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THE REAL-TIME IMPACTS OF ANONYMOUS DIGITAL
PEER SUPPORT ON YOUTH EMOTION REGULATION AND
WELLBEING: INSIGHTS FROM THE LET’S TALK PLATFORM

STUDY DESIGN

RESULTS

ANALYSIS

Signif. codes: 0 ‘***’ 0.001 ‘**’ 0.01 ‘*’ 0.05 ‘.’ 0.1 ‘ ’ 1 | With reference to Time = 0 ( Screening or Baseline)

Mixed-effects models examined changes in mental health literacy and attitudes, coping skills and emotion
regulation, and psychosocial symptoms across three time points. Significant improvements in depression, anxiety
and stress (DASS-21) were observed at both T1 and T2 (T1: minimally at p<0.01; T2 all at p<0.001) while
improvement in emotion regulation (DERS-18) was observed at p<0.01 at T2. Significant improvement in attitudes
towards help-seeking behaviour was observed by T2 at p<0.01, but not at T1.
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Table 4. Mixed effects model of change in measures across baseline, screening, T1 and T2 timepoints

Baseline characteristic Total (n=104)

Age (years)

Mean (SD) 22.54 (1.768)

Gender

Female 75 (72.1%)

Male 28 (26.9%)

Prefer not to say 1 (1.0%)

Ethnicity

Chinese 84 (80.8%)

Indian 13 (12.5%)

Malay 1 (1.0%)

Other 6 (5.8%)

Highest Education

Postgraduate 1 (1.0%)

Pre-university/Polytechnic/ITE 59 (56.7%)

Primary 2 (1.9%)

Secondary 3 (2.9%)

Undergraduate 39 (37.5%)

Household Type

Condominium/private apartments 20 (19.2%)

HDB Flat: 1-2 room 1 (1.0%)

HDB Flat: 3-room 13 (12.5%)

HDB Flat: 4-room 34 (32.7%)

HDB Flat: 5-room/executive flats 28 (26.9%)

Hostel/Student dorms 7 (6.7%)

Landed property 1 (1.0%)
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Table 1. Baseline characteristics

STAI-6 Score No. of responses out of total (n=6593)

Low 5230

Moderate Anxiety (≥2.5/4) 1363

   Average subclinical experience of youth participants1

Naturalistic observations of intervention usage and uptake2

Table 2. Breakdown of STAI-6 scores recorded across study period

Completed assigned activity

Activity No Yes Total

n % n %

Incomplete / Missing 2 2

Intervention

Ask-A-Therapist Channel 96 72.70% 36 27.30% 132

General message to explore let's talk forum 97 49.20% 100 50.80% 197

Post on the let's talk forum to seek support 117 67.20% 57 32.80% 174

Post on the let's talk forum to support others 81 69.20% 36 30.80% 117

Read the let's talk forum 56 46.70% 64 53.30% 120

Control I was not suggested an activity - - - - 17

Grand Total 449 59.20% 293 38.60% 759

Table 3. Breakdown of self-reported intervention usage

DISCUSSION

Change in baseline measures3

Error bars = ±1 SE | Dashed line = intervention threshold (2.5) | Signif. codes: 0 ‘***’ 0.001 ‘**’ 0.01 ‘*’ 0.05 ‘.’ 0.1 ‘ ’ 1 ‘ns’ not significant

Focus group discussion
to collect qualitative
data on experience

using let’s talk platform

Phase 3

STAI-6 3 times daily for 21 days
Each STAI-6 score of ≥ 2.5 out of 4 prompts allocation to control or
intervention, with intervention participants receiving a suggested
activity on the let’s talk platform. 
After 30 minutes, follow-up survey for participants to self-report post-
STAI-6 score and compliance to activity suggested
Surveys at Baseline, T1 (immediately after ESM), and T2 (4 weeks after
ESM): MHLS, MHSAS, DERS-18, Brief-COPE, UBC-SSCS. DASS-21 and
ATSPPH-SF follow-up from screening at T1 and T2 timepoints.

Phase 2: Experience & Surveys (Baseline, T1 and T2)

DASS-21, ATSPPH-SF
Awareness, views,
prior usage of digital
and non-digital mental
health services

Phase 1: Screening

Participants who recorded
moderate DASS-21 scores for

any one of the sub scales
(Depression, Anxiety or Stress)
invited to participate in Phase 2

Participants who
successfully completed all

Phase 2 study
components were invited
to participate in Phase 3

Out of all (n=6593) STAI-6 responses retrieved from participants
across the 21-day study period, approximately 1 in 5 (20.67%) were
flagged as episodes of moderate state-trait anxiety.

There was a significant difference in STAI-6 scores recorded on
weekdays and weekends at p < .001, with weekends generally
recording lower STAI-6 scores [Mean (SD): Weekday: 12.1 (3.62);
Weekend: 11.5 (3.56)], though with small effect (-0.39).

No significant relationship was found between baseline DASS-21
scores and the proportion of moderate state-trait anxiety episodes
recorded per participant over the study period. 

Recruitment & Eligibility: Participants were recruited through a combination of targeted and public outreach
strategies. Participants had to be aged 18 to 25 years (21 to 25 years for non-NUS students), have lived in Singapore
for at least two years, have not received a formal diagnosis of a psychiatric disorder and not be currently receiving
any form of mental health treatment (e.g. counselling) at the point of screening.
Study Procedures: Participants filled in online surveys hosted on Qualtrics, consisting of a combination of the
following scales: the 35-item Mental Health Literacy Scale (MHLS),  9-item Mental Help Seeking Attitudes Scale
(MHSAS),  Attitudes Toward Seeking Professional Psychological Help short form (ATSPPH-SF),  28-item Stigma Scale,
Difficulties in Emotion Regulation Scale (DERS-18),  Coping Orientation to Problems Experienced Inventory (Brief-
COPE),  Depression, Anxiety and Stress Scale (DASS-21)  and the UBC State Social Connection Scale (UBC-SSCS).
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let’s talk is a youth digital peer support platform designed by the Ministry of Health Office of Healthcare
Transformation (MOHT) as a joint initiative with the Ministry of Social and Family Development (MSF), National
Council of Social Service (NCSS) and Institute of Mental Health (IMH). It aims to provide digital mental health support
for youths, providing opportunities to exchange mental health advice, information, and stories with other users,
trained and certified peer supporters and befrienders. The platform also hosts an ‘Ask-a-Therapist’ feature where
users can pose questions to a panel of qualified mental health professionals (verified counsellors) and receive a
response within 24 hours. It is therefore an ideal case study to (i) examine the real-time effects of digital peer support
and professional guidance, and to (ii) explore how anonymous online interactions can influence emotion regulation
and wellbeing amongst youths. This longitudinal study therefore employs an experience sampling method (ESM) to
understand the user experience and effectiveness of the let’s talk platform on youth emotion regulation and
wellbeing through examining platform usage patterns of participants, mental health literacy and attitudes towards
help-seeking behaviour, coping skills and emotion regulation, and psychosocial outcomes.

After screening for eligibility based on DASS-21 scores in the Phase 1
screening survey, a total of 104 participants were successfully
onboarded for participation in Phase 2. From Table 1, compared to
the resident population, our sample was matched in education and
household type (≤10% difference). However, participants were more
likely to be female (72.1% vs 50.7%), and less likely to be Malay
(1.0% vs 15.1%).9

Of participants who recorded moderate STAI-6 scores and were suggested an activity, only 2 in 5 reported that
they had completed their assigned activity. Activities that required less effort (e.g. exploring the site, reading
forum posts) reported higher compliance rates (~50%) compared to those that required active posting (~30%)
(e.g. crafting an original post on the forum or replying to other posts).

Across all participants and activities, there was a significant decline in STAI-6 scores (β = -0.18, SE = 0.02, t(X) =
-7.18, p<0.001), indicating a general reduction in state-trait anxiety as an effect of time. Across activities assigned
to participants, most recorded significant improvement in STAI-6 scores, minimally at p<0.05. However, there was
no significant difference in the pre-post decline in STAI-6 scores across compliance groups (β = −0.0246, SE =
0.0353, p = .456), suggesting that interaction with the platform did not produce differential improvements in
state-trait anxiety beyond those in the control or non-compliant group.

Fig 1. Mixed effects model of change in STAI-6 scores by activity and compliance (n=693)

No activity General Read forum Seek support Support others Ask-a-therapist

Pre Post

The findings show a significant decrease in depression, anxiety, and stress symptoms across the 21-days. However,
the role of the let’s talk platform in driving these improvements requires careful interpretation. Anxiety, as measured
by STAI-6, decreased across all activity categories, including those who did not complete their assigned activities and
the control group that was not assigned any activity. This suggests that time may account for the immediate
reduction.

Despite the lack of a differential intervention effect on state-trait anxiety, sustained improvements in DASS-21
subscales (depression, anxiety, stress) and DERS-18 (emotion regulation) at both T1 and T2 suggest that cumulative
platform exposure may result in potentially longer-term benefits. The significant improvements in ATSPPH-SF at T2,
but not at T1, also suggest that shifts in attitudes toward professional help-seeking may require repeated
engagement over time. Outcomes related to coping (Brief-COPE), mental health literacy (MHLS), stigma and social
connectedness (UBC-SSCS) did not change significantly. This may be due to recruitment of participants with
subclinical rather than clinical-level symptoms which may have resulted in ceiling effects. 

The lower compliance with active posting activities (~30%) compared to passive consumption (~50%) has practical
implications for platform design. Interventions that reduce the effort required for engagement may have improved
uptake, and in turn, effectiveness. Notably, being assigned an activity that involved creating a post to support others
on the forum produced no significant improvement in state-trait anxiety. Furthermore, the significant weekday-
weekend difference in STAI-6 scores signals contextual stressors such as academic or work stressors. These could be
targeted to help strengthen just-in-time support delivery.

Several limitations should be noted. The sample was predominately female and less likely to be Malay, which limits
generalisability to the broader Singapore youth population. Moreover, the absence of an active control group makes
it difficult to attribute observed symptom improvements to the platform rather than to natural symptom trajectory
or a Time x Intervention interaction effect. Further studies should incorporate a randomised design to better identify
platform-specific effects.


