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Introduction 

The central importance of promotion, prevention and early intervention for child and youth 
mental health has been endorsed by The National Mental Health Commission, the NSW 
Mental Health Commission and the Commonwealth Department of Health and Aging. A core 
argument for prioritising f prevention activities is that shifting the focus to prevention will 
maximise ongoing participation by people at risk of mental health disorders and minimise 
future costs arising from lost productivity and hospital and health care systems. The key 
argument is that current investment in prevention will provide economic benefits in the 
future. In line with this priority, the current document aims to provide schools with information 
about evidence-based programs that will prevent the onset of mental ill-health. By providing 
a summary of evidence-based school prevention programs (see Appendix 1), this document 
seeks to assist organisations to implement initiatives which improve mental health 
understanding and help-seeking, reduce stigma, and prevent depression and anxiety in 
youth. 

Mental Health in Adolescence 

Mental disorders in adolescence disorders are the leading cause of illness and disability for 
young people aged 10 to 19 years, ahead of any physical disease. In Australia, 
approximately 14% of 4 to 17 year olds experience a mental health problem each year, 
amounting to 560,000 Australian children and adolescents in any one year, with 278,000 
and 112,000 experiencing anxiety and depression disorders, respectively [1].  

Adolescence is a time of significant change in social, emotional and developmental domains. 
Approximately 50% of mental illness emerges in adolescence, making it a priority time for 
intervention. For example, in the case of depression, only 1.1 to 1.2% of youth aged 4 to 11 
experience depression before this rate increases more than 300% to 4 to 6% among 12 to 
17 year olds (see Figure 1). Therefore, if prevention efforts can be successfully implemented 
early in life, then they are more likely to prevent the onset of mental disorders. 

From a practical perspective, there is good reason to develop prevention interventions for 
adolescents that can be delivered through the school system as part of the mental health 
educational curriculum. This is critically important because adolescents with mental 
disorders have very low rates of help-seeking (35%), and only 30% seek referrals for 
psychological therapy [2]. Schools provide a setting with unparalleled reach and coverage of 
young people, in which preventive interventions can be readily administered due to the 
structured nature of the setting [3]. In addition, the majority of young people who receive 
services for mental health problems are provided their care through the education sector; 
schools being the most common point of entry for accessing mental health services [4]. 
Despite an acknowledged bidirectional relationship between academic achievement and 
mental health, academic outcomes are rarely measured when evaluating mental health 
prevention programs [5], though when measured they have been shown to improve 
academic outcomes [6]. 
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Figure 1. Prevalence of major depressive disorder in the past 12 months in 4 to 17 year olds by 
gender [1]. 
 

Indeed, because mental ill-health incidence rises so dramatically during adolescence, there 
is a strong economic and moral argument for a return on investment for prevention activities 
during adolescence and minimising lifetime difficulties. Mental health prevention in 
adolescents helps to address existing treatment gaps, and may reduce the burden of mental 
health disorders. Current treatments are not able to ameliorate the disease burden due to (i) 
limited treatment availability, (ii) patients failing to respond to treatment (40% including 
partial and non-response), and (iii) relapse or recurrence [7]. Accordingly, only 20% to 30% 
of the years lived with disability due to depression is averted by current treatments [7]. 
Studies indicate that depression and anxiety (amongst others) are preventable for 
approximately 20% of youth using Cognitive Behaviour Therapy (CBT) based prevention 
programs [8]. Finally and importantly, mental health prevention programs have been shown 
to be cost-effective [9].  

Evidence for school-based prevention programs 

Overall, evidence suggests that there is a modest but positive effect of well-designed and 
implemented prevention programs for depression and anxiety [10-12]. Although effects may 
be conventionally small at a clinical level, even modest reductions can have tremendous 
implications at a population level. In Australia, a 22% reduction in cases translates to 44,317 
young people every year for whom these mental disorders are preventable.  

The largest effects of prevention programs are seen with programs based on CBT [13], and 
for targeted rather than universal prevention programs [14]. Two important caveats to the 
support for targeted prevention programs are that (i) they can potentially fail to identify those 
who aren’t yet symptomatic, and (ii) can result in stigmatisation due to students being taken 
out of class to do the program [15] (though this can be offset by increased levels of 
participant satisfaction for targeted programs [16]). 
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Challenges to Implementation 

Research into challenges and facilitators of the implementation of evidence-based 
prevention programs in schools have identified a number of common factors.  

Previously identified challenges to implementation include [17, 18]: 

i. Inadequate funding including inadequate budgeting for personnel (to deliver and 
maintain the interventions) and capacity building (of school staff). 

a. Adequate tools to support implementation of prevention programs 
b. Provision of training and technical assistance to schools to support program 

implementation 
ii. Competing priorities and lack of time including a crowded curriculum, a focus on 

academic achievement and competing policy mandates (e.g., physical health versus 
mental health). 

iii. Lack of support and training for non-research staff involved in the intervention 
(e.g., students, parents and community members). 

a. Lack of parental engagement 
b. Lack of support from school administrators and teachers 

iv. These challenges tend to be exacerbated in remote regions [19] in part due to 
reduced access to mental health professionals. 
 

Facilitators to Implementation 

Identified facilitators to implementation include [20, 21]: 

i. Extensive local planning involving all related persons in decision-making. 
a. Choosing the most appropriate intervention program for the school context 
b. Fostering school-family relationships with regard to commitment to 

implementing all program components. 
ii. Employing regular school staff members as trainers to ensure continuity. 

a. Providing sufficient time for staff training 
b. Ensuring adequate supervision and monitoring of trainers. 

iii. Integration of the programme into regular school activities. 
iv. Organisational/administrative support for training and supervision. 

 
Universal prevention refers to interventions that target an identified population regardless 
of risk. For example, universal prevention programs for youth are typically delivered on a 
large scale in the school environment to every child in the grade. 

Targeted prevention refers to interventions that target populations at increased risk 
(selective prevention) or who have subthreshold symptoms of a mental disorder (indicated 
prevention). 
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a. Ensuring adequate resources are available to the school for costs and 
staffing 

b. Considering and preparing for factors like teacher turnover/burnout 
c. Monitoring and evaluating program implementation and thereafter regularly 

provide feedback to all involved persons to ensure programme meets 
contextual needs. 

v. Clear communication of the rationale and how to implement the intervention to all 
levels of staff to secure support in delivery;  

a. Standardisation of program materials.  
vi. Avoid simultaneous implementation of different programmes, except for evaluated 

combinations. 
 

Recommendations for policy makers 

An evidence-based approach to prevention and early intervention for mental ill-health is 
required. To facilitate the delivery of programs, support at the policy level is needed. 
Accordingly, we recommend the following: 

Recommendation 1: Increased government funding to support the delivery of 
evidence-based prevention programs in Australian schools 
 

• Adequate funding needs to be provided to schools, particularly those that are 
economically disadvantaged so that they can allocate resources to train staff, and 
deliver evidence-based prevention programs in their schools.  

• Government funding should subsidise evidence-based programs in schools that 
cannot afford costs associated with such programs (e.g., staff training, program 
resources).  

• Funding for evaluation of existing programs (such as those outlined in the Kidsmatter 
and Mindmatter initiatives) for quality assurance and improvement.  

• Funding for program developers to adapt existing prevention programs to the needs 
of highly vulnerable groups including Aboriginal and Torres Strait Islanders and 
young members of the LGBTI community who are at greatest risk.  

Recommendation 2: Prioritise mental health prevention as part of the National 
Physical Development, Health and Physical Education (PDHPE) curriculum  
 

• Department of Education to include mental health educational outcomes into the 
National curricula as a core learning component. This will ensure a basic level of 
mental health knowledge and literacy.  

• Integration of gold-standard programs into the PDHPE curriculum with completion of 
at least one evidence-based prevention program required for all students.  

• Distribution of information listing available evidence-based programs for circulation to 
school principals and peak bodies (e.g., Principals Institute of Australia) from 
government for schools to select at least one program for implementation. Please 
see Appendix for this information.  

Recommendation 3: Active support for mental health prevention at all policy levels  



 Prevention of depression and anxiety in Australian schools                                                                  5 

 
• Establishment of a parliamentary working group to discuss and implement strategies 

for rolling out mental health prevention programs at scale.  
• Engagement and consultation by this parliamentary group with youth to ensure 

mental health programs are delivered in ways that are acceptable.  

These recommendations, implemented concurrently will address the need for prevention 
programs to be adopted and delivered to all students within the curriculum. Currently 
available research evidence suggests that implementation of effective mental health 
prevention programs will lower incidence rates of depression and anxiety by up to 22% [8]. 
What is now needed is a change in policy to ensure that barriers to the implementation of 
such programs are removed so that every young person has the opportunity to learn 
potentially lifesaving skills and strategies early in life.  
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