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Background
Adolescence is a crucial period for the development of anxiety 
and depression.1 Secondary schools have responded by imple-
menting a range of interventions to identify, support and reduce 
these mental health problems among adolescent students.2-4 To 
date, research on such interventions has focused on measuring 
changes in behavior and symptoms5,6 and the barriers to imple-
mentation.7,8 There is a wealth of literature outlining the vari-
ous factors that influence the translation of mental health 
interventions into schools.9,10 Schools remain limited in what 
they can offer without gaining support from key school staff 
and parents.11,12 As school-based interventions become digit-
ised, technical accessibility and a greater need for in-person 
provider support have compounded existing barriers.13 
Unsurprisingly, school counsellors and parents remain crucial 
gatekeepers to the successful implementation of digital school-
based mental health interventions.

The current study aimed to examine school counsellors’ and 
parents’ experiences of a new digital mental health service 
(Smooth Sailing) piloted in Australian secondary schools. 
Based on the health system principles of stepped care,14 the 

Smooth Sailing service uses an automated web-based platform 
to screen students’ symptoms of anxiety and depression. The 
service then links students to online, self-directed psychologi-
cal interventions or in-person care with school counsellors. The 
service aims to identify students in need of mental health sup-
port, provide care that is scalable and evidence-based, and fos-
ter positive attitudes to help-seeking among students. The 
service is underpinned by Rickwood et  al’s15 help-seeking 
model whereby a digital platform is a preferential delivery 
mode that encourages young people to appraise and express 
their mental health needs, and increases the availability of 
appropriate and accessible help.

School counsellors play a key role in the Smooth Sailing 
service as they provide in-person care to students with severe 
symptoms or suicidal ideation. In past trials of similar inter-
ventions, school counsellors have reported a lack of confidence 
in the thresholds of automated screening tools and have raised 
concerns about liability and workload.16,17 Counsellors have 
also reported a preference for indicated rather than universal 
screening, curriculum-aligned interventions and interventions 
supported by in-service training.18 Delivering Smooth Sailing 
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in the school setting allows service providers to capitalise on 
the ready access between school counsellors, students and their 
families. Thus, understanding school counsellors’ experiences 
are central to determining the feasibility and acceptability of 
this new type of service model for addressing mental health 
problems among youth.

While parents are not active participants in the Smooth 
Sailing service, they provide consent for their child to partici-
pate and can enforce positive attitudes towards help-seeking.19 
Parents’ openness towards school-based, digital mental health 
interventions are likely to influence the uptake of Smooth 
Sailing.20 Parents have agreed that schools are well placed to 
recommend computer-therapies to students in need, although 
some parents have preferred these to be offered alongside pro-
fessional care and that more parental education is needed to 
support their use.21 Some parents have also been concerned 
that school-based mental health screening may perpetuate 
mental health stigma among students.22 However, the accessi-
ble, private and universal nature of the Smooth Sailing service 
model aligns with parents’ preferences for mental healthcare.23 
In contrast, young people have been reluctant to seek their par-
ents’ consent for mental health interventions due to a desire for 
privacy and autonomy, alongside fear and worry about parental 
reactions.20 Therefore, parents’ perceptions and the dynamics of 
the parent-child relationship may have a significant impact on 
the overall acceptability and feasibility of the Smooth Sailing 
service.

A six-week pilot study24 conducted in 4 secondary schools 
in New South Wales, Australia, explored the acceptability of 
the Smooth Sailing service among students (n = 59, 35 female, 
mean age: 14.57 years, SD: 0.89, range: 13-16 years, grades 
8-9). At baseline, 18.6% of the students (n = 11/59) required 
in-person care from the school counsellors. Students reported 
that the service was easy and enjoyable to use; although, initial 
service uptake was low (46%, n = 59/126,); with ‘disinterest’, 
‘misplacement of consent form’, ‘reluctance to engage with 
school counsellors’ and ‘parental disapproval of participation’ 
reported as barriers to uptake.24 Little is known about the 
impact of the service on the school counsellors and parents of 
the participating students. Using a mixed-methods design, the 
current study aimed to explore school counsellors’ and parents’ 
experiences of using the Smooth Sailing service. By examining 
the experiences of these 2 key stakeholders and end-users, this 
study will identify the benefits and unintended consequences 
of this new type of health service. This will help to determine 
the likelihood of future uptake and maintenance of these types 
of services in in secondary schools.

Methods
Study design

This paper reports on a multi-methods pilot study that aimed to 
examine the acceptability and feasibility of delivering a digital, 

stepped-care mental health service in Australian secondary 
schools. A total of 4 secondary schools located in New South 
Wales, Australia, participated in a 6-week acceptability pilot 
trial of the Smooth Sailing service. Student outcomes (n = 59) 
have been reported elsewhere.24 The current paper reports on 
the perspectives and experiences of the school counsellors and 
the parents of students who took part in the pilot trial. The 
study was approved by the University of New South Wales 
Human Research Ethics Committee (#167424), the NSW 
State Education Research Application Process (#2016471) and 
the Maitland-Newcastle Catholic Diocese. All methods were 
performed in accordance with the approved protocol as regu-
lated by the Australian National Health and Medical Research 
Council National Statement on Ethical Conduct in Human 
Research.

Recruitment, consent and participants

School counsellors: All school counsellors (n = 4) from the 
participating schools were invited to participate in a semi-
structured interview about their experiences using the Smooth 
Sailing service. The interviews were conducted at the 6-week 
endpoint by researchers involved with the pilot study. The 
interview schedule (see supplementary material) assessed 
school counsellors’ demographics (age, gender, place of birth, 
Aboriginal or Torres Strait Islander descent) and aimed to 
examine their experiences by focusing on six broad themes: (i) 
the appropriateness of the service information and training 
provided to counsellors, (ii) attitudes and initial uptake of the 
service among students; (iii) perspectives of the appropriate-
ness and usefulness of the mental health screening, (iv) per-
spectives on student engagement with the web-based 
psycho-education, (v) perspectives on school counsellors’ pro-
vision of care in conducting student follow-ups and (vi) the 
impact of the service on school counsellor workload (see 
Figure 2). Interviews were conducted in person or by tele-
phone depending on the availability of the counsellor. School 
counsellors were provided with a copy of the Participation 
Information Sheet and Consent Form (PICF) prior to taking 
part in the interview. Verbal consent was obtained from school 
counsellors at the commencement of the interview using an 
approved verbal consent script. All interviews were recorded 
with this consent process preceding the questions. All inter-
views were transcribed with the consent process noted. No 
reimbursements were given.

Parents: Parents were informed about the Smooth Sailing 
service and the associated research using the student PICF. All 
students who wished to use the Smooth Sailing service were 
required to gain the signed consent of 1 parent or guardian. 
The PICFs were distributed to students and their families by 
the participating schools. When providing consent for their 
child to participate, the signing parent was asked to nominate 
their interest in completing a short anonymous online survey 
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about their child’s involvement in the service. At the 6-week 
endpoint, parents who had provided their contact details 
received 1 email invitation to complete the online survey. This 
invitation included a link to the online survey and the parent 
PICF. Consent was provided online prior to the survey ques-
tions. The survey assessed demographic information (age, 
gender, place of birth, Aboriginal or Torres Strait Islander 
descent) and parents’ (i) motivations for allowing their child to 
participate in the service pilot trial, (ii) concerns about the ser-
vice requirements, (iii) observation of any changes in their 
child’s mood or behavior during the service pilot trial, (iv) 
contact from their child’s school due to mental health con-
cerns identified by the service, (v) likelihood of future permis-
sion to use the service and (vi) overall experience. No 
reimbursements were given.

Smooth Sailing service

Outlined in Figure 1, the Smooth Sailing service uses validated 
mental health screening questionnaires to measure students’ 
symptoms of anxiety (Generalised Anxiety Disorder scale; 
GAD-7)25 and depression (Patient Health Questionnaire; 
PHQ-9).26 The service uses students’ total scores to allocate 
them to a step of care, with treatment intensity matched to 
symptom severity. The service is consistent with Australian 
clinical practice guidelines27 and other stepped care models for 
depression and anxiety.28,29 Self-directed, web-based, psychoe-
ducation is provided for students with nil to mild symptoms 
and self-directed, web-based Cognitive Behavioral Therapy30,31 

(CBT) is provided for students with moderate symptoms. All 
students with severe symptoms and/or thoughts of death or 
self-harm trigger an email notification that is sent to the school 
counsellor outlining the students’ service identification code, 
their symptom scores and instructions on timely follow-up. All 
students are monitored using fortnightly symptom check-ins 
(brief 2-item versions of the GAD-7 and PHQ-9) sent via 
email or SMS, alongside reminders to use the service.

In the current study, all students required signed parental 
consent to take part in the Smooth Sailing service. Prior to 
implementing the service, the schools and counsellors were pro-
vided with a ‘Service Information and Training Pack’. This 
included the requirements of the service pilot (ie, maximum of 
30 students from grades 8 or 9, onsite school counsellor), a 
school guide to the service (ie, service overview; sample verbal 
script for promoting the service to students; frequently asked 
questions). School counsellors were also provided with a Quick 
Reference Guide (2-pages) and a detailed Duty of Care and 
Risk Management Protocol (10-pages) that instructed school 
counsellors on how to respond to the student notifications and 
follow-ups. School counsellors were also provided with a con-
cise list of local mental health supports to help facilitate external 
referrals. Researchers visited the schools to deliver the service to 
the consenting students during class time. Student registration 
involved accessing the service website, completing the online 
consent procedure and screening measures and using the 
remaining time to browse the recommended modules and activ-
ities. Afterwards, the researchers met with the school counsel-
lors to review the email notification system. This involved 

Figure 1.  The Smooth Sailing service model involves digital screening for anxiety and depression, step allocation based on symptom severity, delivery of 

care with treatment intensity matched to symptom severity, and symptom monitoring via fortnightly check-ins and six-weekly step assessments.
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matching the confidential student service identification codes 
listed in the email with the student names list. The Smooth 
Sailing service did not mandate the type of care that school 
counsellors were to provide; however, the counsellors formally 
agreed to facilitate the in-person follow-ups in a way that 
aligned with their professional codes of conduct, duty of care 
and school policies. Two days after the visit, the research team 
contacted the school counsellors to confirm that the follow-ups 
were completed. To respect students and school counsellors’ 
right to privacy and confidentiality, the pilot trial did not require 
the school counsellors to disclose the specific nature of actions 
taken for each student after a follow-up was initiated.

Data analysis

For the school counsellor interviews, thematic analysis (Braun 
& Clarke, 2006) was chosen as the qualitative method to iden-
tify the patterned meaning across responses. This method is 
considered robust (Braun & Clarke, 2014), while also being 
accessible and flexible (Nowell, Norris, White, & Moules, 
2017). The first stage of analysis commenced with familiarisa-
tion of the dataset. The transcription of the school counsellor 
interviews was conducted by an external transcription com-
pany. Two researchers then read the dataset repeatedly before 
progressing to the second stage of analysis involving the 

Figure 2.  Key themes related to school counsellors’ experiences of Smooth Sailing.
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identification of codes independently. A third researcher then 
consolidated the findings. To support the validity of the analy-
sis, higher-order codes and final themes were determined by 
consensus among the researchers (Patton, 1999; Tracy, 2010). 
The themes are outlined in the results. For the parent survey, 
data was exported from the Key Survey platform to IBM SPSS 
Version 22 for analysis. Basic descriptive statistics were calcu-
lated for the survey responses. Due to the small number of 
free-text responses accompanying each item, thematic analysis 
was not conducted; however, direct quotations have been 
included to provide more context and insight about the senti-
ment of parents’ experiences of the pilot trial.

Results
School counsellors
All school counsellors involved in the pilot study (n = 4) com-
pleted the semi-structured interview. Overall, the school coun-
sellors reported positive experiences with the Smooth Sailing 
service and agreed that they would recommend it to other 
schools and counsellors. Figure 2 presents a summary of the 
findings with more detail outlined below.

Service information and training for school counsellors: All school 
counsellors commented that the instructions on how to use the 
service provided by the research team were clear and easy to fol-
low. Three counsellors mentioned that they reviewed the service 
information before the trial commenced, stating that they ‘had a 
look’ (SC3) or did so ‘only briefly’ (SC2). One school counsellor 
mentioned that they ‘didn't have time to explore the service as 
much as I could have’ (SC2) and another expressed a greater 
desire to ‘see the kinds of questions that led to whether students 
were in the severe or moderate range’ (SC1). All school counsel-
lors said they felt supported by the service team and appreciated 
the open communication and easy access to information: ‘I could 
contact you very easily by email or by phone’ (SC3).

Student uptake: The school counsellors’ experiences con-
firmed the challenges associated with engaging students in this 
new type of service. One school counsellor stated, ‘I'd like a 
greater level of participation and more kids having the opportu-
nity to access’ (SC3). School counsellors felt that parental con-
sent was a barrier as ‘the uptake was very low compared to what 
we would expect’ (SC3). School counsellors proposed targeting 
older students who may not require parental consent or utilising 
an opt-out parental consent process: ‘. . .students in Year 9 are a 
bit older and can make those decisions for themselves rather 
than have to have parental consent’ (SC3) and ‘we may see more 
uptake with an older class’ (SC4). One counsellor suggested 
using online consent processes rather than paper forms to 
reduce the reliance ‘on teachers reminding students to bring 
them back in’ (SC4). The counsellors recommended embedding 
‘rewards or incentives’ for student participation. They also felt 
that students were more interested in the service when it was 
presented by a member of the Black Dog Institute service team, 
rather than a school staff member. Counsellors felt that addi-
tional resources such as information and presentations from the 

Institute would help the school to ‘get a bit more excited about 
what you're doing and how our schools can actually help’ (SC4). 
The school counsellors also suggested providing parents with 
‘more information about the service to emphasise that it is not 
additional schoolwork for students’.

Mental health screening: School counsellors commented 
favorably on the ability of the service to reach students who are 
not proactively seeking help ‘it’s a useful tool for picking up 
some of those kids who do go unnoticed . .  . a lot of those 
internalising symptoms’ (SC1) and ‘especially for those stu-
dents that tend to fly under the radar’ (SC1) and ‘there’s an 
awful lot of kids out there we’re not reaching who aren’t access-
ing any help’ (SC3). Some felt that the screening questions may 
have been confusing or ambiguous such that students rated 
themselves inaccurately ‘Checking to make sure they're really 
reading the question, all those sorts of things and not just doing 
things randomly’ (SC3). One school counsellor also believed 
that the notification for suicidal ideation may not always be 
accurate: ‘when you talk to them and you try and get to the nut 
of actually what they’re thinking it’s completely different from 
what that question is asking’ (SC4).

Engagement with web-based content: School counsellors per-
ceived the web-based psycho-education content to be user 
friendly, age appropriate and easy to access. They felt the ser-
vice provided ‘other supports out there for them as well as me, 
and then online, that they can do things for themselves as well’ 
(SC1) and that it was ‘building awareness and education 
around how to manage and how to identify stress and anxiety 
and possible depression’ (SC4). One school counsellor felt it 
was important for them to connect and engage students with 
the content. School counsellors suggested more interactive 
content ‘not just psycho-ed’ (SC4) and optimising it for mobile 
delivery ‘anything that's on a mobile is going to have more 
interaction with it, probably more frequently as well’ (SC4). 
School counsellors also felt that weekly rather than fortnightly 
reminders to use the service would improve engagement as well 
as embedding the service into the school curriculum. They also 
suggested promoting the program from the perspective of 
wellbeing, rather than mental health, to overcome any effects of 
stigma and further appeal to students’ desire for autonomy 
‘there’s something about empowering or strengthening them. . . 
to put that in their own hands sort of thing’ (SC2).

Provision of care in student follow-ups: All school counsellors 
reported that they adhered to the service guidelines and fol-
lowed up with all required students at both time points. School 
counsellors reported that the email system used to notify coun-
sellors was useful and valuable, with 1 saying: ‘given that some 
of the stuff that popped up was sort of serious, that was really 
helpful to catch up with a couple of the students’ (SC1). 
Technical difficulties with the email system were experienced 
by 2 school counsellors, with 1 saying it caused ‘confusion’ and 
a student was followed-up unnecessarily. School counsellors 
felt that including student names, rather than the service iden-
tification codes, in the emails would make this process easier. 
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They also said it was helpful that students knew they were 
going to be followed up and students’ reactions were generally 
positive: ‘They realised it was just me having a check in with 
them because of what they’d put. It was a chance for them to 
just explain themselves I suppose and why they'd put what they 
had. .  .’ (SC4). Three counsellors said some students were sur-
prised to have triggered a follow-up notification. One school 
counsellor highlighted that they saw this as an opportunity to 
build a relationship ‘She in no way expected me and she wasn’t 
ready at all to engage in face-to face counselling or service pro-
vision. .  .she’s a really good example of how the screening 
worked because I was able to call up and check in how the 
course was going. Through that we very mildly started to 
develop a relationship. .  .she’s now happy to come and see me 
which wouldn’t have happened before’ (SC2). Two school 
counsellors reported that they had engaged with students’ par-
ents as part of the follow-ups and these parents’ reactions were 
positive: ‘The parent that I spoke to was so pleased to hear 
from me’ (SC3).

Service impact on school counsellor workload: All school coun-
sellors reported that their workload was unchanged or slightly 
increased due to the service but remained manageable. They 
also indicated that they had no work-related stress or distress in 
relation to the service. One school counsellor highlighted that 
the 48-hour timeframe to respond to follow-up notifications 
was helpful for prioritising their caseload. Another mentioned 
that although a few extra hours were expended initially, it was 
worthwhile as: ‘it’s just one more way to raise your profile I 
suppose in the school of this is who I am, this is what I do’ 
(SC3) and ‘we can see overall if we can get it running well, it 
actually should decrease our workload, not increase it’ (SC3). 
School counsellors felt that the service did not add extra work, 
rather ‘It’s not lost time, it’s just, you just shift the way you’re 
using it and with whom’ (SC3) and ‘in terms of the short period 
those severe or who were suicidal then it created that additional 
initially in terms of how that looked over a number of weeks it 
doesn’t really add up a huge amount’ (SC2). One school coun-
sellor felt that their ability to manage their workload may 
change if more students had participated: ‘if we’d had 200 stu-
dents using the service, I think it would have been different .  .  . 
the level we had here was minimal so that was fine’ (SC4).

Parents
Of the 59 participating students, 37 parents (62.7%, n = 37/59) 
agreed to be invited by email to complete the survey. All were 
invited and 6 went onto complete the survey (16.2% n = 6/37). 
All were female, born in Australia and the mean age was 
44.3 years (SD: 3.21, range: 41-51). None identified as 
Aboriginal or Torres Strait Islander.

Overall, parents’ experiences with the service were favorable 
(see Table 1). One parent stated, ‘thank you for taking the time 
for our kids, I wish this was around when I was a child.’ (P4). 
When asked to select their reasons for allowing their child to 
use the service, almost all parents thought it would be 

beneficial for their child. Some parents agreed to participate 
because they were worried about their child’s mental health 
and felt the research was important. None of the parents 
reported any concerns about their child’s privacy and confiden-
tiality, program content, degree of supervision provided by the 
school counsellors and school staff, or their child’s levels of dis-
tress. Most of the parents did not notice any change in their 
child throughout the service pilot trial. One parent reported 
that their child appeared to have deteriorated and that the ser-
vice had ‘opened a can of worms about her [child’s] anxiety. .  .
whether this was good or bad is hard to determine. .  .she was 
able to verbalise it better than in the past’ (P1). Two parents 
reported an improvement in their child’s ability to understand 
and articulate their thoughts and feelings, reporting that the 
service had ‘helped them to understand their thoughts a bit 
better’ (P2) and ‘my child has been more verbal about how she 
is feeling’ (P6).

Three parents were contacted by their school about their 
child’s mental health, and all reported that this was a positive 
experience. One parent (P1) reported that the ‘school was very 
helpful, and the counsellor was very professional’. Another par-
ent (P4) reported that the ‘counsellor explained that my child’s 
survey came back moderate for depression and asked if she 
could have a meeting with her, which I approved. I found the 
whole process excellent!’ Another parent (P6) reported that 
they were ‘relieved’ to hear from the school counsellor as it had 
‘confirmed my own thoughts’. Two parents reported that their 
child had actively approached them about their mental health 
while participating in the pilot of the service.

All parents reported that they would be happy for their 
child to participate in the service again, with half wanting 
parental signed consent to be a condition of service use and the 
other half supporting the use of the service by their child with-
out signed parental consent. One parent who wanted participa-
tion to be contingent on signed parental consent expressed the 
sentiment ‘No all good unless you [the service] know some-
thing I don’t, if you do I believe I should be informed I under-
stand the need for privacy and protection but if it involves my 
child’s mental health than as a parent I should be informed’. 
(P3). One parent (P5) who was happy for their child to partici-
pate without signed consent stated ‘I am glad that mental 
health issues are being openly discussed. My child has not suf-
fered from a mental health issue so far; however, I think it’s 
really important that he is aware so he can monitor himself and 
be a good friend’.

Discussion
The current study examined school counsellors’ and parents’ 
experiences of a new digital mental health service (Smooth 
Sailing). The experiences of both samples were generally posi-
tive, indicating initial support for the delivery of this type of 
service in Australian secondary schools. However, the findings 
must be interpreted with caution, given the small sample size. 
School counsellors reported that a major strength of the 
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service was the identification of students who were flying 
‘under the radar’ or who had a clear need for mental health 
support but were not actively seeking help. This is consistent 
with the service outcomes found among students as many of 
the positive cases were previously unknown to school counsel-
ling services.24 The notification system embedded in the ser-
vice helped school counsellors to prioritise their caseload and 
the service also improved their visibility among students and 
their parents. In contrast to past studies,7-10 the pilot trial of 
this service did not negatively impact school counsellors’ 
workload or work stress. However, the service was only deliv-
ered to 59 students across 4 schools. It is likely that 

the counsellors’ workloads will increase when the service is 
administered to larger numbers of students. The findings 
demonstrated that a digital platform like Smooth Sailing may 
have the capacity to improve the reach of school counselling 
services in secondary schools, but more support will be needed 
if the service is scaled up. Future trials may benefit from objec-
tive and specific measurements of counsellors’ time spent con-
tacting parents, consulting with other teachers and school 
staff, and initiating mandatory reports of suicide risk. The 
follow-up of new cases may create additional work when com-
pared to the follow-up of students already known to school 
counselling services. Future trials should measure and report 

Table 1.  Responses to the parent survey (n = 6).

n

What were your reasons for consent?

  I thought it would be beneficial for my child 5

  I was worried about my child’s mental health 4

  I thought the aims of the research were important 4

  I wanted to support the school’s involvement in research 3

  I wanted to support the Black Dog Institute 4

  My child told me they wanted to take part 3

  Other (please state) 0

Did you have any concerns regarding your child’s participation in the service throughout the pilot?

  No 6

  Yes 0

Did you notice any changes (e.g., mood, stress, behaviour) in your child throughout the pilot?

  No - I did not notice any change 3

  Yes - I noticed an improvement 1

  Yes - I noticed that they seemed worse 1

  I am not sure 1

Were you contacted by your school about your child’s mental health throughout the pilot?

  Yes 3

  No 3

  I am not sure 0

Did your child approach you about their mental health throughout the pilot?

  Yes 2

  No 3

  I am not sure 1

If this service were offered to your child again, would you be happy for them to participate?

  Yes, my child may participate but only with my signed consent 3

  Yes, my child may participate without my signed consent 3

  No, under no circumstances do I want my child to participate again in the future 0
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on this accordingly. School counsellors may also benefit from 
having a feedback mechanism or override function within the 
notification system that allows them to indicate whether the 
screening results were indeed genuine.

In the current study, the school counsellors were concerned 
about the levels of student engagement in the service. 
Consistent with past studies,20 the counsellors felt that the pro-
cedural requirement of active parental consent was a consider-
able barrier to uptake. This is consistent with the experiences of 
the students, as some forgot their consent form or did not have 
approval from their parents. This is a major constraint of using 
secondary schools as a service delivery setting for mental 
healthcare. In the current study, parents’ views about consent 
were mixed: parents respected their child’s desire to seek men-
tal health support independent of their supervision but also 
wanted to be informed of their child’s need for care. Thus, the 
service may benefit from utilising an ‘opt out’ electronic 
approach to parental consent to reduce the burden on schools, 
increase student participation, and respect parents’ desire to be 
informed. Alternatively, the service may benefit from greater 
administrative support32 and adopting a partnership-based 
approach12 with parents to jointly decide on the optimal com-
munication channels and an incentive plan to encourage uptake 
in students.

The results of the current study further support the notion 
that parents play a key role in their child’s mental healthcare 
and that this can be fostered by participation in school-based 
mental health services.23 The findings indicate that a service 
like Smooth Sailing may provide parents with a valuable 
opportunity to discuss mental health with their child, particu-
larly if they have had underlying concerns. However, these 
findings may not be generalisable given the low rates of paren-
tal participation. Service uptake may be increased by offering 
parents an educational component and service demonstration 
to improve their understanding of the service benefits, how 
they can support their child to use the service, and to upskill 
parents’ abilities to recognise and respond to mental health 
concerns.33-35 The utility of the service may be strengthened by 
embedding a feedback loop that enables parents to share their 
own observations about their child’s mental health and pro-
gress. To ensure privacy and support students’ autonomy, these 
additional components may be offered to the students who are 
identified as needing mental healthcare or after an initial dis-
cussion with the school counsellor. This may help to strengthen 
the effects of the service on students’ help-seeking behavior 
and attitudes by encouraging disclosure and building trusting 
relationships with adults.

Limitations

As outlined, this study is limited by its small sample size. The 
low numbers of parents willing to be invited to participate in 
the survey may indicate a disinterest in this type of research 
or a desire to preserve the privacy of their child. Despite the 
anonymity of the survey, parents may have had concerns 

about the confidentiality of information provided to the 
external researchers via an online survey. The findings may 
have also been influenced by selection bias, such that only 
parents who perceived the service to be beneficial or were 
contacted by their child’s school counsellor took part. Future 
studies would also be strengthened by utilising additional 
engagement strategies to increase the sample of participating 
parents, including SMS invitations, reminders and seeking 
recruitment support from the schools. Given that only moth-
ers were represented in this sample, future studies may also 
benefit from involving fathers or other parental figures. 
Future trials would also benefit from recruiting a diverse 
range of schools to capture the experiences of school counsel-
lors and parents with different levels of training and attitudes 
towards digital mental healthcare.

Conclusions
This study examined school counsellors’ and parents’ experi-
ences of a digital mental health service that aimed to identify 
depression and anxiety among secondary school students and 
provide appropriate and timely care. Both school counsellors 
and parents reported positive experiences, although several 
barriers were identified and discussed. Overall, the findings 
provide initial support for the delivery of the Smooth Sailing 
service model in Australian secondary schools and highlight 
important considerations for future implementation.
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