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Psychological problems are a serious and increasing health threat to university students. Online
interventions present a promising low-cost, easy-access support option. This study explored the student
experiences of Student Compass, an online guided ACT intervention developed in the University of
Jyvéskyld. The study also investigated whether the experiences differ depending on pre-intervention
anxiety levels. The intervention was 7 weeks long and included online material and support from student
coaches in the form of three meetings and online feedback. The participants (n = 148) filled in GAD-7
before the intervention and a questionnaire about their experiences after the intervention. The student
experiences of the Student Compass were highly encouraging; almost all the students were satisfied with
the intervention and would recommend it to their friends. Most students thought they had gained
significant benefits from the program, such as learning new skills, gaining insight, and noticing
improvements in their mental well-being. The most useful aspect of the intervention was thought to be
the coach support, and most students felt the amount of support was sufficient. The experiences did not
differ depending on anxiety level, indicating that high anxiety is not a barrier for online interventions, at
least when the amount of support is moderate. While more research is warranted, the mandate from
students for making supported online interventions more widely available is strong.
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1 INTRODUCTION

1.1 Psychological problems in university student populations

Psychological problems including stress, anxiety and depression present a serious health threat to
university students (Krumrie et al., 2010; Regehr et al., 2013). Mental health issues are more prevalent
among university students than the general population (Bayram & Bilgel, 2008; Cooke et al., 2006;
Ibrahim et al., 2013; Stallman, 2010), and their prevalence has been on the rise in the past decades
(Gallagher, 2007; Kitzrow, 2003; Kunttu et al., 2017). In Finland, a third of students report having
psychological problems, diagnosed depression and anxiety disorders having tripled since the year 2000
(Kunttuetal., 2017; Villa, 2016). Importantly, only 45% to 65% of students struggling with mental health
issues seek professional help (Cooke et al., 2006; Eisenberg et al., 2007; Zivin et al., 2009), which could
reflect both attitudes and external barriers with seeking and receiving help. Barriers with accessing face-
to-face therapies can include lack of time, fear of stigma, unavailability, and cost amongst others
(Guilliver et al., 2015; McKinney, 2009; Titov, Andrews & Sachdev, 2010).

1.2 Online interventions

A form of treatment with potential to address these issues is treatment delivered online (Titov et al.,
2010). Online interventions are treatments that are mainly delivered on web pages or via email including
psychoeducative materials and exercises in text and video formats (e.g., Andersson et al, 2009; Bendelin
etal., 2011; Kelson et al., 2017; Lappalainen et al., 2015; Levin et al., 2017). Internet-based interventions
can be categorised into guided and unguided interventions. Unguided interventions rely on users
completing the course-material independently, whereas in guided versions an element of human support
is delivered on top of the online intervention, for example in the form of emails, telephone calls or face-

to-face consultations (e.g., Andersson et al, 2009; Kelson et al., 2017; Lappalainen et al., 2015; Levin et
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al., 2017; Lillevoll et al., 2013; Richards and Timulak, 2013; Wilhelmsen et al., 2013; Johansson et al.,
2015).

Some of the benefits of web-based interventions are their cost-effectivity, easy updatability based
on current research, and lesser stigma (Amstadter et al., 2009). Moreover, online interventions have good
potential as a treatment for students, who spend more time on the Internet than the general population
(Chiauzzi et al., 2008, Kunttu et al., 2017) and prefer informal forms of help (Goodwin et al., 2016;
Stallman, 2010).

1.2.1 Online cognitive behavioural therapy

The most researched online interventions are treatments based on cognitive behavioural therapy (CBT)
(Andersson, 2009). CBT can be defined as a group of therapeutic approaches that focus on challenging
and changing unhelpful cognitions, thoughts, beliefs, and behaviours, with the goal of developing
personal coping strategies and improving emotional regulation (Beck & Beck, 2011; Field et al., 2015).

There is increasing evidence on the effectivity of online CBT interventions. Meta-analyses have
shown it to be effective in treating anxiety, depression, and common mental health disorders (Grist &
Cavanagh, 2013; Newby et al., 2016). Supported online CBT have moderate post-treatment effect sizes
(Cuijpers et al., 2010; Andersson et al., 2014; Richards & Richardson, 2012) and roughly the same
success rates as traditional face-to-face therapy (Andersson & Cuijpers, 2009; Gerhards et al., 2011;
Johansson & Andersson, 2012). Evidence also exists for the continuity of treatment effects over time
(Carlbring et al., 2009). Moreover, web-based CBT interventions are effective for youth and young adults
in treating anxious and depressive symptoms (Ebert et al., 2015; Christ el al., 2020), as well as students
in treating depression, anxiety, and stress (Davies et al. 2014; Dear et al., 2019).

1.2.2 Online acceptance and commitment therapy

Third-wave cognitive behavioural therapies differ from traditional cognitive behavioural therapies in
their focus on processes like mindfulness and acceptance (Hayes, 2004). One such form of CBT is

acceptance and commitment therapy (ACT) (Twohig, 2012). ACT is a transdiagnostic treatment that



attempts to influence the mechanisms behind psychological suffering that are not dependent on diagnosis.
ACT centres on increasing psychological flexibility, which is the ability to be in contact with the present
moment without needless struggle to change the inner experiences that occur, and to persist in actions
guided by personal values (Hayes et al., 2006). Instead of directly trying to change the content of
thoughts, the objective of ACT is to change a person’s reactions to them. The techniques utilised in ACT
centre on mindfulness, acceptance, and values-based processes (Hayes et al., 2006; Twohig, 2012). The
six processes of change in ACT are acceptance, defusion (which means a less literal take on one’s
thoughts), being present, self as context (which is the ability to observe inner experiences without fusing
with them), values, and behavioural commitment (Hayes et al., 2006).

Web-based interventions utilising acceptance and mindfulness techniques have been shown in
meta-analyses to be effective for treating depression, anxiety, and stress (Brown et al., 2016; O’Connor
etal., 2017; Spijkerman et al., 2016), as well as increasing satisfaction in life (Lappalainen et al., 2014).
Furthermore, web-based ACT interventions show promising results in student populations, with
significant alleviations in anxiety, depression, and stress rates of university students (Levin et al., 2017;
Levin et al., 2016; R&sénen et al., 2016; Viskovich and Pakenham, 2018).

1.2.3 Role of human support in online interventions

Meta-analyses show that interventions with an element of human support lead to better outcomes than
interventions without human support (Andersson & Cuijpers, 2009; Johansson & Andersson, 2012;
Palmqvist et al., 2007; Richards & Richardson, 2012; Spek et al., 2007; Wright et al., 2019). Furthermore,
unguided interventions suffer from a significant number of dropouts (Christensen et al., 2009), whereas
guided interventions have better adherence rates (Van Ballegooijen et al., 2014).

Interestingly, it seems that guidance does not need to be explicitly therapist-delivered to be
effective and acceptable (Andersson & Titov, 2014). Trials by Robinson et al. (2010) and Titov et al.
(2010) comparing clinician and technician assisted online treatments for depression and anxiety found
no difference between clinician and technician guided groups, with both conditions resulting in large
improvements. Furthermore, both conditions were well-accepted among participants as indicated by
attrition rates. In these trials, the role of the technician was to provide support and encouragement, but

clinical concerns were referred to a clinician (Robinson et al., 2010; Titov et al., 2010). This suggests



that provided the intervention is highly structured, guidance can be delivered by non-therapists
(Andersson & Titov, 2014).

1.2.4 Acceptability of online interventions

While the effectivity of web-based CBT and ACT interventions has been well demonstrated, their
acceptability to participants is also of importance as it can influence uptake and reach (Chambers et al.,
2013). The acceptability of online CBT in treating anxiety and depression seems to be good as indicated
by adherence and satisfaction rates (Andrews et al., 2010; Rost et al., 2017), and is high also among
students (Dear et al., 2019). Similarly, third-wave cognitive and behavioural online interventions seem
to be well-accepted as measured by participant evaluation and attrition rates (O’Connor et al., 2018).
High completion rates and usage data also suggests a high acceptability among students (Levin et al.,
2014; Levin et al., 2015; Ré&sénen et al., 2016).

To challenge this, a recent meta-analysis by Cuijpers et al. (2019) indicates that although there
seem to be no differences between the effectivity of guided online CBT and other delivery methods of
CBT (such as individual and group therapies) for depression, the acceptability of guided online
interventions is lower as measured by drop-out rates. Rost et al. (2017) criticise the methodology used in
defining user acceptance as most of the studies they reviewed reported ‘high’ or ‘very high’ acceptability,
even though mean drop-out rates were 32%.

Direct measures such as questionnaires and qualitative methods can provide more insight to the
question of acceptability. Exploring participant experiences more directly can help shed light to the
factors behind acceptability, such as what is perceived as helpful or unhelpful by participants and what
factors influence adherence (Rost et al., 2017).



1.3 Participant experiences of online interventions

1.3.1 Participant experiences of online ACT

Some research on participant experiences with online ACT has been conducted. A theme emerging from
this research is that some participants extract a few useful techniques from the interventions (such as
mindfulness skills), while others experience more profound changes such as increases in valued
activities, changes in their thoughts and attitudes, and the ability to change their perspectives on thoughts
and feelings (Ahtinen et al., 2013; Bendelin et al., 2020; Kohle et al., 2017). Helpful aspects with online
ACT interventions seem to include learning to clarify values, learning skills to cope with emotions and

thoughts, and doing exercises related to ACT processes (Kohle et al., 2017, Lappalainen et al., 2015).

1.3.2 Participant experiences of online CBT

The participant experiences of online CBT have been well explored using qualitative methods. A meta-
synthesis of 8 studies by Knowles et al. (2014) found the main benefits of online CBT to be increased
sense of control and privacy. Individual qualitative studies have shown that the opportunity to do therapy
flexibly and with immediate access is seen as an advantage (Beattie et al., 2009; Gerhards et al., 2011;
Perera-Delcourt & Sharkey, 2019). Online CBT participants also find the interventions a valuable source
of knowledge and learning (Gerhards et al., 2011; Lillevoll et al., 2013). Moreover, reductions in
depression rates motivate participants to persist with the interventions (Gerhards et al., 2011).

However, the meta-synthesis by Knowles et al. (2014) found that the experiences are dialectal in
nature, with some participants perceiving the factors of privacy and control as limitations, although they
were highlighted as advantages by others. Other barriers for online interventions include internet-skills
and equipment related issues (Gerhards et al., 2011; in Lillevol et al., 2013), and the generality of contents
(Richards & Timulak, 2012). For example, Fernandez-Alvarez et al. (2017), identified lack of specificity

as one of the main reasons for dropping out.



1.3.3 Student experiences of online CBT

When it comes to university students’ experiences, research has demonstrated that online CBT is well-
accepted and satisfactory (Richards & Timulak, 2012; 2013). Interestingly, some students seem to prefer
online CBT to face-to-face counselling (Mitchell & Dunn, 2007). Self-control over administration of
treatment and ease of use are seen as advantages by students (Mitchell & Dunn, 2007; Richard &
Timulak, 2012; 2013). Insight into their problems (Mitchell & Dunn, 2007), and learning new skills and
strategies to manage depression are also considered as helpful (Richards & Timulak, 2012; 2013). Like
in other populations, lack of personalisation and technical frustrations are highlighted as barriers
(Richards & Timulak, 2012; 2013).

1.3.4 Participant experiences regarding the element of support

A major theme arising from the participant experiences of both unsupported and supported online
interventions is the need for support. A study by Lappalainen et al. (2013) found that the most useful
components of an ACT intervention were perceived to be personal feedback and advice. On another
hand, Fernandez-Alvarez et al. (2017) identified insufficient support as one of the biggest reasons for
dropping out from an unsupported CBT intervention. Human support has been suggested to potentially
improve both adherence and the participant experiences of online interventions (Gega et al., 2011;
Gerhards et al., 2011; Knowles et al., 2015). When it comes to students, Richards and Timulak (2012)
found that the validation, advice, and compassion received from a therapist via email contributed
positively to their intervention.

Gega et al. (2011) suggest that human support could be important in guiding the use of online
intervention platforms, encouraging completion of homework and other important therapeutic activities,
and helping tailor the standardised advice to each user’s individual needs. Lillevoll et al. (2013) found
that therapist consultations facilitated understanding and helped explain the relevance of generic online
content. Moreover, the therapist-relationship provided a space where thoughts and feelings could be
shared, and advice and feedback received. A therapist can also encourage the participant to stick with the

intervention when it feels challenging (Bendelin et al., 2011).



1.3.5 Problem severity and user characteristics

There seems to be a range of responses to online CBT among participants, from seeing it as perfectly
addressing their needs to finding it disappointing and experiencing no benefits (Bendelin et al., 2011).
People who experience the most benefit from online interventions are motivated, self-reliant, familiar
with computers, and unwilling or unable to do face-to-face therapy (Beattie et al., 2009; Bendelin et al.,
2011; Perera-Delcourt & Sharkey, 2019; Richards et al., 2016). Moreover, experiences may vary
depending on problem severity. Christensen et al. (2009) found that higher severity and chronicity of
anxiety and depression predicted lower adherence with online CBT. Lappalainen et al. (2015) studied
the experiences of individuals with depressive symptoms in a minimally supported online ACT
intervention and found that severely depressed individuals as assessed pre-intervention were less satisfied
than individuals with milder depression, hoping for more support and face-to-face contact. Exhaustion
and distress were identified as barriers to independent work with the intervention. Depressed individuals
in other studies have stressed that deeply depressed people would not have the strength to pursue online
interventions (Holst et al., 2017). It appears that because of the active role users play in online
interventions, people have different capacities to pursue them. The severity of mental health problems

seems to be linked to this, although only few studies have explored this and only in relation to depression.

1.3.6 Summary of participant experiences

Research on the participant experiences of online interventions has shown that participant appreciate the
aspects of easy accessibility and flexibility, as well as privacy and anonymity, common to online
interventions. Online interventions are also seen as a source of new information and an opportunity to
learn new techniques to enhance mental well-being. Experiencing improvement from use helps to
motivate the participants. However, some participants seem to prefer face-to-face contact and a more
structured intervention. Technical frustrations are common with many online interventions. Furthermore,
users often experience the material to be too general and not specific enough to their needs, although this
can be alleviated through personal feedback by a support person. The importance of human support is
evident from participant experiences. Human contact is experienced as a source of validation and

empathy, and a space for sharing personal experiences. Human support improves adherence, and it does



not need to be explicitly therapist-delivered to be effective and acceptable. Finally, people seem to have
different capacities to work independently on online interventions. Severity of psychological problems
seems to be related to the quality of experiences and more severe depression can lead to a greater need
for support. However, this has not been extensively studied, and research relating to for example anxiety
is lacking altogether. Experiences of university students have been less studied, but they echo those of
other groups. (Andersson & Titov, 2014; Beattie et al., 2009; Bendelin et al., 2011; Fernandez-Alvarez
et al., 2017; Gega et al., 2011; Gerhards et al., 2011; Lappalainen et al., 2015; Lillevoll et al., 2013;
Mitchell & Dunn, 2007; Perera-Delcourt & Sharkey, 2019; Richards & Timulak, 2012; 2013; Robinson
et al., 2010; Titov et al., 2010).

1.4 Rationale for the current study

While the participant experiences of online CBT interventions have been extensively studied,
there is less research on online ACT interventions. Furthermore, there are few studies with student
samples, although university students could be a promising target population for online interventions.
Additionally, most studies of participant experiences with online interventions have not taken problem
severity into account, and no studies exist that look at experiences depending on anxiety levels.

Generalised anxiety disorder (GAD) is a common anxiety disorder that shares many features with
other anxiety disorders. It presents as worry about the past, present or future that is persistent and
excessive. It can cause significant distress to the individual and is often comorbid with mood disorders
(Judd et al., 2998; Tyrer & Baldwin, 2006). Anxiety is common among Finnish students, 7% of students
in Finland presenting with a diagnosed anxiety disorder (Kunttu et al., 2017). Thus, exploring if higher
anxiety levels predict a worse experience with an online intervention among Finnish students could help

inform what kinds of populations such interventions could be targeted to.



1.4.1 Student Compass

Student Compass is an ACT-based online intervention aimed for students that has been developed in the
University of Jyvaskyla. The intervention centres on values, mindfulness and acceptance-based processes
containing information in the form of texts and videos, and exercises in text and audio formats. It can be
carried out independently or with the assistance of a coach. The coach-guided online intervention has
been found to increase participants' well-being, mindfulness skills and life satisfaction, and to reduce
perceived stress and depressive symptoms (Rasénen et al., 2016). Furthermore, these effects are

maintained over a 12-month follow-up period.

1.4.2 Aims

The current study set out to explore the student experiences of Student Compass, a supported online ACT
intervention. In addition, the current study aims to discover whether the experiences differ depending on

how severe their anxiety was before taking part in the intervention.

The research questions are:
1. What are the participant experiences of the Student Compass intervention?
2. Are the participant experiences different depending on the pre-intervention anxiety level of the

student?

The first question is approached with an open mind, and no hypothesis is set. A tentative hypothesis
regarding question two is set that the participant experiences differ depending on pre-intervention anxiety
level. It is postulated that because of the active role participants play in online interventions, more severe
mental health problems predict a worse experience and a greater need for support (Christensen et al.,
2009; Lappalainen et al., 2015).



2 METHODS

2.1 Data

The supported Student Compass intervention is run twice a year (autumn and spring) for the students of
University of Jyvaskylé. This study includes data from autumn 2017 to spring 2019 (n = 168), with 38
(22.6%) participants in autumn 2017, 39 (23.2%) participants in spring 2018, 54 (32.1%) participants in
autumn 2018 and 37 (22%) in spring 2019.

2.2 Participants

2.2.1 Recruitment and questionnaires

Participants were recruited via advertisements on student union mailing lists, university webpage, and
posters. Advertisements included information about the program, inclusion criteria and contact details.
Students who expressed initial interest in the program were contacted with an email including further
information and an outline of the program, as well as Questionnaire 1 (n = 270) that had questions about
expectations of the program, suicidal thoughts, and possible contact with mental health services.

The participants for the study were selected based on the following criteria: a) having student
status in the University of Jyvaskyld, b) not participating simultaneously in a psychological intervention
or receiving psychological therapy and c) not reporting serious suicidal ideation. Based on these criteria,
102 students were excluded. People excluded from the study were offered a similar supported program
but were not included in research.

The students who fit the inclusion criteria were sent a link to fill in Questionnaire 2 (n = 168)
before taking part in the program. This questionnaire included measures on anxiety (GAD-7)
psychological well-being (MHC-SF), perceived stress (PSS-10) psychological flexibility (AFQ-Y),
mindfulness skills (FFMQ) and health (PHQ-SADS). The questionnaire also included questions on life-
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changes and problems, time spent on studying, working alongside studying, previous contact with mental
health services, relationship-status and family-members living in the same household. Participants were
also asked to fill in a consent form for research participation. After completing the programme (after 7
weeks), participants filled in Questionnaire 3 (n = 148) with the same measures as Questionnaire 2 and

a section to review the program (Feedback form).

2.2.2 Participant characteristics

The participant characteristics are represented in Table 1.

Table 1. Participant characteristics.

All Completers Drop-outs
N 168 148 20
Mean age 23.79 (SD 3.57) 23.57 (SD 3.38) 25.4 (SD 4.55)
Sex Women 144 (85.7%) Women 129 (87.2%) Women 15 (75%)
Men 23 (13.7%) Men 19 (12.8%) Men 4 (20%)
Other 1 (0.6%) Other 1 (5%)
GAD-7 mean 7.30 (SD 4.34) 7.47 (SD 4.40) 6.05 (SD 3.75)

20 people (11.9%) dropped out during the program. The completers and drop-outs differed significantly
in mean age, the dropouts being older than completers (t(166) = -2.172, p = 0.016). There were no
significant differences regarding sex or GAD-7 means. Data from the dropouts was not included in the

analysis, as they had not completed the Feedback form.

2.3 Coaches

Each participant was appointed a coach for the duration of the intervention. The coach was responsible

for supporting the participant throughout the program. The coaches were 77 psychology master’s

students in the University of Jyvaskyla with 70 women and 7 men. Their mean age was 25.60 (SD =
11



3.17). One coach had on average three participants to support and they contacted their participants via
email-addresses created specifically for the program. Before the intervention, the coaches took part in an
8-hour training on ACT and 5-hour training on working with clients. They were also provided with
training material for independent study. The coaches received supervision every week from a
psychologist with expertise on ACT. Supervision included discussions on practical issues, giving
feedback, and selecting exercises. Small peer-groups for the coaches were also organised as an avenue

for studying together and sharing experiences.

2.4 Internet-based ACT intervention

2.4.1 Intervention flow

The duration of the intervention was seven weeks, and it consisted of three face-to-face meetings with

the coach and 5 weeks of independent work on the online platform (demonstrated in Table 2).
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Table 2. Intervention flow (model from Mé&enpaa & Peltola, 2018).

RECRUITMENT VIA :l‘> INFO AND :|'> QUESTIONNAIRE 2

EMAIL AD QUESTIONNAIRE 1

1. WEEK OF INTERVENTION

1. meeting with coach

e

2. WEEK OF INTERVENTION

1. online session: Values

L -

3. WEEK OF INTERVENTION

Written feedback from 1. online session 2. online session: Take action

A -

4. WEEK OF INTERVENTION

Face-to-face feedback from 2.

2. meeting with coach ; :
online session

3. online session: Be present

5. WEEK OF INTERVENTION

Written feedback from 3. online session 4. online session: Get out of your mind

=

6. WEEK OF INTERVENTION

Written feedback from 4. online session 5. online session: Willingness and compassion

eV

7. WEEK OF INTERVENTION

3. meeting with coach Face-to-face feedback from 5. online session

2.4.2 Contents

s>

QUESTIONNAIRE 3

The Student Compass online platform offers three alternative routes centring on stress, anxiety, and
depression. The routes are similar in content but have been formulated to fit each theme. The routes
consist of five phases that contain psychoeducative texts and videos, exercises in audio and written
formats, as well as metaphors and fictitious example stories of students who previously completed the

intervention. The themes through the 5 phases are: 1) clarifying values, 2) taking action, 3) being present,
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4) watching one’s thinking and 5) awareness and acceptance (see Table 1). The Student Compass website

also includes a collection of relaxation and other exercises, and literature on ACT.

Table 3. Phases of the Student Compass routes (model from Réasanen et al. 2016).

Phase

Theme and aim

Examples of exercises and

activities

Weekly well-being exercise: summary of instructions

1) Clarifying values

2) Taking action

3) Being present

4) Watching one’s
thinking

5) Awareness and
acceptance

Clarifying values.
Difference between
values and goals.

Taking value guided
action. Examining
possible obstacles for
value-guided choices.

Contact with the present
moment and minfulness.

Cognitive defusion.
Taking an observer
attitude towards thoughts
and feelings. Weakening
the control of language.

Developing awareness of
the self-as-context.
Accepting thoughts,
feelings, memories as
they are.

Half-a-year of living (exercise)
Two kids in a car (metaphor)

Video on values

Passengers on a bus (metaphor)

Video on values and goals

Mindful breathing, eating,
sitting

Leaves on the stream
Video on being present

Observer (exercise)

Video on noticing and naming

thoughts, AWD

A stone on the beach (exercise)
Video on expansion and self-

awareness, AWD

Clarifying and reflecting on one's

values: Draw a map of you values. Rate importance of
values from 0-10. Rate how effectively you live according
to you values from 0-10.

Reflect in ACT weekly diary (AWD).

Defining goals and committing to

take values-based action: Choose one area of importance
in your life right now. Define small goals on that area.
Reflect in AWD.

Being mindful in daily activities: choose one daily activity
to observe mindfully during the week. Practice ‘Leaves in
the stream’ -exercise.

Taking action according to values: one value guided
action.

Reflect in AWD.

You are not the same as your thoughts

(exercises): practice at least one of the exercises every
day.

Continuing with mindfulness activities: continue
observing one daily activity.

Taking action according to values: one value guided
action.

Reflect in AWD.

What | would need to accept

(exercise): reflect on what you need to accept in your life
to move forward. Practice ‘A stone on the beach’ -
exercise.

Taking action according to values: one value guided
action.

Reflect in AWD.

The participants chose one route to follow throughout the program. Each week the participants

submitted a written well-being exercise to their coach, in which they had to reflect on the theme and

exercises they had worked on that week. They also reflected on their thoughts in the ACT weekly diary.

After submitting the written wellbeing exercise from each phase, the participants received feedback from

their coaches either in written format through the website or face-to-face in a meeting (see Table 2).

Feedback had to be provided within two days of the homework deadline. Participants were divided into

two equal groups before the intervention without their knowledge to receive either semi-structured or

freely written feedback. As there were no statistically significant differences between semi-structured

and freely written feedback for the effectivity of the intervention, the feedback groups are blended for

the purposes of this study. The purpose of the feedback was to encourage and motivate the participants
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and provide perspectives into their reflections. The coaches could answer questions, fix
misunderstandings on ACT principles, and recommend exercises as needed, as well as orientate the
participants for the next theme.

2.4.3 Meetings

The participant and the coach met face-to-face three times: in the beginning, in the middle, and in the
end of the intervention (see Table 2). The meetings were an hour long and were recorded depending on
participant consent. The first meeting included a semi-structured interview of the client’s situation with
the intention of defining central issues the client wanted to focus on during the intervention. This was
done using functional and contextual analysis as a basis. The client also received information about the
flow of the intervention, and the possible route (anxiety, depression, or stress) was discussed. Deadlines
for returning homework and receiving feedback were also agreed upon.

Based on the interview, the coaches drew together a functional analysis for their clients. A
functional analysis describes the problems of an individual, demonstrating their directional relationships,
their causes, and possible other factors. Ultimately the analysis helps choose items of focus for the
intervention (Haynes & O’Brien, 1990).

After the initial interview, the coaches contacted their clients with recommendations for the route,
although the participants were free to choose whichever of the three routes. The participants were also
provided with a timetable and guidance for using the Student Compass website. The participants received
anonymous usernames for the website and each coach could only see the texts of their own clients.

The second meeting was organised during the 4th week of the intervention. The meeting was
semi-structured, with discussions on the client’s current situation and experiences with the intervention.
The functional analysis was presented to the client and the client was given the opportunity to make
changes to it. Goals were formed based on the analysis. At the end of the meeting, the client and the
coach performed an exercise chosen for the client and the next theme was discussed.

The final meeting was a semi-structured interview at the end of the intervention. The objective
of the meeting was to go through the current situation of the client and sum up their experience with the
program, what they had learned and what changes had taken place during the intervention. The coach’s

aim was to help their client to notice where they had progressed and encourage the client to stick with
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developing their skills. A plan for practising after the intervention was made and possible need for further

support discussed. After the interview, the client filled in Questionnaire 3.

2.5 Measures

2.5.1 GAD-7

The participants filled in GAD-7 twice, first pre-intervention in Questionnaire 2 and second post-
intervention in Questionnaire 3. For the purposes of this study, only the pre-intervention GAD-7 measure
is used (see the second research question).

GAD-7 is a measure for assessing generalised anxiety disorder (Spitzer et al., 2006). The score
is calculated as the sum of seven questions, with the response categories ‘not at all’, 'several days', 'more
than half the days', and 'nearly every day' scores being 0, 1, 2, and 3, respectively. The cut-off points for
mild, moderate, and severe anxiety are 5, 10, and 15, respectively.

With the threshold of 10, GAD-7 has the sensitivity of 89% and a specificity of 82% for
generalised anxiety disorder, and it captures other common anxiety disorders such as panic disorder,

social anxiety disorder and post-traumatic stress disorder moderately well (Kroenke et al., 2007).

2.5.2 Feedback form

Included in Questionnaire 3 was the Feedback form (Appendix A). The Feedback form was filled in post-
intervention after the final interview. The Feedback form included questions on satisfaction with the
program, perceived benefits and learned skills, usefulness of different sections and methods, technical
issues, the role of the coach, and other opinions about the program. The questions had response options
that were either open ended with a text box for answering, on a Likert scale (e.g., 1 = strongly agree, 5 =
strongly disagree), or in a yes or no form. For example, question 2. (“How satisfied are you with the
Student Compass intervention?””) had a 6-point scale from “1 = extremely satisfied” to “6 = extremely

unsatisfied”. Some questions were individual, some had five to thirteen sub-questions. For example
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question 5. (“Coach support. How did you feel about the relationship with your coach during the
program?”’) had eight sub-questions. The questions were presented in Finnish but have been translated
into English for the purposes of this paper. The questions in the Feedback form were not presented in the
same order as in the Appendix A. Some questions from the Feedback form (such as the open-ended

questions) are not included in the analysis and are not presented in the Appendix A.

2.5.3 Error responses

Error responses were identified based on discrepancies with responses to open-ended questions. For three
participants, responses to all 8 sub-questions of question 5 (“Coach support. How did you feel about the
relationship with your coach during the program?”’) were considered as erroneous and were removed
before the analysis (all three participants had responded ““5 = strongly disagree” to each sub-question but

were satisfied with coach support in their responses to open-ended questions).

2.6 Analysis

The statistical analysis was conducted with IBM SPSS Statistics 26. 2-tailed p-values < 0.05 were
considered statistically significant. Data from dropouts (n = 20) was not included in the analysis, as they
had not completed Questionnaire 3.

To explore the first research question “What are the participant experiences of the Student
Compass intervention?”, questions number 1 - 5 and 8 - 10 were analysed by calculating frequencies for
different response options for each question. For questions 6 and 7, sub-question means were calculated
in order to rank different working methods and sections of the program. For questions 6 - 9, a repeated
measures ANOVA was run to see if there were significant differences between the sub-questions.

To explore the second research question “Are the participant experiences different depending on
the anxiety level of the student?”, the participants were divided into three independent groups based on
their GAD-7 scores. The groups were formed using the diagnostic cut-off points (0 - 4 minimal anxiety,

5 - 9 mild anxiety, 10 - 14 moderate anxiety and 15 - 21 severe anxiety), but moderate and severe anxiety
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groups were combined to form a large enough group. Five questions to compare the experiences of the
anxiety groups were chosen based on their importance and relevance to the second research question, or
the possibility to form a sum variable out of several sub-questions. The questions chosen were number 2
(“How satisfied are you with the Student Compass intervention?”), 4 (“How did you experience the
amount of contact with the coach?”), 5 (“How did you feel about the relationship with your coach during
the program?”’; 8 sub-questions), 8 (“What kinds of benefits have you gained from the Student Compass
intervention?”; 13 sub-questions), and 9 (“What skills have you learned during the Student Compass
intervention?”; 10 sub-questions) (see Appendix A for all sub-questions and response options).

Three sum variables were calculated for questions number 5, 8 and 9. For question number 8,
sub-question 13 was reversed to form a reliable sum variable. Cronbach’s Alpha was calculated to
determine the reliability and internal consistency for each sum variable (question 5 = 0.93, question 8 =
0.91 and question 9 = 0.90). The normality of distribution for each sum variable was checked visually,
each sum variable being sufficiently normally distributed. Differences between the anxiety groups were
then tested using one-way between-groups ANOVA.

Differences between the anxiety groups for the standalone questions (2 and 4) were tested using
cross tabulation. For question number 4, Chi Square Test was used to determine significance. For
question number 2, responses were combined from a 6-point scale to a 3-point scale: ((1) extremely
satisfied, (2) satisfied or somewhat satisfied, (3) somewhat unsatisfied or unsatisfied or extremely
unsatisfied) to better meet test conditions (less than 20% of cells can have expected count less than 5).
Because the conditions for Chi Square Test were not met despite this (3 cells (33.3%) had expected count

less than 5), Fisher's Exact Test was used to determine significance.
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3 RESULTS

3.2 Experiences

3.2.1 Time spent on the program

Half of the participants (52%) spent one to two hours on the program per week (see Figure 1). 20.3%
reported using the program less than an hour and 27.6% reported using the program more than two hours

per week.

How much time did you spend on Student
Compass on average per week?

35% 32.4%
30%
25% 19.6 %
0,
20% 16.9% 155%
15%
0,
1% S4%  47%
5% 34% 2.0%
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Figure 1. Time spent on the Student Compass per week.
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3.2.2 Satisfaction

92.5% of the participants were either extremely satisfied or satisfied with the program (see Figure 2).

99.6% of the participants said they would recommend the Student Compass to others.

How satisfied are you with the Student Compass
intervention?

0
54% 1A% _®mO0T% 4gqg
43.2%
49.3 %
1) Extremely satisfied 2) Satisfied 3) Somewhat satisfied
4) Somewhat unsatisfied = 5) Unsatisfied m 6) Extremely unsatisfied

Figure 2. Satisfaction with the Student Compass.

3.2.3 Coach support

The amount of contact with the coach was found suitable by most of the participants (85.1%). However,
14.9% felt the amount of contact was too little.

Most of the participants agreed that the support they received was individual (99.3%), it felt safe
telling about their issues (98.6%), they got new perspectives from their coach (93.1%), they felt heard
(100%), their coach was able to help them (97.3%), the coach’s working habits were suitable (98.7%),
and the collaboration with the coach worked well (99.3%) (see Table 4). Most participants (69.7%)
agreed that they would not have completed the program without the support of their coach. However, a

subset of participants (11.7%) felt they would have completed the program also without support.
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Table 4. Experiences of coach support.

Coach support. How did you feel about the relationship with your
coach during the program?

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

1. The support I received from my coach was individual 57.9 % 41.4%

2. It felt safe to talk to my coach about my issues 77.2% 21.4%

3. I got new perspectives from my coach that have helped

0, 0,
me figure things out 2o O

4. | felt heard 77.9% 22.1%

5. My wellness coach was knowledgeable and was able to 69.0% 28.3%

help me

6. The working habits of my coach were suitable for me 69.7 % 29.0%

7. Our collaboration with my coach worked well 79.3% 20.0 %
8. 1 would not have completed the Student Compass 121 % 276 % 18.6% 10.3%

program without the support of my coach

1) Strongly agree 2) Agree 3) Neither agree or disagree 4) Disagree 5) Strongly disagree

3.2.4 Usefulness of different working methods and sections

The usefulness of different working methods (question 6, see Appendix A) was measured with a different
scale in 2017 (n = 36) and 2018 - 2019 (n = 112). The results from 2018 - 2019 are reported here because
of the larger sample size. The descriptive statistics from 2017 can be found in Appendix B.

The working methods were rated by the participants on a scale of 1 = not useful, 2 = somewhat
useful, 3 = useful and 4 = very useful. The mean ratings and standard deviations can be seen in Figure 3.
The best rated working methods were the meetings with the coach as well as the functional analysis made
by the coach with mean ratings of 3.43 to 3.59. The weekly wellbeing exercises and online feedback
from the coach were also found useful with mean ratings of 3.16 and 3.04, respectively. The least popular
working method was the ACT weekly diary with a mean rating of 2.07.

Repeated measures ANOVA was run to see if there were differences in the ratings of the working

methods. Because Mauchly's test indicated a violation of the sphericity assumption, Hyunh-Feldt
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corrected results are reported. There were significant differences between the ratings of different working
methods (F(5.18, 574.63) = 91.31, p < 0.001).

Bonferroni corrected pairwise comparisons showed that the ratings of each meeting with the
coach were significantly higher than the ratings of weekly well-being exercises, online feedback from
coach and ACT weekly diary (p < 0.05). The rating of the functional analysis was also significantly
higher than ratings of online feedback from the coach and ACT weekly diary (p < 0.001). The rating of
ACT weekly diary was significantly lower than all the other working methods (p < 0.001).

How useful did you find the working methods in the
program? Select the value corresponding to the
usefulness of each working method separately

(2018-2019)

4 3.59, SD=0.62 3.55, SD=0.60

3.16, SD=0.81 3.04, SD=0.79
3.48, SD=0.67 3.43, SD=0.65

.07, SD=0.79

1. First 2. Second 3. Third 4.The 5. Weekly 6. Online 7.ACT
meeting with meeting with meeting with functional ~ well-being  feedback weekly diary
the coach  the coach  the coach analysis exercise  from coach
made by the
coach

(graph)

Figure 3. Usefulness of different working methods (2018 - 2019).

Different sections of the Student Compass website were rated on a scale of 1 = no benefit, 2 = some
benefit, 3 = a lot of benefit and 4 = huge amount of benefit. The mean ratings and standard deviations
can be seen in Figure 4. The mean ratings range from 2.27 (case studies) to 3.30 (1. THEME: clarifying
values).

Repeated measures ANOVA was run to see if the ratings of different sections differed

significantly. Because Mauchly's test indicated a violation of the sphericity assumption, Hyunh-Feldt
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corrected results are reported. There were significant differences between the ratings of different sections
(F(8.10, 1189.97) = 35.09, p < 0.001).

Bonferroni corrected pairwise comparisons show there were no significant differences in the
ratings of the five ACT themes (p > 0.05), indicating that they were found equally beneficial. When it
comes to the form of exercises, audio recordings were found to be significantly more beneficial compared
to text (p > 0.005). Case studies and videos were rated the least beneficial sections of the Student

Compass, sections 1 - 8 having significantly better ratings (p < 0.001).

How much benefit did you gain from the following sections
of the Student Compass?

4
3.30, SD=0.70
3.15,5D=0.79 3.20,SD=0.88 34, sp=0 79

2.97,SD=0.95

3
3.03, SD=0.79 3.07, SD=0.89 2.30, 5D=0.87
2.84, SD=0.86
5 2.59, SD=0.78
2.27,SD=0.84
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Figure 4. Benefit gained from different sections of the Student Compass.

3.2.5 Experienced benefits

The distribution of responses regarding benefits gained from the program is represented in Table 5. More

than 90% agreed that they have a better understanding of factors that influence their wellbeing and that

they have gained new insights that have helped them clarify issues. Benefit was also clear regarding

experienced stress, anxiety, mood, and wellbeing with more than 70% agreeing they experienced
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improvements in these aspects. Least benefit was experienced in doing better in studies; 50% were
undecided or disagreed with the statement. However, only 4.1% agreed they experienced no benefit from
the program.

Repeated measures ANOVA was run to see if there were significant differences in the responses
to the sub-questions. Because Mauchly's test indicated a violation of the sphericity assumption,
Greenhouse-Geisser corrected results are reported. There were significant differences between the sub-
questions (F(7.45, 1095.11) = 232.02, p < 0.001).

Bonferroni corrected pairwise comparisons show there was a significant difference between sub-
question 5 (mean = 2.41, SD = 0.87) and all the other sub-questions (p < 0.05), indicating that
significantly less benefit was experienced in terms of doing better in studies as compared to all the other
questions on benefit. There was also a significant difference between sub-question 3 (mean = 1.39, SD
= 0.68) and the other sub-questions, except sub-question 1 (p < 0.05), indicating that gaining new insight
was rated better than the other forms of benefit. Sub question 1 (mean = 1.51, SD = 0.68) differed
significantly from sub-questions 2, 5, 8, 9, 10, 11, and 13, indicating that having a better understanding
of factors influencing well-being was also rated better than the other forms of benefit.
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Table 5. Benefits gained from the Student Compass intervention.

What benefits have you gained from the Student Compass

intervention?
0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%
1. | have a better unde:?rﬁ;ﬂ?bzgrfg? factors that influence 56.1 % 39.9%
2. | recognise my stgir;%t:ri z;lrr]])(/j J\?:I(I)fjbrgierfgand can use them to 27.0% 51.4% 18.9 %
3. | have gained new insi%nts that have helped me clarify 68.2 % 28.4%
ings
i hings hat were proviouely onalenging for me 403% 2% B8%
5. Taking part in the program h_as helped me do better in my 16.9 % 331 % 426 %
studies
6. My desire to improve my health has increased 49.3% 33.1% 15.5%
7. I'm generally hapbpei;ar:'gir;];r;);nl(i;i::eddl feel that my well- 493 % 33.8% 14.2 %
8. | cope better 31.8% 37.8% 25.0%
9. | feel less stressed 21.6% 53.4 % 19.6 %
10. | feel less anxious 29.7% 45.9 % 20.3%
11. My mood has improved 34.5% 50.7 % 12.2%
12. Participation met my needs and goals 48.0 % 39.9 % 8.1%
13. I have not benefited 12.8% 79.1%
1) Strongly agree 2) Agree 3) Neither agree or disagree 4) Disagree 5) Strongly disagree

When it comes to skills learned through the program, more than 70% of the participants report learning
at least quite a lot in all the aspects inquired (see Table 6). 90% or more of the participants felt having
learned (at least quite a lot) to clarify their values, to be aware of thoughts, feelings, and sensations and
to determine what they can do to promote their wellbeing. More than 70% felt they had learned (at least
quite a lot) to step back from their inner experience and accept it as it is. More than 80% felt they had
learned (at least quite a lot of) new ways to manage everyday challenges as well as anxiety, stress, and
mood problems. 83.6% thought they had learned (at least quite a lot) to apply skills from the program in
their everyday lives.
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Repeated measures ANOVA was run to see if there were significant differences between the
responses to the sub-question. Because Mauchly's test indicated a violation of the sphericity assumption,
Greenhouse-Geisser corrected results are reported. There were significant differences between the sub-
questions (F(6.33, 930.76) = 16.12, p < 0.001).

Sub-question 1 (I have learned to clarify my values) had the highest mean (mean = 4.03, SD =
0.95) and Bonferroni corrected pairwise comparisons show it was rated significantly higher than sub
questions 2, 3, 5, 6, 7 and 9 (p < 0.005). Sub-question 6 (I have learned to accept my thoughts, feelings,
and sensations as they are) had the lowest mean of all the sub questions (mean = 3.28, SD = 1.00), and

there was a significant difference with sub-questions 1, 2, 4, 8, 9 and 10 (p < 0.05).

Table 6. Skills learned during the Student Compass intervention.

What skills have you learned during the Student Compass
intervention?

0% 10% 20% 30% 40% 50% 60% 70% 80 % 90 % 100 %

1. I have learned to clarify my values 35.8 % 41.2% 13.5% 8.8 %
2. | have learned to act according to my values 20.3% 43.9% 25.7% 9.5%
3. | have learned to be more mindfully present in my life =~ 16.9 % 35.1% 29.1% 15.5%
4. | have learned to be aware of my thoughts, feelings and 5 5 5 5
sensations 23.0% 45.9 % 209% 8.8%
5.1 havg learned to step back from my thoughts, feellqgs and 14.9% 35.8 % 27.0% 18.9 %
sensations when they prevent me from acting according to...
6. | have learned to accept my thoughts, feelings and sensations
as they are 12.8 % 271.7% 36.5% 20.9%
7. 1 have learned to apply skills from the Student Compass in
my everyday life 14.2 % 36.5 % 33.1% 135%
8. | have learned to determine vv_hat I can do to promote my 3.6 % 43.9% 236% 81%
well-being
9. | have learned new ways to manage everyday challenges ~ 16.2 % 39.9% 28.4% 13.5%
10. I have learned new ways to deal with anxiety/stress/mood 28.4 % 372% 223% 950

problems

5) A huge amount 4) A lot 3) Quite a lot 2) Some amount 1) Not at all
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3.2.6 Technical functionality

The participants were mostly happy with the functionality regarding logging into the website and
receiving instructions (see Table 7). However, navigating the website and usability of the personal folder

(used for completion of homework) were thought to be less functional.

Table 7. Technical functionality of the Student Compass program.

How functional did you find the following sections of the Student
Compass program?
0% 10% 20% 30% 40% 50% 60% 70% 80% 90 % 100 %

1. Logging in to the Student Compass 47.3% 41.9 % 8.1%
2. Instructions provided by email 46.6 % 45.9%
3. Instructions provided on the Student Compass website 36.5 % 48.6 % 12.8 %
4. Navigating the Student Compass website 21.8% 36.1% 33.3% 8.8%
5. Usability of the personal folder 20.4 % 44.3% 29.9%
4) Very functional 3) Functional 2) Somewhat functional 1) Not at all functional

3.3 Experiences depending on anxiety level

The formation of the anxiety groups based on GAD-7 scores was as follows: 27.7% (n = 41) in minimal
anxiety-group, 43.9% (n = 65) in mild anxiety-group and 28.4% (n = 42) in moderate to severe anxiety-
group. There were no significant differences between the anxiety groups for any of the questions

explored, indicating that the participant experiences were not different depending on the anxiety level of
the student.
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4 DISCUSSION

The first aim of this study was to explore the participant experiences of the Student Compass intervention.
The second aim was to find out whether the participant experiences were different depending on the
anxiety level of the student.

The results show that the vast majority of the students were satisfied with the intervention and
almost all of them would recommend it to their friends. The students most commonly spent one to two
hours on the program per week. Most students thought the amount of contact with the coach was
sufficient and felt they would not have completed the program without coach support. Moreover,
meetings with the coach were found to be the most useful working method, along with the functional
analysis made by the coach. ACT-weekly diary was seen as the least useful. When it comes to different
sections of the program, the five themes were found to be equally beneficial. Audio recordings of
exercises were found to be more beneficial than the text versions. When it comes to benefits gained from
the program, very few participants experienced no benefit. Gaining new insight and having a better
understanding of factors influencing their wellbeing were thought to be the greatest benefits. Benefit was
also clear regarding experienced stress, anxiety, mood, and wellbeing, most students agreeing they
experienced improvements in these aspects. Least benefit was experienced in terms of doing better in
studies, half the students being undecided or not agreeing with the statement. Regarding new skills
learned, clarifying values was rated the highest, although the other skills such as learning to be aware of
thoughts, feelings, and sensations were also rated high. Learning to accept thoughts, feelings, and
sensations as they are, was rated the lowest, although most students thought they had learned it at least
quite a lot. Moreover, most agreed they had learned to apply these skills in their everyday lives. Some
students felt navigating on the Student Compass website and completing homework on the website was
not optimally functional. 11.9% (20 students) dropped out during the program. As they did not complete
the Feedback form, they were not included in the analysis. Completer and dropouts did not differ in sex
or anxiety levels, but the dropouts were older than the completers. Contrary to the hypothesis, the
experiences did not differ depending on the anxiety level of the student.

In the students’ experience, having a coach promoted adherence, which is in line with reports
from previous literature (Gega et al., 2011; Gerhards et al., 2011). The students were also generally

satisfied with coach support, despite the coaches being psychology masters’ students, not therapists. This
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endorses the view that support in online interventions can be delivered by non-therapists (Andersson &
Titov, 2014). Moreover, face-to-face meetings with the coach were found to be the most useful working
method of the intervention. Most participants agreed that they received new perspectives from their
coach, the support was individual, talking about their issues felt safe, and they felt heard. According to
previous research, consultations with a support person help explain the relevance of generic online
content, and provide a space for sharing thoughts and feelings, as well as for receiving feedback and
advice and encouraging completion of homework (Gegea et al., 2011; Lillevoll et al., 2013). This could
help explain its crucial role also in this intervention. This also echoes the work of Lappalainen et al.
(2013), who found that personal feedback and advice were perceived to be the most useful components
of an ACT intervention.

Previous research has shown that participants see online interventions as a source of knowledge
and learning (Gerhards et al., 2011; Lillevoll et al., 2013) and student populations benefit from online
interventions through gaining insight into their problems (Mitchell & Dunn, 2007). This was also the
case with the current study, as students thought that gaining new insight and having a better
understanding of factors influencing wellbeing were the biggest benefits of the program. In addition,
students thought that clarifying their values was the skill they had learned the best. This is in line with
previous literature as learning to clarify values seems to be one of the biggest perceived benefits in ACT-
based online interventions (Kohle et al., 2017, Lappalainen et al., 2015).

It was postulated that because of the active role participants play in online interventions, more
severe mental health problems could lead to a greater need for support and negatively affect the
experience (Christensen et al., 2009; Lappalainen et al., 2015). This was statistically explored in terms
of satisfaction with the program, satisfaction with and sufficiency of coach support, experienced benefits,
and learned skills. Pre-intervention anxiety levels between completers and dropouts were also compared,
with no significant differences. Contrary to the hypothesis, the experiences did not differ depending on
the anxiety level of the student, challenging the notion that more severe psychological problems are a
barrier to online interventions. However, the case could have been different regarding depression, as
previous qualitative research suggests that severely depressed individuals experience a higher need for
support, distress and lack of strength making it difficult to pursue online interventions (Holst et al., 2017,
Lappalainen et al., 2015). It should also be noted that this intervention included a fair amount of human

support, with three face-to-face meetings and online feedback. This is more than for example

29



Lappalainen et al. (2015) had in their study, where the support consisted only of online feedback.
Differences in experiences could have emerged had the support been more minimal.

The current study used questionnaire methods to explore student experiences of an online
intervention. It adds to the body of research on student populations and ACT-based online interventions,
neither of which have been much studied. Previously, more in-depth qualitative methods have been
recommended for such studies (Waller and Gilbody, 2009), and interviewing seems to be the method of
choice in this area of research. Using questionnaire data could have led to more restricted, more pre-
determined and less in-depth results than interview data. However, for the purposes of the current study,
it enabled reporting numerical data and using statistical methods to study the relationship between
problem severity and participant experiences. Some limitations of the current study are the
overrepresentation of women in the sample, as well as the sample size. Not detecting differences between
anxiety groups could be explained by the insufficient number of people in the higher anxiety groups. In
addition, the participants were self-referred, which according to previous research can lead to increased
reporting of satisfaction with online interventions (Mataix-Cols et al., 2006). Furthermore, drop-outs
were not included in the analysis, which is a common shortfall in this area of research (Lillevoll et al.,
2013). The acceptability of online interventions is lower than that of traditional therapy if measured by
drop-out rates (Cuijpers et al., 2019), so the inclusion of non-completers in the analysis of experiences
can be considered especially important, and the lack thereof a major limitation of this study.

The current study offers valuable practical information for people working with online
interventions and students, and more specifically for the developers of the Student Compass. A supported
online ACT intervention seems to be suitable for treating self-referred students, with high satisfaction
rates among this population. It seems that the intervention is well-received even among students with
high anxiety, making it a plausible support option for example for people queuing to mental health
services. Inclusion of human support is important for students, and it can be delivered by student-coaches.
This study also informs future tailoring of the Student Compass, offering insight on the usefulness of the
different aspects of the program. As coach support was perceived as the most useful working method,
the role of the unsupported Student Compass program needs to be further explored. Focusing on exercises
in audio instead of text form seems worthwhile and dropping the ACT-weekly diary from the intervention
should be considered. Some technical aspects regarding navigation on the Student Compass website need

to be addressed.
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The effect of problem severity on the experiences of online interventions needs to be studied
further to determine if there are populations that are less likely to have good experiences or need a greater
amount of support. The effect of anxiety needs to be studied with a bigger sample, and depression needs
to be included as a problem severity measure. Studying online interventions offering less support could
also provide more insight into this matter. When it comes to the student experiences of ACT-based online
interventions, interview data needs to be included to allow for deeper and less restricted analysis. Future
research should also attempt to include interview or questionnaire data from dropouts to explore reasons
for non-adherence. Finally, the students in the current study experienced least benefit in terms of doing
better in studies, which should be further explored with qualitative methods.

To sum up, psychological problems are a serious and increasing health threat to university
students. Providing low-cost, easy-access support early on is critical, towards which online interventions
present a promising means. The student experiences of a supported online intervention reported here are
highly encouraging and demonstrate that high anxiety is not a barrier, at least when the amount of support
is moderate. While more research is warranted, the mandate from students for making supported online

interventions more widely available is strong.
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6

APPENDICES

Appendix A
Feedback form
Question Response option
1. How much time did you spend on Student Compass on average per week? 0-30 min
30-60 min

2.

3.

4.

5. Coach support. How did you feel about the relationship with your coach during the

How satisfied are you with the Student Compass intervention?

Would you recommend Student Compass to others?

How did you experience the amount of contact with the coach?

program?

(2]

Nogok~whpe

[

PN WNE

The support | received from my coach was individual

It felt safe to talk to my coach about my issues

I got new perspectives from my coach that have helped me figure things out
| felt heard

My wellness coach was knowledgeable and was able to help me

The working habits of my coach were suitable for me

Our collaboration with my coach worked well

. I would not have completed the Student Compass program without the support of my coach

. How useful did you find the working methods in the program?

First meeting with the coach

Second meeting with the coach

Third meeting with the coach

The functional analysis made by the coach (graph)
Weekly well-being exercise

Coach feedback online

ACT weekly diary

How much benefit did you gain from the following sections of Student Compass?

THEME: Clarifying values

. THEME: Taking action

43

1:00-1:30 hours
1:30-2:00 hours
2:00-2:30 hours
2:30-3:00 hours
3:00-3:30 hours
3:30-4:00 hours
More than 4 hours

1) Extremely satisfied
2) Satisfied

3) Somewhat satisfied
4) Somewhat unsatisfied
5) Unsatisfied

6) Extremely unsatisfied

Yes/No

1) Too little
2) Suitable
3) Too much

1) Strongly agree
2) Agree

3) Neither agree or disagree

4) Disagree
5) Strongly disagree

2017:

1) Not useful

2) Somewhat useful
3) Quite useful

4) Useful

5) Very useful

2018-2019:

1) Not useful

2) Somewhat useful
3) Useful

4) Very useful

1) No benefit
2) Some benefit
3) A lot of benefit

4) A huge amount of benefit



3. THEME: Being present

4. THEME: Watching one’s thinking
5. THEME: Awareness and acceptance
6. Exercises

7. Metaphors

8. Form of exercises: audio recording
9. Form of exercises: text

10. Videos

11. Case studies (stories)

8. What benefits have you gained from the Student Compass intervention? (13 sub-
questions)

1. I have a better understanding of the factors that influence my well-being.

2. | recognise my strengths and resources and can use them to support my well-being
3. | have gained new insights that have helped me clarify things

4. Taking part in the program has helped me manage better with things that were previously
challenging for me

5. Taking part in the program has helped me do better in my studies

6. My desire to improve my health has increased

7. I'm generally happier in my life and | feel that my well-being has increased

8. | cope better

9. | feel less stressed

10. | feel less anxious

11. My mood has improved

12. Participation met my needs and goals

13. 1 do not feel that | have benefited

9. What skills have you learned during the Student Compass intervention?

. | have learned to clarify my values

. | have learned to act according to my values

. I have learned to be more mindfully present in my life

. | have learned to be aware of my thoughts, feelings and sensations

. | have learned to step back from my thoughts, feelings and sensations when they prevent me from
acting according to my values

6. | have learned to accept my thoughts, feelings and sensations as they are

7. 1 have learned to apply skills from the Student Compass in my everyday life
8. | have learned to determine what | can do to promote my well-being

9. | have learned new ways to manage everyday challenges

10. I have learned new ways to deal with anxiety/stress/mood problems

O WN -

10. How functional did you find the following sections of the Student Compass program?

1. Logging in to the Student Compass

2. Instructions provided by email

3. Instructions provided on the website

4. Navigating the Student Compass website
5. Usability of the personal folder

1) Strongly agree

2) Agree

3) Neither agree or disagree
4) Disagree

5) Strongly disagree

1) Not at all

2) Some amount
3) Quite a lot

4) Alot

5) A huge amount

1) Not at all functional
2) Somewhat functional
3) Functional

4) Very functional
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Appendix B

Usefulness of different working methods (2017).

How useful did you find the working methods in the
program? Select the value corresponding to the
usefulness of each working method separately

(2017)

3.61, SD=0.55
C— ———

3.5, SD=0.56

3.67,SD=0.48

3.55, SD=0.56

2.75,SD=0.81

1. First 2. Second 3. Third 4.The 5. Weekly 6. Online 7. ACT
meeting with meeting with meeting with functional ~ well-being  feedback weekly diary
the coach  the coach  the coach analysis exercise  from coach
made by the
coach
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