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Abstract 

Computer-based psychological interventions have emerged as an efficacious and 

more accessible alternative to traditional face-to-face mental health services. In recent years, 

these programs have also begun to feature heavily in the literature and commentary on 

stepped-cared and sustainable approaches to mental health services globally (Hosie, Vogl, 

Hoddinott, Carden, & Comeau, 2014). Australia is among those countries leading the way in 

the research of computer-based therapies, yet even here, these innovative services remain 

underutilised in the community (Lawrence et al., 2015). We need to think critically around 

why this is and how we can improve uptake, to improve access to interventions for youth. 

Understanding consumer attitudes towards these programs is the first step. Literature in this 

area is developing, particularly among allied health professionals and adult populations, yet 

children and youth have gained little attention. Following this, the present dissertation sought 

to provide a detailed and critical look at potential consumer attitudes towards computer-based 

therapies for young people.  

Specifically, four research aims were developed to address this gap in the literature: 1) 

examine consumer attitudes towards, and intentions to use, computer-based therapies for 

children and adolescents, 2) examine the consumer factors contributing to these 

attitudes/intentions, 3) examine the effectiveness of an information- and demonstration-based 

presentation in improving attitudes/intentions, and 4) examine the consumer factors 

predicting attitude/intention change in response to the presentation. In all cases, the term 

‘consumers’ was used in reference to parents and adolescents, as two independent 

populations with unique perspectives on computer-based therapy services. This thesis 

presents a series of four studies conducted in order to achieve these aims.  

Study 1 and 2 investigated parents’ attitudes towards accessing computer-based 

therapies to support their children’s mental health. Study 1 (N = 373) found that only a small 
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minority of Australian parents had previously accessed a computer-based therapy program 

for their child; parents had very limited knowledge of these services; the majority of parents 

strongly endorsed all benefits of computer-based therapies and appeared relatively less 

concerned by potential problems; and that parents with greater knowledge of computer-based 

therapies were found to perceive the programs as more helpful and reported high intentions to 

access them for their children. Following this, Study 2 (N = 245) found that parents who 

viewed a brief information- and demonstration-based presentation on computer-based 

therapies reported significantly greater improvements in their knowledge, perceived 

helpfulness, perceived benefits, and intentions to access computer-based therapies; and a 

significantly greater reduction in perceived problems, compared to active controls. In sum, 

although parental attitudes towards computer-based therapies are generally positive in the 

community, they lack knowledge about these programs, and a brief presentation may be a 

feasible strategy to improve attitudes and uptake intentions. 

Study 3 and 4 asked adolescents about their attitudes towards accessing computer-

based therapies to support their own mental health. Study 3 (N = 217) found 72.0% of 

adolescents reported that they would access a computer-based therapy if they experienced a 

mental health problem, and that adolescents valued the benefits of computer-based therapies 

associated with alleviation of stigma and increased accessibility. In addition, adolescents 

were also found to have limited knowledge of computer-based therapies, yet greater 

knowledge was found to positively predict perceived helpfulness and intended uptake. 

Following this, Study 4 (N = 121) found that adolescents who viewed a brief online 

presentation about computer-based therapies reported significantly greater improvements in 

their knowledge, perceived benefits, and intentions to use computer-based therapies, than 

those who viewed a control presentation. In sum, providing adolescents with a brief 
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presentation featuring general program information and a program demonstration may 

feasibly improve their intentions to use computer-based therapy programs.  

Three key limitations pertaining to this series of studies were, 1) the use of cross-

sectional research designs precluding conclusions to be drawn on the temporal changes 

between variables, 2) the absence of follow-up time points to examine how change in 

response to the presentations is sustained over time, 3) the use of multiple measures that were 

yet to be psychometrically validated, and 4) the low level of variance accounted for in the 

final models. In addition, limitations around the use of online data collection, sample 

representation, and multiple variable analyses have also been noted.  

Overall, these findings produce a number of research and clinical implications. These 

included, but are not limited to, the clear need for increased focus on how computer-based 

therapies are being in implemented in the community to improve program uptake; the 

potential for educational materials, such as the brief presentation examined, in improving 

uptake intentions among parents and adolescents; and the value of targeting such materials at 

increasing knowledge, highlighting key benefits, and addressing issues that may be perceived 

as problematic by potential consumers. It is recommended that future research address some 

of the limitations identified in this series of studies. There are also a number of future 

directions for expanding research in this area, including examining the mechanisms of change 

relating to the influence of program demonstrations on attitudes/intentions, identifying the 

active components in presentations to create more efficient promotional resources, and 

replicating these studies in a clinical population.  
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ORIENTATION TO THESIS 

In spite of continuing developments in evidence-based psychological interventions, 

mental health problems remain a burdensome concern for children and adolescents 

(Lawrence et al., 2015). The progression of modern technologies has seemingly offered us a 

more accessible format in which to deliver these evidence-based interventions, with the hope 

that more young people will engage in effective treatment. However, such computer-based 

intervention programs appear to be afflicted by similar levels of low uptake as their face-to-

face precursors (Lawrence et al., 2015). While a strong body of research is forming around 

the efficacy and effectiveness of computer-based psychological therapies, our knowledge and 

understanding of their subsequent uptake, or lack thereof, remains a relatively neglected area 

of empirical enquiry, especially in young people.  

This thesis seeks to fill the gaps in the literature by conducting a series of research 

studies aimed at gaining a more comprehensive understanding of the uptake of computer-

based psychological interventions for children and adolescents. The focus of this enquiry is 

twofold, as it will investigate the uptake of computer-based interventions for young people 

from both the parental and youth perspectives.   

The present thesis is delivered in three sections. Section 1 (Chapters 1 to 3) reviews 

the literature on the uptake of mental health treatment services by young people, and 

examines computer-based psychological therapies. Specifically, Chapter 1 examines the 

uptake of traditional mental health services, including common barriers to use and strategies 

to circumvent such barriers to increase the accessibility of treatment. Chapter 2 provides a 

detailed overview of computer-based therapies, including their origins and development, 

common program elements, and intervention effectiveness for adults and young people. Next, 

Chapter 3 provides a more detailed focus on how professionals and users perceive computer-

based therapies as a mental health treatment service for adults and young people. 
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Following this, the dissertation sought to address four key research aims, 1) examine 

consumer attitudes towards, and intentions to use, computer-based therapies for children and 

adolescents, 2) examine the consumer factors contributing to these attitudes/intentions, 3) 

examine the effectiveness of an information- and demonstration-based presentation in 

improving attitudes/intentions, and 4) examine the consumer factors predicting 

attitude/intention change in response to the presentation.  

Section 2 (Chapters 4 to 7), consists of four research studies that combine to achieve 

these aims. Chapter 4 (Study 1, published in Internet Interventions) investigates parental 

attitudes towards, and intentions to access, computer-based therapies for their children, 

together with an examination of parent factors associated with these attitudes and intentions. 

Chapter 5 (Study 2, in press in Child and Adolescent Mental Health) evaluates the feasibility 

of an online presentation in improving parental knowledge, attitudes, and intentions to access 

computer-based therapies for their children, and investigates the factors associated with 

change in these outcomes following the presentation. Chapter 6 (Study 3, under review in 

Internet Interventions) investigates adolescent attitudes towards, and intentions to use, 

computer-based therapies for themselves, and the factors influencing these attitudes and 

intentions. Chapter 7 (Study 4, under review in Child and Adolescent Mental Health) 

examines the feasibility of an online presentation in improving adolescent knowledge, 

attitudes, and intentions to use computer-based therapies, as well as the factors associated 

with change in these outcomes following the presentation.  

Finally, Section 3 (Chapter 8) provides a general discussion of the overall research 

findings of the four studies, the clinical implications of these findings, the key strengths and 

limitations of the dissertation as a whole, and recommendations for future research.  
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CHAPTER 1 

UPTAKE OF MENTAL HEALTH TREATMENT SERVICES 

The World Health Organisation argues that mental health is fundamental to human 

functioning due to its impact on independence, pleasure, satisfaction, relationships and social 

interaction (2013a). It is therefore not surprising that mental health problems continue to 

carry one of the highest burdens of disease worldwide (Maughan, 2013). Australia’s mental 

health profile indicates that approximately one in five Australians aged 18-85 years, 

estimated at 3.2 million individuals, experience a mental illness each year (Slade et al., 2009). 

Youth are unfortunately not exempt from mental health issues, and in fact appear to be more 

afflicted by them. Kessler, Berglund et al. (2005) reported that three in four mental illnesses 

onset by age 14 years. Facing a mental health problem during these early stages of 

development can have deleterious consequences for child and adolescent well-being, and may 

have a prolonged impact on their development and outcomes in adulthood (Sawyer et al., 

2001; Herpertz-Dahlmann et al., 2013; Eapen & Jairam, 2009). Fortunately, psychological 

research has continued to improve our understanding of the epidemiology and treatment of 

mental health problems among young people. 

Mental Health Disorders in Children and Adolescents 

Empirical research has highlighted concerning results around the onset and 

development of psychological disorders in youth. According to the second Australian Child 

and Adolescent Survey of Mental Health and Wellbeing (Young Minds Matter), 

approximately 14 percent of Australian youth (4 to 17 years) experience clinically significant 

mental health problems (Lawrence et al., 2015). Within the adolescent years alone, the 

prevalence of mental health problems is approximately 20 percent, with marked increases in 

associated self-injurious behaviour and suicidality during this time (Herpertz-Dahlmann, 

Buhren, & Remschmidt, 2013; Merikangas, Nakamura, & Kessler, 2009; World Health 
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Organisation, 2012). The types of mental health problems experienced by youth are many 

and varied. Approximately 3 to 20 percent of children and adolescents are diagnosed with 

anxiety disorders, with an estimated 2 to 12 percent of youth being with diagnosed with mood 

disorders (Herpertz-Dahlmann et al., 2013; Compton et al., 2004; Merikangas et al., 2009; 

Lawrence et al., 2015). In addition to diagnostic mood or anxiety disorders, youth are also at 

risk for comorbid mental health problems associated with pervasive developmental disorders; 

intellectual, communication, and learning difficulties; conduct and attention problems; and 

substance abuse (Kessler, Chiu, Demler, Merikangas, & Walters, 2005). Gender differences 

in mental health problems also appear to emerge in adolescence, with females more likely to 

develop internalising mood or anxiety disorders, and males more commonly experiencing 

externalising behavioural, impulse-control, or substance use disorders (Kessler, Chiu et al., 

2005; Herpertz-Dahlmann et al., 2013; Lawrence et al., 2015).  

The short- and long-term outcomes for children and adolescents afflicted with mental 

health issues indicate a significant disease burden. Children with mental health problems 

experience a lower health-related quality of life, poorer self-esteem, and greater limitations in 

school and social activities than those who do not (Sawyer et al., 2001). Youth mental health 

problems may also result in substance misuse, school refusal or failure, risky behaviour, 

physical injury, poor employment opportunities and adulthood poverty (Herpertz-Dahlmann 

et al., 2013; Eapen & Jairam, 2009). Parents of youth with mental health problems also 

suffer. Compared to parents of children without mental health issues, parents of children 

suffering with a mental health issue report experiencing greater concern and worry about 

their children, and spend less time on their own needs (Sawyer et al., 2001). At a societal 

level, the impact of youth mental health can be vast, with costs emanating from medical 

expenses, special education, criminal justice, and social services (Merikangas et al., 2009). 

Indeed, the total annual cost of mental health in Australia is estimated at $20 billion (AUD), 
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inclusive of costs related to death and disability, treatment and support, and loss of 

participation and productivity in the workforce (COAG, 2006). In sum, mental health 

problems in children and adolescents are significant, costly, and burdensome for the youth 

afflicted, their families, and the broader society.   

Traditional Mental Health Interventions for Children and Adolescents 

The development and evaluation of effective treatments for child and adolescent 

mental health problems is prolific. From the early years of psychotherapy, evidence has 

existed to indicate that psychological treatments are as effective for children as they are for 

adults (Casey & Berman, 1985). More recently, comprehensive systematic reviews of 

interventions for youth mental health have supported these early claims (Compton et al., 

2004; Merry et al., 2011; Chorpita et al., 2011, James, James, Cowdrey, Soler, & Choke, 

2013; Lee, Horvath, & Hunsley, 2013). Cognitive behavioural therapy (CBT) has emerged as 

the most empirically supported approach for a range of the most common mental health 

problems in youth, including anxiety, depression, eating disorders, and traumatic stress 

(Compton et al., 2004; Merry et al., 2011; Chorpita et al., 2011; James et al., 2013). Research 

consistently indicates robust treatment effects of CBT, with medium to large effect sizes, 

gains that are durable over time, and effectiveness when delivered in both group and 

individual formats (Compton et al., 2004).  

Not only does the literature support CBT as an efficacious treatment for youth 

psychological disorders, but it has also been used in a preventative capacity (Merry et al., 

2011). For instance, CBT has been marked as an effective prevention strategy for mental 

illness in youth aged 5 to 19-years with elevated depressive symptoms (Merry et al., 2011). In 

addition, CBT is recognized as a highly trainable intervention, which is effective across client 

demographics and level of therapist professional education (Chorpita et al., 2011). In sum, 
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these findings suggest there is strong empirical support for the efficacy and effectiveness of 

CBT for children and adolescents burdened with a number of mental health disorders. 

Utilization of Traditional Mental Health Interventions for Children and Adolescents 

In spite of the empirical support for psychological interventions, effective treatment 

outcomes are lost if interventions cannot be delivered to, or accessed by, the individuals who 

need them. On a global scale, the vast majority of youth do not have access to effective 

treatments for mental health problems (Patel, Kieling, Maulik, & Divan, 2013). Estimates 

across developed countries suggest that approximately half of young people with mental 

health disorders receive appropriate services (Merikangas et al., 2009; Merikangas, He, 

Brody, Fisher, Bourdon, & Koretz, 2010). In the Australian context, only 56.0% of children 

and adolescents with a mental illness receive mental health services (Lawrence et al., 2015). 

Furthermore, service use is lowest among the youngest and oldest age groups, placing 

children and adolescents at a heightened risk of being unsupported for their mental health 

concerns (Slade et al., 2009). Unfortunately, even when Australian youth do access support 

for their mental health problems, they more frequently access support from general medical 

practitioners, school counsellors, and paediatricians, rather than specialist mental health 

professionals (Slade et al., 2009; Sawyer et al., 2001).  

From the above discussion, it is evident that despite the existence of efficacious 

treatments for youth mental health issues, they are underutilised. Why? The answer to this 

question is multifaceted, with a number of barriers to mental health service provision being 

documented. The following discussion begins by outlining a number of user and service 

barriers that prevent youth from accessing mental health treatment, and then reviews 

dissemination strategies to improve the uptake of treatment services.  
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User Factors 

Negative attitudes towards mental health services are a significant barrier to mental 

health help seeking. A study by the National Youth Mental Health Foundation suggested that 

youth held predominantly negative attitudes towards accessing mental health services 

(Hodges, O’Brien, & McGorry, 2007). Youth were reportedly deterred from traditional 

mental health services by concerns regarding social stigma and embarrassment, lack of 

confidentiality and anonymity, the expense of treatment, and anxiety about the process and 

usefulness of treatment (Hodges et al., 2007). These factors are mirrored across the literature, 

together with additional barriers such as perceived lack of knowledge, accessibility, and 

availability of services, as well as time required to invest in treatment (Booth et al., 2004; 

Eapen & Jairam, 2009; Issakainen, 2014; Cohen, Medlow, Kelk, Hickie, & Whitwell, 2009; 

Plaistow et al., 2014; Mojtabai et al., 2011; Del Mauro & Williams, 2013; Magin et al., 2013; 

Martinez-Hernaez, DiGiacomo, Carceller-Maicas, Correa-Urquiza, & Matorell-Poveda, 

2014; Sawyer et al., 2001). Residing in rural areas, where access and availability of mental 

health services is poorer than in metropolitan areas, may further exacerbate some of these 

factors. Fears around confidentiality and anonymity are particularly problematic amongst 

rural youth, such that young people avoid seeking mental health services for fear of negative 

evaluation from family or peers (Hodges et al., 2007; Gulliver, Griffiths, & Christensen, 

2010).  

Another factor contributing to the reluctance of youth to access traditional mental 

health treatments is that youth have consistently been found to prefer managing problems on 

their own, or feel an expectation to do so (Sheffield, Fiorenza, & Sofronoff, 2004; Issakainen, 

2014; Cohen et al., 2009; Cometto, 2014; Mojtabai et al., 2011; Del Mauro & Williams, 

2013; Martinez-Hernaez et al., 2014; Walsh, Scaife, Notley, Dodsworth, & Schofield, 2011). 

Furthermore, when seeking support, young people appear to show a consistent preference for 
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informal sources of support (such as family and peers) for mental health problems, rather 

than more formal sources such as school counsellors, medical professionals, and mental 

health professionals (Slade et al., 2009; Sawyer et al., 2001; Conlon, Power, Cleary, Guerin, 

& Fitzpatrick, 2010; Sheffield et al., 2004; Deane, Wilson, Ciarrochi, & Rickwood, 2002; 

Walsh et al., 2011; Hodges et al., 2007). For those youth who do engage in professional 

mental health services, there is research to suggest that prior experience with help seeking 

and a perception of severe difficulties may drive their uptake intentions (Cometto, 2014).  

Parents of children and adolescents often play an important role in the uptake of 

traditional mental health services for young people. However, at times, parents themselves 

can create barriers to their children accessing support. For instance, there is some evidence to 

suggest that there is a perception among adolescents, that their parents discourage them from 

engaging in services when experiencing mental health problems (Cohen et al., 2009). Other 

research has also found that approximately 50% of parents of youth with mental health 

problems report that they are unsure of where to access help and are concerned about the 

expense of doing so (Sawyer et al., 2001). Furthermore, another recognized a barrier to 

treatment is poor parental mental health knowledge (Cometto, 2014; Boulter & Rickwood, 

2013), such that parents may not initially recognise a problem, or identify the problem as a 

mental health issue, due to a lack of awareness. This relationship has particularly been noted 

in the context of internalising symptoms, which are less likely to be identified as disruptive 

by parents (Boulter & Rickwood, 2013).  Finally, 46% of parents of children with mental 

health problems report a preference to manage these problems alone, independent of 

professional support (Sawyer et al., 2001) and are more likely to seek help for their child’s 

mental health problem if they have done so in the past (Cometto, 2014; Boulter & Rickwood, 

2013). The above findings suggest that are a number of factors that may make youth and their 

parents less willing to seek traditional mental health support. These user factors are of 
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particular interest to the current thesis and will be explored in further detail with relevance to 

the utilization of computer-based interventions for youth mental health problems later in 

Chapter 3. The following section provides a brief review of service-related barriers to the 

uptake of mental health treatment among youth. 

Service Barriers 

The practical limitations of mental health services introduce a significant barrier to the 

provision of effective mental health interventions for children and adolescents. These 

limitations include (1) the reliance on human resources for intervention delivery, (2) 

inflexibility in service delivery structure, and (3) lack of financial resources. Human 

resources pose a barrier to the provision of mental health support due to significant workforce 

shortages, inadequate training and post-professional education, resistance by staff towards 

using evidence-based interventions, and the high turnover of experienced staff (Kendall, 

Settipani, & Cummings, 2012; Garlard, 2013; Richards & Bower, 2011; Gunter & Whittal, 

2010). Recent research has revealed concerning results regarding the role of therapists as 

gatekeepers between evidence-based interventions and real-world services, with less than a 

quarter of clinicians reportedly using evidence-based treatment manuals and a large 

proportion failing to implement appropriate treatment adherence measures in clinical practice 

(Kendall et al., 2012; Wu et al., 2013).  

Service delivery structure can also moderate the level of autonomy clinicians have in 

clinical care planning and treatment decisions. Service factors (such as few opportunities for 

continued professional training, over-burdened caseloads, limitations on client contact 

frequency and duration, and time constraints for treatment planning and evaluation) can 

impede on clinician capacity to feasibly deliver evidence-based psychological interventions 

with sufficient intensity and consistency for effective treatment (Kendall et al., 2012; Wu et 

al., 2013; Chorpita & Daleiden, 2009; Southam-Gerow & Prinstein, 2014; Garland et al., 
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2013). Recommendations have been made around using quality of care indicators, assessing 

treatment integrity, and benchmarking in clinical practice, in order to address systemic issues 

around mental health interventions. However, mental health care services rarely follow the 

recommendations (McLeod, Southam-Gerow, Tully, Rodríguez, & Smith, 2013). These 

services are, however, are constrained by the availability of financial resources. 

In many cases, mental health services lack the financial resources for adequate 

provision of evidence-based interventions to children and adolescents in need of support. 

Mental health services remain significantly underrepresented in health spending worldwide 

and are thus restricted in their capacity to support youth (World Health Organisation, 2013a). 

The National Mental Health Report (Department of Health and Ageing, 2010) highlighted 

that in spite of increasing evidence regarding the severity of disease burden associated with 

mental illness, mental health expenditure only accounts for 7% of all health care spending in 

Australia. At the organizational level, standardizing the delivery of evidence-based 

interventions is reliant upon empirical evidence on the cost-effectiveness of such programs, 

an area of research still in its infancy (Eapen & Jairam, 2009; Richards & Bower, 2011; 

Gunter & Whittal, 2010). The World Health Organisation (2013b) have highlighted the lack 

of financial resources invested in mental health interventions as a primary barrier to the 

provision of effective treatment, and have subsequently called upon services for change, 

stating that “For each year of inaction and underinvestment, the health, social, and economic 

burden will continue to rise. Doing nothing is therefore not a viable option” (p.25). As 

illustrated, the inherent limitations of human resources, service delivery structure, and 

financial resources impede the provision of efficacious mental health interventions at a 

service level.  
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Strategies to Improve Utilization of Mental Health Interventions 

It is clear from the above discussion that mental health issues in youth are prevalent 

and problematic, yet despite the existence of efficacious treatments, the uptake of mental 

health services is low due to a variety of barriers. In recent years, there has been a growth in 

recommendations around improving the uptake and accessibility of mental health services at 

the organizational level. These recommendations include: integrating mental health and 

primary care services; moving towards community-based, stepped-care, and collaborative 

systems of care; investing in mental health specialists and training in evidence-based 

practices; and building an infrastructure for delivering and monitoring the effectiveness of 

evidence-based interventions in clinical settings (Hoagwood, 2013; WHO, 2013b; Garland et 

al., 2013; Department of Health and Ageing, 2010; Orygen Youth Health Research Centre, 

2011). Increasing the investment of financial resources in the early detection and prevention 

of mental health problems has also gained support, with recommendations around targeting 

mental health screening programs in schools and primary health care services, and an 

emphasis on up-skilling professionals who work with youth to take on this role (Eapen & 

Jairam, 2009; WHO, 2013b; Patel et al., 2013). Furthermore, it has been recommended that 

organisations play a role in addressing user barriers to accessing their services through 

endeavours such as reducing stigma through mental health promotion, and empowering users 

to make informed decisions about their clinical care by providing education around mental 

health issues (Garland et al., 2013; Hodges et al., 2007). From a service perspective, many 

strategies to improve the utilization of mental health interventions have been proposed. 

Several of these strategies, particularly around stepped-care service models, have featured 

technology to promote accessibility and availability of services.   
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The Role of Technology in Mental Health Services 

Technology at Home 

Technology is well placed as a vehicle to improve the uptake of mental health 

services for youth. Access to technology in Australian households is changing the way we 

communicate, carry out daily tasks, entertain ourselves, and source information. The time we 

spend on internet and computer use continues to increase dramatically with the progression of 

new technologies. Key indicators of technology use surveyed by the Australian Bureau of 

Statistics from 2010 to 2011 show that access to computers and internet at home has 

increased to approximately 83% and 79% of Australian households respectively (ABS, 

2011). Younger families, with children under 15 years old, demonstrate even higher rates of 

technological access, with reported computer and internet access in 95% and 93% of 

households, respectively. Furthermore, the majority of households with internet access report 

a high-speed broadband connection (92%). Finally, younger age (15 to 24 years old), higher-

income, and higher educational attainment are all associated with greater technology access. 

Technology use in younger families is particularly promising when considering the potential 

of technology to support youth mental health.  

Technology in Services 

Following the increased availability, accessibility, and utilization of technology, it is 

understandable that technology would also feature in our mental health services. Many 

recommendations to increase the uptake of mental health services across the age span have 

featured the use of technologies (OYHRC, 2011; Garland et al., 2013; Hoagwood, 2013; 

Patel et al., 2013). As well as appealing to cultural shifts, computer technology also offers the 

potential to circumvent common structural barriers to support. Using technology in health 

care systems offers greater affordability by removing the financial burden on acute care 

settings by offering healthcare at home. It alleviates the costs of travel and transportation to 
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rural and remote areas, and encourages users to be more autonomous in the management of 

their health, which further reduces the burden on traditional services (OYHRC, 2011).  

Technology in mental health services has also featured in the Crossroads: Rethinking 

the Australian Mental Health System report (Hosie et al., 2014), aimed at developing a more 

sustainable service implementation model for mental health in Australia. The report suggests 

that our current system is unsustainable and will require a conservatively estimated $9 billion 

investment in mental health professionals to meet the demand of population growth and 

predicted service use in the coming years. Proposed changes included in the report include 

investment in mental health promotion, prevention and early intervention, and a stepped care 

mental health service framework to meet individual needs. One component of technology in 

mental health services is the use of computer-based therapies. Computer-based therapies are 

mental health interventions delivered via computer-technology, available as a standalone 

service or with varying levels of adjunct therapist support. These technology-assisted 

programs are well designed to meet the recommendations for self-help, with online services 

able to provide early access to low intensity support, integration with traditional treatments, 

and prevention and early intervention. Advantages of these services noted by the report are 

numerous and include increased accessibility, availability, and anonymity; cost-effectiveness; 

alleviation of necessary face-to-face professional contact; the capacity for large-scale 

implementation; and minimal time investment in developing an appropriate work force for 

support. It is clear that there are many potential advantages to including new technology 

within mental health treatment services.  

Technology and Youth 

In addition to service barriers, technology may be an effective way to overcome user 

barriers to mental health help seeking. For children and adolescents who have been born into 

the technological era, offering mental health support through computer technology is even 
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more attractive. Youth are becoming increasingly familiar with technology to communicate 

with others and seek information and support for their mental health (Subrahmanyam & Lin, 

2007; Gould, Munhakh, Lubell, Kleinman, & Parker, 2002; Nicholas, Oliver, Lee, & 

O’Brien, 2004). In addition, there is evidence to suggest that responsiveness to using 

technology in health services appears to be most promising in the younger generations 

(Weinberg, Guarino, Savoy, Horton, & Reed, 2012). Young people with mental health 

problems, who are not engaged in seeking traditional support, may also be turning to the 

online environment for help from peers (DeAndrea & Anthony, 2013). Thus, it appears that 

youth are not only comfortable with technology, but also with the use of technology in the 

mental health arena.  

Mental Health Promotion 

Mental health promotion websites illustrate an effective use of technology in the 

mental health field and are fast becoming the first point of contact for youth seeking support. 

Mental health promotion websites are typically aimed at reducing stigma, enhancing 

resilience, and increasing mental health knowledge and help seeking, with research 

suggesting that they effectively achieve these aims (Nicholas, 2010; Webb, Burns, & Collin, 

2008; Young, Richards, & Gunning, 2012; Reavley, Cvetkovski, & Jorm, 2011; Collin, 

Metcald, Stephens-Reicher, & Blanchard, 2011; Kaur, Mangan, & Sanci, 2014; Nicholas, 

2010; Shandley, Austin, Klein, & Kyrios, 2010; Bae, 2010). Offering mental health support 

online circumvents traditional user barriers to mental health help seeking by providing the 

anonymity and privacy valued by youth, in addition to the added conveniences of accessing 

information at home and the lack of restrictions on the frequency and intensity of access to 

this information. Mental health promotion websites also have the capacity to deliver 

information to promote mental health knowledge directly alongside recommendations for 

services, evading the traditional gap between awareness of illness and awareness of treatment 
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options. Results from the second Australian Child and Adolescent Survey of Mental Health 

and Wellbeing (Young Minds Matter) indicate that young people are frequently sourcing 

mental health information from the internet (Lawrence et al., 2015). In addition, a survey in 

the United States indicated that almost one in five adolescents had used the internet for 

mental health help seeking in the past year (Gould et al., 2002). Research from Australian-

based mental health promotion websites (such as ‘ReachOut!’ and ‘beyondblue’) suggest that 

users accessing support online are typically female, experience high psychological distress, 

and generally visit the websites multiple times (Nicholas, 2010; Collin et al., 2011; Ellis et 

al., 2013). The majority of users also report that accessing mental health promotion websites 

is a positive and helpful experience (Young et al., 2012; Collin et al., 2011; Ellis et al., 2013; 

Jorm, 2012). These findings offer promising support for the role of technology in the 

dissemination of mental health services to children and adolescents.  

Technology and Parents 

Parents act as the gatekeepers for their children in numerous ways. Of most relevance 

to this thesis is parents’ role in accessing mental health services for their children. However, 

parents also regulate their children’s technology use, which will become increasingly relevant 

in the context of service shifts towards disseminating mental health support via new 

technologies. While the above discussion illustrates that technology access in Australian 

households is widespread, children’s level of usage at home is at the discretion of their 

parents. Parents typically monitor the purpose of use, and enforce household rules and family 

values around the use of technology at home (Stevenson, 2011). There is research to suggest 

that parents, particularly younger parents, are regular and skilled users of technology for the 

purpose of information and support seeking for their children, as well as parenting education 

and skills training (Rothbaum, Martland, & Jannsen, 2008; Radey & Randolph, 2009; 

Walker, Dworkin, and Connell, 2011). In addition, research suggests that parents of younger 
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children value the educational advantages of technology use in the context of traditional care 

services (Rose, Vittrup, & Leveridge, 2013). These findings suggest that parents, who are 

younger and familiar with technology for information and help seeking, may have attitudes 

that are more favourable towards using technology to support their child’s mental health.  

Chapter Summary 

This chapter has outlined the uptake of mental health treatment services by children 

and adolescents, including a discussion of the prevalence of mental health problems among 

young people, uptake of traditional face-to-face treatment services, barriers to treatment 

uptake, and the role of technology in improving uptake. Evident from Chapter 1 is that 

mental health challenges continue to burden children and adolescents, and can precede 

numerous negative outcomes throughout their development into adulthood if left untreated. 

Estimates suggest a large proportion of young people do not access treatment services for 

mental health problems due to a number of user and service-related barriers. The most 

prominent of these barriers include poor mental health knowledge, negative attitudes towards 

mental health services, perceived stigma, service availability, and transitioning evidence-

based interventions into clinical environments. Fortunately, rapid developments in 

information technology have introduced a new platform on which mental health treatment 

services can become more accessible. The high rate of technology usage among children and 

adolescents suggests a technological platform may be ideal to increase treatment uptake 

among this population. Mental health promotion websites have already shown success in 

improving knowledge and reducing mental health related stigma among youth. The next 

chapter focuses on the delivery of mental health interventions through technology, referred to 

here as computer-based therapies. Chapter 2 reviews the origins and development of 

computer-based therapies in general, a brief exploration of the empirical research for adult-
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targeted programs, and an in depth review of intervention effectiveness for programs 

targeting child and adolescent mental health disorders. 
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CHAPTER 2 

INTRODUCTION AND EVALUATION OF COMPUTER-BASED THERAPIES 

A diverse array of computer-based psychological interventions now exists, offering 

greater access to evidence-based treatments for adult and youth mental health problems. 

These programs range broadly from email and video conferencing support, to internet-based 

groups, to therapist-assisted and self-help programs. As computer-based therapies are a 

relatively new form of psychological intervention, a standardised or consistently used 

definition of these services has yet to arise. Subsequently, the literature and empirical 

research in the field features a broad range of terminology, including ‘computerized 

Cognitive-Behavioural Therapy’ (cCBT, Stallard, Richardson, & Velleman, 2010), 

‘computer-assisted CBT’ (Anderson, Jacobs, & Rothbaum, 2004; Salloum, Crawford, Lewin, 

& Storch, 2013), ‘e-mental health services’ (Klein & Cook, 2010), ‘computer-based 

psychological treatment’ (CBPT, Carper, McHugh, & Barlow, 2013), ‘computer-aided 

psychotherapy’ (CP, Cuijpers et al., 2009), ‘computer assisted therapies’ (Becker & Jensen-

Doss, 2013), ‘technology-assisted psychotherapy’ (TAP, Overholser, 2013), and ‘internet 

interventions’ (Griffiths, Farrer, & Christensen, 2010). To encapsulate all of these potential 

programs, this thesis will use the term ‘computer-based therapies’, which will be defined as 

any psychological intervention program featuring predominantly computer technology, with 

or without therapist assistance.  

The following discussion outlines the development and current nature of computer-

based therapies for mental health treatment including common program elements, level of 

therapist contact, program tailoring to the needs of youth, implementation and 

transportability, and cost-effectiveness. It is important to recognise that information provided 

here was current at the time of the present research; however, it is anticipated that empirical 

research may not keep up with the pace of rapidly developing technology innovations that 
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influence computer-based therapy programs. This gap between research and program 

dissemination poses a challenge to our understanding of the structure and evidence-based 

nature of available programs, and thus the following information should be interpreted with 

this cautionary view.  

Introduction to Computer-based Therapies 

Common Program Elements 

There are many similarities between the computer-based therapy programs now 

available. The most common theoretical approach used is CBT (Christensen, Batterham, & 

Calear, 2014) due to its highly standardised structure being well suited to computer 

adaptation and support (Anderson et al., 2004). However, computer-based interventions using 

variants of CBT and other models of psychotherapy are also available, and include strategies 

such as problem-solving, motivational interviewing, social-cognitive skills training, and bias 

modification (Christensen et al., 2014).  

Users can access computer-based therapies through the internet and CD-ROM, or 

smart phones and tablet devices, though there were few studies exploring the latter two 

mediums at the time of this research (Christensen et al., 2014). Common elements featured in 

computer-based therapies include text, diagrams, videos, interactive activities, and quizzes. 

As psychological interventions, these programs typically target the skills training component 

of psychotherapy. The techniques covered in the program content subsequently vary with 

theoretical orientation, program size and complexity, target population, and target mental 

health disorder. Common components however, include psychoeducation about the targeted 

disorder, emotion recognition and emotion regulation skills training, cognitive restructuring, 

problem solving, exposure, behavioural activation, self-monitoring of emotions and 

behaviours, and coping strategies for common hurdles faced by the target population.  
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Adjunct Therapist Support 

Computer-based therapies can be delivered in isolation (i.e., entirely self-help online 

or CD-ROM) or with adjunct support via email, phone, or face-to-face support from mental 

health professionals. While there are a number of youth programs that feature therapist-

assistance, the level of therapist contact in computer-based therapies can also be tailored to 

individual needs (i.e., length of phone-calls, optional additional support emails), allowing for 

the efficient distribution of services consistent with client needs (Elkins, McHugh, Santucci, 

& Barlow, 2011). 

Research has also examined the concept of working alliance in computer-based 

therapies. Indeed, research has demonstrated that a working alliance with the online 

‘therapist’ can be established, developed, and maintained among adult and youth populations 

(Barazzone, Cavanagh, & Richards, 2012; Kendall, Khanna, Edson, Cummings, & Harris, 

2011). Factors reported by adult users as contributing to the therapeutic relationship in 

computer-based therapies include being accessible, generating hope, warmth, unconditional 

acceptance, goal negotiation, feedback, consistency, and flexibility (Barazzone, et al., 2012).  

Tailored to Youth Needs 

In recent years, computer-based therapies have been specifically designed to improve 

access to evidence-based interventions for mental health problems in child and adolescent 

populations. Elkins et al. (2011) envisage computer-based therapies as a potential strategy for 

improving the transportability of CBT for youth, by overcoming limitations around location, 

stigma, affordability, family stressors, organisational demands, and resource deficits. Some 

developers have also designed programs to optimise computer-based therapies for the needs 

of youth (Elkins et al., 2011; Santucci, Thomassin, Petrovic, & Weisz, 2014). For example, 

many programs offer various levels (such as ‘kids’ and ‘teens’) to appropriately target 

program content to different developmental levels. Creativity and interaction (for example, 
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interactive games, quizzes, and music), together with a multimodal presentation of 

information (e.g., video, text, and images), have also been used to promote interest and 

motivation through appealing to youth preferences for computer programs and gaming 

(Elkins et al., 2011). Furthermore, some programs also use strategies such as the use of 

cartoon characters and customisable program elements (such as characters, music, sounds, 

avatars, and homework tasks) to engage youth (Khanna & Kendall, 2008). By encouraging 

youth participation through appealing design elements, computer-based therapies have the 

potential to increase engagement in mental health treatment among this population.   

Implementation and Transportability 

The inherent delivery mode of computer-based therapies allows them to overcome 

many of the practical challenges of implementing traditional evidence-based interventions. 

Jones (2014) argues that computer-based therapies therefore have the potential to bridge the 

gap between gold-standard research in evidence-based treatments and real-world benefits for 

children and adolescents with mental health problems. While not applicable to all programs, 

computer-based therapies generally have the capacity to ensure standardisation in treatment; 

can be accessed by users at a time and place suitable and familiar to them (including at home 

or school); circumvent waiting lists; make treatment available to individuals faced with 

accessibility restrictions or a lack of trained mental health professionals; offer user privacy 

and anonymity; are affordable; promote self-reliance and empower users to take 

responsibility for their own mental health; allow for material review and self-directed pacing; 

and are capable of embedded symptom monitoring, assessment, and progress tracking (Elkins 

et al., 2011; Cuijpers et al., 2009; Craske et al., 2009; Proudfoot et al., 2011; Grist & 

Cavanagh, 2013; Kendall et al., 2011; Wright et al., 2005; Kendall et al., 2012). These many 

advantages of the computer-based delivery format mean that computer-based therapies may 

still be more effective in real-world settings than traditional face-to-face services, even 
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without exceeding the empirical efficacy of their face-to-face counterparts (Jones, 2014; 

Wright et al., 2005). 

Cost-Effectiveness 

Computer-based therapies can circumvent the major barrier of financial resources by 

delivering effective and cost-effective treatments. The cost-effectiveness of computer-based 

therapies has featured in two efficacy trials (McCrone et al., 2004; Hollinghurst et al., 2010). 

McCrone et al. (2004) assessed the treatment outcome and economic value of computer-

delivered CBT program (Beating the Blues). The program featured only administrative 

support. In a large sample of adults with depression or anxiety, results concluded that the 

computer-based intervention was superior with respect to treatment outcome, compared to 

treatment as usual. McCrone et al. (2004) reported service costs were equivalent to that of 

traditional treatment; however, such a conclusion is questionable as the study based service 

costs on estimates of program licence costs and administration staff salaries only. Following 

initial set-up costs, it is expected that the cost-effectiveness of computer-based treatment 

delivery would be superior over time, due to minimal ongoing expenses. Cost benefits of the 

computer-based delivery format included significant improvement in employment and 

subsequent productivity, above that of usual treatment. McCrone et al. (2004) also used the 

cost per quality-adjusted life-year to estimate the cost-utility of computer-based therapy, and 

found that the computer-based therapy model perform well within the accepted threshold for 

implementation estimated by national health care services. Hollinghurst et al. (2010) 

conducted a similar study, evaluating the cost-effectiveness of a therapist-delivered online 

CBT program for depression in a primary care context. The study assessed costs for public 

services, personal costs, and the value of lost productivity, against clinical treatment 

outcomes and found the computer-based therapy program be comparable to usual care within 

the range of cost-utility. These studies suggest that computer-based therapies are a cost-
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effective alternative, with service costs estimated as equivalent or superior to treatment as 

usual in existing mental health settings.  

Exploration of the cost-effectiveness of computer-based therapies is currently in its 

infancy. Requiring further research is the potential for marked differences in cost-

effectiveness between specific computer-based therapies based on their delivery structure 

(e.g. online, freely available, adjunct therapist contact via phone or face-to-face). 

Furthermore, from a population health perspective, the transportability of computer-based 

therapies has the potential to increase access to treatment in contexts where traditional 

services are often unavailable. Therefore, compared to the potential costs of absence of 

treatment, there may be additional cost benefits of computer-based therapies.  

As evident from the above discussion, computer-based therapy is a broad and rapidly 

developing mode of mental health intervention, with a number of potential advantages to 

improving access and uptake of treatment for youth with mental health disorders.  

Research in Computer-Based Therapies 

There is an emerging body of empirical enquiry into the efficacy and effectiveness of 

computer-based therapies. Indeed, Australian researchers are leading the way in this field, 

producing the greatest number of articles on internet-based psychological therapies in the past 

decade (Boydell, Hodgins, Pignatiello, Teshima, Edwards, & Willis, 2014). Overall, there is 

considerable evidence to suggest that computer-based therapies are efficacious for 

psychological problems across child, adolescent, and adult populations (Barak, Hen, Boniel-

Nissim, & Shapira, 2008; Christensen et al., 2014; Loucas et al., 2014; Pennant et al., 2015). 

Although relatively few studies have directly compared online with face-to-face 

interventions, those that have done so have found comparable levels of effectiveness in the 

treatment of anxiety and other mental health problems (Christensen et al., 2014; Barak et al., 

2008; Cuijpers et al., 2009; Wright et al., 2005). Furthermore, drop-out rates in programs 
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targeting anxiety have been found to be similar to those of face-to-face interventions (average 

of 18%), with some evidence for program adherence being impacted by level of peer support, 

gender, service setting, and age (Christensen et al., 2014). In general, these results suggest 

that computer-based therapies offer promising alternative treatments for mental health 

problems.   

Efficacy in Adult Populations 

There is a considerable body of research evaluating the effectiveness of computer-

based therapies in adult populations. Research has found that computer-based psychotherapy 

interventions for adults are highly effective for anxiety and a moderately effective for 

depression and poor quality of life (Cuijpers et al., 2009). Furthermore, computer-based 

therapies are reported to be effective across a number of additional treatment outcomes, 

including symptom reduction, improvement in knowledge, and behavioural change in mental 

disorders (including depression, anxiety, insomnia, and encopresis) and related conditions 

(including stress and headaches) (Griffiths & Christensen, 2006). A recent review of 49 

randomised controlled trials comparing computerised CBT for adults with anxiety and 

depression, with other therapies or waitlist controls, indicated that computer-based therapies 

were effective in treating adult anxiety and depression (mean effect size of g = 0.77; Grist & 

Cavanagh, 2013), with outcomes and attrition levels comparable to those of traditional face-

to-face therapy (Grist & Cavanagh, 2013). 

Comorbidity in Adult Populations 

Research has also shown that computer-based therapies are effective in the treatment 

of mental health problems among adults who have comorbid mental health disorders. 

Johnston, Titov, Andrews, Dear, and Spence (2013) extended the computer-based therapy 

research in adult populations to examine the impact of comorbidity on intervention 

effectiveness. The results showed that although participants with comorbid disorders reported 
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more severe symptoms before and after treatment, they experienced a similar magnitude of 

improvement as those with single diagnoses. Indeed, Johnston et al. (2013) found that 

participants with comorbid conditions demonstrated greater improvement than those with 

single diagnoses on symptoms of generalised and social anxiety, panic, depression, and 

neuroticism. In addition, results indicated a significant reduction from pre-treatment to 3-

month follow-up in the number of participants meeting criteria for comorbid diagnoses. The 

treatment gains identified in participants with comorbid diagnoses are consistent with those 

reported in traditional face-to-face interventions (McEvoy & Nathan, 2007), offering support 

for the generalisability of computer-based approaches in managing treatment challenges such 

as comorbidity.  

Effectiveness in Adult Populations 

There is evidence to suggest that computer-based therapies are a robust and effective 

treatment alternative for adult mental health problems in real-world settings, outside of the 

controlled environments of university-based efficacy research. Newby et al. (2013) reported 

equally large effect sizes for a computer-based treatment program targeting comorbid anxiety 

and depression treatment when it was conducted within a randomised controlled trial 

compared to a primary care, community-based setting. Program adherence rates were 

consistent with face-to-face interventions when delivered in the community setting, and 

approximately one in three non-completers reported benefits following involvement in only 

part of the intervention (Newby et al., 2013).  

The applied effectiveness of computer-based therapies for adults has also been 

indicated in an Australian community mental health resource centre. Research by van den 

Berg and colleagues (2004) reported statistically significant improvements in depression, 

anxiety, wellbeing, problems, and functioning following a stand-alone CBT computer 

intervention for the treatment of anxiety and depression. Additional feedback from the 



27 

 

community centre was also promising, with reports that the program was easy to use, offered 

fast access to treatment, was viable in a stepped-care approach, required minimal training of 

administration staff only, and was effective for a large majority of users. These findings 

suggest that computer-based therapies have the capacity to consistently treat mental health 

problems in adult populations, whether under controlled research conditions or in real-world 

contexts.  

Efficacy and Effectiveness of Computer-Based Therapies for Children and Adolescents 

In recent years, researchers have turned their attention to developing a range of 

computer-based interventions for youth that have included direct adaptations of adult-targeted 

computer interventions and traditional face-to-face treatment protocols, as well as creating 

new programs designed purely for the needs of children and adolescents. Despite the 

relatively small body of empirical literature examining computer-based psychological 

interventions, this area is growing, with a number of large trials and meta-analytic reviews.  

A number of systematic reviews of computer-based CBT interventions for the 

prevention and treatment of anxiety and depression in youth have contributed a 

comprehensive illustration of this emerging field of research. Richardson, Stallard, and 

Velleman (2010) evaluated ten studies, including case studies and randomised controlled 

trials. They identified that empirical evaluations in this area were sparse, particularly 

concerning the inclusion of children under 18 years, given a number of studies defined the 

youth population up to 21- or 25-years. All studies reviewed reported moderate to high client 

satisfaction and statistically significant improvements in response to treatment, including a 

reduction in symptom severity and number of clinical diagnoses. Due to the rapid expansion 

of this area, Reyes-Portillo et al. (2014) conducted a more recent review of web-based 

interventions for youth internalising problems, featuring 25 studies evaluating nine core 

treatment programs. Reyes-Portillo et al. (2014) concluded that the majority of studies 
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reported significant reductions in depressive and anxious symptoms following intervention 

that were predominantly maintained at follow-up, with small to large effect sizes. They also 

noted that all programs warranted further evaluation in order to achieve a well-established 

evidence-base. In addition, Donovan and March (2014) reviewed 11 studies examining the 

effectiveness of computer-based treatment programs for clinical anxiety problems among 

youth. The review demonstrated that programs featuring a variety of CBT anxiety 

management strategies and included exposure therapy demonstrated greater clinical gains in 

diagnostic status and severity, comparable to that of face-to-face therapy (Donovan & March, 

2014). They also concluded that overall, the research to date is of generally high quality and 

demonstrates treatment efficacy. Further reviews also indicate emerging support for the 

overall efficacy of computer-based therapies (Rooksby, Elouafkaoui, Humphris, Clarkson, & 

Freeman, 2014; Stasiak et al., 2015; O’Dea, Calear, & Perry, 2015; Podina, Mogoase, David, 

Szentagotai, & Dobrean, 2014; Loucas et al., 2014; Pennant et al., 2015). While these 

reviews provide a general overview of the present literature, many more computer-based 

therapy programs have been researched, outside of the anxiety and depression treatment 

arena.  

The following section provides a review of the current computer-based therapies for 

children and adolescents for the prevention or treatment of psychological disorders. Searches 

were conducted using the Web of Knowledge. To be included in the review, programs were 

required to have an English language manuscript and examine a computer-based therapy 

program for children and/or adolescents. Programs were required to be any psychological 

intervention featuring predominantly computer technology, with or without therapist 

assistance. It was therefore necessary that the active intervention component of the program 

was delivered via the program (i.e. excludes face-to-face delivery via webcam and or 

supported with self-monitoring or record applications). Given the heterogeneity of language 
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used in the area, search terms to identify computer-based therapy programs included, but 

were not limited to, computerized CBT, computer-assisted CBT, e-mental health services, 

computer-based psychological treatment, computer-aided psychotherapy, computer assisted 

therapies, technology-assisted psychotherapy, and internet interventions. 

Table 1 outlines the current computer-based therapies available for children and 

adolescents for the treatment of psychological disorders (including anxiety, depression, trans-

diagnostic approaches to anxiety and/or depression, pain, and eating disorders/body-image). 

Of note, while not a standalone mental health condition, the recognised psychological 

components of chronic pain in both aetiology and treatment (Rapoff et al., 2014) warranted 

its inclusion in the present review of programs. Table 2 outlines the empirical research 

assessing the efficacy of these treatment interventions. Following this, Tables 3 and 4 outline 

the current computer-based therapies for children and adolescents for the prevention of 

psychological disorders (including depression, trans-diagnostic approaches to anxiety and/or 

depression, and substance use), and the empirical research assessing the efficacy of these 

prevention programs, respectively. An overview of the table content and discussion on the 

effectiveness of computer-based therapies for youth will follow. 
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Table 1 

Computer-based psychological treatment programs for children and adolescents 

Author (first 

author), year 

Program Target 

Population 

(years) 

Disorder Targeted 

by Intervention 

Type of 

Intervention 

Total Number of 

Sessions/Duration 

(minutes) 

Delivery 

Mode  

Therapist 

Input 

Spence, 2006 The BRAVE 

Program 

7-14  Anxiety CBT YP = 12/60 

Parent = 8/60 

Face-to-

face group 

(50%) 

Online 

program 

(50%) 

Face-to-face 

component 

March, 2009 BRAVE-ONLINE 7-12 Anxiety CBT YP = 12/60 

Parent = 8/60 

Online 

program 

Weekly 

emails, one 

half hour 

phone call 

(15-minutes 

each with 

parent and 

child) 

Spence, 2011 BRAVE Self-Help 

Program – Teens  

12-17 Anxiety CBT YP = 12/60 

Parent = 7/60 

Online 

program 

Weekly 

emails, one 

15-minutes 

phone call 

with 

adolescent 

Khanna, 

2008 

Camp Cope a Lot 7-13 Anxiety CBT YP = 12/35 

Parent = 2/§ 

Face-to-

face 

individual 

(50%) 

CD-ROM 

Face-to-face 

component 



31 

 

Author (first 

author), year 

Program Target 

Population 

(years) 

Disorder Targeted 

by Intervention 

Type of 

Intervention 

Total Number of 

Sessions/Duration 

(minutes) 

Delivery 

Mode  

Therapist 

Input 

(50%) 

Blocher, 

2013 

Camp Cope a Lot 8-13 Anxiety CBT YP = 13/60 

Parent = 4/§ 

Face-to-

face 

individual 

(§) 

CD-ROM 

(§) 

Face-to-face 

component 

Cunningham, 

2009 

Cool Teens 14-16 Anxiety CBT YP = 8/15-30 CD-ROM Fortnightly 

phone call (5-

20 minutes) 

Wuthrich, 

2012 

Cool Teens 14-17 Anxiety CBT YP = 8/30 CD-ROM Phone call (5-

20 minutes) 

with 

adolescent 

(x8) and 

parent (x3) 

Cox, 2010 So you have been in 

an accident 

7-16  Anxiety Psychoeducation YP = Optional Online 

program 

Nil 

Hoek, 2012 Problem Solving 

Training 

12-21 Anxiety Problem-Solving YP = 5/§ Online 

program 

Weekly emails 

Sportel, 2013 Cognitive Bias 

Modification 

13-15 Anxiety Bias 

Modification 

YP = 20/40 Online 

program 

Nil 

Vigerland, 

2013 

DARE 8-12 Anxiety CBT YP = 3/15-45 

Parent = 6/15-45 

Online 

program 

Phone call 

with parent 

(x3) 

Rees, 2015 OCD? Not me! 12-18 Anxiety ERP YP = 8/§ 

Parent = 8/§ 

Online 

program 

Nil 

Abeles, 2009 Stressbusters 12-16 Depression CBT YP = 14/45 Online 

program 

Online 

supervision  
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Author (first 

author), year 

Program Target 

Population 

(years) 

Disorder Targeted 

by Intervention 

Type of 

Intervention 

Total Number of 

Sessions/Duration 

(minutes) 

Delivery 

Mode  

Therapist 

Input 

Merry, 2012 SPARX 12-19 Depression CBT YP = 7/§ CD-ROM Nil 

Stasiak, 2014 The Journey 13-18 Depression CBT YP = 7/25-30 CD-ROM Nil 

Stallard, 

2011 

Think, Feel, Do 11-16 Depression/Anxiety CBT YP = 6/30-45 CD-ROM Full contact 

Bradley, 

2012 

Feeling Better 15-18 Depression/Anxiety CBT YP = 7§ Online 

program 

Minimal 

Connelly, 

2006 

Headstrong  7-12 Pain CBT YP = 4/60 

Parent = 2/60 

CD-ROM Nil 

Hicks, 2006 The Online Manual 6-16 Pain CBT YP = 7/§ 

Parent = 2/§ 

Online Phone calls (2 

x youth, 2 x 

parent) and 

email contact 

(5 x youth) 

Palermo, 

2009 

Web-MAP 11-17 Pain CBT YP = 8/30 

Parent = 8/30 

Online 

program 

Partial contact 

– Email-based 

progress 

review and 

problem-

solving (x8) 

Heinicke, 

2007 

My Body, My Life 12-18 Eating/Body Image CBT YP = 6/90 Online 

chat-room 

Online 

facilitation  

Jones, 2008 StudentBodies2BED 14-16 Eating/Body Image CBT YP = 16/30 Online 

program 

Partial contact 

– weekly 

email and 

asynchronous 

group 

facilitation  

Pretorius, 

2009 

Overcoming Bulimia 

Online Program 

13-20 Eating/Body Image CBT/MI YP = 8/30-40 Online 

program 

Partial contact 

– weekly 
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Author (first 

author), year 

Program Target 

Population 

(years) 

Disorder Targeted 

by Intervention 

Type of 

Intervention 

Total Number of 

Sessions/Duration 

(minutes) 

Delivery 

Mode  

Therapist 

Input 

and online 

chat-room 

email and 

online 

supervision  
§ Data unavailable.  

Note. CBT: Cognitive-Behavioural Therapy; MI: Motivational Interviewing; YP: Young person 

 

Table 2 

Efficacy of computer-based psychological treatment programs for children and adolescents 

Study (first 

author), year 

Participants Design Control 

Condition 

Outcome  

Number/Age 

(Years) 

Diagnosis Time Measures Main Results 

Spence, 2006 72/7-14 Anxiety Clinic-Net 

Clinic 

Waitlist Pre-

Post 

2-mth 

FU 

12-mth 

FU 

ADIS-C/P 

SCAS-C 

SCAS-P 

RCMAS 

CBCL-Int 

CDI 

o No significant differences 

between Clinic-Net and Clinic 

from pre-post on 5/6 outcome 

measures.  

o Clinic-Net superior to waitlist 

from pre-post in loss of primary 

and all anxiety diagnoses, clinical 

severity, child-rated anxiety 

symptoms, internalising 

symptoms, and depressive 

symptoms.  

o No difference in parent-rated 

anxiety symptoms.  

o Clinic-Net showed continued 

improvement on 5/6 outcome 
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Study (first 

author), year 

Participants Design Control 

Condition 

Outcome  

Number/Age 

(Years) 

Diagnosis Time Measures Main Results 

measures at follow-up. 

Spence, 2008 2/10-17 Anxiety Case Study Nil Pre-

Post 

6-mth 

FU 

(child 

only) 

ADIS-C/P 

CGAS 

SCAS-C 

SCAS-P 

CBCL-Int 

YSR-Int 

o Loss of primary and comorbid 

diagnoses at follow-up for both 

cases. 

o Reliable change in child-rated 

anxiety in one case only and 

parent-rated anxiety in both cases. 

o Reliable change in internalising 

symptoms at post or follow-up for 

both cases. 

Cunningham, 

2009 

5/14-16 Anxiety Case Study Nil Pre-

Post 

3-mth 

FU 

ADIS-C/P 

SCAS-C 

SCAS-P 

CATS 

ASTM 

o Loss of primary diagnosis pre-

post for 2/5 cases and at follow-up 

for 2/5 cases. 

o Mixed evidence for improvement 

in child- and parent-rated anxiety, 

automatic thoughts, and anxiety 

symptoms for 4/5 cases. 

March, 2009 73/7-12 Anxiety Net Waitlist Pre-

Post 

6-mth 

FU 

ADIS-C/P 

CGAS 

SCAS-C 

SCAS-P 

CBCL-Int 

CES-D 

o Net superior to waitlist from pre-

post in clinical severity, general 

functioning, parent-rated anxiety 

symptoms, and internalising 

symptoms.  

o No significant differences 

between Net and waitlist in loss of 

primary and all anxiety diagnoses, 

child-rated anxiety symptom or 

depressive symptoms.  

o Net showed maintained or 

improved treatment gains at 
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Study (first 

author), year 

Participants Design Control 

Condition 

Outcome  

Number/Age 

(Years) 

Diagnosis Time Measures Main Results 

follow-up on 5/6 outcome 

measures. 

Khanna, 2010 49/7-13 Anxiety CCAL 

Clinic 

TAU Pre-

Post 

3-mth 

FU 

ADIS-C/P 

CGAS 

MASC 

CDI 

o No significant difference between 

CCAL and Clinic from pre-post 

on all outcome measures. 

o CCAL superior to active control 

from pre-post in loss of primary 

diagnosis, clinical severity, and 

general functioning.  

o No significant difference between 

CCAL and active control from 

pre-post in anxiety or depressive 

symptoms. 

o CCAL maintained or improved 

treatment gains on all outcome 

measures. 

Spence, 2011 115/12-18 Anxiety Clinic 

Net 

Waitlist  Pre-

Post 

6-mth 

FU 

12-mth 

FU 

ADIS-C/P 

CGAS 

SCAS-C 

SCAS-P 

CBCL-Int 

YSR-Int 

o No significant differences 

between Clinic and Net from pre-

post on all outcome measures.  

o Net superior to waitlist from pre-

post in loss of primary diagnosis, 

clinical severity, and general 

functioning. 

o No significant differences 

between Net and waitlist in loss of 

all anxiety diagnoses, child- or 

parent-rated anxiety symptoms, or 

internalising symptoms. 

o Net showed maintained or 
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Study (first 

author), year 

Participants Design Control 

Condition 

Outcome  

Number/Age 

(Years) 

Diagnosis Time Measures Main Results 

improved treatment gains at 

follow-up on all outcome 

measures. 

Hoek, 2012 45/12-21 Anxiety PST Waitlist Pre-

Mid-

Post 

4-mth 

FU 

CES-D 

HADS 

o No difference in PST and waitlist 

on either measure. 

o Both groups had improvement in 

depressive symptoms, but not 

anxiety symptoms.  

Wuthrich, 

2012 

43/14-17 Anxiety Cool Teens Waitlist Pre-

Post 

3-mth 

FU 

ADIS-C/P 

SCAS-C 

SCAS-P 

SDQ-Em 

CATS 

ALIS 

o Cool Teens superior to waitlist 

from pre-post in loss of primary 

and all anxiety diagnoses, clinical 

severity, child- and parent-rated 

anxiety, and life interference.  

o Equal and significant 

improvement in automatic 

thoughts by both groups. 

o Cool Teens maintained or 

improved treatment gains at 

follow-up on all outcome 

measures. 

Blocher, 2013 15/11 Anxiety CCAL Nil Pre-

Mid-

Post 

3-mth 

FU 

MASC 

SCARED-

C 

SCARED-

P 

CBCL-

Total 

CBCL-Int 

CDI 

o Significant improvement in 

anxiety and depressive symptoms, 

and total problems pre-post. 

o Trend towards improvement in 

parent-rated anxiety symptoms 

and internalising symptoms pre-

post. 

o All improvements maintained at 

follow-up. 
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Study (first 

author), year 

Participants Design Control 

Condition 

Outcome  

Number/Age 

(Years) 

Diagnosis Time Measures Main Results 

Sportel, 2013 240/12-15 Anxiety CBM 

Clinic 

Waitlist Pre-

Post 

6-mth 

FU 

12-mth 

FU 

ADIS-C/P 

RCADS 

(SP) 

TAI 

stIAT 

Visual 

Probe 

ABIQ-

Recog 

o No significant difference between 

CBM and Clinic pre-post on 5/7 

outcome measures. 

o CBM superior to waitlist from 

pre-post in interpretive bias only.  

o Interpretive bias change not 

assessed at follow-up. 

Vigerland, 

2013 

30/8-12 Anxiety DARE Nil Pre-

Post 

3-mth 

FUP 

CSR 

SCAS-C 

SCAS-P 

o Significant reductions in clinician, 

parent, and child-rated symptom 

severity. 

o Effects maintained at follow-up. 

Vigerland, 

2015 

93/8-12 Anxiety DARE Waitlist Pre-

Post 

3-mth 

FUP 

CSR 

SCAS-C 

SCAS-P 

o DARE superior to waitlist control 

at post and follow-up assessment 

in clinician- and parent-rated 

symptom reduction. 

o No significant difference in child-

rated symptom reduction. 

Abeles, 2009 29/12-16 Depression Stressbusters Nil Pre-

Post 

3-mth 

FU 

SADS-

SAC 

CGAS 

MFQ 

SDQ 

RCMAS 

CTIC 

CASQ 

ATQ 

o Significant improvement from 

pre-post in loss of depression 

diagnosis, general functioning, 

mood, child-rated strengths and 

difficulties, anxiety symptoms, 

cognitions, attributional style, and 

automatic thoughts. 

o No change in parent-rated 

strengths and difficulties.  

o Improvements maintained at 
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Study (first 

author), year 

Participants Design Control 

Condition 

Outcome  

Number/Age 

(Years) 

Diagnosis Time Measures Main Results 

follow-up on all outcome 

measures. 

Van 

Voorhees, 

2008 

84/14-21 Depression CATCH-IT 

MI 

CATCH-IT 

BA 

Nil Pre 

Post 

CES-D o Equivalent and significant 

reductions in depressive 

symptoms in both conditions 

Van 

Voorhees, 

2009 

84/14-21 Depression CATCH-IT 

MI 

CATCH-IT 

BA 

Nil Pre 

6-wk 

FU 

3-mth 

FU 

PHQ-A 

CES-D 

o CATCH-IT MI superior to 

CATCH-IT BA in reduction of 

suicidal ideation and 

hopelessness. 

o CATCH-IT MI showed 

significant improvement from 

pre-post in reduction of suicidal 

ideation and hopelessness and 

depressive symptoms. 

o All improvements maintained at 

follow-up. 

Hoek, 2011 84/14-21 Depression CATCH-IT 

MI 

CATCH-IT 

BA 

Nil Pre 

6-wk 

FU 

3-mth 

FU 

6-mth 

FU 

PHQ-A 

CES-D 

o Equivalent and significant 

reductions in depressive 

symptoms maintained at 6-month 

follow up in both conditions 

Saulsberry, 

2013 

84/14-21 Depression CATCH-IT 

MI 

CATCH-IT 

BA 

Nil Pre 

6-wk 

FU 

1-yr 

FU 

PHQ-A 

CES-D 

o Equivalent and significant 

reductions in depressive 

symptoms maintained at 1-year 

follow up in both conditions 
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Study (first 

author), year 

Participants Design Control 

Condition 

Outcome  

Number/Age 

(Years) 

Diagnosis Time Measures Main Results 

Merry, 2012 187/12-19 Depression SPARX TAU Pre-

Post 

3-mth 

FUP 

CDRS 

RADS 

MFQ 

PQLESQ 

SCAS 

KHSC 

o SPARX superior to TAU from 

pre-post in hopelessness, mood, 

and generalised anxiety 

symptoms. 

o No significant difference to TAU 

in depressive symptoms and 

global improvement.  

o All improvements maintained at 

follow-up.  

Stasiak, 2012 38/13-18 Depression The Journey Placebo Pre-

Post 

1-mth 

FUP 

CDRS-R 

RADS 

PQLI 

ACS 

o The Journey superior to placebo 

control (psychoeducation only) in 

improving clinician-rated 

depressive symptoms and 

problem-solving skills.  

Stallard, 2011 20/11-17 Depression/Anxiety TFD Waitlist Pre-

Post 

SDQ-P 

SCAS-C 

AWS 

RSEI 

SCQ 

o TFD superior to waitlist pre-post 

in parent-rated strengths and 

difficulties and well-being. 

o Significant improvements in both 

groups pre-post in child-rated 

anxiety symptoms, self-esteem, 

and schemas.  

Attwood, 

2012 (Study 

1) 

13/10-12 Depression/Anxiety TFD Gaming Pre-

Post 

SCAS-C 

SCAS-P 

SDQ-P 

o TFD showed significant 

improvements from pre-post in 

child-rated anxiety symptoms. 

o TFD showed no significant 

difference from pre-post in 

parent-rated strengths and 

difficulties or anxiety symptoms. 

o No significant improvements 
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Study (first 

author), year 

Participants Design Control 

Condition 

Outcome  

Number/Age 

(Years) 

Diagnosis Time Measures Main Results 

from pre-post noted in gaming 

control condition for all outcome 

measures. 

Attwood, 

2012 (Study 

2) 

12/10-16 Depression/Anxiety TFD Nil Pre-

Post 

SCAS-C 

SCAS-P 

AWS 

SQC 

RSEI 

o Significant improvement from 

pre-post in well-being, 

generalised anxiety, self-esteem, 

and schemas.  

o No significant improvement in all 

other outcome measures.  

Bradley, 2012 13/15-18 Depression/Anxiety Feeling 

Better 

Nil Pre-

Post 

DASS-21 o Significant reduction in anxiety 

symptoms and psychological 

distress. 

Connelly, 

2006 

37/7-12 Pain Headstrong TAU Pre-

Post 

2-mth 

FU 

3-mth 

FU 

Frequency 

Duration 

Severity 

PMDA 

o Headstrong superior to TAU from 

pre-post in headache frequency, 

duration, and severity.  

o No difference to TAU from pre-

post in overall disability due to 

migraine.  

o All findings maintained at follow-

up. 

Hicks, 2006 47/9-16 Pain Online 

Manual 

TAU Pre-

Post 

3-mth 

FU 

Pain 

Intensity 

Pain 

Frequency 

Pain Free 

Days 

PQLI 

o Online Manual superior to TAU 

from pre-post in pain intensity 

and pain frequency. 

o No significant difference between 

Online Manual and TAU from 

pre-post in number of pain-free 

days or quality of life.  

o No significant difference to TAU 

on all outcome measures at 
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Study (first 

author), year 

Participants Design Control 

Condition 

Outcome  

Number/Age 

(Years) 

Diagnosis Time Measures Main Results 

follow-up. 

Palermo, 2009 48/11-17 Pain Web-MAP TAU Pre-

Post 

3-mth 

FU 

CALI 

Pain 

Intensity 

RCADS 

ARCS-P 

o Web-MAP superior to TAU from 

pre-post in anxiety-based 

limitations, pain intensity and 

adult responses to child pain. 

o No difference between Web-MAP 

and TAU from pre-post in anxiety 

and depressive symptoms. 

o Web-MAP superior to TAU at 

follow-up on all outcome 

measures. 

Rapoff, 2014 35/7-12 Pain Headstrong TAU Pre-

Post 

3-mth 

FU 

Frequency 

Duration 

Severity 

PMDA 

PQLI 

o Headstrong superior to TAU from 

pre-post in headache severity 

only. 

o No difference to TAU from pre-

post in headache frequency or 

duration, disability due to 

migraine, or quality of life. 

o Headstrong superior to TAU at 

follow-up in disability due to 

migraine only (effect on headache 

severity lost). 

Heinicke, 

2007 

73/12-18 Eating/Body Image My Body, 

My Life 

Waitlist Pre-

Post 

2-mth 

FU 

6-mth 

FU 

BSQ 

BMI 

BCS 

DEBA 

EWLBS 

EDI-BS 

SCTAS 

o My Body, My Life superior to 

waitlist from pre-post in body-

image, body comparisons, eating 

and weight loss behaviours, 

disordered eating, attitudes 

towards appearance, and 

depressive symptoms.  
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Study (first 

author), year 

Participants Design Control 

Condition 

Outcome  

Number/Age 

(Years) 

Diagnosis Time Measures Main Results 

BDI o No significant difference to 

waitlist in BMI at any time point. 

o My Body, My Life showed 

maintained or further 

improvement at follow-ups in all 

outcome measures, with the 

exclusion of BMI. 

Doyle, 2008 80/12-18 Eating/Body Image S2B TAU Pre-

Post 

4-mth 

FU 

BMI 

EDEQ-A 

BCSU 

o S2B superior to TAU from pre-

post in BMI and skill use.  

o No difference to TAU from pre-

post in all disordered eating 

subscales, with exception of 

increased dietary restraint in S2B. 

o S2B superior to TAU at follow-up 

in skill use and decreased shape 

concern only.  

Jones, 2008 105/15.1 Eating/Body Image S2B TAU Pre-

Post 

9-mth 

FU 

BMI 

EDEQ-A 

PACE 

CESDS 

o S2B superior to TAU from pre-

post in BMI, objective and 

subjective binge eating, and 

weight and shape concern. 

o No difference to TAU from pre-

post in objective overeating, 

dietary fat, or depressive 

symptoms. 

o S2B superior to TAU at follow-up 

in BMI, objective and subjective 

binge eating, and weight and 

shape concern only. 

Pretorius, 101/18.8 Eating/Body Image OBO Nil Pre EDEQ-A o Significant improvement in 
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Study (first 

author), year 

Participants Design Control 

Condition 

Outcome  

Number/Age 

(Years) 

Diagnosis Time Measures Main Results 

2009 3-mth 

FU 

6-mth 

FU 

objective binge eating, purging, 

laxative use, global disordered 

eating, and BMI. 

o All improvements maintained at 

follow-up. 
Note – Outcome Measures. ADIS-C/P: Anxiety Disorders Interview Schedule – Child and Parent Version; SCAS-S/P: Spence Children’s Anxiety Scale - Child and Parent 

Version; RCMAS: Revised Children’s Manifest Anxiety Scale; CBCL-Int/Total: Child Behavior Checklist – Internalising Scale/Total Score; CDI: Child Depression 

Inventory; CGAS: Children’s Global Assessment Scale; CES-D: Centre of Epidemiological Studies Scale –Depression; YSR-Int: Youth Self-Report – Internalising Scale; 

CATS: Children’s Automatic Thoughts Scale; ASTM: Anxiety symptom tracking measure; SDQEmot: Strengths and Difficulties Questionnaire emotional symptoms scale; 

ALIS: Adolescent Life Interference Scale; MASC: Multidimensional Anxiety Symptom Checklist; HADS: Hospital Anxiety and Depression Scale; K-SADS-PL: Kiddie-

Schedule for Affective Disorders and Schizophrenia – Present and Lifetime version; SCARED: Screen for Child Anxiety Related Disorders; AWS: The Adolescent Well 

Being Scale; RSEI: The Rosenberg Self-Esteem Inventory; SCQ: The schema Questionnaire for Children; RCADS (SP): Social Phobia subscale of the Revised Child Anxiety 

and Depression Scale; TAI: Spielberger Test Anxiety Inventory; stIAT: Single Target Implicit Association Test; AIBQ: Adolescent Interpretation and Belief Questionnaire; 

CESDS: Centre for Epidemiological Studies Depression Scale; RCASQ: Revised Children’s Attributional Style Questionnaire; RSES: Rosenberg Self-Esteem Scale; DSS-

Personal: Depression Stigma Scale – Personal Attitudes; DLS: Depression Literacy Scale; AD: Attitudes to Depression; DASS-21: Depression Anxiety Stress Scales – 21; 

SAD-SAC: Schedule for Affective Disorders and Schizophrenia for School-Age Children – Depression, Anxiety, and Conduct; MFQ: Moods and Feelings Questionnaire; 

CTIC: Cognitive Triad Inventory for Children; CASQ: Children’s Attributional Style Questionnaire-Revised; ATQ: Automatic Thoughts Questionnaire; MI: Motivational 

Interviewing: BA: Brief Advice; PHQ-A: Patient Health Questionnaire – Adolescents; LifeSkills Training Questionnaire; FPSCI: Family Problem Solving Communication 

Index; ITPBS: Intervention-Targeted Parenting Behaviours Scale; PQLI: Paediatric Quality of Life Inventory; PMDA: Paediatric Migraine Disability Assessment; ARCS-P: 

Adult Responses to Children’s Symptoms – Protect; BSQ: Body Shape Questionnaire-Short Form; BMI: Body Mass Index; BCS: Body Comparison Scale; DEBQ: Dutch 

Eating Behaviour Questionnaire-Restraint; EWLBS: Extreme Weight Loss Behaviours Scale; EDI-BS: EDI Bulimia Scale; SCTAS: Sociocultural Attitudes Towards 

Appearance Scale-3; BDI: Beck Depression Inventory; EDEQ-A: Eating Disorder Examination Questionnaire-Adolescent; BCSU: Behavioural and Cognitive Skill Use; 

PACE: PACE+ Dietary Fat Screening Measure; CDRS: Children’s Depression Rating Scale; RADS: Reynolds Adolescent Depression Scale-Second Edition; PQLESQ: 

Paediatric Quality of Life Enjoyment and Satisfaction Questionnaire; KHSC: Kazdin Hopelessness Scale for Children 

 

Note – Intervention. CCAL: Camp Cope-A-Lot; PST: Problem-Solving Training; CBM: Cognitive Bias Modification; CATCH-IT MI/BA: Component Adulthood Transition 

with Cognitive Behavioural Humanistic and Interpersonal Training with Motivational Interviewing/Brief Advice; TFD: Think, Feel, Do; LST: Web-MAP: Web-based 

Management of Adolescent Pain; S2B: StudentBodies2BED; OBO: Overcoming Bulimia Online 

 

Note – Other. Pre: pre-treatment; Post: post-treatment; FU: follow-up; TAU: treatment as usual 
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Treatment Interventions 

Anxiety. 

To the author’s knowledge, there are eight core computer-based therapy programs for 

children and adolescents with anxiety. These include Cool Teens (Cunningham et al., 2009; 

Cunningham, Rapee, & Lyneham, 2006b; Wuthrich, Rapee, Cunningham, Lyneham, Hudson, 

& Schniering, 2012), Camp Cope-A-Lot (Khanna & Kendall, 2008), BRAVE (Spence, 

Holmes, March, & Lipp, 2006; March, Spence, & Donovan; 2009; Spence et al., 2011; 

Donovan & March, 2014), DARE (Vigerland et al., 2013), OCD? Not Me! (Rees, Anderson, 

& Finlay-Jones, 2015), So You Have Been In An Accident (Cox, Kenardy, & Hendrikz, 2010), 

the Problem Solving Training Program (Hoek, Schuurmans, Koot, & Cuijpers, 2012), and 

Cognitive Bias Modification (Sportel, de Hullu, de Jong, & Nauta, 2013). The first five of the 

aforementioned programs apply CBT treatment, and include strategies such as 

psychoeducation, emotion recognition, relaxation, cognitive restructuring, graded exposure, 

and problem solving. The final three programs are not CBT-based and involve 

psychoeducation, problem-solving, and bias modification, respectively. The various programs 

differ markedly in (1) delivery structure (four featured child/adolescent sessions only and 

four featured parent and child/adolescent sessions), (2) intensity and duration (from three to 

20 youth sessions ranging from 15- to 60-minutes per session), (3) delivery mode (including 

online only, CD-ROM only, and mixed face-to-face and online), and (4) level of therapist 

involvement (ranging from no contact, face-to-face facilitation, phone calls, and weekly 

emails). Though not elaborated on in Table 1, some of these programs included booster 

sessions at a later time-point while other did not. For example, BRAVE-Online featured ten 

weekly child sessions, six weekly parent sessions, and two additional booster sessions at one 

and three months.  
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As illustrated in Table 2, there is strong empirical support for the efficacy of these 

interventions in the treatment of anxiety in young people. Twelve studies have been identified 

to evaluate the efficacy of anxiety-based programs, including eight RCTs (comparing 

computer-based therapy to waitlist control or face-to-face treatment; Spence et al., 2006; 

March et al., 2009; Khanna & Kendall, 2010; Spence et al., 2011; Hoek et al., 2012; 

Wuthrich et al., 2012; Sportel et al., 2013; Vigerland et al., 2015), two case studies (Spence et 

al., 2008; Cunningham et al., 2009), and two uncontrolled trials (Blocher, Fujikawa, Sung, 

Jackson, & Jones, 2013; Vigerland et al., 2013). Overall, participants ranged from seven to 

21-years and had anxiety symptoms consistent with clinical diagnoses prior to intervention. 

With the exclusion of the two case studies (with two and five participants each), study sizes 

ranged from 15 to 240 participants, and used a wide variety of outcomes measures (primarily 

the ADIS-C/P, SCAS-C, SCAS-P and CGAS) assessed at pre-intervention, post-intervention, 

and follow-up (from 2- to 12-months).  

Examination of the trials conducted on computer-based therapy for young people with 

anxiety suggests that computerised programs that include a range of CBT strategies are 

superior to those that involve only problem-solving skills training (Hoek et al., 2012) or 

cognitive-bias modification (Sportel et al., 2013). Significant clinician rated reductions in the 

primary anxiety diagnosis and overall symptom severity were found for the Cool Teens CD-

ROM (Wuthrich et al., 2012), The BRAVE Program (Spence et al., 2006; Spence et al., 2011), 

BRAVE-Online (March et al., 2009), Camp Cope-A-Lot (Khanna & Kendall, 2010), and 

DARE (Vigerland et al., 2013; Vigerland et al., 2015) and were either maintained or 

improved upon at follow-up. Furthermore, these programs also demonstrated improvements 

in secondary and symptom outcomes measures (such as anxiety symptoms, internalizing 

symptoms, negative automatic thoughts, strengths and difficulties and life interference 

ratings). Importantly, in studies comparing clinic-based CBT interventions to computer-based 
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therapies, comparable levels of diagnostic and symptom improvement have been found 

(Spence et al., 2006; Khanna & Kendall, 2010; Spence et al., 2011). Thus, it would appear 

that computer-based therapies employing CBT strategies for anxiety disorders in youth are 

equally effective as face-to-face CBT. 

Depression. 

Four computer-based therapies have been designed for the treatment of depression in 

youth and include SPARX (Merry et al., 2012), Stressbusters (Kroll, Harrington, Gowers, 

Frazer, & Jayson, 1996; Wood, Harrington, & Moore, 1996), CATCH-IT (Van Voorhees, 

Ellis, Stuart, Fogel, & Ford, 2005), and The Journey (Stasiak, Hatcher, Frampton, & Merry, 

2014). All employ a CBT framework and comprise strategies such as psychoeducation, 

emotion recognition, behavioural activation, relaxation, cognitive restructuring, self-esteem 

training, and problem-solving strategies. Three of the four programs target adolescents and 

young adults, while The Journey targets adolescents only. Unlike the anxiety arena, 

computer-based therapies targeting depression only feature sessions for young people, with 

no parent components included. The various programs differ in terms of (1) intensity and 

duration (from six to 14 sessions ranging from 25- to 90-minutes per session), (2) delivery 

mode (two online programs, two CD-ROM), and (3) level of therapist involvement (from a 

program orientation only to online group facilitation).  

As evident in Table 2, seven studies have trialled the efficacy of computer-based 

therapies for depression in adolescents. Two RCTs (one comparison to treatment as usual and 

one to active placebo; Merry et al., 2012; Stasiak et al., 2014) and five uncontrolled trials 

(Van Voorhees et al., 2008; Hoek et al., 2011; Saulsberry et al., 2013; Abeles et al., 2009; 

Van Voorhees et al., 2009) have been conducted. Participants in these studies ranged from 12 

to 21 years (N = 29 to 187), indicating a lack of trials in school-aged child populations. 
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Again, participants were assessed using a variety of outcome measures, typically at pre-

intervention, post-intervention, and follow-up (from 6-weeks to 3-months). 

Overall, results indicated significant improvements in primary outcome measures of 

depressive symptoms, primary depression diagnosis, general functioning, strengths and 

difficulties, suicidal ideation and hopelessness, and anxiety symptoms (Abeles et al., 2009; 

Van Voorhees et al., 2009; Merry et al., 2012; Stasiak, et al., 2014). An RCT demonstrated 

SPARX to be an effective treatment for mild to moderate adolescent depression, consistent 

with traditional face-to-face therapy (Merry et al., 2012). In this study, treatment gains were 

maintained at 3-month follow-up, and there were clinically significant improvements in 

anxiety and quality of life as well, suggesting an extension of program benefits both across 

time and across other areas of mental health and wellbeing (Merry et al., 2012).  

Trans-diagnostic programs: Depression and Anxiety. 

As noted in Table 1, there are two trans-diagnostic computer-based therapy 

interventions found to target the treatment of depression and/or anxiety in youth: Think, Feel, 

Do (Stallard, Richardson, Velleman, & Attwood, 2011; Attwood, Meadows, Stallard, & 

Richardson, 2012) and Feeling Better (Bradley, Robinson, & Brannen, 2012; Currie, 

McGrath, & Day, 2010). Think, Feel, Do is a computerised CBT intervention for children, 

delivered via CD-ROM over six sessions (30- to 45-mintes in length). The program is 

recommended for delivery under the guidance of a mental health assistant, to prompt 

discussion and offer support. Feeling Better is an online CBT intervention for adolescents, 

delivered over seven modules with minimal therapist involvement.  

Overall, four studies have evaluated the efficacy of trans-diagnostic computer-based 

therapies for the treatment of anxiety and/or depression in youth, including two RCTs (N = 

13 to 20; Stallard et al., 2011; Attwood et al., 2012), and two uncontrolled trials (N = 12 to 

13; Attwood et al., 2012; Bradley et al., 2012). Together, the studies assessed participants 
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aged from 10- to 18-years, on a variety of outcome measures (predominantly the CESDS, 

SCAS-C, SCAS-P, SDQ, and DASS-21) at pre-intervention and post-intervention. 

As illustrated in Table 2, evidence for the efficacy of trans-diagnostic computer-based 

interventions to treat depression and/or anxiety in youth is mixed. There is preliminary 

support for the efficacy of the Think, Feel, Do program (Stallard et al., 2011; Attwood et al., 

2012). Stallard et al. (2011) conducted a pilot randomised controlled trial and found 

significant improvements on three subscales in the control condition, compared to seven 

subscales in the Think, Feel, Do condition (social anxiety symptoms, self-esteem, depressive 

symptoms, cognitive schemas, and parent-reported strengths and difficulties). Stallard et al. 

(2011) also reported high rates of program satisfaction among adolescents who completed the 

intervention program. Following this, Attwood et al. (2012) conducted two studies, the first 

demonstrating effectiveness of the Think, Feel, Do program in improving child-rated anxiety 

symptoms, compared to a computer gaming condition, in a universal implementation; and the 

second demonstrating significant improvements in well-being, generalised anxiety, self-

esteem, and cognitive schemas following intervention among a clinical sample of 

adolescents. Finally, Bradley et al. (2012) found that adolescents who participated in the 

Feeling Better program demonstrated significant reductions in anxiety symptoms and 

psychological distress. Overall, these findings infer moderate support for standalone trans-

diagnostic computer-based therapies targeting depression and/or anxiety. 

Pain. 

As noted in Table 1, there are three computer-based interventions targeting the 

treatment of pain in youth: The Online Manual (Hicks, von Baeyer, McGrath, 2006), 

Headstrong (Connelly, Rapoff, Thompson, & Connelly, 2006), and the Web-Based 

Management of Adolescent Pain (Web-MAP; Palermo, Wilson, Peters, Lewandowski, & 

Somhegyi, 2009). Both Web-MAP and The Online Manual target chronic pain and 
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Headstrong were developed for the treatment of headache-specific pain. All programs feature 

CBT treatment protocols and consist of strategies such as psychoeducation, trigger 

identification, relaxation, cognitive restructuring, behavioural activation, and relapse 

prevention. All three programs feature child and parent components, however they differ on 

(1) intensity and duration (from four to eight child sessions ranging from 30- to 60-minutes 

per session), (2) delivery mode (two online programs and one CD-ROM), and (3) level of 

therapist involvement (including no involvement, email-only, and email and phone support).  

Evidence is mixed when results of the four RCTs investigating the three pain 

interventions for young people, are examined (N = 35 to 48; Connelly et al., 2006; Hicks et 

al., 2006; Palermo et al., 2009; Rapoff et al., 2014). The four trials feature children and 

adolescents of various ages (7- to 17-years), with outcome measures assessed at pre-

intervention, post-intervention, and follow-up (from 2- to 3-months) and all trials comparing 

the computer-based treatment to a treatment as usual condition. Pain frequency, 

intensity/severity, and duration comprised the primary outcome measures, together with 

assessments of quality of life and life interference associated with pain as secondary 

measures.  

As indicated in Table 2, the results of the four studies are somewhat inconclusive. 

Significant outcomes are noted for headache frequency, severity/intensity, and duration in 

only 2/3, 4/4, and 1/3 studies, respectively. In addition, there were no significant differences 

between groups found for quality of life or life interference in three of the four studies. 

Computer-based therapies have mixed support for the management of chronic pain and 

headaches in youth. 

Eating Disorders and Body Image. 

Within the disordered eating and body image area, three computer-based therapies 

have been identified for youth: My Body, My Life: Body Image Program for Adolescent Girls 
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(Heinicke, Paxton, McClearn, & Wertheim, 2007), StudentBodies2BED (Doyle et al., 2008; 

Jones et al., 2008), and the Overcoming Bulimia Online Program (Pretorius et al., 2009; 

Williams, Aubin, Cottrell, & Harkin, 1998). All three programs target adolescents, and 

StudentBodies2Bed is the only program addressing body-image concerns in both males and 

females (the others are female-only). The programs feature a range of common CBT 

treatment components, with Overcoming Bulimia Online Program also including 

motivational interviewing techniques. The programs differ notably in terms of (1) intensity 

and duration (from six to 16 sessions ranging from 30- to 90-minutes per session), (2) 

delivery modality (online chat room, online program, and combined chat room and online 

program), and (3) level of therapist contact (full versus partial group facilitation, with/without 

additional email support).   

The computer-based therapy programs for body-image concerns appear to be 

efficacious overall. Four studies have examined their efficacy, including one RCT comparing 

treatment to a waitlist condition (Heinicke et al., 2007), two RCTs comparing the computer-

based program with treatment as usual (Doyle et al., 2008; Jones et al., 2008), and one 

uncontrolled trial (Pretorious et al., 2009). The studies involve adolescents from 12- to 18-

years, and include large samples (from 73 to 105 participants). The various studies used a 

range of different outcome measures, with assessment conducted at pre-intervention, post-

intervention, and follow-up (from 2- to 9-months).  

As evident in Table 2, results indicate moderate support for the efficacy of computer-

based interventions to support adolescents with disordered eating or body image problems. 

My Body, My Life was shown to be superior to waitlist controls in improving body-image, 

body comparisons, eating and weight loss behaviours, disordered eating, attitudes towards 

appearance, and depressive symptoms, with all of these improvements being maintained at 2- 

and 6-month follow-up (Heinicke et al., 2007). StudentBodies2BED showed inconsistent 
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outcomes between studies with respect to disordered eating behaviours and body related 

cognitions, although both studies indicated significantly stronger reductions in weight and 

shape concern at follow-up (Doyle et al., 2008; Jones et al., 2008). The Overcoming Bulimia 

Online program had the most promising results, with significant improvements on all 

outcome measures at post-intervention and follow-up. BMI was noted to significantly 

improve (decrease) in response to intervention following StudentBodies2BED and 

Overcoming Bulimia Online only (Doyle et al., 2008; Jones et al., 2008; Pretorius et al., 

2009). The above results some support for computer-based programs designed to improve 

disordered eating behaviour and body image concerns in youth.  
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Table 3 

Computer-based psychological prevention programs for children and adolescents 

Author (first 

author), year 

Program Target 

Population 

(years) 

Disorder Targeted 

by Intervention 

Type of 

Intervention 

Total Number of 

Sessions/Duration 

(minutes) 

Delivery 

Mode 

Therapist 

Input 

Gerrits, 2007 Master Your Mood 

Online 

13-21 Depression CBT YP = 8/90 Online 

chat-room 

Online group 

supervision 

Van der 

Zanden, 2012 

Master Your Mood 

Online 

16-25 Depression CBT YP = 6/90 Online 

chat-room 

Online group 

facilitation 

O’Kearney, 

2007 

MoodGYM 12-17 Depression/Anxiety CBT YP = 5/60 Online 

program 

Nil 

Calear, 2009 MoodGYM 12-17 Depression/Anxiety CBT YP = 5/60 Online 

program 

Nil 

Sethi, 2013 MoodGYM 18-25 Depression/Anxiety CBT YP = 5/60 Online 

program 

Nil 

Schinke, 

2008 

Underage Drinking 

Prevention Program 

10-13 Substance Use Mixed YP -Mother dyad 

= 14/§ 

Online 

program 

or CD-

ROM 

Twice-weekly 

emails 

Williams, 

2005 

Lifeskills Training 

CD-ROM

12-13 Substance Use CBT YP = 10/§ Online 

program 

or CD-

ROM 

Nil 

Fang, 2010 Web-Based 

Substance Use 

Prevention Program 

10-14 Substance Use Mixed YP -Mother dyad 

= 10/45 

Online 

program 

Nil 

Schwinn, 

2010 

Alcohol Prevention 

Program 

9-13 Substance Use Problem-

solving/social-

cognitive 

therapy 

YP = 13/§ CD-ROM Nil
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Author (first 

author), year 

Program Target 

Population 

(years) 

Disorder Targeted 

by Intervention 

Type of 

Intervention 

Total Number of 

Sessions/Duration 

(minutes) 

Delivery 

Mode  

Therapist 

Input 

Schinke, 

2011 

Computer-Delivered 

Drug Prevention 

Program 

11-13 Substance Use Mixed YP -Mother dyad 

= 10/§ 

Online 

program 

or CD-

ROM 

Nil 

§ Data unavailable.  

Note. CBT: Cognitive-Behavioural Therapy; YP: Young person 

 

Table 4 

Efficacy of computer-based psychological prevention programs for children and adolescents 

Study (first 

author), year 

Participants Design Control 

Condition 

Outcome  

Number/Age 

(Years) 

Diagnosis Time Measures Main Results 

Gerrits, 

2007 

140/13-21 Depression MYMO Nil Pre-

Post 

CES-D o Significant improvement in depressive 

symptoms pre-post. 

Van der 

Zanden, 

2012 

244/16-25 Depression MYMO Waitlist Pre-

Post 

6-

mth 

FU 

CES-D 

HADS 

o Significant improvements in 

depressive symptoms 

o MYMO superior to waitlist control in 

depressive symptom reduction 

O’Kearney, 

2007 

78/15-16 Depression/Anxiety MoodGYM Waitlist Pre-

Post 

3-

mth 

FU 

CESDS 

RCASQ 

RSES 

DSS-

Personal 

o No significant improvement compared 

to waitlist on any outcome measures.  

Calear, 2009 1477/12-17 Depression/Anxiety MoodGYM Waitlist Pre-

Post 

RCMAS 

CESDS 

o MoodGYM superior to waitlist from 

pre-post in anxiety symptoms and 
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Study (first 

author), year 

Participants Design Control 

Condition 

Outcome  

Number/Age 

(Years) 

Diagnosis Time Measures Main Results 

6-

mth 

FU 

depressive symptoms (male 

participants only). 

o No significant difference in total or 

female depressive symptoms. 

O’Kearney, 

2009 

157/15-16 Depression/Anxiety MoodGYM Waitlist Pre-

Post 

5-

mth 

FU 

CESDS 

RCASQ 

DLS 

AD 

o No significant improvement compared 

to waitlist on all outcome measures, 

with the exception of depressive 

symptoms at follow-up. 

Sethi, 2013 89/18-25 Depression/Anxiety MoodGYM 

Clinic 

MoodGYM-

Clinic 

Waitlist Pre-

Post 

DASS-21 o MoodGYM-Clinic superior to all other 

conditions pre-post in anxiety and 

equivalent to Clinic in depression and 

stress. 

o MoodGYM superior to waitlist from 

pre-post in anxiety and stress and 

equivalent to Clinic in depression and 

anxiety. 

o Clinic superior to MoodGYM from 

pre-post in stress only. 

Williams, 

2005 

123/12-13 Substance Use LST Waitlist Pre-

Post 

LSTQ o LST superior to waitlist from pre-post 

in drug attitudes, drug norms, 

relaxation and anxiety management 

skills, marginally so in drug 

knowledge. 

o No significant improvement in drug-

use behaviour between conditions. 

Schinke, 

2008 

202/10-13 Substance Use UDPP Waitlist Pre-

Post 

2-

FPSCI 

ITPBS 

PMS 

o UDPP superior to waitlist from pre-

post in all outcome measures: family 

problem-solving communication, 
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Study (first 

author), year 

Participants Design Control 

Condition 

Outcome  

Number/Age 

(Years) 

Diagnosis Time Measures Main Results 

mth 

FU 

IPFI 

ADAQ 

AASES 

LSTQ 

PPQ 

parenting behaviour and monitoring, 

protective factors, normative beliefs 

and drinking intentions, abstinence 

self-efficacy, and parenting practices. 

o All treatment gains maintained at 

follow-up.  

Schinke, 

2009 

916/11-13 Substance Use SUPP Waitlist Pre 

2-yr 

FU 

IFIRS 

IPPA 

FADS 

PMS 

SPPA 

CDI 

CASQ 

BPN 

RSES 

ADAS 

CNUDS 

o SUPP superior to waitlist from pre-

follow-up in family interactions, 

attachment, alcohol related 

communication, parental monitoring, 

coping skills, normative beliefs, 

alcohol refusal self-efficacy, substance 

use, and substance use intentions. 

o No significant difference between 

groups from pre-follow-up in self-

perception or depressive symptoms. 

Fang, 2010 108/10-14 Substance Use WBSUPP Waitlist Pre-

Post 

CDI 

AASES 

LSTQ 

IPPA 

IFIRS 

PMS 

ITPBS 

o WBSUPP superior to waitlist from pre-

post in all outcome measures: 

depressive symptoms, alcohol 

abstinence self-efficacy, attachment, 

family interactions, parental 

monitoring, parenting behaviours, 

substance use, and substance use 

intentions. 

Schwinn, 

2010 

513/17.3 Substance Use CD-ROM 

CD-ROM-

Parent 

Waitlist Pre 

6-yr 

FU 

RS 

PU 

ADAS 

o CD-ROM-Parent and CD-ROM 

superior to waitlist from pre-post in 

substance refusal skills, negative 

consequences related to alcohol, and 
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Study (first 

author), year 

Participants Design Control 

Condition 

Outcome  

Number/Age 

(Years) 

Diagnosis Time Measures Main Results 

substance use (alcohol and tobacco).  

o CD-ROM-Parent superior to CD-ROM 

in reduction of tobacco use only.  

o No significant difference between 

treatment and waitlist conditions in 

marijuana use.   

Schinke, 

2011 

456/10-13 Substance Use DUPP Waitlist Pre 

2-yr 

FU 

FPSCI 

ITPBS 

PMS 

ADAS 

CDI 

SPPA 

AASES 

PPQ 

o DUPP superior to waitlist from pre-

follow-up in family problem-solving 

communication, parenting behaviours, 

parental monitoring, normative beliefs, 

alcohol use, substance use intentions, 

depressive symptoms, self-perception, 

abstinence self-efficacy, and parenting 

practices. 

o No significant difference between 

groups from pre-follow-up in tobacco, 

marijuana, or prescription drug misuse.  
Note – Outcome Measures. CDI: Child Depression Inventory; CES-D: Centre of Epidemiological Studies Scale –Depression; HADS: Hospital Anxiety and Depression Scale; 

CESDS: Centre for Epidemiological Studies Depression Scale; RSES: Rosenberg Self-Esteem Scale; DSS-Personal: Depression Stigma Scale – Personal Attitudes; DLS: 

Depression Literacy Scale; AD: Attitudes to Depression; DASS-21: Depression Anxiety Stress Scales – 21; CASQ: Children’s Attributional Style Questionnaire-Revised; 

LKTQ: LifeSkills Training Questionnaire; FPSCI: Family Problem Solving Communication Index; ITPBS: Intervention-Targeted Parenting Behaviours Scale; PMS: Parental 

Monitoring Scale; IPFI: Individual Protective Factors Index; ADAS: American Drug and Alcohol Survey; AASES: Alcohol Abstinence Self-Efficacy Scale; PPQ: Parenting 

Practices Questionnaire; IFIRS: Iowa Family Interaction Ratings Scale; IPPA: Inventory of Parent and Peer Attachment; FADS: Family Alcohol Discussions Scale; SPPA: 

Self-Perception Profile for Adolescents; CASQ: Coping Across Situations Questionnaire; BPN: Beliefs about Peer Norms; RSES: Refusal Self-Efficacy Scale; CNUDS: 

Commitment to Not Use Drugs Scale; RS: Refusal Skills; PU: Peer Use 

 

Note – Intervention. MYMO: Master Your Mood Online; LST: Lifeskills Training CD-ROM; UDPP: Underage Drinking Prevention Program; SUPP: Substance Use 

Prevention Program; WBSUPP: Web-based Substance Use Prevention Program; DUPP: Computer-delivered Drug Abuse Prevention Program 

 

Note – Other. Pre: pre-treatment; Post: post-treatment; FU: follow-up; TAU: treatment as usual 
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Prevention Interventions 

Depression. 

One computer-based therapy program has been designed for the prevention of 

depression in youth, called Master Your Mood Online (Gerrits, van der Zanden, Visscher, & 

Conijn, 2007). The program uses a CBT framework and target adolescents and young adults. 

The program has been trialled with six and eight 90-minute sessions, with adjunct therapist 

support.  As evident in Table 4, two studies have trialled the efficacy of the program, one 

controlled (Van der Zanden et al., 2012) and one uncontrolled trial (Gerrits et al., 2007). 

Participants in these studies ranged from 13 to 25 years (N = 140 to 244), indicating a lack of 

trials in child populations. Participants were assessed using a variety of outcome measures, at 

pre-intervention and post-intervention, and at 6-month follow-up for the controlled trial. 

Overall, results indicated significant improvements in primary outcome measures of 

depressive symptoms (Gerrits et al., 2007; Van der Zanden et al., 2012), and demonstrated 

superior outcomes to waitlist controls (Van der Zanden et al., 2012).  

Trans-diagnostic programs: Depression and Anxiety. 

As noted in Table 3, one trans-diagnostic computer-based therapy intervention was 

identified to target the prevention of depression and/or anxiety in youth, called MoodGYM 

(O’Kearney, Gibson, Christensen, & Griffiths, 2007; Calear, Christensen, Mackinnon, 

Griffiths, & O’Kearney, 2009; Sethi, 2013). MoodGYM is a CBT-based child-focused (no 

parent sessions) intervention delivered online, delivered over five sessions or 60-minutes in 

length, with no therapist contact. Four waitlist controlled trials have evaluated the efficacy of 

this program for the prevention of anxiety and/or depression in youth (N = 78 to 1477; 

O’Kearney et al., 2007; O’Kearney, Kang, Christensen, & Griffiths, 2009; Calear et al., 2009; 

Sethi, 2013). Together, the studies assessed participants aged from 12- to 25-years, on a 
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variety of outcome measures (predominantly the CESDS) at pre-intervention, post-

intervention, and follow-up (from 3- to 6-months).  

As illustrated in Table 4, evidence for the efficacy for the program is mixed. 

MoodGYM was found to have no significant improvement in overall depressive symptoms in 

comparison to the control group from pre- to post-intervention (O’Kearney et al., 2007; 

Calear et al., 2009; O’Kearney et al., 2009), although improvements in anxiety symptoms 

(Calear et al., 2009), male depressive symptoms (Calear, 2009), and depressive symptoms at 

follow-up (O’Kearney et al., 2009) were noted. Sethi (2013) assessed the effectiveness of 

MoodGYM in conjunction with face-to-face therapy and found significant treatment gains in 

anxiety symptoms and overall distress compared to the control condition, although no 

significant gains in depression. The study concluded that MoodGYM, delivered in 

conjunction with face-to-face CBT, was more effective than either face-to-face CBT or Mood 

GYM alone in the treatment of anxiety and/or depression (Sethi, 2013).  

Substance Use. 

Within the substance-use domain, there are six identified computer-based therapy 

programs targeting young people: the Underage Drinking Prevention Program (Schinke, 

Cole, & Fang, 2008), the Substance Use Prevention Program (Schinke, Fange, & Cole, 

2009), the Web-Based Substance Use Prevention Program (Fang, Schinke, & Cole, 2010), 

the Lifeskills Training CD-ROM (Williams, Griffin, Macaulay, West, & Gronewold, 2005), 

the Alcohol Prevention Program (Schwinn & Schinke, 2010), and the Computer-Delivered 

Drug Abuse Prevention Program (Schinke, Fang, Cole, & Cohen-Cutler, 2011). All programs 

target young adolescents, with the exception of the Alcohol Prevention Program, that 

targeted youth in later adolescence. The interventions differ in terms of treatment 

components, with four programs incorporating child-parent dyads and focusing on family 

interaction therapy, and the others consisting of a range of CBT-based, problem-solving, and 
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social-cognitive components. The substance abuse programs differ in terms of (1) intensity 

and duration (ranging from nine to 14 sessions), (2) delivery mode (CD-ROM or online), and 

(3) therapist involvement (five programs were self-help and one featured twice-weekly 

emails from a therapist).  

Despite being predominantly self-help, computer-based therapy programs in the 

substance-use area have produced promising results. Overall, six studies have assessed 

program efficacy of these programs, all of which are RCTs (N = 108 to 916; Williams et al., 

2005; Schinke et al., 2008; Schinke et al., 2009; Fang et al., 2010; Schwinn & Schinke, 2010; 

Schinke et al., 2011). Together, the studies assessed participants aged between 10- and 17-

years, on a large number of outcome measures. Three of the studies featured a pre- and post-

intervention or short (2-month) follow-up, and three trials conducted a long-term follow-up 

(from 2- to 6-years).  

Overall, outcomes were consistently promising across the six programs. In those 

examining immediate or short-term intervention gains, intervention was superior to waitlist in 

terms of variables such as drug-related attitudes and normative beliefs, relaxation and anxiety 

management skills, depressive symptoms, family dynamics and communication, parenting 

behaviours and monitoring, abstinence self-efficacy, substance use, and substance use 

intentions. Long-term trials have shown computer-based therapies to be efficacious in 

improving similar outcomes, with inconclusive evidence around the long-term effects of 

these programs in terms of depressive symptoms, self-perception, and the use of selected 

substances (i.e. marijuana). Overall, it would seem that computer-based interventions might 

be effective in promoting and maintaining positive changes in non-clinical populations with 

respect to substance abuse issues.  
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Chapter Summary 

This chapter discussed computer-based therapies as a mode of service delivery for 

mental health intervention, including their origins and development, use in adult populations, 

and efficacy in the prevention and treatment of mental health disorders in children and 

adolescents. From this chapter, it is evident that computer-based therapies have the potential 

to circumvent a number of barriers to traditional mental health services, including barriers 

relating to the availability of trained health professionals, cost of face-to-face treatment 

services, restrictions of time and place of treatment accessibility, and stigma relating to 

attending mental health clinics. Computer-based therapies predominantly feature cognitive-

behavioural therapy, a structured intervention well suited for transition into computer-based 

treatment modules. It is also clear that there is a growing body of evidence to suggest 

computer-based therapies can offer comparative treatment effectiveness to face-to-face 

interventions for adults and young people. Specifically, research suggests computer-based 

therapies are an effective treatment and prevention intervention for the most prominent 

mental health disorders among youth: anxiety and depression. The next chapter will discuss 

how these computer-based therapy programs have been utilised in the community. Chapter 3 

reviews the rate of uptake of computer-based therapies in general, the current literature on 

attitudes towards computer-based therapies for adults and young people, factors influencing 

attitudes towards these services, and attempts to improve the uptake of programs.  
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CHAPTER 3 – UPTAKE OF COMPUTER-BASED THERAPIES 

Current Utilization of Computer-Based Therapies 

It is evident from Chapter 2 that a number of efficacious computer-based therapies 

exist for a range of mental health challenges faced by children and adolescents. The value of 

these programs is, however, lost if they are not being utilised by youth in the community. In 

spite of the many advantages to service accessibility offered by computer-based therapies, 

these programs appear to be afflicted by the same low uptake as their traditional face-to-face 

counter-parts.   

Many potential factors may contribute to the poor uptake of computer-based therapies 

in community and mental health settings. Drawing from the Theory of Planned Behavior 

(Ajzen, 1985), behavioural intentions are strongly influenced by attitudes, subjective norms, 

and perceived locus of control, which are each influenced by individual characteristics 

(including demographics, personality, and experience). The Theory of Planned Behaviour 

also defines a number of additional factors that may influence attitudes, including knowledge, 

perceived benefits, and perceived barriers (Ajzen, 1985). In the computer-based therapy 

literature, a model proposed by Ritterband and colleagues (2009) defines user characteristics 

(such as disease, demographics, traits, cognitive factors, beliefs and attitudes) as the first step 

in engagement with computer-based therapy interventions, with subsequent steps detailing 

intervention outcomes (i.e. website use, website support, and website elements, mechanisms 

of change, behaviour change, symptom improvement, and treatment maintenance).  

Following these models, of interest to the present thesis is how individual 

characteristics, mental health knowledge and attitudes, knowledge of and prior experience, 

influence consumers’ attitudes towards, and intentions to use computer-based therapies. 

Examining the relationship between these factors and intentions to use computer-based 

therapies is vital for the development of informed strategies to advance service use, and 
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subsequently improve the accessibility of mental health support for all youth. The following 

discussion reviews the current literature on the attitudes of mental health professionals and 

service users towards the use of computer-based therapies for adults and young people.  

Attitudes Towards Computer-Based Therapies for Adults 

 As with traditional psychological interventions, the successful implementation of 

computer-based therapies is contingent on service uptake by potential users, including both 

mental health professionals and mental health service consumers. Understanding users’ 

existing knowledge, expectations, and attitudes towards computer-based therapies is therefore 

essential to generate effective strategies to increase uptake and optimise the use of these 

programs. Though emerging, research in this field is still in its infancy, with only five studies 

surveying attitudes towards computer-based therapies for adults (or unspecified age group) 

and five assessing attitudes around youth-targeted computer-based interventions. The 

following section provides a discussion of clinician and user attitudes towards the use of 

computer-based psychological interventions for adults, and outlines a research protocol 

recommended for research in the field.  

Clinician Attitudes 

Three studies have evaluated clinician attitudes towards the use of computer-based 

therapies for adults (or an unspecified age group). Gun, Titov, and Andrews (2011) surveyed 

a large sample of users of mental health promotion and research websites on their attitudes 

towards internet-based treatments. Both clinicians and users were included in the survey. 

Clinician attitudes towards internet-based therapies trended towards greater acceptability for 

mild to moderate anxiety or depression, and less endorsement for severe conditions. Results 

pertaining to respondents’ intentions to use services, suggested that traditional face-to-face 

therapy remained preferential, with only 4% of health professionals indicating a preference 

for internet-based therapy. Gun et al. (2011) also offered users the option to have equal 
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preference for either service, creating a more realistic surveyed scenario a forced decision. 

The results from this option were promising, with one in four health professionals indicating 

equal preference for internet and face-to-face treatment. This finding suggests that in contexts 

where traditional services are absent or inaccessible, users may be more likely to access 

computer-based therapies as an alternative treatment service. Interestingly, experience with 

internet-based treatment was markedly low, with only 5% of respondents reporting prior use. 

However, Gun et al. (2011) noted that previous users had significantly higher ratings of 

acceptability and intent to use computer-based therapies compared to those with no 

experience. All respondents indicated that accessing information was essential to increasing 

their potential uptake of computer-based therapies. Information on service effectiveness, 

availability, ethical and legal guidelines for use, and training were most highly endorsed. As 

evidenced by these findings, endorsement of computer-based therapies may be stronger 

subsequent to individual experience or knowledge.  

Becker and Jensen-Doss (2013) also conducted a large-scale investigation with over 

1,000 mental health clinicians in the United States. The study assessed attitudes towards 

computer-assisted CBT, in addition to a unique exploration of access to technology, computer 

fluency, and predictors of attitudes (including therapist openness to using new evidence-

based practices in general). The results indicated that approximately 90% of clinicians had 

access to a computer in the workplace and that overall, perceived computer fluency was high. 

Clinician attitudes towards computer-assisted therapies ranged from neutral to positive, 

although they reported concerns around damage to rapport and a lack of anticipated benefit to 

client outcomes. Analysis of therapist factors found that clinicians’ attitudes towards 

computer-assisted therapies were more positive among those with greater technology access 

and higher computer fluency. In contrast, clinicians who had lower openness to using new 

evidence-based practices or were more therapeutically process-orientated had less positive 
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attitudes. The generalisability of these results to an Australian context is somewhat limited by 

the fact that clinical psychologist, who are typically recognised as the primary facilitators of 

CBT in Australia, were excluded from the study. Instead, the study sampled a range of mental 

health professionals, including social workers, counsellors, and family therapists. 

Nevertheless, conclusions drawn from this study highlight that technology access and user 

confidence are also likely to bolster intentions to use computer-based therapies.  

Most recently, Donovan, Poole, Boyes, Redgate, and March (2015) conducted an 

enquiry into the perceptions of Australian mental health workers towards computer-based 

CBT (cCBT) interventions. The study surveyed 124 mental health workers (including 

psychologists, counsellors, social workers, and more) on their knowledge of cCBT, perceived 

advantages disadvantages of cCBT, circumstances under which cCBT was perceived to be 

advantageous, belief in the efficacy of computers in therapy, comfort with using computers in 

therapy, and uptake intentions. The results indicated that participants with a greater 

knowledge about these programs perceived fewer disadvantages and a greater number of 

situations in which they thought these programs would be advantageous. In addition, 

participants who reported being more likely to use cCBT were found to see more  perceived 

advantages and fewer perceived disadvantages of the programs, a greater range of perceived 

advantageous circumstances for use, higher belief in the efficacy and higher comfort with 

using computers in therapy, and greater knowledge of cCBT. Of note, the study found that 

only 33.1% of mental health workers reported having seen a cCBT program and even fewer 

(18.5%) had used one. Yet, 46.0% indicated they were definitely or most likely to use one in 

the future. It is evident that clinicians’ attitudes towards these programs appear moderately 

positive and that their specific knowledge of computer-based therapies is an important factor 

in these perceptions. 
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User Attitudes 

As aforementioned, Gun et al. (2011) surveyed users’ attitudes towards computer-

based therapies. The study found that attitudes for users were similar to those of health 

professionals, with greater program acceptability for mild to moderate anxiety or depression, 

and less support for severe psychological disorders. While users showed a preference for 

face-to-face therapy (only 9% chose internet-based therapy over face-to-face therapy), this 

preference was somewhat weaker than that of health professionals. Furthermore, when 

offered the opportunity to have an equal preference, approximately one in three users 

indicated an equal preference for computer-based and face-to-face delivery formats. 

Consistent with mental health professionals, experience and knowledge of services predicted 

greater intentions to use computer-based therapies. The general consistency between clinician 

and user attitudes towards these services is promising, such that experiential and information 

based strategies to increase uptake may be applied to both populations with some success.  

Research in the Australian context has also explored user attitudes toward computer-

based therapies for adults. Klein and Cook (2010) examined group differences between adult 

users who preferred internet-based (e-preferers) or face-to-face (non e-preferers) mental 

health services. Less than one in four respondents were e-preferers. Overall, the groups 

appeared quite similar, with no significant differences in demographics, access to technology, 

learning style, or previous use of mental health services in general. Within the group of 

respondents with mental health service experience, more e-preferers had accessed counselling 

online than non e-preferers, suggesting that exposure to computer-based therapies may 

influence future service preferences. E-preferers reported more stigmatised beliefs about 

mental health, and perhaps were therefore more likely to value the anonymity and privacy 

offered by computer-based treatments. Klein and Cook (2010) also found personality to be 

influential, with e-preferers scoring lower on extraversion, neuroticism, agreeableness, and 
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openness to experience, than non e-preferers. Perceptions of mental health service 

helpfulness and intentions for future use were not surprising, with non e-preferers generally 

endorsing traditional face-to-face services and e-preferers preferring self-help computer-

based options. Of note, while there was a trend towards e-preferers endorsing greater 

perceived helpfulness therapist-assisted online programs than non e-preferers, this difference 

was not statistically significant. As level of therapist assistance varies markedly between 

computer-based therapies, informative strategies to improve uptake should subsequently 

educate users about such variability, so as not to dissuade users who may be willing to use 

computer-based programs with full or partial therapist support. Less than 10% of respondents 

were unwilling to use internet-based mental health services and more than half indicated that 

being more informed about the programs available would be beneficial. Overall, these 

findings highlight the potential significance of malleable factors (such as knowledge and 

understanding), as well as static attributes (such as personality), on attitudes towards 

computer-based therapy services.  

More recently, Carper et al. (2013) surveyed clinician and user perceptions of 

computer-based psychotherapy in the United States. Participants were 55 patients with either 

a depression or anxiety diagnosis, and 26 mental health clinicians. Overall, results indicated 

user perceptions of computer-based psychotherapies were neutral to negative, with low 

intentions for use. User reported benefits of computer-based psychotherapy included cost 

effectiveness, increased accessibility, and flexibility of administration. The researchers noted 

that anonymity was not a perceived benefit of computer-based psychotherapy, yet 

acknowledged that participants were already seeking face-to-face therapy and thus may have 

been less likely to value anonymity than other potential users, who are not engaged in current 

treatment. Users also reported webcam, partial therapist support, and instant messaging 

models of computer-based psychotherapy as preferable to email-based or self-help models. 
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Mental health clinicians held more positive perceptions of computer-based psychotherapy 

than users, with neutral to positive attitudes towards use. User and clinician attitudes were 

both marked by a perceived lack of knowledge about computer-based therapies, which may 

well have driven the low rates of adoption. Indeed, Carper et al. (2013) argued that 

facilitating increased knowledge of, and exposure to, computer-based therapies through 

targeted dissemination and marketing plans, might increase service uptake in the community.  

Considerations for Computer-Based Therapies Attitude Research 

In a recent study protocol, Montero-Marin et al. (2013) categorised some of the main 

themes recommended for consideration in research examining attitudes towards computer-

based therapies. Given the focus of the present thesis, a brief review of these 

recommendations is provided. Research recommendations made by Montero-Marin et al. 

(2013) included assessment across seven domains. Firstly, as they are different from 

traditional therapy models, measuring users’ attitudes towards the technology-aspects of 

computer-based therapies is essential, including user technology skills, access, and routine 

use. Secondly, user’s expectations of therapeutic effectiveness and preference against face-to-

face therapy should also be measured to estimate intentions to use. Thirdly, consistent with 

the relationship between experience and preferences highlighted earlier, assessment of users’ 

prior experience with computer-based therapies is encouraged, including how well users 

identify with these programs, actual barriers and facilitators of prior use, and perceived 

treatment effectiveness. The fourth and fifth assessment domains in the protocol recommend 

the direct measurement of attitudes towards and knowledge of, computer-based therapies, in 

order to assess whether such attitudes are informed by accurate or inaccurate knowledge of 

services. Relevant to clinician and services only, the sixth domain recommends assessment of 

staff accessibility and support for program implementation. The final recommendation is to 

assess perceived disadvantages of computer-based therapies. Many of these themes feature in 
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past and present research in the field, although the recommendations vary in terms of their 

applicability to mental health professionals versus users.  

As is evident from the above discussion, clinician and user attitudes towards 

computer-based therapies for adult populations are mixed, with increased uptake intentions 

when users are offered the opportunity for equal preference between traditional and 

computer-based services. Furthermore, positive attitudes appear to be associated with prior 

program experience, greater knowledge of computer-based therapies, and high technology 

access and fluency. Extending on these findings, the following section outlines clinician, 

youth, and parental attitudes towards the use of computer-based therapies for children and 

adolescents.  

Attitudes Towards Computer-Based Therapies for Children and Adolescents 

There is limited research exploring professional and user attitudes towards computer-

based therapies for the treatment of mental health problems in children and adolescents. The 

paucity of research in this area is alarming, as attitudes towards mental health services are 

important to youth help seeking (Mojtabai et al., 2011). As noted above, users of these 

services include both adolescents and parents, as parents are typically the primary help-

seekers for their children.   

Clinician attitudes 

Professional reluctance to embrace computer-based therapies for young people is a 

considerable barrier to implementation (Christensen, Reynolds, & Griffiths, 2011; Klein, 

2010). A review of the literature investigating professional attitudes towards computer-based 

therapies suggests that clinicians may be hesitant to recommend these programs, due to 

concerns about (1) the potential damage caused by interventions that are ineffective or 

harmful, and (2) risks to youth accessing treatment without a formal diagnosis, rejection of 

traditional services that may be more appropriate to their needs, and engagement in 
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interventions that may be insufficient for the severity of their illness (Christensen et al., 2011; 

Klein, 2010).  

In one of the pioneering studies in the area, Stallard et al. (2010) found that mental 

health professionals held positive attitudes towards computer-based interventions, with a 

promising three out of four clinicians considering their use with children and adolescents. 

Clinicians generally perceived computer-based therapies to be helpful as prevention programs 

or as interventions for mild to moderate mental health problems, with weaker endorsement 

for their use with severe psychopathology. However, very few clinicians endorsed purely 

self-help programs for youth populations. Clinicians’ greatest concerns included the absence 

of a therapist, lack of therapeutic alliance, and the inability to tailor the program to the young 

person’s individual and developmental needs. In contrast, they reported little concern 

regarding their own computer competence, technological barriers, or privacy constraints. The 

most highly endorsed perceived benefits related to accessibility, the reduction of stigma, and 

the opportunity for early intervention. Stallard et al. (2010) highlighted an interesting contrast 

in the findings between predominantly positive attitudes towards the service medium and a 

lack of intended uptake in clinical practice, suggesting that factors beyond attitudes may be 

influence intended use among clinicians.  

In another study, Fleming and Merry (2013) investigated the attitudes of youth 

workers towards computerised therapy. Results indicated that youth workers attitudes 

towards the implementation of computer-based therapies for youth were more positive among 

those who viewed a program demonstration, compared to those with no direct experience. 

This finding suggests that sample demonstrations may play an important role in increasing 

service uptake and dissemination of computer-based therapies. Youth workers largely 

endorsed computer-based programs for groups of youth at high risk of mental health 
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problems. However, they were less open to universal implementation, and results were mixed 

regarding clinicians’ preferred level of therapist contact for young people. 

User attitudes 

From a youth user perspective, Horgan and Sweeney (2010) examined the attitudes of 

university students (aged 18 to 24 years) in the United Kingdom. The results indicated that 

the majority of students were willing to access mental health services online, with a third of 

students reporting having done so already, and two thirds of students reporting that they 

would if they needed to (Horgan & Sweeney, 2010). However, four out of five students 

reported a preference for traditional face-to-face support if both modes of therapy were 

available. Students who preferred internet support indicated that anonymity, privacy, 

confidentiality, accessibility, speed, and cost were the greatest perceived benefits. These 

findings suggest that while not suitable for everyone, a large number of young people may 

choose to access a computer-based service for mental health support. 

Other studies have sought feedback on specific interventions to guide program design. 

Cunningham, Rapee, and Lyneham (2006a) received feedback from Australian adolescents 

on a prototype version of the Cool Teens CD-ROM (Cunningham, Rapee, & Lyneham, 

2006b). Approximately 86% of participants endorsed the program as an interesting and fun 

learning experience. Reported benefits of the computer-based program compared to face-to-

face treatment included convenience, greater privacy, flexibility to focus on personal areas of 

concern, and improved capacity for tracking progress. In contrast, participants reported 

comparatively few disadvantages of the program, although noted some concern about the 

absence of a therapist or peers to offer support. The majority of adolescents surveyed 

reported that the program would also be helpful to reinforce learning and prompt skill 

practice when used in association with a face-to-face program. They were divided on their 

absolute preference for computer-based versus face-to-face treatment.  
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Salloum and colleagues (2013) explored the previously unchartered perspective of 

consumer attitudes towards computer-assisted cognitive behavioural therapy (cCBT) for child 

(rather than adolescent) populations. The study employed participants of a therapist-

supported cCBT for childhood anxiety in a community mental health setting. Overall, 

Salloum et al. (2013) reported overwhelmingly positive attitudes towards the implementation 

of cCBT. Feedback from parents and children suggested that the cCBT program was 

appropriately engaging and easy to use; tracked progress in an encouraging manner; and met 

most of their needs. Participants’ perceived barriers to use included, difficulty finding the 

time to complete homework tasks, and limited instructions for parents. Importantly, this study 

suggests that consumers who have had direct experience with cCBT programs have 

overwhelmingly positive attitudes towards them. 

Despite the dearth of empirical literature exploring clinician and consumer attitudes 

towards computerised interventions, the above discussion indicates a general willingness to 

use computer-based therapies for youth mental health problems. Factors identified as 

consistently promoting service uptake included program accessibility and reduction of 

stigma, knowledge and experience of services, greater perceived benefits, and fewer 

perceived problems with use.  

Other Factors Influencing Utilization of Mental Health Interventions 

 As previously discussed, positive attitudes towards computer-based therapies are 

likely to predict the uptake of such interventions by professionals and service consumers, 

including adults, parents, and youth. Factors influencing these attitudes have gained less 

attention within the context of computer-based therapy service use and are of interest to the 

present study as they may further inform strategies to improve uptake. Factors of interest to 

the proposed program of research include individual characteristics (such as demographics 

and personality), mental health attitudes, knowledge of, and experience with computer-based 
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therapies, and technology access and fluency. In many cases, research examining these 

characteristics has yet to be conducted with respect to youth and computer-based therapies 

specifically. However, they have been examined at least to some extent, with respect to 

psychological help seeking more generally. The following sections provide a brief discussion 

of each of these factors.  

Individual Characteristics 

The literature has identified numerous individual characteristics as influential to 

mental health help seeking behaviour and intentions. These factors include (but are not 

limited to) adaptive functioning, gender, social support, anticipated benefits and costs, 

perceived stigma, emotional openness, attachment, and personality (Leong & Zachar, 1999; 

Sheffield et al., 2004; Nam et al., 2013; Vogel, Wade, & Haake, 2006; Vogel & Wei, 2005; 

Tsan & Day, 2007). For example, in general, females are more likely to seek mental health 

support than males across all age groups, a difference most pronounced in youth (Slade et al., 

2009; Conlon et al., 2010). Studies have also reported that higher socio-economic status, 

higher educational attainment, and fewer perceived barriers to treatment, predict greater 

psychological help seeking in parents of children with mental illness (Bussing, Zima, Gary, & 

Wilson Garvan, 2003; Cunningham et al., 2000; Pavuluri, Luk, McGee, 1996).  

Personality has also been marked as an individual characteristic influential to 

psychological help seeking. While broad in definition, the primary personality traits 

recognized in the literature are the “Big Five”, namely neuroticism, extraversion, openness, 

agreeableness, and conscientiousness (‘Big Five’; Digman, 1990). Research investigating 

personality and psychological help seeking has generally found that increased help seeking in 

adults is positively correlated with neuroticism (Goodwin, Hoven, Lyone, & Stein, 2002), 

negatively correlated with conscientiousness and extraversion (Goodwin et al., 2002), and not 

significantly correlated with openness or agreeableness (Goodwin et al., 2002). However, not 
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all studies are consistent. Schomerus, Matschinger, and Angermeyer (2013) for example, 

surveyed adults with clinical depression and found the conscientiousness was the only 

personality trait correlated with psychological help seeking. In a young adult population, 

greater neuroticism, openness, and extraversion have all been found to be predictive of 

increased psychological help seeking, with inconsistent findings for agreeableness and 

conscientiousness noted between studies (Kakhnovets, 2011; Schaub & Tokar, 1999). Some 

evidence also suggests that service expectations moderate the relationship between 

personality characteristics and help seeking, such that personality characteristics can predict 

help seeking only in the context of high service expectations (Kakhnovets, 2011). 

Furthermore, an exploration of youth aged 17 to 25 years found that extraversion was 

associated with help seeking behaviour, although to a lesser extent than other contributing 

domains such as the perceived benefits of seeking help (O’Connor, Martin, Weeks, & Ong, 

2014).  

Although there have been a number of studies investigating the role of personality on 

mental health help seeking generally, only two studies have examined personality 

characteristics and attitudes towards computer-based therapy use specifically. Klein and 

Cook (2010) found that adults with a lower trait loading on extraversion, neuroticism, 

agreeableness, and openness to experience preferred e-therapies, while conscientiousness was 

unrelated. In contrast, Tsan and Day (2007) surveyed a sample of young people and found 

that neuroticism was unable to predict service preferences for face-to-face versus computer-

based support.  

Overall, individual characteristics have not featured extensively in the psychological 

help seeking literature concerning computer-based interventions, and research is yet to be 

conducted on parental characteristics and attitudes towards these services for their offspring. 

The above discussion indicates preliminary evidence that individual factors, including 
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personality, may be associated with help seeking and service use intentions, although the 

results for personality traits in particular, are mixed and inconclusive. Further research is 

clearly required in this field.  

Mental Health Knowledge and Attitudes 

The literature has also identified a deficit in knowledge relating to mental health as a 

potential barrier to mental health help seeking and service uptake. Mental health knowledge 

incorporates an awareness of prevention strategies, recognition of symptoms, knowledge of 

help seeking options such as treatments and self-help strategies, and knowledge of how to 

support others with mental health problems (Jorm, 2012). A deficiency in mental health 

knowledge in youth has been identified as a significant barrier that may perpetuate negative 

attitudes towards mental illness and treatment. Young people may be oblivious to the 

symptoms of mental health problems and the nature of available treatments, and may 

subsequently perceive their affliction as being beyond help or as a sign of personal weakness 

(Jorm, 2012; Gulliver et al., 2010; Martinez-Hernaez et al., 2014; Walsh et al., 2011). 

Furthermore, poor mental health knowledge involves a lack of knowledge and understanding 

of treatment options and accessibility, thereby hindering help seeking even in those with less 

stigmatized attitudes towards mental illness. Young people have fewer life experiences than 

adults have, and therefore have had fewer opportunities to develop their mental health 

knowledge, thus maintaining low help seeking in this population (Cometto, 2014; Jorm, 

2012). Furthermore, less knowledge about mental health in youth has been found to be 

associated with more stigmatizing attitudes towards mental illness, a relationship that has 

been suggested to self-perpetuate, such that stigmatized attitudes diminishes knowledge 

seeking, which thus maintains stigmatized attitudes (Sheffield et al., 2004, Cometto, 2014).  

With regards to child and adolescent mental health, knowledge of mental health 

services has not been found to predict psychological help seeking in a sample of foster carers 
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(Bonfield, Collins, Guishard-Pine, & Langdon, 2010), although improved knowledge has 

been shown to enhance positive attitudes towards psychological help seeking in adolescents 

(Esters, Cooker, & Ittenbach, 1998) and adults with depression (Jorm et al., 2003). In 

addition, in an exploration factors predicting help seeking, O’Connor et al. (2014) identified 

greater mental health knowledge as an important predictor of positive attitudes towards 

mental health help seeking (Cohen et al., 2009; Plaistow et al., 2014). In sum, poor mental 

health knowledge may lead to negative attitudes towards the use of computer-based therapies, 

by maintaining stigmatizing attitudes towards mental health and associated services.  

Knowledge and Experience with Computer Based Therapies 

There is preliminary yet consistent evidence to suggest that knowledge of, and 

experience with, computer-based therapies is associated with higher intended uptake. Waller 

and Gilbody (2009) suggested that poor clinician knowledge about computer-based 

interventions maintains a reluctance to endorse computer-based approaches. Similarly, 

greater clinician knowledge about other novel uses of technology in psychological services 

has been linked to higher perceived acceptability (Wangberg, Gammon, & Spitznogle, 2007). 

As noted above, mental health professionals with exposure to computer-based therapies have 

been found to perceive more benefits for their use in child and adolescent populations 

(Fleming & Merry, 2013). In addition, Gun et al. (2011) found that those who had used 

computer-based therapies before and those who had knowledge about them, rated their 

acceptability as higher and their intention to use such programs as higher, compared to those 

with no experience or limited knowledge. Klein and Cook (2010) replicated this finding, 

demonstrating that prior experience with computer-based programs was greater in those 

preferring computer-based therapies than in those choosing traditional interventions. Indeed, 

Carper et al. (2013) commented that a pronounced lack of exposure to computer-based 

therapies could account for the low rates of uptake found.  
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Technology Access and Fluency 

As aforementioned, technology access and fluency is prevalent in today’s society, 

particularly among young people. However, only two studies have investigated the impact of 

access and ease of use of computer-based psychological interventions on their uptake, with 

conflicting results. Becker and Jensen-Doss (2013) found that mental health professionals 

with greater technology access and higher computer fluency were more likely to hold positive 

attitudes towards computer-assisted therapies for their adult clients. In contrast, Klein and 

Cook (2010) found no significant differences in technology access between adults who 

preferred e-therapies and non e-therapies. Further research is clearly required to clarify this 

relationship.  

Summary  

The above discussion illustrates the paucity of empirical research examining factors 

predicting attitudes towards and intentions to use computer-based psychological 

interventions. What research is available in the psychological help seeking and computer-

based therapy areas suggests that 1) individual characteristics, 2) mental health knowledge 

and attitudes, 3) knowledge and experience specific to computer-based interventions, and 4) 

technology access and fluency, may potentially influence clinician and consumer decisions to 

use computer-based therapies for the treatment of psychological disorders in young people.  

Improving Attitudes Towards Computer-Based Therapies 

Improving attitudes towards computer-based therapies is an important step towards 

improving the uptake of efficacious mental health treatments for young people. The above 

discussion outlines a number of variables that may influence attitudes and intentions to use 

computer-based therapies for youth mental health problems. Some of these factors are static, 

and therefore while informative, are not actionable in the context of designing interventions 

to promote service uptake. In contrast, dynamic factors such as mental health knowledge and 
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attitudes, prior experiences, and service knowledge specific to computer-based therapies, are 

more suitable variables to target in the quest to improve attitudes towards computerized 

therapy. Indeed, increasing knowledge and experience have been highlighted as strategies to 

improve the uptake of computer-based therapies (Fleming and Merry, 2013; Mitchell and 

Gordon, 2007; Carper et al., 2013; Casey, Joy, & Clough, 2013; Donovan et al., 2015). 

To the author’s knowledge, only four studies to date have attempted to examine the 

efficacy of ‘interventions’ designed to actively improve attitudes towards computerized 

therapy. Mitchell and Gordon (2007) surveyed young adults, approximately two thirds of 

whom had experienced depression or anxiety. Participants initially reported low expectancy 

for improvement from computer-based therapy. Following a brief program demonstration of 

the Overcoming Depression CD-ROM (Williams, Taylor, Aubin, Harkin, & Cottrel, 2002) 

however, students’ attitudes significantly improved in terms of their perceptions of service 

credibility, expectancy for improvement, and intentions to use computerized therapies. 

Indeed, service preference for computer-based over face-to-face, therapy increased from 15% 

to 30% following the demonstration. Thematic analysis also suggested that the demonstration 

increased the perceived benefits of computer-based therapies through a reduction in 

previously held misconceptions.  

In an adult population, Casey and colleagues (2013) examined the effectiveness of 

providing information to improve adults’ attitudes towards e-mental health services and to 

determine the relative effectiveness of doing so via film versus text. The script included 

information relating to the service types, target problems, formats, effectiveness, and benefits 

of e-mental health services (including online counselling, intervention programs, and 

information websites). Results indicated that a brief, text-based informative intervention 

significantly improved participants reported likelihood of using e-mental health services, but 

did not alter their perceived helpfulness of these services. Interestingly, the study found the 



78 

 

film-based version of the intervention to have no significant effect on attitudes towards e-

mental health services.   

In another study, Fleming and Merry (2013) investigated the attitudes of youth 

workers towards computerised therapy. Results indicated that youth workers with exposure to 

computer-based therapies through a demonstration program held more positive attitudes 

towards the implementation of such programs for youth, than those with no direct experience.  

Finally, Donovan et al. (2015) extended upon their descriptive investigations 

(discussed earlier) and evaluated whether a brief online presentation could improve mental 

health worker attitudes towards cCBT. The study randomly allocated participants to view 

either a brief educational presentation on cCBT or a control presentation. The results 

indicated that those who viewed the cCBT presentation demonstrated significantly greater 

gains in knowledge of cCBT and perceived advantages of cCBT, and a greater reduction in 

perceived disadvantages of cCBT, following the presentation, than those who viewed the 

control presentation. Overall, these findings suggest that offering service information through 

presentation and demonstration may enhance attitudes towards computer-based therapies.  

Chapter Summary 

This chapter discussed the use of computer-based therapy programs as a mental health 

treatment service, including the rate of program uptake, attitudes towards computer-based 

therapies, and attempts to improve program uptake. From this chapter it is evident that the 

uptake of computer-based therapies in the community remains lower than expected, given the 

increased accessibility of these programs. Research in the field of adult mental health 

treatment suggests that mental health professionals and adult users have moderately positive 

attitudes towards computer-based therapies, with more positive attitudes associated with prior 

program experience, greater knowledge of computer-based therapies, higher technology 
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access and fluency, and the opportunity for equal preference for face-to-face and computer-

based services.  

There is less research available regarding attitudes towards computer-based therapies 

for child and adolescent mental health treatment. Health professionals appear generally 

willing to consider the use of computer-based therapies for this population, although some 

reluctance remains around risk assessment and the absence of, or reduction in, direct therapist 

contact. There is even less empirical enquiry into users’ attitudes towards these programs for 

young people, with the few available papers featuring young adult populations (slightly older 

than adolescence) or attitudes towards specific program prototypes. There are some 

suggestions that positive perspectives of computer-based therapies are related to greater 

perceived program advantages (such as stigma reduction and increased accessibility), fewer 

perceived disadvantages of use, and greater service-specific knowledge. Other factors 

indicated to influence attitudes towards these programs include demographic characteristics 

and personality, mental health knowledge and attitudes, prior service experience, and 

engagement with technology in general.  

Finally, three studies to date have demonstrated preliminary evidence for the use of 

information and demonstrations to improve attitudes and intentions to use computer-based 

therapies, although these have been limited in their target population to young adults, health 

professionals, and adults. Thus, further empirical enquiry is clearly required in the population 

of service users: including parents, as gatekeepers to treatment for their children, and 

adolescents, as independent service users. This thesis seeks to explore the gaps in the 

literature by examining parental and adolescent perspectives of computer-based therapies for 

youth mental health treatment. It will do so through a series of four research studies presented 

in Section 2.  
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SECTION 2 – A SERIES OF RESEARCH STUDIES 

Chapter 4 (Study 1) – Logging into therapy: Parent attitudes and intentions to use 

computer-based therapies for youth mental health 

Chapter 5 (Study 2) – Can we improve parent attitudes and intentions to access 

computer-based therapies for their children and adolescents? 

Chapter 6 (Study 3) – Logging into therapy: Adolescent perceptions of computer-based 

therapies for mental health problems 

Chapter 7 (Study 4) – Disseminating computer-based therapy programs: Can we 

improve adolescents’ knowledge, attitudes, and uptake intentions? 



81 

Preamble 

As is evident from the literature reviewed in Section 1, there is limited empirical 

enquiry into how parents and adolescents perceive the use of computer-based therapies as a 

mental health treatment service for young people. Although there are numerous evidence-

based programs now available to young people online, and given the increased accessibility 

offered by the computer-based delivery format, the uptake of these programs has been 

considerably less than expected. Our understanding of help seeking processes within the 

broader area of mental health services highlights a number of factors that may be useful in 

understanding how parents and adolescents perceive computer-based therapies. Of these, 

knowledge, attitudes, and uptake intentions are prominent. More specifically, key constructs 

within ‘attitudes’ appear to be perceived helpfulness, perceived benefits/advantages, and 

perceived problems/disadvantages associated with the treatment service. Furthermore, a 

number of additional individual factors have also been suggested to influence perspectives of 

mental health treatment services, including demographics, prior experiences, mental health 

knowledge, and attitudes in general, and service-specific knowledge. In the relatively new 

field of computer-based therapy literature, investigation into these factors influencing 

treatment uptake appears to focus more heavily on perceptions of treatment programs for 

adult mental health, rather than young people. Moreover, within the limited number of studies 

investigating perceptions of computer-based therapies for youth, program users themselves 

have remained predominantly ignored, with a greater focus on health professionals. 

Considering computer-based therapies now offer young people the opportunity to access 

mental health treatment without the necessary contact of a health professional, how these 

programs are perceived by users themselves is more relevant than ever before. 

Section 2 of this thesis presents a series of four research studies, aimed at addressing 

this gap in the literature. Study 1 (published in Internet Interventions) begins by describing 
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parental attitudes towards, and intentions to access, computer-based therapies for their 

children, among a community sample of parents. Specifically, parental attitudes described 

here included their perceived helpfulness, perceived benefits, and perceived problems 

associated with computer-based therapies – in addition to their uptake intentions. Study 1 

then examines the association between 17 parent factors and their attitudes and intentions to 

access computer-based therapies. These factors were grouped into demographic and clinical 

factors, technology factors, knowledge, mental health factors, and personality factors. Study 2 

(in press in Child and Adolescent Mental Health) extends upon these findings to evaluate the 

feasibility of a brief online demonstration- and information-based presentation in improving 

parental knowledge, attitudes, and intentions to access computer-based therapies for their 

children. Next, Study 2 examines the factors associated with change in these outcomes 

following the presentation, in order to investigate the contexts in which such a presentation 

may be most effectively used.  

Following this, Studies 3 and 4 shift the focus of this thesis to adolescents, as 

independent users of computer-based therapy programs. To facilitate future comparison 

between parental and adolescent perspectives, the two adolescent studies were designed as 

replications of the two parent studies. Study 3 (under review in Internet Interventions) is thus 

a replication of Study 1, using a community sample of adolescents, and such describes 

adolescents’ attitudes towards, and intentions to use, computer-based therapies. It then 

investigates 15 of the 17 factors used in Study 1, in association with adolescent attitudes and 

intentions. Similarly, Study 4 (under review in Child and Adolescent Mental Health) 

replicates Study 2 in an adolescent sample, and as such examines the feasibility of an online 

demonstration- and information-based presentation in improving adolescents’ knowledge, 

attitudes, and intentions to use computer-based therapies, and the factors associated with 

change in outcomes following the presentation. 
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Of note, the author and colleagues developed the online presentations featured in 

Studies 2 and 4 for the purposes of this research. These presentations were designed to 

educate users on computer-based psychological therapies and provide program experience 

through a brief demonstration. The selection of presentation content was informed by prior 

research (Fleming & Merry, 2013; Mitchell & Gordon, 2007; Casey et al., 2013) and 

subsequently included information on benefits, development, delivery modes, general 

structure/content, research, and user testimonials. Following the demonstrated effectiveness 

of program demonstrations in other populations (Fleming & Merry, 2013; Mitchell & 

Gordon, 2007), the presentations also featured a three-minute video demonstration of a 

computer-based therapy program. Two presentations were developed, one for parents and one 

for adolescents. In order to allow for future comparison of the feasibility of these 

presentations in improving attitudinal outcomes between parents and adolescents, the 

presentations were designed to be consistent in content and structure. However, in order to 

target the proposed audience, the presentations differed in wording, imagery, and testimonial 

content. Both presentations and provided in full in the appendices.  
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CHAPTER 4 (STUDY 1) 

LOGGING INTO THERAPY: PARENT ATTITUDES AND INTENTIONS TO USE 

COMPUTER-BASED THERAPIES FOR YOUTH MENTAL HEALTH 

Statement of contribution to co-authored published paper 

This chapter includes a co-authored paper. The bibliographic details of the co-authored paper, 

including all authors, are: 

Sweeney, G.M., Donovan, C.L., March, S., & Laurenson, S.D. (2015). Logging into therapy: 

Parent attitudes and intentions to use computer-based therapies for youth mental 

health. Internet Interventions, 2(4), 437-445, doi: 10.1016/j.invent.2015.11.001 

My contribution to the paper involved providing direction on the research design; selection, 

development, and consultation of the assessment measures; half of recruitment and data 

collection procedures; collation of the data, preliminary and main analyses, and results; 

interpretation and discussion of findings.  
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Logging into therapy: Parent attitudes and intentions to access computer-based 

therapies for youth mental health.  

Objectives: The first aim of this study was to describe parental attitudes towards and 

intentions to access, computer-based therapies for youth mental health problems. The second 

aim was to assess parental factors (demographic and clinical factors, personality, technology 

factors, mental health knowledge and attitudes, and knowledge of computer-based therapies) 

predicting attitudes and intentions to access computer-based therapies for youth.  

Method: Three hundred and seventy-three Australian parents completed an online survey 

measuring: demographics; mental health service experience; personality; technology factors; 

mental health knowledge and attitudes; perceived benefits, problems, and helpfulness of 

computer-based therapies; and intentions to access services.  

Results: Approximately 50% of parents reported accessing support for their child’s mental 

health, yet only 6% had used a computer-based therapy. The majority of parents strongly 

endorsed all benefits of computer-based therapies, and appeared relatively less concerned by 

potential service problems. Computer-based therapies were perceived as somewhat to 

extremely helpful by 87% of parents and 94% indicated they would utilise a computer-based 

therapy if their child required support and one was offered to them. Parental knowledge of 

computer-based therapies significantly predicted perceived helpfulness (∆F=19.23(1,301), 

p=<.001) and intentions to access (∆F=10.91(1,288), p=.001) computer-based therapies, 

above that of parent demographic characteristics, clinical factors, and engagement with 

technology.  

Conclusions: Australian parents hold positive attitudes to the use of computer-based 

therapies. 
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Despite advancements in evidence-based treatments, youth mental health problems 

remain prevalent. Only 46.1% of Australians with a mental illness receive mental health 

services (Whiteford et al., 2014) and young people are among those least likely to access 

support (Slade et al., 2009).  Computer-based therapies are well placed to improve access to 

evidence-based interventions for mental health problems in youth and circumvent many of 

the barriers to accessing treatment (Elkins et al., 2011). There is a growing body of research 

supporting the efficacy of computer-based therapies for young people across a variety of 

mental health problems (Donovan & March, 2014; Spence et al., 2011; Grist & Cavanagh, 

2013; Sethi, 2013) with computer-based therapies demonstrating comparable levels of 

effectiveness to face-to-face interventions (Barak et al., 2008; Christensen et al., 2014; Grist 

& Cavanagh, 2013). Unfortunately, the uptake of these programs has been recognised as 

being low in the past (Gun et al., 2011) and little is known about program uptake within child 

and adolescent populations.  

There are many factors that may contribute to the poor uptake of computer-based 

therapies. The theory of planned behaviour (Ajzen, 1985), emphasizes the role of attitudes in 

predicting behavioural intentions, which are in turn influenced by individual characteristics, 

knowledge, perceived benefits, and perceived problems. There is limited research exploring 

attitudes towards computer-based therapies for the treatment of mental health problems in 

young people, with the majority of studies focusing on the perceptions of mental health 

clinicians and the attitudes of consumers/clients themselves being relatively ignored. Clients 

of these services not only include young people, but also their parents who act as gatekeepers 

for child access to mental health support.  

Apart from studies which have examined consumer feedback on specific interventions 

for program development or pilot trial (Cunningham et al., 2006a; Salloum et al., 2013), there 

is only one study that has examined attitudes of youth towards computer-based therapies 



87 

generally. Horgan and Sweeney (2010) examined the attitudes of university students (aged 

18-24 years) in the United Kingdom and found that the majority of students were willing to

access mental health services online, with a third having done so already, and two thirds 

reporting that they would if they needed to. However, four out of five students reported a 

preference for traditional face-to-face support if both modes of therapy were available. 

Students who preferred internet support indicated that anonymity, privacy, confidentiality, 

accessibility, speed and cost were the greatest perceived benefits. Evidently, the only study 

that has examined attitudes towards computer-based therapies for youth mental health 

generally, has sampled young adults, not youth or their parents. Research conducted to date is 

therefore limited in its capacity to advance our understanding of consumer attitudes towards 

these services.   

Although in its infancy, research is this area is important, as the results may be used to 

inform effective models of dissemination and targeted promotion aimed at increasing the 

uptake of computer-based therapies, so that children and adolescents can ultimately benefit 

from improved access to effective psychological services. Research in this area may also 

inform the design and development of future computer-based therapy programs. The current 

study sought to explore parental perceptions about computer-based therapy for their children, 

as parents are typically the primary gatekeepers for child and adolescent mental health 

services. Parental attitudes towards support services can therefore either promote or hinder 

the uptake of programs by young people. To the authors’ knowledge, there has been no 

research conducted to date that has explored parental perceptions of these services, exclusive 

of user feedback on a specific intervention program (Salloum et al., 2013). In addition to 

investigating the content of parental attitudes, it is also important to examine factors that may 

influence these attitudes towards computer-based therapy for youth.   
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The limited research conducted in the adult literature suggests that factors such as 

personality and use of technology may impact on attitudes towards computer-based therapies. 

For example, Klein and Cook (2010) found that lower trait loading on extraversion, 

neuroticism, agreeableness, and openness to experience was linked to adults’ preference for 

e-therapies, although neuroticism was not related to preference in a study of young people

conducted by Tsan and Day (2007). Greater technology access and higher computer fluency 

have also been linked with more positive clinician attitudes towards computer-assisted 

therapies for adult clients (Becker & Jensen-Doss, 2013), although no differences in 

technology access between those preferring ‘e’ versus ‘non-e’ therapies were found by Klein 

and Cook (2010). 

Mental health knowledge and attitudes are positive predictors of help seeking in 

traditional mental health services (Cometto, 2014; Jorm, 2012). Following this, there is 

preliminary yet consistent evidence to suggest that knowledge of, and experience with, 

computer-based therapies is also associated with higher intended uptake. Mental health 

professionals who had been exposed to computer-based therapies have been found to 

perceive more benefits for their use in child and adolescent populations (Fleming & Merry, 

2013). Furthermore, it has been demonstrated that previous users of, and those with 

knowledge of, internet-based programs, provide higher ratings of acceptability and greater 

intentions to use computer programs compared to those with no prior experience or with 

limited knowledge (Gun et al., 2011; Klein and Cook, 2010). Thus, it seems logical, and 

indeed suggested by researchers (e.g. Carper et al., 2013) that a pronounced lack of exposure 

to computer-based therapies could account, at least in part, for the low rates of uptake found. 

It is evident that there is a shortage of empirical research examining predictors of 

attitudes and intended uptake of computer-based therapies and a complete absence of such 

research examining parental and youth predictors. What is available in the clinician and adult 
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literature suggests that personality, technology factors, mental health knowledge and 

attitudes, and knowledge of computer-based therapies may be influential to attitudes and 

worthy of investigation.  

The first aim of the current study was to describe in a quantitative manner, parental 

attitudes towards computerised therapy for youth, such that the child or adolescent is 

completing the therapy program. Attitudes described included 1) perceived benefits of 

computer-based therapies, 2) perceived problems with computer-based therapies, 3) 

perceived helpfulness of computer-based therapies, and 4) intentions to access computer-

based therapies for their children. Parental recommendations for the availability of computer-

based therapies for youth were also of interest. The second aim of this study was to assess 

parental factors predicting attitudes and intentions to access computer-based therapies for 

youth. Parental factors of interest include 1) demographics, 2) personality, 3) technology 

factors, 4) mental health knowledge and attitudes, and 5) knowledge of computer-based 

therapies. 

Method 

Participants 

Participants were parents who had at least one child aged 0-18-years old. Participants 

were 373 parents aged 18-56 years (M=36.01, SD=7.27), of whom n=329 (88.2%) were 

female. Table 1 provides the demographic characteristics of participants. As is evident, the 

majority of participants resided in an urban locality, were married or in a defacto relationship, 

were currently engaged in study and some form of employment, and had completed tertiary 

education.  The majority of participants’ partners were in full-time employment and had a 

combined household annual income of less than $100,000.  



90 

Table 1 

Participant demographics 

Category Group n % 

Residential location b Urban 302 82.1 

Rural  66 17.9 

Study a Nil 91 24.4 

Casual/Part-time 135 36.2 

Full-time 147 39.4 

Employment a Unemployed  115 30.8 

Casual/Part-time 150 40.2 

Full-time 108 29.0 

Highest level of education a Secondary 72 19.3 

Tertiary 244 65.4 

Post-graduate 57 15.3 

Relationship a Married/Defacto 266 71.3 

Single – Separated/Divorced 58 15.5 

Single – Never Married 47 12.6 

Other 2 0.5 

Partners employment c Unemployed  26 9.8 

Casual/Part-time 28 10.6 

Full-time 211 79.6 

Partners highest level of education c Secondary 56 21.1 

Tertiary 183 69.1 

Post-graduate 26 9.8 

Household Annual Income a Less than $60,000 141 37.8 

$61,000 -  $100,000 93 24.9 

$101,000 -  $140,000 79 21.2 

Greater than $141,000  90 16.1 
a N= 373, b n= 368, c n= 265 

The characteristics of participants’ children were also reported. All participants had at 

least one child aged 0-18 years old. In total, all children of participants (i.e. not a target child) 

were aged between 0-28 years (M=8.26, SD=6.06), and 53.1% (n=405) were male. The 

majority of parents reported having one or two children (M=2.05, SD=1.05). In total, 66.0% 

(n=246) of parents reported at least one child with a current or past mental health problem, 

the most prevalent of which were anxiety (n=146, 39.1%), behavioural problems (n=114, 

30.6%), bullying (n=89, 23.9%), depression/mood (n=58. 15.5%), and learning difficulties 

(n=55, 14.7%). Problems reported less frequently included grief (n=42, 11.3%), Attention 
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Deficit Hyperactivity Disorder (ADHD; n=34, 9.1%), Autism Spectrum Disorders (ASD; 

n=27, 7.2%), and trauma (n=26, 7.0%).  

Procedure 

Ethical clearance was granted prior to the commencement of data collection. 

Participants were recruited from an Australian community population via social media 

promotion, in addition to direct advertising through parenting groups, childcare centres, and 

schools. All recruitment materials provided potential participants with a link to access the 

online information/consent form (see Appendix A) and survey site. After providing informed 

consent, participants completed an anonymous online questionnaire battery and were offered 

the opportunity to submit their email address separately so that they could be entered into the 

draw to win an iPad Mini or one of two AUD $100 gift-vouchers. All participants were 

invited to contact the researchers or to view the projects’ social media website for a summary 

of results from the study. 

Measures 

The following section details the measures used in the current study. Given research 

in this area is in its infancy, there is an absence of psychometrically validated measures 

available to measure constructs specific to 1) the unique services of computer-based 

therapies, and 2) the unique perspectives that parents may have regarding the use of these 

services for their children. Subsequently, this study employed a number of author-developed 

measures that were adapted from previous research or developed in consultation with 

colleagues in field of computer-based therapies (see Appendix B). Reliability estimates for 

each of these measures based on the current sample are provided in Table 3.  

Demographics. Parents reported their age, gender, residence locality, employment 

and education, study participation, relationship status, partner details, and household income. 
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Parents also reported on the age, gender, and presence or history of emotional or behavioural 

difficulties of each of their children.  

 Mental health experiences. A 14-item questionnaire was developed by the authors to 

measure parental experiences with mental health services. Parents were asked to report 

whether they had accessed 1) any support and 2) a computer-based therapy for emotional or 

behavioural problems for their child(ren) (yes/no). Subsequent items asked parents to rate 

how helpful they found a range of 11 mental health services (e.g., ‘Psychologist’ and ‘Online 

counselling’ ) on a three-point Likert scale (1=helpful, 2=not helpful, 3=harmful). Finally, 

parents were asked to indicate the type of intervention they had accessed for their child(ren) 

from a list of possible approaches (e.g., ‘cognitive behaviour therapy’ and ‘acceptance 

commitment therapy’). 

 Personality. The 44-item Big Five Inventory (BFI; John, Donahue, & Kentle, 1991; 

John, Naumann, & Soto, 2008) was administered to parents to measure parent personality 

style. The BFI comprises 5 subscales: Extraversion (8-items), Agreeableness (9-items), 

Conscientiousness (9-items), Neuroticism (8-items), and Openness (10-items). Higher scores 

on each subscale indicate greater characteristic endorsement. Participants were asked to rate 

their agreement with each item on a five-point Likert scale (1=strongly disagree to 

5=strongly agree). The mean was calculated for each subscale to produce a scaled score 

ranging from 1 to 5. Previous research estimates the BFI subscales to have good internal 

consistency (r=.83) and convergent validity with other personality measures (John et al., 

2008).  

 Technology factors. A brief three-item questionnaire was developed by the authors to 

measure parental technology factors. Parents were asked to indicate if they had access 

(1=yes, 0=no) to four common technologies (personal computer, internet, smartphone, and 

tablet) and to rate their confidence in the use of each of these technologies on a five-point 
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Likert scale (1=not confident at all to 5=very confident). Access and confidence were 

described independently for each technology type. Parents were also asked to rate how much 

they like using new technologies in general on a single-item five-point Likert scale 

(1=strongly dislike to 5=strongly like).  

 Mental health knowledge. The Mental Health Knowledge Schedule (MHKS; Evans-

Lacko et al., 2010) is a 12-item self-report questionnaire that was administered to measure 

parents’ stigma-related knowledge of mental health issues. Participants were required to rate 

their agreement with each item on a five-point Likert scale (1=strongly disagree to 

5=strongly agree). Items include six statements about mental health (e.g., ‘Most people with 

mental health problems want to have paid employment’) and the classification of six ailments 

as mental illnesses (e.g., ‘Please select how much you believe the following to be a type of 

mental illness’). All items were summed to provide a total score (ranging from 12 to 60), with 

higher scores indicating greater knowledge of mental health. Previous research indicates the 

MHKS has adequate to substantial internal consistency (r=.54 to .69) and test-retest 

reliability (r=0.57 to 0.87) as well as expert endorsed face validity (Evans-Lacko et al., 

2010).  

 Mental health attitudes. The 19-item Attitudes scale of the Mental Health 

Questionnaire (Sheffield et al., 2004) was administered to parents to measure parental 

attitudes towards mental illness. The Attitudes scale is a modified version of the Opinions 

About Mental Illness (OMI) scale, previously used to assess mental health worker opinions 

around mental illness and modified to address outdated language and irrelevant items (Cohen 

& Struening, 1962). Parents were required to rate their agreement with each statement on a 

six-point Likert scale (1=strongly disagree to 6=strongly agree). Items were summed to 

provide a total score ranging from 19 to 114, with higher scores indicating more negative 

attitudes towards mental health. Prior estimates of the reliability of the 19-item scale are not 
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available, though the scale showed high internal consistency in the present study (see Table 

3).   

 Computer-based therapy knowledge. Parents were administered a 14-item true-

false test developed by the authors to assess parental knowledge of computer-based therapies 

(e.g. ‘All computer-based therapies involve therapist contact’); 0=incorrect, 1=correct). 

Responses were summed to produce a total score (ranging from 0 to 14), with higher scores 

indicating greater knowledge of computer-based therapies.  

 Computer-based therapy attitudes. Parental attitudes towards the use of computer-

based therapies in the treatment of mental health problems were measured using an author-

developed questionnaire adapted from previous research in the field (Stallard et al., 2010; 

Klein & Cook, 2010). The questionnaire included three scales: perceived problems with 

computer-based therapies (10-items), perceived benefits of computer-based therapies (9-

items), and perceived helpfulness of computer-based therapies (1-item). 

Perceived problems. Perceived problems with the use of computer-based therapies 

were measured with a 10-item scale whereby parents were required to rate the degree to 

which they thought each item was problematic on a five-point Likert scale (1=extremely 

problematic to 5=not at all problematic). Responses were summed to produce a total score 

that could range from 10 to 50, with higher scores indicating fewer perceived problems with 

computer-based therapies (i.e. more positive attitudes).  

Perceived benefits. Perceived benefits of computer-based therapies were measured 

with a 9-item scale whereby parents were required to rate the degree to which they thought 

each item was beneficial on a five-point Likert scale (1=not at all beneficial to 5=extremely 

beneficial). Responses were summed to produce a total score that could range from 9 to 45, 

with higher scores indicating greater perceived benefits of computer-based therapies.  
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Perceived helpfulness. Participants rated how helpful they considered computer-

based therapies to be in the treatment of emotional and behavioural difficulties, on a single-

item five-point Likert scale (1=not helpful at all, to 5=extremely helpful).  

 Recommended availability. Parents were asked their opinions on the different ways 

computer-based therapies could be made available for young people to access. Participants 

rated their level of endorsement of six availability options (i.e. Computer-based therapies 

should be: ‘Available for use in school’ and ‘Only available with professional support’). 

Responses were scored on a five-point Likert scale (1=definitely no to 5=definitely yes) and 

were used for descriptive purposes only.  

Intentions to access services. Parents completed a 5-item author-developed 

questionnaire about their intentions to access mental health services for their child(ren), that 

was adapted from previous research in the field (Stallard et al., 2010; Klein & Cook, 2010). 

The first four items were reported descriptively and the final item was used in quantitative 

analyses. The first item asked participants to rate how likely they would be to use a range of 

11 mental health services for their child(ren) (e.g., ‘Psychologist’ and ‘Online counselling’) 

on a five-point Likert scale (1=not at all likely to 5=extremely likely). The second item asked 

participants whether they would access an available computer-based therapy program if their 

child experienced an emotional or behavioural difficulty (yes/no). In line with Klein and 

Cook (2010), the third item asked participants to choose a preference between using face-to-

face or computer-based therapy in the event of their child demonstrating an emotional or 

behavioural problem. The fourth item asked parents to indicate their preferred modes of 

access to computer-based therapies (i.e. ‘Smartphone’, ‘Tablet’, ‘CD-ROM’, ‘Internet’, and 

‘Virtual reality’), with the option to select multiple modes. A single-item was used to 

quantitatively measure parental intentions to access a computer-based therapy if their child 
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experienced an emotional or behavioural difficulty. Responses were scored on a five-point 

Likert scale (1=not at all likely to 5=extremely likely).  

Data Analytic Plan 

The analyses were divided into two major sections corresponding to the two aims of 

the study. The first aim of the study was to describe the ways in which Australian parents 

perceive the use of computer-based therapies for youth with mental health concerns. 

Descriptive statistics were used to explore 1) mental health service experience, 2) technology 

factors, 3) knowledge of computer-based therapies, 4) attitudes towards computer-based 

therapies, and 5) intentions to access services.  

The second aim of the study was to assess parental factors predicting attitudes and 

intentions to access computer-based therapies. A series of four hierarchical multiple 

regression analyses (HMRs) were conducted, one for each of the four outcome variables 

(perceived helpfulness, problems, benefits, and intentions to access computer-based 

therapies). Parental factors investigated included demographic and clinical factors (parent 

gender, parent age, residential location, number of children, presence of child mental health 

problems, and experience with computer-based therapies), technology factors (liking, access, 

and confidence), knowledge of computer-based therapies, mental health factors (mental 

health knowledge and mental health attitudes), and personality factors (extraversion, 

agreeableness, conscientiousness, neuroticism, and openness). The order of entry of these 

variables was determined in order to control for extraneous predictors (step one: demographic 

and clinical factors), highlight factors presumed to be of higher importance to parental 

attitudes (step two: technology factors, step three: knowledge of computer-based therapies), 

and examine the additional predictive value of variables explored in prior research (step four: 

mental health factors, step five: personality factors).  
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Power analyses for the study were conducted using G*Power (Erdfelder, Faul, & 

Buchner, 1996). In order to detect a medium effect size with alpha of p=.05 and power = .80, 

with 17 predictor variables, a sample size of 146 is required; while a sample size of 1000 is 

required to detect a small effect size with the same parameters. Therefore, the current sample 

of 373 participants may be sufficiently powered to detect a medium to small effect, but 

underpowered to detect a very small effect.   

Results 

What are parents’ experiences and attitudes towards computer-based therapies? 

Mental Health Service Experience. Parents’ reported their prior use of mental health 

services for their children. Half of the parents (n=181, 50.7%) reported accessing at least one 

form of support for their child’s mental health concern, most commonly information websites 

(n=135, 37.8%), GP (n=124, 34.7%), self-help books (n=115, 32.2%), psychologists (n=97, 

27.2%), and counsellors (n=93, 26.1%).  Only 4.2% (n=15) of all parents had previously 

accessed a computer-based therapy with therapist assistance for their child, while only 2.2% 

(n=8) of all parents had previously accessed a computer-based therapy without therapist 

assistance for their child.   

The majority of parents who had accessed a mental health service for their child 

perceived the service as helpful, although online counselling was seen as less useful. Of 

parents who had accessed at least one service for their child’s mental health (N=181), the 

most common types of therapy accessed were supportive counselling (n=73, 40.3%), CBT 

(n=51, 28.2%), mindfulness (n=41, 22.7%), and family therapy (n=31, 17.1%). One in three 

parents (n=55, 30.4%) who had accessed a mental health service indicated they were unsure 

about what type of therapy was involved.  

Technology Factors. Parents were asked to report their household technology access 

as well as their confidence and liking in the use of technology. All parents reported household 
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access to at least one type of technology, including personal computers (n=329, 97.3%), 

internet access (n=333, 98.5%), smartphones (n=306, 90.5%), and tablets (n=229, 67.8%). 

The majority of parents indicated that they were confident or very confident using personal 

computers (n=324, 95.6%), the internet (n=325, 95.9%), smartphones (n=292, 86.2%), and 

tablets (n=259, 76.4%). In addition, the majority of parents reported strongly liking (n=174, 

51.3%) or liking (n=133, 39.2%) technology in general, with fewer parents endorsing neutral 

(n=29, 8.6%), dislike (n=2, 0.6%), or strongly dislike (n=1, 0.3%) in relation to technology 

use.  

Computer-based Therapy Knowledge. Parents completed a 14-item quiz regarding 

their knowledge of computer-based therapies. The interactivity of computer-based therapies 

was most well-known, identified correctly by 47.6% (n=158) of parents. The following 

features were also correctly identified by approximately a third of parents: variability in level 

of therapist contact (35.5%, n=118), effectiveness with adolescents and children (29.8%, 

n=99), and availability online and offline (28.6%, n=95). Only one in five parents correctly 

identified computer-based therapies as effective treatments of anxiety (21.4%, n=71) and 

depression (19.0%, n=63).  

Computer-based Therapy Attitudes. Parent attitudes towards the use of computer-

based therapies were reported in terms of perceived problems, perceived benefits, and 

perceived helpfulness. 

Perceived problems. Parents were asked to rate ten potential problems with computer-

based therapies for child mental health. Issues most frequently rated as moderately or 

extremely problematic included: not being tailored to individual needs (33.9%, n=107), the 

privacy and security of personal information (33.2%, n=105), lack of therapist contact 

(33.2%, n=105), children not completing the treatment program (32.0%, n=101), and 

technological problems (29.1%, n=92). Parents appeared less concerned by problems with 
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computer access (24.4%, n=77), availability of additional explanations when required 

(23.4%, n=74), appropriateness of tasks (18.0%, n=57), child engagement (14.9%, n=47), and 

finding the time to complete programs (14.9%, n=47).  

Perceived benefits. Parents’ also rated nine potential benefits of computer-based 

therapy for children. Overall, the following benefits of computer-based therapies assessed 

were considered extremely or moderately beneficial by at least three in every four parents: 

use at any time (87.7%, n=277) and at home (87.3%, n=276), ease of accessibility (86.4%, 

n=273), interactivity (80.7%, n=255), ability to monitor children’s progress (80.7%, n=255), 

cost affordability (79.7%, n=252), and earlier access to treatment (78.5%, n=248). Stigma 

reduction (66.5%, n=210) and child engagement (59.8%, n=189) were also rated as extremely 

or moderately beneficial by the majority of parents, although to a lesser extent.  

Perceived helpfulness. In total, the majority of parents believed that computer-based 

therapies were somewhat (n=128, 40.4%), moderately (n=107, 33.8%), or extremely helpful 

(n=42, 13.2%) in supporting children with mental health challenges. Few parents rated 

computer-based therapies as slightly helpful (n=38, 12.0%) or not helpful at all (n=2, 0.6%).  

Recommended availability. Table 2 outlines parental beliefs around the availability 

of computer-based therapies to families. The majority of parents felt that computer-based 

therapy should be available (i.e. yes/definitely yes) in mental health clinics, schools, GP 

clinics, and on the internet. With respect to the level of therapist support, parents most 

strongly supported computer-based therapy with professional support compared to programs 

that were entirely self-help, although more than one in three parents were unsure (i.e. 

maybe/neutral).   
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Table 2 

Parent recommended availability of computer-based therapies (n=317) 

 Definitely 

No/No 

Maybe/Neutral Yes/Definitely 

Yes 

Availability n % n % n % 

Freely available on the internet  29 9.2 73 23.0 215 67.8 

Available for use in schools  8 2.5 47 14.8 262 82.7 

Available in GP clinics  8 2.5 56 17.7 253 79.8 

Available in mental health clinics  1 0.3 27 8.5 289 91.2 

Available without professional 

support  

123 38.8 121 38.2 73 23.0 

Only available with professional 

support  

50 15.8 112 35.3 155 48.9 

 

Intentions to access services. Parents were asked to predict their intentions to access 

services in the context of their child experiencing an emotional or behavioural difficulty. The 

majority of parents reported that they would access a computer-based therapy (n=286, 

94.1%). One third of parents (n=100, 32.9%) reported that they were extremely likely to 

access a computer-based therapy for their child if available, 33% (n=99) were moderately 

likely, 2.4% (n=68) were somewhat likely, 7.2% (n=22) were slightly likely and 4.9% (n=15) 

were not at all likely to do so. Furthermore, one in four parents reported that they would 

choose a computer-based therapy (n=78, 25.7%) over a face-to-face (n=226, 74.3%) 

alternative. In order of preference, parents endorsed accessing computer-based therapies 

through the internet (n=241, 79.3%), tablets (n=162, 53.3%), smartphones (n=77, 25.3%), 

virtual reality programs (n=55, 18.1%), or CD-ROM (n=50, 16.4%).  

Figure 1 illustrates reported parental likelihood of use for a variety of different service 

types. The highest rates of extremely likely service use were reported for GPs (n=148, 48.7%) 

and information websites (n=145, 47.7%), followed by psychologists (n=117, 38.5%) and 

counsellors (n=101, 33.2%). In contrast, the lowest rates of extremely likely service use were 

reported for phone counselling (n=19, 6.3%) and prescribed medication (n=23, 7.6%), 

followed by computer-based therapy without therapist assistance (n=39, 12.8%) and online 
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counselling (n=41, 13.5%). The majority of parents still reported being at least somewhat 

likely to access a computer-based therapy in the future and favoured use with therapist 

assistance.  

 

Figure 1. Likelihood of service use for future child emotional or behavioural difficulties by 

type of service. 

 

What factors predict parents’ attitudes and intentions to access computer-based 

therapies? 

 Table 3 provides the means, standard deviations, bivariate correlations and alphas for 

all variables used in the analyses.  
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Table 3 

Descriptive statistics and bivariate correlations for all predictor and criterion variables 

  
M SD a Helpfulness Problems Benefits Intentions to 

use 

Demographic & 

Clinical Factors 

Gender    -.01 -.09 .13* .02 

Age 36.01 7.27  -.03 .13* .57 -.02 

Location    -.08 -.06 -.14* -.11 

Number of children 2.05 1.05  .04 .09 .10 .12* 

Child mental health 

problems 
1.58 1.81  .07 .07 .07 .16** 

Experience with 

computer-based 

therapies 

   -.18** -.07 -.02 -.13* 

Technology 

Factors 

Technology liking 4.41 0.70  .21*** .07 .22*** .22*** 

Technology access 3.54 0.67  .07 .02 .11* .12* 

Technology confidence 17.78 2.78 .83 .18** .04 .14* .10 

Knowledge Knowledge of computer-

based therapies 
2.70 3.09 .85 .28*** .12* .11* .20*** 

Mental Health 

Factors 

Mental health knowledge 47.42 4.07 .33 .12* .04 .20*** .03 

Mental health attitudes 38.22 12.20 .87 -.23*** -.02 -.34*** -.20** 

Personality 

Factors 

Extraversion 3.26 0.71 .84 -.03 .05 < .01 -.09 

Agreeableness 3.78 0.54 .78 .11* .01 .14** .07 

Conscientiousness 3.74 0.61 .84 .05 -.02 .06 -.05 

Neuroticism 3.03 0.68 .83 .11* -.02 .08 .17** 

Openness 3.58 0.55 .78 .04 -.04 .15** -.03 

Criterions M    3.47 33.10 37.89 3.81 

SD    0.89 7.54 6.67 1.12 

a     .86 .93  
Note. * p < .05, ** p < .01, *** p < .001, a = Cronbach’s index of internal consistency 
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Table 4 provides the statistics for the final model (step five) of each HMR examining 

the impact of parent factors on the following outcome variables: perceived helpfulness, 

perceived problems, benefits, and intentions to access computer-based therapies. Parental 

predictors are grouped in order of entry: demographic and clinical factors (1), technology 

factors (2), knowledge (3), mental health factors (4), and personality factors (5).  
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Table 4 

Statistics for the final regression equation (step five) examining parental predictors of outcome variables 

Group Variable 
Perceived Helpfulness Perceived Problems Perceived Benefits Intentions to Access 

β t p sr2 β t p sr2 β t p sr2 β t p sr2 

1 

Gender -.08 -1.35 .179 <.01 -.13 -2.23 .027 .02 .06 1.04 .299 <.01 -.06 -1.09 .276 <.01 

Age -.03 -0.56 .576 <.01 .11 1.69 .093 .01 .05 .81 .421 <.01 -.02 -.35 .728 <.01 

Location -.01 -0.10 .920 <.01 -.04 -.64 .520 <01 -.08 -1.41 .160 .01 -.04 -.61 .544 <.01 

Number of children <.01 0.01 .990 <.01 .08 1.20 .231 .01 .03 .54 .590 <.01 .05 .74 .460 <.01 

Child mental health problems .02 0.29 .774 <.01 .02 .22 .825 <01 -.04 -.68 .499 <.01 .10 1.54 .125 .01 

Experience with computer-based therapies -.13 -2.17 .031 .01 -.03 -.56 .579 <01 .03 .54 .592 <.01 -.04 -.74 .461 <.01 

2 

Technology liking .16 2.63 .009 .02 .06 .99 .324 <01 .18 2.92 .004 .02 .17 2.74 .007 .02 

Technology access -.08 -1.32 .187 <.01 .04 .53 .598 <01 -.01 -.12 .905 <.01 .05 .71 .479 <.01 

Technology confidence .10 1.55 .122 .01 .02 .26 .793 <01 -.01 -.13 .896 <.01 -.01 -.19 .851 <.01 

3 

Knowledge of computer-based therapies .23 4.12 <.001 .05 .09 1.48 .141 .01 .09 1.55 .122 .01 .19 3.29 .001 .03 

4 

Mental health knowledge .06 0.93 .355 <.01 .02 .25 .807 <01 .08 1.25 .214 <.01 -.04 -.69 .492 <.01 

Mental health attitudes -.15 -2.44 .015 .02 -.05 -.69 .490 <01 -.23 -3.66 <.001 .04 -.13 -2.08 .038 .01 

5 

Extraversion .04 0.59 .558 <.01 .09 1.44 .151 .01 .01 .14 .892 <.01 <.01 -.06 .950 <.01 

Agreeableness .14 2.34 .020 .01 .05 .76 .451 <01 .07 1.15 .253 <.01 .14 2.33 .021 .02 

Conscientiousness .03 0.59 .557 <.01 -.04 -.55 .581 <01 .01 .19 .851 <.01 -.03 -.53 .599 <.01 

Neuroticism .14 2.19 .029 .01 .00 .00 .998 <01 .05 .78 .435 <.01 .14 2.11 .036 .01 

Openness -.03 -0.56 .579 <.01 -.09 -1.38 .170 .01 .07 1.08 .281 <.01 -.07 -1.19 .236 <.01 
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Perceived helpfulness. The final regression equation accounted for 20% of the 

variance in parents’ perceived helpfulness of computer-based therapies, R2=.20, 

F=4.20(17,294), p<.001. Technology factors (∆R2=.04, ∆F(3,302)=4.77, p=.003), knowledge 

of computer-based therapies (∆R2=.06, ∆F(1,301)=19.23, p<.001), and mental health factors 

(∆R2=.03, ∆F(2,299)=5.95, p=.003) contributed significantly to the model. In the final model, 

prior experience with computer-based therapies, greater technology liking, greater knowledge 

of computer-based therapies, less stigmatized mental health attitudes, and greater 

agreeableness and neuroticism, significantly predicted greater perceived helpfulness of 

computer-based therapies.  

Perceived problems. The final regression equation accounted for 7% of the variance 

in parents’ perceived problems with computer-based therapies, R2=.07, F=1.37(17,293), 

p=153. Demographic and clinical factors (∆R2=.04, ∆F(6,304)=2.23, p=.040) was the only 

step to contribute significantly to the model. In the final model, gender was identified as the 

only significant predictor of parent perceived problems with computer-based therapies, such 

that males perceived fewer problems than females.  

Perceived benefits. The final regression equation accounted for 17% of the variance 

in parents’ perceived benefits of computer-based therapies, R2=.17, F=3.48(17,293), p<.001. 

Demographic and clinical factors (∆R2=.05, ∆F(6,304)=2.43, p=.026), technology factors 

(∆R2=.03, ∆F(3,301)=3.27, p=.022), and mental health factors (∆R2=.07, ∆F(2,298)=12.61, 

p<.001) contributed significantly to the model. In the final model, greater technology liking 

and less stigmatized mental health attitudes significantly predicted greater perceived benefits 

of computer-based therapies. 

Intentions to access. The final regression equation accounted for 16% of the variance 

in parents’ intentions to access computer-based therapies, R2=.16, F=3.24(17,281), p<.001. 

Demographic and clinical factors (∆R2=.05, ∆F(6,292)=2.55, p=.020), technology factors 
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(∆R2=.04, ∆F(3,289)=3.88, p=.010), and knowledge of computer-based therapies (∆R2=.03, 

∆F(1,288)=10.91, p=.001) contributed significantly to the model. In the final model, greater 

technology liking, greater knowledge of computer-based therapies, less stigmatized mental 

health attitudes, and greater agreeableness and neuroticism, significantly predicted greater 

intentions to access computer-based therapies. 

Discussion 

The primary aims of this study were to describe the perceptions of Australian parents 

towards the use of computer-based therapies for children with mental health concerns, and 

investigate factors that might predict parental attitudes and intentions to access such services.  

Parental experiences and attitudes towards computer-based therapies. 

 Although half of parents disclosed accessing at least one form of support for their 

child’s mental health, computer-based therapies were poorly utilised. However, information 

websites were the most commonly accessed service, suggesting that parents are using online 

resources to seek mental health support for their children. In addition, household technology 

access, parents’ confidence, and parents’ liking in the use of technology were all high. These 

results are promising and support the notion that computer-based therapies have the potential 

to slip seamlessly into the technology-savvy lifestyle of Australian families. Unfortunately, 

the rate of uptake found in this study suggests that this is yet to occur. 

 Following this, it is perhaps not surprising that parents’ knowledge of computer-based 

therapies was found to be poor. Results suggested that four in five parents failed to identify 

computer-based therapies as effective treatments for anxiety and depression in young people. 

In addition, two of every three parents surveyed were seemingly unaware that computer-

based therapies were available with varying levels of therapist contact. Evidently, many 

parents were uninformed about some of the key service features of computer-based therapies 
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that may influence their perceptions. Yet, in spite of this, parental attitudes towards 

computer-based therapies were found to be predominantly positive. 

Parental attitudes were explored in terms of perceived problems, perceived benefits, 

and perceived helpfulness of computer-based therapies.  Problems with computer-based 

therapies were found to be of concern to fewer than one in three parents, including programs 

not being tailored to individual needs, the privacy and security of personal information, a lack 

of therapist contact, treatment non-completion, and technological problems. Similar factors 

have been reported as being of concern to clinicians (Stallard et al., 2010). In contrast, all 

perceived benefits of computer-based therapies were highly endorsed by parents, consistent 

with prior clinician attitude research (Stallard et al., 2010) and suggesting an overall positive 

impression of computer-based therapy. Specific benefits endorsed by parents related to 

accessibility, progress monitoring, interactivity, cost affordability, and earlier access to 

treatment. Interestingly, stigma reduction has been reported as a highly valued benefit of 

computer-based therapies by clinicians (Stallard et al., 2010), yet was not perceived to be of 

great benefit by parents. Finally, 87% of parents considered computer-based therapies to be 

helpful; markedly higher than the 56% of mental health clinicians who endorsed similar 

levels of helpfulness (Stallard et al., 2010). Overall, parents were optimistic about the use of 

computer-based therapies, despite poor knowledge of what these services can offer. 

In terms of availability, parents strongly recommended that computer-based therapies 

should be made available through mental health clinics, schools, GP clinics, and online. 

These findings are not dissimilar to those reported by mental health professionals (Stallard et 

al., 2010). Parents were more supportive of programs being offered with professional support, 

than without; although a third of parents’ were unsure on both, indicating that uptake may be 

improved if parents are educated around the variety of approaches available and encouraged 

to access a level of therapist support consistent with their needs and preferences. 
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Finally, when asked to predict future service use in the context of their child 

experiencing a mental health difficulty, 94% of parents indicated they would utilise a 

computer-based therapy if it were offered. In contrast, prior research suggests that only 29% 

of mental health clinicians would definitely, and 50% would possibly, use computer-based 

therapies for youth (Stallard et al., 2010). This overwhelming response is particularly 

promising with respect to the potential uptake of computer-based therapies driven by parents. 

Even when asked to choose a preferred therapy option between traditional face-to-face and 

computer-based therapies, one in four parents maintained that they would log-in to therapy as 

a first-line treatment for their child.  

Factors predicting attitudes and intentions to access computer-based therapies 

 In total, parent factors explained a significant proportion of the variance in parents’ 

perceived helpfulness (20%), perceived problems (7%), perceived benefits (17%), and 

intentions to access (16%) computer-based therapies, suggesting that a number of factors are 

influential in predicting parents’ perceptions of, and decisions around, using computer-based 

therapies for their children.  

Individually, few demographic and clinical factors were found to influence parent 

attitudes. Only parents’ gender and prior experience were related to attitudinal outcomes, 

such that males were found to perceive fewer problems with computer-based therapy than 

females, and parents with prior experience with computer-based therapies perceived them as 

more helpful. The impact of experience suggests that positive attitudes may be promoted 

through demonstrations that provide parents with exposure to therapy programs. In addition, 

parents who liked using technology more also had more positive attitudes towards computer-

based therapies, while the number of technological devices parents had access to and their 

overall confidence were not significantly influential. These findings are consistent with Klein 

and Cook (2010), who reported no differences in technology access between adults preferring 
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‘e’ versus ‘non-e’ therapies, yet are inconsistent with Becker and Jensen-Doss (2013), who 

found greater technology access predicted more positive clinician attitudes towards 

computer-assisted therapies for adult clients. 

 Greater parental knowledge of computer-based therapies was also found to predict 

greater perceived helpfulness and access intentions, even after controlling for individual 

characteristics, prior experience, and engagement with technology. No prior literature is 

available analysing the relationship between knowledge of computer-based therapies and 

specific attitudinal outcomes; however, it has been suggested that adults may be cautious 

towards these services due to an absence of knowledge (Carper et al., 2013). Strategies aimed 

at improving parental uptake of computer-based therapies should be informative in nature, so 

as to educate parents on service benefits and usability and dispel ill-informed attitudes about 

potential problematic factors.   

 Unsurprisingly, less stigmatised attitudes towards mental health in general were found 

to predict greater perceived helpfulness, perceived benefits, and access intentions. While this 

study is the first to examine computer-based therapies specifically, these findings are 

consistent with mental health literature that indicate that help seeking is hindered by 

stigmatized attitudes (Clement et al., 2015). It may therefore be that universal strategies 

aimed at reducing stigma will have a natural flow-on effect and promote the uptake of 

services, such as computer-based therapies. In contrast to mental health attitudes, parents’ 

knowledge of mental health in general did not predict any outcomes. To date, no prior 

research has explored this link in relation to computer-based therapies. Perhaps general 

knowledge in mental health may not extend to an understanding of the differences in support 

options that would influence attitudes towards specific services. This difference in specificity 

may explain the discrepancy between the lack of association found here and the link between 

mental health knowledge and help seeking found previously (Cometto, 2014; Jorm, 2012).  
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Finally, personality traits were found to be weak predictors of perceptions of 

computer-based therapies. Agreeableness and neuroticism were the only personality 

characteristics, found to positively predict perceived helpfulness and access intentions. 

Perhaps attributes associated with agreeableness, such as trust in services and pro-social 

responses, promote positive parental attitudes. Positive attitudes towards a treatment service 

may also be attributed to neurotic tendencies, such as elevated experiences of negative 

emotions and mental health problems. These findings are inconsistent with Klein and Cook 

(2010), who found higher agreeableness and neuroticism in non e-preferers, than e-preferers. 

No effects were found for extraversion, conscientiousness, or openness, inconsistent with 

previous research that has found more positive attitudes in young adults with high levels of 

extraversion (Tsan & Day, 2007) and higher extraversion and openness in non e-preferers 

(Klein & Cook, 2010). Evidently, further research is required to clarify these relationships; 

however, it would seem from this study, that parents high in agreeableness and neuroticism 

may be more likely to support computer-based therapies. While targeting dissemination 

resources at specific parental personality traits is not likely to be feasible, these findings may 

inform clinicians’ considerations on an individual client level, such that computer-based 

intervention referrals may be more suitable for parents high in agreeableness or neuroticism.  

Strengths, limitations, and recommendations for future research 

 This study had a number of strengths. To the authors’ knowledge, it was the first of its 

kind to quantitatively examine parental attitudes towards the use of computer-based therapies 

for child and adolescent mental health problems. In doing so, this study importantly 

recognised that parents are often the gatekeepers to accessing, or encouraging young people 

to themselves access, mental health support. In addition, this study extended beyond a 

preliminary illustration of parental attitudes and experiences with computer-based therapies, 

by including an assessment of factors predicting these attitudes. By highlighting important 
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target factors, this is a small, but noteworthy step towards implementing evidence-based 

strategies to improve the uptake of computer-based therapies in young people.  As a 

pioneering study in the population, this study also captured a broad array of variables that had 

the potential to predict parental attitudes, thus allowing future research to develop a more 

specific focus on influential variables only. The moderate sample size recruited and 

subsequent diverse distribution of parental demographics, also lends support for the 

generalisability of the findings of this study.  

 Despite this study’s strengths, there were also limitations. First, the survey was only 

available online, therefore limiting the generalisability of results and potentially inflating the 

rate of technology access. Future research should aim to incorporate adjunct paper-based data 

collection methods. Second, the sample featured an overrepresentation of females, known to 

have more positive attitudes towards mental health help seeking. Future research should aim 

for a more representative sample by including recruitment through male dominant sources. 

Third, the study featured a limited sample of participants with prior experience with 

computer-based therapies. While this sample naturally reflects the low uptake of these 

services, future research may actively recruit parents based on prior experience to further 

understand how experience moderates attitudes and access intentions. Fourth, the cross-

sectional nature of this study was unable to illustrate temporal changes in parent attitudes and 

predictive factors and was unable to assess actual service uptake. Research using longitudinal 

methods to track attitudinal change and uptake behaviour is strongly recommended. Fifth, 

while the theory of planned behaviour (Ajzen, 1985), guided this study to examine the role of 

parental factors and attitudes in predicting access intentions, this theoretical framework was 

not directly examined. It is recommended that future research explore the fit of a theoretical 

model to parental uptake of computer-based therapies. Sixth, given the moderate sample size 

and the large number of predictors used in multiple analyses, the Type I error rate may have 
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been inflated, thus future research is recommended to employ a larger sample size where 

possible. Finally, many of the measures used in the present study have not been 

psychometrically validated, relying solely on reliability estimates, modifications from 

previous research, and new measures developed by the authors. Future research is required to 

develop validated measures specific to consumer attitudes towards computer-based therapies.  

Conclusions 

 The findings of this study make a contribution to our understanding of parental 

attitudes towards computer-based therapies for youth mental health problems. With evidence-

based treatments now available to families through computer technology, we have the 

opportunity to significantly improve the mental health of Australian youth. This study 

showed that uptake is currently low and that parental knowledge of computer-based therapies 

is poor. Yet, in spite of this, parents appear to be positive about the use of these new services. 

We also know that parental intentions to access computer-based therapies for their children 

seem to be linked to prior experience, positive attitudes towards mental health in general, and 

service-specific knowledge. Our challenge now is to draw upon these factors to create active 

change in the uptake of computer-based therapies by Australian families.   
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CHAPTER 5 (STUDY 2) 

CAN WE IMPROVE PARENT ATTITUDES AND INTENTIONS TO ACCESS 

COMPUTER-BASED THERAPIES FOR THEIR CHILDREN AND 

ADOLESCENTS? 

Statement of contribution to co-authored published paper 

This chapter includes a co-authored paper. The status of the co-authored paper is in press in 

Child and Adolescent Mental Health (accepted for publication on 24th May 2016): 

Sweeney, G.M., Donovan, C.L., March, S., & Laurenson, S.D. (in press). Can we improve 

parent attitudes and intentions to access computer-based therapies for their children and 

adolescents? Child and Adolescent Mental Health 

My contribution to the paper involved providing direction on the research design; selection, 

development, and consultation of the assessment measures; half of recruitment and data 

collection procedures; collation of the data, preliminary and main analyses, and results; 

interpretation and discussion of findings.  
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Can we improve parent attitudes and intentions to access computer-based therapies for 

their children and adolescents? 

Background: As gatekeepers, parents can improve the uptake of mental health services 

among youth. This article asked whether providing parents with a presentation on computer-

based therapies is a feasible strategy to improve their knowledge, attitudes, and uptake 

intentions.  

Method: Parents completed a survey before, and immediately after, viewing a presentation on 

computer-based therapies or an active control.  

Results: Parents who viewed the computer-based presentation reported significantly greater 

improvements in knowledge, perceived helpfulness, perceived benefits, and intentions to 

access computer-based therapies; and a significantly greater reduction in perceived problems, 

compared to active controls.  

Conclusions: Information- and demonstration-based presentations are a feasible method for 

improving attitudes towards computer-based therapies for youth among parents in the 

community.  
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Computer-based therapy programs have emerged as an accessible mental health 

treatment for young people, particularly when they are reluctant or unable to access face-to-

face services.  These programs have demonstrated treatment effectiveness for a number of 

mental health conditions in youth, with consistently strong outcomes in the treatment of 

anxiety-related disorders and mixed outcomes found in the treatment of depressive symptoms 

(Christensen et al., 2014; Donovan, Spence, & March, 2012; Donovan & March, 2014; Ebert, 

Zarski et al., 2015; Grist & Cavanagh, 2013; Ye et al., 2014). Recent evidence also suggests 

computer-based therapy programs have demonstrated comparable gains to face-to-face 

interventions among youth (Donovan & March, 2014; Ebert, Zarski et al., 2015; Grist & 

Cavanagh, 2013; Ye et al., 2014). Yet, computer-based therapy programs remain 

underutilised (Gun et al., 2011; Lawrence et al., 2015). As gatekeepers for young people’s 

access to treatment, parents are among those that facilitate the uptake of computer-based 

therapies. Unfortunately, little is known about parent attitudes towards these programs, with a 

greater focus on adult clients and the perceptions of professionals, young adults, and program 

users (Cunningham et al., 2006; Fleming & Merry, 2013; Horgan & Sweeney, 2010; Salloum 

et al., 2013; Stallard et al., 2010; Donovan et al., 2015; Becker & Jensen-Doss, 2013; Klein & 

Cook, 2010; Mitchell & Gordon, 2007). 

A recent survey of examined parental attitudes towards computer-based therapies for 

children and adolescents (Sweeney et al., 2015). Remarkably, 66% of parents reported having 

a child with a mental health problem, yet only 6% had accessed a computer-based therapy. 

Computer-based therapies were reported among the services parents were least likely to 

access if their child required support and parent’s knowledge of computer-based therapies 

was found to be low. Knowledge also contributed to parents intentions to access computer-

based therapies for their children. This link is consistent with prior research within the 

broader literature, which suggests that adults and clinicians with greater knowledge and 
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program experience have more positive attitudes and intentions to use these programs (Gun et 

al., 2011; Fleming & Merry, 2013; Klein & Cook, 2010). It appears that parents have a deficit 

in knowledge of these services, which may be influencing their utilisation.  

Increasing knowledge and experience have been increasingly highlighted as strategies 

to improve the uptake of computer-based therapies among adults (Baumeister et al., 2014; 

Donovan et al., 2015; Ebert, Berking et al., 2015; Fleming & Merry, 2013; Mitchell & 

Gordon, 2007; Carper et al., 2013; Casey et al., 2013). Firstly, standalone program 

demonstrations have been shown to significantly improve attitudes towards computerised 

therapies among university students (Mitchell & Gordon, 2007; Williams et al., 2002) and 

youth workers (Fleming & Merry, 2013). Secondly, while personal information sessions have 

failed to demonstrate improved attitudes towards internet-based interventions among adults 

with diabetes in general, they were found to be effective among those who were depressed, 

experienced diabetes-related distress, female, younger, or infrequent internet users 

(Baumeister et al., 2014). Third, adults who viewed a brief, text-based informative 

presentation on e-mental health services have been shown to have significantly increased 

intentions of using e-mental health (Casey et al., 2013). Fourth, a video and text-based 

presentation has been found to significant improve knowledge and perceptions of computer-

based therapies among Australian mental health workers (Donovan et al., 2015). Finally, a 7-

minute informational video (featuring an expert and model patient, and a program 

demonstration) has been shown to significantly improve acceptance of, and knowledge about, 

internet-based interventions among primary care patients with depression (Ebert, Berking et 

al., 2015). The use of educational presentations and program demonstrations may therefore 

increase knowledge and enhance attitudes in a parent population as well.  
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The current study 

To date, no attempts have been made to improve parental perceptions of computer-

based therapies. Our primary aim was therefore to evaluate whether an online presentation is 

a feasible strategy to improve parental knowledge of, attitudes towards, and intentions to 

access, computer-based therapies for their children, in a community sample. Based on 

previous findings (Fleming & Merry, 2013; Mitchell & Gordon, 2007; Casey et al., 2013) the 

presentation comprised of educational content and a program demonstration. It was predicted 

that, compared to parents viewing a control presentation, parents who viewed the computer-

based presentation would demonstrate a significantly greater increase in knowledge, 

perceived benefits, perceived helpfulness, and intentions to access computer-based therapies, 

and significantly greater reduction in perceived problems with computer-based therapy, after 

viewing the assigned presentation.  

Our secondary aim was to explore parent factors that might predict attitude change 

after viewing the computer-based presentation. Current evidence suggests that knowledge, 

prior experience, personality, technology use, and mental health attitudes are factors 

associated with attitudes towards these programs among adults, clinicians, and parents (Gun 

et al., 2011; Fleming & Merry, 2013; Donovan et al., 2015; Becker & Jensen-Doss, 2013; 

Klein & Cook, 2010; Sweeney et al., 2015; Tsan & Day, 2007). However, the relevance of 

these factors to change in attitudes has yet to be examined. Following this, parent factors 

examined in the present study included 1) demographic and clinical factors (parent gender, 

parent age, residential location, number of children, number of child mental health problems, 

and experience with computer-based therapies), 2) technology factors (liking, access, and 

confidence), 3) mental health attitudes, and 4) personality (extraversion, agreeableness, 

conscientiousness, neuroticism, and openness).  
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Method 

Participants 

Eligible participants were parents in the general population who had at least one child 

aged 0-18 years. Participants were 245 parents aged 18-54 years (M=36.71, SD=7.14), of 

whom n=219 (89.4%) were female. Of these, 134 were randomly assigned to the computer-

based presentation and 111 to the control presentation. Table 1 provides the demographic 

characteristics of participants. The majority of parents reported having one or two children 

(M=2.11, S =1.02). Sixty-nine percent of parents reported at least one child with a current or 

past mental health problem (M=1.73, SD=1.90) and 4.9% (n=12) reported formerly accessing 

a computer-based therapy for their child. Preliminary analyses revealed no significant group 

differences on demographic variables, Pillai’s F(11,151)=.965, p=.481, ηp
2=.066.  

Table 1  

Participant demographics  

Category Group Computer-

based 
Control Total 

  n % n % n % 

Gender  Female 122 91.0 97 87.4 219 89.4 

 Male 12 9.0 14 12.6 26 10.6 

Residential location  Urban 108 80.6 92 83.6 200 82.6 

 Rural  24 17.9 18 16.4 42 17.4 

Study Nil 35 26.1 23 20.7 58 23.7 

 Casual 2 1.5 4 3.6 6 2.4 

 Part-time 46 34.3 39 35.1 85 34.7 

 Full-time 51 38.1 45 40.5 96 39.2 

Employment Unemployed  43 32.1 36 32.4 79 32.2 

 Casual 23 17.2 19 17.1 42 17.1 

 Part-time 37 27.6 27 24.3 64 26.1 

 Full-time 31 23.1 29 26.1 60 24.5 

Highest level of education  Secondary 27 20.1 21 18.9 48 19.6 

 Tertiary 80 59.7 74 66.7 154 62.9 

 Post-graduate 27 20.1 16 14.4 43 17.6 

Relationship Married/Defacto 92 68.7 73 65.8 165 67.6 

 Single – 

Separated/Divorced 

27 20.1 20 18.0 47 19.3 

 Single – Never Married 15 11.2 17 15.3 32 13.1 

Partner’s employment Unemployed  6 6.5 11 15.1 17 10.3 

 Casual 2 2.2 3 4.1 5 3.0 
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 Part-time 9 9.8 2 2.7 11 6.7 

 Full-time 75 81.5 57 78.1 132 80.0 

Partner’s highest level of 

education 

Secondary 18 19.6 15 20.5 33 20.0 

 Tertiary 65 70.7 49 67.1 114 69.1 

 Post-graduate 9 9.8 9 12.3 18 10.9 

Household Annual 

Income 

Less than $20,000 14 10.4 12 10.8 26 10.6 

 $21,000 -  $60,000 36 26.9 39 35.1 75 30.6 

 $61,000 -  $100,000 39 29.1 24 21.6 63 25.7 

 $101,000 -  $140,000 27 20.1 19 17.1 46 18.8 

 $141,000 -  $180,000 15 11.2 12 10.8 27 11.0 

 Greater than $181,000  3 2.2 5 4.5 8 3.3 

Number of children 1 40 29.9 34 30.6 74 30.2 

 2 48 35.8 50 45.0 98 40.0 

 3 33 24.6 22 19.8 55 22.4 

 4 9 6.7 2 1.8 11 4.5 

 5 3 2.2 1 0.9 4 1.6 

 6 1 0.7 2 1.8 3 1.2 

Any child experienced a 

mental health disorder  

Anxiety/Worry 65 48.5 42 37.8 107 43.7 

 Autism Spectrum 

Disorders 

11 8.2 9 8.1 20 8.2 

 Attention Deficit 

Hyperactivity Disorder 

(ADHD) 

14 10.4 10 9.0 24 9.8 

 Behavioural problems 39 29.1 37 33.3 76 31.0 

 Bullying 37 27.6 26 23.4 63 25.7 

 Depression/Mood 22 16.4 20 18.0 42 17.1 

 Grief 16 11.9 18 16.2 34 13.9 

 Learning Difficulties 19 14.2 19 17.1 38 15.5 

 Trauma 9 6.7 10 9.0 19 7.8 

 Nil 38 28.4 38 34.2 76 31.0 

 

Procedure 

Ethical clearance was granted by the Griffith University Human Research Ethics 

Committee (PSY/A7/13/HREC) prior to recruitment. Participants were recruited via social 

media and the distribution of leaflets to childcare centres and schools. Recruitment materials 

directed parents to the online information/consent form (see Appendix A). After providing 

written informed consent, participants completed the online survey for the first time. 

Participants were then immediately randomly allocated via the online survey software to the 

computer-based or control presentation. After viewing the allocated presentation, embedded 
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within the survey program, participants completed the final survey and were offered entry 

into the prize draw.  

Presentations 

Computer-based Presentation. The computer-based presentation featured nine 

power-point slides and took approximately 5-7 minutes to view (see Appendix C). Content 

was informed by prior research and included information on benefits, development, delivery 

modes, general structure/content, research, and user testimonials. Content was relevant to 

computer-based therapies in general, with and without adjunct therapist support. The 

presentation also featured a three-minute video demonstration of the ‘The BRAVE Program’ 

a computer-based therapy for child anxiety (Spence et al., 2006; Spence et al., 2011). Figure 

1 displays slide-four of the presentation. 

Figure 1. Slide-four of the computer-based therapy presentation. 
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Control Presentation. The control presentation featured nine power-point slides 

educating participants on healthy lifestyle habits (see Appendix D). Content included benefits 

of healthy living, tips for physical activity and healthy eating, research, and testimonials. The 

presentation featured a video titled ‘Benefits of living a healthy lifestyle’ (Sintsura, 2013) and 

was designed to be equivalent to the computer-based presentation regarding length, format, 

and target audience.  

Measures 

 At present, there is a paucity of measures that have been used to examine parental 

attitudes towards computer-based therapies. It was therefore necessary to administer a 

number of author-developed measures, all of which were developed in consultation with 

researchers in the field or adapted from related research (Klein & Cook, 2010; Stallard et al., 

2010). A copy of the online survey is available in Appendix B.  

Demographic and clinical factors. Parents provided general demographic 

information regarding themselves, their partner, and children (see Table 1). Factors included 

in analyses included parent gender (male/female), parent age (years), residential location 

(rural/urban), number of children, number of child mental health problems (ranging 1-9), and 

prior experience with computer-based therapies for their child (yes/no).  

 Technology factors. Three technology factors were measured: access, confidence, 

and liking. Parents reported if they had access (yes/no) to four technologies (personal 

computer, internet, smartphone, and tablet) and rated their confidence in using each of these 

on a five-point scale (1=not confident at all to 5=very confident). Responses were summed to 

provide a total access score (ranging 1-4) and a total confidence score (ranging 4-20, 

Cronbach’s α=.81), respectively, with higher scores indicating greater access/confidence. 

Parents also rated how much they like using technology in general on a single-item five-point 

scale (1=strongly dislike to 5=strongly like).  
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 Mental health attitudes. The 19-item Attitudes scale of the Mental Health 

Questionnaire was administered to measure parental mental health attitudes (Sheffield et al., 

2004). Parents rated their agreement with each statement on a six-point scale (1=strongly 

disagree to 6=strongly agree). Items were summed to produce a total score (ranging 19-114, 

Cronbach’s α=.88), with higher scores indicating more stigmatised attitudes. 

 Personality. The 44-item Big Five Inventory (BFI) was administered to measure 

parent personality style (John et al., 1991; John et al., 2008). The BFI comprises five 

subscales: Extraversion (8-items), Agreeableness (9-items), Conscientiousness (9-items), 

Neuroticism (8-items), and Openness (10-items). Participants rated their agreement with each 

item on a five-point scale (1=strongly disagree to 5=strongly agree). The mean for each 

subscale produced a scaled score (ranging 1-5, Cronbach’s α=.78 to .84), with higher scores 

indicating greater endorsement. 

 Computer-based therapy knowledge. Parents were administered a 14-item author-

developed true-false test to assess parental knowledge of computer-based therapies 

(0=incorrect, 1=correct). Example items include “Computer-based therapies are less 

effective than face-to-face therapy” and “Computer-based therapies are not interactive”. 

Responses were summed to produce a total score (ranging 0-14, Cronbach’s α=.85), with 

higher scores indicating greater knowledge. 

 Computer-based therapy attitudes. Three constructs of parental attitudes were 

measured: perceived helpfulness, perceived problems, and perceived benefits.  

Perceived helpfulness. Parents were asked “How much to do you believe computer-

based therapies can help children experiencing emotional and behavioural?” Responses were 

scored on a five-point scale (1=not helpful at all, to 5=extremely helpful).  

Perceived problems. A ten-item scale was administered to measure perceived 

problems with computer-based therapies. Parents rated the degree to which they thought each 
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item (e.g. “Completing the treatment”) was problematic on a five-point scale (1= not at all to 

5=extremely). Responses were summed to produce a total score (ranging 10-50, Cronbach’s 

α=.87), with higher scores indicating more perceived problems. 

Perceived benefits. A nine-item scale was administered to measure perceived benefits 

of computer-based therapies. Parents rated the degree to which they thought each item (e.g. 

“Reduced stigma”) was beneficial on a five-point scale (1=not at all to 5=extremely). 

Responses were summed to produce a total score (ranging 9-45, Cronbach’s α=.92), with 

higher scores indicating more perceived benefits.  

 Intentions to access services. Parents rated their intention to access a computer-based 

therapy if their child experienced a mental health problem, on a single-item five-point scale 

(1=not at all likely to 5=extremely likely). Parents also reported their service preference for 

their child (face-to-face/computer-based).  

Presentation completion. Due to technological constraints, participants were able to 

skip the video content. Participants rated how much of the video they viewed on a single-item 

(1=none, to 5=all). Participants who reported viewing less than half or none of the video were 

removed prior to analyses due to presentation incompletion. 

Data Analytic Plan 

The first aim of the study was to evaluate whether a presentation on computer-based 

therapy led to a change in parental knowledge/attitudes/intentions, relative to a control. A 

Multivariate Analysis of Variance (MANOVA) was conducted between groups (computer-

based/control) on all measures to ensure equivalency prior to manipulation. A repeated-

measures between-groups MANOVA was conducted, using a 2 (condition: computer-

based/control) x 2 (time: before/after the presentation) design. The five outcome variables 

were parental 1) knowledge, 2) perceived helpfulness, 3) perceived problems, 4) perceived 
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benefits, and 5) intentions to access computer-based therapies for their children. The control 

variable of ‘technology liking’ was entered as a covariate.  

The second aim of the study was to explore parent factors predicting change in 

outcomes after viewing the computer-based presentation. Analyses included the subsample of 

participants assigned to the computer-based presentation only. A series of five Hierarchical 

Multiple Regression (HMR) analyses were conducted, one for each of the outcome variables 

completed after the presentation. To control for initial attitudes, scores on these same 

measures completed before the presentation were entered on the first step of each HMR. 

Following this, demographic and clinical factors (parent gender, parent age, residential 

location, number of children, presence of child mental health problems, and experience with 

computer-based therapies), technology factors (liking, access, and confidence), mental health 

attitudes, and personality factors (extraversion, agreeableness, conscientiousness, 

neuroticism, and openness), were entered on steps two to five, respectively. 

Results 

Can a brief presentation improve parental knowledge, attitudes and intentions to access 

computer-based therapies? 

The MANOVA conducted on outcomes prior to the presentations was not significant, 

Pillai’s F(5,239)=1.12, p=.353, ηp
2=.023, suggesting equivalency prior to manipulation.  

Table 2 provides the means and standard deviations for each of the outcome variables 

prior to and after viewing the presentation for each condition. The overall repeated-measures 

between-groups MANOVA showed a significant group by time effect, Pillai’s 

F(5,238)=32.22, p<.001, ηp
2=.40. Subsequent univariate analyses revealed significant group 

by time effects for knowledge, F(1,242)=145.90, p<.001, ηp
2=.38, perceived helpfulness, 

F(1,242)=21.70, p<.001, ηp
2=.08, perceived problems, F(1,242)=25.51, p<.001, ηp

2=.10, 

perceived benefits, F(1,242)=6.63, p=.011, ηp
2=.03, and intentions to access computer-based 
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therapies, F(1,242)=20.12, p<.001, ηp
2=.08. Compared to participants in the control 

condition, participants in the computer-based condition reported significantly greater 

improvements in knowledge, perceived helpfulness, perceived benefits, and access intentions, 

and a significantly greater reduction in perceived problems, following the presentation.  

Table 2 

Means and standard deviations for each of the outcome variables for computer-based and 

control conditions, before and after presentation.  

Variable Computer-based Presentation  

M (SD) 

Control Presentation 

M (SD) 

  Before After Before After 

Knowledge 2.91 (3.19) 8.92 (2.47) 2.63 (3.02) 3.62 (3.47) 

Perceived helpfulness  3.63 (0.90) 4.22 (0.81) 3.41 (0.87) 3.52 (0.98) 

Perceived problems 25.77 (7.66) 21.00 (7.77) 27.50 (7.66) 27.30 (8.88) 

Perceived benefits  38.42 (6.70) 39.91 (6.76) 37.51 (6.30) 37.22 (6.85) 

Intention to use 3.96 (1.01) 4.22 (1.00) 3.80 (1.10) 3.61 (1.19) 
 

Figure 2 displays parents’ reported service preference between computer-based and 

face-to-face therapy in the context of their child requiring support. Preference for computer-

based therapy in the computer-based condition increased following the presentation, while 

preference for computer-based therapy in the control condition remained stable, resulting in a 

significant difference following the presentation, χ2(1,n=245)=4.99, p=.026. 
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Figure 2. Service preference between computer-based and face-to-face therapy before and 

after viewing the presentation in the computer-based and control conditions. 

Which parent factors predict change in response to the presentation? 

Table 3 provides the statistics for each HMR conducted on parental knowledge, 

perceived helpfulness, perceived problems, perceived benefits, and intentions to access 

computer-based therapies following the computer-based presentation. After controlling for 

outcomes measured prior to the presentation and accounting for all predictors (step five), 

three variables significantly predicted parent outcomes. Parent confidence in using 

technology significantly predicted knowledge (β=-.24, p=.022) and perceived helpfulness 

(β=-.20, p=.041) following the presentation, such that lower confidence in using technology 

was associated with greater increases in knowledge and perceived helpfulness following the 

presentation. Neuroticism (β=-.26, p=.002) and openness (β=.17, p=.039) significantly 

predicted perceived problems with computer-based therapies, whereby parents with higher 

neuroticism and lower openness perceived fewer problems following the presentation.  
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Table 3 

Statistics for HMRs examining predictors of outcome variables following the computer-based 

presentation  

   
Total 

R2 
∆R2 ∆F df p 

Knowledge        

 Step 1 Prior knowledge  .09 .09 13.55 1,130 <.001 

 Step 2 Demographic and clinical factors  .11 .02 0.46 6,124 .837 

 Step 3 Technology factors .17 .05 2.54 3,121 .060 

 Step 4 Mental health attitudes .19 .02 2.95 1,120 .088 

 Step 5 Personality .20 .01 0.37 5,115 .871 

Helpfulness         

 Step 1 Prior perceived helpfulness  .23 .23 37.70 1,130 <.001 

 Step 2 Demographic and clinical factors  .25 .03 0.75 6,124 .612 

 Step 3 Technology factors .30 .05 2.97 3,121 .035 

 Step 4 Mental health attitudes .31 .01 1.64 1,120 .203 

 Step 5 Personality .34 .02 0.83 5,115 .531 

Problems        

 Step 1 Prior perceived problems   .30 .30 55.39 1,130 <.001 

 Step 2 Demographic and clinical factors  .31 .01 0.43 6,124 .857 

 Step 3 Technology factors .35 .03 2.07 3,121 .108 

 Step 4 Mental health attitudes .37 .03 4.76 1,120 .031 

 Step 5 Personality .46 .08 3.50 5,115 .006 

Benefits        

 Step 1 Prior perceived benefits   .34 .34 67.70 1,130 <.001 

 Step 2 Demographic and clinical factors  .37 .02 0.75 6,124 .611 

 Step 3 Technology factors .38 .02 1.12 3,121 .346 

 Step 4 Mental health attitudes .38 <.01 0.19 1,120 .660 

 Step 5 Personality .40 .02 0.67 5,115 .648 

Intentions        

 Step 1 Prior intentions to use   .50 .50 129.25 1,130 <.001 

 Step 2 Demographic and clinical factors  .52 .02 0.92 6,124 .487 

 Step 3 Technology factors .53 .01 0.60 3,121 .617 

 Step 4 Mental health attitudes .53 <.01 0.23 1,120 .630 

 Step 5 Personality .56 .03 1.39 5,115 .233 
 

Discussion 

This study investigated whether an informative presentation was a feasible strategy to 

improve parental knowledge, attitudes, and intentions to access computer-based therapies for 

their child, and to assess the parent factors predicting change following the presentation.  
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Can a brief presentation improve parental knowledge, attitudes and intentions to access 

computer-based therapies? 

The first aim of this paper was to evaluate the ability of an online presentation to 

improve parental knowledge and perceptions of computer-based therapies. Compared to 

parents who viewed a control presentation, parents who viewed a presentation on computer-

based therapies showed significantly greater improvements in their knowledge of computer-

based therapies; and significantly greater reduction in perceived problems, and increase in 

perceived benefits, perceived helpfulness, and intentions to access computer-based therapies. 

It would seem that a brief information presentation has the capacity to not only improve 

parental knowledge of these services, but also to improve parental attitudes towards them and 

to increase parental likelihood of using them for their children.  

Though the first to investigate the impact of a presentation upon parental outcomes 

relating to computer-based therapies for their children, the effectiveness of this presentation 

is consistent with similar attempts to improve attitudes towards these services through the use 

of program demonstrations and the presentation of information/video targeting adult mental 

health (Baumeister et al., 2014; Donovan et al., 2015; Ebert, Berking et al., 2015; Fleming & 

Merry, 2013; Mitchell & Gordon, 2007; Carper et al., 2013; Casey et al., 2013). The 

demonstrated effectiveness of this brief, and simple presentation, is encouraging in the quest 

to improve uptake of these services for young people. If computer-based therapies are to pave 

the way towards a more sustainable model of mental health care, then their implementation 

need to be equally effectual. Founding implementation strategies on evidence-based 

techniques, such as the presentation presently examined, is key to the efficient allocation of 

resources directed towards improving the uptake of these services.   
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Which parent factors predict change in response to the presentation? 

This study also investigated parental factors that might predict responses to the 

presentation, though few were found to do so. The less confident parents were in using 

technology, the more likely they were to demonstrate gains in knowledge and perceived 

helpfulness following the presentation. Perhaps the presentation empowered parents whose 

lack of confidence in technology led them to be less aware or more cautious of these 

programs. In addition, the more neurotic and less open parents were, the more likely they 

were to perceive fewer problems following the presentation. It makes sense that neurotic 

parents may experience more negative emotional states, eliciting greater receptivity to 

information regarding treatment services, such as that provided in the presentation. 

Conversely, the relationship between parental openness at attitude change appears less clear. 

Perhaps less open parents were more cautious of the unknown and were only persuaded 

following increased knowledge offered by the presentation.  

Consistent with researching linking individual factors to attitudes towards computer-

based therapies in other populations (Gun et al., 2011; Fleming & Merry, 2013; Donovan et 

al., 2015; Becker & Jensen-Doss, 2013; Klein & Cook, 2010; Sweeney et al., 2015; Tsan & 

Day, 2007), it appears that there are some parent factors that may inform a more efficient, 

targeted approach, for the dissemination of resources aimed at improving the uptake of 

computer-based therapies. For example, the implementation of an information presentation, 

such as the one examined here, may have greater potential to promote change if delivered 

through a medium frequently accessed by less tech-savvy parents, such as television or radio, 

rather than online on social networking websites.  

Limitations and directions for future research 

Despite the merit of this study, it was not without its limitations. First, assessment of 

attitudinal and intentional improvement was only obtained immediately after viewing the 
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presentation. Future research should assess whether or not these changes are sustained over 

time. Second, the study is limited by a lack of follow-up into actual behavioural outcomes. 

Future research would benefit from a longitudinal design to evaluate the impact of 

presentations on program uptake. Conclusions drawn from this study are also applicable only 

to the presentation as a whole. Future research may contribute valuable insights into the 

individual presentation components are responsible for promoting positive change in parental 

perceptions. Multiple measures used in the present study were also not psychometrically 

validated, relying on use in prior research (Stallard et al., 2010; Klein & Cook, 2010; 

Sweeney et al., 2015) and reliability estimates. Future research is warranted to examine the 

psychometric validity of measures of parental perceptions of computer-based therapies. 

Sample limitations include an overrepresentation of females, limiting the generalisability of 

results to fathers. An exploration of father’s perceptions on the topic of computer-based 

therapies for young people is therefore recommended. Finally, other potential strategies to 

increase the uptake of these programs among youth that warrant investigation in future trials, 

include school-based implementation models, the use of incentives to encourage program 

participation and completion among youth, and free community workshops for parents on 

computer-based interventions for youth mental health.  

Conclusions 

This study has taken the next step towards improving uptake of computer-based 

therapies, by using an information- and demonstration-based presentation to facilitate 

positive change in parental knowledge, attitudes, and intentions to access these services for 

their children. By disseminating similar strategies at a community level, we can optimise the 

use of these resources to support young peoples’ mental health.  
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CHAPTER 6 (STUDY 3) 

LOGGING INTO THERAPY: ADOLESCENT PERCEPTIONS OF COMPUTER-

BASED THERAPIES FOR MENTAL HEALTH PROBLEMS 

Statement of contribution to co-authored published paper 

This chapter includes a co-authored paper. The status of the co-authored paper is under 

review in Internet Interventions: 

Sweeney, G.M., Donovan, C.L., March, S., & Forbes, Y. (under review). Logging into 

therapy: Adolescent perceptions of computer-based therapies for mental health 

problems. Internet Interventions 

My contribution to the paper involved providing direction on the research design; selection, 

development, and consultation of the assessment measures; half of recruitment and data 

collection procedures; collation of the data, preliminary and main analyses, and results; 

interpretation and discussion of findings.  
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Logging into therapy: Adolescent perceptions of computer-based therapies for mental 

health problems 

Objectives: Computer-based psychological interventions are underutilised by adolescents, 

yet limited research has explored why. This study describes adolescent attitudes towards 

computer-based therapies and explores the factors that predict these attitudes.  

Method: Australian adolescents (N=217) were surveyed on their knowledge of, attitudes 

towards (including perceived problems, perceived benefits, and perceived helpfulness), 

recommended availability of, and intentions to use computer-based therapies. In addition, 

demographic and clinical factors, factors relating to technology use, adolescents’ mental 

health attitudes, and personality traits were also measured.  

Results: The findings suggested that 72.0% of adolescents would access a computer-based 

therapy if they experienced a mental health problem and 31.9% would choose a computer-

based therapy over traditional face-to-face support. The most valued benefits of these 

programs included alleviation of stigma and increased accessibility. Knowledge of computer-

based therapies was found to positively predict perceived helpfulness and intended uptake.  

Conclusions: This study provides insight into adolescent attitudes towards computer-based 

therapies and highlights the need to investigate strategies for increasing uptake.  

Keywords: computer-based; adolescent; attitudes; services; mental health 
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The emergence of mental health problems during adolescence is well documented and 

the evidence supporting psychological intervention during this period is clear (Lawrence et 

al., 2015; Lee et al., 2013; Chorpita et al., 2011). However, even gold standard treatments are 

ineffectual if young people in the community do not access them. At present, an estimated 

35% of Australian adolescents with clinical mental health disorders fail to utilise professional 

services (Lawrence et al., 2015). It is evident that more needs to be done to ensure young 

people access support for their mental health.   

There are a number of barriers that prevent young people from accessing mental 

health services, including, perceived stigma (Gulliver et al., 2010), an expectation or 

preference for self-reliance (Wilson, Bushnell, & Caputi, 2011), concerns around 

confidentiality (Gulliver et al., 2010), and a lack of knowledge and accessibility of services 

(Gulliver et al., 2010). One of the most recent strategies to circumvent such barriers has been 

computer-based service delivery.  

Computer-based therapies are well-placed to address barriers to mental health services 

(Elkins, McHugh, Santucci, & Barlow, 2011; Hosie et al., 2014). The efficacy and 

effectiveness of these mental health interventions is also well established among adolescents 

(Donovan & March, 2014; Ebert et al., 2015; Reyes-Portillo et al., 2014), and comparable to 

face-to-face psychotherapy for some disorders (Christensen et al., 2014; Sethi, 2013; Spence 

et al., 2011). In addition, while not all programs have been disseminated, there are still a 

number of programs that are currently available to adolescents, such as MoodGYM, OCD? 

Not Me, BRAVE Self-Help, OnTrack Get Real, and MindSpot Mood Mechanic.   

Unfortunately, uptake of computer-based therapies remains low (Lawrence et al., 

2015). There is evidence to suggest that young people consider the choice to access mental 

health services online as being up to them, in contrast to accessing face-to-face services, 

where they feel more strongly influenced by their family (Rickwood, Mazzer, & Telford, 
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2015). Following this, if young people perceive greater independence in the decision to seek 

online support, then understanding adolescents’ attitudes towards these services may inform 

strategies to improve uptake.  

Only three studies to date have asked young people about their perceptions of 

computer-based therapies. Of these, two featured university students (Horgan & Sweeney, 

2010; Mitchell & Gordon, 2007) and one examined adolescents’ attitudes towards online 

counselling (Glasheen, Shochet, & Campbell, 2016). Intentions to access computer-based 

therapies have been found to be consistently high among university students, although they 

maintain a preference for face-to-face alternatives (Horgan & Sweeney, 2010; Mitchell & 

Gordon, 2007). University students also appear to value the benefits of computer-based 

therapies, including privacy, accessibility, anonymity, and confidentiality (Horgan & 

Sweeney, 2010; Mitchell & Gordon, 2007). Finally, Glasheen et al. (2016) found that 80-84% 

of adolescents would consider using online counselling if it was available at school. They 

also found that adolescents preferred going online to discuss sensitive issues (such as 

sexuality), and preferred face-to-face support for other topics (such as peer conflict, bullying, 

and guidance). Perhaps adolescents perceive online services as more appropriate for issues 

around which there is a greater perceived stigma.  

It appears that the benefits of accessibility and privacy offered by computer-based 

therapies may encourage young people to use these programs, yet are insufficient for them to 

prefer computer-based therapies, over face-to-face support. This suggests that additional 

factors may be influencing their service decisions. Research in this area is clearly in its early 

stages and limited in its current scope and depth, particularly in relation to the adolescent 

population. However, understanding adolescents’ attitudes towards these programs is an 

important step towards informing strategies to increase the uptake of mental health treatment. 
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In addition to understanding the content of adolescents’ attitudes, examining the 

factors that influence these attitudes may also inform strategies for increasing uptake.  To 

date, research exploring the factors contributing to attitudes towards computer-based 

therapies has been limited to adults (Becker & Jensen-Doss, 2013; Tsan & Day, 2007), health 

professionals (Donovan et al, 2015; Stallard et al., 2010; Fleming & Merry, 2013; Gun et al., 

2011), and parents (Sweeney, Donovan, March, & Laurenson, 2015). Based on this literature, 

factors that may influence service preferences have included personality, technology use, and 

knowledge or experience with computer-based therapies. Though yet to be studied in the 

computer-based therapy literature, stigmatised attitudes towards mental health have also been 

linked to poor psychological help seeking in adolescents (Clement et al., 2015; Cometto, 

2014; Jorm, 2012), and thus warrants consideration. Examination of the factors influencing 

adolescents’ attitudes and intentions to use computer-based therapies is absent to date.  

Following this, the first aim of the present study was to detail adolescents’ perceptions 

of computer-based therapies, including 1) knowledge of computer-based therapies, 2) 

attitudes towards computer-based therapies (perceived problems, perceived benefits, and 

perceived helpfulness), 3) intentions to use computer-based therapies, and 4) recommended 

availability of computer-based therapies. The second aim was to assess factors predicting 

attitudes and intentions to use computer-based therapies. Adolescent factors of interest 

included, 1) demographic and clinical factors, 2) technology factors, 3) knowledge of 

computer-based therapies, 4) mental health attitudes, and 5) personality factors. 

Method  

Procedure 

Ethical clearance was granted prior to commencing recruitment. Participants from the 

general community were recruited via Facebook promotion on youth interest groups, and 

direct advertising through secondary schools. All recruitment materials provided potential 
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participants with a link to access the online information/consent form (see Appendix E) and 

survey site. Participants were encouraged to voluntarily discuss participation with their 

parents prior to giving consent. After providing informed consent, participants were directed 

to an online battery of questionnaires. Upon completion, participants were offered the 

opportunity to submit their email address for entry into the draw to win an iPad Mini. All 

participants were invited to contact the authors for a summary of results from the study. 

Measures 

 To the best of our knowledge, there is an absence of psychometrically validated 

measures that assess adolescent perceptions of computer-based therapies. Subsequently, the 

present study utilised a number of author-developed measures that were adapted from those 

used in prior computer-based therapy research (with adults and clinicians) or developed in 

consultation with research colleagues in the field (see Appendix B). 

 Computer-based therapy knowledge. A 14-item true-false test was developed to 

assess knowledge of computer-based therapies (e.g. ‘All computer-based therapies involve 

therapist contact’). Items included in the test were generated in collaboration with researchers 

in the computer-based therapy field to ensure external validity. Correct responses were 

summed to produce a total score (ranging from 0-14), with higher scores indicating greater 

knowledge of computer-based therapies.   

Computer-based therapy attitudes. Adolescents’ attitudes towards computer-based 

therapies were measured using an author-developed questionnaire adapted from previous 

research in the field (Stallard et al., 2010; Klein & Cook, 2010). The questionnaire comprised 

of three scales: perceived problems, perceived benefits, and perceived helpfulness.  

Perceived problems. Perceived problems with computer-based therapies were 

measured with a 10-item scale whereby participants rated the degree to which they thought 

each item (e.g. ‘Finding time to do it’) was problematic on a five-point scale (1=not at all 
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problematic to 5=extremely problematic). Responses were summed to produce a total score 

that could range from 10 to 50, with higher scores indicating greater perceived problems with 

computer-based therapies (Cronbach’s α=.85).  

Perceived benefits. Perceived benefits of computer-based therapies were measured 

with a 9-item scale whereby participants rated the degree to which they thought each item 

(e.g. ‘Use at home’) was beneficial on a five-point scale (1=not at all beneficial to 

5=extremely beneficial). Responses were summed to produce a total score that could range 

from 9 to 45, with higher scores indicating greater perceived benefits of computer-based 

therapies (Cronbach’s α=.95).  

Perceived helpfulness. Participants rated how helpful they considered computer-

based therapies in the treatment of adolescent mental health problems, on a single-item five-

point scale (1=not helpful at all, to 5=extremely helpful).  

 Intention to use services. Adolescents’ intentions to use services were measured 

using a 5-item author-developed questionnaire adapted from previous research in the field 

(Stallard et al., 2010; Klein & Cook, 2010). The first four items were used for descriptive 

purposes only. Item one asked adolescents to rate how likely they would be to use eleven 

mental health services (e.g., ‘Psychologist’ and ‘Online counselling’) on a five-point scale 

(1=not at all likely to 5=extremely likely). Item two asked adolescents to report whether they 

would access an available computer-based therapy program if they experienced mental health 

problems (yes/no). Item three asked adolescents to state their preference for face-to-face or 

computer-based therapy. Item four asked adolescents to indicate their preferred modes of 

access to computer-based therapies (i.e. ‘Smartphone’, ‘Tablet’, ‘CD-ROM’, ‘Internet’, and 

‘Virtual reality’), with the option to select multiple modes. The fifth item was used as the 

outcome variable and asked adolescents to rate their intention to use a computer-based 

therapy on a five-point scale (1=not at all likely to 5=extremely likely).  
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Recommended availability. Participants were asked if they believed computer-based 

therapies should be made available to adolescents in six different ways (i.e. ‘Available for use 

in school’ and ‘Only available with professional support’). Responses were scored on a five-

point scale (1=definitely yes to 5=definitely no) and were used for descriptive purposes.  

 Additional predictor variables. The second aim of the study was to assess factors 

predicting perceptions of computer-based therapies, including: demographic and clinical 

factors, technology factors, knowledge of computer-based therapies (described above), 

mental health attitudes, and personality factors. 

 Demographic and clinical factors. Demographic factors of interest included 

participant gender (male/female), age (years), and residential location (urban/rural). Clinical 

factors of interest included total number of self-reported mental health problems (2.1.2) and 

prior experience with computer-based therapies, with or without therapist assistance (yes/no).  

Technology factors. Participants reported if they had access (yes/no) to four common 

technologies (personal computer, internet, smartphone, and tablet), with responses summed to 

produce a technology access score (ranging from 1-4). Participants then rated their 

confidence in using each of these technologies on a five-point scale (1=not confident at all to 

5=very confident), with scores summed to produce a technology confidence score (ranging 

from 1-20, Cronbach’s α=.86). Participants also rated their liking for using new technologies 

in general on a single-item five-point scale (1=strongly dislike to 5=strongly like).  

 Mental health attitudes. The 19-item Attitudes scale of the Mental Health 

Questionnaire (Sheffield et al., 2004) was administered to measure attitudes towards mental 

illness. Participants rated their agreement with each statement on a six-point scale 

(1=strongly disagree to 6=strongly agree). Items were summed to provide a total score 

ranging from 19-114, with higher scores indicating more negative attitudes towards mental 

health (Cronbach’s α=.90).  
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 Personality factors. The 44-item Big Five Inventory (BFI; John et al., 1991; John et 

al., 2008) was administered to measure personality traits. Previous research estimates the BFI 

subscales to have good internal consistency (r=.83) and convergent validity with other 

personality measures (John et al., 2008). Participants were asked to rate their agreement with 

each item on a five-point scale (1=strongly disagree to 5=strongly agree). The mean was 

calculated for each of the five subscales to produce a subscale score ranging from 1-5, such 

that higher scores on each subscale indicate greater characteristic endorsement. Subscales 

included: Extraversion (8-items, Cronbach’s α=.83), Agreeableness (9-items, Cronbach’s 

α=.73), Conscientiousness (9-items, Cronbach’s α=.82), Neuroticism (8-items, Cronbach’s 

α=.81), and Openness (10-items, Cronbach’s α=.70).  

Data Analytic Plan 

The analyses were divided into two sections corresponding to the two aims of the 

study. Descriptive statistics were used to describe adolescents’ 1) knowledge of computer-

based therapies, 2) attitudes towards computer-based therapies (perceived problems, 

perceived benefits, and perceived helpfulness), 3) intentions to use computer-based therapies, 

and 4) recommended availability of computer-based therapies.  

The second aim of the study was to assess factors predicting adolescent attitudes and 

intentions to use computer-based therapies. A series of four hierarchical multiple regression 

analyses (HMRs) were conducted, one for each of the four outcome variables (perceived 

helpfulness, problems, benefits, and intentions to use computer-based therapies). Adolescent 

factors examined included demographic and clinical factors (gender, age, residential location, 

number of mental health problems, and experience with computer-based therapies), 

technology factors (liking, access, confidence), knowledge of computer-based therapies, 

mental health attitudes, and personality factors (extraversion, agreeableness, 

conscientiousness, neuroticism, openness). The hierarchy was determined in order to control 
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for extraneous variables (step one: demographic and clinical factors), focus on factors 

presumed to be of greater importance to attitudinal outcomes (step two: technology factors, 

step three: knowledge of computer-based therapies), and determine if factors identified in 

prior research had additional value (step four: mental health attitudes, step five: personality 

factors).  

All analyses were conducted using IBM SPSS Statistics (Version 22.0). Power 

analyses determined that a sample size of 139 would be sufficient to detect a medium effect 

size, with a power of .80 and alpha of .05 (Erdfelder et al., 1996). 

Results 

Participant characteristics 

Demographics. Participants were 217 adolescents aged 13-18 years (M=16.98, 

SD=1.32), of whom the majority were female, resided in an urban location, had completed 

secondary school, and identified as single (see Table 1).  

Table 1 

Participant demographics  

Category Group n % 

Gender Female 156 71.9 

 Male 61 28.1 

Residential location Urban 196 90.3 

 
Rural  21 9.7 

Education Enrolled in Secondary 73 33.6 

 
Completed Secondary 133 61.3 

 Completed TAFE Certificate 4 1.8 

 
Completed Tertiary Diploma 7 3.2 

Relationship Single 137 63.1 

 
In a relationship 80 36.9 

 

Mental health experiences. Participants were asked if they had ever experienced a 

mental health problem or used mental health services. In total, 74.2% (n=191) of participants 

reported experiencing at least one mental health challenge. The most common reported 

problems were anxiety/worry (n=134, 61.8%), depression/mood (n=106, 48.8%), anger 
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(n=82, 37.8%), bullying (n=57, 26.3%), and grief (n=45, 20.7%). One in three participants 

(n=81, 37.3%) reported previously accessing at least one mental health service, most 

commonly a counsellor (n=63, 29.0%), GP (n=55, 25.3%), psychologist (n=53, 24.4%), or 

information website (n=51, 23.5%). Only 3.7% (n=8) of all participants reported experience 

with computer-based therapies, either with or without therapist assistance.  

Technology use. All but two adolescents reported access to at least one form of 

technology at home, including computers (n=186, 85.7%), internet (n=203, 93.5%), 

smartphones (n=197, 90.8%), and tablets (n=61, 28.1%). Participants predominantly reported 

they were somewhat to very confident using computers (n=206, 97.2%), internet (n=210, 

99.1%), smartphones (n=207, 97.6%), and tablets (n=192, 90.6%). The majority of 

participants reported strongly liking (n=112, 52.8%) or liking (n=83, 39.2%) using 

technology. Few adolescents indicated that they were neutral about (n=16, 7.5%) or disliked 

technology (n=1, 0.5%), and no participants reported strongly disliking technology. 

What are adolescents’ perceptions of computer-based therapies? 

Computer-based therapy knowledge. Adolescents completed a 14-item quiz on 

computer-based therapies. All items were correctly identified by less than half of participants, 

including: treatment effectiveness among adolescents (n=90, 42.9%), interactivity (n=103, 

49.0%), variability in therapist contact (n=94, 44.8%), general user satisfaction (n=47, 

22.4%), availability online/offline (n=45, 21.4%), comparable helpfulness to face-to-face 

therapy (n=51, 24.3%), and not automatically updating to individual needs (12.4%, n=26). 

Few participants identified computer-based therapies as effective treatments of adolescent 

anxiety (n=96, 45.7%) and depression (n=81, 38.6%). 

Computer-based therapy attitudes. Adolescents’ attitudes towards computer-based 

therapies included perceived problems, perceived benefits, and perceived helpfulness.  



142 

 

Perceived problems. Participants rated ten potential problems with the use of 

computer-based therapies. Items rated as moderately or extremely problematic by the 

majority of participants included: the inability to ask questions (n=128, 61.5%), not finishing 

the program (n=116, 55.8%), information being too general (n=112, 53.8%), being without 

therapist support (n=107, 51.5%), and the privacy of personal information (n=106, 51.0%). 

Less than half of adolescents rated the following items as moderately or extremely 

problematic: losing interest (n=95, 45.7%), finding time (n=88, 42.4%), computer problems 

(n=81, 39.0%), computer access (n=80, 38.5%), and difficulty of tasks (n=78, 37.5%).  

Perceived benefits. Adolescents also rated nine potential benefits of using computer-

based therapies. Eight potential benefits were rated as moderately or extremely beneficial, by 

over two thirds of adolescents, including: use at home (n=166, 79.9%), use any time (n=159, 

76.4%), low cost (n=159, 76.4%), the alleviation of embarrassment (n=150, 72.1%), ability to 

track progress (n=150, 72.1%), ease of accessibility (n=150, 72.1%), avoiding waitlists to 

support (n=130, 62.5%), and greater interactivity that self-help resources (n=127, 61.1%). A 

third of participants rated programs being interesting (n=78, 37.5%) as moderately or 

extremely beneficial. 

Perceived helpfulness. The majority of adolescents believed computer-based 

therapies were extremely (n=29, 13.9%), moderately (n=94, 45.2%), or somewhat helpful 

(n=53, 25.5%). Few adolescents reported computer-based therapies as slightly (n=27, 13.0%) 

or not at all helpful (n=5, 2.4%).  

Intention to use. Adolescents were asked to predict their intention to use services in 

the context of experiencing a mental health difficulty. The majority of adolescents indicated 

they would access a computer-based therapy (n=149, 72.0%), and a third indicated they 

would choose a computer-based therapy (n=66, 31.9%) over face-to-face support. Few 

adolescents (n=19.2, 9.2%) reported they were extremely likely to access a computer-based 
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therapy. A third (n=66, 31.9%) were moderately likely, 28.0% (n=58) were somewhat likely, 

14.0% (n=29) were slightly likely, and 16.9% (n=35) were not at all likely to access a 

computer-based therapy. Adolescents indicated they would access a program via smartphone 

(n=121, 58.5%), online (n=182, 87.9%), via tablet (n=74, 35.7%), CD-ROM (n=19, 9.2%), or 

virtual reality (n=52, 25.1%). Figure 1 illustrates adolescent intention to use a variety of 

mental health services in the context of experiencing a mental health difficulty. Adolescents 

most frequently reported being extremely/moderately likely to access psychologists, 

information websites, and counsellors. Most adolescents were at least somewhat likely to 

access a computer-based therapy in the future and favoured use with therapist assistance.  

 

Figure 1. Likelihood of services use for future mental health difficulties by type of service. 

Recommended availability. Adolescents were asked to report on the ways in which 

they believed computer-based therapies should be made available to young people (see 

Figure 2). Adolescents strongly endorsed service availability online, in schools, at the doctor, 

and in mental health clinics. Around half of adolescents endorsed computer-based therapy 

availability without professional support (i.e. yes/definitely yes) and around a third endorsed 
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availability with professional support only. Over a third of adolescents were unsure on their 

preference regarding professional support. 

 

Figure 2. Recommended availability of computer-based therapies (n=208). 

What factors predict adolescents’ attitudes and intentions to use computer-based 

therapies? 

 Table 2 provides the means, standard deviations, and bivariate correlations for all 

variables used in the analyses. Table 3 provides statistics for the final model (step five) of 

each HMR for the four outcome variables: perceived problems, benefits, helpfulness and 

intentions to use computer-based therapies. Predictor variables are grouped as demographic 

and clinical factors (1), technology factors (2), knowledge (3), mental health attitudes (4), and 

personality factors (5). 
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Table 2 

Descriptive statistics and bivariate correlations for all predictor and criterion variables 

  M SD Helpfulness Problems Benefits Intentions 

Demographic & 

Clinical 

Gender 
  .21** .06 .23** .13 

 Age 16.98 1.32 .04 .11 .12 -.01 

 Location   -.07 -.09 -.11 -.12 

 Number of mental health 

problems 
2.14 1.77 .02 .05 .10 .11 

 Experience with 

computer-based therapies 
  -.21** .04 .01 -.04 

Technology Technology liking 4.44 0.65 .23** <.01 .20** .06 

 Technology access 2.98 0.82 -.02 .06 .16* -.06 

 Technology confidence 17.65 2.93 .09 .15* .15* -.08 

Knowledge Knowledge of computer-

based therapies 
4.18 3.43 .15* -.03 .11 .17* 

Mental Health  Mental health attitudes 48.81 15.58 -.28*** -.16* -.40*** -.13 

Personality Extraversion 3.24 0.69 .04 .06 .03 -.08 

 Agreeableness 3.58 0.53 .12 .14* .13 -.04 

 Conscientiousness 3.22 0.63 .11 .16* .14* .01 

 Neuroticism 3.22 0.70 <.01 -.03 .11 .09 

 Openness 3.44 0.50 .08 .17* .10 .02 

Criterions M   3.55 33.23 35.00 3.02 

 SD   0.97 7.53 8.16 1.23 

Note. * p < .05, ** p < .01, *** p < .001 
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Table 3 

Statistics for the final regression equation (step five) examining adolescent predictors of attitudinal outcomes 

Group Variable 
Perceived Problems Perceived Benefits 

Perceived 

Helpfulness 
Intentions to Use 

β t p sr2 β t p sr2 β t p sr2 β t p sr2 

1                  

 Gender  .04 0.47 .639 <.01 .13 1.77 .078 .01 .20 2.62 .010 .03 .11 1.34 .182 .01 

 Age .11 1.49 .138 .01 .06 0.98 .328 <.01 -.03 -0.42 .672 <.01 -.06 -0.82 .414 <.01 

 Location  -.10 -1.36 .176 .01 -.06 -0.88 .378 <.01 -.04 -0.57 .569 <.01 -.09 -1.27 .205 .01 

 Number of mental health problems .01 0.14 .889 <.01 .03 0.50 .620 <.01 .03 0.44 .661 <.01 .10 1.35 .179 .01 

 Experience with computer-based therapies .04 0.55 .584 <.01 -.01 -0.16 .875 <.01 -.22 -3.27 .001 .04 -.10 -1.34 .181 .01 

2                  

 Technology liking -.08 -1.09 .276 .01 .15 2.17 .031 .02 .22 3.10 .002 .04 .10 1.31 .193 .01 

 Technology access .02 0.21 .830 <.01 .10 1.56 .121 .01 -.06 -0.88 .379 <.01 -.05 -0.71 .476 <.01 

 Technology confidence .15 1.95 .053 .02 .03 0.41 .679 <.01 -.01 -0.18 .857 <.01 -.11 -1.38 .170 .01 

3                  

 Knowledge of computer-based therapies -.04 -0.57 .568 <.01 .12 1.88 .062 .01 .18 2.75 .007 .03 .18 2.64 .009 .03 

4                  

 Mental health attitudes  -.08 -1.03 .303 <.01 -.31 -4.31 .000 .07 -.22 -3.02 .003 .04 -.12 -1.46 .145 .01 

5                  

 Extraversion .06 0.76 .446 <.01 .02 0.30 .766 <.01 -.01 -0.17 .868 <.01 -.09 -1.20 .233 .01 

 Agreeableness .08 1.11 .267 .01 .02 0.24 .808 <.01 .03 0.41 .681 <.01 -.07 -0.96 .337 <.01 

 Conscientiousness .06 0.86 .388 <.01 .02 0.36 .721 <.01 .01 0.10 .923 <.01 -.03 -0.44 .662 <.01 

 Neuroticism -.05 -0.62 .537 <.01 -.04 -0.46 .644 <.01 -.11 -1.33 .185 .01 -.02 -0.26 .792 <.01 

 Openness .14 1.82 .070 .02 .07 1.03 .303 <.01 .09 1.22 .226 .01 .04 0.55 .585 <.01 
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Perceived problems. In the final regression equation, adolescent factors failed to 

significantly predict perceived problems with computer-based therapies and accounted for 

only 11% of variance in the outcome, R2=.11, F=1.62(15,192), p=.071. No individual factors 

were found to significantly contribute to the prediction of perceived problems.  

Perceived benefits. The final regression equation accounted for 25% of variance in 

the outcome of perceived benefits, R2=.25, F=4.23(15,192), p<.001. Demographic and 

clinical factors (∆R2=.07, ∆F(5,202)=3.04, p=.011), technology factors (∆R2=.07, 

∆F(3,199)=4.98, p=.002), and mental health attitudes (∆R2=.09, ∆F(1,197)=23.72, p<.001) 

contributed significantly to the model. In the final model, greater technology liking and less 

stigmatized mental health attitudes significantly predicted greater perceived benefits of 

computer-based therapies. 

Perceived helpfulness. The final regression equation accounted for 24% of variance 

in the outcome of perceived helpfulness, R2=.24, F=4.00(15,192), p<.001. Clinical and 

demographic factors (∆R2=.09, ∆F(5,202)=3.96, p=.002), technology factors (∆R2=.06, 

∆F(3,199)=4.33, p=.006), knowledge (∆R2=.03, ∆F(1,198)=7.39, p=.007), and mental health 

attitudes (∆R2=.05, ∆F(1,197)=11.36, p=.001) contributed significantly to the model. In the 

final model, participants who were female, had no prior experience with computer-based 

therapies, and reported greater technology liking, greater knowledge of computer-based 

therapies and less stigmatized mental health attitudes reported significantly greater perceived 

helpfulness of computer-based therapies.  

Intentions to use. In the final regression equation, adolescent factors failed to 

significantly predict intentions to use computer-based therapies and accounted for only 11% 

of variance in the outcome, R2=.11, F=1.60(15,192), p=076. Individually, knowledge of 

computer-based therapies (∆R2=.03, ∆F(1,197)=6.27, p=.013) contributed significantly to the 
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prediction of intentions to use. In the final model, greater knowledge of computer-based 

therapies significantly predicted greater intentions to use computer-based therapies. 

Discussion 

The primary aims of this study were to describe adolescents’ perceptions of computer-

based therapies and investigate factors influencing their attitudes and intentions to use these 

services.  

What are adolescents’ perceptions of computer-based therapies? 

  Despite the majority of participants reporting experience with mental health 

challenges, only around a third had accessed a mental health service and even fewer 

individuals (3.7%) reported having used a computer-based therapy. These initial mental 

health experiences confirm previous observations (Lawrence et al., 2015) that uptake of 

computer-based therapies remains low in the community despite the prevalence of mental 

health challenges among adolescents.  

 To the best of our knowledge, the quiz developed to measure adolescents’ knowledge 

of computer-based therapies was the first assessment of its kind used with adolescents. 

Adolescents showed poor knowledge about the demonstrated effectiveness of computerised 

therapies, and the different ways in which computer therapies can be delivered. The top-

scoring quiz items were correctly identified by less than half of the participants. Evidently, 

knowledge of computer-based therapies is low among adolescents in the community and 

more needs to be done to improve awareness. As such, these findings highlight the potential 

value of improving adolescent knowledge of computer-based therapies to enrich their 

understanding of these services and correct misconceptions that may act as barriers to uptake.  

 Regarding the problems and benefits of computer-based therapies, adolescents 

appeared to be concerned about the likelihood of not finishing the program, inability to ask 

questions, concerns about privacy of personal information, being without therapist support, 
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and information being too general. Adolescents were seemingly less concerned about losing 

interest, the level of task difficulty, finding time, or computer-related problems. Furthermore, 

many youth endorsed computer-based therapies as moderately or extremely beneficial, 

particularly in relation to the alleviation of embarrassment, ability to track progress, and 

increased accessibility (including use at home, at any time, and low cost). These findings are 

consistent with the service benefits perceived by university students (Horgan & Sweeney, 

2010) and ratify that the capacity of computer-based therapies to increase treatment 

accessibility and reduce service-related stigma is important to adolescents.  Following this, 

the benefits and problems identified here as being most important to adolescents may be 

directly targeted in strategies, such as educational programs, to improve program uptake.  

 This study was also the first of its kind to detail the ways in which adolescents 

believed computer-based therapies would be most suitably made available to young people in 

need. Regarding location, the results were clear. Adolescents strongly endorsed that programs 

should be made available online, in schools, in mental health clinics, and at the doctor. There 

was, however, less consensus around level of therapist contact. One in two adolescents 

agreed that programs should be available without therapist support; one in three agreed they 

should only be available with therapist support; and a third of adolescents were ambivalent on 

both options. These findings highlight that promotional strategies aimed at improving uptake 

of these services should educate adolescents on the options for self-help or adjunct therapist 

support programs, and empower them to access support services most suitable to their needs. 

 When asked to consider whether or not they would use a computer-based therapy if 

the need arose, adolescents were generally positive. Although the majority of adolescents 

believed computer-based therapies were somewhat to extremely helpful, and that they would 

use them if they were available, only one third would choose computer-based therapy over 

face-to-face support. Comparatively, adolescent preference for computer-based therapy was 
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found to be stronger than that reported previously by university students (Horgan & Sweeney, 

2010; Mitchell & Gordon, 2007). One explanation for this is that adolescents may be more 

receptive to online mental health services than young adults, though it remains clear that this 

receptivity does not always lead to actual program use.  

What factors predict adolescents’ attitudes and intentions to use computer-based 

therapies? 

  This study also sought to investigate the factors influencing adolescent attitudes and 

intentions to use computer-based therapies. Only a handful of individual variables were found 

to contribute significantly to attitudinal outcomes, though this should not diminish their 

importance. Firstly, females were more likely than males to perceive computer-based 

therapies as helpful, as were adolescents without prior experience with computer-based 

therapies. That adolescents without experience perceived these services as more helpful is 

inconsistent with findings from the traditional psychological help seeking literature (Gulliver 

et al., 2010) and the literature base on clinician attitudes towards computer-based therapies 

(Fleming & Merry, 2013). Of note, the effect found in this study appears to arise due to the 

neutrality, rather than negativity, of adolescents with prior experience, compared to the 

optimism of adolescents without experience.  

 In addition, adolescents who had a liked using technology more were found to report 

greater perceived helpfulness and more perceived benefits of computer-based therapies. This 

study is the first of its kind to evaluate the relationship between technology liking and 

attitudes towards these services, although it is perhaps not particularly surprising that 

adolescents who enjoy their gadgets are also more likely to see more benefits of logging into 

therapy and perceive these programs as more helpful. This relationship provides valuable 

information when targeting resources to increase uptake, such that implementation needs to 

be online and in social media forums to provide the greatest exposure to technology-friendly 
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adolescents. Interestingly, overall technology confidence and technology access failed to 

significantly predict attitudinal outcomes in the final model. Prior research regarding these 

variables in the adult literature has been inconsistent, with some findings suggesting that 

clinician attitudes were improved by greater technology access and fluency (Becker & 

Jensen-Doss, 2013) and others reporting no effect of technology access on adults preference 

for e-therapies (Klein & Cook, 2010). Of note, adolescents included in this study are among a 

generation of digital natives, growing up in the digital world, and are thus likely to be more 

confident in its use than adults who are digital immigrants, having become more digitally 

skilled over time. Perhaps this digital proficiency among adolescents, evident as a ceiling 

effect in confidence in the present study, may account for the difference in findings around 

the influence of technology use on perceptions towards computer-based therapies between 

adolescents and adults.   

Importantly, greater knowledge of computer-based therapies was found to 

significantly predict greater perceived helpfulness and uptake intentions. Prior research in the 

general mental health help seeking literature has also described increase intentions to access 

support among young people with a greater knowledge of the sources of help available 

(Deane et al., 2002). As this is the first study of its kind to measure adolescent knowledge of 

computer-based therapies, it provides preliminary evidence that this relationship exists for 

online supports as well. In the absence of any prior examination of the relationship between 

knowledge and specific attitudes (such as perceived helpfulness) towards computer-based 

therapies, we can only speculate that adolescents who have a greater knowledge of these 

unique services are more likely to be well-informed on the programs’ positive aspects and 

thus see them as more helpful, leading to greater uptake intentions.  

In addition, consistent with traditional psychological help seeking literature (Clement 

et al., 2015; Cometto, 2014; Jorm, 2012), adolescents with less stigmatized mental health 
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attitudes were also found to have more positive attitudes towards computer-based therapies, 

including greater perceived helpfulness and perceived service benefits. This finding 

highlights that the issue of mental health stigmatization still exists among adolescents and 

continues to influence young peoples’ choices around accessing support.  

Finally, adolescent personality traits failed to significantly predict any attitudinal 

outcomes. These findings are in contrast with prior literature that has found significant 

relationships between personality traits and attitudes towards computer-based therapies 

among adults (Klein & Cook, 2010; Tsan & Day, 2007). One explanation is that this contrast 

can be attributed to a difference in assessment measures. Alternatively, we also know that 

personality traits are less stable during the adolescent period than during adulthood (Soto, 

John, Gosling, & Potter, 2011; Hampson & Goldberg, 2006), thus perhaps this instability 

could explain the less robust influence of personality traits on help seeking attitudes among 

youth. In sum, it would seem that for adolescents, personality is not an important determinant 

of their attitudes regarding computer-based therapies.  

Following this, we present three potential strategies to improve the uptake of these 

programs among adolescents. The first is to target the dissemination of computer-based 

therapies towards adolescents who like technology, by focusing dissemination strategies on 

digital forums, such as social media and other popular websites among adolescents. The 

second strategy is to improve knowledge about computer-based therapies among all 

adolescents in the community, through awareness and educational campaigns. The third 

strategy is to reduce mental health stigma among adolescents, by promoting healthy attitudes 

towards mental health and associated services (a strategy already being implemented in 

Australia by mental health organisations such as ReachOut, headspace, and Beyond Blue).  
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Strengths, limitations, and recommendations for future research 

 The present study had several important strengths. It was the first of its kind to 

describe in detail, adolescent attitudes towards computer-based mental health interventions 

and quantitatively examine the factors that influenced these attitudes. By surveying 

adolescents themselves, this study importantly recognised the changing landscape of mental 

health services, such that adolescents can now access evidence-based treatments for a number 

of mild to moderate mental health concerns from their own homes. Being able to log into 

therapy without necessarily undergoing a referral and face-to-face assessment process now 

means that understanding client attitudes towards services is more important than ever before.  

 Despite its strengths, this study was not without limitations. First, the sample of 

participants were relatively well-educated, English-speaking, and had computer/internet 

access, given they were surveyed online; thereby reducing the generalizability of the findings 

to adolescents without such privileges. Second, given the use of a cross-sectional research 

design, this study cannot inform temporal changes in adolescents’ attitudes and uptake 

intentions, nor their actual program uptake. Future research using a longitudinal design to 

monitor change in attitudes/intentions over time and follow-up assessment of uptake 

behaviour is strongly encouraged. Third, several measures used in this study were not 

psychometrically validated, thus the development of validated measures specific to 

adolescent attitudes towards computer-based therapies is encouraged. Fourth, it is 

recommended that future research is conducted with a larger sample of prior service users, 

than found the present sample, before drawing conclusions around the impact of service 

experience on attitudes towards computer-based therapies. Fifth, multiple analyses conducted 

with a large number of predictors in this study may have inflated the Type I error rate, 

therefore future research is recommended to recruit a larger sample.  
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Finally, though beyond the scope of this study, future research is also warranted to 1) 

examine the mediating relationships between knowledge, attitudes, intentions, and uptake, 2) 

explore the impact of age cohort on psychological service attitudes among young people, and 

3) examine adolescent preferences for specific program features in computer-based therapies. 

Conclusions 

The current study represents an important step towards increasing the use of 

computer-based psychological interventions for adolescents. It is evident we need to invest 

more resources in implementation strategies for computer-based therapy programs, alongside 

investment into their development and research. We recommend such strategies focus on 

increasing knowledge of computer-based therapies among adolescents, and target adolescents 

who are already engaged in digital platforms. If adolescents are willing to give computer-

based interventions a go, then we need to begin developing these strategies to improve their 

knowledge and awareness of these services in order to enhance uptake in the community.  
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CHAPTER 7 (STUDY 4) 

DISSEMINATING COMPUTER-BASED THERAPY PROGRAMS: CAN WE 

IMPROVE ADOLESCENTS’ KNOWLEDGE, ATTITUDES, AND UPTAKE 

INTENTIONS? 

Statement of contribution to co-authored published paper 

This chapter includes a co-authored paper. The status of the co-authored paper is under 

review in Child and Adolescent Mental Health: 

Sweeney, G.M., Donovan, C.L., March, S., & Forbes, Y. (under review). Disseminating 

computer-based therapies: Can we improve adolescents’ knowledge and attitudes to 

improve uptake? Child and Adolescent Mental Health 

My contribution to the paper involved providing direction on the research design; selection, 

development, and consultation of the assessment measures; half of recruitment and data 

collection procedures; collation of the data, preliminary and main analyses, and results; 

interpretation and discussion of findings.  
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Disseminating computer-based therapy programs: Can we improve adolescents’ 

knowledge, attitudes, and uptake intentions? 

Background: This study evaluates whether a brief online presentation on computer-based 

therapies is a feasible strategy to improve adolescent knowledge, attitudes, and intentions to 

use these services.  

Method: Australian adolescents (n=121) completed online surveys assessing perceived 

helpfulness, perceived problems, perceived benefits, intentions to use, and knowledge of, 

computer-based therapies. They were then randomly allocated to view an online presentation 

about computer-based therapies or a control presentation regarding healthy lifestyle habits. 

Participants repeated the questionnaire battery immediately following the allocated 

presentation.  

Results: Compared to adolescents who viewed the control presentation, those who viewed 

the computer-based presentation reported significantly greater improvements in knowledge, 

perceived benefits, and intentions to use computer-based therapies. Perceived helpfulness was 

found to be relatively high prior to the presentation and failed to demonstrate a significant 

improvement.  

Conclusions: A brief information- and demonstration-based presentation has the potential to 

improve adolescent attitudes and intentions to use computer-based therapies in the 

community. Similar resources may be considered for examination and future implementation.   
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Adolescents are increasingly turning to the internet for mental health support, yet 

computer-based interventions remain underutilised (Lawrence et al., 2015). Given the well-

established efficacy of computer-based therapies in adolescent mental health treatment 

(Christensen et al., 2014; Donovan et al., 2012; Donovan & March, 2014; Ebert, Zarski et al., 

2015; Spence et al., 2011; Sethi, 2013; Ye et al., 2014) and the role of online interventions in 

creating sustainable health care systems (Hosie et al., 2014; Prado, Pantin, & Estrada, 2015), 

more work is needed to promote adolescent uptake of these services. Only recently have the 

attitudes and intentions of young people been explored in the literature examining computer-

based therapies.   

Mitchell and Gordon (2007) sought to examine how university students perceive 

computerised interventions. While not directly generalisable to an adolescent population, 

their results highlighted some important considerations for youth. They found that students’ 

perceived expectancy for improvement from computerised interventions was poor and that 

90.2% of participants maintained a preference for alternative treatment options (Mitchell & 

Gordon, 2007). Students endorsed privacy and accessibility as the greatest benefits of 

computerised interventions, while information being too general and impersonal was the 

primary concern (Mitchell & Gordon, 2007). In another study, Glasheen et al. (2016) 

surveyed adolescents about their attitudes towards school-based online counselling. The 

results indicated that adolescents would consider using online counselling (80-84%), and 

were more willing to receive help online for sensitive issues (e.g. sexuality) than for other 

topics (e.g. bullying, career guidance). These findings suggest that adolescent intended 

uptake of computer-based therapies might vary in the context of alternative service options 

and support needs.  

A recent study by Sweeney, Donovan, March, & Forbes (in press) described the 

attitudes of 217 Australian adolescents towards computer-based therapies. The results 
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showed that 85% of adolescents considered computer-based therapies as helpful and that 72% 

said they would use one if needed. However, only 32% reported that they would choose to 

computer-based over face-to-face support, and knowledge of computer-based therapies was 

very poor. Adolescents perceived a number of problems associated with computer-based 

therapies including not finishing treatment, inability to ask questions, privacy concerns, lack 

of therapist, and information being too general. The greatest perceived benefits were stigma 

reduction, increased accessibility, and progress tracking. Positive perceptions of computer-

based therapies were found to be influenced by greater knowledge, less stigmatized mental 

health attitudes, and general liking of technology. Overall, it appears that adolescents 

perceive computer-based therapies as highly accessible, but that a deficit in knowledge is 

influencing uptake.  

Education and exposure may be appropriate strategies to improve adolescent attitudes 

and intentions to use computer-based therapies. Program demonstration has been shown to 

significantly improve young adult perceptions of service credibility and expectancy for 

improvement from computer-based therapy, as well as improve uptake intentions from 15% 

to 30% (Mitchell & Gordon, 2007). Program demonstrations have also been linked to 

positive attitudes among youth workers (Fleming & Merry, 2013). Personal information 

sessions on internet-based interventions have also been shown to improve attitudes among 

adults who were depressed, distressed, female, younger, or infrequent users of the internet 

(Baumeister et al., 2014). Furthermore, providing text-based information on e-mental health 

services has been found to improve adult intentions to take up computer-based therapies 

(Casey et al., 2013). Two studies by our own research group have also shown that brief, 

online information- and demonstration-based presentations are useful in improving parent 

(Sweeney, Donovan, March, & Laurenson, in press) and mental health worker (Donovan et 

al., 2015) attitudes towards computer-based therapies. Finally, informational videos 
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(including expert and user video and a demonstration) have also been shown to increase 

acceptance and knowledge of internet-based interventions among adults with depression. 

Perhaps then, similar strategies can be used to promote uptake among adolescents.  

The Current Study 

The first aim of this study was to evaluate the feasibility of an information- and 

demonstration-based presentation in improving adolescent knowledge, perceived helpfulness, 

perceived benefits, perceived problems, and intentions to use computer-based therapies. The 

second aim was to examine the relationship between adolescent factors (demographic and 

clinical factors, technology factors, mental health attitudes, and personality) and change in 

attitudes following the computer-based presentation.  

Method 

Participants 

Participants were 121 adolescents aged 13-18 years (M=17.18, SD=1.25), of whom n= 

88 (72.7%) were female. In total, 76.0% (n=92) of participants reported experiencing at least 

one mental health challenge, most commonly anxiety/worry (n=75, 62.0%), depression 

(n=57, 47.1%), anger (n=42, 34.7%), bullying (n=31, 25.6%), and grief (n=27, 22.3%). One 

in three participants (n=46, 38.0%) reported previously accessing mental health support, and 

5.8% (n=7) had accessed a computer-based therapy program. The majority of participants 

resided in an urban (86.8%, n=105) versus rural (13.2%, n=16) location.  

Participants were randomly allocated to the computer-based presentation (n=58) or 

the control presentation (n=62). An overall MANOVA conducted on participant 

characteristics (i.e., gender, age, residential locality, education, study status, relationship 

status, history of mental health problems, history of prior treatment, and experience with 

computer-based therapies) revealed equivalency between the computer-based and control 

conditions, Pillai’s F(8,86)=0.45, p=.888, ηp
2=.04. 
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Procedure 

Following ethical clearance, participants were recruited via social-media and school 

advertisement. Recruitment materials directed participants to the online information/consent 

form (see Appendix E) and survey. Participants were encouraged to voluntarily discuss 

participation with their parents prior to participation. After providing informed consent, 

participants completed an online questionnaire battery and were randomly allocated through 

the survey software, to the computer-based or control presentation. After viewing the 

allocated presentation embedded within the survey program, participants immediately 

completed the final questionnaire battery and were offered entry to a prize draw.  

Presentations 

Computer-based Presentation. The computer-based presentation comprised of nine 

power-point slides including text, images, and video, and took approximately 5-7 minutes to 

view (see Appendix F). Figure 1 displays slide-two of the presentation. Content included 

information on program development, delivery modes, general structure and content, 

research, and testimonials. The presentation also featured a three-minute video demonstration 

of the ‘The BRAVE Program’ (March et al., 2009). 

 

Figure 1. Slide-two of the computer-based therapy presentation for adolescents. 
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 Control Presentation. The control presentation featured nine power-point slides that 

educated participants on healthy lifestyle habits (see Appendix D) as well as a video titled 

‘Benefits of living a healthy lifestyle’ (Sintsura, 2013). The control presentation was chosen 

to be of the same length, complexity of content, and format as the computer-based 

presentation.   

Measures 

 Adolescent knowledge, attitudes, and intentions to use computer-based therapies were 

measured using a series of author-developed questionnaires, adapted from previous research 

with adults (Klein & Cook, 2010) and mental health clinicians (Stallard et al., 2010) (see 

Appendix B). 

 Computer-based therapy knowledge. A 14-item true-false test, developed by the 

authors in correspondence with researchers in the field, was administered to assess 

knowledge of computer-based therapies, including program characteristics (i.e., ‘All 

computer-based therapies involve therapist contact’) and treatment effects (i.e., ‘Computer-

based therapies are shown to be effective in treating teenagers experiencing depression’). 

Correct responses were summed to produce a total score (ranging 0-14), with higher scores 

indicating greater knowledge (α=.82).   

Perceived problems. Perceived problems were measured with a 10-item scale 

whereby participants rated the degree to which they thought each item (e.g. ‘Not finishing the 

program’) was problematic on a five-point scale (1=not at all to 5=extremely). Responses 

were summed to produce a total score (ranging 10-50), with higher scores indicating greater 

perceived problems with computer-based therapies (α=.85).  

Perceived benefits. Perceived benefits were measured with a 9-item scale whereby 

participants rated the degree to which they thought each item (e.g. ‘Use at home’) was 

beneficial on a five-point scale (1=not at all to 5=extremely). Responses were summed to 
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produce a total score (ranging 9-45), with higher scores indicating greater perceived benefits 

of computer-based therapies (α=.93).  

Perceived helpfulness. Participants rated how helpful they considered computer-

based therapies to be in the treatment of mental health difficulties, on a single-item five-point 

scale (1=not at all, to 5=extremely).  

 Intention to use services. Participants were asked 1) if you experienced an emotional 

or behavioural problem and a computer-based therapy was available, would you use it? 

(yes/no), and 2) if you experienced an emotional or behavioural problem and a computer-

based therapy was available, how likely would you be to use it? (1=not at all to 5=extremely).  

 Predictor variables. The second aim of the study was to assess factors predicting 

attitudinal change, including: demographic and clinical factors, technology factors, mental 

health attitudes, and personality. 

 Demographic and clinical factors. Demographic factors included gender 

(male/female), age (years), and residential location (urban/rural; ABS, 2011). Clinical factors 

included self-reported mental health problems (yes/no) and computer-based therapy 

experience (yes/no).  

Technology factors. Participants reported if they had access (yes/no) to four 

technologies, with responses summed to produce a technology access score (ranging 1-4). 

Participants then rated their confidence in the use of the same technologies on a five-point 

scale (1=not confident at all to 5=very confident), with scores summed to produce a total 

technology confidence score (ranging 1-20, α=.85). Participants also rated how much they 

like using technology on a single five-point scale (1=strongly dislike to 5=strongly like).  

 Mental health attitudes. The 19-item Attitudes scale of the Mental Health 

Questionnaire (Sheffield et al., 2004) was administered to measure mental health attitudes. 

Participants rated their agreement with each statement on a six-point scale (1=strongly 
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disagree to 6=strongly agree) and items were summed to provide a total score (ranging 19-

114), with higher scores indicating more stigmatized attitudes (α=.90).  

 Personality. The 44-item Big Five Inventory (BFI; John et al., 1991; John et al., 

2008) was administered to measure personality traits. Participants rated their agreement with 

each item on a five-point scale (1=strongly disagree to 5=strongly agree). Subscales 

included: Extraversion (8-items, α=.85), Agreeableness (9-items, α=.77), Conscientiousness 

(9-items, α=.81), Neuroticism (8-items, α=.79), and Openness (10-items, α=.65). The mean 

was calculated for each subscale (ranging 1-5), with higher scores indicating greater 

characteristic endorsement.  

Results 

Can a brief presentation improve perceptions of computer-based therapies? 

The first aim was to evaluate whether the brief presentation was a feasible strategy to 

improve perceptions of computer-based therapies within an adolescent population. To assess 

group equivalency prior to manipulation, a Multivariate Analysis of Variance (MANOVA) 

was conducted between groups (computer-based versus control), and was found to be 

significant, Pillai’s F(5,115)=3.04, p=.013, ηp
2=.117. Despite random allocation, univariate 

analyses revealed that participants in the control condition reported significantly more 

perceived problems with computer-based therapies, than those in the computer-based 

condition, prior to manipulation, Pillai’s F(1,119)=15.27, p<.001, ηp
2=.114.  

Table 1 describes the outcomes for each condition prior to and after the presentation. 

A repeated-measures between-groups MANOVA was conducted, using a 2 (condition: 

computer-based & control) x 2 (time: before & after viewing the presentation) design. 

Outcomes measured were 1) knowledge, 2) perceived helpfulness, 3) perceived problems, 4) 

perceived benefits, and 5) intentions to use computer-based therapies. The control variable of 

‘technology liking’ was entered as a covariate. The overall MANOVA showed a significant 
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group by time interaction, Pillai’s F(5,114)=8.49, p<.001, ηp
2=.27. Subsequent univariate 

analyses revealed significant interactions for knowledge, F(1,118)=24.60, p<.001, ηp
2=.17, 

perceived problems, F(1,118)=14.85, p<.001, ηp
2=.11, perceived benefits, F(1,118)=4.33, 

p=.040, ηp
2=.04, and intentions to use computer-based therapies, F(1,118)=6.93, p=.010, 

ηp
2=.06, but not for perceived helpfulness, F(1,118)=1.42, p=.236, ηp

2=.01.  Compared to 

participants in the control condition, participants in the computer-based condition reported 

significantly greater improvements in knowledge, perceived benefits, and intentions to use 

computer-based therapies, after viewing the presentation.  

Given participants in the control condition reported more perceived problems prior to 

the presentation than those in the computer-based condition, this was explored further. One-

way MANOVAs conducted on each condition independently revealed that participants in the 

control condition demonstrated a significant reduction in perceived problems over time, 

F(1,62)= 49.98, p<.001, ηp
2=.45, while participants in the computer-based condition 

demonstrated a smaller reduction that was not significant, F(1,57)=1.11, p=.297, ηp
2=.02.  

Table 1 

Means and standard deviations for each of the outcome variables for computer-based and 

control conditions, before and after presentation.  

Variable Computer-based Presentation  

M (SD) 

Control Presentation 

M (SD) 

  Before After Before After 

Knowledge 3.97 (3.27) 7.95 (2.55) 4.25 (3.48) 5.35 (3.58) 

Perceived helpfulness  3.64 (0.87) 3.69 (0.96) 3.68 (0.98) 3.54 (1.05) 

Perceived problems 31.59 (6.97) 29.59 (8.98) 36.65 (7.26) 24.97 (7.63) 

Perceived benefits  35.43 (8.16) 36.40 (6.72) 37.59 (5.84) 36.25 (7.73) 

Intention to use 3.16 (1.15) 3.50 (1.00) 3.08 (1.27) 3.14 (1.27) 

 

Following the allocated presentation, the number of participants who reported yes to 

accessing a computer-based therapy if they required support remained stable in the control 

condition (73.0% to 71.4%), and increased in the computer-based condition (82.8% to 
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91.4%). The difference between groups was not significant prior to (χ2(1,n=121)=1.65, 

p=.198), but was significant following, the presentation (χ2(1,n=121)=7.81, p=.005).  

Which factors predict attitudinal change in response to a presentation? 

Factors examined to predict attitudinal change following the computer-based 

presentation included: 1) demographic and clinical factors (age, gender, residential location, 

number of mental health problems, and experience with computer-based therapy), 2) 

technology factors (liking, access, confidence), 3) mental health attitudes, and 4) personality 

factors (extraversion, conscientiousness, openness, neuroticism, and agreeableness). Given 

the restriction to participants in the computer-based condition only (N=58), the following 

analyses are considered underpowered and thus offer only conservative results regarding the 

predictors of change following a presentation.  

A series of five HMRs (one per outcome) were conducted for each group of predictor 

variables to determine the predictors of outcomes measured after the presentation, accounting 

for initial scores. To achieve this, outcomes measured prior to the presentation were entered 

on the first step of each regression model, followed by the group of predictors in step two. 

For brevity, only results showing, or approaching, statistical significance are reported here. 

The results showed technology factors were able to predict a significant amount of variance 

in knowledge (ΔR2=.14, p=.029), benefits (ΔR2=.13, p=.002), and intentions (ΔR2=.10, 

p=.012), after accounting for initial scores. Significant coefficients were subsequently found 

for technology liking (for knowledge, benefits, and intentions) and confidence (for benefits 

and intentions). Mental health attitudes were found to predict a significant amount of variance 

in knowledge (ΔR2=.06, p=.059; β=-.21, p=.059) and helpfulness (ΔR2=.06, p=.040; β=-.25, 

p=.040), after accounting for initial scores. Finally, personality factors were found to predict 

a significant amount of variance in intentions (ΔR2=.10, p=.051), after accounting for initial 

scores. Extraversion was identified as the only significant coefficient among the personality 
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factors. Demographic and clinical factors were not found to predict any outcomes, after 

accounting for initial scores. 

Following this, outcomes that were found to be predicted by more than one 

independent variable (i.e. knowledge, benefits, and intentions) were analysed further. 

Variables observed as redundant to these outcomes were removed and the final HMR models. 

Initial scores were once again entered on step one, following by individual variables in order 

of magnitude of standardised coefficient (highest entered first). Change statistics at the point 

of entry and coefficients in the final model are reported. Results showed that, after accounting 

for initial scores, knowledge was significantly predicted by technology liking (ΔR2=.11, 

p=.021; β=.32, p=.010), and an additional contribution by mental health attitudes was 

approaching statistical significance (ΔR2=.05, p=.061; β=-.23, p=.061). Perceived benefits 

was significantly predicted by technology confidence (ΔR2=.08, p=.003; β=.21, p=.044), 

though technology liking did not demonstrate a significant contribution above this (ΔR2=.03, 

p=.073; β=.19, p=.073). Finally, uptake intentions was significantly predicted by technology 

confidence (ΔR2=.07, p=.006; β=.20, p=.042) and significantly added to by extraversion 

(ΔR2=.05, p=.012; β=.21, p=.031), though technology liking did not demonstrate a significant 

contribution above this (ΔR2=.01, p=.240; β=.12, p=.240).  

Discussion 

Computer-based interventions have the potential to increase the uptake of mental 

health treatments among adolescents; yet, teenage uptake and knowledge of these services is 

poor. Information and program demonstrations have been shown to improve attitudes and 

intended uptake of computer-based interventions among young adults (Mitchell & Gordon, 

2007), adults (Casey et al., 2013; Ebert, Berking et al., 2015; Baumeister et al., 2014), youth 

workers (Fleming & Merry, 2013), mental health clinicians (Donovan et al., 2015), and 

parents (Sweeney et al., in press). This study sought to determine a) whether a brief 
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presentation featuring information and a video demonstration could improve adolescent 

knowledge, attitudes, and intentions to use these innovative programs and b) to investigate 

factors that may influence responsiveness to change.  

The results indicate that a brief information- and demonstration-based presentation 

about computer-based therapies may be a feasible strategy to improve adolescent knowledge 

of these services, a factor known to be severely lacking among Australian adolescents 

(Sweeney et al., in press). Encouragingly, adolescents also showed increased perceived 

benefits of computer-based therapies, and greater intentions to use these programs following 

the presentation. Perceived helpfulness of computer-based therapies remained stable at 

somewhat/moderately helpful following the presentation, despite an increase in intentions to 

use these programs. It would seem that the perceived helpfulness of computer-based therapies 

is already moderately high among adolescents in the community and that therefore 

promotional efforts to increase program uptake do not necessarily need to target this domain.  

Of note, the results also revealed that despite random allocation, adolescents who 

were randomised to the control presentation reported significantly more perceived problems 

with computer-based therapies than those allocated to the computer-based condition prior to 

viewing the presentation. Subsequently, adolescents in the control condition demonstrated a 

large decrease in perceived problems following the presentation, compared to a smaller 

decrease demonstrated by those in the computer-based condition. The cause of this change in 

attitude among adolescents who viewed a presentation on healthy lifestyle behaviours is 

puzzling and inconsistent with the relative stability of the other attitudinal outcomes in this 

group. One explanation offered is that adolescent attitudes regarding perceived problems are 

highly amenable to change – such that despite not viewing the computer-based presentation, 

completing a survey relating to these programs may naturally prompt participants to think 
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less negatively about them. Following this, the unusually high score reported by this group at 

initial assessment allowed them more room to change given a second consideration.   

This study also examined the capacity of individual factors to predict adolescent’s 

change in knowledge, attitudes, and intentions following the computer-based presentation. 

While many factors were examined, only a few were found to have a robust impact on 

outcomes. Given analyses were likely underpowered, these findings are considered 

conservative and their interpretation is preceded with caution.  

Adolescents who liked technology more showed larger improvements in their 

knowledge, perceived benefits, and intentions to use computer-based therapies following the 

presentation. Technology liking was found as the greatest predictor of gains in knowledge, 

though its role in predicting benefits and intentions was lost after accounting for other more 

influential predictors of these outcomes. In addition, adolescent’s confidence in the use of 

technology was the greatest predictor of gains in their perceived benefits and intentions to use 

computer-based therapies. Perhaps adolescents with a more positive relationship with 

technology are less deterred by the ‘tech’ aspect of these programs and view them more as 

support service, allowing them to focus on the information about program characteristics and 

benefits provided in the presentation, leading to a greater receptivity to their future use.  

Adolescents with less stigmatized attitudes towards mental health also showed larger 

improvements in their knowledge following the presentation, an association that was found to 

be approaching significance even after accounting for their liking of technology. Less 

stigmatized attitudes towards mental health was also found to be the only predictor of gains 

in perceived helpfulness of computer-based therapies. Perhaps these adolescents have a more 

open attitude at the commencement of what is clearly a presentation relating to mental health, 

resulting in greater receptivity to the information available. Finally, highly extraverted 

adolescents showed larger improvements in their intentions to use computer-based therapies, 



169 

 

even after accounting for adolescent’s confidence in using technology. Given greater 

extraversion was significantly correlated with lower intentions prior to the presentation, 

perhaps extraverts were initially more cautious regarding the perceived absence of face-to-

face contact associated with these programs, though shifted their intentions following the 

clarification that programs are available with varying levels of therapist support. As 

mentioned previously, these findings are considered conservative and are interpreted with 

caution, thus further research is required to examine individual factors associated with 

adolescents attitude change in response to strategies such as the one examined here.  

There are several implications of these findings. Computer-based therapies continue 

to be highlighted as the key to improving the uptake of evidence-based interventions among 

adolescents with mild/moderate mental health problems (Hosie et al., 2014; Prado et al., 

2015). It appears that simply making these programs available and hoping that adolescents 

use them is insufficient, and that the effective implementation of these services is reliant upon 

the delivery of concurrent strategies to promote program uptake. A brief presentation, such as 

the one used in the present study, shows promise, and is practical in terms of a promotional 

campaign to improve the uptake of computer-based therapies among adolescents.  

Strengths, limitations, and recommendations for future research 

 The present study has several strengths. The computer-based presentation delivered to 

adolescents was designed to mimic a real-world promotional resource, such that it was brief; 

featured a balance of easy-to-read text, engaging images, and a video demonstration; and was 

audience targeted. These design elements strengthen the real-world relevance of these 

findings. A brief presentation such as this is functional, ready to implement, and we now 

know that it is also effective. Furthermore, this study was the first of its kind to attempt to 

improve the attitudes and uptake intentions of adolescents themselves, who now, thanks to 
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computer-based therapies, have the capacity to access mental health services independent of 

their parents, school, or health professionals.  

 This study was not without limitations. There is likely a large temporal discrepancy 

between when adolescent attitudes and intentions were measured, immediately following the 

presentation, and when they will actually seek support. This discrepancy highlights three 

limitations. First, the effectiveness of this presentation has been demonstrated in the short-

term, but has not been assessed for long-term durability. Future research should re-assess 

participants to examine the maintenance of demonstration effects. Second, the effectiveness 

of this presentation is relevant to intended not actual uptake. Longitudinal studies would be 

able to assess not only whether changes in attitudes were maintained, but also whether 

increases in intention to use computer-based therapies translated into actual increased uptake 

over time. Third, the re-assessment of outcomes in close succession may influence results 

irrespective of allocated presentation by alerting participants to the presence of computer-

based therapies and inadvertently highlighting potential program benefits/problems by asking 

questions about them. Fourth, the size of the subsample of participants used in regression 

analyses was small, resulting in underpowered analyses, and should be avoided in the future 

through the recruitment of a larger sample where possible. Finally, this study only evaluated 

the impact of a presentation that included a number of features including text, video, and 

testimonials. Future research should attempt to discern which presentation components are 

most influential with respect to promoting uptake intention. 

Conclusions 

Computer-based therapies have the capacity to improve the mental health and well-

being of adolescents by increasing the availability of evidence-based mental health support. 

The sense of self-reliance and increased accessibility of these interventions are well targeted 

at an adolescent audience, yet uptake remains low. It is now evident that adolescent 
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knowledge of computer-based therapies is generally poor and that a brief presentation may be 

a feasible strategy to improve adolescents’ knowledge of these services and intentions on 

using them in the future. Continuing research is needed to further explore similar educational 

strategies and explore how they can be implemented on a community level.  
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CHAPTER 8 

DISCUSSION 

Rationale 

Computer-based therapies are being readily cited in the literature as a key element to 

developing a more sustainable solution to the growing burden on mental health services in 

Australia (Hosie et al., 2014; Prado et al., 2015). However, instead of simply turning to the 

next new thing, we need to think critically about how these programs can be implemented 

and disseminated to the greatest effect in the community. We know that the computer-based 

delivery model may offer a more accessible alternative to traditional face-to-face treatment 

services (Elkins et al., 2011). We also know that there is empirical support behind the 

treatment outcomes of these programs for young people (Christensen, Batterham, & Calear, 

2014; Donovan et al., 2012; Donovan & March, 2014; Ebert, Zarski et al., 2015; Spence et 

al., 2011; Sethi, 2013; Ye et al., 2014). Yet, the reality is that computer-based therapies 

remain underutilised in the community (Lawrence et al., 2015). 

To begin a critical discussion around the implementation of these programs, we first 

need to speak with the community members for which they were developed. So what do we 

know about what potential users of computer-based therapies think about these programs? To 

start, preliminary research suggests that mental health professionals are cautious about 

referring clients to use these programs or integrating them into their practice (Fleming & 

Merry, 2013; Donovan et al., 2015; Becker & Jensen-Doss, 2013). We also have early 

evidence to suggest that adults (Stallard et al., 2010; Klein & Cook, 2010; Casey et al., 2013; 

Baumeister et al., 2014; Ebert, Berking et al., 2014) and young adults (Mitchell & Gordon, 

2007; Horgan & Sweeney, 2010; Tsan & Day, 2007) are optimistic about program use, 

although the majority maintain a preference for traditional face-to-face services.  
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Interestingly, beyond feedback during development and pilot phases (Cunningham et 

al., 2006; Salloum et al., 2013), the child and adolescent population have remained relatively 

ignored with respect to their attitudes towards computer-based therapies. This is concerning, 

given youth are among those most likely to go without mental health treatment (Sawyer et al., 

2001; Slade et al., 2009). Consumer groups that warrant consideration within this population 

include adolescents, who have the capacity to access computer-based therapies independent 

of their parents; and parents, who are often the key decision-makers in accessing services for 

children and some adolescents. To date, only one study has reported on adolescents’ attitudes 

towards computer-based psychological interventions, focusing specifically on online 

counselling services (Glasheen et al., 2016), and no studies have been identified to examine 

parental attitudes towards accessing these programs for their children or adolescents. Thus, 

our understanding of parental and adolescent attitudes towards computer-based therapies 

remains insufficient and the need for research in this area is clear. 

Research Aims 

Given the above rationale, the present dissertation sought to 1) examine consumer 

attitudes towards, and intentions to use, computer-based therapies for children and 

adolescents, 2) examine the consumer factors contributing to these attitudes/intentions, 3) 

examine the effectiveness of an information- and demonstration-based presentation in 

improving attitudes/intentions, and 4) examine the consumer factors predicting 

attitude/intention change in response to the presentation. In all cases, the term ‘consumers’ is 

used in reference to parents and adolescents as two independent populations. Specifically, 

this dissertation featured a series of four studies (Chapters 4-7) that collectively achieve these 

aims.  

Chapter 4 presented the first study in this series, with two primary aims. The first aim 

was to describe parental attitudes towards computerised therapy for youth, such that the child 
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or adolescent is completing the therapy program. Attitudes described included 1) perceived 

benefits of computer-based therapies, 2) perceived problems with computer-based therapies, 

3) perceived helpfulness of computer-based therapies, and 4) intentions to access computer-

based therapies for their children. Parental recommendations for the availability of computer-

based therapies for youth were also described. The second aim was to assess parental factors 

predicting attitudes and intentions to access computer-based therapies for youth. Parental 

factors of interest included 1) demographics, 2) personality, 3) technology factors, 4) mental 

health knowledge and attitudes, and 5) knowledge of computer-based therapies. 

Chapter 5 presented the second study in the series, and the second study targeting 

parents as consumers, with two primary aims. The first aim was to evaluate whether a brief 

information- and demonstration-based presentation on computer-based therapy led to change 

in parental knowledge and perceptions of computer-based therapies for youth, relative to a 

control presentation. Outcome variables included 1) knowledge, 2) perceived helpfulness, 3) 

perceived problems, 4) perceived benefits, and 5) intentions to access computer-based 

therapies. The second aim was to explore parent factors predicting change in outcomes after 

viewing the computer-based presentation. 

Chapter 6 presented the third study in the series, and the first study targeting 

adolescents as consumers, with two primary aims. The first aim was to describe adolescent 

attitudes towards using computer-based therapies to meet their own mental health treatment 

needs. The second aim was to assess adolescent factors predicting attitudes and intentions to 

use computer-based therapies. 

Finally, Chapter 7 presented the fourth and final study in the series, and the second 

study targeting adolescents, with two primary aims. The first aim was to evaluate whether a 

brief information- and demonstration-based presentation on computer-based therapy led to 

change in adolescent knowledge and perceptions of computer-based therapies. The second 
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aim was to explore adolescent factors predicting change in outcomes after viewing the 

computer-based presentation. 

Summary of Findings 

 The following section will examine the four major aims of this thesis, by briefly 

summarising and discussing the key research findings. Findings from the parent studies 

(Chapters 4 and 5) and adolescent studies (Chapters 6 and 7) will be collaborated to inform a 

more unified understanding of attitudes towards computer-based therapies for youth.   

What are consumer attitudes towards, and intentions to use, computer-based therapies 

for children and adolescents? 

There were six key findings regarding parental and adolescent attitudes and intentions 

to use computer-based therapies. These findings included: (1) the current uptake of computer-

based therapies by youth is reported as low by parents and adolescents; (2) parents and 

adolescents have poor knowledge of these treatment programs; (3) parent and adolescent 

attitudes towards computer-based therapies are predominantly positive; (4) parents and 

adolescents strongly recommend increased availability of computer-based therapies in the 

community; (5) preferred level of therapist support may vary between consumer groups; and 

(6) intentions to access computer-based therapies in the future are high among parents and 

moderate among adolescents. Each of these key findings will now be discussed in detail 

below. 

Current uptake is low. Very few of the parents and adolescents who participated in 

this research had prior experience with computer-based therapies. Indeed, only 3.7% of 

adolescents and 4.2% of parents reported that they had accessed a computer-based therapy as 

a mental health treatment service for themselves or their children. These uptake rates were 

not in absence of need, with half of the parents reporting having accessed some form of 

mental health treatment service for their child and three in four adolescents reporting mental 
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health challenges. This finding itself highlights that although parents and adolescents are 

reporting significant mental health challenges in youth, both consumer groups are not 

accessing treatment at all or are continuing to access traditional treatment services (such as 

GPs, psychologists, and counsellors) more readily than online therapy. Indeed, the low uptake 

of online services is consistent with recent estimates that only 10% of adolescents with 

mental health disorders used online services (Lawrence et al., 2015). Of note, Lawrence et al 

(2015) included online mental health information websites within the online service category, 

in contrast to the present study’s definition of an intervention program, perhaps accounting 

for the slightly higher rate of use in that study. Confirmation of the present low uptake of 

computer-based therapies by Australian families supports the need for research and 

investment in strategies to promote and disseminate these effective treatment programs more 

effectively in the community.  

Another important implication coming from this finding is that over a third of parents 

reported accessing information websites and self-help books for support regarding their 

child’s mental health. While computer-based therapies comprise a full online treatment 

program, distinct from both information websites and self-help books, the utilisation of these 

resources are promising as they suggest that parents are not only willing to seek professional 

support through online mediums, but are also choosing to engage with self-help resources. 

Similarly, adolescents reported accessing information websites for mental health support, 

albeit to a lesser extent than parents did. In addition, given that adolescents frequently 

accessed counsellors, and that these counsellors are commonly available through the school 

system, creating access through schools may be an excellent way to improve exposure to, and 

uptake of, computer-based therapies. Nevertheless, at present this finding clearly suggests 

that current uptake of computer-based therapies in youth mental health is less than optimal 

and warrants further consideration.  
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Knowledge is poor. Parents and adolescents completed a 14-item author-developed 

true/false quiz, with questions derived from the best available evidence at the time. Not only 

did both groups struggle to identify key features of computer-based programs, but, for the 

most part, they also failed to identify that computer-based therapies are effective in the 

treatment of common mental health challenges in young people. Drawing from this, we can 

conclude that Australian parents and adolescents in the community are currently poorly 

informed about the availability, service information, and research supporting the 

effectiveness of computer-based therapies as a potential mental health treatment service for 

young people. Without knowledge of these key features of computer-based therapies, and 

knowledge that these programs can be beneficial to young people facing mental health 

challenges, it is not surprising that parents and adolescents are continuing to choose familiar, 

face-to-face alternative supports instead of logging into therapy. Thus, it is reasonable to 

expect that a lack of knowledge is likely to contribute, at least in part, to the limited of uptake 

of these programs, and provides preliminary support for the use of educational materials to 

increase knowledge in the community.  

Parents and adolescents have positive attitudes. Given the low uptake and lack of 

knowledge of computer-based therapies demonstrated by parents and adolescents, it is 

somewhat unexpected that parents and adolescents were found to hold positive attitudes 

towards the use of computer-based therapies for young people. Both consumer groups 

strongly endorsed the potential benefits associated with computer-based therapies, and 

appeared more ambivalent and less concerned by a list of potential problems associated with 

the use of these services. In both perceived benefits and perceived problems, adolescents 

attitudes were more conservative, though still positive, in comparison to the parent population 

(i.e. slightly higher endorsement of perceived problems and slightly lower endorsement of 

perceived benefits). This is important, as it highlights the unique beliefs and needs of the 
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adolescent and parent populations, and suggests that adolescents may need more convincing 

to log into therapy than parents do.  

Of note, there are also a number of key similarities and differences in the benefits of 

computer-based therapies as perceived by parent and adolescent populations. For instance, 

both parents and adolescents rated program use at home and use at any time as their top two 

endorsed features. Parents and adolescents also valued other features to a similar, though 

lesser, extent, such as the ability to monitor progress through the treatment program, earlier 

access to treatment (such that they may avoid waitlists), and interest/engagement in the 

program. In contrast, the interactivity of programs (perhaps setting them aside from 

traditional self-help books and information websites) was endorsed as one of their highest 

rated benefits by parents, but was seemingly less valued by adolescents. Along these lines, 

cost affordability and the alleviation of perceived stigma associated with attending face-to-

face services were the third and fourth top scoring benefits among adolescents, yet came in at 

sixth and eighth place for parents. Given that perceived stigma, concerns around 

confidentiality, and lack of accessibility of traditional services have been marked as barriers 

to mental health treatment among adolescents (Gulliver et al., 2010), the finding that 

adolescents perceive these same characteristics of computer-based therapies as beneficial, is 

encouraging.  

This key finding is associated with three important outcomes. First, parents and 

adolescents clearly valued the unique service benefits offered by computer-based therapy 

programs, albeit in slightly different ways, suggesting that technology-based treatment 

programs are well designed to meet the needs of the modern family. Second, both parents and 

adolescents perceived more benefits than problems associated with computer-based therapy, 

suggesting that consumers may be likely to access a computer-based therapy if they were 

aware of their availability. Third, given that adolescents perceived more problems than 
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parents did, adolescents may require more information and greater consideration when 

addressing concerns about computer-based programs.  

Parents and adolescents highly recommend availability. Parents and adolescents 

were both overwhelmingly supportive of making computer-based therapies available for 

young people in mental health clinics, schools, GP clinics, and on the internet. At present in 

Australia, young people can access computer-based therapy programs on the internet, through 

providers such as ‘mindhealthconnect’, ‘beyondblue’, and ‘e-hub self-help programs for 

mental health and wellbeing’. It appears that adolescents and parents would find it valuable if 

these programs were also available through additional systems as well, such as schools and 

health clinics. In contrast to consumer support for program availability in mental health 

clinics, there has been some initial reluctance by mental health clinicians in integrating 

computer-based therapies in their clinic/practice (Fleming & Merry, 2013; Donovan et al., 

2015; Becker & Jensen-Doss, 2013), and no uniform strategy around providing access to 

computer-based therapies in the school environment or GP clinics. In many cases, referral 

from individual health professionals or educators appears to be determine access to these 

programs. When we consider that recent estimates suggest that less than half of Australian 

mental health workers intend to recommend computer-based therapy programs to their clients 

(Donovan et al, 2015), we begin to see the disparity in opinions between the different groups 

of consumers. In sum, this finding suggests that increasing the availability of programs within 

existing community systems would be valued by parents and adolescents. Increased 

availability in these areas would also be expected to increase treatment uptake through 

greater direct exposure to potential program users.  

Preferred level of therapist support may vary between consumer groups. Parents 

also highly recommended the availability of programs with adjunct therapist support, rather 

pure self-help. In contrast, only a third of adolescents believed that programs should only be 
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available with therapist support and half of adolescents were found to endorse the availability 

of computer-based therapies without professional support. This may reflect adolescent 

preference to manage problems independently and their reluctance to speak about their 

problems with health professionals. Of note, a third of respondents in both consumer groups 

were ambivalent regarding the level of therapist support in program availability, suggesting 

that both models may be perceived as acceptable by a large proportion of parents and 

adolescents. 

Thus, programs offered with flexible levels of therapist contact to suit individual 

needs/desires, may be more likely to be seen as acceptable by a wider range of parents and 

adolescents, than those with set contact levels. It would also be expected that flexibility in 

terms of therapist contact would result in higher levels of client satisfaction and subsequent 

continued engagement in treatment services. In addition, this flexibility would also create a 

more sustainable service model, by allowing computer-based therapies to be minimally 

sufficient for individual client needs and thus avoiding the use of superfluous human 

resources. Such a model follows the principles of stepped-care approaches that are currently 

being implemented in Australia (Hosie et al., 2014). Thus, advertising flexibility of therapist 

contact in the promotion and dissemination of these programs may also be an important step 

towards increasing initial service uptake.  

Intentions to access are high among parents and moderate among adolescents. 

Although prior uptake of computer-based therapies was low, 94.1% of parents reported that 

they would access a computer-based therapy program for their child if one was available and 

their child required support. This impressive statistic was further supported by the finding 

that more than two in every three parents reported being moderately or extremely likely to 

access a computer-based therapy for their child. Furthermore, considering that computer-

based therapies were developed to increase the uptake of psychological treatment among 
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those who are unable or unwilling to access traditional face-to-face services, and not to divert 

already engaged clients from existing services, it is perhaps surprising that a quarter of 

parents reported that they would prefer to access a computer-based therapy for their child 

rather than attend a face-to-face treatment service. It would seem that some of the benefits of 

computer-based therapies (such as accessibility, convenience, and cost) might outweigh the 

benefits of attending face-to-face services for a number of Australian families.  

It would seem then, that computer-based therapies are likely to be accessed by 

Australian parents to support their children’s mental health needs as long as they are made 

available and parents are aware of them, and that a surprisingly large portion of parents report 

that they would log into therapy before attending a clinic. What we do not know however, 

and what requires further investigation, is the extent to which parents would actually follow 

through with this intention and actually log into therapy. Regardless, in light of the present 

findings, investment in these programs is seemingly well placed. The present study may also 

act as a reference point for future research, examining whether parental uptake of computer-

based therapies for their children in future years will reflect the high intentions for use found 

in the present sample.  

In contrast to parental intentions to access computer-based therapies, adolescents’ 

intentions were more moderate. Although few adolescents indicated they were extremely 

likely to do so, the majority of adolescents reported they were moderately to somewhat likely 

to access a computer-based therapy. Indeed, 16.9% of the adolescents who participated in this 

research said they were not at all likely to access a computer-based therapy. It appears that 

adolescents’ intentions to use these services are more conservative than the parent population 

and that there is a subgroup of adolescents who would be unwilling to log into therapy. 

Though an examination of this subgroup of adolescents who were not willing to access 

computer-based therapies is beyond the scope of the present thesis, it is hypothesised that 
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these individuals might perceive more problems with program use or might maintain a 

preference for face-to-face services, such that they would not consider an alternative.   

In sum, parents reported very high intentions to access computer-based therapies 

while adolescents reported only moderate intentions for future use. While moderate uptake 

intentions are far from dismal, it appears that parents may be slightly stronger drivers in the 

uptake of programs in the community than adolescents. Thus, while parents may be likely to 

be successful in accessing these programs for children, engaging their adolescents may be 

more challenging.    

What consumer factors contribute to these attitudes/intentions?  

There were three key findings regarding the factors that predict parental and 

adolescent attitudes and intentions to use computer-based therapies including: (1) knowledge 

is an important predictor of positive attitudes/intentions among parents and adolescents; (2) 

less stigmatised mental health attitudes are associated with positive attitudes/intentions 

among parents and adolescents; and (3) technology liking is an important predictor of 

attitudes for parents and adolescents. 

Knowledge is associated with positive attitudes/intentions. Parents and adolescents 

with greater knowledge of computer-based therapies were found to perceive these services as 

more helpful and reported being more likely to access them in the future. These findings are 

consistent with prior research that has demonstrated the role of knowledge in perceived 

helpfulness of computer-based therapy programs among mental health workers (Donovan et 

al., 2015). The power of knowledge found here should not be underestimated. Finding the 

same relationship between knowledge and attitudes among parents and adolescents provides 

an important direction for strategies to improve the uptake of these programs. Strategies to 

promote more positive attitudes and subsequent program uptake of computer-based therapies 

among parents and adolescents must be designed to increase consumer knowledge of these 
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services. The improvement of knowledge may be achieved through public health education 

and educational marketing materials that include information on the key features and 

treatment effectiveness of computer-based therapies.   

Mental health attitudes are associated with positive attitudes/intentions. Parents 

who held less stigmatised attitudes towards mental health in general were found to view 

computer-based therapies as more helpful, endorse their program benefits more strongly, and 

report being more likely to access them in the future. Adolescents with less stigmatized 

beliefs about mental health in general were also found to see computer-based therapies as 

more helpful and perceive more benefits relating to their use. These findings are consistent 

with research suggesting that stigmatized mental health beliefs negatively influence how 

young people perceive mental health services (Cometto, 2013). However, they are in contrast 

to Klein and Cook (2010) who found that adults who preferred internet-based mental health 

services held more stigmatized beliefs about mental health, speculating that the those users 

were drawn to the computer-based delivery modes due to the anonymity and privacy they 

afford. Although the disparity may be due to differences in study samples and methodology, 

or shifts in user attitudes across time since the Klein and Cook (2010) study, there may also 

be real differences in the relationship between mental health attitudes and service 

attitudes/preferences between these two populations. For example, while the parent sample 

used in the present research comprised of adults, they were surveyed on their attitudes 

towards computer-based therapies in relation to supporting their child’s mental health, not 

their own mental health. Perhaps parents do not hold the same fears of perceived stigma in 

attending face-to-face mental health services for their children as they may for themselves. 

The value of this finding is that we would expect existing mental health promotion strategies, 

aimed at reducing mental health related stigma in the community, to have a natural flow-on 

effect to improving parent and adolescent perceptions and intentions to use treatment services 
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such as computer-based therapies. Continued investment in this area is clearly warranted for 

this benefit, as well as the extensive range of other benefits offered by mental health 

promotion. 

Technology liking is associated with positive attitudes. The degree to which 

parents and adolescents ‘like’ using technology in general was found to be an important 

predictor of how they felt about computer-based therapies. Specifically, greater technology 

liking predicted greater perceived helpfulness and more perceived benefits of computer-based 

therapies among both consumer groups. While the link between the two appears to be clear, 

given that computer-based therapies are delivered via technology, this association is 

important for two reasons. Firstly, the notion that computer-based therapies are well designed 

to meet the needs and preferences of the current generation of digital natives appears to be 

correct. Secondly, the implementation and dissemination of computer-based therapies is 

likely to generate increased program uptake if targeted at young people and families who are 

already actively engaged in technology. These consumers are likely to be found in online 

social media forums, seeking support on mental health information websites, and accessing 

smart-phone applications, to name a few potential sources for program providers to target.  

How effective is an information- and demonstration-based presentation in improving 

consumer knowledge, attitudes, and intentions?  

The key finding of this research aim was that a brief information- and demonstration-

based presentation could effectively improve parental and adolescent knowledge, 

perceptions, and intentions to access computer-based therapies for their children. In 

comparison to control parents, parents who watched the presentation on computer-based 

therapies demonstrated significant improvements in their knowledge of these programs, saw 

more benefits and fewer problems with their use, considered them more helpful, and were 

more likely to access them in the future following exposure to the presentation. These 
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outcomes were largely matched among the adolescent population (with the exception of 

perceived helpfulness). Similar strategies to improve the uptake of computer-based therapies 

have been used with moderate success among adults and clinicians (Baumeister et al., 2014; 

Donovan et al., 2015; Ebert, Berking et al., 2015; Fleming & Merry, 2013; Mitchell & 

Gordon, 2007; Carper et al., 2013; Casey et al., 2013).  

Of note, the target presentation examined in the present study included information 

regarding computer-based therapies for young people, including potential benefits, origins 

and development, modes of delivery, general structure and content, research findings, and 

user testimonials. The presentation was designed to be engaging, featuring text and images, 

and included video of a program demonstration. Importantly, the presentation was brief, 

consisting of only nine PowerPoint slides and a three-minute program demonstration. It was 

designed this way in effort to achieve minimum sufficiency in the use of resources. It appears 

that the resulting improvements in parental and adolescent outcomes can be gained from a 

relatively limited resource. The brevity and simplicity of this presentation may make it 

suitable for practical implementation on a larger scale, to move from effectiveness in a 

controlled research environment to efficacious changes in parental knowledge, perceptions, 

and intentions to use computer-based therapies in the community. The use of similar 

presentations is strongly recommended to specific program providers, public health 

campaigns targeting the mental health of young people, and other systems engaged with 

young people and their parents (such as schools and GP clinics).  

What consumer factors contribute to change in knowledge, attitudes, and intentions in 

response to the presentation? 

There were three key findings regarding factors that predict change in parental and 

adolescent outcomes following a computer-based therapy presentation including: (1) 

individual factors were weak predictors of response to presentation; (2) engagement with 
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technology influences parent and adolescent attitude change; and (3) personality 

characteristics influence parent and adolescent attitudes. 

Individual factors were poor predictors of change. In total, few of the parent and 

adolescent factors examined were found to predict change in outcomes following the 

computer-based therapy presentation. Perhaps individual factors have less influence on 

response to the presentation than was originally hypothesised. If this is the case, then tailoring 

materials to individuals may be unnecessary, and implementing overall or generalised 

strategies to increase knowledge and promote program uptake in the community may be 

sufficient. Alternatively, the present thesis did not measure all individual factors that could 

have influenced response to the presentation, and may have overlooked some important 

predictors of attitude change. Factors for consideration in future research include, but are 

limited to, type of presenting problem, level of social support for help-seeking, and word-of-

mouth experience or testimonials (as opposed to personal experience). Nevertheless, the 

capacity to specifically design or direct such presentations at those who would benefit most 

from them would be optimal. Further exploration into the factors that influence parents’ and 

adolescents’ response to presentation, including a replication of factors included in the 

present thesis and exploration of additional factors yet to be examined, is highly 

recommended.  

Engagement with technology influences attitude change. Parental engagement with 

technology was found to influence their attitude change following the presentation. Parents 

who reported being less confident in using technology demonstrated greater improvements in 

their knowledge of computer-based therapies following the presentation, as well as greater 

improvements in how helpful they believed these services to be in supporting young people. 

Interestingly, parental confidence in using technology was not significantly associated with 

their initial attitudes towards computer-based therapies, yet emerged as influential in their 
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change in attitudes following the presentation. Perhaps the presentation, and in particular the 

program demonstration, highlighted how easy these programs can be to use/navigate, 

dispelling any initial reluctance or ambivalence towards them given their ‘computer-based’ 

title. Parents who consider themselves less tech-savvy may therefore have felt more 

empowered by this demonstration. Therefore, similar presentations in program dissemination 

and promotion may have greater potential to promote change for less technologically 

confident parents, and therefore it might be useful for campaigns targeting computer-based 

therapy use to be disseminated through mediums such as television, newspaper/magazine, 

and radio, where less tech-savvy parents are more likely to be engaged.  

Engagement with technology was also found to influence attitude change among 

adolescents, but in a unique way. Adolescents who liked using technology more were found 

to show a larger improvement in their perceived benefits of computer-based therapies 

following the presentation. We now have data to suggest that not only do adolescents who 

like using technology have more positive attitudes towards computer-based therapies; they 

are also more receptive to the benefits offered by these programs once they are given more 

information and a program demonstration. Focusing resources to increase the uptake of 

computer-based therapies among adolescents at those who already have a positive 

relationship with technology is clearly emerging as an important strategy. Suggestions for 

doing so include, but are not limited to, delivering promotional materials through social 

media forums, mental health information websites, and commonly used applications for 

smart-phone and tablet devices.  

Personality characteristics influence attitude change. Personality characteristics 

were found to influence parent and adolescent attitude change following the presentation, 

though through different pathways. Firstly, parents who were higher in neuroticism and lower 

in openness were more likely to endorse fewer problems relating to computer-based therapies 
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following the presentation. Perhaps the information provided in the presentation, given its 

delivery by a highly-educated source (a university), was seen as both valuable and 

trustworthy by highly neurotic parents, who are understood to experience heightened negative 

emotional states, such as anxiety. On the contrary, the finding that lower parental openness 

resulted in greater attitudinal improvements following the presentation is less easy to 

understand. It can only be speculated that parents who are less open to new experiences may 

have demonstrated a stronger initial reluctance towards computer-based therapies and were 

easily persuaded given more information on the subject. While parental personality appears 

to influence how parents respond to viewing such presentations, the specific relationships 

between these variables and the mechanisms of change associated with them are not 

conclusive and warrant further investigation.   

With respect to adolescents, it was found that higher conscientiousness was associated 

with a greater reduction in perceived problems of computer-based therapies following the 

educational presentation and program demonstration. The relationship between 

conscientiousness and reduction in perceived problems following the presentation is unclear. 

Perhaps conscientiousness adolescents are more considered in their initial report of potential 

service problems, allowing a greater scope for improvement after being given information; or 

perhaps more conscientious adolescents are more aware of researcher expected outcomes in 

response to the presentation, and alter their response style in order to ‘do well’. Further 

research is clearly required to investigate the role of adolescent personality more thoroughly 

in relation to attitudes around computer-based therapy programs. 

Implications for Future Research 

 The present thesis has provided the platform for future research in the field of 

adolescent and parental perceptions of computer-based therapies as a youth mental health 

treatment service. Implications for future research in this field include, but are not limited to,  
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(1)  psychometric validation of scales designed to measure user knowledge and attitudes 

relating to the use of computer-based therapies for young people; (2) replicating the findings 

associated with predictors of attitudes/intentions and change in response to a presentation 

designed to improve attitudes towards computer-based therapies; (3) examination of 

theoretical models in relation to the use of computer-based therapies; (4) examining the key 

presentation components leading to change in attitudes/intentions; (5) detailed exploration of 

the relationships found between predictors and attitudes/intentions; and (6) longitudinal 

research into the behavioural outcomes and longevity of improvements following 

presentations designed to improve attitudes towards computer-based therapy. 

Psychometric validation of measures.  

The primary outcomes of interest investigated in program of research included 

parental and adolescent knowledge, perceived problems, perceived benefits, perceived 

helpfulness, and intentions to access/use computer-based therapies, together with changes in 

these outcomes following the presentation. Due to the absence of available measures 

designed to assess these constructs in parent and youth populations, they were instead 

measured using author-developed scales. The scales were informed by previous research in 

the field, including items previously used to examine clinician attitudes (Stallard et al., 2010) 

and adults attitudes (Klein & Cook, 2010), and consultation with researchers in the field 

where necessary (i.e. knowledge quiz). While the validation of these measures was beyond 

the scope of this thesis, internal reliability estimates reported in their use were found to be 

moderate to high. However, further research examining the development and psychometric 

validation of parent and youth measures in this area is required.    

Replication of predictors of attitudes/intentions.  

To date, this dissertation is the first to examine the parental and adolescent factors that 

predict attitudes/intentions in relation to computer-based therapies for youth. Although some 



191 

 

significant predictors were found, may were unimportant and there were some inconsistencies 

between the results found in the present study and those found with adult populations and the 

general mental health help seeking literature. Thus, attempts to replicate these findings are 

warranted in order to provide greater clarity and increase the body of empirical literature in 

this field.  

Examination of theoretical models.  

The Theory of Planned Behaviour (Azjen, 1985) guided the use of specific variables 

in the present research, including individual factors, prior experience, attitudes (including 

perceived benefits and perceived problems), and behavioural intentions. However, the theory 

itself was not directly examined. Future research may extend upon these findings to examine 

whether parent and adolescent intentions and behavioural outcomes in association with the 

uptake of computer-based therapies fit a specific theoretical model of behaviour, such as the 

Theory of Planned Behaviour (Azjen, 1985). Alternatively, similar research may be 

warranted from technology-based theoretical models, such as examining the fit of the 

Technology Acceptance Model (Davis, 1989). Finally, the Model of Internet Interventions 

(Ritterband, Thorndike, Cox, Kovatchev, & Gonder-Fredrick, 2009) may also warrant further 

investigation in relation to how parents and adolescents make service decisions to access 

computer-based therapies (i.e. user characteristics), although this model is focused perhaps 

more heavily on the processes of behaviour change following program engagement (i.e. 

website use, mechanisms of change, behaviour change, and symptom improvement).  

Examination of components of presentation.  

An important research implication of the present research is that an information- and 

demonstration-based presentation can significantly improve attitudes/intentions to use 

computer-based therapies. In addition to replicating this finding, future research may examine 

which components of the presentation were most effective in improving attitudes. For 
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example, the information component of the presentation, delivered through text and images, 

may be directly compared to the demonstration only, delivered through video, or the 

combined presentation. Variations in other components of the presentation should also be 

considered, such as the content of information presented, use of one or multiple different 

program demonstrations, duration and focus of program demonstrations, use of video 

presentation to deliver information rather than text, and presentation delivery in different 

modes (e.g. live presentation, video, audio-only, paper-based). The effectiveness of such 

presentations in promoting positive change is likely to have further practical implications for 

the efficient use of promotional resources.  

Relationships between predictors and attitudes/intentions.  

A number of parent and adolescent predictors were revealed to be associated with 

attitudes/intentions. Therefore, we now know that there are characteristics that might 

influence which individuals are more or less likely to access computer-based therapy 

programs. Yet, examining the nature of these relationships was beyond the scope of the 

present series of studies, so what we do not know is how these relationships between 

individual factors and attitudes/intentions work. Research is warranted to examine the 

presence of mediating and moderating relationships between predictors and 

attitudes/intentions, as well as between attitudes/intentions themselves, and their relationships 

with actual behaviour outcomes (i.e. program uptake). For example, the significant 

relationship found between adolescent knowledge of computer-based therapies and their 

intentions to use these services may be mediated by one of the attitudinal variables (perceived 

problems, perceived benefits, or perceived helpfulness).  

Longitudinal behavioural outcomes and durability of presentation effects.  

Longitudinal research is now warranted to examine parent and adolescent engagement 

with computer-based therapies for two reasons. First, our present understanding of the 
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relationship between individual predictors and attitudinal outcomes is based on a cross-

sectional research design only, and is insufficient to draw conclusions about the temporal 

relationships between the two. Secondly, the present research is limited to conclusions based 

on intentions to access/use computer-based therapies, with the presumption that increased 

intentions are a valuable goal, given their theoretical relationship with behavioural outcomes. 

However, intentions do not always lead to actual behaviour and longitudinal is required to 

provide important insights into the short- and long-term uptake of computer-based therapies. 

Implications for Policy, Practice, and Dissemination 

While this dissertation has implications for the academic field of research, there are 

also multiple practical implications for policy, practice, and dissemination of computer-based 

therapy programs. These include, but are not limited to, (1) creating evidence-based 

computer-based therapy programs is insufficient to create change in the mental health of 

young people without concurrent strategies to promote their use; (2) program providers and 

public health campaigns should consider the use of information- and demonstration-based 

promotional materials to increase the uptake of computer-based therapies by parents and 

adolescents; (3) these materials can highlight key service benefits and address key service 

concerns held by adolescents and parents; and (4) these materials can be targeted for the 

greatest benefit at specific groups of potential users, such as parents who are less confident in 

using technology and adolescents who particularly like using technology.  

Concurrent strategies to increase program uptake are vital.  

There are already a number of computer-based psychological intervention programs 

for young people now available to the public. These programs are most commonly developed 

in the university or research group setting and disseminated through mental health provider 

services online or through individual referral by mental health clinicians. We now have 

preliminary evidence to suggest that simply developing these programs and putting them 
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online is insufficient to create change in the mental health and well-being of young 

Australians, as service uptake is not automatic. Computer-based therapies are an incredibly 

valuable resource and should not be neglected due to initial low rates of uptake. Instead, 

concurrent promotional and marketing strategies that encourage young people to use 

computer-based therapies must also be developed and disseminated. These strategies may be 

implemented on an individual program level, by service providers of multiple computer-

based therapy programs, or as a public health approach towards computer-based therapies in 

general, on a state or national scale. The present research suggests that targeting adolescent 

users and parents, who may access the programs for their children, are both effective 

strategies; however, mental health clinicians, educators, GPs, and other professionals engaged 

with young people all have the potential to increase the uptake of these programs. With such 

strategies in place, we are more likely to see greater program utilisation and full advantage 

taken of these very useful treatment services.  

Information- and demonstration-based promotions are recommended.  

The present research suggests that delivery of a brief information- and demonstration-

based presentation is an effective strategy to increase adolescent and parental attitudes and 

intentions to use/access computer-based therapies. The information component may include 

similar content to the presentation examined here, including potential benefits, origins and 

development, modes of delivery, general structure and content, research findings, and user 

testimonials. The demonstration component may include a brief demonstration of a specific 

program or a number of different therapy programs, perhaps targeting a range of common 

mental health problems. The demonstration used here was brief (three-minutes). However, an 

examination of the impact of demonstration duration and quality is recommended for future 

research, and should subsequently inform the length of demonstration used in practice. While 

attempts were made to use engaging images and content in the presentation that was 
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examined here, it is recommended and anticipated that similar materials used in practice will 

extend upon our somewhat ‘primitive’ presentation to create an even more engaging 

promotional product. For example, using video testimonials, live voice-overs to explore the 

program features, and interviews with key development researchers/professionals to discuss 

program development and structure, are all potential ideas for improving the quality and 

persuasiveness of the product.  

Highlighting benefits and addressing problems is important.  

A key finding in this program of research was that both parents and adolescents 

highly valued the service benefits offered by computer-based therapies. In addition, the 

number of service benefits and problems adolescents and parents perceived in association 

with computer-based therapies significantly improved in response to the presentation. It is 

therefore recommended that any strategies to improve program uptake (such as the 

presentation examined here) aim to highlight the benefits offered by computer-based 

therapies, while also recognising and addressing, where possible, potential service problems. 

The benefits seen as most valuable and the problems seen as most concerning to parents and 

adolescents can also be directly targeted (see above key findings for details of these). For 

example, parents highly valued the increased accessibility of computer-based therapies, so 

making this a feature of a promotional activity aimed at this group is likely to be persuasive. 

A video of a parent supervising their child on a program at the dining table at home, or 

checking in on their child’s progress in the evening when the kids are in bed could be 

demonstrated for example. In contrast, adolescents highly valued the alleviation of stigma 

offered by computer-based therapies, and so promotional activities aimed at this group could 

depict an adolescent working through the program in the privacy of their bedroom, together 

with demonstrations of progressive improvements in their health and engagement with 

friends and family over time. In sum, strategies to improve attitudes/intentions to access 
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computer-based therapies should focus on the program elements perceived as most important 

to the consumer. 

Promotions can be targeted for greater impact.  

The present research found that parental and adolescent attitudes and intentions to use 

computer-based therapies could be predicted by a number of factors, as can their receptivity 

to a presentation aimed at improving these attitudes/intentions. These findings can be used to 

direct how promotional materials can be delivered for the greatest impact. For example, we 

found that parents who had greater knowledge of computer-based therapies and less 

stigmatized mental health beliefs were more positive about the use of computer-based 

therapies initially; while parents who were more neurotic, less open, and less confident using 

technology in general were likely to show larger improvements in their attitudes/intentions 

following the presentation. In general, targeting promotional activities at groups of parent 

based on their personality traits is not feasible. However, these parents may identify more 

strongly with promotions/presentations if they feature parents with subtleties of the same 

personality traits (e.g. a parent showing neurotic tendencies). Parents less confident in using 

technology can also be targeted by ensuring materials are available in a number of less 

technological modes such as newspaper, television or radio advertisements, or news 

broadcasts.  

With respect to adolescents, we found that those who liked technology more and had 

greater knowledge and less stigmatized mental health beliefs, were more positive about the 

use of computer-based therapies initially; while those who liked technology, were more 

conscientious, and younger were more receptive to the presentation. In contrast to the parent 

population, strategies aimed at improving the uptake of programs among adolescents may 

have greater impact if targeted at tech-friendly young people, through mediums such as social 

media forums, mental health information websites, and portable device applications. In 
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addition, materials may be delivered to younger adolescents through live presentations or 

workshops delivered to classes of adolescents in the early high-school grades.  

Strengths, Limitations, and Recommendations 

 The specific strengths, limitations, and recommendations for future research relating 

to each individual study have been described in their relevant chapters. The following section 

will discuss the common factors that were identified as important in relation to all of these 

studies and additional key strengths/limitations relevant to the dissertation as a whole.  

Overall, the present program of research has many strengths. First, as a whole, the series 

of studies provides a substantial and meaningful contribution to the research and practice of 

computer-based therapy. It does so by presenting a series of unique studies that combine to 

address multiple gaps in the present literature. For instance, this research is the first of its 

kind to comprehensively report on the knowledge, attitudes, and intentions of potential users 

of computer-based therapies for children and adolescents, extending upon prior research with 

health clinicians, adults/young adults, and client feedback on specific programs. The series of 

research studies also included two populations of potential program users, namely parents as 

gatekeepers to service access, and adolescents as independent users – providing insight into 

the attitudes/intentions of the two key ‘consumer’ stakeholders of these programs for youth. 

The value of this research also extended beyond preliminary descriptions, to include a 

quantitative examination of the predictors of attitudes/intentions, including a large number of 

potential variables for additional breadth. The final meaningful contribution of this research 

is its examination of a strategy aimed at improving the uptake of computer-based therapies 

among potential users in the community, and subsequent predictors of receptivity to such a 

strategy. In this way, the program of research extends beyond a contribution of academic 

understanding, to provide an effective strategy for creating change in the real world.  
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In closer detail, another key strength of this research is the development of the computer-

based therapy presentation, titled ‘Logging into Therapy’. The presentation created for the 

purposes of this study and that was found to be effective, included educational content on 

computer-based therapies and a brief, three-minute program demonstration. The key strength 

of this presentation is its practicality, as it was designed for ease of transition to real world 

use. Effective tools, be it for assessment, treatment, education, or beyond, are only 

efficacious if they can be successfully implemented in real-world settings. Elements of the 

presentation that were practical included its brevity (making it suitable for delivery in a 

number of formats, such as television, radio, schools, and online), simplicity of content and 

design (aiming to be minimally sufficient and easily adapted between a parent and adolescent 

audience), and relevance to computer-based therapies in general (as opposed to focusing on a 

specific treatment program that may be irrelevant to a large proportion of the audience).  

Other strengths of the present research include, (1) the appropriate use of quantitative 

research methodology to provide a foundation of knowledge in the emerging field of 

computer-based therapy research, and (2) the use of a variety of statistical analyses to address 

each research aim as appropriate.   

In spite of its strengths, this program of research is not without limitations. First, the key 

limitation of the series of studies as a whole is the use of cross-sectional research designs 

when examining attitudes/intentions and predictors thereof. The cross-sectional nature of all 

studies prevents any conclusions being drawn about the temporal changes between these 

variables and limits the findings to uptake intentions (rather than actual service uptake). 

Future research is recommended to use a longitudinal research design to address this 

limitation and to include actual uptake of programs as an additional, if not the primary, 

outcome measure.  
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A second important limitation of this dissertation is the examination of change in 

attitudes/intentions immediately following the presentations (computer-based or control), 

without an examination of how these effects are sustained over time. Future research is 

recommended to include delayed measures of change in attitudes/intentions following such a 

presentation, with potentially valuable information to be gained around which methods of 

presentation delivery result in the most durable changes to attitudes/intentions and program 

uptake.  

A third limitation of the present dissertation is the use of multiple measures across the 

series of studies that have not been psychometrically validated. While the necessity and 

rationale behind the use of these measures has been documented in previous chapters, it is 

strongly recommended that future research evaluates the psychometric properties of the 

measures used here and develop validated measures to measure attitudinal constructs relating 

to the use of computer-based psychological treatment programs.  

A fourth limitation of this body of research is the low level of variance explained by the 

models in each study. While these studies informed some important relationships between 

predictor variables and consumers’ attitudes/intentions towards computer-based therapies, it 

was evident that additional factors influencing these attitudes/intentions were not accounted 

for. While an exploration of additional factors was beyond the scope of this thesis, future 

research may consider examining factors such as engagement in psychosocial supports, word-

of-mouth experiences of computer-based therapies and/or mental health services, and 

presence of existing mental health awareness programs in the individual’s area of residence, 

school, workplace, or community.  

A few additional limitations common to the studies presented in this program of research 

include, (1) the exclusive use of online data collection methods, potentially inflating the rate 

of technology variables and limiting the generalisability of research findings; (2) an 
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overrepresentation of female participants in the series of parent studies, limiting the 

generalisability of these findings to the attitudes/intentions of fathers; and (3) the potential 

inflation of the Type I error rate due to repeated multiple variable analyses. 

Recommendations to address these limitations in future research include the use of adjunct 

online- and paper-based survey methods, recruitment through male-dominated sources to 

achieve representative gender distributions, and recruitment of larger sample sizes where 

possible.  

In addition to the recommendations for future research suggested above, there are a 

number of other directions that future investigations could take. First, future research may 

examine how program demonstrations are associated with improved attitudes/intentions. The 

existing notion is that they provide a form of ‘prior experience’, but is this idea supported in 

the research and are there other mechanisms that drive the relationship between viewing a 

demonstration and improved attitudes/intentions. Second, future research should examine the 

active components of a promotional activity (such as the ‘Logging Into Therapy’ 

presentation) associated with change in attitude/intentions, in order to develop and implement 

the most efficient and effective tools for change possible. Third, future research should 

examine attitudes towards computer-based therapies among a clinical sample of parents and 

adolescents, who are engaged in traditional face-to-face mental health services. Sampling 

consumers in a clinical population may further inform our understanding of consumers’ 

mental health service preferences by exploring the attitudes of those who have already made 

the choice to access traditional services and are currently faced by the real, rather than 

hypothetical, need of professional support for mental health problems 

Conclusion 

In conclusion, the findings of this dissertation contribute to the newly emerging 

literature concerning the ways in which potential users perceive computer-based therapies as 
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a psychological treatment alternative for children and adolescents. The findings presented 

here suggest that despite a paucity of knowledge regarding these programs, parents hold 

overwhelmingly positive attitudes towards accessing computer-based therapies, and that 

adolescents are similarly positive although slightly more cautious. We also know that 

multiple individual factors may influence how parents and adolescents perceive these 

programs including the degree to which people enjoy using technology, level of knowledge 

of computer-based therapies, and how stigmatized their beliefs are in relation to mental health 

in general. In addition, this dissertation has concluded that a brief information- and 

demonstration-based presentation has the capacity to improve the attitudes/intentions of 

parents and adolescents towards accessing computer-based therapies for mental health 

treatment.  

Embracing new technology for leisure and work is becoming an increasingly rapid 

process for the digital natives – although the process appears to be delayed with respect to the 

uptake of computer-based therapy programs. However, this process is beginning, and we can 

help to more readily increase treatment uptake and subsequently increase the mental health of 

young Australians.  
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Appendix A 

 Information sheet and consent form for parent sample. 

 

School of Psychology – Mt Gravatt Campus 

Parents attitudes towards the use of computer-based therapies 

INFORMATION SHEET 

Who is conducting the research? 

Ms Grace Sweeney (B Psych Science, Hons) (PhD Candidate) 

Dr Caroline Donovan (Clinical Psychologist) 

Dr Sonja March (Clinical Psychologist) 

Ms Sandra Laurenson (B Psych Science, Hons) (Clinical Masters Candidate) 

 

Griffith University - Mt Gravatt Campus, School of Applied Psychology 

176 Messines Ridge Road, Mt Gravatt, QLD 4122 

Phone: (07) 3735 3401, Email: c.donovan@griffith.edu.au 

 

Why is the research being conducted? 

This research is being conducted to investigate parents’ attitudes towards computer-based 

therapies as a method of accessing psychological services for their children. Despite the 

evidence supporting the effectiveness of computer-based therapies across a range of age-

groups and emotional problems, little is known about how these therapies are perceived by 

parents and whether they would be utilised for their children if available.  

The aim of this study to investigate whether parents’ attitudes towards computer-

based therapies can be altered by presenting information about the positive outcomes 

associated with these therapies. It is also of interest to the researchers how parents’ attitudes 

differ across demographics, personality styles, knowledge and attitudes towards mental 

illness and experience with computer-based therapies. 

This study will provide further knowledge of how computer-based therapies are 

perceived by parents and how their attitudes change in response to a brief informative 

intervention. This knowledge may inform community wide education programs for parents, 
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so that children can ultimately benefit from improved access to psychological services. This 

research is being conducted as part of Grace Sweeney and Sandra Laurenson’s Research 

Theses under the guidance of Dr Caroline Donovan. 

 

Participant Eligibility 

To participate in this study, you must be a parent of child under the age of 18. 

 

What’s Involved 

Participation in this project will involve the completion of a brief online questionnaire 

regarding your attitudes towards computer-based therapies for your child. Participation in this 

study should take no longer than 20 minutes.  

 

Research Benefits 

Your contribution to this study will allow for a better understanding of parents’ attitudes towards 

computer-based therapies and some of the perceived barriers towards its use. This will assist in 

establishing suitable models of community wide education to promote the use of these services. 

To show appreciation for your time, all those who consent to complete the 

questionnaire and choose to provide a contact email address, will be entered into a random 

draw to win one of two Coles/Myer gift vouchers to the value of $100.  

 

Risks  

There are no expected risks from participating in this study aside from a minimal time 

imposition. Taking part in this study is voluntary and you may withdraw at any time 

(including following informed consent) without any negative consequences or prejudice. 

 

Confidentiality 

All information gathered will be kept in locked filing cabinets, will be confidential and will 

only be accessed by the researchers mentioned above. Any reports arising from this research 

will include group statistics only. This means that no individual participant will be able to be 

identified.  

At the end of the survey you may choose to provide us with your email address so that 

we can inform you should you win a prize, your email address will not be used for any other 

purpose and will be separated from your questionnaire.  

During collection of all data for this study, randomly generated numbers will be used 
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as identifiers, ensuring that your personal responses will not be able to be traced back to you. 

Your data may also be used in future studies in a de-identified manner.  

 

Voluntary Participation 

Participation in the research study is entirely voluntary and as mentioned above, you are free 

to withdraw from the study or refuse to take part at any time, without any negative 

consequences or prejudice. If you do choose to withdraw from this study after you have 

commenced participation, please be aware that any data will be unable to be deleted due to 

the measures taken to ensure no data is traceable back to you, the participant.  

 

Questions & Feedback 

If you have any questions regarding this study, please contact Dr Caroline Donovan by telephone 

on (07) 3735 3401 or by email: c.donovan@griffith.edu.au. At the end of the study, you are 

welcome to view the results via the “Logging in to Therapy” social media page. 

 

Ethical Conduct 

Griffith University conducts research in accordance with the National Statement on Ethical 

Conduct in Human Research.  If you have any concerns or complaints about the ethical conduct 

of the research project, please contact the Manager, Research Ethics on (07) 3735 4375 or 

research-ethics@griffith.edu.au. 

 

Privacy Statement 

The information you provide for the purposes of this research is confidential, will only be 

accessible by the above mentioned researchers and only group statistics will be used in any 

reporting of information, ensuring no individual participant will be identifiable. For further 

information consult the University’s Privacy Plan at http://www.griffith.edu.au/about-

griffith/plans-publications/griffith-university-privacy-plan or telephone (07) 3735 5585. 

 

***** Please keep this information sheet for your records.  ***** 

mailto:c.donovan@griffith.edu.au
mailto:research-ethics@griffith.edu.au
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School of Psychology – Mt Gravatt Campus 

Parents attitudes towards the use of computer-based therapies 

CONSENT FORM 

 

Who is conducting the research? 

Ms Grace Sweeney (B Psych Science, Hons) (PhD Candidate) 

Dr Caroline Donovan (Clinical Psychologist) 

Dr Sonja March (Clinical Psychologist) 

Ms Sandra Laurenson (B Psych Science, Hons) (Clinical Masters Candidate) 

 

Griffith University - Mt Gravatt Campus, School of Applied Psychology 

176 Messines Ridge Road, Mt Gravatt, QLD 4122 

Phone: (07) 3735 3401, Email: c.donovan@griffith.edu.au 

 

By accepting the below link, I confirm that I have read and understood the information sheet 

and in particular have noted that: 

 I understand that my involvement in this research will include the completion of an 

online questionnaire package; 

 I have had any questions answered to my satisfaction; 

 I understand the risks involved; 

 I understand that there will be no direct benefit to me from my participation in this 

research (other than the possibility of winning a prize); 

 I understand that my participation in this research is voluntary and that I am free to 

withdraw at any time without negative consequences or prejudice, including after the 

informed consent process; 

 I understand that information I provide will be stored as de-identified data and may be 

used in future studies; 

 I understand that if I have any additional questions I can contact the research team  

 I understand that my personal email details will be collected for notification of the 

prize 
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 I understand that I can contact the Manager, Research Ethics, at Griffith University 

Human Research Ethics Committee on (07) 3735 5585 (or research-

ethics@griffith.edu.au) if we have any concerns about the ethical conduct of the 

project; and 

 I agree to participate in the project. 

 

Please note: This consent form will be provided to participants online when they access 

the link to participate in the questionnaire. Participants will be directed to select ‘Yes’ 

or ‘No’ before proceeding to the questionnaire.   

  

mailto:research-ethics@griffith.edu.au
mailto:research-ethics@griffith.edu.au
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Participation Prize 

Terms and Conditions 

1. When you enter the competition, you accept these terms and conditions of entry.  

2. Employees of Griffith University ("the University") and their immediate families are 

ineligible to enter.  

3. Entry into the competition is by:  

a. Giving a completed consent to undertake research form to the researchers at 

Griffith University Mt. Gravatt.  

4. The first two randomly drawn entries will receive one of two Coles/Myer vouchers to 

the value of $100 

5. The decision of the University is final and no correspondence will be entered into. 

6. The prize is not transferable and cannot be redeemed for cash. The prize is not 

refundable. 

7. The winner releases the University from any and all causes of action, losses, liability, 

damage, expense (including legal expenses) cost or charge suffered, sustained or in 

any way incurred by the winner as a result of any loss or damage to any physical 

property of the winner, or any injury to or death of any person arising out of, or 

related to or in any way connected with the University or the prize.  

8.  Any winner drawn for the prize who is unable to fulfil all of these terms and 

conditions will forfeit the prize and another winner will be drawn.  

9. The winner will be notified by email no later than 10th July 2016  

10. The competition opens to entries 01st June 2013 and the competition closes 30th June 

2016. The competition is drawn 01st July 2016 at Griffith University, Mt. Gravatt 

campus. You do not need to be present at the draw to win.  

11. The prize will be available for collection by the winner at Griffith University 

immediately after the draw. 
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Appendix B 

Author-developed measures relating to computer-based therapies: Knowledge, 

attitudes, intentions to use/access, and recommended availability  

The parent and adolescent questionnaire batteries used included a number of author-

developed measures relating specifically to consumers (adolescents and parents) perceptions 

of computer-based therapies for youth mental health problems. The development of these 

measures was based in part on adaptations from measures used in previous research in the 

field (Stallard et al., 2010; Klein & Cook, 2010), items chosen based on the best-available 

evidence at the time of development, and in collaboration with colleagues in the computer-

based therapies research field. Internal reliability estimates for the following measures are 

provided in the manuscript of each paper.  

 These measures were used in both the parent and adolescent research studies, with 

minor language adjustments made to increase the readability and appropriateness of items for 

an adolescent audience. In addition, where applicable, items were reworded, such that parents 

answered in relation to accessing a computer-based therapy for their child/adolescent and 

adolescents answered in relation to accessing a computer-based therapy for themselves. The 

parent-version of the measures is presented here.  

E.1 Computer-based therapy knowledge. Participants were administered the 

following 14-item true-false quiz to measure knowledge of computer-based therapies. 

Participants scored 1 for correct answers, and 0 for incorrect answers or answering don’t 

know. Responses were summed to provide a total knowledge score (ranging 0-14), with 

higher scores indicating greater knowledge of computer-based therapies. 
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Please answer the following true or false statements regarding computer-based therapies 

(psychological interventions delivered via computer technology): 

True False 
Don't 

know 

Computer-based therapies are only available online. 0 1 0 
All computer-based therapies involve therapist contact. 0 1 0 
Computer-based therapies are less effective than face-to-face therapy. 0 1 0 
Computer-based therapies have been shown to be effective with both 

adolescents and younger children. 
1 0 0 

Computer-based therapies automatically tailor to individual needs. 0 1 0 
People who use computer-based therapies are generally satisfied. 1 0 0 
Computer-based therapies are not interactive. 0 1 0 
Computer-based therapies are shown to be effective in treating children experiencing: 

True False 
Don't 

know 

Anxiety 1 0 0 
Depression 1 0 0 
Substance use 1 0 0 
Bed wetting 0 1 0 
Pain 1 0 0 
Tantrums 0 1 0 
Eating disorder/body image 1 0 0 

E.2 Computer-based therapy attitudes. Participant attitudes towards the use of

computer-based therapies were measured using three scales: perceived problems, perceived 

benefits, and perceived helpfulness. 

Perceived problems. Perceived problems with the use of computer-based therapies 

was measured using the following 10-item scale. Responses were summed to produce a total 

score (ranging 10-50), with higher scores indicating more perceived problems. 

How problematic do you consider the following factors to be in relation to computer-based 

therapies for children: 

Not 

problematic 

at all 

Slightly 

problematic 

Somewhat 

problematic 

Moderately 

problematic 

Extremely 

problematic 

Engaging the child 1 2 3 4 5 

Completing the 

treatment 

1 2 3 4 5 

Appropriateness of 

tasks 

1 2 3 4 5 

Having additional 

explanations 

1 2 3 4 5 

Time 1 2 3 4 5 
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Privacy and 

security of 

information 

1 2 3 4 5 

Computer access 1 2 3 4 5 

Technological 

problems 

1 2 3 4 5 

Having contact 

with a therapist  

1 2 3 4 5 

Meets my child’s 

individual needs 

1 2 3 4 5 

 

Perceived benefits. Perceived benefits of computer-based therapies were measured 

using the following 9-item scale. Responses were summed to produce a total score (ranging 

9-45), with higher scores indicating greater perceived benefits.  

How beneficial do you consider the following factors to be in relation to computer-based 

therapies for children: 

 Not beneficial 

at all 

Slightly 

beneficial 

Somewhat 

beneficial 

Moderately 

beneficial 

Extremely 

beneficial 

Engaging the child 1 2 3 4 5 

Reduced stigma 1 2 3 4 5 

Earlier access to 

treatment (avoid 

waitlist) 

1 2 3 4 5 

More interactive 

than a self-help 

book 

1 2 3 4 5 

Use at any time 1 2 3 4 5 

Used at home 1 2 3 4 5 

Can monitor my 

child’s progress 

1 2 3 4 5 

Cost affordability 1 2 3 4 5 

Easily accessible 1 2 3 4 5 

 

Perceived helpfulness. Participants rated how helpful they considered computer-

based therapies to be in the treatment of mental health challenges, on a single-item.  

How much to do you believe computer-based therapies can help children experiencing 

emotional and behavioural difficulties: 

Not helpful at Slightly Somewhat Moderately Extremely 
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all helpful helpful helpful helpful 

1 2 3 4 5 

 

E.3 Recommended availability. Participants were asked their opinions on six 

different ways computer-based therapies could be made available to access. Responses for 

each item were reported independently, for descriptive purposes.  

Do you think computer-based therapies for emotional and behavioural difficulties for 

children should be: 

 Definitely 

No 

No Maybe/ 

Neutral 

Yes Definitely 

Yes 

Freely available on the internet  5 4 3 2 1 

Available for use in schools 5 4 3 2 1 

Available in GP clinics 5 4 3 2 1 

Available in mental health 

clinics 

5 4 3 2 1 

Available without professional 

support 

5 4 3 2 1 

Only available with professional 

support 

5 4 3 2 1 

 

E.4 Intentions to access services. Participants completed the following items about 

their intentions to access mental health services and specifically, their intentions to access 

computer-based therapies. 

How likely would you be to access the following services if your child was experiencing an 

emotional or behavioural problem? 
 Not 

likely at 

all 

Slightly 

likely 

Somewhat 

likely 

Moderately 

likely 

Extremely 

likely 

GP 1 2 3 4 5 

Psychologist 1 2 3 4 5 

Psychiatrist  1 2 3 4 5 

Counsellor 1 2 3 4 5 

Self-help book 1 2 3 4 5 

Information website 1 2 3 4 5 

Online counselling  1 2 3 4 5 

Phone counselling  1 2 3 4 5 

Computer-based 

therapies with therapist 

assistance 

1 2 3 4 5 
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Computer-based 

therapies without 

therapist assistance 

1 2 3 4 5 

Prescribed medication 1 2 3 4 5 

If your child experienced an emotional or behavioural difficulty and a computer-based 

therapy was available, would you access it? 

Yes No 

If your child experienced an emotional or behavioural difficulty and a computer-based 

therapy was available, how likely would you be to access it? 

Not likely at 

all 

Slightly likely Somewhat likely Moderately likely Extremely likely 

1 2 3 4 5 

If your child experienced an emotional or behavioural difficulty, which service would you be 

more likely to access? 

Computer-based therapy Face-to-face therapy 

If you did access a computer-based therapy for child's emotional or behavioural difficulties, 

which types would you prefer to use: 

Smartphone Yes No 

Tablet Yes No 

CD-ROM Yes No 

Internet Yes No 

Virtual reality Yes No 

 

 

 

  



244 

 

Appendix C 

Logging Into Therapy: Computer-based therapy presentation for parents. 
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Appendix D 

Boosting Your Health: Control presentation for parents and adolescents 

 

 

 



247 
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Appendix E 

Information sheet and consent form for adolescent sample. 

 

School of Psychology – Mt Gravatt Campus 

Adolescents’ attitudes towards the use of computer-based therapies 

INFORMATION SHEET 

 

Who is conducting the research? 

Ms Grace Sweeney (B Psych Science, Hons) (PhD Candidate) 

Dr Caroline Donovan (Clinical Psychologist) 

Dr Sonja March (Clinical Psychologist) 

Ms Yvette Forbes (B Psych Science Candidate) 

 

Griffith University - Mt Gravatt Campus, School of Applied Psychology 

176 Messines Ridge Road, Mt Gravatt, QLD 4122 

Phone: (07) 3735 3401, Email: c.donovan@griffith.edu.au 

 

Why is the research being conducted? 

This research is being conducted to investigate adolescents’ attitudes towards computer-based 

therapies as a method of accessing psychological support. Despite the evidence supporting 

the effectiveness of computer-based therapies across a range of age-groups and emotional 

problems, little is known about how these therapies are perceived by adolescents and whether 

they would be utilised if available.  

The aim of this study to investigate whether adolescents’ attitudes towards computer-

based therapies can be altered by presenting information about the positive outcomes 

associated with these therapies. It is also of interest to the researchers how adolescents’ 

attitudes differ across demographics, personality styles, knowledge and attitudes towards 

mental illness and experience with computer-based therapies. 

This study will provide further knowledge of how computer-based therapies are 

perceived by adolescents and how their attitudes change in response to a brief informative 
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intervention. This knowledge may inform community wide education programs for 

adolescents, who could ultimately benefit from improved access to psychological services.  

This research is being conducted as part of Grace Sweeney and Yvette Forbes’ Research 

Theses under the guidance of Dr Caroline Donovan. 

 

Participant Eligibility & Consent 

To participate in this study, you must be aged 13 to 18 years old. We encourage you to 

discuss participation with a parent or guardian before completing the survey. 

 

What’s Involved 

Participation in this project will involve the completion of a brief online questionnaire 

regarding your attitudes towards computer-based therapies. Participation in this study should 

take no longer than 20 minutes.  

 

Research Benefits 

Your contribution to this study will allow for a better understanding of adolescents’ attitudes 

towards computer-based therapies and some of the perceived barriers towards its use. This will 

assist in establishing suitable models of community wide education to promote the use of these 

services.  

To show appreciation for your time, all those who consent to complete the 

questionnaire and choose to provide a contact email address, will be entered into a random 

draw to win an iPad.  

 

Risks  

There are no expected risks from participating in this study aside from a minimal time 

imposition. Taking part in this study is voluntary and you may withdraw at any time 

(including following informed consent) without any negative consequences or prejudice. 

 

Confidentiality 

All information gathered will be kept in locked filing cabinets, will be confidential and will 

only be accessed by the researchers mentioned above. Any reports arising from this research 

will include group statistics only. This means that no individual participant will be able to be 

identified.  

At the end of the survey you may choose to provide us with your email address so that 
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we can inform you should you win a prize, your email address will not be used for any other 

purpose and will be separated from your questionnaire.  

During collection of all data for this study, randomly generated numbers will be used 

as identifiers, ensuring that your personal responses will not be able to be traced back to you. 

Your data may also be used in future studies in a de-identified manner.  

 

Voluntary Participation 

Participation in the research study is entirely voluntary and as mentioned above, you are free 

to withdraw from the study or refuse to take part at any time, without any negative 

consequences or prejudice. If you do choose to withdraw from this study after you have 

commenced participation, please be aware that any data will be unable to be deleted due to 

the measures taken to ensure no data is traceable back to you, the participant.  

 

Questions & Feedback 

If you have any questions regarding this study, please contact Dr Caroline Donovan by telephone 

on (07) 3735 3401 or by email: c.donovan@griffith.edu.au. At the end of the study, you are 

welcome to view the results via the “Logging in to Therapy” social media page.  

 

Ethical Conduct 

Griffith University conducts research in accordance with the National Statement on Ethical 

Conduct in Human Research.  If you have any concerns or complaints about the ethical conduct 

of the research project, please contact the Manager, Research Ethics on (07) 3735 4375 or 

research-ethics@griffith.edu.au. 

 

Privacy Statement 

The information you provide for the purposes of this research is confidential, will only be 

accessible by the above mentioned researchers and only group statistics will be used in any 

reporting of information, ensuring no individual participant will be identifiable. For further 

information consult the University’s Privacy Plan at http://www.griffith.edu.au/about-

griffith/plans-publications/griffith-university-privacy-plan or telephone (07) 3735 5585. 

 

***** Please keep this information sheet for your records.  ***** 

  

mailto:c.donovan@griffith.edu.au
mailto:research-ethics@griffith.edu.au
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School of Psychology – Mt Gravatt Campus 

Adolescents’ attitudes towards the use of computer-based therapies 

CONSENT FORM 

 

Who is conducting the research? 

Ms Grace Sweeney (B Psych Science, Hons) (PhD Candidate) 

Dr Caroline Donovan (Clinical Psychologist) 

Dr Sonja March (Clinical Psychologist) 

Ms Yvette Forbes (B Psych Science Candidate) 

 

Griffith University - Mt Gravatt Campus, School of Applied Psychology 

176 Messines Ridge Road, Mt Gravatt, QLD 4122 

Phone: (07) 3735 3401, Email: c.donovan@griffith.edu.au 

 

By accepting the below link, I confirm that I have read and understood the information sheet 

and in particular have noted that: 

 I have discussed my participation in this survey with my parent or guardian; 

 I understand that my involvement in this research will include the completion of an 

online questionnaire package; 

 I have had any questions answered to my satisfaction; 

 I understand the risks involved; 

 I understand that there will be no direct benefit to me from my participation in this 

research (other than the possibility of winning a prize); 

 I understand that my participation in this research is voluntary and that I am free to 

withdraw at any time without negative consequences or prejudice, including after the 

informed consent process; 

 I understand that information I provide will be stored as de-identified data and may be 

used in future studies; 

 I understand that if I have any additional questions I can contact the research team  
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 I understand that my personal email details will be collected for notification of the

prize

 I understand that I can contact the Manager, Research Ethics, at Griffith University

Human Research Ethics Committee on (07) 3735 5585 (or research-

ethics@griffith.edu.au) if we have any concerns about the ethical conduct of the

project; and 

 I agree to participate in the project.

Please note: This consent form will be provided to participants online when they access 

the link to participate in the questionnaire. Participants will be directed to select ‘Yes’ 

or ‘No’ before proceeding to the questionnaire.   

mailto:research-ethics@griffith.edu.au
mailto:research-ethics@griffith.edu.au
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Participation Prize 

Terms and Conditions 

1. When you enter the competition, you accept these terms and conditions of entry.

2. Employees of Griffith University ("the University") and their immediate families are

ineligible to enter.

3. Entry into the competition is by:

a. Giving a completed consent to undertake research form to the researchers at

Griffith University Mt. Gravatt.

4. The first randomly drawn entry will receive an iPad.

5. The decision of the University is final and no correspondence will be entered into.

6. The prize is not transferable and cannot be redeemed for cash. The prize is not

refundable.

7. The winner releases the University from any and all causes of action, losses, liability,

damage, expense (including legal expenses) cost or charge suffered, sustained or in

any way incurred by the winner as a result of any loss or damage to any physical

property of the winner, or any injury to or death of any person arising out of, or

related to or in any way connected with the University or the prize.

8. Any winner drawn for the prize who is unable to fulfil all of these terms and

conditions will forfeit the prize and another winner will be drawn.

9. The winner will be notified by email no later than 10th July 2016

10. The competition opens to entries 01st August 2013 and the competition closes 30th

June 2016. The competition is drawn 01st July 2016 at Griffith University, Mt. Gravatt

campus. You do not need to be present at the draw to win.

11. The prize will be available for collection by the winner at Griffith University

immediately after the draw.
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Appendix F 

Logging Into Therapy: Computer-based therapy presentation for adolescents 
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