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Mental Health in Young People

• 1 in 7 (13.9%) 4-17 year olds had mental disorder in last 12 months

• Anxiety – 7.9%

• Depression – 2.8%



The case for technology 

2 Only 2.2% access specialist child and adolescent mental health care

3

Only 56% of young people with mental disorders report using services 

in previous 12 mths

4 Evidence base growing internationally

Digital and low-intensity services are recommended by govt to 

ensure access to care in a timely manner
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Innovative Mental Health Solutions

2 Establishing an evidence-base in variety of contexts

3

Co-designing digital assessments and treatment programs aimed at 

increasing accessibility and overcoming health inequity

4 Dissemination and working towards integration into routine health service 

delivery / community contexts

Extending, refining and enhancing: establish multiple models of care
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Context and environment matters

2001 2022

Era of floppy discs, CD rom, dial up 

internet

Era of mobile and wearable 

devices, constantly connected 

users

Core question - Internet-based or 

CD-ROM? Internet was the risky 

choice!

Now – app or website? Website 

is risky choice!

Users and clinicians very resistant Increasing awareness and 

willingness

Digital accessibility and infrastructure 

lacking

Pandemic-induced reliance on 

telehealth and digital services + 

marked increase in connectivity



Digital CBT for child and 
adolescent anxiety

• Online, CBT program for child and 

adolescent anxiety

• Children and Adolescents (10 sessions)

• Parents of Children (6 sessions)

• Parents of Adolescents (5 sessions)

• Parents of Pre-schoolers (4 sessions)





Digital service delivery models

Digital + email 

therapist support
Blended digital and 

Face-to-face

Open-access, 

nationwide self-help 

digital

Stepped-Care digital

• Systematically developed and evaluated over the past 20 years

• 8 RCTs supporting program + real world open trials

• Progressively testing different models of health care 



Blended Care and Therapist-Assisted ICBT
Blended Care ICBT for Child Anxiety ICBT for adolescent Anxiety

N 63 73 115

Age 7-14 7-12 12-18

Condition

s

Group CBT

Blended ICBT and F2F group CBT

WLC

Full ICBT (minimal therapist assist)

WLC

Full ICBT (minimal therapist assist)

Individual F2F

WLC

Results Clinic and Blended > WLC

No diff b/w Clinic and Blended

Similar response rates to literature

Free of Primary Anxiety Dx

Blended: 56% (post-Tx), 61% (6-mth)

Clinic: 65% (post-Tx), 78.8% (6-mth)

WLC: 13% (post-Tx)

ICBT > WLC

ICBT need longer to complete sessions 

– ‘follow-up’ better indicator

Free of Primary Anxiety Dx

ICBT: 30% (12-wk)*, 75% (6-mth)

WLC: 10% (post-Tx) 

*many hadn’t completed program

F2F and ICBT > WLC

No diff b/w F2F and ICBT

ICBT slower to progress

Free of Primary Anxiety Dx

ICBT: 36.6% (12-wk)*, 62.2% (6-mth), 

78.4 (12-mth)

Clinic: 32.5% (post-Tx), 58.3% (6-

mth), 80.6 (12-mth)

WLC: 4.2% (post-Tx) 

Citation Spence et al. (2006). Journal of 

Consulting and Clinical Psychology

March et al. (2009). Journal of Pediatric

Psychology
Spence et al. (2011). Journal of 

Consulting and Clinical Psychology
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Digital Models of Care

Digital + email 

therapist support
Blended digital and 

F2F

Open-access self-

help digital
Stepped-Care digital



Self-help models of care



71,185 users

~25,000 users from 

regional and remote areas

How our nationwide model of care is used



Crossing Elevated Threshold



Trajectories of change
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Engagement

Therapist time

Reach

Digital Models of Care

Digital + email 

therapist support
Blended digital and 

F2F

Open-access self-

help digital
Stepped-Care digital

>71,000 

users



Is stepped-care an 
option? 





• Factors predicting STEP-UP to therapist-support

• Type of primary anxiety diagnosis

• GAD & Separation more likely to be stepped-up than social

• Higher baseline severity

• Higher interference at home (parent rated)

• Factor predicting DROP-OUT

• Poorer overall functioning at baseline

• Lower treatment expectations

Predictors of Stepping up / drop-out
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Efficacy, but slower

Engagement
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Digital + email 

therapist support
Blended digital and 

F2F

BEST efficacy, little slower

Engagement

Therapist time

Reach

Digital + videoconf

therapist support

Stepped-Care digital

Efficacy, little slower

Engagement

Therapist time

Reach Open-access self-

help digital

>71,000 

users



Stepped-care seems to be a feasible way to integrate digital mental 
health interventions into clinical practice

Self-help is sufficient for some, and the choice for many

Email-based therapist support is enough to enhance 
efficiency of ICBT for non-responders

Video-conferencing support produces the best long term 
results, but isn’t what everyone wants

A step-down or blended digital/videoconferencing sessions model 
might be more powerful, but potentially less appealing to CYP. 

Summary



• School/Community settings

• Delivered one on one by School mental health professionals 
(Psychologists, Counsellors, Nurses, Learning and Support Teachers)

• Delivered in small groups to targeted samples

• Wait list reduction

• While waiting for F2F

• Standalone therapy via distance

• Nationwide low intensity, first line treatment

The future?

One, some or all!
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