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Royal Commission into
Victoria's Mental Health System

WITNESS STATEMENT OF GEORGINA HARMAN

l, Georgina Harman, Chief Executive Officer, of Beyond Blue, PO Box 6100, Hawthorn Woest,
Victorla 3122, say as follows:

1 I make this statement on the basis of my own knowledge, save where otherwise stated.
Where | make statements based on Information provided to me by others, | believe such
information to be true.

Background

2 | have been the CEO of Beyond Blue since May 2014. Attached to this statement and
marked ‘GH-1' is an outline of what Beyond Blue does. Before that, | was the Deputy
CEO of, and helped establish, the National Mental Health Commission. From 2006-2012
| was a senlor executive at the Commonwealth Department of Health & Agelng, during
which time my portfolio responsibilities included national policy and programs in mental
health, suicide prevention, substance misuse, tobacco control, cancer, chronic diseases
and management of Australia’s biood supply. | also led national reforms to Iift Australia’s
organ and tissue donation rates and have worked in the HIV/AIDS sector in Australla and
the UK.

3 | am a Board Director of Mental Health Austraila and a Board Director of the Victorian
Pride Centre. | am also a member of several advisory bodles and alllances In the mental
health and sufcide prevention sector.

What Is meant by ‘determinants’ of mental health?

4 Our mental health is shaped by individual and environmental attributes and actions. They
have biological, psychological, behavioural, social, economic and environmental
dimensions. While some of these determinants (e.g. blological) are not always
preventable, there is much that can be done In the realm of soclal determinants, which
the Worid Health Organization (WHO) has found shape mental health and the risk of
developing mental health conditions to a great extent.

5 The WHO describes the social determinants of health as “the conditicns in which people
are born, grow, live, work and age. These circumstances are shaped by the distribution
of money, power and resources at global, national and local levels. The social
determinants of health are mostly responsible for health inequities - the unfalr and
avoidable differences in health status seen within and between countries.”
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What are the principal determinants of mental health that have been Identifled in research
relevant to Australla?

6
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Although Australia has some distinct social, cultural and geographic features, the social
determinants of mental health are common across the world, as the WHO has shown.
These Include:

® Trauma (e.g. sexual assault, violence) especially In childhood;
. Poverty, income levels;

. Education and literacy;

. Employment/unemployment;

° Housing/homelessness;

® Social supports and connection;

. Access to health services;

° Healthy/unhealthy behaviours (e.g. use of alcohol and other drugs);
® Incarceration;

. Biology and genetic endowment;

° Gender; and

. Culture.

The WHO report on soclal determinants” and the Marmot Review from the UK! give
detailed examinations of these kinds of factors and the solutions associated with
addressing them. For Instance, the WHO found:

Analysis of exposure over the life-course to advantage and disadvantage shows
that these negative and positive factors and processes accumulate over time,
influencing epigenetical, psychosocial, physiological, and behavioural aftributes
among individuals as well as social conditions in familles, communities, and
soclal groups Including gender. This accumulation of advantage and
disadvantage leads to social and economic inequities and consequently to
inequitable mental and physical health outcomes... Taking a fife-course
perspective recognizes that the influences thet operate at each stage of life can
change the vuinerability and exposure o harmful processes, or stressors. Social
arrangements and institutions, like preschool, school, the labour markst and
pension systems have a significant impact on the opportunities that empower
peopls to choose their own course In life.¥
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The Marmot Review emphasised the relationship between sociceconomic status and
health outcomes, Including mental health. It gives this example:

People with higher socioeconomic position In society have a greater array of life
chances and more opportunities to lead a flourishing iife. They also have betler
health. The two are linked: the more favoured people are, socially and
economically, the belfer their health. This link between social conditions and
heelth is not a footnote to the ‘real’ concerns with health — health care and
unhealthy behaviours ~ it should become the main focus. Consider one measure
of social position: education. Peopie with university degrees have better health
and longer lives than those without. For people aged 30 and above, if everyone
without & degree had their death rate reduced to that of people with degrees,
there would be 202,000 fewer premature deaths each year. Surely this is a goal
worth striving for.¥

in Australia, VicHealth has reviewed the socioeconomic factors assoclated with mental
health. It found, among other things:

The Victorian Population Health Survey data identifies adulfs more fikely to be
categorised as experiencing psychological distrass (Kessler 10 scores greater
than or equal to 22) were those persons with lower education levels; those
unemployed or not In the labour force; those in non-professional occupations:
those who did not have private health Insurance coverage; those with fower
income levels; those living in rented dwellings (DHS 2003; DHS 2004) and those
born overseas (DHS 2004).

Is the correlation between soclo-economlc factors {including poverty,

unemployment, housing and education) and the development of mental lliness?

10
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The following correlations inform this:

° Depression is 1.5 to 2 times more prevalent among the low-income groups of a
population.
° Children living in low SES households and disadvantaged neighbourhoods

experlence more anxiety, depression, substance abuse and delinquent
behaviour, and poor adaptive functioning.*¥

° A systematic review of the literature found that the prevalence of depressed mood
or anxiety was 2.5 times higher among young people aged 10 to 15 years with
low socioeconomic status than among youths with high socioeconomic status.*
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° Among children as young as three and five years of age, socioemotional and
behavioural difficulties have been shown to be inversely distributed by household
wealth as a measure of socioaconomic position (WHO).x

. The association between low income and mental health conditions Is accounted
for by debt in some studies. A population study in England, Wales, and Scotland
found that the more debt people had, the more likely they were to have some
form of mental health condition, even after adjustment for income and other
sociodemographlc variables (WHO)d

. Unemployed people experience higher levels of depression, anxiety and
distress. @
° Homelessness and inadequate housing conditions are assoclated with - poor

mental health ¥

° In fact, more than half of homeless young people are experiencing severe
psychological distress.

1 VicHealth found that “What defines inequities in health is the soclal gradient. Not only Is
there a ‘gap’ in health outcomes between the most well-off in soclety and the most
disadvantaged, there is also a graded effect, whereby increasing social position is
associaled with improved health ouicomes. The social gradient is clear for mental
wellbeing outcomes in adults and is evident in children as young as three years old.™

12 Consequentiy, according to the WHO, policies to address health Inequalities need to be
both universal and proportionate to need. Targeting resources at only the most
disadvantaged groups detracts from the overall goal of reducing the steepness of the
social gradient.®

13 Since risk and protective factors for mental health act at several different levels,
responses to them need to be multl-layered and multi-sectoral. Health, community
services, education, welfare, justice, transport and housing sectors all need to be
concerned and involved, and contribute to a ‘health in all policies’ approach.

What Is meant by ‘reslilence’ in the context of creating the best mental-health outcomes?

14 Put simply, resilience is doing well during or after an adverse event, or a period of
adversity.

16 People who are resilient cope better with and ‘bounce back' from difficult experiences
and, as a result, are less likely to develop or experience mental health issues. The
benefits of resilience axtend to the broader community through a reduction In the costs of
mental health freatment, and all the associated social and economic benefits that go with
good mental health (e.g. community participation, participation in education and work)
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Resilience is not static but something that can change over time due to experiences and
circumstance. Individual, family and community resilience Is something that can be
fostered and developed over time. At an individual level, the sources of resllience are
individual, environmental and the result of Interaction between individual and
environmental factors.

The best time to bulid reslliency is In the early years. Evidence shows that being rasilient,
from an early age, is associated with fewer mental health issues and greater life
opportunities (including in employment and healthy relationships) over the long term.
Reslilence is supported by a range of conditions including factors within the child (e.0.
child's own skills), their family (e.g. positive family relationships) and community (e.g.
positive educational settings).

Improving children's resilience helps them to deal with the ups and downs they
experience. It provides a foundation for developing skills and habits {e.g. coping skills,
healthy thinking habits) that enable them to deal with later adversities during adolescenice
and adulthood. Resilience is alsc important for children's mental health; children with
greater levels of resilience are better able to manage stress, a common response to
difflcult events or adversities. Stress is a risk factor for mental health conditions if the level
of stress is severe and/or ongoing.

Interventions that build resilience are important for all children (universal interventions),
Including those at risk of poorer cutcomes as a result of socio-economic and other forms
of disadvantage (targeted interventions). Universal and targeted approaches to bullding
resilience have potential social and economic benefits to society, including better mental
health outcomes for children and savings in costs related to mental ill health.

Removing adverslty is always preferable to buiiding resillence. However, It is not always
possible to prevent some of life’s stressors such as natural disasters, parent separation
and deaths in families. We can, however, build children’s resilience 8o they can better
manage life’s adversities when they oceur.

To better understand resillence in children, Beyond Blue commissioned the Parenting
Research Centre and the Australian Research Alllance for Children and Youth {ARACY)
in 2017 to:

° develop an evidence base to inform the deslgn and implementation of programs
that promote children’s resilience; and

° translate the evidence Into a practical guide to assist professionals to develop
interventions and influence their practice that promote resllience in children aged
0-12 years.
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22 The preduct of this research, Beyond Blue's Building resilience in children aged 0-12: A
practice guide (the “Practice Guide"), alms to create a shared understanding of children’s
resilience and assist practitioners to promote and build children's resilience through
everyday strategies and structured interventions® The guide was created for
practitioners working across a broad range of settings including early childhood education
and care seltings, primary schools, welfare and community-based health and mental
health settings.

23 The Practice Guide is informed by the findings of existing international research and new
research including consensus-building (Delphl technique) among Australlan experts, In-
depth consultation with practitioners working with children and families, and the
experiences, perceptions and voices of parents and children.

24 The guide provides a shared and common language for resilience and offers practical
strategies for incorporation into applied settings, as well as information about how to
design structured interventions to promote children’s resilience.

25 The research found that practitioners can promote children’s resilience by:

) using everyday contact and practice opportunities to discuss resilience and teach
skills relevant to building resilience;

° implementing interventions and strategles that bulld and enhance supportive
relationships between chiidren and significant people In their lives (e.g. parents,
peers, educators);

° implementing Interventions and strategies that enhance family cohesion or create
a posltive family atmosphere and environment;

° enhancing resilience during significant universal transitions (e.g. primary to
secondary school) and other significant transition points (e.g. parental
separation); and

® implementing existing age-appropriate Interventions that have been shown fo

produce positive change.

26 We also used the underpinning research to the Practice Guide to develop practical tips
for familles — simple things that can be done at home - to help them bulld resilience in
their children.

What role does reslilence play In early intervention or In the mental health system
generally?

27 Resilience plays a fundamental role in both prevention and early intervention to help
people protect their mental health or achieve thelr best possible mental health.
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Evidence-based early interventions, that focus on building resilience, deliver the largest
return on investment for individual wellbeing and the economy. KPMG's Investing to Save
report, commissioned by Mental Health Australia (2018), suggests that reducing
childhood mental health issues could save around $48 billion per year, a return on
Investment of $7.90 for every dollar invested.

A range of high-quality systematic reviews have demonstrated that preventative, early
Intervention approaches have consistently significant effects in reducing behavioural
issues, internalising symptoms and disorders and depression and anxiety in children and
adolescents.

For example, Beyond Blue recently commissioned the Sax Institute to conduct a literature
review of interventions (manualised programs and other services) that are Implemented
in childhood and adolescence with the aim of preventing anxiety and depression-related
conditions and symptoms. The research found there is high-quality evidence of
effactiveness for programs that prevent and intervene early In mild depression and
anxiety in children and young people. The majority of the included reviews summarised
evaluations examining school-based psychological interventions. Meta analyses of these
interventions revealed small but significant post-Intervention effects in preventing anxiety
and depression. Attached to this statement and marked ‘GH-2' is a copy of the Sax
Institute Evidence Check: Depression and Anxiety Programs for Children and Young
People.

This is important because half of all Iifelong mental health issues emerge before the age
of 14. One In seven young people aged between four and 17 experiences a mental heaith
Issue in any given year — that is 560,000 children and young people. Chlidren spend
around 30 hours at schools or in care each week, so educators are confronted with this
avery day.

There are a range of programs operating both within Australia and internationally that
have an established or developing evidence base demonstrating the efficacy of taking an
early intervention approach, especially when those approaches involve educators,
children, and families and carers in a holistic way to focus on helping children devslop
thelr social and emotional skills.

Algo In Australia, Nest — What Works for Kids=* (WW4K), an Initiative of the Australian
Research Alliance for Children and Youth (ARACY) Prevention Science Network, Is a
searchable online database and networking site for researchers, practitioners and
policymakers working to improve the wellbeing of children and young people. WW4K
conducts rapld evidence assessments on programs In order to assess the likelihood that
they will have a significant positive impact on the wellbeing of children. A similar project
in the United Kingdom, the Early Intervention Foundation (EIF) Guidebook,! rates the
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strength of evidence for a program and its relative costs. For a program to receive the
highest rating in the EIF Guidebook it must have evidence of a long-term positive Impact
through multiple positive evaluations; at least one of the studies must have evidence of
improving a child outcome lasting a year or longer. Several of the programs rated by the
EIF as evidence-based are avallable in Australia, including the Promoting Alternative
Thinking Strategles (PATHS) program. PATHS targets the development of soclal and
emotional skills, self-regulation, decision-making and confiict resolution skills in chitdren,
thereby building children's protective factors and decreasing the risk of behavioural and
social problems. PATHS provides age-specific classroom modules for educators.

34 Despite evidence for the efficacy of such approaches, they are not universally available,
so families and Individuals (often those who need it most) miss out.

35 Reasons are multifactorial, and may Include:

® A tendency to focus on health policy and health-settings, forgetting that social
determinants play such a major role in resilience. As VicHealth says, “Children
with very high resilience In low-income environments still report poorer outcomes
than children with very low resilience in high income settings. Investment in
childhood mentel wellbeing without simultaneous improvements in the material
and economic resources needed for optimal development will continue to
produce heaith inequitios over the iifetime of an individual.” v

. A lack of relative recognition of the value of starting in the early years rather than
adolescence, which requires different policy and service responses to traditional
bio-medical, health-focused ones.

. Short-term funding and a propenslty to invest in pilots and then not plan for or
allow their scaling if they show promising outcomes. It is often more challenging
and takes longer to measure discemible outcomes and there may be Insufficient
investment in mixed method evaluation and/or difficulty accessing or linking data
held by different jurisdictional entities.

® At a macro level — despite bipartisanship and significant political, sector and
community attention, goodwill and effort, increased Investment and several
national strategies and plans — as a nation we have not to date been able to
successfully plan, implement and continucusly measure a truly balanced mental
health system for the long term; funded for the long term; using a soclal
determinants, person-centred, Integrated stepped-care approach — from
promotion, prevention and early intervention to treatment, services and support
embedded in the community, to acute and crisis support and interventions.

° As guch this Royal Commission, and the current Productivity Inquiry Into Mental
Health, have the opportunity to build on the findings and recommendations of

76213665 page 8



WIT.0001.0018.0009

other reviews and inquiries, including Contributing Lives, Thriving Communtties,
the National Mental Health Commission’s 2014 review of Australia’s mental
health programmes and services, and make structural, co-designed
recommendations that are implemented over time. >

38 Both the Australian Institute of Family Studies and the Victorlan Department of Health
and Human Services have created repositories of evidence-based programs for use in
child and famlly services.* However, these repositories exlst to validate program design,
which may or may not be taken up by individual governments or service providers, rather
than pointing to widely available programs.

37 For example, a trial of the What were we thinking (WWWT) program showed “there was
a significantly lower prevalence of mild-to-moderate symptoms of depression and anxiely
In women who participated in the WWWT program compared to the control group” =i
However, the program relies on parents implementing it themselves through worksheets
or professionals choosing to use resources provided on the website.>!

a8 A further issue is digital exclusion. Up to 2.5 million Australlans do not have internet
access and that this is especially reflected in groups with low Incomes, lower education,
those who are geographically more isolated, older people and Aboriginal and Torres Strait
Islander peoples, =

Are there any past or ongolng initiatives of Beyond Blue In relation to resilience, elther In
youth and children, or in adults?

Currant Initiatives:

39 Building resilience is a focus of all of Beyond Blue's major universal, national activities.
We hope our significant national reach and well-known, trusted name helps to bring
people more easily into self-reflection, problem identification and support-seeking
responses. Examples are given below.

40 Be You (https://beyou.edu.au/) is a Commonwealth-funded initiative, led by Beyond Biue
and delivered in partnership with Early Childhood Australia and headspace. Launched in
November 2018, Be You is free to every Australian early learning service, primary and
secondary school. It aims to support all eérly learning services and schools to become
mentally heaithy learning communities; to embed social and emotional learning In
pedagogy and practice; and to lift literacy and action across the whole learning
community.

41 The free accredited professional development and other resources for educators has a
strong focus on building resilience.™ The professional development is open source so
parents, carers and professlonals working with children and young people can access it.
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Be You is designed to deliver in practice the recommended approach of the 2018 report
of The Lancet Commisslon on Global Mental Health and Sustainable Development, which
states the most effective universal social and emotional learning Interventions use a
whole-school approach In which social and emotional learning is supported by a schooi
ethos and a physical and soclal environment that Is health enabling involving staff,
students, parents, and the local community.x

Be You also addresses many issues highlighted by the National Mental Health
Commission’s 2014 review of mental health programs and services, Coniributing Lives,
Thriving Communities ™ The Commission called for a shift in “the pendulum in
Comrmonwealth expenditure away from acute lMiness and crisls fowards primary
prevention, early intervention and a continuous pathway fo recovery” reinforced the
importance of starting early In life, and the importance of education settings in prevention
and early intervention and to support mental health literacy and wellbeing. However, the
Commisslon also raised concern about the plethora, and siloed implementation, of
initiatives In early learning and schools, and called for better integration and consolldation.

Be You is Integrated and end-to-end across the continuum of age, carser stage and need:
from the early years to age 18; from pre-service teachers in tertiary studies fo the most
experienced educators; and from promotion, prevention and early intervention to
postvention support in the case of a death or critical Incident in a school community. It
aims to increase the knowledge, skills and confidence of educators so they can buiid
stronger soclal and emotional skills in the children and young people they teach. The
accredited professional development package is supported by 70 trained staff around the
country to help services and schools develop Individualised strategies and action plans.

Launched In November 2018, over 2,200 early learning services and over 4,100 primary
and secondary schools have to date registered to become Be You learning communitles;
more than 52,000 individuals have signed up for the accredited professional
development; and over 30,000 professional development modules have been completed.

Importantly, Be You has been designed for the education sector and busy educators. [t
is built to align with national priorities such as the Natlonal Quality Standards, Australian
Curriculum and Australian professional Standards for Principals and Teachers: each
professional development module identifies how content reinforces educators’
understanding of these key priorities. Be You is also designed to be complementary to,
and mutually reinforcing of, State and Territory education frameworks and Initiatives. For
instance, in Victoria, a Be You Implementation and engagement group has provided
advice, expertise and support with the design. This group included representatives from
the Depariments of Education and Health and Human Services, Primary Health
Networks, and school, early childhood and educator associations. Consequently, the Be
You professional learning and other resources are allgned with the Mental Health and
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Woellbeing benchmarks in the Achlevement program, which has been working in Victorian
schools and early chiidhood services since 2012,

47 Healthy Famllles (https:/healthyfamilies.beyondblue.org.au/) provides practical
resources to build resilience and support mentally healthy parents and carers, from
pregnancy to the teenage years. Healthy Families includes Dadvice for new dads and
Just Speak Up which focuses on perinatal depression.

48 Heads Up (https://www.headsup.org.au/) facllitates the adoption of workplace mental
health strategles In workplaces big and small across Australia: lifting resllience, recovery
and productivity.

49 Access and availabllity: Programs like those outlined above are widely available and
accessible via the internet. In the case of Be You, the online support and tools are
accompanied by 70 tralned staff around the country. However, online universal or
targeted programs, while achieving impact at scale, should be accompanled by targeted
strategies to overcome issues of digital exclusion (see 38 above).

50 Furthermore, people may need support beyond the level of increasing mental health
Iteracy and general strategies for improving wellbeing or coping with mental health
issues. These people need support that meets their own individual and family context,
which may require engagement over the phone, face to face, with a peer worker or other
professional.

Research and resources:

51 In 2016-2017, Beyond Blue commissioned the Parenting Research Centre and ARACY
to work with us to explore, build consensus on, and develop translatable actions to
support children’s resilience. A key outcome was the development of the Practice Guide
to assist professionals to develop interventions that promote resilience in children aged
0-12 years. The Practice Guide is Informed by international research, in-depth
consultation with Australian practitioners working with famflies and children, and the
experiences, perceptions and voices of parents and children. Paragraphs 21 to 25 above
have further information about the Practice Guide and Its professional application.

What are the key features that are most ilkely to make resllience Initlatives successful?

52 The Children’s Resilience Research Project>!l (2017) identified the key features that
support effective resilience initiatives. These include:

. Resliience interventions should be individualised, tailored to the child's
developmental stage, and continuous:
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. Strategies that can be used opportunistically by professionals to promote
resilience (i.e. everyday strategies) may be as important as structured
interventions;

* Factors that resllience initiatives and interventlons should address Include: family

relationships, peer relationships; and pro-social skills and empathy;

) The best groups of people to target are: children themselves, parents/carers; and
children's families (i.e. including parents/carers, siblings and other family
members);

® Resilience measures should be: age appropriate; measured at multiple points

over time; and multi-dimensional;

° Focusing on enhancing resilience during significant development points or
transitions (e.g. primary to secondary school) and other major life events (e.g.
parental separation) is important; and

® More long-term intensive and deliberate approaches to resilience may be
required fo support vulnerable and at-risk children and their familles and carers.

What do you understand to be meant by the terms ‘early intervention’, ‘early detection’ and
‘prevention’ with respect to mental lliness? In particular, what does ‘early’ mean?

53 The Prevention First Framework published by Everymind™ gives some helpful
definitions:

) Primary Prevention - Initiatives and strategles to prevent the onse! or
development of mental ill-health.

° Secondary Prevention - Initiatives and strategies to lower the severity and
duration of an illness through early intervention.

° Tertlary Prevention - Interventions and strategies to reduce the impact of
mental ill-health on a person’s life, through approaches such as rehabilitation and
relapse prevention.

54 Thinking about mental health In this framework, and not as a static state:

° early intervention initlatives (from education and awareness, to supports and
services) are for people at all ages and stages of life (not just children) who are
experiencing the first signs and symptoms of emotional, psychological and
behavioural Issues;

. early intervention is classified as a ‘secondary prevention’ approach that includes
both early detection and early treatment. So, ‘early’ in this context specifically
refers to the window of opportunity to recognise and act at the emergence of

78213605 page 12



WIT.0001.0018.0013

mental health issues, in order to stop or minimise any avoidable progression of ill
health; and

. signs and symptoms vary according to the type and of mental health condition,
so better ‘detection’ — picking up or recognising that feelings, thoughts,
behaviours and symptoms are affecting healthy functioning - relies on increasing
everyone's mental health literacy, their ability to have a helpful conversation and
themselves seek, or support someone to get, advice and help.

55 Primary Prevention can support those people with good mental health to stay well and
avoid mental health conditions. This Is important because around 60 per cent of the
Australlan population has good mental health and we want It to stay that way. Supporting
those who are weli with information, advice and self-help resources, helps people to
continue to experience good mental health and foster resllience to help them bounce back
from the everyday life challenges they may experience.

56 Although it is always more effective (for both cost and impact) to tackle health problems
as early as possibie, and ideally to stop them from occurring in the first place, the
proportion of Australia's health budget allocated to Primary Prevention is only 1.34 per
cent ($2B).~~ The notion that ‘prevention Is better than cure’ may be well known but we
have a long way to go before we can say prevention shapes our nation’s mental health
investment and measurement strategy.

What Is the significance of Intervention early In life, In preventing and addressing mental
iliness?

57 There are a number of points to note:

. Almost half of Australia’s population will experience a mental health issue over
their lifetime. One quarter will experience anxiety and one in seven will
experience deprassion,

. Adverse childhood experiences have lifelong effects: child maltreatment
accounts for between 16 to 33 per cent of depression, anxiety and self-harm in
Australian adults.

° Half of all mental health conditions begin before the age of 14, ™ gnd around
three quarters by age 25. oxvil

® One In seven Australian chlildren aged 4 = 11 years experience a mental health
issue each year.ooix

° The suiclde rate among young peopie is at the highest level In over a decads,
and now accounts for around one-third of all deaths In those aged 15 to 24 .4
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. The impact of these Issues can be significantly reduced by intervening early. In
this context, ‘early’ can mean both intervening in the early years and at the early
stages of a mental health issue developing.

58 Australia has come a long way in recent years in the area of youth mental health and that
continues to be an area for attention and investment. However, If by the age of 14 one in
every two people who will develop a mental health condition has already been affected,
walting until the teenage years can be too late. The first 1,000 days has the greatest
potentlal to impact health and wellbeing throughout our lives X' Students with persistent
emotional or behavioural problems in Year 3, fall a year behind their peers in numeracy
by Year 7, with simllar, although smaller trends, in reading.X" This education gap can
persist or worsen across a child's education.

59 Starting early is the most powerful means of changing Australia’s mental health trajectory
at a population level and reducing the incidence of mental health conditions. The World
Health Organization concludes that: “While comprehensive action across the life course
Is needed, scientific consensus is considerable that glving every child the best possible
start will generate the greatest socletal and mental health banefits.™"

What research has Beyond Blue completed or funded with respect to early Interventlon or
detection, and what does that research say?

60 Since 2000, Beyond Blue has invested approximately $70 million across 300 mixed
method research projects focused on depression, anxiety and sulcide prevention. This
has included support for research which shows the effectiveness of prevention and early
intervention in the places where people live, work and learn.

Early chlidhood

61 In 2018 Beyond Blue commissioned the Sax Institute to review the evidence on
preventing anxlety and depression in childhood. A range of high-quality systematic
reviews have demonstrated that preventative approaches have consistently significant
effects in reducing anxiety, depression and internallsing symptoms and disorders in
children and adolescents. v

° Despite strong evidence for the afficacy of a range of programs, they are not
widely available in Australia. See the Sax iInstitute evidence check at attachment
'‘GH-2' to this statement. Also attached to this statement and marked ‘GH-3' is a
document outlining relevant programs. There is ne national framework under
which they would be delivered or funded. Implementation Is therefore limited to
pllot programs, which have limited reach and lifespan.
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° Beyond Biue continues, with others, to advocate for a national network of
integrated children’s mental health and wellbeing supports and services, so every
child and parent/caregiver can access multidisciplinary professional and peer
support online and in their local communities.

Workplace

62 Beyond Blue is an active member of the Mentally Healthy Workplace Alliance, which wili
be developing a National Workplace Initiative to bring together [n one best practice hub
the evidence, tools, resources and links to assist workplaces to become and stay mentally
healthy. The 2019 Federal Budget commitied funding to the Alliance via the National
Mental Health Commission to develop this initiative, While engagement will determine the
final design and implementation details, the National Workplace Initiative could include:

. A definitive national workplace mental heaith online resource, detalling
‘what works’ and clear, step-by-step processes for taking actlon. All
employers would be able to voluntarily choose a level of commitment that reflects
thelr maturity and aspirations, providing employers with a pathway that suits their
needg, including their-legal obligations, and where appropriate, more asplrational
attainment, such as becoming an employer of choice in respect to mentally
healthy workplace culture and practices.

. Simple, practical Implementation guldance materlal. Including a suite of
online tools and guldes to assist workplaces to convert their mental health
strategles into actlon.

° Implementation support to help workplaces navigate, develop, implement and
measure workplace mental health strategies; and Identify case studies and
workplace mental health champlons within business and industry to encourage
adoption and knowledge exchange.

This wil link to and not duplicate State and Territory Workplace Health &
Safety/Workcover Schemes. It will aim to support Australia’s 13 million workers and more
than two million business owners to achieve their best possible mental health, to reduce
stigma, to have positive cultures and encourage people to seek help early to support their
recovery from stress or mental heaith conditions. More detailed information on workplace
mental health can be found at the Heads Up webslte (https:/Awww.headsup.org.au/) and
in the Mentally Healthy Workplace Alliance's submission to the Productivity Commission
inquiry into mental health,®v

63 Almost one-quarter of the workforce experience mild symptoms of depression that leads
to absenteelsm of 50 hours per person per year. A further 8 per cent experience moderate
to severe symptoms of depression that leads fo absenteslsm of up to 138 hours per
person per year.X"
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64 A PwC study found that Australlan workplaces can expect a positive return on Investment
(ROI) of 2.3:1, or an average of $2.30 in benefits for every dollar invested in workplace
mental health.®' This is supported by international evidence that suggests an average
ROl of 4.2:1.xv

Community

85 Low intensity programs, such as NewAccess, offer evidence-based support for people
with mild to moderate anxiety and depression.

66 NewAccess in an Innovative early intervention service that commenced in Australla In
2013 and is currently implemented in 17 locations Australia-wide. The program is funded
reglonally, by local Primary Health Networks. Sites include metropolitan areas, such as
Brisbane and the Australian Capital Territory, and regional towns, such as Mt Isa in North-
Woest Queensland.

67 The service utilises Low-intensity Cognitive Behavioural Therapy for people with mild to
moderate depression and/or anxfety. It is based on the successful UK Improving Access
to Psychological Theraples (IAPT) Initiative, which was shown to be effective in treating
mild to moderate depression or anxiety.x

68 The program model is unique in the Australian mental health sector for several reasons:

® People can self—refer — a health professional referral is not required;

° it was specifically designed to reduce stigma associated with accessing mental
health services;

® It is delivered by a specially trained, new and locally employed coach workforce
(with clinical supervision), thereby freeing up psychologists and other highly
treined mental health workers to undertake higher-intensity interventions with
people who have more complex needs. Coaches come from all walks of life,
understand the local context and often themselves have personal experience of
depression and anxlety.;

. It currently provides up to six sessions free of charge, with no co-payment;

. Sessions can be delivered In a variety of formats: face-to-face, via telephone or
teleheaith; and

° Clinical and wellbeing outcomes are measured at every contact between the
coach and person and are visible In real time, over time, to the person, the coach,
the clinical supervisor and funders.

69 The program structure is highly compatible with a ‘stepped-care model' of mental heaith
care, meaning that whilst it targets people with low to moderate needs, it can provide
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'step-up’ referrals to those requiring more intensive assistance. NewAccess Coaches, in
consultation with thelr clinical supervisor, refer people with more acute needs or who are
In crisis to more appropriate services via their GP and PHN, and Initiate risk procedures
In the cases where high-risk clients need more support.

70 An evaluation of the pllot by Ernst and Young found:

. High referral acceptance and retention rates: 88 per cent of all people referred to
the program proceeded to treatment, and 72 per cent continued treatment to
completion.;

° High recovery rates: 67.5 per cent of people who participated in the trial were
below the clinical threshold for anxiety and depression when they finished
treatment. Recovery rates in current services are now Iifting to 70 per cent and
bayond; and

) The program is cost effective: the Indicated cost-benefit ratio is 1.5. It also
reduces the level of demand on upstream services.

7 Although they play a fundamental role In the stepped-care framework for mental health,
evidence-based, evaluated low-Intensity services like NewAccess are not widely
avallable and do not exist within a unlversal funding framework that would make them
sustainable and increase accessibility. Additionally, even where they do exist, they are
often not widsly recognised or utllised by key referral points, such as GPs. Awareness of
the role that low Intensity services can play and understanding the evidence for their
efficacy need to be increased In order to see a larger uptake.

Latest research profects

72 Announced in May 2019, Beyond Blue Is supporting the Centre of Research Excellence
in Childhood Adversity and Mental Health, a $2.5 miliion five-year project led by the
Murdoch Children’s Research Institute and jointly funded by Beyond Blue and the
National Health and Medical Research Council (NHMRC). Attached to this statement and
marked ‘GH-4’ is a copy of a short summary of the aims and timeline of the Centre of
Excellence Research In Childhood Adversity and Mental Health.

73 The Centre is led by Professor Harriet Hiscock (Murdoch Children's Research Institute)
and involves researchers from across Australia, Including Monash University, the
Unlversity of Melbourne and the Universlty of New South Wales. This five-year Initiative
(2019-23) will investigate which adverse childhood experiences and the developmental
stages at which they occur are most associated with depression, anxiety and sulcidality.
It will research which interventions are most likely to be sffective and aim to create a
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sustainable service approach, co-designed with end-users, to improve children’s mental
health.

74 Beyond Blue has also partnered with the NHMRC in jointly funding a $2.5 million Targeted
Call for Research to explore ways to prevent depression, anxiety and suicide among
elderly Australlans and on improving the detection and effective management of these
conditions through new and existing Interventions and models of care. Seven projects
were successful and have been funded through this scheme. Attached to this statement
and marked ‘GH-5' is a document outlining these projects.

Past research projects

75 Attached to this statement and marked ‘GH-6' Is a document providing examples of past
research relating to early intervention or detection.

76 A full list of Beyond Blue research projects can be found online
(https:/fwww.beyondblue.org.au/about-us/research-projects).

Why Is early Iintervention important?

77 Early Intervention supports and services can also make a huge difference both socially
and economically. About half of people affected by mental ill health never seek treatment,
or spend years suffering before they do.

78 Early Intervention can reduce the Impact and severity of mental heaith conditions.! We
want people who are beginning to experlence mental health issues to take steps early to
prevent their symptoms worsening and for those who may have longer term Issues to be
supported to manage their mental health challenges and live contributing lives within their
communities.

79 Most mental health Issues can be dealt with effectively if the right supports are received
early. An article in the Lancet notes that “early interventions can provide long term health
and socioeconomic beneflis by prevention of the onset of mental health problems and
thelr development into chronic disorders” it

80 The concept of early intervention can be considered from three perspectives: early in life,
early in illness and early in episode." This threefold structure helps to identlfy the kinds
of supports that are needed. Firétly, we cannot let up on Increasing mental health
awareness and literacy, and reducing stigma and discrimination (which work against both
symptom recognition and help-seeking behaviours), at a population level, so that the early
development of mental health issues Is recognised and acted upon. We should be
investing In proactively developing and protecting children’s mental health, which sets us
up for the rest of our lives. Where mental health issues do develop, people shouid be able
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to access effective support and treatment as early as possible that reduces negative
impacts and sets a positive path to recovery. Even for severe and complex mental health
conditions, there Is evidence to show that early intervention can be effactive for children
and young people'v and adults'.

81 Ninety-seven per cent of the population are either mentally well (0 per cent), at risk of
developing a mental health condition (23 per cent) or have a mild to moderate mental
health condition (14 per cent) - see Figure 1 below.™ Most people (80 per cent) who have
a mental health condition have mild-moderate depression or anxiety.

Flgure 1: Mental health levels of need In Australla

0.0% 10.0% 20.0% 30.0% 40.0% 50.0% 60.0% 70.0% 80.0% 90.0% 100.0%
= Welfl Population = At Rlsk Groups  Mild Mental lliness - Moderate Mental lliness = Severe Mental lliness

82 Low intensity prevention and early intervention supports and services are what the great
majority of our population needs to protect their mental health and recover from mental
health issues relatively quickly, as detalled in the stepped-care model used by Primary
Health Networks to plan and commisslon services and supports regionally (refer Figure
2 below). Services consistent with the UK National Institute for Health and Care
Excellence (NICE) Guidelines,"" such as coaching, digital support and self-guided
Interventions, can match the level and complexity of needs with the right service type and
level.
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What do you consider to be the relationship between mental lilness prevention/early
Intervention and sulclde prevention?

83 The relationship Is not stralghtforward. To start with, not all people who take their own
lives are experiencing mental illness and only some people who live with mental health
issues become sulcidal.

84 However, there are some clear links and risk factors:

° Sulcide is a ieading cause of death for people significantly affected by mental

iliness. ™
. Depression Is a major cause of suicide. i
° The suiclde rate among people with a mental lliness is at least seven times higher

than the general population.
. Peopie recently discharged from psychiatric care are at higher risk of suicide. !

° People who have attempted suiclde are at an increased risk of re-attempting
and/or dying by suicide and can benefit enormously from person-centred
aftercare when they are discharged from hospital following a suicide attempt. It
is estimated that assertive follow-up interventions in the community = both clinical
and psychosocial — which are tailored to a person's needs can reduce suicidal
re-attempts by up to 20 per cent.b

° Knowing someone who has recently died by suicide may also increase risk.xv

85 We must also remember that the causes of suiclde are complex and Individual to each
person. Often people who are considering suicide are dealing with a combination of poor
mental health and difficult Iife events. But with empathetic and effective treatments and
social supports, and time, many who have thought about or tried to end their lives, find
their way back to living.

86 Factors that may contribute to sulcldal thinking and behaviours include: stressful life
events Including trauma, poor relationships, homelessness, unemployment and financlal
stress, mental illness, physical illness, drug or alcohol abuse, and poor living
circumstances. By contrast, there are protective factors that make us more resilient and
can reduce suicidal behaviour, such as: supportive soclal relationships, a sense of
control, a sense of purpose, posltive relationships and family harmony, effective help-
seeking, meanin.gful work and connections to good health and community services.

87 It can be helpful to think of mental health as a dynamic continuum rather than a static
binary which is either set o ‘healthy’ or ‘mentally ilF’. This continuum is Impacted by all the
dimensions of our llves — our physical health, our emotions, our thoughts, how we function
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each day and the soclal and economic circumstances that we find ourselves in.
Sometimes one of these areas is going particularly badly and sometimes all of them
combine to have a greater Impact. While sulicide is not necessarily the outcome of
struggling in one or more domains, attending to them will positively increase a person's
mental health and wellbeing.

88 In 2014, Beyond Blue released the findings of a research project conducted by the Black
Dog institute In association with the NMHRC Centre of Research Excellence in Suicide
Prevention.™ This research revealed common risk factors and a common pathway
leading to suicidal behaviour in men. Awareness of this pattern Is Important because it
provides a gulde for when and how to interrupt suicidal behaviour, and what warning signs
may look like. Four traits or experlences were common among suicidal men:

® Depression or disturbed mood;

Beliefs and personal values with strong emphasis on mascullnity and stolcism;

Stressful life events: and

A tendency to withdraw, or avoid problems, in order to cope.

89 When these four features interacted and got worse over time, this increased the risk of
sulcide, and created various barrlers to treatment or intervention. For example, men
reported that having traditional ‘masculine' beliefs often meant they felt shame, did not
accept feelings or ask for help. Therefore, when stressful events happened, many
withdrew or attempted to numb themselves with alcohol or drugs. This avoidance and
isolation tended not to improve problems but made them worse, pushing people further
along the path towards suicidality.

80 Research participants reported that suicidality tended to develop over three stages:

° Depression and stress interact, creating a downward spiral in mood and activity;
° Over time, these experiences lead men to have sulcidal thaughts; and

® Finally, they ‘hit bottom’ and become hopeless. At this point they may attempt
suicide.

21 The research algo found that men may show subtle or more overt warning signs to famlly
or friends, which can provide clues as to what stage of suicidality the person is In, as well
as clues for the best way to Intervene. Warning signs, therefore, act as a useful guide for
how to interrupt the path towards suicide. Educating the community about these warning
signs, and how to respond safely and with sensitivity, is an essentlal part of a multi-
faceted strategy to prevent suicide.

92 Warning signs might Include:
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° A sense of hopelessness or no hope for the future;

® Isolation or feeling alone — “No one understands me™:

] Aggressiveness and irritablility - “Leave me alone”:

° Possessing lethal means — medication, weapons;

° Negative view of self — “I'm worthless”:

. Drastic changes in mood and behaviour;

® Frequently talking about death — “if | died would you miss me?*;

) Self-harming behaviours like cutting;

. Risk-taking behaviours - “I'll fry anything, I'm not afraid to die";

° Making funeral arrangements;

. Giving things away (clothes, expensive gifis) - “When I'm gone, 1 want you to
have this”;

. Substance abuse;

. Fesling ilke a burden to others — “You'd be better off without me™:

. Talking about suicide — “Sometimes | feel like | just want to dig".b™

There are also many people who experience forms of psychological distress that may
serve as early warning signs of suicidality. Intervening early with the right support can
help these people before they escalate into crisls.

Beyond Blue Is advocating with many others for a universal system for suicide prevention
so all people, at any time or in any place, can get the support they need when they are
feeling suicidal. Such a system should take a social determinants approach, recognlsing
that suicidality is influenced by communities, relationships and a range of soclo-economic
factors. The system shouid target a variety of positions on the continuum of suicidality,
supporting, for.example:

° everyone In the community to have the skllis and confidence to know the
warning signs of suicide and to have active, safe conversations with people
who are at risk of suiclde.™" The evidence to support direct conversations
about suicide by the gerieral community can be found in a national research
study, which found everyday Australians want to help family and friends at risk of
suiclde, but are unsure how to Identify and respond to the warning signs. bt

The research was commissioned by Beyond Blue and conducted by the
University of Melbourne and Whereto Research Based Consulting, with the aim
of understanding what advice can be given to the public to increase the likelihood
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that they will ask about and support someone who may be at rigk of suicide to
stay safe and get the help they need. The research also involved people with
recent experience of suicide and sulicldal behaviour, who said that they want
others to listen to them and show they care. The findings confirm vital information
about public perceptions of suicide and people’s ablility or willingness to respond
to suicide risk. The findings and recommendations provide a clear indication of
what is useful, what is not and address some common myths that still exist around
sulcide and suicide prevention.

As a first step to respond to the research, in late 2018 several sector
organisations collaborated to self-fund & national social media campaign,
#YouCanTalk."™ The campaign tackled some of the myths about talking openly
and directly about suicide and gave the public some practical tips about how to
inltlate such a conversation with someone they may be worried about, including
what to say and what not to say, and how to respond.™® The collaboration is
continuing, with plans for another burst of activity later in the year. Importantly,
any person or organisation can use the hashtag to promote healthy conversations
to prevent suicide.

. people In pre-sulcidal distress, with brief, low Intenslity Interventions to
address early signs of distress that can be accessed through self-referral (e.g.
helpiines, online peer forums, online therapies) or referral by community
gatekeepers (e.g. GPs, nurses, community workers and first responders).

The Scottish Government Is piloting a Distress Brief Intervention program In four
sites. The intervention is a time-limited and supportive problem-solving contact
with an individual in distress. Itinvolves a two-level approach. At level 1, 2 person
presenting in distress to accident and emergency, Police Scotland, Scottish
Ambulance Services and primary care, is offered a compassionate interaction
and a referral into Level 2. At level 2, the person Is contacted within 24 hours of
referral and provided with compasslonate community-based support, including
problem solving, wellness and distress management planning, and signposting,
for up to 14 days.

® people experlencing sulcidal ideation to stay safe, in appropriate places In
the community. Thoughts of suicide and suicidal crises are often temporal. Easy
to access, personalised safety plans (for Instance, the BeyondNow app™) can
be made and used by people when they are feeling unsafe or suicidal. While
everyone's plan will be unique to them, the process and structure are the same
— it prompts the person to work through the steps untll they feel safe. We also
need to scale up altemnatives to clinical and emergency department seftings,
which often escalate and intensify sulcidal feelings: we need ‘safe spaces’ in local
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communities with support from family, friends, peer workers and others.
Examples Include:

- Drop-in style ‘safe haven' cafés where someone in distress can
recelve comfort, de-escalatlon assistance and advice from a peer
worker. Examples are the highly successful cafe in Aldershot,
North East Hampshire™ and the new Safe Haven Café at St.
Vincent's Hospital in Melbourne.™! An economic evaluation by
PwC found that the St Vincent's café saved the hospital $225,400
in avolded admisslons to the Emergency Department (ED) and has
significantly Improved the outcomes for people living with mental
fiiness in the community.

- Residentlal homes staffed by peer workers alongside clinicians.
The Maytree Suicide Respite Centre in North London Is a
resldential sanctuary offering free 4-night/5-day residential stays
for people in suicidal crisis.™ An evaluation revealed positive
qualitative and quantitative resuits after three years of operation.
Guests showed a statistically significant reduction in problems and
rigks on exit, and the majority of ex-guests surveyed had improved
from ‘clinical’ to ‘normal’ within three months. v

- Coordinated respite centres. Crisis.Now is a diversional program
run In Arizona, US that comprises short-term, sub-acute residential
crisis programs, a centralised call centre to triage calls from
people, and a 24/7 mobile crisis team that collect people and bring
them to the centres. Early results indicate Crisis.Now saved $37
million in ED costs, reduced psychlatric waiting times by a
cumulative 45 years, and diverted an equivalent of 37 full-time
equivalent police officers away from conveying people to
hospital,bov

. people who have attempted suicide, with assertlve aftercare. For instance,
Beyond Blue's The Way Back Support Service which provides non-clinical
support In the first three months following discharge from hospital for a suicide
attempt or sulcidal crisis. v

What needs to be done to better address determinants of mental lliness, and assist In early
intervention and detection?

g5 Beyond Blue recently made a submission on this subject to the Productivity Commission
Inquiry into the economic impacts of mental lll-health and we are currently preparing a
similar paper to submit to this Royal Commission.
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96 Both Commission processes have the potential to bring about genuine reform via policy
decisions that take a social determinants approach and plan long-term Investments for,
and measurement of, integrated and person-centred responses to improve the mental
health of Australians and prevent suicide. The coinciding of the inquiries allows an
unprecedented and unique chance to coordinate and co-design this planning, Investment
and declslon-making by the Commonwealth and Victorian governments. This Is an
opportunity fo resolve and clarify respective roles and responsibliities and showcase how
national and state systems can work together beyond election cycles. Several exampies
of what this could look like are provided below.

97 Mental health conditions such as anxiety and depression should be prevented from the
early years by developing a system to support the mental health of every child and their
family. Victoria already has parts of a system infrastructure In place, from perinatal to
maternal and child health services, immunisation, early childhood and primary education.
These systems rightly reflect the importance of childhood physical and educational
development. However, they do not currently place an equal emphasis on monitoring or
supporting children’s social and emotional development.

98 Parents, carers and professionals involved in children's lives should be equipped with the
knowiedge and tools to identify emerging behavioural and psychological issues — and the
pathways to more specialist supports and services — just as they do with physical health.
These approaches should be universal and targeted, to ensure those famllies and
children who would most benefit get focused support. When problems are identified In
children's emotional wellbeing, access to relevant services and supports is currently
mixed. Evidence-based supports should be available across the state and accessible
without cost or geography acting as barriers.

29 In education settings, the Commonwsealth-funded Be You Initiative Is showing how we
can take the learnings from evidence-based approaches and scale them up nationally.
This universal approach could be enhanced in Victorla with complementary, targeted
investments In children and youth services and psychological services for the education
workforce. National and state data should be linked and shared to measure progress and
outcomes.

100  Mental health conditions such as anxiety and depression should be prevented In
workplaces by supporting the Commonwealth-funded National Workplace Initiative to
encourage mentally healthy workplaces. State Governments are aiso doing a lot to
encourage and facilitale heaithy and mentally healthy workplaces. The Victorlan
Government couid commit to work with the Commonweaith to Integrate Its own activities
with the national initiative.
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101 While recent positive progress has been made, thers is also much still to do to ensure
that state-based WorkCover schemes take mental health into full account and state
workforces, Including police and emergency services, operate in environments that
promote and sustain mental health.bvl

102 We need to put the missing steps in stepped-care by building an early Intervention system
of low Intensity, non-clinical mental health supports and building the peer workforce. While
much of the implementation of the stepped-care model relies on PHNs, the Victorlan
Government should be working collaboratively to Identify and respond to service gaps,
such as those created by the introduction of the NDIS* and to employ more and create
career pathways for peer workers. Pooled funding at a regional level would enable Joint
pianning, commissloning and measurement.

103 The suicide toll can be reduced by building a system of universal support for everyone In
suicidal crisis or distress. Beyond Blue has been working with the Victorian Government
to realise the complementary benefits of the Hospital Outreach Post-suicidal Engagement
(HOPE) Initiative with the national rollout of The Way Back support service. However,
there is much more that can and should be done at earlier stages of suicidality. As the
recent Beyond the Emergency report™= has shown, there are significant demands on
paramedics who attend people in suicidal distress but very few options other than taking
them to an Emergency Department. A wider set of responses, such as those detailed
above (paragraph 94), should be pursued to reduce Victoria's suicide toll.

104  Pursuing greater equity and inclusion by supporting the self-determination and efficacy of
population groups who continue to experience poorer social and emotional wellbeing and
higher risk of suiclde should be a priority. These groups Include Aboriginal and Torres
Strait Islander peoples, LGBT! communities, people affected by trauma, and psople from
regional and rural Victoria. This should take a whole of life, whole of government approach
and include prioritising safe and affordable housing as foundational for good mental
heaith. The Productivity Commission has also identified interaction with the Jjustice
system, which Includes courts, prisons and the systems and processes that lead peopie
in, through and out of these Institutions, as having a significant impact on mental health,
as well as having disproportionate representation by people with mental health
conditions,box!

105  Victorfa has taken some positive steps towards Aberiginal self-determination, including
the transfer of housing and out-of-home care responsibilities to Aboriginal-controlled
organisations, and the introduction of a process to explore treaties with Aboriginal groups
across the state. However, there is still much that needs to be done to close the gaps In
Aboriginal social and emotional wellbeing and | am sure the Royal Commission will hear
evidence as to the solutions from Aboriginal and Torres Strait Islander people.
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People who live with disadvantage typically experience mental ill-health at rates two to
three times that of their more advantaged counterparts, yet often access support at rates
two to three times lower."=! Without concerted, long-term and bipartisan action — and
addressing broader social determinants and equity - people with the greatest needs will
continue to miss out.

Over recent decades, there have been many consistent themes in the analysis of our
country's challenges with mental health and the solutions that could fix them. These
Include:

° Collecting and linking the right data {(across jurisdictions, regularly and in as real
time as possible), analysing patierns and trends, and linking service funding to
levels of demand and outcomes. The National Survey of Mental Health and
Waellbelng™" provides rich and reliable population data on Australia’s mental
health but has not been conducted since 2007. The national Better Access
scheme has greatly Increased the utllisation of mental health plans and
psychological therapies through Medicare subsidies but has not systematically
gathered the outcome data that would demonstrate its impact and is not linked to
state-funded services data. While we do have data around hospital admissions,
this limits our focus to moments of crisis and does not connect with interventions
before or after admission. Furthermore, mental health supports in other systems,
such as prisons or homelessness services, do not contribute to a shared data
set, so we have very limlted understanding of individual trajectories or crossover
points.

® There appears to be a reluctance to set measurable cutcome measures and long-
term targets to which governments and providers could be held accountable. The
Fifth Natlonai Mental Health and Suicide Prevention Pian, for Instance, lists 24
indicators that could help to measure Australia’s progress but stope short of
aligning these indicators to specific targets. Getting the right data requires
widespread agreement on the tools for data collection and having the systems in
place that allow the result sets to be linked and shared for analysis.

° Responding to the real-ife experiences and needs of people and families affected
by mental ill health and suicide. This means the genuine inclusion of consumers
and carers In governance and decision-making, co-design, implementation and
evaluation of services and supports.

e Psychosoclal models and supports in the community ~ delivered by a range of
workforces — need to be valued more and be integrated with traditional bio-
medical models and services. In 2016-17, 6.45 milllon people received elther
mental health related prescriptions or Medicare-subsidised clinical mental health
services. Only 420,000 people or 6.5 per cent of this number accessed
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community mental health services.=v A key finding of the 2014 National Review
of Mental Health Programmes and Services by the National Mental Health
Commission was the need to shift funding and resources from costly
‘downstream’ programs (ED presentations, acute admissions, avoidabie
readmissions) towards ‘upstream’ services (population health, prevention, early
intervention, recovery and participation).” We need the deep and specialised
expertise of clinical services when our mental health demands it but we are all
better off if we never get to that point in the first place. Psychosocial models
address both psychological and soclal aspects of behaviour and mental health.
Psychosocial supports look at the whole person and their needs and invest in
their wellbeing, often focussing on those vital social determinants of health that
can contribute positively or negatively to the development of further crises.

° New workforces need to be developed, scaled up and supported. This Includes
the peer workforce.

. Matching investment and service responses to individual and community needs.
The stepped-care model takes us in the right direction to more personalised care,
though ultimately still ends up with quite broad categories of both assessment
and treatment options. We need a system that offers “the right care in the right
place at the right time" but too often our existing approach fails to deliver on all
three counts.

. The greatest gains come from investing early, which applies to both age and the
development of symptoms. We should be thinking more broadly across children’s
health and development to routinely check on emotional wellbeing in the same
way that we do for physical wellbeing. Our children go through standard
processes and a serles of measurements across their early years that could be
augmented to include emotional wellbeing as an expected milestone. Where
concerns are identified through this process, tailored support that takes into
account the individual child and family circumstances should be made easily
available and widely accessible.

* Many people experlence mental health and ill-health in cycles or episodes that,
with the right preventative and early Intervention planning and supports, can be
proactively managed and the effects mitigated. With the right, personalised
package of supports and opportunities to participate, people who live with severe
and enduring mental ill health can function well and contribute significantly to thelr
communities and the economy. This relles on interventions that minimise the
Impact on functioning of mental lliness and facilitate recovery. Where mental
health issues are episodic, a different approach to 'early intervention’ is required
because the pathway is non-linear.
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What do you consider are the most significant challenges facing the mental health system
In preventing mental iliness and intervening early?

108  The first challenge Is lack of long-term, inter- and intra-government design and planning
and lack of clarity of roles and responsibilittes. This Is exacerbated in times of fiscal
constraint and by electoral cycles. We need a commitment to long-term structural change
of financing, service design, workforces and measurement if we are to realise
longstanding national policy commitments: a comprehenslve, a long-term blpartisan,
multiievel strategy and implementation plan that has clear goals and is resourced to
achleve them. While most investment continues to be tled up In comparatively expensive,
tertiary, clinical services, It is incredibly difficult to "shift the pendulum® (as the National
Mental Health Commission’s review recommended in 2014) and rebalance investment
over time to resource praventive and early intervention strategies.

109  Too often there is an ‘either/or' argument made when it comes to investment declsions,
which likely reflects the reiative underinvestment in mentai health and suicide prevention
relative to the burden of disease or years of life lost. This, combined with a sector that at
times is unable to reach consensus or specificity, contributes to a pattern of short-term
thinking, disaggregated programmatic Investments and pilots. For example, arguments
are increasingly made that we need to reduce awareness activities to Invest in more
specialised acute and community-based services. These choices should not be binary.
We need balanced investment in all parts of the continuum and by all levels of
government to build a true system. We cannot be complacent about the gains we have
made in literacy. We still have a long way to go in the reduction of stigma and elimination
of discrimination: mental health issues begin long. before a person enters any mental
health system — in communities, homes, childcare, education and workplaces.

110 We also need a balanced portfolio of services and supports that match people’s needs —
right care, right time, right place — a continuum of responses that provides more
personalised (and therefore more effective) support and treatment than the disconnected
and sometimes limited number of options most people and professionals at the front line
have today. For example, ambulance service data from slx States and ‘Territories,
including Victoria, shows that the hospital data we have on men's mental heatth crises,
suicidality and seif-harm Is just a fraction of the number that generate ambulance
attendances.”> Currently paramedics have few choices but to transport people to
hospital EDs, which are environments that often elevate psychological and suicidal
distress.

111 Ofthe 30,000 men who had an ambulance attend to them in a year, 42 per cent had mors
than one ambulance attendances; over seven per cent had called an ambulance ten times
or more. This study confirms that we need different thinking and better options for people

78213695 page 20
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in crisis, and for police and paramedics, to stop the revolving door of mental health and
sulclde crisis presentations to EDs.

112 If these people do not have life-threatening injurles, they are better served in alternative
‘safe spaces’ in the community, such as The Haven in Melbourne. These safe spaces
provide an alternative, calm environment, in the communlty or sometimes onsite with
hospitals and other health services, staffed with people trained to deal with these Issues
and wha have the time it takes to support peopls in crisls. They are usually peer led.

What key changes to the mental health system do you consider would bring about lasting
Improvements to Victorla’s abliity to prevent mental lliness and Intervene oarly?

113 Reducing stigma, especlally now self-stigma, and discrimination continue to be critical to
moving forward. We need to keep changing the conversation about mental health and
suicide prevention, building understanding and confldence so that indlviduals, families
and communities know how to care for and protect themselves — and, when issues do
arise, people are not ashamed to seek help.

114 The stepped-care model is important because it helps us to see across the mental health
continuum, to recognise gaps and to design and deliver interventions that are more
appropriate to each person’s individual situation. At the moment, we are too limited by
the most common solutions at hand (medication, psychological services funded through
Medicare and State-run specialist and acute services) so our responses frequently do not
match the nuance of people’s needs. While there are good and evidence-based solutions
outside of this, they do not exist at the scale needed fo meet people at thelr point of need.

116  In addition to the points made above about jolned up, long-term planning by all
governments, investment in more community-based services and supports (from peer led
safe spaces to sub-acute step up and step-déwn options) will help to fill out the “missing
middle” between primary care and acute care.

116  The contemporaneous Productivity Commission Inquiry presents an excellent opportunity
for the Royal Commission to make complementary recommendations that build towards
a truly integrated and planned system.

print neme Georgira Harman
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About Beyond Blue

Please describe what Beyond Blue is and what its aims are.

Beyond Blue is an Independent, not-for-profit organisation that works to support everyone
in Australia achieve their best possible mental health and prevent sulcide. We do this by
promoting good mental health; preventing the onset of mental il health; providing
services, programs, resources and tools that support people to recover from and manage
mental health condltions and prevent sulcide; and through incubating new models using
new workforces, research and advocacy. We have a particular focus on the most
prevaient mental heaith conditions, anxlety and depression, as well as preventing suiclde.
Around one milllon people In Australia experience depression and two million experience
an anxiety condition each year. Eight Australians dle by suicide and an estimated 200+
people attempt suicide each day.

We belleve that the biggest changes will be made by addressing mental health positively,
proactively and as early as possible, so we prioritise health promotion, prevention and
early intervention. We want those who live with mental health conditions to be able to live
well and to have opportunities to contribute as valued members of thelr communities. This
may mean better access to treatment and support, but it also includes reducing stigma,
prejudice and discrimination. We collaborate with people who have personal experience
of mental health Issues and suicide to change the conversation, tackle stigma and
discrimination, identify our prioritles and design and evaluate what we do.

We want people at all levels of suicidality to know that they have support, and that there
is hope for a better future.

(a) What Is Beyond Blue’s role in the mental heaith system?

As a national organisation, Beyond Blue's core functions are mental health
promotion, prevention and early intervention where people live, learn, work and
play. We also pilot and help to scale up new service and support models that
meet people’s needs and fill service gaps.

With over 85 per cent of Australians knowing about Beyond Blue, each year
millions of people, families, workplaces, education institutions and community
groups come to us seeking advice, Information, support and guidance.

Finally, we engage in research, policy development and advocacy so that
Australla’s major structures and systems refiect the best possible knowledge,
evidence and expertise.
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Beyond Blue's major activities are outlined below.

8ix priority areas for strategic impact: Beyond Blue delivers a sulte of integrated initiatives
across six areas that we believe are essential to improving Australia’s mental heaith and
preventing sulicide.

1. Prevention and ¢ Healthy Familles: providing practical resources to build children’s resilience and
early intervention support mentally healthy parents and carers. 380,000 unique website visitors in
where people live, 2017/18 with 80% reporting greater involvement in their child’s life.

work and learn » Heads Up: facilitating the adoption of workplace mental health strategies in

organisations across Australia; lifting resilience, recovery and productivity. 430,000
website visits in 2017/18.

e Be You: Australia's national education initiative, supporting educators to change
the mental health trajectory of children and young people. In five months since
launch, 52,000+ individual leamning accounts created; 2,200+ early learning
services and 4,100+ schools signed up.

2. New service * NewAccess: coaching people with mild-to-moderate depression and anxiety from
innovation o support 22 sites; dellvering a recovery rate of 70 per cent and a cost-benefit of 1.5.

reform of the mental |« The Way Back: supporting people after a suicide attempt with one-on-one, non-
health system clinical, practical support in the community. 8 sites, 3,000+ referrals to date,

expanding to 25 sites nationally.
» BeyondNow: An app for people to develop a suicide safety plan they work
through when experiencing suicidal thoughts. Since 2016 25,500 plans have been

completed.

' 3. Changing the o Campalgns: e.g. '‘Know When Anxiety Is Talking’ to help people to recognise and
conversation - mental take action on anxiety conditions and ‘The Invisible Discriminator’ highlighting the
health literacy, stigma Impact of racism on the social and emotional wellbeing of Aboriginal and Torres
& discrimination Strait Islander people.

* Tradltlonal and soclal media: Beyond Blue reaches millions of Australians dally
through our newsroom contacts, media releases and opinion pleces. Over
760,000 followers on social media.

f —
4, Supporting people (¢ Beyond Blue Support Service: In 2017118 helping nearly 170,000 people with
in need free advice, immediate counselling and referral by mental health professionals.
95% per cent of people are first time users. 2018 independent evaluation iooked at
the immediate and short-term (one month) Impacts of a single session of
psychological support and referral and found: users reported reduced distress and
increased coping abllity, acted on the advice provided by counsellors and were
satisfied with the service. There were statistically significant reductions In distress
{decrease of 42% from pre- to post-contact) and improvements In ability to cope
(Increase of 32% from pre- to post-contact). Improvements were maintained at one
month after recelving the service. Most took action to improve thelr mental health,
with 76% acting within 3 days of contacting the service and 85% within 1 month of
contact.
¢ Online peer-to-peer forums: helping over 1.2 million people a year seek advice
and support from others with similar experiences with measurable positive
outcomes on symptoms and behaviours. One In four users visiting the forums are
actively seeking help for suicidal thoughts or seif-harm, A 2017 review found that




WIT.0001.0018.0034

54% of users said that they felt less depressed, 56% said that they felt less
anxious, after interacting with the forums.

* Beyond Blue website: helping aimost 12 million people a year with Information
and tools to recognise and recover from depression, anxiety and sulcidal thoughts.

' 6. Policy advocacy « Pollcy advocacy: delivering policy thinking and advice through expert analyss,

and research to drive strategic insights and collaboration with key stakeholders.
system change * Research: Since 2002, Beyond Blue has invested $70 million in research to
identify and disseminate best practice.
I 6. Partnering with ¢ blueVolces: an online reference group of more than 8,300 people who provide
people affected by expert insights that inform all aspects of Beyond Blue's work.
anxiety, depression |+ Speakers and Ambassadors: 30 high profile Ambassadors and 240 Speakers
and/or sulcidality undertake 900 national engagements a year, lifting mental health literacy and

helping to eliminate stigma.

1. Who does it serve?

Beyond Blue serves the Australlan community. We are independent and strongly
bi-partisan. We see ourselves as supporting the mental health needs of all people
in Australia, and preventing suicide, both today and for generations to come.

2. How Is it funded?

Beyond Blue receives core funding support from the Commonwealth Government
and every state and territory government In Australla. We also recelve financlal
support, donations and In-kind support from numerous individuals, philanthropy
and corporates.

While the majority of Beyond Blue's overall funding is from governments, most of
this is tied to time limited projects where we are involved in national scaling of
new service models.

Core funding from the Commonwealth, State and Territory Governments makes
up just over a third (35 per cent) of Beyond Blue's annual revenue. Just under 40
per cent is linked to specific, time-imited projects (Be You, The Way Back
Support Service} and 26 per cent comes from fundraising and other community
sources.

Beyond Blue's 24/7 Support Service is funded entirely by donations from the
communlty and other non-government entlties.

A breakdown of forecasted revenue for 2018/19 is provided below.
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Funding Source Amount ($M)
Core funding Commonwealth 16.9 (27%)
Core funding States/Territories 5.2 (8%)
Cwth time limited special purpose grant for national initiative: Be

You in schools and early learning services 22.5 (38%)
Cwth time limlted speclal purpose grant for national initiative: The

Way Back Support Service expansion 2.1 (3%)
Fundraising 11.2 (18%)
Partnerships 0.9 (2%)
Other 2.2 (4%)
interest 1.5 (2%)
Total 62.5 (100%)

N.B. Above numbers do not include value of pro-bono contributions to Beyond Blue

3.

How does it fit with other parts of the mental health system?

There is a frequent criticism that we do not really have a ‘mental health system’.
Instead, we have a serles of fragmented services that do not align well with either
the prevalence, distribution or severity of Australia’s mental health data and
people’s experiences and are overly focussed on high cost tertiary and crisis
services.

Beyond Bluse Is focussed on big picture, structural and behaviour change; trialling
and scaling up Innovative new models and workforces in the settings where
people live thelr lives; and preventing onset of mental illness and encouraging
people to connect and to seek support early. We play a major role in increasing
mental health and sulcide prevention Iiteracy; reducing structural and
interpersonal stigma and discrimination; supporting workplaces and education
settings to become mentally healthy communities; and often signpost or refer
people to support for the first time.

We know that too many people seek support and/or treatment when their mental
health has already deteriorated because the services and supports they needed
In the community were not there earlier. We also know that people on the path to
recovery need support to help them maintain thelr best possible health and lives.
Yat this too is frequently experienced as a major hole in the current ‘system’. The
Insights, experiences and solutions offered by people and famllies who have
personal experlences of mental ill health, suicidality and suicide are too often not
the starting point of design, implementation and evaluation. The systems that
currently exist are not integrated with one another or with the person’s needs and
are largely designed to help people after their problems have deteriorated. We
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need great acute, crisis and emergency services but we should also be investing
much more Into helping people to stay healthy and well In the community.

The system we need is one that is bullt around promoting and facilitating positive
mental health and supporting prevention, early intervention and recovery in the
community, linked to clinical Interventions in acute and hospital settings where
appropriate.

That is why — while continuing our work to raise awareness, educate and tackle
stigma and discrimination — in recent years Beyond Blue has Invested effort and
resources In researching, piloting, proving up and scaling or divesting to others
new community-based psychosocial models that predominately use new
workforces and tools that harness technology. Four examples are provided
below.

1. The Way Back Support Service™ (The Way Back) is a hew suicide
prevention program targeting people discharged from hospital after trying
to take their own lives. It delivers one-on-one, non-clinical care and
practical support that people can relate to following a suicide attempt so
they do not disengage with services they may require. Support
Coordinators deliver the service to help people stay safe and connected
with their support networks and existing health and community services
during a period of high risk and vulnerability. Currently eight sites are
operating in Australia. Since 2014, collectively the sites have received
nearly 3,000 referrals. Up to 25 sites will be operating over the next three
years thanks to a 2018 federal Budget commitment and co-contributions
from participating States and Territorles.

The Way Back is dellvered to people who have been admitted to a
hospital following a suicide atfempt or people experiencing a suicide
crigls. Partnering hospitals assess and refer people to The Way Back
Support Coordinators who then contact the person within 24 hours and
work with them to develop a safety plan. The plan includes setting goals
tailored to the individual which encourages them to re-engage safely in
everyday life. it also reduces barriers to accessing follow-up care and
tracks appointments with health and other soclal support services.
Support Coordinators keep in touch with people regularly, either face to
face, by phone and/or email. The level of support provided Is based on
the needs and wishes of the individual and can vary from a one-off
contact providing essential information, to multiple contacts for up to
three months. The Way Back Is underpinned by robust clinical
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governance structures to ensure safe management and risk escalation
of its clients.

NewAccess™™! is an early intervention, low intensity program designed
by Beyond Blue to provide easily accesslble, free and quality services for
people with mild to moderate symptoms of depression and/or anxiety who
are not currently accessing mental health services. It meets people at
their point of need before they deteriorate to the polnt that requires clinical
intervention.

The model was trialled by Beyond Blue from 2013 - 2016 and is now
being commissioned by a growing number of Primary Health Networks,
delivered by local providers with Beyond Blue providing oversight and
quality assurance. The program Includes an assessment, five
subsequent sessions and a review. At the first appolntment a NewAccess
Coach will complete an initial assessment with the parson and develop a
program to their individual needs. NewAccess Coaches are specifically
trained in low intensity approaches to help guide people through their
tailored plan, Coaches can also assist Individuals to connect to other
support such as employment, financlal, education and housing agencles.

NewAccess is designed to overcome many of the barriers we know exist
to people seeking help: it does not require a referral by a GP or other
health professional; It Is free; It uses non-stigmatising language and
approaches (‘work stress or uncertainty, change in living arrangements,
new parent worrles, family problems, health concerns or uncertainty,
long-term isolation or loneliness, financial worries”); and can be delivered
over the phone, by Skype or In person.

Importantly, recovery outcomes are visible in real time to the person,
coach, clinical supervisor and funder using a range of clinical and
wellbelng measures at every point of contact. Recovery rates were 67.5
per cent during the trial period and have since increased to an average
of 70 per cent in the 17 current service sites.

An independent evaluation in December 2015 showed NewAccess:
. is both clinically successful and economically viable;

® appeals to Australlans — for every person to make an initial
appointment, 88 per cent proceed to treatment and 72 per cent
continue treatment to completion.
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. overcomes stigma — free entry, no medical referral, elther face-
to-face or over the phone sessions, no labelling and practical
exerclses attract those who do not traditionally seek help.

Beyond Blue Connect is a free peer support service that puts people
aged 16+ who live, work or study in Victoria's Greater Dandenong
communlty, in touch with mentors. It Is particularly designed for culturally
and linguistically diverse communities. Peer support occurs when
someone provides support to another person with whom they share
similar experiences. This may include modelling hope and recovery,
sharing knowledge and experience, and providing emotional, social or
practical help. Mentors have had a range of training and experience in
health, community and peer support services. They receive ongoling
training and supervision.

Peopie who access the service are supported to enhance their skills in a
range of areas including stress management and relaxation, goal setting,
decision making and problem solving, self-care, keeping physically
heaithy, building supportive relationships, and navigating health and
communlty services.

Following a successful trial and positive independent evaluation, Beyond
Blue has now stepped back and divested the service model to the
Primary Health Network and local service provider.

Beyond Now, an easy-to-use suicide safety planning app for
smartphones that provides a convenient way for people to develop a
personalised safety plan. Since it was launched in 2016, 25,500 safety
plans have been made.

Every day, around eight Australians die by suicide; more than 200 people
attempt suicide and many more are thinking about sulcide, with many
having made a plan. Often, when someons is thinking about suicide, It is
not so much that they want to die — but that they want their paln to stop
= and there is a part of them that still wants to live, if only life was not so
hard. It can be helpful to have a safety plan for how to get through these
times, to refer to and remind themselves of reasons to live, famlly and
friends they can talk to, ideas of activities to do when they are alone to
ald when they are vulnerable. While everyone's pian will be unique to
them, the process and structure are the same — it prompts a person to
work through the steps until they feel safe.
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The app makes creating and using a safety plan easy by guiding
someone through the steps one-by-one, offering suggestions for each
step. It can be updated or editad anytime and offers the option of sharing
It with support people and health professionals. We encourage people to
work with a health professional or support person to create their plan.

Of course, Beyond Blue works within the systems and networks that currently exist. Those
are the present places, people, services and infrastructures from which the transformation
that we are looking for needs to bulid upon and include. We work collaboratively with all
Australian govemnments, Primary Health Networks, Mental Health Commissions, peak
bodies and service providers. We also work extensively outside the mental health sector
and system in education, workplaces and communities.

Beyond Blue Is a member organisation of Mental Health Australia and Suicide Prevention
Australia. We are a founding member of the Mentally Healthy Workplace Alliance. We
partner In service dellvery with a range of other organisations, including Early Childhood
Australia, headspace, Medibank Health Solutions, Primary Health Networks and
numerous local NGO service providers. We also have many research, philanthropic and
corporate partners.

Who are Its clients?

Beyond Blue's services, programs, resources and tools are used by people from
communities right across the country. Each year around 12 million people visit our
websites. Our Online Forum community provides a safe, anonymous space for over 1.2
million people per year to talk about their mental health and get support from a community
of peers, online moderators and some clinical support from a mental health nurse. In
2018/19 we estimate there will be nearly 200,000 contacts with the Beyond Blue Support
Service.

Be You, the Commonwealth-funded National Mental Health in Education Initiative is
equipping Australian early leaming services and schools with the skills and strategies
they need to ensure that every child, young person and staff member can achieve their
best possible mental health. Since its launch in November 2018, nationally more than
54,000 educators have created individual learning accounts {almost 20,000 individuals
have registered from Victoria) and 2,249 early learning services (459 In Victoria) and
4,180 schoole (1,037 in Victoria) have registered to become Be You learning
communities.

The Way Back Support Service is a non-clinical follow-up service for people who have
attempted suicide or are In suicidal crisis. The Way Back Is operational in eight sltes
around Australla, including In the Australian Capltal Territory, New South Wales,
Queensland and Victorla. Nearly 3,000 referrals have been received In five years of
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operation. Beyond Blue is working with a range or partners to expand the service to at
least 25 sites across Australia.

The Way Back service sites

1.
2.

& N o o o o

Hunter: Movember, Beyond Blue, NSW Government
Canberra: ACT Government

Geelong: Victorian Government under the HOPE initiative
Wagga Wagga, Denlliquin, Griffith, Young: Murrumbidgee PHN
Redcliffe: Brisbane North PHN

Department of Veterans’ Affairs in Brisbane

Lismore, Tweed Heads: North Coast NSW PHN

Casey: South Eastern Melbourne PHN

There are also 17 NewAccess services providing low-intensity Cognitive Behavioural
Therapy coaching to people with mild and moderate mental health Issues around
Australia. Some of these services operate across multiple locations, in regions populated
by over 7.2 million Australians In New South Wales, Queensland and Victoria.

NewAcceass service slites
New South Wales

1.

Central and Eastern Sydney PHN

2 Nepean Blue Mountains

3 South Western Sydney

4, Western NSW

5 Hunter New England and Central Coast
6 North Coast NSW

7 Murrumbldgee

Victorla

8. Gippsland

Queensiand

8. Brisbane North

10. Brisbane South

1. Gold Coast

12 Darling Downs West Moreton

13.

Westarn Queensland
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In November 2018, we launched the second phase of the national anxiety campaign with
the tagline ‘what you're thinking Isn’t what they're thinking’, which aims to reduce self-
perceived stigma about anxiety. More than 700,000 people nationally visited the anxiety
website, and 318,358 anxiety checklists were completed. A new phase of this campaign
began in May 2019.

The BeyondNow suicide safety planning app has recently been upgraded with refreshed
design, content and functionality as identifled by consumer representatives and users of
the app. More than 11,000 indlvidual suicide safety plans were completed nationally in
2018, bringing the total since launch in 2016 to 25,500.

(b) What [s Beyond Blue’s role generally In research Into mental health?

Since 2000, Beyond Blue has invested approximately $70 million across 300
mixed method research projects focused on depression, anxiety and sulcide
prevention.

Research underpins all Beyond Blue's work, reflecting our commitment to
evidence-informed practice and continuous improvement. Beyond Blue is both a
funder/commissioner of research, a partner In research and a translator of
research evidence into policy, practice and behaviour change through our
programs, services and communications.

Our current research strategy is shifting the focus away from support for Individual
research projects and towards support for larger programs of research on themes
aligned to Beyond Blue's research pricrities, which in addition to prevention of
depression, anxiety and suicide, also include prevention of stigma and
discrimination, and the strengthening of health and community services systems.
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An Evidence Check rapid review brokered by the Sax institute for Beyond Blue.
December 2018

This report was prepared by:
Skvarc D, Varcoe J, Reaviey N, Rowland B, Jorm A, Toumbourou JW

Dacember 2018
© Sax Institute 2018

This work is copyright. it may be reproduced in whole or in part for study training purposes subject to
the inclusions of an acknowledgement of the source. It may not be reproducad for commerdal usage
or sale. Reproduction for purposas other than those indicated above requires written permission from
tha copyright owners,

Enquiries regarding this report may ba directed to the:
Principal Analyst

Knowledge Exchenge Program

Sax Institute

www.saxinstitute.org.au
knowladge.exchange®saxinstitute.org.au

Phone: +67 2 91889500

Suggested Cltation:

Skvarc D, Varcoe J, Reaviey N, Rowland B, Jorm A, Toumbourou JW. Depression and anxiaty programs
for children and young people: an Evidence Check rapid review brokered by the Sax Institute

(eavw.saxinstitute o au) for the Beyond Blue 2018,

Disclalmer:

This Evidence Check Review was produced using the Evidence Check methodology in responsa to
specific questions from the commissioning agency.

It is not necessarily a comprehensive review of all literature relating to the toplc area, [t was cument at

the time of production (but not necessarily at the time of publication). it is reproduced for generzl
information and third parties rely upon it at their own risk.
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December 2018
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Executive summary

Background
This document reported a systematic literature review of Interventions (manualised programs and other ,

services} that are Implemented in childhood and adolescence with the alm of preventing anxlety and
depression disorders and symptoms. The report was commissioned for Beyond Blue by the Sax Institute.

Raviaw question
What programs or services for children and young pecple have been shown to be effective in the
prevention cf, and early intervention for, mild depression and anxiety?

Summary of methods

Evaluations of interventlons Implemented In the 0 to 18 age perlod were inciuded basad on rigourous
randomised trial deslgns. Interventions were classified as: universal, where they are applied to an entire
Population; selective, where they target groups with elevated risk; and Indicated, where they target
individuals already showing signs or symptoms of snxdety or depression.! Early Intervention encompesses
both indicated preventive interventions and early case Identification, 1

In erder to identify reviews of Intervantions with the primary alm of preventing mental health problems or
promoting menta! health, keyword and subject headings were searched on 1st October 2018 using online
databases. The literature search idantified 27 systematic reviews that were included in this averview.

A grey literature search was also completed within evidence-based program repositories to identify
Interventlons that have been recommencded for wider dissemination. Interventions were also Identified from
the Included literature reviews.

Evidence gmding

The AMSTAR 2 checklist was used to rats the quality of the 27 included systematic reviews: 8 wera rated of
high quality and 8 as moderata quallty. A ‘thumbs’ rating system was also used to surnmarise the evidance
for specific intervantions, programs and services; 1 thumb up: There are atieast 2 good studles showing
evidence of effects. 2 thumbs upc 3 studies showing paosltive effects; 3 thumbs up: 4 or more evaluations
showing positive effects.

Key findings

There Is high-quallty evidence of effectiveness for programs thet prevent and Intervene aarly in mild
depression and anxiety Iin children and young people. The majority of the included reviews summarised
evaluations examining school-based psychological Interventions. Mets-analyses of these interventions
revealed small significant post-intervention effects in preventing aruxiety and depression. In some cases,
effects persisted at follow-up.

Our search identifled 11 manualised psychologlcal interventions that met our Inclusion aiterfa. In summary,
seven psychologlcal intervention programs were Identified to have evaluation evidence according with s 2
or 3 thumb rating: Friends; the Penn Resillency Program; the Coping with Stress Course; Promoting
Ahternative Thinking Strategles; Blues Program/ Blues Peer Group; CBT Bibliotherapy; and Interpersonal
Psychotherapy Adolescents Skilis Tralning. These progrems are for the mest part US based. A number of
Australlan manualised psychologleal Interventions were Included, however they had lower evidence ratings.
Economic evalustions support school based psychologleal interventions, although the returns are lower than
widely implemented health care interventions.
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Skx other programs were identified as having sufficient evidence to warrant a 2 or 3 thumb rating. These
were: Coplng Cat (555); Famliles and Schools Together { b Physicel activity interventions (ﬁb); the

Good Behaviour Game (& ©y; Mentoring (&£); and Online CBT & ﬁ). All of these programs have been
trialled in Australla. There are very positive economic evaluations for Coping Cat and the Good Behaviour
Game.

Gaps in the widence

We examined the settings and age groups In which Interventions have been evaluated. We [dentifiad few
interventions that have been evalusted in the pre-school age perlod. This may be an Important age period
to conslder for future innovation in prevention programs.

To date, family-ievel intarventions have had few evaluations. There Is a need for Increased Innovation and
evaluation to further trial famliy-level intarventions, Including In the pre-school setting.

Stirting et al 2 presented evidence that community-level factors related to Insecurity and facing racfal and
other minority group discrimination make small but significant contributions to child and adolescent
depression. Future program development and research should investigate community Interventions to
address these community-level risk factors.

A surprising finding was that the effects of bullying prevention programs on child Internalising problems,
anxiety and depression are unknown due to 8 lack of evaluation, Given that bullying prevention programs
are theorstically linked to mental health benefits for both perpetrators and victims, future bullying
prevention evaluations should Investigate these effects.

The present review Identified avaluations of physical activity Interventions. However, there is evidence that
other healthy Iifestyle factors, such as goed nutrition and sleep and avolding substance misuse, may also
contribute to adolescent mental health. ** Future pmgrum_dwelopment and research should investigate
the preventive benafits of chlld and adolescent healthy llfestyle interventions.

Our report Identifled a range of different types of interventions in varled age periods and settings. The
range of interventions allgn with ecologlcal theorles arguing that multl-lsvel factors contribute to child and
adolescent anxlety and depression. Community-level interventions wera identified that use coalition models
to strategically integrate prevention services to address a range of risk and protective factors. At this stage
there has been limited evaluation of the effacts of thesa coslition models on chiid and adolescent
internalising problems, anxiety or depression. Future program investment and evsluation should saek to
establish whether community coalltion models can offer a means of maximising preventlon effects by
improving the coordinetion of different interventions within settings.

The included reviews summarise & large number of randomised trials, the majority evaluating psychological
interventlons, Hetrick et &, 5 noted that few evalustions of the effects of psychologlcal interventions have
adopted active controls. Thus, evaluations completad to date cannot rule out the possibllity that some of
the changes seen in study participants may erise from being In the intervention arm of a trial or research
study.

The review studles consistently identify heterogenelty of effects across psychelogical Interventions. In some
cases, heterogenelty Is also svident when specific programs are evaluated (e.g. Penn Resiliency Program,
FRIENDS, Interpersonal Psychotherapy). This suggests that future research Is required to better understand
the factors that explaln variation In program outcomes (e.g. service dellvery staff and setting,
implementation fidelity manltoring). Varlations in programs and implementation models should be
competitivaly evaluated to distil eritical components and superior models,

Although significant effects are evident for a number of programs at post-Intarvention, effects are typlcally
smialler at follow-up. Future evaluations should Investigate how to sustain longer-term Intesvention effects.
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There is a need for further research to evaluate the most cost-affective approaches. In view of their
potentially low cost, online unlversal programs may be a priority for further economic evaluation. There Is an
economic research gap in quentifying the long-term costs of depression and In providing ready access to
pricing estimatas of prevention programs for the Australian context

Discussion of key findings

The mest commonly evaluated sirategy was universal psychologlcal Interventions Implemented In primary
and secondary school settings. There is consistent evidence for the efficacy of these Interventions. It is
noteworthy that many of the Australlan school-based psychologleal Intervention programs, have had lass
evaluation than the US based programs. As the Australlan programs are similar in content 1o the US
Interventlons, it seems reasonable that with further program development and evaluation In the Australlan
context, these programs should have the potential to consistently demonstrate effects,

In a number of cases, tha Australian psychological intervention programs had weaker afects than thelr US
counterparts. It Is possible that the weaker effects may ba partly related to differences in implementation
models rather than program content. For example, a number of the Australian programs (Aussie Optimism,
FRIENDS, Resourceful Adolescent Program) that were Implemented by school staff had wesk effacts. To
improve the evidenca for Australlan psychological intarventions, future evalustions should competitively test
the affects of different Implementation models. For axample, it may be faasible to test whether effects
Improve when psychologists, mental health staff and peer leaders implement programs.

The results of our review revesled that many of the intervention programs we Identified tend to address one
or two of the risk or protective processes that affect child and adolescent mental health. However, in order
to achieve sustained prevention effects, It may be necessary to address multiple risk and protective
processes. This evidence supports the implementation of a mixture of unlversal, selected and indlcated
prevention approaches within family, school end community settings. There Is cumrently insufficlent evidence
to confidently identify whether univarsal, selected or Indicated approaches are superior for the prevention of
anxiety, depresslon or Internalising problems. it (s possible that the most effective appreachas might involve
a combination of intervention types belng Implemented within a school or community setting.

Recommendations
Based on the findings of this review, the following three recommendations were made:

Thet state and natlonal authorities set aside funds to enabla pilot studles to evaluste the affect of
Australian school students receiving 2 minimum of one term of school-based psychologleal
interventions In both lute primary and early sacondary school.

That Australlan research agencies pricritise funds to support the evaluation of child and adclescent
depression and anxiety preventlon programs.

That in additlon to schooi psychological intervantions (Recommendation 1) funding be made
avallsble to evaluate the effect of a mixture of universal, selective and Indicated prevention
Interventions being strategically Implemented in different settings within health service regions.

Applicatifity

tn summary, we evaluated the mixture of prevention Interventions Identified in this report to be applicable
for Implementation in Australla both in universal and targeted populations. Avallable evidence suggests that
Interventions to prevent anxiety, depresslon and intemalising problems can be targetad to
socloeconomically disadvantaged communities, and adepted for Implementstion in culturally and
linguistically diverse communities. The avallable evidence also suggests that Interventions can be
successfully targeted to recrult youth in settings such as comections institutions and health and mental
health services,
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Conclusion

A range of high quality systematic reviews were [dentified, and these studles demonstrated that prevention
interventions have small but significant post-intervention effects In redudng anxiety, depression and
internalising symptoms and disorders in children and adolescents. In total, 13 programs (7 school
psychologleal interventions and & other programs (2 famfly, 2 school, and 2 community]) were Identfied
with sufficlent evidence to warrant a 2 or 3 thumb rating. The existing research [s unable to detect
consistent differences In affect sizes for universal, selective and Indicated interventions, A number of gapsin
knowledge were identified. We made three recommendatlons for disseminating prevention programs and
for research to Identiy superior intervantion models. Identifying models that can sustain effects over longer
than 12-month follow-up periods Is an important priority.
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Background

Anxiety and depression are common mental disorders In Austraiian children and adolescents and contribute
& consldarable health burden.® This document reported a systematic lterature review of Intarvantions
(manualised pregrams and other services) that are implemented In childhood and adolescence with the alm
to prevent these mental disorders.

The report was commissioned for Beyond Blue by the Sex Institute as an Evidence Check raview. Evidence
Check reviews are designed to enswer speciflc policy or program questions and are reported In a policy
friandly format. The curent review forms one of a serles commissioned by Beyond Blue to support Its policy
reform agenda.

This literature review sought to identify:

= Programs and services that alm to prevent anxicty and depression and that have a strong evidence
base for their effectiveness

=  Other key programs or services that look promising but are not yet evaluated, where the evidence
basa Is not yet known, or is not strong.

Pravention In devalopmaental context

The substantial health, soclal and economic consequences of poor mental health emphasise the importance
of using effective approaches to prevent disorders and promote mantal health ? Prevention refers to
strategies or programs that avert or delay the onset, or severity of mental health problems.! Prevention
responses were classified in the present report as: universal, where they are applied to an entire population;
selective, where they target groups with slevated risk; and Indicated, where they target individuals already
showlng signs or symptoms of aruety or depression. Early interventlon encompasses both Indicated
preventive interventions and eary case Identification.!

To identify prevention Intervention opportunities, It fs important to consider evidence of how depression
and anxlety develop over the Iife course and what Is known of the modifiable factors that contribute to
these problems. In Infants and young children, It Is difficult to disentangle depression and anxiety and
observers generslly measure internaflsing symptoms (that combine obsarvable anxious, fearful and ssd
behavlours). A large Australian fongitudinal study ® modelled parent reports of child intsmallsing symptoms
ncross eight study waves from age 3 to age 15 and identified 6 trajectories (sub-groups identifiable from
comman symptom patterns). These comprised: very low, low, moderate, high, decressing, and Increasing
symptom pathways.

An analysis of parent and child-reported predictors @ noted & number of factors that were theoretically
implicatad in the development of intemalising trajectorfes, At the infant and toddler stage temperamental
traits (inhibition/shyness, iritability) were early predictors for subsequent high or increasing Internalising
trajectories.® These findings accord with neurobiological theories of individual differences in child
vulnerabiflty to Internalising that refer to influences that Include blogenetic, parent and environmental
factors.

Early child behaviour problems and parent-child relationship difficultles were also observed from the Infant
and toddler stage, as significant risk factors for subsequent high or increasing Intemalising trajectortes.
These findings eccord with theories of child-onset pathways to emotional problems. Parent behaviour, family
stress and mental health are known.to Influence child behaviour end relatlonship difficulties.®"
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Toxdc siress risk process theories argue that stress and trauma experiences can Impalr neuroblological
development early In the life course where children and young peopla have intense negative experiences
(such s child maltrestment, peer bullying and famlly viclence) that are maintained over time.™ Toxic stress
Is & risk factor affecting cognitive and physical disabllity and child-onset mental health problems, induding
devalopment of sodc-emotional skills,'s-1%

Intemallsing problams, arvdety and depressicn sre commonly observed to have different influences for girs
compared to' boys. Letcher et al, ? noted the increasing pathway was much more common for girls and was
influenced by edolescent-nset risk processes. Girls with temperamental reactivity and shyness who faced
parenting and peer difficulties were more commonly on the Increasing trajectories. For boys extemnalising
problems were mors prominent for the Increasing trajctories.? These observations accord with soclsl
tevelopment risk process theorles that argue that characteristics in pesr and family socal interactions
Influence child and adolescent pathways to dapression. Anxiety triggers Include actual and perceived threats
of viclence and trauma. Depression is known to be influenced by Internallsation of actual and perceived
social exclusion and negative soclal evaluation. Cagnitive risk process theories emphasise thoughts as kay
drivers for emotional problems.

A follow-an study by Taumbourou et al." noted that children high on parent-reported Internalising
symptoms had a greater prebability of self-reporting high levels of depression symptoms in adolescanica,
Adolescent depression was ohserved to be Influsnced both by child-cnset intemalising problems, and by
factors occurring in adolescence. These findings accord with Iife course theorles that emphasise that
adolescent emotional adjustment is Influenced by childhood adjustmant.

Toumbourou et al."® noted that adolescent depression was predicted both by child-onset Internalising
problems, but also by adolescent protectlve factors that included emotional competence and supportive
parent and peer relationships (for giris). Letcher at al? also reported that factors assoclated with recovery
from elevated Internaiising symptoms induded higher socisl competence, mora positive parent and peer
relations, and school adjustment. These findings accord with theorles that social emotional competence and
social support act as protective processes that essist In recovery from child end adolescent-onset emotional
problems.

Using the same fongltudinal dataset, Letcher et 8" complated a similar analysis of parent reported anxlaty
symptoms ecross 12 longitudinat study weves from age 4 months to age 17 years. Three arety symptom
sub-groups were found, characterised by: low, moderate and high symptoms. The study found that there
were Important gender differences in high anxiety trajectorfes. For high snxlety boys {9% of boys), anxious
and shy symptoms were chservable by parents from age 5. The obsarvation of child-onset pathways
supports neuroblplogical theories that argue for individual differences tn vulnerability to amdety.

For giris, high anxlety trajectories were more commeon (15%) and showed slevations around puberty, with
parenting and parent—chiid relationship factors more strongly assoclated with high anxlaty in gids than
boys. These findings support the operation of social development risk processes and social support
protective processes in the emergence of anxiety through adolescence.

Shore et al. * conducted a systematic review &nd meta-analysls of longltudingl studies published between
2002 and 2015 that examined child and adolescent depression symptom trejectories. Twenty studies were
included (n = 41,236) and depression symptom measures wers harmonised to & common metric. A random
pooled effects estimate ldentified 56% [95% C] 46 - 65%] of the sampled study populations on ‘No or low’
dapressive symptom trafectories and 26% (Cl 14 — 40%) on a ‘Moderate’ trajectory. *High', ‘Increasing’, and
‘Decreasing’ depressive symptom subgroups were evident for 12% (C1 8 — 17%). Moderate symptoms were
assoclated with poorer adjustment and outcomes relative to low sy"mptum groups. 'High' or ‘Increasing’
trajectories were predominantly predicted by: female gender; low socioaconomic status; higher stress
reactivity; conduct problems; substance misuse; and problems in peer and parental relationships. The
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finding that substance misuse was associated with elevated trajectories Is congruent with estyte risk
process theories that emphasise heslth behaviour as an important component Influencing emationat heatth,

The effect of peer relationships is congruant with social development risk process theories, Individusls with
high depression symptems are commonly found to cluster In peer settings such as scheol classrooms (a.g.
Buttigleg &t al. ™ Dishlon and Tipsord * have argued that this is partly explained by peer contaglon where
“co-rumination” of pessimistic, critical and emotlonally upsattling cognitions can contribute to emotional
problems. Peer contaglon influences are known to affect antisocial, sulcidal and lifestyle risk behaviours end
need to be monitored and managed In peer Interventions and school and community settings.

The above findings, summarised from longitudinal studles, identHy that there are different developmental
settings {e.g. famlly, primary school, secondary school) that Infiluence child Intamalising and child and
edolescent anxiety and depression. In this report we use a settings approach to organise the existing
evidence and to highlight gaps where thera may be prevention opportunities,
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Methods

Pasr review terature

Ta Identify reviews of Intsrventlons with the primary aim of preventing mental health problems or
promoting mental health, keyword and subject headings were searchad on 1% October 2018, We used
EBSCOHost to search the following databases: Academic Search Complets, AMED - The Allied and
Complementary Madicine Database, Applied Sclence & Technology Sourca, CINAHL Complete, E-Journals,
Global Health, Health Policy Reference Canter, Health Source - Consumer Edlition, Health Source:
Nursing/Academic Edition, MEDLINE Complete, PsycARTICLES, PsycEXTRA, Psychology and Behavioral
Sclences Collection, PsycINFO, OpenDissertations.

To ensure the seerch was comprehensive, two search strategies ware used. The following terms were
included In the first search strategy: ( { depress* OR amd* ) AND Intervention* AND { community OR schaol -
based OR universal ) AND ( adoles* OR youth OR child* ) ) AND ( review OR meta* ). The second search
strategy used the terms: ( ("Mental heaith® OR *Mental health problem" OR "Mental wellbaing” OR
"Emotional wellbeing™) ) AND ( (Depress* OR Affactive OR Mood OR internal® OR anxie*) ) AND (
Interventions or strategles or best practices ). The foliowing fimits were applisd for each strategy: Review
articles; English language; published after January 2013; ages 18 years and younger. The reference lists of all
the included studles were also scrutinised to identlfy :ﬁy additional relevant studies. In addition, forward
searches were also conducted for articles that cited induded studies.

Interventions were organised to Identlfy those that targeted universst, selected and Indicated populations
and early intervention opportunities.’ Major Intervention Implementation settings ware identified including
family services, schools, and community settings Including health and ments| health services, comrections,
and online services. Where possible we separated Intervention outcomes for children aged 0 - 12 years
(pre-school and primary school age} from those for young people aged 13 — 18 years (secondary school
age}. Outcome messures were organisad to [dentify reductions In depression and or amulety symptoms and
disorders, and indlcators of healthy functioning.

Evidence grading

We used the AMSTAR 2 checklist (https://amsturca/) to rete the quality of systematic reviews and meta-
analyses. This checklist provides criteria to evaluate scientific quality based on 16 items that have high
Interrater reliability and valldity).?' The AMSTAR 2 provides criteria for assessing 'Yes' (full achievernent with
the quallties described) in each of the 16 [tems, For some Items, definitions ane also provided for Partlal’

achisvement of quallties. Although the AMSTAR 2 is not formally scored, we assigned & numerlcal value of 1
for all items rated &s a Yes and 0.5 for ftems rated as Partisl.

Grey Rterature

We also conducted e concurrent search of grey literature. We formally searched Google Scholar. The
following evidence-based program reposttories were searched: Callfornian Evidence Based Clearinghouse
for Child Welfare (CEBC: wyww.cabodow.org/program) under the headings Anxlety and Depression Treatment
{Child & Adolescent); Washington State Institute for Public Policy (WSIPP:

hito:/Mwsipp.wa.aov/BenefitCastTionicld =5); the What works for kids site, hosted by ARACY listed by Mentsl
Health {htip:/Awhatworksfordds.org.au/programs); the online search fadllity available through the Substance

Abuse and Mental Health Services Administration (SAMHSA: hitpe/ /s et
using the search terms for "Mentai heelth” and “Chlidren and youth®; and plevious what worls resources
completed for Beyond Blue.2
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Ta rate the evidence for Intsrventions we used the Thumbs rating that has been used previously in Beyond
Blue ‘what works' guides®:

[ ) at least two good studies showing signlficant effects

1 threa studles showing significant effects

& four or more studies showing significant effects

consistent evidence showing that the Intervention does not work

-3 4

not enough evidencs to say whether or not the approach works

To be Included in this review interventions had to have besn evaluated via peer-reviewed Iitersture.

A flowchart of the Hterature selactlon process Is Included &s Appendix Figure A1, Search strategy one
retumed 37 peer reviewed literature review papers, while strategy two retumed 465. The tities and abstracts
identified from the two searches were combined. Manual scanning of titles and abstracts and ellmination of
duplicates yielded 25 papers that wera Identified for full text analysls. An addltional 5 papers were Identified
through forward searching. After reading full taxts, three papers were excluded® % leaving 27 papers that
were analysed using the AMSTAR 2 items.

included studles

A summary table of the 27 papers that were analysed using AMSTAR 2 Is prasented s Appendix Table A1.
©Of the 27 reviews, 11 were rated a5 of low quality {AMSTAR 3.5 to 7.5). %% The following 6 were rated as of
moderate quality {fAMSTAR 8 to 11) ¥ and 8 were rated as of high quality (AMSTAR 11.5 to 15), 258454
We had senior authors complete a verification check on AMSTAR 2 ratings and all clted text for the 15% of
review papers thet we had most frequently cited. We found an 87% agreement in our AMSTAR 2 verification
chacks and na inaccuracles in the dited text and figures. The AMSTAR 2 inconsistendies did not change our
categarisation of the papers we list above as high, moderate or low quality.

Program and service Informatlen was Identifled using two strategles. Firstly, the grey literatura search
[dentified Intarventions that had consistent evidence for affectiveness and in addition had been shown to be
cost-effactive,

Secondly, intervention detalis were [dentified from summerles and mets-analyses provided in the 27
literature reviews. As part of this process, intervention detalls were exiracted from tha eveluation study
tables reported in the 27 Included Iiterature reviews. Across the 27 iiteratura reviews, over 182 Intervention
evaiuations were identified. Each of the evaluation studies was axamined to [dentify: common names for the
Intervention programs; and effects on anxlety and depression. Where relevant thls Information was then
added to the information gatherad from the first two strategles.

To be included: Interventions had to have documentation specifying how they were theoretically designed
to pravent or address child and edolescent mental health problems; and one or more prior evaluations were
required.

To judge the size of effects, we used Cohen's *® criterla to determine small r < 0.30, d or Hedges g < 0.30);
madium {r = 0.30, d or Hedges g = .50); large (r = 0.50, d or Hedges g = 0.80); and very large {r = 0.70,d or
Hedges g = 1.30) effect sizes. We evaluated effect sizes for relstive risk ratios above 0.41 as small, from 0.40
to 0.25 as medium and below 0.25 as large. We evaluated Cox effect sizes under 0.28 as small, from 0.28 to
041 as medium and above 0.41 es large.
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Conlict of Interest Management

In Appendix 2 we declare two intervention ratings where authors have [nvolvement in the Intervention
management, Author Toumbourou has Intellectual property responsibllity for the management of the
Reslilent Famllles intervention, Authors Toumbourou and Reaviey sre Directors, and Rowland s the Chief
Executive Officer of Communities That Care Ltd. We have managed these Issues by non-conflicted authors
verifying the statenents we make regarding these interventions.
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Findings

In what follows we present findings organised around developmental settings. In sourcing Information,
amphasls was given to the six reviews that raceived the highest AMSTAR rating. Additional details were then
cbtalnad from the lower-rated revisws and from the grey literature sources, where information was
considered relevant.

In overview, there is evidence from rigorous evaluation studies that interventions have small, significant
effects In preventing Internalising, anxlety and depression in children and adolescents. The malority of the
included reviews summarise evaluations axamining schoel-based psychologkal Intervantions, however two
reviews also summarise evidence for physical activity Intarventions. Both universa! (school-based) and
selective and indicated interventions In other settings have evidence for effacts. Table 1 below presents an
averview of findings for universal, selected and Indlcated programs organised within settings.

Table 1: Overview of evaluation evidence for programs organised within developmental settings

Age Parlad
Settings | Pre school Primary Secondary
Femily Home visiting™ (&) Triple P*a! (7) Triple P! ()
Triple Pust (7) Exploring Togethers (&) Tuning in to Teens* (3)
Exploring Togethers (&) Coping Catd (Hby) Resilient Families" (7)
FAST (b

Turing in to Kids« (7)
Strengthening Familiest®
)

School Friends for Lifer () Psychological Psychological
interventions" (see text); | interventions“* (see
Physieal activity“s! (see taxt) | taxt) Physical activityus!
Bullying Prevention (7) (see text)

Good Bahaviour Game® ‘

e
Community Communities for Children®  Communities That Care” (7); | Communities That Care"
0 Mentoring (&) ]

I Online CBTua! (&) Mentoring® (&)
| Online CBTud ()

NOTE:

ta positive effect In gt least 2 evaluation trials

& = positive effects In 3 trials,

& positive effects in 4 or more trials,

7 = Insufficient evidence 1o evaluate effects.

u = Universal Intervention {targeting whole population)

§ = Selective (targeting high risk groups}

I = Indicated interventlon (tergeting those with early symptoms).

Table 1 shows that there were no universal interventions dentified in the pre-scheol period, Universal
interventions become more common In the primary and secondary school age periods. A number of the
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programs identlfied In Table 1 include universal, selective and Indicated approaches. The Information
summarised in Table 1 Is presented In more detall in the sections that follow.

Family setting

Eight prevention programs were identified that focussed service dellvery on parents and familias: Home
visiting (&); Triple P (7); Exploring Together (&); Coping cat (b&®); FasT (&%); Tuning Into Kids/ Taens
(?): Strengthening Families {5); &nd Reslllent Familles (?) All of these programs operate In Australia. One of
these programs (Home visiting), focussed on vulnerable parents In the Pre-school period (prenatal and
antenatal servica delivery). The malority of programs (six) are dellvared to Primary school students: Triple P
(2); Exploring Togethar & Coping Cat (SO pasT (b Tunirg into Kids (?); and Strengthening
Families (). The Triple P {Posltive Parenting Program) included varlations sultable for parents with Pre-
school, Primary and Secondary school children.

The evaluation evidance revealed small significant effacts at post-intervantion In reduding Internalising
(Home islting, Exploring Together, FAST, Triple P, Strengthening Families) and deprassion symptoms
{Resflient Families) and medium effects for anxlety symptoms {(Coping Cat). All of the affecis wars
rastricted to selective famifies and, hance st this point thera Is no evidence that famlly Interventions
can be used to achleve univarsal prevention effects. A consistent finding wes that effects were smaller at
follow up sssessments. For Triple P and Resfllent Famillies avidence Is limited ta a single study. Information
on the eight programs and thelr mental health impact is summarised in the sections that follow, and further
detalls are provided In Appendix 2,

Family setting: pre-school period
Our search identifiad three family-isvel prevention programs Implemented In the pre-school period: Family
Home Visiting, Triple P and Exploring Together.

Family Home Visiting () Identified in the WSIPP search. As a selective intervention these programs Involve
professional staff visiting the homes of vuinerable mothers with the aim of ensuring a healthy pregnancy
and postnatal family environment. Thesa programs seek to reduce toxic stress risk processes. The
Washington Institute of Public Pallcy (WSIPP) evaluation 5 found good evidence for economic retums.
Based on 2 Included studies there were small significant effects In reducing child Internalising problems (Cox
effect size post-intervention = -0.048, follow-up = -0.035, 2 studles [k = 2]). Wa found ne evidence for
sffects on child amxlety or depression,

Tripie P (?) is the dominant parent education mode in Australla and internationally. Thers are variations of
this program for pre-school, primary and adofescent age groups. The program is based on behavioursl
theory and organised such that differant levels of intervention intensity are taliored to the severity of child
behaviour problems. At the universal lavel, parent educetion materials on different topics are disseminated
using behavioural socfal marieting (Le. key messages disseminated using posters, brochures and other
media) to all parents. Level 4 Interventions are the most Intensive and invoive parents receiving assistance in
personglised or group format sessions.

The most igorous independent systematic review and meta-analysis Is that reported by the WSIPP, 20185
{details in Appendilx 2). Reviews are available of the universal and Levai 4 groups. For the unlversal program,
none of the Included evaluations examined effects oh Intemalising problems, anxdety or depresslon, The
WSIPP review of the Level 4 groups Identifled small significant effects in reduding child Internailsing
problems based on 1 study (Cox affect size post Intervention = -0.025 and st first follow-up = -0.018, k = 1).
The WSIPP evaluations identify Triple P to be cost-effective, based on economic returns from reduced child
neglect and extemallsing problems (e.g. conduct problems).
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Exploring Together (5). Identified as addressing Internallsing problems through the WW4K search. Ran s a
selective group program addressing secure attachment and emotioral competence protactiva factors by
encouraging effective parenting in the childhood years. Two evaluations report effects on Intemalising
problems. Hemphill & Littlefield, %= found the program had medium-sized effects In reducing child
Internalising symptoms (d = 0.57).

Family setting: primary school age period
Triple P and Exploring Together were summarised under pre-schocl and Include primary school programs.

Coping Cat (& &) simflar to Coping Koala accending to WSIPP. Identifled in the WSIPP search, this is 2
selective and Indicated group Intervention for families with children identlfied with high levels of anxiety.
The program focusses on emotional competance protective factors. The WSIPP (2018) evaluation found
goad evidence for economic retums. Based on 13 studles, there are medium effacts in reduced child anxiety
symptoms (Cox effect size post-intervention = -0.414, first follow-up = -0.191), .

Families and Schools Together: (FAST: & ) was identified as addressing internalising problems through the
Australian Research Alliance for Children and Young People (ARACY) What Works for Kids (WW4K) and
WSIPP searches. This is a selective group parenting program that addresses secure attachment and
emotional compatence protactive factors by encouraging sffective parenting In the childhood years. It is run
as an after school program targeting selacted parents and managed by trained facllitators. The WSIPP
(2018) meta-analysis revealed the program had small effects in redudng child internalising (Cox effect size
post Intervention = - 0.056 and at first follow-up = -0.041, k = 7). Despite preventive effects on internalising
In seven studies, we downgraded our eveluation to two thumbs due to negative economic svaluation
findings due to negative acsdemic test scores in one study (see Appendlx 2).

Tuning into Kids/ Tuning into Teens (7) was identlfied as addressing intemalising problems through the
WW4K search. This pragram addresses secure attachment and smotional competence protective factors by
focussing on the emotional connection between parents and children. There [s evidence thet the program
reduces child extemnallsing problems, but no studlas so far have reported effects on Intemalising problems.

Strangthening Familles (5) Identified as addressing Intemalising problems through the WW4K and WSIPP
sesrches. Run as either universal or selactive groups, the program addresses secure attachment and
emotional competence protective factors by encouraging effective parenting in the childhood years, The
WHSIPP (2018) evaluetion included two studles and found small significant effacts In reduding internalising
problems (Cox effect size post-intervention = - 0,129, first follow-up = -0.094, two studies). The program
was also found to have positive economic retumns.

Family setting: secondary school age period
Triple P and Tuning into Teens were summarised In earlier sections and Include programs for adolescents.
One program was identified that focussed on adolescents, Resilient Families.

Resilient Famlies (7) was |dentified as addressing intemalising problems through the WWA4K search, This
program addresses secure attechment and emotionat competence protective factors by encouraging
authoritative parenting in the adotescant years. There is evidence from one evaluation thet the program has
small selective effacts In reducing adolescant depression one-year post intervention In adolescents with
moderate baseline symptoms, where famllles attended parent education events.”

Schoot setting
Moast of the Included literature reviews evaluated psychcloglcal interventlons Implemented in the school

setting. These are mostly based on cognitive behavioursl therapy (CBT) and mindfulness practices but also
include Interpersonal Interventions. In summary, the school psycholegical Interventions show small
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significant effects In reducing Internallsing, anxdety and depression symptoms at post-Intervantion,
with smaller but signHicant effects maintainad in a number of pragrams at follow-up. :

In later sections we report on three addtional universel Interventions that have been evaluated in schools:
physleal activity, Bullying Preventfon, and the Good Behaviour Game. Although we found limited svidence
for Bullying Prevention, physical activity and the Good Behaviour Game were mted respectively as 2and 3
thumbs. In what fallows we examine school interventions in different developmental settings: Pre-school,
primary and sacondary school.

Pre-school setting

We Identified limited evaluations of prevention interventions Implemented In the pre-school setting. One
study reported &n evaluation of a psychological Intervention (Friands for life) that aggregated findings for
pre-school end primary schaol students.®

FRIENDS for Life (&) Identified in the review by Brunwasser and Garber 2 was Implemented as a universal
primary school program to prevent anxlety problams, with one study also reporting pre-school
Implementstion. ® The program Is implemented by school staff. This program Is besed on CBT and seeks to
reduce cognitive risk factors and Increase emotional 4 competency protective factors. In studies completed
in Austrelia, small significant effects were obsarved in preventing depressive symptoms at 6 =1 2-month
follow-up (g = -0.24, CI - 0.34 to -0.14, k = 3], but not at post-interventlon (g = -0.04, Cl - 0.14 to 0.05, k =
4). Thare was significant heterogenelty between the studles. We were unable to source meta-analyses for
effects on internalising problems or anxlety.

Primary and secondary school setting

School psychological interventions have besn commonly Implementad with both primary and secondary
schoal age groups. In the sections that follows we overview the findings from the meta-analyses. The
avallable evidence suggests school psychologlcal Intetventlons have small significart effects In preventing
depresslon, anxlety and Intemalising, with similar effect slzes for pAmary and secondary schoof aged
children.®

Stockings et al. ** reported a series of meta-analyses of RCTs to examine preventive effects. Psychologicat
(mostly school-based CBT) interventlons were found to have significant medium sizad effects at post-
Intervention In univarsal school populations (intemallsing Relative Risk [RR] = 0.39, C1 0.26 to 0.59, k = 8, N
= 5115; anxlety RR = 0.25, C10.10 - 0.65, k=3, N=2023; and depresslon RR = 041, C10.24 - 069,k =9, N =
5115). Effects were reduced at 6-9 month follow-up (intemalising RR = 0.49, C10.37 10 0.64,k = &, N =
1507.p < .05; anxlety RR = 1.10, Cl = 045 - 2.51,k = 2, N = 1046, p = not significant; depression RR = 0.45,
CHO35-0.62 k= 9, N = 1507,p < .05). At 12-month follow-up effects wera not significant for internalising,
anxlety or depression.

The Stockings et al. *2 review combined dats from both primery and secondary school aged children
{sverage age 12.6 years). Analyses wera not provided to evaluete if effects were differant by child age or
when [nterventions were conducted in primary versus secondary school settings.

While not satisfying a number of the AMSTAR criterla, Cortleri et al. ™ evaluated primary and secondary
school-based unlversal and targeted programs to prevent both anxiety and depression in children end
adolescents. Pooled estimates showed small post-intervention effects for depression symptoms (d = -0.12, k
= 19), with effects reduced at follow-ups at 6-months (d = 0.06, k = 5) and 10-30 months (d = -0.05, ks B).
For anxiety symptoms, effects were also small at post-intervention (d = -0.29, k = &) and smaller at follow-
up at §-months (d = -0,10, k = 3) and 18-30 months (d = -0.05, k= 3). Corried et al, (2013) did not analyse
whether effects were differant for interventions in primary versus secondary school settings.

DEPRESSION AND ANXETY PROGRAMS FOR CHILDREN AND YOUNG PEOPLE | SAX INSTITUTE 19



WIT.0001.0018.0062

In ene of the higher rated reviews, Wemer-Seidier at al,* presentad a meta-analysis thet included 81 RCTs
of primary and secondary school-based psychological prevention programs, 40 targeting depression, 24
anxlety, and 17 both outcomes. Pooled estimates revealed small effect sizes post intervention for both
depression (g = 023, €1 0.19 to 0.28) and anxlety (g = 0.20, C10.14 to 0.25), Small significant effects were
evident after 12-month follow-up for both depression (g = 0.11, C10.04 to 0.18) and anxdety (g = 013, C1
0.04 to 0.22). There was significant heterogenelty between studies.

Wemer-Seidler et al, (p. 39) * found no significant effect size differences for school psychologlcal
interventions implemented in primary versus secondary school age groups. Child age dld nat explain
significent heterogenelty In preventive effects for elther depression or anxiety. Tha Intervention effect sizes
were simllar at post-intervention and follow-up for depression and anxiety for children, sarly sdolescents
and older adolescents.

Werner-Seidler et al., (p. 39) ** reportad that externally delivered Intervantions were superior to those
delivered by schaol staff for deprasslon, but not for anxlety. A meta-regression analysis found that targeted
(compared o universal) programs predicted larger effect sizes for the prevention of depression,

Kallapiran at al. * presented a series of meta-analyses evaluating the effects of psychological Interventions
based on mindfulness and acceptance and commitmant therapy (ACT) Interventions on aniluty symptoms..
Fifteen RCTs were included 8 in non-clinical (universal) school samples. Mindfulness based stress reduction
and mindfulness besed cognitive therapy showed large and significant effécts in reducing anxlety symptoms
post-intervention when compared to non-active controls In nonclinical school populstions {Hedges g = 0.96
€1 0.55 to 1,37, k = 3). There were [nsuffident studles to examine universal effects of ACT, however this
intervention had a medium but non-significant effect on post-Intervention depression when compared to
active controls In clinical populations.

Moreno-Peral et al. *" reviewed psychologicel and/ or educational interventions (mostly based on CBT) for
thelr effects on anxlety in univarsal (non-clinlcal) populations. Meta-analysls revealad small post-
intervantion effects (d = -0.31 CI -0.40 to -0.21, p < .001, k = 29, n = 10,430). There was high
heterogeneity. This meta-snalysis combined findings across a renga of settings and included both universal
and selective sampes.

In a review that rated high on AMSTAR criteria, Lawrence et al. 5 reported eveluations of selective and
indlcated psychologleal Interventions to reduce anxety. This review included 16 trials targeted to children
and adolescents at risk of anxiety disorders. Targeting was based on famlly risk factors (e.g. parent ardety
disorder) or child risk factors (e.g. elevated snidety symptoms, experiendng bullying). For the two trials
reporting diagnostic outcames, meta-analysis revealed significant effects post-program (RR = .09, €1.02 to
.16) and at 12-month follow-up (RR = .31, C1.17 to 45).

Hetrick's et al.,  Cochrane review evaluated the effacts of psychological interventions {Induding cognitive
behaviourel therapy (CBT), interpersonal therapy (IPT) and third wave CBT)) In the preventlon of depressive
disorder In children and adolescents. Of the 83 triais that were Included, £7 were In school settings, three in
the community and four In mixed settings. Twenty-nine trials were carrled out in unfversal (unselected)
populetions and 53 in targeted populations. Pocled analyses revealed small significant post-intervention
effects (standerdised mean difference SMD = -0.21, C1 -0.27 to -0.15,p < .0001). Effects were maintainad up
to 4 to 12 months follow-up (SMD = -0.12, €I -0.18 to -0.05,p = 0002, k = 53, N = 11,913). The effect was
ne longer evident at the long-term follow-up. Hetrick et al's (2016) did not examina affect size differsnces
for school psychological Interventions Implemented with primary versus secondary aged children.

Lee et sl *' reported en economic evaluation of the cost-effectiveness of school-based psychologlcal
interventions to prevent depression. Thelr review found economic support for universal group-based
intarventions and Indicated Interventions delivered to students with subthreshold depression. Both
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fnterventions were found to be cost-effective, however effacts fall below the large ratums achieved in a
number of other widely Implemented health interventions.

Given conskstent evidence of heterogenelty (e.g. Hetrick et al; Stocking et al.%8), there Is an argument for
specific reviews of the effects of discrete programs (e.g. Brurwasser & Garber 2] In what follows we report
effects for specific psychological interventions and further detalls are provided in Appendix 2.

In what follows, Information from the Brunwasser and Garber meta-analyses® s menged with ather
Information sourced from grey Iiterature searching to provide details on 11 manualised psychological
interventions. In summary, 7 psychological intervention programs were identified o have evaluation
evidence according with a 2 or 3 thumb rating: Friends (described eariler under pre-school programs); the
Penn Raslliency Program; the Coping with Stress Course; Promoting Altermnative Thinking Strategles; Blues
Program/ Blues Peer Group; CBT Bibliotherapy; Interpersonal Psychotherapy Adolescents Skills Training. An
addltional two programs were rated one thumb {Problem Solving for Life, Accaptance and Commitment
Therapy), while two programs were rated as question mark (Aussie Optimism and the Resourceful
Adolescent Program). Details of the sbove programs are provided in what follows, with further information
provided in Appendix 2.

Pann Resiliency Progrom (&) identified In four of the Included reviews.5 %41 This Is » manuallsed
group CBT based intarvention deliverad universally to all students In late pimary or secondary school or to
universal, selected or Indicsted adolascent groups targeted In locations such as primary care clinics or ethnic
communlty centres. This program seeks to reduce cognitive sk factors end Increase emoticnal compatency
protectlve factors. Brunwasser & Garber's meta-analyses * show small significant effects in preventing
depressive symptoms at post-intervention (g = - 0.08, Cl - 0.15 to - 0.01, k = 13) and at 6-30 month follow-
up ig = - 0.19, 1 - 027 to - 0.11, number of studles [k] = 12). Evaluation findings show high heterogeneity,
with two studles reporting negative effects. We were unable to source mata-analyses for.effects on
Internalising problems or anxiety.

Coping with Stress Course (&>%&), Identified In two of the included reviews. 1 This Is a manualised group
CBT based intervention delivered to selectad secondary school age adolescents based an sub-clinkal
symptoms or targeted based on parents dlagnosed with a depressive disorder In health care organisations.
This program seaks to reduce cognitive sk factors snd increase emotionel competancy protective factors,
Brunwasser & Garber's meta-analyses® show medium sized significant effects in preventing depressiva
symptoms at post-intervention (g = - 0.33, Cl - 0.47 to - 0.20, k = 4) and small effects at 12-33 month
follow-up (g = - 0.18, €| - 0.32 to - 0.04, k = 4). We ware unable to source meta -analyses for effects on
intarnalising problems or anxiety.

Promoting Alternatlve Thinking Strategies (PATHS) (&€ &) identified In the review by WSIPP. Implemented
as 3 universal primary schocl program to prevent intemalising and externallsing problems. The program Is
implemented by schoof staff. It Is based on CBT and seeks to reduce cognitive risk factors and increase
emotional competency pratective factors. The WSIPP (2018) meta-analysls ™ reported reductlons In
Internalising (Cox effect size post-Intervantion = -0.015, follow-up = 0.000, k = 7). Effects on anxiety and
depression were not included In the meta-analysls. The economic analysis shows high retums due to
Improved school outcomes.

Blues Programy Blues Peer Group (& ©) identified in the review by Brunwasser & Garber ¥ and In the
WSIPP search. This Is a manuallsed peer group Intervention delivered to selected students with high (sub-
dlinical) depressive symptoms In secondary school. This program seeks to reduce cognitive risk fectors, and
Increase emotional competency and soclal support protective factors. Brunwasser & Garber {2016) meta-
analyses 2 show significant medium effects in preventing depressive symptoms at post-intervention g=-
045, C1 - 063 to -0.28, k = 3] and small significant effects at & - 24 month follow-up {g = - 0.21, €I - 0.38 to
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-0.03, k = 3). There was low heterogeneity between the studies. There is also evidence that the Intervention
reduced dapressive disorder after six months {OR = 0.12) and 24 months (OR = 0.53), Effects on
Internalising problems and anxiety are unknown. The WSIPP (2018, Program/537) meta-analysis found
significant effects for major depressive disorder (Cox effect sizs post-intervention = -0.201, first follow-up =
0.000; k = 4). According to WSIPP this program is not cost effective.

CBT Bibliotherapy self-heip using the Feeling Good Handbook (&%) Identifled in the review by Brunwasser
and Gerber.? Selected secondary school students with high {sub-clinical) depressive symptoms were invited
by ressarchers to complete the seif-help Feeling Good Handbook.  This book Is based on CBT and seeks to
reduce cognitive risk factors, and Increase ernotlonal competency protective factors. Brunwasser & Garber
meta-analyses 2 show significant effects [n preventing depressive symptoms at post-intervention (g = ~
0.18, C1 - 0.36 to 0.002, k = 3} and at & - 24 month follow-up (g'= = 0.25, Cl - 0.43 to -0.07, k = 3). There was
low heterogeneity between the studies. The triels demonstrated effectiveness as youth ware offered minimal
guldance from the research team. We were unable to source meta-gnalyses for affects on internallsing or

anxlety.

inferpersonat Psychotherapy-Adolescents Skills Training (6, \dentified In the review by Brunwasser and
Garber. % Implemented as a universal secondary school pragram with an Indlicated group component for
students identified with high (non-ciinical) depression symptoms. The program teaches communication and
soclal skilis and seeks to reduce social development risk factors and increase sodlal support protective
factors, Brunwasser & Garber meta-analyses show significant medium effects in preventing depressive -
symptoms at post-Intervention (g = - 0.49, CI - 0.71 to -0.28, k = 3) and small significant effects at 3 - 18-
month follow-up (g = - 0.24, CI - 0.46 to -0.01, k = 3). There was significant heterogeneity between the
studles. There Is evidenca in one evaluation that the Intervention reduced depressive disorder after six
months. One trial found significant effscts (effectiveness evidence) where the curricula was Impleménted by
trained group leadess. Effects on Intemalising problems and anxlety were not included In the mata-analysis.

Problem Sobving for Life (&) 1dentified In the review by Brunwasser and Garber 2 Implemented as a
-universal secondary school program with an Indicated group componant for students identified with high
{non-clinlcal) depresslon symptoms. The program Is implemsnted by school staff. it is based on CBT and
seeks to reduce cognitive risk factors and increase smational competency protective factors. Brunwasser &
Garbar mete-analysas # show smail significant effects in praventing depressive symptoms at post-
Intervention {g = - 0.19, &1 - 0.28 to - 0.11, k = 2) and non-significant effects at 12 - 33 month follow-up (g
=003, I - 006 to - C.12, k = 2). There were no effects on depressive disorders, The programs were
dellvered by teachers and hence represent an effectiveness trial. We were unable to source meta-analyses
for effects on Intemalising problems or anxlety,

Acceplance and Commitment Therapy (ACT) (5) Identified in the WSIPP search, a number of studles have
evaluated this form of psychological intervention. ACT encourages participants to pursue their activities
without being dominated by thelr emotions. The WSIPP report (2018, Program/757) revealed ACT In
adolescent groups resulted In medium effects for major depressive disorder (Cox effect size post-
intervention = -0.281, first follow-up = 0,000, k = 2, One thumk) and large effects for anxiety disorders (Cox
effect size post-intervention = -0.450, first follow-up = 0.208, k = 1, WSIPP,2018, Program/756).

Aussie Optimism Program () Identified In two of the induded reviews.™* This Is a manualised group CBT
based intervention detivered universally by school teachers to late primary or early secondary school
students. This program seeks to reduce cognltive risk factors, and Increase emotional competency and social
support protective factors. Brunwasser & Gerber mete-analyses = show non-significant effects in preventing
depressive symptoms at post-intervention (g = - 0,09, C1- 0.19 10 0.01, k = 3) or at @ menth foflow-up (g = -
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0.03, €1 - 0.13 to 0.08, k = 3). There Is some heterogeneity between the studies. We were unable to source
meta-analyses for effects on internalising problems or anxiety.

Resourcefil Adolescent Program (RAP) (7). [dentified In the review by Brunwasser and Garber 2 and In the
WW4Ks search. Implemented a5 a universal secondary school program. The program is based on CBT and
seeks to reduce cognitive risk factors and increase emational competency protective factors. Brunwasser &
Garber meta-analyses ® show non-significant effects in preventing depressive symptoms et post-
intervention (g = - 0.05, (1 - 0.25 10 0.15, k = 2) or at 6 - 12 month follow-up {g=0.12,C1-0.004 to 025, k
= 3). There Is signlficant heterogeneity between the studles. We wers unable to source meta-analyses for
effects on Internlising problems or anxiety. :

In addition to psychologlcal interventions, our search also Identifiad three other unfversal school programs
that have been evaluated for preventive effects In pimary and secondary school populations: Physical
activity, Bullying prevention and the Good Behaviour Game.

Physical activity Interventions () dentified In the reviews by Stockings et al “® and Brown et al* This is a
group of interventions that have been Implemented and evaluated by ressarchers as whole school
interventions or in selective and indicated populations. These programs seek to reduce blologlcal risk
factors and enhance healthy lifestyle protective factors.

Stocldngs et al. *® found that universal physical activity interventions had medium to large sized significant
effects at post-intervantion for: Internalising (RR = 0.39, €1 0.26 to 0.59, k = 9, N = 5115}; anxlety (RR = 0.25,
Cl = 0.10 to 0.55, k=3, N=2023}; and depression (RR = 041, €1 0.24 - 0.69, k = 9, N = 5115), Smaller
significant effects were maintained at & - @ month follow-up for Internallsing (RR = 0.47, Cl = 0.37 to 0.60, k
=10, N = 1915); and depression (RR = 0.45, Cl 0.35-0.58, k = 10, n = 1915); but were not significant for
anxlety [RR = 1,10, Cl = 045 = 251, k = 2, n = 1046). Effects were non-significant at-12-month follow-up for
internalising, andety or depresslon.

Brown at al. “® also reviewed the sffect of physical activity interventions in reducing depressive symptoms,
The nine Indudad studies incorporated both universal school Interventions, and selective Interventions
Implemented In varled settings including yeuth In prisons, In a sodoeconomically disadvantaged school,
from & Hispanlc community and for youth with problems of obesity. The overall pooled effect showed a
smell but significant decrease in dapression for the intervention relative to control groups (Hedges'g = -
0.26, SE = 0.09, 95% Cl = -0.43, -0.08,p = .004, n = 281). Analysls revealed signiicant heterogenelty across
the Included studles. The two universal studies completed in schools showed the weakest effects, Desplte
there being & sufficient number of studles to warrant a higher rating, we downgraded our rating to 2
thumbs due to a lack of evaluation information as to which speclfic physical activity program should be
Implemanted. -

Bullying Prevention (?) Identifled through the search of the WWA4K site, The Oiweus Bullying Prevention
Program has been the most widely evaluated. Programs of this type seek to reduce sodal development and
toxlc stress risk factors. Although preventing bullylng should theoretically heve mental health benefits for
both perpetrators and victims, the effects on Internalising problems, anxiety and depression are unknown
due to a lack of evaluation.

Good Behaviour Game (551 This program was identified In the WSIPP search and uses dassroom
management strategles to reduce peer antisocial behaviour. In this wey It reduces social development and
toulc stress risk processes and Increases sodlal support protective processes. WSIPP (2018) meta-analyses
showed small effects In preventing anxiety disorder (Cox effect size post-intervention = - 0.089 and first
follow-up - 0.041, k =3) and major depressive disorder (Cox effect size post-Intervention = - 0,118 and first
follow-up - 0.000, k =3). WSIPP (2018) sconomic evaluations are highly favourabis.
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Community setting

A numbar of Interventions Implsmented In communiiy-settings to prevent and manage andaty and
dapression show significant small to large efiects for primary and secondary school age childran, but
have not baen evaluated In pre-school age groups. Most evalustions have examined psychological
Interventions and physical activity. Mentoring also shows significant effects.

A number of the psychologlcal and physical activity interventions that are Implemented In schools are also
implamented with selected or indicated samples in community settings, such as health care orgenisations,
community centres and correctional institutions. Of the 11 Included psychologleal Interventions that ware
implemented in primary or secondary schools, 3 were also evaluated as salective or indicated Interventions

in community settings: the Penn Reslllency Program (bﬁﬁ); Coping with Stress Course (ﬁ 55); and
Friends (&,

Stockings et al. # reported a serles of mete-analyses evaiuating the prevention effacts for psychological and
physical ctivity intarventions In selected populations. Effects were of a similar magnitude to those reported
&bove for the universal psychological Interventions Implemaented in primary wnd secondary schoals.

Stirling et al. 2 reported a meta-analysis of the effect of community-level factors on child and adolescent
depressive symptoms. This review found that low communtty safety and community minority ethnicity and
discrimination were small but significant risk factors for depressive symptoms In school-aged children.
Community disedvantage showed overall risk effects and communlity connectedness was protective,
however these effects were indirect and explained by other risk factors. Of the induded studies, three were
evaluations of community Interventions that simed to reduca the effects of socioeconomic disadvantage
{nalghbourhood relacation, obtaining casino Income for an Indian reservation and microfinance for children
that had lost a parant to AIDS). Meta-analysis showed these interventions achieved small but non-significant
reductions in child and adolescent depressive symptoms {d = 0.127, N = 1903, p = 055, k = 3). The Stirling
review was unsble to identlfy evaluations of community Interventlons targeting the more direct risk factors
of low safety and discrimination.

Community setting: pre-school age perlod

Tha Identification of Interventlons at the Individual, school, famlly, and community levels s In line with
ecological theorles of the reciproca! developmental Influsnces that contribute to child and adolescent
anxlety and depression, The two Intarventions below are community coalition models that saek to
strategically intagrate prevention strategles to address multiple risk and protective factors to maximise the
effectivenass of prevention Interventions.

Communities for Children (?) identified in the WW4K search. This is a community intervantion that supports
coalitions In disadvantaged Australlan communities to Implement effective child development programs,
Evalustions show this model Improves the coordinetion and Implementation of evidence-based practices
within targeted geographic service reglons. However, effects in preventing child Intemalising problems,
arlety or depression are unknown. The cost effectiveness of this program s unknown.

Community setting: primary and secondary school ape period

Communities That Care (?) Identifled In the WW4K and WSIPP searches, This ls a manualisad community
intervention that supports community coalitlons to assess risk and protective factors for children and
adolescents and to use this data to select and implement effective prevention programs. Effects In
preventing Internallsing problems, anxlety or depressicn are unknown. According to WSIPP this program Is
cost effective due to positiva effects in increasing the implementation of effective prevention programs and
prevanting tobacco use, and crime and Increasing schoal complation.
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Two addltional Interventions were Identified that are implemented in the primary and secondary school age
perlod: Mentoring and Online CBT. These interventions ere described in the following sections and were
evaluated as 1 and 2 thumbs respectivaly,

Mentoring for children with disruptive behaviour disorders (&) This program was identified In the WSIPP
search. An adult provides guidence and support to a child with behavioural problems. In this way it reduces
soclal development risk processes and Increases soclal support protective processes. WSIPP (2018) mete-
analyses showed vary large effacts In praventing intarnallsing symptoms (Cox effect size post-Intervention =
~ 0.746 and first follow-up — 0544, k = 2),

Online cognitive behavioural therapy (&' &') Identified In the WSIPP search. This Is an interactive online CBT
program for children with high levels of anxlety. According to WSIPP this program hed significant small to
meadium prevantlon post-intervention effects, that reduced at follow-up (Cox effect size anxlety disorders
past-intervention = -0.439, first follow-up = -0.203, k = 5. Major depression post-intarvention and first
follow-up = 0.000, k = 1). The effects on intemalising problems are unknawn, This intenention was
evalucted as cost effective (Beneflts minus cost $US7,599), Although there ere effects in more than four
evaluations, we downgraded our rating to 2 thumbs as evaluations are not yet spedific as to the programs
to be implemented. Three online program options are listed in Appandix 2.

Gaps in the evidencs

We examined the settings and age groups where Interventions have been evaluated, Table 1 revealed
limited interventions that have been evaluated in the pre-school age period. This may be an [mportant age
period to consider for future innovation in prevention programs.

To date family level interventions have had few evalustions relstive to psychological interventions. There is a
need for Incressed Innovation and evalugtion to further trial family level intervantions. As child onset
Internalising symptom pathways are known to be influenced by family risk factors in the perinatal age
period (0 - 2 years), it Is Important to further svaluate famlly interventions I the pre-school setting.

Our thumb ratings were based on evidence for Impacts on Intemalising problems, anxlety and depression.
In the famlly intarvention Triple P, the one thumb rating was incengruent with the high economile returns for
the prevention of problems such as child neglect and externailsing behaviour. These findings reinforce tha
priority for further mental health evaluation of femily Interventions that are known to be effective in
preventing other child and adolescent problems.

Stirling et al. ? presented evidence that community level factors related to Insecurity and fading racial and
other minority group discrimination make small but significant contributions to child and adclescent
depression. Futurs program development and research should investigate community interventlons to
address these community lavel risk factors.

A surprising finding was that the effects of bullying prevention programs en child internailsing problams,
amxiety and depression are unknown due to a lack of evaluation. Given that bullying prevention programs
are theoretically linked to mental heaith benefits for both perpetrators and victims, future bullying
prevention evaluations should investigate these effects.

The present review [dentifled evaluations of physical activity Interventions. However, there is evidance that
other healthy Ilfestyle factors, such as good nutrition and sleep, and avokding substance misuse, may also
contribute to adolescant mental health.s 4 Future program developmant and research should investigate the
preventive benefits of child and adolescent healthy lifestyle interventions. -

Our report [dentified 3 range of types of interventions In varied age perlods and satiings. The range of
interventions align with ecological theorles arguing that multi-leve! factors centribute to child and
adolescent anxlety and depression. Communlty level interventions were identified that use coalition modals
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to strateglcally integrate prevention services to address & range of risk and protectiva factors. At this stage
there has been limitec svaluation of the effacts of these caalltion models on child and adolescent
internallsing problems, anxisty or depression. Future program investment and eveluation should sesk to
establish whether community coelition models can offer 8 means of maximising pravention effects by
improving tha coerdination of different Interventlons within settings.

The induded reviews summarise a large number of randomised trials, the majority evaluating psychologlcal
interventions. Hetrick et al, ® argued that future evaluations of the effects of psychologice! Interventions
should adopt active controls. Evaluations completed to dete cannot rule out the possibliity that some of the
change seen in study perticipants may arise from baing In the intervention arm of a trial or research study.

The review studles consistently identify heterogenelty of affects across psychological Interventions. In some
cases, heterogeneity is also evidant when specific programs are evaluated (e.g. Penn Resiliency Program,
FRIENDS, Interpersonal Psychotherapy). This suggests that future evaluation ressarch ks required to better
understand the factors that explain veriation in program outcomes (e.g. service delivery staff and setting,
Implementation fidelity monftoring}. Variations In programs and Implementation models should be
competitively evaluated to distil critfcal components and superor models.

Although significant effects are evident for a number of programs at post-Intervention, effects are typlcally
smaller at follow-up. Future evaluations should investigate how to sustaln longer-tarm intervention effects.

Lawrence et al 5 identifled the need for further research to evaluate the most cost-effective approaches.
Their review identiied online universal programs to be a priority for further aconomic evaluation, In view of
thelr potentially low implementation cost,

We notad In a number of cases the WSIPP econcmic evaluations® estimats relatively small economic
benefits for the prevention of internalising prablems and dapressicn, while preventing school problems are
estimated to have lerge long-term economic returns {see Appendix 2 for - Familles and Schools Together,
Blues Progrem/ Blues (Peer} Group, and Acceptance and Commitment Therapy fer depression). The WSIPP
estimates also factor in costs that are specific to the Washington: State service context (e.g. sgency health
care returns for treating child anxiety). These observations suggest that there Is an economic research gap in
quantifying the long-term costs of depression and [n providing ready access to pricing estimates of
prevention programs for the Australian context.
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Discussion

In overview, this report has identified that there is high quallty evidence to enswer the question; What
programs or sarvices for children and young people have besn shown to be affective [n tha prevention of,
and early intervention for, mild depression and amiety?

Tha finding that prevention ‘works' aligns with recent Internaticnal reports that advocata for Increased
Implementation of mentsl health promotion.” Our review found thet the most commonly evaluatad strategy
was universal psychological interventions Implemented In primary and secondary school settings. Our first
recommendation is based on conslstent evidence for the efficacy of school-based psychological
Interventions.

Recommendation 1: That state and national authorities set aside funds to enable pliot studies to
avaluste the effect of Australlan school students recalving a mintmum of ons term of school-basad
psychological Interventions In both late primary and sarly sscondary schoal

On avarage the effective programs Involve around 10 dassroom sessions;® hence we recommend evaluating
the effect of students recelving at least this number of sesslons during their late primary and eariy
secondary school years.

Making available specific funding suppett to purchase prevention programs could initiate a merket to
suppert the dissemination of effective programs. Funding support to purchasa prevention programs could
also come with a requirement to monitor and achleve agreed student mantal heatth targets. The evaluetions
of the 11 psychological intervantion programs Identified in this report Include systems for monitoring
student mental health outcomes.

Of the 11 manualised psycholaglcal Interventions that are Imblomcntod In primary and secondaery schools, 7
were [dentified to heve evaluation evidence according with a 2 or 3 thumb rating: Friends; the Penn
Reslliency Program; the Coplng with Strass Course; Promoting Altemative Thinking Strategles; Blues
Program/ Blues Peer Group; CBT Blbliotherapy; and Interpersonal Psychotherapy Adolescents Skllls Training.
It was noteworthy that desplte there being a number of Australian school-based psychologlcal intervention
programs. the 2 and 3 thumb ratings were mostly achieved by the USA-based programs.

As the Australlan programs are similar in content to the US Interventions, It seems reasoneble that with
further support for program development and avaluation Australian programs, such as Aussie Optimism and
the Resourceful Adolescent Program, should have the potentlal to consistently demonstrate posttive effects.

It is possible that the weaker effects reported in the Australlan programs may be partly rslated to
differences In Implementation models, rather then program content. A number of the Australian programs
(Aussie Optimism, Friends, Resourceful Adolescent Program) that were implemented by school staff had
elther non-significant effacts, or effects that were not sustained at follow-up (Friends). Given that the
Wemer-Seidier at al. review * found that externally-delivared intarventions were superlor to those deliverad
by school staff for depresslon, it is important for Australian psychological interventions to conduct cutcome
and economic evatuatlons to test the effects of different implementation models and staffing. These
considerations lead us to cur sacond recommendation,
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Recommendation 2: That Australlan research agendles prioritise funds to support the svaluation of
chiid and adeolescant depression and anidaty prevention programs.

With research funding support It will be feaslble to test whether the effects of school psychelogical
interventions improve, while maintalning economic benefits, when psychologists, mantal health staff or paer
leaders (l.e. blues group) Implement programs.

In arees other than psychological interventions, six programs, were Identified as having sufficient svidence to
warrant a two or threa thumb evaluation. These were: Coping Cat ® hb); Families and Schools Together
(5‘“3); Physical actlvity interventions (bb); the Good Bshaviour Gume (bh): Mentoring (ﬁ é']; and Online
ceT by,

Table 1 identified six family programs that were evaluated with a question mark or 1 thumb: Home visiting;
Triple P; Exploring Together; Tuning into Kids/ Teens; Strengthening Familles; end Restlient Families.
Prioritising prevention research funds would enable further refinement and evaluation of prevention
programs in the famlly setting.

The evidence summarised in this review supports the Implementation of a mixture of universal, selected and
indicated prevention approaches within the family, school and community settings. There Is currently
Insufficlent evidence to confidentiy identify a superior epproach to the prevention of anxiety, depression or
internallsing. Wemer-Seldler et al. ¥ presented subgroup analyses that suggested universal psychological
Intervention programs for depression prevention had smaller effect slzes at post-test relative to selected
and Indicated programs. For eriety, effect slzes were comparable for universal and selected snd indicated
programs. In contrast, Stockings et al. “ found larger reductions In depressive disorders for univarsal
preventions compared to selective and indicated prevention. It is possible that the most effective
approgches might Involve a combination of intervention types belng Implemented within the famlly, school
and community settings.

A common finding identifed in our review, refevant to both psychologlcal Interventions and other program
eveluations, is that effects tanded to diminish in slze over time. One explanation for this phenomenon may
be found In the complex range of risk and protective processes that we summaerised in the introduction that
operate in different settings to Influence chitd- and adolescant-onset Internalising, snxiety and depression
trajectories. The results of our review revealed that many of the intervention programs that we identified in
Table 1 tend to address one or two of the risk or protective procasses we outlined in the Intreduction,
However, in order to achleve sustained prevention effects, It may be necessary to address multiple risk and
protective processes.

A common finding in public health Is that risk and protective factors do not operats In isclation and hence,
population beheviour change is more llkely to be achieved where efforts to address risk processes are
reinforced at different age pariods end across diverse settings.? These considerations lead to our third
recommendation.

Recommendation 3: That In addition to school psychological Interventions (Recommendation 1}
funding be made avaliable to svaluate the effect of a mixture of universal, selectiva and Indicatad
pravention interventions being strategically planned for implementation in differant settings within
haalth servica reglons.

In line with ecological theorles, tha present report identifled evidence for a range of different types of
intarventlons in varied age periods and settings. Future pmgr:am Imvestment and eveluation should seek to
evaluete whether community coalition models can offer 8 means of maximising prevention effects by
improving the coordinated Implementation and evaluation of different Interventions In family, school and
community settings within specific geographic service regions.
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Table 1 identlfies two community coalition models that currently operate across Australia. To date
evaluations show that these coalition models are effective at improving tha coordination and
implementation of evidence-based practices within targeted geographic service reglons. Currenty there has
been Insufficient evaluation to identify whether these models contribute to community-level prevention of
child and adolescent Internalising problems and amdety and depression.

Glven the ecologlcal context of risk and protective factors, it Is feesible that community coslition models can
make a valuable contribution to the sirategic planning and implementation of prevention services within a
geographlc reglon. It [s lIkely that Increasing such sarvicas wlll Improve not just mental health cutcomes, but
also prevent problerms In other araas related to physical health and health behaviour, crime and violence,
and fallure to engage in education and employment.®
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Applicability

In summary, we evaluated the mixture of prevention Interventions identified in this report to be applicable
for implementation in Australia both in universsl and targeted populations. Available evidence suggests that
Interventions to prevent anxlaty, depression and Internallsing problems can be targeted to
socioaconomically disadvantaged communities 2 and culturally and lingulstically diverse communites.®® The
available avidence suggests that Interventions can be successfully targeted to selactive and Indlcated groups
Induding youth In corrections Institutions and recrulted from health and mental health services. 4
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Conclusion

A range of high quallty literature reviews wene Identified and these studles demonstrated that preventive
Interventions have small but significant post-intervention effects In reducing anxiety, depression and
internalising problems in children and edolescents. In total, 13 programs (7 school psychologlcal
Interventions and 6 other programs 2 family, 2 school, and 2 community]) were Identifled with sufficlent
evidence to warrant a 2 or 3 thumb rating. The existing resesrch Is unable to detect consistant differences In
effect sizes for universal, selected and Indicated Interventions. A humber of gaps In knowledge were
identified. We made three recommendations for disseminating prevention programs and for research to
Identify superior Intervention models. Identifying models that can cost-effectively integrate pravention
sarvices to sustaln effects over longer than 12-month follow-up perlods Is en Important priority.
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Meta-analysts. Assassed risk of blas bn studies?. 1 = Yes. A13. Risk of blas interprated In discussfon of results?. 1 = Yas. A4, Sathel and discuaston of

obsarvad hetercgeneliy?. 1 = Yes. A15. Meta-analysis. invwstigaied and discussed pubRorion end small study bims?, 1 = Yes, A6, lupurh-d and managermend strategy
for canflict of Interest?. 1 = Yer.
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Appendix 2: Information on the
interventions presented in Table 1

Famlly interventions
1. Famlly Home Visiting

Evaluation outcomes
www.wsipp.wa.gov/BenefitCost/Program/35. (2 Induded studles child Intemalising Cox effect size post-

intervention = -0.048, follow-up = -0,035. No estimate for depression or amxety, WSIPF, 2018) (").

www.aracvorg.au/prolects/righthoms

Target audience
Selected mothers assessed as vulnerable for parenting risk factors

Reoch
Commeonly targeted to socloeconomicelly disadvantaged parents.

Roferral pathways
Parents are commonly refarred by welfare, comections or healthcare organisations.

Components:
Manualised curricula delivered to paraprofessional staff.

*The Nurse Family Partnership program provides intensive visitation by nurses during @ woman's pregnancy
end the first two years after birth. The program Is designed to serve low-income, at-risk pregnant women
expecting their first child. The goa/ Is to promote the chlid's development and bmvlde support and
Instructive parenting skills to parents. Ameng programs Included In the meta-analysls, participants recalved
25-35 home visits on average, spread over approximately two years.”

An Austrellan RCT Is currently In progress Implemented [n Maternal Child Health (MH) services, but has not

yet published outcomes for child emotional adjustment (www.emcy.org aufprojectsrighthome). In the

Australlan tral services are provided "heginning during pregnancy and continuing until the child reaches

two, parents who take part ... recelve 25 homa visits” (www.aracv,0rg au/projecis/ighthome).
Workforca requirements

These programns are Implemented In Australia by trained matarnal child nurses who are supported by social

workers (www.arcyv.org.eu/projects/righthome).

Cost-effectivensss
Benefits minus cost "$US 1,827 per participant = Casts $US 11,819, Banafits $US 13,645 (2 Included
studles child Internalising Cox effact size post-intervention = -0.048, follow-up = -0.035. No estimate for

depression or anxiety, WSIPP, 2018 (&)
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Minority populations

Programs of this type have been implemented with diverse populations including parents: fram low SES
backgrounds, Aberiginal and Torres Strait Islander backgrounds; from culturally and lingulstically diverse
(CALD) backgrounds and nations. We found no reports of dellvary for LGBTI people.

2. Triple P Positive Parenting Pragram ~ Universal and Leve] 4 Groups

Evaluation autcomes
http.//whatwarksforkids.org.au/program/triple-p-positive-parenting -program (wall supported)

http://www.wsipp.we.gov/BenefitCost/Program/79 (WSIFP, 2018, Universal Triple P: No sffect astimates for
Internalising, anxlety or depression)

http://wsipp.wa.gov/BenefitCost/Program/81 (WSIPP, 2018, Leve! 4 groups: 1 included study internalising
Cox effect size at post intervention = -0.025 and st first follow-up = -0.016). We did not identify mata-
analysis estimates for depression or anxlaty.

Target audience
Selected parents reporting children to be exhibiting behaviour problems

Reach
A broad range of parent demographics are relevant.

Referrat pathways
Parents may self-refer or be referred by organisations.

Components

Manualised curricula celivered to parent groups.

*Triple P Positive Parenting Program (system) is a universal prevention program that aims to increase the
skills and confidence of parents to prevent the development of serlous behavioral and emotlonal problems
in thelr children. Triple P has five levels of intensity. The first level is s medla campaign that aims to Increase
awaneness of parenting resources and Inform parents about solutions to common behavioral preblems.
Levels two and three are primary health care Interventions for children with mild behavioral difficultles,
whareas levels four and five are more intensive indlvidual- or class-based parenting programs for families of
chlidren with mora challenging bahavior problems® (WSIPP, 2018, Programy79).

“Triple P—Positive Parenting Program (Level 4, group) is an Intensive class-based parenting program for
families of children with more challenglng bahavior problems. The focus [¢ learning skdlls and role-playlng
strategies to cope with and correct behavior problems” (WSIPP, 2018, Progrem/81).

*Triple P draws on soclal learning, cagnitive behavioural and developmental theory as well as resesrch Into
risk factors associated with the development of social and behavicurai problems In children. It aims to equlp
parents with the skills and confidence they need to be seif-sufficent and to be able to manege family issuss
without ongoing support” ... “Level 4 Is for parents of children with severe behavioural difficultles {or in the
case of Group Triple P/Group Teen Triple P, for motivated parenis interested in gaining a more In-depth
understanding of Posltive Parenting). it Is available for parents of children from birth to 12 years and 12~16
years and is delivered as a”. ... group “course of 10-12 hours contact* (WW4K, 2018),

Workforce reguirements
The Level 4 groups are dellvered by a broad range of professionals that have baen sccredited after

succassfully completing the training courses. “Most tralning Is efther two or three days with accreditation to
follow, usually 6--8 weeks later. Some training course may have prerequisites” (WW4K, 2018), Training
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Benefits minus cost: “$US 2,201 per partidipant = Costs $US 560 (Estimated as a profitable program for
Washington State agencies as courses can run on & sliding scale and operate at an overall profit for
agencles), Benefits $US 1,6417 (WSIPP, 2018, Program/81: 1 Included study internalising Cox effect size post-

intervantion = -0.025, follow-up = -0.018. No astimate for depression or arudety), (5).

Minority populations
Triple P has been Implemented successfully with a range of parents including: from low SES backgrounds,

Aboriginel and Torres Strait Islandar; and people from culturally and linguistically diverse {CALD)
backgrounds and nations. We found no reports of delivery for LGETI pacple,

3. Explofing Together

Evoluation putcomes
http:f{whatworksforklds.org.aulprngrurnlexplarlng-together—prlm_ury—sd-.ool-program (Supported)

https/www.kidsmatter.edu.au/primary/programs/exploring-together (2 studles, 1 thumb), Significant
reductions In depression/anxiety symptoms at 6 months. (Hamphill & Littlefiald, 2001; Internalising d =
0.57). Both studles are relatively smalf and have not been audited In &n Independent systematic review.

Tergst popuiation

Children selectively targeted in pre-school and primary school,

“Exploring Together is a short-term, muMti-graup, early Intervention program for children at risk of
developing serlous emotional snd behavioural problemms, their parants/carers and teachers. It targets
primary school-aged childran between 6 and 14 year of nge. The program focuses on developling children's
soclal skills and reducing thelr problematic behaviour, erhancing parenting practices, and strengthening
famlly units.” (WWAK, 2018},

“The target group for Exploring Together multi-group progrems are primary school childran showing early
signs of emotional and behavioursl problems Including aggression, impulsivity, anxiety, social withdrawal,

problematic peer, parent-child and famlly relationships. These children and their familles require intensive

sarly Intervention.

There are two versions of the multi-group pragram for primary school aged children. The Exploring
Together Pre-School/ Early Primary School Program Is for children aged 3 ¥ to 7 years, The Primary School
Program s sultable for 7 to 14 year old children (KidsMatter, 2018).

Reach
Separate workshop-style groups run concurmantly for children and parents, followed by a combined session, )

Referral patiwoys
Children are typically identified and refarred for participation by teachers, though self-referral Is possible.

Worldforce requirements

Facllitators are trained profassionals and expacted to have some sort of psychotogy, soclal work, or mental
health professional Background. Teachers are also applicable. Tralnlng varies In length and cost depending
upon spexific components of the program, though tralning appears to take 8 maximum of 2 days (vis
workshop). The cost of training is $440, and the manual itself Is $85. Tralning costs are estimated on
proximity to Melbourne, and Incur edditional travel costs outside the metropolitan reglon.
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Cost-effectivenass
Very little information Is available to perform a cost benefit analysls. Howsver, one such report that did

touch upon the cost of implementing the progrem in the Tiwi Islands concluded that desplte Incressed costs
of "fiy-in, fly-out” facilltation, the program was effective though likely unsustainable due to the costs
invalved. This Is uniikely to be the casa for the more common Implementations, however.

Minority populations

The programs heve been used extensively with famllles from a diverse range of cultural, lingulstic and soclo-
economic backgrounds. A verslon of the program has also been specifically developed and evaluated for
use with Indigenous Australians.” (KidsMatter, 2018).

4. Coping Cat/ Coplng Koala

Evaluation outcomnes
http://www.cebcdcw.org/program/coping-cat/

CEBC Evidence Rating 1 — Well-Supported by Research Evidence
http//wslpp.we.gov/BenefitCost/Program/66 (WSIPP, 2018, 13 Included studies anxiety disorders Cox effect
post-intervantion = -0.414, first follow-up = -0.191). Effects on depression and internalising unknown
S,

Target audisnce
Chiidren experiencing problematic levels of smdety aged: 7 - 13 (CEBC, 2018)

Reoch
A broad range of ‘child and family demographics are relevant.

Referral pathwoys
Parents may sel-refer or be referred by orgenisations.

Companents

Manualised curricula dellvered to groups of (1) chiidren; and (2) parents.

Group-based manualised 16 week program some sessions for parents/caregivers, The computer-assisted
Intervention, Camp Cope-a-Let, Is 12 sessions with less than half of the sesslons requiring professional time*
(CEBC, 2018).

*Treatments usually include multiple components, such as strategies to control physiological responses to
anxlety, cognltive restructuring and self-talk, exposure to feared stimuli, and positive reinforcement, This
brief therapy can be administered In Individual, group, or family format; well-known examples include the
Coping Cat end Coping Koala programs®. The WSIPP benefit costs results are those from group formats”.

Workforce requirements i
The programs are delivered by a broad range of professionals that have bean accredited after successfully

completing the tralning and accreditation requirements. ELABORATE

Cost-effectiveness

Benefits minus cost: *$US 6,612 per participant = Costs $US 418 (Estimated as a profitable program for
Washington State organisations thet can offer programs on a sliding scale for families and can benefit from
heslth system returns for child treetmant), Benefits §US 6,194 (WSIPP, 2018, 13 induded studies aniety
disorders Cox effect post-intarvention = -0.414, first foliow up = -0.191 - & Effects on deprassion and

Internalising unknown).
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Reason for including a treatment
Cost-effective group-based and oniline famlly program, evaluations show potential to extend to Indlcated

Minority populations

We were unable to find Information on the implementation of Coping Cai/ Coping Koala with: low SES
backgrounds; physicel disabllity; Aboriginal and Torres Stralt Islander; people from culturally and
Iingulstically divarse (CALD) backgrounds; LGBTI people.

S. Familles and Schools Together (FAST)

efﬁcacy for anhlnced fumlly functloning. preventlng chlldren at- rfsk from expedencing school fallure,
preventing slcohol and other drug abuse, reducing the stress exparienced by parents and children from
dally iifa situatlons).

http:/fwhetworksforkids.org.au/program/familles-and-schools-together-fast-0 (Well supported)

hitp.//wsippwa.gov/BenefitCost/Frogram/150 (WSIPP, 2018: Meta-anelysls from 7 studfes shows the
pregram reduces Intemallising symptoms (Cox effect sfze past intervention = - 0.056 and at first follow-up =
«0.041) (downgraded to 2 thumbs due to negative economic returns besed on one study [see balow)).

Target population
Chlidren universally targeted in primary schools (with some trlals In secondary schools), Program is usuafly

targeted towards children who are considered at risk for educational fallure or other problems,

Reach
Designed for children and famllies (children are Invited to attand with parents/guardians),

Refarral patiways
Children are identified by educators, who then refer children/parents into the program.

“Familles and Schoofs Together (FAST) is a multi-family after school program Intended to increase parents’
involvement in school and thelr chlid's education, increase parent-chiid bonding and communication, and
enhance parents’ self-efficacy. Groups of 8 to 12 familfes meet weakly for eight consecutive weaks. Sesslons
last about 2% hours and take place after school or early in the evening. Tralned facllitators conduct the
meetings, which Involve experientlal learing, parent-child play, and a shared meal. The Initial elght weeks
are followed by two years of monthly parent-led meetings”.

Workforce requirements
The program Is deliverad by tralned facllitators, who first undergo an Intemship of at least 5 days (2 ceys
tralning. 3 days on site workshop delivery).

Cost-effectiveness

The WSIPP (2018, Frogramy150) evaluation found the program was not cost effective: $US — 3,500 loss per
child treated, $US - 909 program costs, $US - 2,671 (negative beneflts). The economic loss i malnly due to
large negative costs assoclated with a small negative effect on academic test scores in one study. Hence,
these negative economic findings should be considered with caution.
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Minority popuiations

"FAST has been shown to hava pesltive cutcomas for children from low soclo-economic or disadvantaged
family backgrounds. Posltive outcomes heve also bean reported with indigenous children, Including
indigenous children living in remote indigenous communities, children from culturally and lingulstically
diverse backgrounds and with children fram rural areas.” (KidsMatter, 2018).

6. Tuning In to Kids / Tuning In to Teens
Evaluation outcomes
http://whetworksforkids.org.au/program/tuning-in-to-kids (Supported — Question merk for Internallsing)

7 ® 3 0-kids (Rated 4 out of 5 stars (Good) for
enriy chlldhoodlprimlry school aged childr!n. though the speclﬂc outcomes are not [ndividually assessed.)

k/ (2 - Medium for youngaer childran and teens).

Evidence from st least one study to suggest that the positive effects of the program are sustained for at
least 6 months.

Tangst population
Broad targets - the program Is desaribad as sultable for both universal and selective approachas.

Reoch
Tuning In to Kids/Teans and variants are aimad at parents and primary and secondary age children.

Refarral pathways
The program Is salf-Initfated by schools/crgenisations, and the organisation itself advertises various
meetings and workshops for Interested parents.

Compoirents

Manuallsed curricula delivered to parent groups.

The program Is delivered In six 2-hour sessions, plus two booster sesslons run [n two month Intervals after
the program conclusion,

"Turing In to Kids™ is an evidence-basad parenting program that focyses on the emotions! connection
between parents and children. Ir particular the program teaches parents skills in emetion coaching, which is
to recognise, understanc and respond to children’s emotlons in an accepting, supportive way. This appruach
helps the child to understand and manage thelr emotions. ...Program variants Include Tuning in to Toddlers,
Tuning in to Kids, Tuning in to Teens, Dads Tuning In to Kids and Trauma-focused Tuning In to Kids. A
version of the program for parents of anxious children and for parents of children with chronic liness have
both been evaluated with publications to follow shortly.” (WW4K, 2018).

Workforce requirements
The program Is designed to be delivered by tralned professionsl staff who have completed the facilitator
training provided by Tuning in to Kids. Tralning appears to typically involve attending a 2-day workshop.

Cost-sffectiveness

No Information available at this time.

Minarity populations:
No specific evidence for efficacy in diverse samples.
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7. Strengthening Families Program

Evaiuation cutcomes
http://whatworksforkids.ong.au/program/strengthening-famllies-program (supported)

hitp://wslpp.wa.gov/BenefitCost/Program/138 (WSIPP, 2018, 7 Included studles, 2 included for Internalsing
Cox effect size post-intervention = - 0,129, at first follow-up = -0.094 - one thumb).

Target audisnce
In Australla the target has been primary school aged children. Programs are offered efther univarsally to all
 parents [n a primary school or for selected families with children experiencing behavieur problems.

Reach

Universal reach, but Is also delivered to selective populations In disedvantaged primary schoal.
Internaticnally the program Is also offered selectively tc parents In corrections and substance abusa
treatment programs.

Referral pattways:

Universal programs Invite all families in a location such as a primary school. Selected parent programs have
been run in: disedvantaged primary schools. Intemnationally the program s also offered selactivaly to
parents In corrections and substance abuse treatment programs.

Components
Manualised curricula for (1) parents; (2) students; and (3} groups.

“The Strengthening Families Program (SFF) Is a nationally and Intematlonally recognized parenting and
family strengthening program for high-risk and regular familles with different age vetsions from birth to 17
years of age Culturally adapted versions with different languages were tested and found effective in 35
countries Including Australia — the first international implementation in Quesnsland® (WW4K, 2016)

The univarsal version, *Strengthening Families for Parents and Youth 10-14 (also knawn as the lows
Strengthening Familles Program) is a famlly-based program thet attempts to reduce behavior problems and
substance use by enhancing parenting skills, parent-child relationships, and family communication. The
sevan-week interventlon Is designed for 6th grade students and thelr famillas.”.

Workfores requirements

In Australla the program [s managed by Barwon Child Youth and Family Servicas In Geelong, Victorla. The
program is delivered based on manuals and licenses that were purchased from the Intemational maneging
agency. Within an Australian municipality, a family service agency obtains the license to operate the
program after completing training and accreditation requirements. Tralned facliitators then run the program
In locations across 8 municipality.

Cost-effactiveness

Benefits minus cost: *§US 4,547 per participant = Costs $US -835, Benefits $US 5,381 (WSIPP, 2018, 7
included studies, 2 included for internalising Cox effect size post-Intervention = - 0.129, first follow up = -
0.084 - one thumb). Effects on depression and aruiety not reported.

Minority populations

Strengthening Families has been Implemented successfully with a range of parents Including: from low SES
backgrounds; and people from culturally and lnguistically diverse (CALD) backgrounds and natians, We
found no reports of delivery for LGB! people or Aboriginal and Torres Stralt Islanders. As the program has
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been run successfully with first nation Americans, it is Iikely to translate to Aboriginel and Tomes Strait
Islander people.

Rusiliert Families

Evaluation outcomes
http://whatworksforkids.org.au/program/the-resillent-familles-program (promising)

paramn (3/3 stars - muldple studies showing

Buttigelg et al, (2015)™ report salective effects In redudng depression one-year post intervention - In cases
whare adolescants had moderate baseline symptoms and familles attended parent aducation avents
{Question mari).

Target cudisnce
Universal program for secondary school students and parents

Reach
A broad range of parent demographics are relevant.

Raferral pathways
All parents and students are offered the program within a school.

Components

IManualised (1) student curriculy; () parent group programs,

"The following mejor components: Student Curriculurm: The student currculum covers communication skills,
emotioru| awareness, conflict resolution, stress reduction, responsibilities In the famlly, and changes that
occur in famllies. The curriculum component is a 10-week program, delivered to Year 7 students by thelr
classroom teachers. Parenting Adolescents Quiz; This companent is a 2-hour soclal evening for parents with
Year 7/ Year & children. The evening uses a fun quiz format to impart research-based Information to help
parents promote heslthy youth development. PACE (Pareniting Adolescents: A Creative Experlence): PACE Is
an 8-week parenting program that provides practlcal information on a range of Issues facing young people
and thelr familles. Groups provide a safe and posltive forum In which the strengths and experiences of
jparents can be shared and explored. Parent Education Book; Helping your child sucesed In school and Iife Is
a simply wiitten and engaging book that sets out the major fssues parents face In ralsing children through
the early secondaty school period and the parenting strategias they can use to bulld family resflience.”
WWA4K, 2018).

Woerkforce requirements
The program ls delivered by school staff following half dey tralning courses.

Cost-affectivaness

Unknown.

Minonity populations

The 1999 verslon of Resilient Families was implemented successfully with a range of parents from: low SES
backgrounds, Aboriginal and Torres Strait Islander; and people from culturally and linguistically diverse
{CALD) backgrounds and nations, We found no reports of dellvery for LGBTI people.

Conflict of Interest Daclaration: Author Toumbourou hoids intellectual property responsibillty for the
Resillent Families program.
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School interventions
1. FRIENDS for Life

Evaluation outcomes

Although this program s focussad on preventing anslety, Brunwasser & Garber's (2016)% meta-analysas
showed small significant effects in preventing depressive symptoms at 6 - 12 month follow-up (g = - 0.2¢,
Cl-0341t0-0.14, k= 3, 55) but not at post-intervention (g = -0.04, Cl - 0.14 to 0.05, k = 4). There was
significant heterogeneity batween the studies. We were unable to source mets-analyses for effects on
internalising or ariety.

Torget audience
Delivered universally to primary school students, with one study including pre-school children.

Reach
The program is relevant to students from diverse backgrounds. The evaluations have been in universal
primary school populations In Australla.

Referral pathways
All students receive the universal program.

This program “Involves ten weeks of 1 to 1.5-hour sessions to be run in class time, and has comesponding
homework tasks for each session so the skills can be practiced at home with familles. Schools may choose to
complete the program over a 10-week period, or choose to conduct shorter sesslons over a longer period of
time, At the concluslon, there Is also the option to run two booster sessions via homewerk tasks, where ths
students can review thelr progress and re-visit the FRIENDS management plan .. [There are] two parent
sesslons that may be arranged by the school. In addition, hendouts are provided to supply parents with
further information. (www.kidsmatter.edu.au/primary/programs/friends-lifa/).

Workforce requirements
Tha programs are delivered by school staff after recelving training from the devalopers.

Cost-effectiveness

Unknown

Minority poputations
Evaluations effects are unknown for participants: from low SES backgrounds; from culturally and
Iinguistically diverse (CALD) backgrounds; with a physical disability; from Aboriginal end Torres Strait

Islander backgrounds; or from LGBTI orientation,
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2. Penn Resiliency Program {PRP)

Evaluotion outcomas

Brunwasser & Garber (2016)® meta-analyses show small significant effects in preventing depressive
symptoms at post-intervention (g = - 0.08, CI - 0.15 to - 0.07, k = 13} end at 6-30 month follow-up [g = -
0.19, €1 - 0.27 to - 0.1, k = 12, DS, Evalustion findings show high heterogenelty with two studies
reporting negative effects. When delivered by extemal providers {in an effectiveness trlal) rather than the
research team, effacts were non-significant at post-intervantion (g = -0.06, €I -0.13 to 002, k = 7), but
significant at first follow-up (g = - 0.15, (1 - 0.23 to -0.07, k = &), Effects on Intemalising snd anxiety are
unknown.

Target audisnce

Deliverad universally to all students In late primary or secondary school or to universal, selected and
indlcated adolescent groups targeted in locations sch as primary care dinics or ethnlc communlty centres.

Reach
A broad range of child snd family demographics are relevant. Evaluation trials indude Australlan children.

Referral pathways
All students recelve the universal program or famities with high depression symptom chlidren may be

referred by clinics.

Components
Manuallsed curricula deliverad to groups of children. Group-implementead 12 session manualised curricula

based on CBT.

Workforce requirements
The programs are delivered by the Penn State Resiliency Research team staff and students or by sccradited

mental health providers.

Cort-affectivenesy
Unknown

Minorily populations
PRP evalustions Include partiipants from: low $ES backgrounds; and from culturally and lingulstically

diverse (CALD) backgrounds.™ We were unable to Identlfy evaluatlons with: people with a physlcal disabllity;
Aboriginal 2nd Torres Straft Islander pecple; or LGBTI people. *

3. Coping with Stress Course

Evoluation outcomes

Brunwasser & Garber (2016} meta-analyses show medium sized significant effects In preventing depressive
symptoms &t post-intervention (g = - 0.33, Cl - 0.47 to - 0.20, k = 4) and small effects at 12-33 menth
follow-up (g = - 0.18, €1 - 032 to - 0.04, k = 4) (S& ). Evaluation findings show low heterogenaity. Similar
effects have been found when dellvered by external providers {in an effectiveness trial). Effects on
Internalising and anxiety are unknown.

Target audisnce
Delivered to selectsd secondary school age adolescents based on sub-cilnical symptoms or targsted based
on parents dingnosed with a depressive disorder in health care organisations (see details
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Reoch
A broed range of child and family demographics are relevant. No evaluation triels In Australian children
werea [dentified.

Referral pathways

Students In the secondary school trial were recruited Into a research study and then referred into the
Interventlon based on assessmant of sub-clinical depressive symptoms. In the heelth organlsation trial
adolescents were invited to participate based on referral from parents disgnosed with s depressive disorder.
Companants:

Manualised curricula delivered to groups of children. Group-Implemented 15 sessions each of 45-60 minute
Implemented from 2 manuslised curricula based on CBT.

Workforce requirements
The programs are delivered by the research team siaff and students or by accredited providars,

Cost-sffectiveness

Unknown

Minonity populations
The evaluations have hot reported effects with participants from: low SES backgrounds; culturally and

lingulstically diverse (CALD) backgrounds; people with & physical disability; Aboriginal and Torres Strait
istander people; or LGBTI pecple.

4. Promoting Albernstive Thinking Stratagies (PATHS)

Evaluation outcomes
http://whatworksforklds.org.au/program/promoting-alternative-thinking-strategles-paths (well supported)
hitpsy/www.blueprintsprograms.org/factsheet/promoting -altemative-thinking-strategies-paths (rated as a
Model program)

http:/Avww.wslpp.wa.gov/BenefitCost/Programy/94 (WSIPP, 2018, 7 Included in the meta-analyss for
Internalising Cox effact size post-Intarvantion = -0.015, follow-up = 0.000,) {S &) Effects on anxlety and
depression were not included In the meta-gnalysls.

Tongst qudience;
Pre-school and primary school children, ages 3 to 11 (WWA4K, 2016).

Reach
Universal reach, but Is also deliverad to selective “special need” students.

Referral pathways
All students attending school for the universal implementation. Referral for selective implementation is for

students Identified by the school as speclsl needs.

Components
Manualised classroom dalivered cumicula,

“The Promoting Alternative Thinking Strategies (PATHS) curticulum Is a classroom sociosmotional leaming
program designed io improve self-control, emotional understanding, interpersonal relatiorships, and social
problem-solving skills for [primary school students]. The program s designed to be s mulii-year, school-
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wide Intervention to prevent serlous emotional and behavioral problems. The PATHS curriculum provides
scripts to guide lessons that classroom teachers or counselors teach two to three times a week”

"Each grade leve! undertakes different components using an overall scope and sequence. New
developmantal tapics are added each year to a baslc curriculum model that Is focused on emotional
awarsness, self-control, interpersonal problem solving, empathy development, and hezlthy peer
relationships. Implemented two or three times per week. Each session is designed o last approximately 30
minutes” (WW4K, 2018).

Workforce requirements
Classroom teachers deliver the curricule fellowing a “2-3-day tralning workshop and ... bi-weekly or monthly

consultation and observation from project staff as they deliver the PATHS curfculum to thelr students”
(WWAK, 2018). The curricula Is delivered based on menuals that are purchased from the developer.

Cost-effectiveness

Benefits minus cost = “§US 7,127 per participant = Costs $US -360, Benefits $US 7,487 " (WSIPF, 2018, 11
included studles, 7 induded for iInternalising Gox effect size post-Intervention = -D.015, follow-up = 0.000.
Effects on anxiety and deprassion were not included In the meta-analysis.

Minority papulations
PATHS has been implemented successfully in the USA with students from low SES backgrounds, special

leaming need students, and students with a physical disability. There is no information on the
implementation with: Aboriginal and Torras Strait Islander; people from culturaily and linguistically diverse
(CALD) backgrounds; or LGBTI people.

5. Blues Program/ Blues (Pesr) Group

Evaluation eutcomes

Brunwasser & Garber (2016) meta-analyses show significant medlum effects In preventing depressive
symptoms at post-Intervention (g = - 0.45, Cl - 0.63 to -0.28, k = 3) and small significant effects at 6-24
month follow-up (g = - 0.21, Q1 - 0.38 to -0.03, k = 3), There was low heterogenelty batwesn the studies.
There Is also evidence that the Intarvention reduced depressive disarder after 6-month {OR = 0.12) and 24-
months (OR = 0.53). One trial found significant effects {effectiveness evidence) whera the curricula was
implemanted by schoof staff.

hiteAwsippwe,aov/BensfitCost/Program/537. (WSIPP, 2016, 4 Induded studies for major depressive

disorder Cox effect slze post-intervention = -0.201, (& &), first follow-up = 0.000). Effects on anxiety and
Intemnalising are unknown.

Target qudience
Selected adolescents with sub-clinical depressive symptoms.

Reach
Relevant to secondary school students from diverse backgrounds. No evalutions have been reported with
Australian youth.

Referral pathways
Students with high (sub-cliinical) depressive symptoms are referred into the groups by researchers.

Components:
Menuslised curricula deliverad to groups of adolescents. The program consists of sh weekly one-hour
group sesslons and home practice assignments. Sessions focus on engaging in pleasant activities, cognitive
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restructuring techniques, and response plans for future life stressors.., In the studles wa reviewed, there was
an average of 6.85 students per group with an average of 73 students served by each teaching team”
(WSIPP, 2018),

Workforce requirements
"The program was team-taught by elther a graduate student and undergraduate assistant or two school

personnel (typically a school counseler ar school nurse). Program leaders received an avarage of ten hours
of tralning” (WSIPP, 2018).

Cost-effuctiveness

Benefits minus cost = "$US -144 per participant = Costs $US -116, Benefits $US -28 * (WSIPP, 2018). The low
benefits are assoclated with an estimated small economic return from preventing major depression and
hence should be interpreted cautiously,

Minority populations o .
We were not able to find evaluatlons that Included participants from: low S$ES schools; culturally and
lingistically diverse (CALD) backgrounds; with a physical dissbility; Aboriginal and Torres Stralt Islander

people; or LGBTI people.
6. CHT Bibliotherapy (Evaluation of self-help using the Feeling Good handbook)

Evaluation outcomaes

Brunwasser & Garber (2016) meta-analyses show significant effects in preventing depressive symptoms at
post-Intarvention (g = - 0.18, €I - 0.36 to 0.002, k = 3) and at 6-24-month follow-up {g = - 0.25, C1 - 043 to
-007, k = 3) (&), There was low heteroganelty between the studies. The trials demonstrated sffactiveness
as youth were offered minimal guldance from the research team. Effects on anxiety and intermnalising are
unknown.

Target oudience
Selected adolescents with sub-clinical depressive symptoms.

Reach
Relevant to secondary school students from diverse backgrounds. No evalustions have been reported with
Australian youth.

Referrol pathways
Students with high (sub-clinical) depressive symptoms wers referred 1o the books by researchers.

Components:

Self-heip book recommended to adolescents. The self-halp "Feeling Good Handbook” {Burns, 1989) was
provided to adolescants, This book Is based on CBT and offers guldance on changing cognitions and
managing emotions.

Workforce requirements
Students were given minimal guidance or support in how to use the book,

Cost-effectiveness
Not avallable.
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Minority populations
We were not able to find evaluations that included participants from: low SES schools; culturally and
flingulstically diverse (CALD) backgrounds; with a physical disabifity; Aboriginal and Torres Stralt Islander

people;: or LGBT! people.
T. interpersonal Psychotherapy-Adolescents Skills Trafning

Evoluation outcomes

Brunwasser & Garber (2016) meta-analyses show significant medium effects In preventing depressive
symptoms at post-Intervantion (g = - 0.49, Cl - 0.71 to -0.28, k = 3} and smal! significant effects at 3-18-
month follow-up (g = - 0.24, €I - 0.46 10 -0.01, k = 3} (b t3). There was significant heterogeneity betwean
tha studies. There Is evidence In one evaluation that the intervention reduced depressiva disorder after 6-
months. One trial found significant effects {sffactiveness svidence) where the currcula was Implemented by
trained group leaders. We did not find mata-analyses for effacts on anxlety and Internalising.

Target audience
Universal school program with indicated component for adolescents with sub-clinfcal depressiva symptoms.

Reach
Relevant to secondary school students from diverse backgrounds. No evalustions have been reported with

Australlan youth.

Referral pathways
All students in a school receive the universal curdicula. Students with high (sub-clinical) depressive

symptoms are referred Into the groups by researchers.

Companents
Manualised curricula delivered to groups of adclescants.

“The pragram Includes two individual pre-group sessions followed by eight group sessions with 3-7
adolescents per group. It may also include a mid-program session that parents are allowed to attend and
four individual bocster sessions in the months following the group sessions. ... The program,aims to
dacrease depressive symptoms by helping adolescants Improve thelr relationships and Intarpersonal
Interactions. The group teaches adolescents communlication stratagles and Interparsonal problem-solving
skills that they can apply to their relationships®.

[www.bluepﬂntsprogmmrglfactshootllnterpemnul-psychotherapy—adolesoent-skllls-trnining)

Workforce requirements
The universal program is implemented by the teacher fellowing training from the researchers. The indicated

program "ls delivered by mental health cliniclans at school*
(www.blueprinis programs.org /factsheet/interpersonal-psychotherapy-adolescent-skil Is-training).

Cost-effactiveness
Information was not Identlfied.

Minority populations )
Evaluations were not found with students: from low SES schools; from culturally and linguistically divarse
backgrounds; with a physical disabllity; from Aboriginal and Torres Stralt Islander backgrounds; or with an
LGBTI orientation.
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8. Prablem Solving for Life

Evaiuation putcomes

Brurwasser & Garber (2016) meta-analyses show small significant effects in preventing depressive
symptoms at post-intervention (g = - 0.19, Cl - 028 to - 0.11, k = 2, One thumb) and non-significant effects
at 12-33 month follow-up (g = 0.03, C1 - 0.06 to - 0.12, k = 2). There were no effects on depressive disarders.
The programs were delfvered by teachers and hance represent an effectiveness triel, We wera unable to
source meta-gnalyses for effects on internalising or anxiety.

Target cadience
Delivered by teachers as a universal secondary school program and in an Indicated format with groups
selected by the researchers to have high sub-clinical depression symptoms.

Reach
A broad range of chiid and family demographics are relavant, Evaluation trials have been In Australian
schools.

REFERRAL pathwayx .
All students In the school receive the universal intervention, Students were recrulted into a research study
and then refeired intc the Indicated Intervention based on assessment of sub-clinical depressive symptoms.

Components

Manualised curricula delfvered to groups of children

Eight manusilsed sessions |asting approximatefy 45 minutes delivered by classroom teachers who have
recefved training from the researchers. The curriculum teaches CBT techniques induding problem solving
(www.chlldtrends.org/programs/problem-solving-far-life).

Workforce requiremenis

The programs are dellvered by classroom teachers who have recslved training from the researchers.

Cost-sffectiveness

Unknown

Minority populations
The evelustions have not reported effects with participants from: low SES backgrounds; culturally and

linguistically diverse (CALD) backgrounds; paople with a physical disability; Aboriginal and Torres Strait
Islander people; or LGBTI peogple.
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9. Acceptance and Commitment Therapy (ACT)

Evaiuation outcomas

http://wsipp.wa.gov/BenefitCost/Program/757 (for children with depression - adolascent groups to treat
depression) (Mejor depressive disorder medium significant effect - Cox effact size post-intervention = -
0281, first follow-up = 0.000, k = 2, One thumb).

http-//wsipp.wa.gov/BenefitCost/Program/756 (for children with high anxfety) (Anxiety disorder large
significant effect - Cox effect size post-Intervention = -0.450, first follow-up = 0,208, k = 1),

Target oudience
Indlcated adolescents with elevated symptoms of dapression or anxlety

Referral pathways
Adolescents are referred by health or mental heslth services.

Components:

Manualised curricula.

“Acceptance and Commitment Therapy (ACT) for depression alms to Increase client acceptance of negative
thoughts and feelings and to reduce the negative behavioal impact of depression. Acceptance and
Commitment Therapy relies an six core processes of chang: 1} acceptance; 2) leaming to view thoughts as
hypotheses rathar than facts, 3) being present, 4) viewing the self as context for experiencs, 5) identifying
core values, and €) acting besed on those values. These core principles are appliad through varlous exercises
and through homework. [n the two studies included In this analysis, ACT was delivered either In 10 group or
20 Individusl sessions.” (WSIPF, 2018).

Worikforce requirements
Experlenced mental health professionals

Cost-effectiveness
Banafits minus cost for depression = “§US -755 per participant (negative return) = Costs $US -598, Benefits

$US -157 (nagative benefits)” (WSIPP, 2018, Program/757, 2 studles). For anxlety benefits minus cost: *§US
6,901 per participant = Costs $US 367 (profitable program for Washington State agencles based on hasith
system retums for treating child anxlety), Benefits $US €,534° (WSIPP, 2018, Program/756, 1 Included study).

Minorlty papulations )
Effects are unknown for youth: from low SES backgrounds; with a physical disabllity; from Aboriginal and

Torres Strait Islander backgrounds; from culturally and linguisticaliy diverse backgrounds; that identify as
LGBTL

10. Aussis Optimism Program

Evaluction outcomes

Brunwasser & Garber (2016} mets-analyses show non-significant effects in preventing depressive symptoms
a1 post-Intervention (g = - 0.09, CI - 0.19 to 0.01, k = 3) or at 9 month follow-up (g = - 0,03, €1 - 0.13 to 0.08,
k = 3, Question mark). There is some heterogenelty between the studies. Two of the triaks were effectivenass
trials where the curricula was implemented by school teachers.

Target oudience
Dallvered universally to late primaty or early secondary schoo! students.
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Reach
The evaluations hava been in disadvantsged Australian schools,

Refarval pathways
All students receive the universal program.

Components

Manualised curricula dellvered to groups of children.

Group-implemented 12 sessions esch of 45-60 minutes Impiamented from a manualised curricula besed en
CBT and Interpersonal skilis.

Workforce requirements
The programs are dellvered by teachers after recalving tralning from tha developers.

Cost-affactivensss

Unknown
Minority populations
Evaluations include partiipants from: low SES schools. Effects are unknown for pertidpants from; culturally

and linguistically diverse (CALD) backgrounds; with a physlcal disability; Aboriginal and Torres Strait Islander
people; or LGBT people.

. Resourceful Adolescent Program

Evaluation outcomes
http://whatworksforidds.org.au/program/resourceful-adolescent-programs-rap-a-rap-p-rap-t (Supported)

Brunwasser & Garber {2016) meta-analyses show non-significant effects in preventing depressive symptoms
&t post-intervention (g = - 0.05, €I - 0.25 to 015, k = 2} or at & - 12-month follow-up (g = 0.12, CI - 0.004 to
0.25, k = 3), There s significant heterogenelty between the studies.

Target audisnce
Delivered universally to esrly secondary schoo! students.

Reach

The pragram is relevant to students from diverse backgrounds. The evaluations have been In universal
secondary school populations In Australia, the UK and Mauritius. The program Is relevant to students from
diverse backgrounds.

Referral pathways
All students recelve the universal program,

Components
Manualised curricula delivered to: (1} groups of children; (2) parents; and (3) as treining for teachers.

In the traditional student curricula there are eleven group sesslons, conducted weekly for between 40 and
50 minutes during scheol dess time, with one facllitator per group. The recommended group size [s 15
participants, although meny schools run it In regular class groups. ... [has] elsc been run in a camp format” ...
“There appears to be no additional benefits of adding the parent component to the adolescent component
with regard to quantifizble Impact on depressive symptoms® [WW4K, 2018),

Workforce requirements
The programs are delivered by schocl staff after receiving a training manual from the developers.
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Cost-effectiveness

Unknown

Minorlty popuiations

Evaluations have Included schools from culturally and lingulsticaliy diverse (CALD) backgrounds. Effacts are
unknown for participants from: low SES schools; with a physical disability; Aborigingl and Torres Strait
Islander people; or LGBTI paople.

12. Physical activity interventions

Ewvlugtion outcomes

Stockings at al (2016} reported physical activity interventions had medium to large slzad significant effects
et post-Intervention for Internalising (RR = 0.39, C10.26 to 0.59, k = 9, N = 5115); anxiety (Relative Risk [RR]
= 025, O = 0.10 to 0.65, k=3, N=2023}; and depression (RR = 0.41, €1 0.24 - 0.69, k = 9, N = 5115). Smaller
significant affects wers maintalned at 6-9 month follow-up for intemnalising (RR = 0.47, C1 = 0.37 to 0.60, k =
10, N = 1915); and depression (RR = 0.45, C! 0.35-0.58, k = 10, N = 1915); but were not significant for
arxiety (RR = 1.10, CT = 045 - 251, k = 2, N = 1046). Effects were non-significant at 12 month follow-up for
internalising, anxiety or depression.

Brown et al, (2013)* Included nine studies (n = 581), that were mostly mndomised Individuals in schools and
meta-analysls found a small protective effect In redudng depressive symptoms (Hedges' g = -0.26,p = .004).

Desplte there being s suffident number of studies to warrant & higher rating, we downgraded our rating to
2 thumbs due to & lack of clarity as to which physical activity program should be implemented,

Target audience
Universal — all children In a school. Selected - students with elevated depresslon symptoms.

Reach
A broad range of child demographics are relevant.

Referral pathways
Universal - all children in a school, Selected — students with elevated depression symptoms

Components
Manuglised curricula. Evaluations have been completed by researchers using publishad intervention

protocols.

Workforce requirements
Universal programs have been implamented by researchers and teachers.

Cost-sffectivenass

Unknown.

Minority populations
We found no reports of delivery to: people: from low SES backgrounds, Aboriginal and Torres Stralt Isiander;
from culturally and linguistically diverse (CALD) backgrounds; or LGBTI people.
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13. Bullying Prevention Programs

Evaluation outcomes
http://whatwetksforklds.org.au/program/olweus-bullying-prevention-program (Olweus - Promising,
Question Mark)

https:/fwww.blueprintsprograms.org/factsheat/olweus-bullying-prevention-program. *Reductions in self-
reported bullying are mixed acrass multiple evalustions, but generally positive. Raductions In salf-reported
victimization are mixed across multiple svalustions. Decrsases n other forms of celinquency and anti-sodial
behavlor, such as theft, vandalism and truancy found In the original Nerway study and South Carofina
replication. Improvements in positive social relationships and school climate found in Norway study. In
Pennsylvania, improvements In all 14 bullying outcomes, Including a 13% decrease In the likellhood of being
buliled and a 29% decresse In the lliellhood of bullying others® (Blue prints, 2018).

Although bullying prevention programs show pesitive effects in reducing bullying and antisoclsl behaviours,
we were unable to [dentlfy studles that have found positive effects on child or adolescent mental health.

Target audience
Universal primary and secondary schoal program, & -17 years olds (WWA4K, 2018).

Referral pathways
All students attending school,

Components
Manualised school training curriculs end policles.

“The goals of the OBPP are to reduce existing bullylng among students, prevent new bullylng problems, and
achieve better peer relations. These goais are pursued by restructuring the school environment to reduce
opportunities and rewards for bullying, encouraging pro-social behaviours, and bullding a sense of
community. The OBPP Is designed for students in elementary, middle, and high schools and Involves all
staff, students, parents, and the community in bullying preventlon efforts. All students participate In most
aspects of the program, whiie students who bully others and students who are bullied recalve additional
Individualised intervantions® (WW4K, 2018).

Workforce requirements
Implemented by school leaders and staff with advice from the developer.

Cost-sffectivensss

Unknown

Minority popuiations
Effects on minorities is unknow.

14. Good Behaviour Game

Evaluation outcomes

http/fwww.wslpp.wa.gov/BenefitCost/Program/82. WSIPP (2018) meta-analysis showed smal| effects In
preventing anxiety disorder (Cox sffect size post-intervention = ~ 0.089 and first follow-up — 0.041, k =3)
and major dapression disorder (Cox effect size post-intervantion = - 0.118 and first follow-up - .000, k =3)
&b,

Target cudience
Deliverad to universal pimary schoo! age students.
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Reach
A broad range of child and family demographics are relevant. Althcugh no evaluation trials have been
published with Australlan students, we are aware an Australian pilot [s in process.

Referral pathways
All students [n primary school participate In the program.

Components
Manualised teachar curricula

"A classroom bahavior management game providing a strategy to help elementary teachers reduce
aggressive, disruptive behavior and other behavioral problems in children, particularly highly aggressive
chlldren, while creating a posltive and sffactive leaming environment” ... “In GBG dassrooms, the teacher
assigns all children to teams, balanced with regard to gender; aggressive, disruptive behavior; end shy,
soclally isolated behavior. Baslc classroom rules of student behavior are posted and reviewed. When GBG is
played, aach team is rewarded If team members commit & total of four or fewer Infractions of the classroom
rules during game periods". (www.blueprintsprograms.org/factsheet/good-behavior-game).

“The Good Behavior Game ls 2 two-ysar classroom management sirategy designed 1o improve
aggressiva/disruptive classroom behavior ... After teachers establish shared behevior expectations in thelr
classroom, teams of students plsy the game throughout the day and may receive rewaids by minimlzing
negatlve behaviors, The program Is universal and can be applled to general populations of early elementary
school children {15t and 2nd grades)” (WSIPP, 2018), '

Workforce requirements )
The program Is delivered by teachars following training from the progrem developer.

Cost-effectiveness
Benefits minus costs $USD 10,850 per participant = Benefits $11,002 - Costs $153.

Minority populations

The evaluations have reported effects with participants from: low SES backgrounds; culturally and
linguistically divarse backgrounds; people with a physical disabliity. We were unable to Identify evalustions
with; Aboriginal and Torres Strait Islander people; or LGBTI peaple.

Community interventions
1. Communitles for Children

Evaluation outcomes

The most recent national evaluation of Communities for Children (Edwards et al, 2011)" shows that the
program hes been assaciated with increased delivery of evidence-informed services and positive Impacts In
three areas: fewer children were living in a Jobless household; parents raported less hostile or harsh
parenting practices; and parents felt more effective In their roles as parents. Negative effects were observed
in parent reports of children's physical functioning. The effacts on child Intemalising, andety or depression
are unknown {Question mark). '

Target audience
Service dellvery plens are Implemented In selective geogrephic terget areas Identified with high
socioeconomic disadvantage

Referral pathways
Children within a geographic area are exposed to collective efforts to Improve service delivery practices.
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Componants

Policles and funding guldelines delivered to community coalitions. Communities for Children is a community
coalition model that seeks to [mprove service dellvery within a sodoeconomic disedvantaged geographic
area by using funding incentives and training to encourage services to adopt evidence-based service
models, “The programme Is designed to ensure resources are [nvested strategfcally over time and supported
by evidence-based prectices In disadvantaged communities. Whole community approaches support and
enhance early childhcod development and wellbeing from birth to 12 years®. An "Expert Panel have
provided guidelines and an Industry listing of evidence-based programmes that the panel recommends
basad on evalustion evidence and assessed sultablllty...
{https//apps.alfs.govau/cicasguidebook/programs).” [Toumbourou et al, 2017).5

Workforce requirements
'The program Is implemented by community coordinators that recsive training and assistance from the

Australian Institute for Familles.

Cost-effectiveness
Pezzullo et sl. (2010} estimated the program retumed $4.77 for every $1 spent.

Minority populations
The program is designed to be suitable for vulnerable families Induding participants from: low SES

backgrounds; culturally and lingulstically diverse backgrounds; with a physical disability; from Aboriginal and
Totres Stralt Islander backgrounds; or Identifying as LGBTI people.

2. Communities That Care

Evaluation outcomes
http://whatworksforkids.org.au/program/communities-that-care (Supported - Question mark for
intemnalising)

http:/Awww.wsipp.wa.gov/BenefitCost/Program/115 (WSIPP, 2018; This model has evidence for Increasing
the Implementation of effective prevention programs resulting In preventive effects for crime and substance
use and increased scheol completioare unknown for intsmalising problems, anxdaty or depression,)

izs-that-care (4/5 stars, promising program).

Target audisnce
Universal effects on children and adolescents across & geographic target arsa.

Reaech
Relevant to alt children and adolescants across & geographic target area. An Australian evaluation Is in

process,

Refarral pathways
Children and adolescents within a geographic area are likely to benedit,

Components

Manualised curricula delivered to community coslitions.

*Communities That Care (CTC) is a procass designad to enhance the healthy developmant of children and
Yyoung people. CTC builds community capacity to plan and deliver effective developmental prevantion
services that are evidence-based and respond to local needs. CTC uses a public health approach to decrease
the prevalence of youth-related problems such as substanca abuse, violence, mental lliness, school failure
end antisoclal behaviour. Through the training provided, communities develop the skills to identify and
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minimise the risk factors for thase health end behaviour outcomes, whilst simultaneously promoting
protective factors, to improve well-being for young people in the communfty. Communities undertaking the
CTC process are provided with extensive training and technical assistance to guide them through five
phases of planning and delivery” (WWA4K, 2018).

Worlforce requirements
The program Is Implemented by community coordinators that receive tralning and assistance from the

Communities That Care staff.

Cost-affectiveness
Beneflts minus cost = "§US 2,555 per participant = Benefits $US 3,148 - Costs §US 593" (WSIPP, 2018).

Program benefits are calculated from positive effects In preventing tobacco use, and cime and Increasing
school comipletion,

Minority populations
Evalustions Include participants from: low SES schools; culturally and lingulstically diverse backgrounds, We
were not able to find evaluations with participants: with physical disability; Aboriginal and Torres Strait

tslander people; or LGBTI paople.

Conflict of Interest Dectaration: Authors Toumbourou and Reaviey are Directors and Rowland Is the Chief
Executive Officer of Communitles That Care Ltd.

3. Mentoring: Community-based for children with disruptive behaviour disorders

Evaluation outcomes
http//www.wsipp.we.gov/BenefitCost/Program/819. WSIPP (2018) meta-analysis showed very large effects
in preventing Intemallsing symptoms (Cox effect size post-intervention = —0.746 and first follow-up - 0.544,
k = 2, One thumb).

Target cudience
Delivered to selected children diagnosed with disruptive behaviour disorders.

Reach
This is a program with a salactive reach. Variants of mentoring are used in Australia,

Referral pathways
Dellvered to selected children dlagnosed with disruptive behaviour disorders.

Components

Manualised curricula for mentors

*In community-based mentoring programs for children with disruptive behavior disorders, paraprofessional
mentors are paired with youth with dlagnesed disruptive behevior disordars, These youth sre referred to
mentoring by their mental health care providers. Among studies Induded in this analysis, youth were 8 to 12
years old. On average, mentors met with thelr mentees for three to four hours each wesk over a period of
elght weeks. Mentars engage In developmentally appropriate activities (e.g. playing games, sports) and
promote and reinforce positive beheviors and goals (e.g. social skills, communication, affact regulation).
Mentors debrief parents at the end of eech visit and discuss actlvitles, behavior, and goal progression.
Paraprofessional mentors recelve training on program guidelines, discipline strategles, structured activities,
and mentor-parent interactlons and receive regutar supervision.” (WSIPP, 2018).
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Workforce requirements

The program Is dellvered by paraprofessionals mentors who receive training on program gulidalines,
discipline strategles, structured activities, and mentor-parent interactions and recsive regular supervision”
(WSIPP, 2018).

Cost-affectiveness
Bensfits minus casts $USD 4,085 per participant = Banefits $5,727 - Costs $1,641.

Minority populations

The evaluations have reported effects with participants from: low SES backgrounds; culturally and
lingulstically diverse backgrounds; peopte with a physical disability. We were unable to [dentify evalustions
with; Aboriginal and Tormes Strait Islander people; or LGBT] people.

4. Online cognitive behavioural therapy

Evaluation outcomas

hitp://wsipp.wa.gov/BenefitCost/Program/64 (WSIPP, 2018) Cox effact slze five studies Anxlety discrders
post-Intervention = -0.439, first follow-up = -0203, K = 5. Major depression post-intervention and first
follow-up = 0,000, k = 1. Internalising effects unknown. Although there are effects In more than four
evaluations, we dawngraded our rating to 2 thumbs as the evaluations are not yet clear as to the specific

programs that have positive effects (&&),

Torget oudience
Children with high anxlety symptoms

Reach
A broad range of chiid and famlly demographics are relevant.

Referral pothways

Parents may self-refer or be referred by organisations.

Components

Manualised curricula delivered online

"These treatments utllise the same principles and techniques as those of ather Cognitive Behaviour Therapy
(CBT) traatments for anxiety (ag. strategles to control physioiogical responses to anxiety, cognitive
restructuring and self-talk, exposura to feared stimuli, and posltive reinforcement). However, they are unique
Insofer as clients have reduced (If any) face-to-face time with theraplsts. Clients are supported remotely via
email or phone contact. A manual or online pregram helps to gulde progress of the intervention.” (WSIPP,
2018).

Three examples of online programs Include:

e Camp Cope Alct. Avallable from Professor Kendall
{www.workbookpublishing.com/information.php?info_id=5)

s Cool Teens: Availlable from Professor Ron Repee
https//www.nebi.nlm.nih.gov/pubmed/18563472

¢ Brave Online: Avallable from Professor Sue Spence. https://www.kidsmatter.edu.au/health-
and-community/enewslutter/brave-online-program-susan-spence
hittps://bravedyou.psy.uq.edu.au/

DEPRESSICN AND ANXIETY PROGRAMS FOR CHILDREN AND YOUNG PEOPLE | SAX INSTITUTE
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Workforce requirements

Online programs are hosted by a variety of health and mantal health organisations,

Cost-effectivensss
Benefits minus cost = "§US 7,599 per participant = Cosis $US 791 {profitable program for Washington State
agencies basad on health system retumns for treating child anxlety), Beneflts $US 6,808"

Minority populations

We were unable to find Information on the implementation with: low SES backgrounds; physical disability;
Aboriginal and Torres Stralt Islander; pecple from culturally and lingulstically diverse (CALD) beckgraunds;
LGBTI people.
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Examples of programs for children and parents

Expioring Together — This is a short-term, multi-group, early intervention program for
children at risk of developing serious emotional and behavioural problems, their
parents/carers and teachers. It targets chlldren between 6 and 14 years of age. The
program focuses on developing children's social skills and reducing their problematic
behavlour, enhancing parenting practices, and strengthening famlly units. For more

information, see: www.axploringtogether,com.au and

hitp://whatwor {ds.org.aufprogram loring- ther-prim chool- ram.

Famliies and Schools Together — This is a multi-famlly after school program Intended to
increase parents’ involvement in school and their child’s education, increase parent-chiid
bonding and communication, and enhance parents’ self-efficacy. Groups of 8 to 12 families
meet weekly for eight consecutive weeks. Sessions last about 2% hours and take place
after school or early in the evening. Trained facilitators conduct the meetings, which involve
experiential learning, parent-child play, and a shared meal. The inltial eight weeks are
followed by two years of monthly parent-led meetings. For more information see:

http://whatworksforkids.org.au/program/families-and-schoolg-together-fast-0.

Triple P - This is a universal prevention program that aims to Increase the skills and
confldence of parents to prevent the development of serious behavioural and emotional
problems in their chlldren. Triple P has five levels of intensity. The first level is a media
campaign to increase awareness of parenting resources and inform parents about solutions
to common behavioural problems. Levels two and three are primary health care
Interventions for children with mild behavioural difficulties, whereas levels four and five are
more intensive individual or class-based parenting programs for families of children with
more challenging behaviour problems. For more information see: www.riplep-
parenting.net.au and http://whatworksforkids.org. rogram/triple-p-positive-parenting-

program.

Strengthening Famllles Program (SFP) — This is a nationally and internationally
recognised parenting and family strengthening program for high-risk and regular famlifes
with different age versions from birth to 17 years of age. SFP Is an evidence-based family
skills training program of 7 to 14 sessions depending on the risk level of the family. SFP has
been found to significantly reduce problem behaviours, delinquency, and alcohol and drug
abuse In children and to improve social competencies and school performance. Child |
maltreatment also decreases as parents strengthen bonds with their children and learn
mare positlve parenting. For more information see:

hitps://strengtheningfamiliesprogram.org/ and
hm-ﬂhatworksfgrklds.o:g.aulgmgramlst@ngmening-famIlles-grogr_am.

Reslllent Families - This is a school-based prevention program designed to help students
and parents develop knowledge, skills and support networks that promote health, wellbeing
and education during the early years of secondary school. Evaluations have recommended
the program be implemented for primary school. The program is designed to Increase family
connectedness as well as improve soclal support between different families and between
families and schools. The program is designed to promote social, emotional and academic
competence and to prevent health and soclal problems In young people. For more

information, see: http:llwhggmrksforkigs.ogg.aulpmg@mlthe-mgﬂlent-familigg_-_grogram.

Copling Cat — This is a cognitive-behavioural treatment for children with anxiety. It includes
four components — recognising and understanding emotional and physical reactions to
anxiety; clarifying thoughts and feelings in anxious siuations; developing plans for effective
coping; and evaluating performance and giving self-reinforcement. For more Information
see: hitp/iwww.cebcdow.org/program/coging-cat/.
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The Centre of Research Excellence In Childhood Adversity and Mental Health is a five-year research program
(2018-2023) co-funded by the National Health and Medical Research Council (NHMRC) and Beyond Blue,

Our vislon Is to create a sustalnable service approach, co-designed wlth end-users, to
Improve chlidren’s mental heaith by early detection and response to family adversity.

Why Childhood Adversity and Mental
Health?

The prevalence of anxlety disorders and depression
In Australlan children and youth has not reduced,
despite increased use of services and medications
for these condltions.

This could be due to Inadequate identiflcation and
treatment of early risk factors for anxlety disorders
and depression. Children who experience challenges
or adversitles as they grow are 6 to 1{} times more
likely to develop mental health problems later in lIfe.
These adversitles or adverse childhood experiences
(ACEs} include physical, emotlonal and sexual abuse
or neglect, bullying parent mental heaith problems,
harsh parenting. parent substance abuse and
housing problems. Targeting Interventlons to
reduce these risk factors during the early childhood
years could help to Improve the mental health and
wellbeing of Australlan children and the adults they
wiil become,

However, despite substantial evidence
demonstrating the benefit of investing in the eary
years of life, interventions targeting the precursors
of mental health disprders - .. children's emotional
and behavioral problems - do not always reach
families most in need, Furthermore, there is a lack of
Integrated health, education and soclal services to
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suppart Australian children and families facihg
advgrslty.

What are we alming to do?

We alm to tackle this problem by creating a
sustalnable service approach, co-designed with
end-users, to improve chlidren’s mental health by
early detectlon and response to family adversity.

To achieve this vislon, we will first review the
evidence around what Interventlons are most
effective for reducing the negative effects of
adverslty on children's mental health and wellbelng.
Based on thls evidence, we also aim to work In
partnership with two communities to co-develop
and deliver community-based programs that address
childhood adversity. This research will be led by a
multidisciplinary team of experts In paediatrics,
psychalogy, education, psychiatry and parenting as
well as front line service providers and pecple with
lived experlence of chlidhood adversity and mental
health problems. The work of the Centre has been
organised into the following three themes:
« Theme A: Reviewing the evidence
* Theme B: Co-design and testing service
approaches
¢ Theme C Pollcy and implementation.
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e A - Reviewing tha evidence
Led by Professor Tony Jorm of the University of
Melbourne, Theme A aims to review the current
evidence on strategles to prevent and respond to
childhood adversity and associated depression,
anxiety disorders and suicidality through a serfes of
systematic lterature reviews and meta-analyses.
After reviewing the evidence, we will corvene a
panel of experts, Including people with lived
experlence and experts from education, soclat and
health service sectors, to participate in a Delphi
expert consensus study. The Delphi study wil
enable us 1o determine what interventions will be
the most appropriate for reducdng the negative
Impacts of adversitles on children’s mental health, In
real life settings. We wlll also include health
economic analyses to understand which
interventions represent the best value,

Led by Professor Harriet Hiscock, Theme Balms to
co-develop, with end-users, systems-based
approaches that Identify and respond to chiidhood
adversity from before birth and into primary school
years (0-8 years). The avidence generated from
Theme A will inform the design of two Interyention
service approaches thst will be plloted in Wyndham
in Victoria and Marrickville in New South Wales. One
approach will be tested in community health centres
for families of children aged 0-5 years and the
second will be tested in primary schools for families
of children from 5-8 years. At each site, there will be
arange of co-located and Integrated health,

WIT.0001.0018.0108
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education and social services, These services wil
work In partnership with the community to better
identify, engage and support families to lessen the
effects of adversity on their children. in doing so,

we hope to optimize the mental health of their
children,

As we pllot the interventions and systems
approaches In our sites, we will evaluate their
feasibilty, aceeptabllity and how well they work at
reducing children’s behavioural and emotional
problems. We will also measure the Impact of these
approaches on other outcomes such as parenting,
parent mental health, and costs to the healthcare
systems and soclety,

Led by Professor Sharon Goldfeld, Theme C aims to
develop 2 knowledge translation framework that
specifically foruses on taking the leamings from
Theme A and purposefully and iteratively considers
how they can be transiated into practice in the
programs of Theme B to promote best uptake. We
will also investigate how successful integrated
models can be scaled up through govemment and
other funding sources across each Australian
Jurisdiction,

"imeline

2018 2020 2071 2022 2023
Theme A

Theme B

Theme C
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Targeted Call for Research to explore ways to prevent
depression, anxiety and suicide among elderly Australians
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Translating evidence-based psychological Interventions for older adults
with depression and anxiety Into public and private mental health settings

using a stepped-care framework

This project evaluates the feasibllity of delivering evidence-based programs
within existing services representing public (urban, regional) and private
organisations. It will examine effectiveness and cost-effectiveness of these
stepped psychological intsrventions compared to treatment as usual. The results
of this study will inform the franslation of evidence-based stepped-care modsis of
psychological Interventions for anxiety and depression in oldsr adults into the

Australian mental health system.
Grant duration: 4 years
Chief Investigator A: Assaclate Professor Viviana Wuthrich

Administering Institution: Macquarie University

Participating Institutions: University of New South Wales, Amsterdam Institute for

Gilobal Health and Development

The impact of befrlending on depression, anxlety, socfal support and
longliness In older adults living in residential aged care facillties

The project will increase understanding of the impact of befriending people living
In residential care and delivering training to staff and volunteers working in aged
cere. It will test the effectiveness of befriending or non-directive emotional and
social support for relieving depression symptoms experienced by older adults
living in residential aged care facllities despite some evidence for its effectiveness
in other settings. An economic evaluation will also exemine the costs and benefits .

of the program.

Grant duration: 5 years
Chief Investigator A: Professor Colleen Doyle

Administering Institution: National Ageing Research Institute

ELders AT Ease Program (ELATE_): A cluster randomized controlled trial

of a sustalnable and scalable mental health service for Australlan
residential aged care facilities
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The ELATE program draws upon the best avallable research evidence and
clinical expertise on treating psychological morbidity In older adults, this program
uses an integrated care approach, in which counsellors, staff, and family carers
collaborate to provide tailored, systemic, and evidence-based psychological
interventions to residents living with symptoms of depression, anxiely or suicide
Ideation. The project will evaluate the clinical and health economic Impact of this
Innovative model of service on depression and assoclated psychological
comorbidiy in older people living in residential aged care facilities and their family
carers.

Grant duration: 4 years
Chief Investigator A: Associate Profeesor Sunil Bhar
Administering Institution: Swinburne University of Technology

Participating Institutions: Australian Catholic University, University of South
Australia

Evidence for suicide prevention in planning transitions from employment
to retirement In older age populations

This study will investigate the impact of changes In employment status in older
aged Australians on subsequent risk of suicide and aftempted suicids, and the
extent to which this risk Is modified by mental health service use and other social
supports. Suicide remains a significant public health problem in Australia, and an
emerging problem In older age cohorts. Change In employment status and
fransition to retirement from the labour force in those in older-age cohorts has
been associated with change in mental health status and increased risk of
sulcidal behaviour.

Grant duration; 2 years

Chief investigator A: Professor Andrew Page
Administering Institution: University of Western Sydney
Participating Institutions: University of Melbourne

BAN-Dep: A trial to decrease the prevalence of depression In Australian
nursing homes

Depression is common among residents of aged care facilities, afthough
symptoms are often not detectsd or freated. The Professional Education to Aged
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Care (PEAC) Is an e-learning platform designed to enhance knowledge about
depression and anxiety in residentlal care. The trial tests whether the addition of
a behavioural activation component is more efficacious than the PEAC alone in
reducing the frequency of depressive symptoms in nursing home residents.

Grant duration: 3 years
Chief Investigator A: Professor Osvaldo Almeida
Administering Institution: University of Western Australla

Participating Institutions: University of Melbourne, Melbourne Health Aged Care,
University of York (UK)

A randomized controlled trial of an online peer support Intervention for
reducing symptoms of depression among community-dwelling older
adults living In rural Australla

Social connectedness Is crucial to maintaining mental health. Contact with peers
Is more positively related to the welibeing of older people than contact with family
members. However, peer relationships with others who are experiencing similer
Iife situations tend to reduce in older age. Those living In rural areas are
disproportionately affected. Finding a mechanism to support geographically
Isolated older people to be socially connected is vital. Web-based technology
offers an accessible, suslainable and feasible approach fo enhancing
opportunities for social Interaction. This randomised controlled trial (RCT) will test
the effectiveness of a web-based peer support intervention for reducing the
symptoms of depression among older adults at 6 months follow-up. The impact
on secondary outcomes including anxiety, loneliness, quality of life and cost will
be assessed.

Grant duration: 3 years
Chief Investigator A: Professor Robert Sanson-Fisher
Administering Institution: The University of Newcastle

Participating Institutions: Hunter Medical Research Institute, Integrated living
Australia

Improving mental heaith and soclal participation outcomes In older adults
with depression and anxlety
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This project aims to evaluate the Incremental efficacy and cost-effectiveness of a
newly enhanced CBT plus social participation program against our standard
transdiagnostic CBT program for depressed and anxious older adults. Outcomes
will provide evidence for @ powerful psycho-social freatment for ofder adults
suffering anxiety end/or depression, which is supported by structured manuals
enabling reliable dissemination. This will provide therapists In the private and
public health systems, a clear means to reduce the Impact of poor emotional
health in older age and reducs Ifs economic burden, white providing Beyond Biue
the ability to disseminate the most up-to-date sclentific evidence.

Grant duration: 3 years
Chief Investigator A: Professor Ronald Rapee
Administering Institution: Macquarie Unliversity

Participating Institutions: University of New South Wales, University of Sydney
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