.

CHILLED OUT PROGRAM
Different URLs were used to access Chilled Out in
each condition, allowing us to track students
accessing the program in each condition. Each
student enrolling in the program was given a
confidential username and password. Children were
asked to provide a contact phone number and/or
email address. Their involvement in the program was
kept confidential.
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SU URL: public.mq.edu.au/beyondblue/stand;
EU URL public.mq.edu.au/beyondblue/effect.
Chilled Out is an internet program based on the Cool
Kids program that teaches cognitive behavioural
therapy techniques for managing anxiety to
adolescents, It comprises eight therapy modules that
take approximately 30 minutes each to complete,
with a strong focus on cognitive restructuring and
graded exposure. In this trial, the program was
delivered online and utilised a combination of multimedia formats (text, audio, illustrations, cartoons,
and live video) to deliver information, examples,
activities, and homework in an engaging way. The
program included 6 video case studies of adolescents
discussing different anxiety problems. Adolescents
could opt to have support from their parent or from a
therapist via the telephone or email (known as the
‘online buddy’). Brief parent handouts provided an
overview of the core strategies (psycho-education,
goal setting, and graded exposure) so they could
support their adolescent, if needed. The brief
telephone/email sessions, if elected by adolescent,
occurred after weeks 1, 2, 3, 4, 5, and 7, 9, and 11,
with the aim of encouraging program use and
problem solving any difficulties with the application
of the skills. Throughout the program, students were
asked to report their symptom levels. The
Preferences and Attitudes Questionnaire
(Cunningham & Wuthrich, 2008) was administered
to youth who commenced the program to gauge
usability of the program. Participant satisfaction was
measured using a brief, adapted version of the
Barriers to Treatment Participation Scale (Kazdin, et
al., 1997).
Figure 1 provides a summary of the study
procedures.

SAMPLE CHARACTERISTICS
Of the 5062 students approached to take part in this
study, 3276 (64.72%) adolescent males in grades 711, with a mean age of 14.11 years (median = 14 years)
completed the baseline assessment. Three schools
were randomly allocated to the EU condition and
three schools were randomised to the SU condition
using a random number generator. This resulted in
2119 students (66.61% of students in the SU schools
approached to take part in the study) in the SU
condition and 1157 (61.51% of students in the EU
schools approached to take part in the study) in the
EU condition. Two schools in the EU condition opted
to have parents’ consent for students to participate in
the study, which decreased the number of
participants in the EU condition. The mean age of
participants in the SU condition was 14.21 years
(median = 14 years) and in the EU condition the
mean age was 13.94 (median = 14 years) years. The
largest portion of the sample identified their parent’s
ethnicity as Oceanic (e.g. Australian, Aboriginal,
Torres Strait Islander, and New Zealander) (see
Figure 2).

7

Research team contacted schools

6 schools agreed to participate

Information and consent form sent
to students/parents

Baseline screening

Schools randomised to conditions

Standard Utilisation Condition

Enhanced Utilisation Condition

Chilled Out released
to students

Chilled Out released
to students

Chilled Out: 10 week follow up

Chilled Out: 10 week follow up

Chilled Out: 24 week follow up

Chilled Out: 24 week follow up

Post screening
Figure 1. The trial procedures

Maternal
2%
4%

2%

Northwest
European

9%
43%

18%
22%

Oceanian

South and
Eastern
European
North African and
Middle Eastern
Asian

Paternal
2%
4%

2%

8%
40%

20%
24%

Figure 2. Maternal and paternal reported ethnicity
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CELEBRITY VISITS
Visiting celebrities were encouraged to talk about their experiences with anxiety. (Note: A visit to EU School #3
from The ACT Brumbies (Australian Rugby Union) was planned but the team withdraw days before the scheduled
visit.
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RESULTS
MENTAL HEALTH TREATMENT UTILISATION
At baseline 14% of all participants reported seeking help (or their parents seeking help on their behalf) from a
mental health professional in the past for reasons such as feeling fearful, anxious, stressed out, down, depressed
or angry (see Figure 3). Currently, 2.9% of the sample was receiving treatment from a mental health
professional; 1.6% was receiving treatment from a psychologist or psychiatrist outside the school setting. There
were no significant differences in past or current mental health treatment seeking between the SU and EU
conditions (p’s>.05).
6
5.1
5

Percentage

4

Total sample

SU condition

EU condition

4.5
3.5 3.5 3.6

3.6

3.6
3

3

2

1.5
1.1

1

3.2

3.5

3.3

2.8

1.4 1.4 1.5

1.6 1.7

1.6 1.6 1.5

0.9
0.5

1.9

0.7
0.2

0
Assessment Assessment Assessment Treatment Treatment
by
by
by school
by
by
psychologist psychiatrist counsellor psychologist psychiatrist

Treatment Currently in Currently in Currently in
by school
treatment
treatment
treatment
counsellor
with
with
with school
psychologist psychiatrist counsellor

Figure 3. Percentage of participants utilising mental health services at baseline

Anxiety severity
The severity of anxiety symptoms was measured using the Spence Children’s Anxiety Scale (SCAS). According to
normative data, individuals scoring 33 points and higher are experiencing elevated levels of anxiety. Individuals
scoring 42 points or higher are experiencing clinical levels of anxiety (i.e., higher than elevated). Based on the
assessment, 17.1% of students reported elevated levels of anxiety and over half of these students reported clinical
levels of anxiety (8.75% of the total sample) (see Figure 4).
We compared the mean scores from the sample to the normative Australian data. On average, students in the
current sample had significantly lower levels of Panic/Agoraphobia, Separation Anxiety, Obsessive Compulsive,
Generalised Anxiety and Total Anxiety than those found in the community. There were no significant differences
in symptom levels of Social Anxiety and Physical Injury fears between the current and normative sample (p’s
>.05).
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Mean Score

30

Total Sample

25

SU Condition

20

EU Condition

15

Community Norms

10
5
0

Figure 4. Severity of anxiety symptoms, for the total sample, SU and EU conditions.

Depression severity
The Short Mood and Feeling Questionnaire was used to measure participants’ levels of depressive symptoms.
According to normative data using the SMFQ total scores, individuals scoring 8 points or higher are experiencing
elevated levels of depression, and individuals scoring 12 points or higher are likely to be experiencing clinical
levels of depression. In the current sample, 22.39% of students had elevated levels of depression, with 10.73% of
the sample reporting clinical levels of depression (see also Figure 5). There was no appropriate normative sample
to compare the mean scores obtained on the SMFQ in the current study.
5
4.5

Mean Score

4
3.5
3

Total Sample

2.5

SU Condition

2

EU Condition

1.5
1
0.5
0

SMFQ

Figure 5. Severity of depression symptoms, for the total sample, SU and EU conditions.
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PRIMARY HYPOTHESIS: WEBSITE UTILISATION
There was a larger number of participants in the SU condition than in the EU condition thus we also report the
number of total page views, unique page views, and time spent viewing the websites relative to the number of
participants in each condition with access to the websites (see Table 2).

Table 2. Page views and time spent viewing websites

Total page views

Page
views

Proportion of page views
to no. of students with
access

Unique
views

Page
views

Total time
spent viewing

No. with
acces to site

Unique
views

SU

619

447

0.29

0.21

227 mins

2119

EU

416

319

0.36

0.28

152 mins

1157

No. of page views relative to no.
of participants

There was a significantly greater proportion of total page views (z = -3.93, p .00004, unique page views (z = -4.15,
p = .000) and time spent (minutes, z = -2.05, p = .04) viewing the website for the EU condition compared to the
SU condition, (see Figure 6 and 7). However, it is likely that individuals accessed the website on more than one
device, leading to an inflated percentage. Parents and teachers may have also accessed the sites. Thus, these
figures cannot be used to determine the percentage of the sample that accessed the websites. Nevertheless, there
was significantly greater engagement with the study website for students in the EU condition compared to the SU
condition.
0.4

SU Condition

0.35

EU Condition

0.3
0.25
0.2
0.15
0.1
0.05
0
Page Views

Unique Page Views

Time spent relative to
no. of participants

Figure 6. Chilled out website views and unique views for SU and EU
SU
Condition

0.14
0.12

EU
Condition

0.1
0.08
0.06
0.04
0.02
0
Time spent

Figure 7. Time spent viewing chilled out website for SU and EU
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EFFECTIVENESS OF CELEBRITY VISITS
We sought to determine whether the celebrity visits within the EU condition increased the Chilled Out website
utilisation. There was an increase in the EU website unique page views during weeks when a celebrity visit
occurred compared to weeks when no visit occurred, however these differences were not statistically significant,
Total page views t (2.09) = .83, p >.05, Unique views t (30) = 1.03, p >.05 (see Figure 8).
35

Mean page views

30
25
Weeks with No Visits

20
15
10

Weeks with Celebrity
Visits

5
0
Total Page Views

Unique Page
Views

Figure 8. Mean number of website page views during weeks when celebrity visits occurred compared to
weeks with no visits (EU condition only)

POST-ASSESSMENT MENTAL HEALTH UTILISATION
Of the total sample that completed the measures at post assessment (n = 2635), 277 participants (10.51%)
reported seeking help (or their parents seeking help on their behalf) from a mental health professional in the past
for reasons such as feeling fearful, anxious, stressed out, down, depressed or angry (see Figure 9). There were no
significant differences in mental health utilisation between the SU and EU conditions at post screening, p’s > .05.
6
5.1

Post total sample

5

Post SU condition

4.3

Percentage

4

3

3.5 3.6

3.6

3.5
3.2

3

3.2

3.3

2.9 2.8

2

1.5

1.4
1

Post EU condition

1.3

1.6 1.7

1.5 1.6 1.5

1.4 1.5

0.9

1.9

0.6 0.7
0.2

0
Assessment Assessment Assessment Treatment Treatment
by
by
by school
by
by
psychologist psychiatrist counsellor psychologist psychiatrist

Treatment
by school
counsellor

Currently in Currently in Currently in
treatment
treatment
treatment
with
with
with school
psychologist psychiatrist counsellor

Figure 9. Percentage of participants that utilised mental health services at post treatment between
conditions
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MENTAL HEALTH AND WELLBEING: BASELINE TO POST
A series of analyses were conducted to examine the changes in symptom severity from baseline to post assessment
and whether there were any differences in changes on symptom severity from baseline to post assessment
between the SU and EU conditions. At the time of writing this report the post-assessment data collection for
students in a school allocated to the EU condition (n = 70), had not yet taken place.

Anxiety severity
As can be seen from the means presented in figure 10, the severity of anxiety symptoms was significantly reduced
from baseline to post screening for the whole sample (see Figure 10; Total Anxiety F (2045) = 45.42, p = .000= p
< .05). As we did not have a control group, this reduction may have been the result of the passage of time, or a
result of the intervention. Future research using a waitlist control group is required. Further, there were no
significant differences between the SU and EU conditions in changes in anxiety severity from baseline to post
assessment (Total anxiety F(1, 2045) = .49, p > .05).
25

Mean Score

20

SU Baseline
SU Post
EU Baseline

15

EU Post

10
5
0

Figure 10. Mean anxiety severity symptoms as measured by the scas from baseline to post assessment
Depression severity
As can be seen from the means presented in figure 11, from baseline to post assessment, there was a significant
reduction in depression symptom severity for all students, F(2000) = 8.30 p = .004. There were no significant
differences between conditions in changes in depression severity from baseline to post (see Figure 11;
Depression F(1,2000) = .32, p >.05).

4.8
4.7

Mean Scores

4.6
4.5
4.4

SU baseline

4.3

SU Post

4.2

EU baseline

4.1

EU Post

4
3.9
3.8
SMFQ

Figure 11. Mean depression symptoms as measured by the SMFQ from baseline to post assessment
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PARTICIPATION IN THE CHILLED OUT PROGRAM
In total, 50 students signed up for the Chilled Out program (1.53% of students in the total sample). Of those 50
students, 35 students (1.65% of students in the SU condition) were in the SU condition and 15 students (1.30% of
students in the EU condition) in the EU condition (see Figure 12). This difference was not statistically
meaningful, χ2 (1, N = 3276) = .43, p > .05. Of the 50 students who signed up for the Chilled Out program only
four students accessed all modules in the program (one student from the EU condition and three students from
the SU condition). Of the 50 students that signed up, 36% (n = 18) did not engage in Chilled Out (i.e., did not open
any modules). The percentage of students that accessed each module as follows: 62% students opened (clicked)
Module One, 42% Module Two, 40% Module Three, 26% Module Four, 20% Module Five, 18% Module Six, 10%
Module Seven, and 18% Module Eight (see Table 3 for an overview of modules). Of the 19 worksheets, only 8%
used the My Rewards worksheet, 12% used the My Goals and the Linking Thoughts and Feelings worksheets, 2%
used the Rewards Checklist, 6% used My Evidence Sheet and My Fears and Worries List, and 4% used the My
Worry Themes worksheet; no other worksheets were used. Of the 50 participants, 29 opted to have an online
buddy, yet only three corresponded with the online buddy.

2
1.5
SU

1

EU
0.5
0
Signups to Chilled Out
Figure 12. Percentage of sign-ups to Chilled Out.

MODULE

DESCRIPTION

Understanding Anxiety

How anxiety can affect a person

Setting goals

How to get the most from the program

Realistic thinking I

Replace worried thoughts with calm ones

Stepladders I

How to build a step ladder

Stepladders II

Develop stepladders for all your fears and worries

Realistic thinking II

In your mind realistic thinking

Other coping skills

Other skills: problem solving, assertivness

Staying chilled

Review progress and what to do if you meet problems

Table 3. Modules in the Chilled Out program
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THE CHILLED OUT PROGRAM
For the young people accessing the Chilled Out program (50 students), we expected a significant reduction in the
presence of anxiety and depression symptoms between the two assessment points. We first examined the changes
in severity of anxiety and mood symptoms of those who signed up to the treatment program (28 students in total
with baseline and post data). Regarding anxiety, there was reduction in anxiety from baseline to post assessment
but this was only a significant reduction for the separation anxiety subscale, t(27) = 2.993, p = .006 (see Figure
13). Again for depression symptoms, while there was a reduction in symptoms, this reduction was not statistically
significant, p >.05 (see Figure 14). Interestingly, participants with higher depression were less likely to complete
the modules.

Mean Scores

25
20

Pre-Assessment

15

Post-Assessment

10
5
0

Figure 13. Anxiety symptoms as measured by the SCAS before and after Chilled Out

5
4
3
baseline

2

post

1
0
SMFQ

Figure 14. Depression symptoms as measures by the SMFQ before and after Chilled Out
The number of students completing one or more modules of Chilled Out is small (n = 15) and prevents statistical
analysis of change. Nevertheless, we have presented the data on these 15 children to demonstrate the higher
baseline rates and greater change in anxiety and depression in this subset (See Figure 15 and 16).
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0
SCAS (Total)
Figure 15. Anxiety symptoms as measured by the SCAS before and after Chilled Out for students
completing more than one module

10
8
6

baseline

4

post

2
0
SMFQ
Figure 16. Depression symptoms as meeasured by the SMFQ before and after Chilled Out for students
completing more than one module
PREFERENCES AND ATTITUDES TOWARDS TREATMENT
The ratings for the media components of the program were positive (mostly rated as “Average” or “Good” see
Table 4). The most highly rated component was the live videos followed by screen text. Participants also rated
the quality of therapeutic components (see Table 5) and usage preferences (see Table 6).

Table 4. Percentage of students rating the quality of media components in Chilled Out (n = 28)
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Table 5. Percentage of students rating the usefulness of the modules in Chilled Out (n = 22)

Table 6. Percentage of students rating use preferences in Chilled Out (n = 22)
BARRIERS TO TREATMENT
The majority of students were satisfied with the program, found it useful, and were confident it would be helpful
for others (see Table 7).

Table 7. Percentage of students rating satisfaction, usefulness of the program (n = 28)
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Students reported that “Finding Time” was the biggest barrier to the treatment (see Table 8). A small percentage
of the students reported that the program was boring and didn’t address their problems. The majority of students
did not report any significant barriers with the program itself.

Table 8. Percentage of students rating barriers towards treatment (n = 28)
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CONCLUSIONS
The main goal of this study was to increase help seeking in adolescent males with anxiety. The study compared
two different methods for encouraging males to use an evidence-based program for the treatment of anxiety
symptoms. The first method involved using standard methods (standard utilisation) and the second method
targeted specific barriers to treatment (enhanced utilisation). The methods employed in the enhanced utilisation
condition were based on feedback collected during focus groups and interviews with adolescent males. The
qualitative component of this study revealed that boys preferred minimal effort to access resources, desired an
increase in accessibility of information for themselves as well as parents and teachers but wanted high levels of
confidentiality. The boys also made suggestions about the way in which mental health materials could be
presented. For example, they suggested using materials that were presented with a ‘masculine’ tone and that
included personal experiences about how the program helped to achieve goals. Our enhanced utilisation condition
was based on these suggestions. For example, we provided confidential and free online access to an evidence
based treatment for anxiety that required minimal effort. However, as we were conducting a trial requiring
consent and tracking, there were a number of additional hurdles that may not be present in the real world (e.g., a
long Macquarie University URL; students had to provide some details to ensure they had consented to the study).
Also, although the program works well on tablets and laptops, it currently does not function well on smart phones.
In the future, a program that works seamlessly on all devices may help to improve ease of access.
Our enhanced utilisation strategies also included providing personal stories from male role models as well as from
an adolescent who had successfully completed the program. We developed an advertisement campaign, “Stress
Less” that was presented in a masculine tone and was specifically designed for adolescent boys (references to
sports, music, sports drinks). The campaign also emphasised the importance of tackling worries that prevented
them from achieving goals (e.g. doing well at sport or at schools, getting a job, going to university, having friends,
having a girlfriend etc). We also provided information on our website for parents and teachers to increase mental
health literacy.
The EU condition lead to significant increases in engagement with the study website compared to the SU
condition. There was a small, but not statistically significant, increase in website views following the celebrity
visits to the school. Despite this increase in website engagement in the EU condition, there were no significant
differences in service utilisation between the two conditions. In the SU condition, one specific school presented
the highest number of sign-ups. We believe these results were due to the school counsellor, known by the
students, who actively encouraged individual students to access the Chilled Out program. For this school, the
program was targeted, that is, promoted to specific students. Thus, one possible method for increasing service
utilisation in this population may be for school counsellors with a personal connection to students to encourage
sign up to a confidential program. This method for increasing utilisation needs to be evaluated in future studies.
The outcome of this project highlights how difficult it is to motivate adolescent males to seek help for mental
disorders. The data from our study suggested that only 2.9% of the sample were currently receiving treatment
from a mental health professional. More specifically, 1.6% of students were currently receiving treatment from a
psychologist or psychiatrist outside of the school setting. This is in contrast to the 17.1% of boys in the sample with
elevated levels of anxiety and 22.3% with elevated depression. These data suggest that there are a significant
number of adolescent boys with elevated anxiety and depression who are currently not receiving treatment.
Adolescents participating in the Chilled Out program reported that the greatest barrier to using the program was
lack of time. These issues could be addressed by administering the program during class time (e.g. O’Kearney,
Gibson, Christensen, & Griffiths, 2006), however this would need to be delivered in a way that ensured the
student’s confidentiality. Future research is needed to evaluate whether a student’s connection with influential
teachers or school counsellors could increase help seeking. In addition, research is mounting that a major barrier
to mental health service utilisation across the age range is that individuals often do not recognise the need for
treatment. Therefore, it is possible that many of the males in this study did not realise that they should be seeking
help. Although students with higher self-reported anxiety scores were provided with a written recommendation to
complete the program, it is possible that they did not choose this optional feature or they did not agree with the
feedback and hence were not motivated to participate in the program. Further work needs to be done to help
adolescent males to recognise the need for help, and access mental health services.
Although the EU study website experienced a higher number of unique page views than the SU website, the
website hits did not convert to program commencement or completion. Some reasons for the lack of sign-ups
could be attributed to the fact that many students may not think their anxiety was “severe enough” to warrant
treatment seeking, they may not have enough time due to busy schedules, or even, they might have forgotten the
URL to go back later. To address this, information about anxiety needs to be presented in a way that promotes
masculinity in seeking help and identifies anxiety as a ‘real’ (i.e. can become severe) and treatable disorder. The
findings of our study are consistent with previous studies that have shown poor uptake of universally offered
programs, and suggest that interventions employing a targeted approach may prove more fruitful.
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