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Abstract

School-based prevention frameworks for mental health in disadvantaged
communities are essential for determining evidence-based action to address poorer
adolescent mental health. Frameworks addressing vulnerability and sustained mental
health problems in adolescence can be examined at several levels, ranging from
structural and place-based factors to the role of community factors and proximal
factors such as family and the school setting. The overall aim of this thesis was to
develop recommendations for prevention-based practice by combining local and
national predictors of depressive symptoms and then apply these recommendations
to an evaluation of a school-based intervention. Study 1 examined a national dataset
(N = 19,987) from the Communities That Care (CTC) study of 18 years of nationally
representative data on adolescents to examine risk and protective factors predicting
adolescent depressive symptoms. Results revealed several critical risk (self-blame,
family conflict and friend’s use of drugs) and protective factors (good coping, school
rewards for prosocial involvement and belief in the moral order) for depressive
symptoms in adolescents at a national level. However, when examined in the context
of several disadvantaged communities, profiles of risk and protection for depressive
symptoms were found to differ. A measurement tool was developed for identifying
young people with high levels of depressive symptoms based on these predictors. A
prevention-focused framework was then applied to evaluating a school-based
intervention, the Resilience, Emotional Awareness, Careers, and Health (REACH)
program across three studies spanning 2015 to 2018. REACH aimed at targeting
school- and individual-level risk and protective factors associated with mental health.
Included empirical studies collected data from four yearly cohorts of students
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(N = 1098) who participated in the REACH program. Evaluation outcomes suggest
that the REACH program was not effective for targeting school- and individual-level
risk factors or protective factors, or reducing adolescent depressive symptoms
compared to a comparison group of schools within the same community. Results also
suggested that a large proportion of participating students indicated either increased
depressive or clinical levels of symptoms. Several recommendations are drawn from
these thesis findings. First, prevention-based approaches for disadvantaged
communities and schools need to balance targeting risk and protective factors
identified at a population level with the local and place-based circumstances in which
interventions are delivered. Second, the measurement of needs specific to risk and
protective factors are utilised rather than adopting ‘off-the-shelf’ prevention
packages. Third, comprehensive approaches to support adolescent mental health in
schools incorporate a two-pronged strategy of school-wide prevention, as well as
individual or family treatment. This approach requires screening, integration with
existing services and school policy changes alongside whole-of-school interventions
in the classroom.
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Overview of the Thesis

Purpose of the Dissertation
This overall purpose of this thesis was to develop recommendations for preventionbased approaches in disadvantaged communities and schools by reducing risk and enhancing
protective factors. Recommendations were developed by combining national and local
community predictors of adolescent depressive symptoms. These recommendations were then
applied within the context of evaluating a whole-school social–emotional learning intervention
targeted at adolescents. This program aimed to develop social and emotional capabilities and
prevent mental disorders in adolescents. Therefore, this thesis sought to determine the
effectiveness of this intervention and use this as an example to develop effective school-based
prevention practice in adolescent mental health. The thesis consists of three introductory
chapters in which the critical theoretical frameworks are mapped out, followed by the
presentation of four empirical studies examining both national datasets and data collected in
the school under evaluation, followed by a general discussion of the findings and the
development of recommendations. A summary of the thesis structure is as follows:

Chapter One: The Issue of Mental Health Problems in Adolescence
Chapter One outlines the issue of adolescent mental health within a public health
context. A range of national surveys, worldwide and within the Australian context, highlight
the continued presence of high and persistent levels of common mental disorders in
adolescents. This thesis will primarily focus on the depressive symptom aspect of common
mental disorders. It is noteworthy that depressive symptoms are features of several DSM
diagnosable mental disorders. Still, these are used as a focus in this thesis because they are a
useful marker for general distress and functional impairment due to mental health issues.
Pragmatically, depressive symptoms are also the most frequently examined mental health
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feature in numerous national studies. Such a focus allows comparison between a local context
and national trends. Therefore, this chapter aimed to highlight the primary issue that this thesis
sought to tackle: persistent trends in poor adolescent mental health.

Chapter Two: The Case for Prevention in Adolescent Mental Health
Chapter Two discusses the need for a two-pronged approach to addressing adolescent
mental health by combining prevention and treatment. Discussion of prevention approaches is
conducted within the context of community-based, data-driven frameworks for targeting
adolescent risk and protection. Such an approach is readily utilised by the Communities That
Care (CTC) prevention system, which will be introduced and discussed in the opening chapter.
In addition, this chapter asserts that the use of such frameworks may be suitably applied within
the context of developing recommendations for school-based prevention practices. Such an
approach may build both community and school capacity to address adolescent mental health.
This discussion is accompanied by a critical examination of the various school-based
prevention approaches and paradigms that have been used within Australia. Chapter Two
argues that current approaches to addressing adolescent mental disorder have continued to
focus on treatment-based paradigms. I argue that this is necessary but insufficient for reducing
the overall prevalence of adolescent mental disorders.
Instead, Chapter Two argues that prevention approaches ought to be highlighted, and
frameworks for prevention in schools are required to develop evidence-based, data-driven
practices within schools. In addition, comprehensive school-based prevention practices should
consider multiple tiers of intervention, universal screening, collaboration with local community
mental health services and whole-school policy changes to develop broader community
capacity to support adolescent mental health.
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Chapter Three: A Critical Public Health Perspective in Prevention
Frameworks for Adolescent Mental Health
Chapter Three further extends on the discussion of poor adolescent mental health within
the context of inequalities in mental health and the impact of social disadvantage. This chapter
adopts a critical public health perspective in which deeper social, economic and geographical
conditions are examined as determinants of the high and persistent prevalence of adolescent
mental health. In this chapter, several key concepts are introduced to understand the impact of
structural and social determinants that generate social gradients in adolescent mental health
disparities and account for the disproportionately higher rates of mental health problems in
those who endure social disadvantage.
Moreover, this chapter presents a theoretical framework for understanding the role of
geography in perpetuating and reproducing place-based disadvantage on adolescent mental
health. This chapter maps out how the intersection of geographical and socio-economic
disadvantage functions in the Australian context. This chapter discusses critical points relevant
to understanding how structural and social determinants spatially concentrate and perpetuate
disadvantage into specific community locations, creating a vicious cycle of health, mental
health, educational and vocational disadvantage. Chapter Three asserts that determinants of
health differentially organise patterns of proximal risk and protection across communities due
to disparities in the distribution of economic, cultural and social capital. The perspective of
critical public health shifts the prevention model away from individual factors towards a
practice that is local in its context and in which interventions are delivered to break these cycles
of disadvantage at a local level. This is particularly pertinent for low-resource and underserviced community settings. In the context of the theoretical review presented, Chapter Three
also presents the overall aims and objectives of this thesis.
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Chapter Four: Constructs, Measures and Methodology
Chapter Four presents an outline and discussion of the methodological approaches and
issues in relation to the thesis aims and objectives. These methodological approaches are also
discussed with regard to the specific aims of each empirical study. The first objective was to
examine the specific association between socio-economic and geographic disadvantage with
adolescent depressive symptoms. This objective is addressed in Study One (Chapter Five).
Therefore, conceptual issues and the measurement of concepts related to social disadvantage
are discussed. Drawing on Weberian and Marxist theoretical conceptualisations, social
disadvantage is addressed within the context of capital ownership. The current thesis furthers
this discussion by highlighting the spatial dimensions of social disadvantage that
geographically concentrate groups of people with and without capital into specific community
locations. These issues are discussed in terms of understanding how place-based disadvantage
may be conceptualised as an intersection of geography (due to the suburbanisation of
disadvantage and centralised geographical structure of Australian states and cities) and socioeconomic disadvantage (drawing mainly on a Weberian conceptualisation).
To address the second aim of this thesis, Chapter Four describes the process of
developing recommendations for prevention-based practice on the CTC model for measuring,
planning and informing evidence-based practice for targeting youth outcomes. Specifically,
Chapter Four outlines the prevention-focused risk and protective factors framework as it
applies within the context of adolescent depressive symptoms. In addressing the third aim of
this thesis, Chapter Four goes on to provide a context for empirical Studies Two (Chapter Six)
and Three (Chapter Seven). The specific intervention that is evaluated in this thesis, known as
the REACH program, is described, including the development and delivery, and a critique of
the resources included in the program. In relation to the evaluation of the REACH program, a
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discussion on the types of program evaluation frameworks that exist and the research designs
that may be employed to evaluate the school-based intervention is presented.

Chapter Five (Study One): Development for Prevention-Based Practice in
Disadvantaged Settings
Chapter Five (Study One) comprised the first empirical study of this thesis. The purpose
of this study was to develop recommendations for prevention-based practice focusing on risk
and protective factors within the context of disadvantaged communities. Study One presented
three primary objectives. The first objective was to examine the relationship of locational and
socio-economic disadvantage with adolescent depressive symptoms. The second objective was
to investigate differences between national and local psychosocial predictors of adolescent
depressive symptoms. A focus of this chapter was examining how much variation existed
between the local and national data in terms of the prevalence and predictive capacity of risk
and protective factors for depressive symptoms. Four specific communities were selected from
a criterion of disadvantage outlined from the first objective: two communities (one located in
the Mornington Peninsula region, southeast of metropolitan Melbourne, Victoria, and the other
in the Mandurah region, southwest of metropolitan Perth, Western Australia) were selected
based on geographical (marginal to respective metropolitan centres) and socio-economic
similarity (significant variation in the range of relative disadvantage within both communities).
The community located in the Mandurah region was selected pragmatically according to the
location of the school that implemented the REACH program (comprising Studies Two, Three
and Four of this thesis). Two additional communities were selected based on having significant
geographical distance from their State capital city (located in the Bundaberg region, north of
metropolitan Brisbane, Queensland) and for having significant socio-economic disadvantage
(located in the Logan region, just south of metropolitan Brisbane, Queensland). The third
objective of this chapter was to use the key risk and protective factors outlined above, to
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develop a tool to aid in identifying adolescents presenting with high levels of depressive
symptoms. This tool sought to determine the prevalence of adolescent depressive symptoms
based on risk and protective factors, as informed by a data-driven process, within communities
and schools.
In relation to the first objective of this study, aspects of disadvantage (socio-economic
and locational) were found to be associated with adolescent depressive symptoms when
separated according to gender. Overall, socio-economic and locational disadvantage predicted
significant differences in female depressive symptoms but not for males. Adolescent females
within the highest quartile of socio-economic disadvantage were found to have significantly
fewer depressive symptoms than those in the lowest quartile. In relation to locational
disadvantage, adolescent females within inner urban suburbs had significantly fewer
depressive symptoms than those residing within outer urban, fringe urban and rural suburbs.
This finding suggests that social disadvantage may disproportionately impact the mental health
of adolescent females.
At a national level, findings in relation to the second objective revealed several key risk
(self-blame, family conflict and friend’s use of drugs) and protective factors (good coping,
school rewards for prosocial involvement and belief in the moral order) for depressive
symptoms in adolescents. Further, findings from this study indicated both similarities and
differences in effect sizes for key predictors of adolescent depressive symptoms across the
selected communities. Specifically, self-blame was a consistent risk factor for depressive
symptoms across all four selected communities. Family conflict was a risk factor for three of
the four selected communities, a friend’s use of drugs was not a significant risk factor for any
communities. In relation to protective factors, belief in the moral order was the strongest
protective factor for the Mornington Peninsula region and Logan region communities.
However, good coping was found to be the strongest protective factor for the Mandurah region
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and Bundaberg region communities. These findings highlight the importance of preventionbased approaches, considering the predictors of adolescent depressive symptoms at both the
national and local level in terms of intervention delivery.
In relation to the third objective of this chapter, findings demonstrated that a 19-item
tool, based on two configurations of risk and protective factors were able to correctly identify
adolescents presenting with high levels of depressive symptoms 81% and 79% of the time,
respectively. Further examination of the tool in relation to configurations of risk factors had a
sensitivity of 82% (95% CI 81.20, 82.80) and specificity of 72% (95% CI 68.73, 73.35). In
relation to the configuration of protective factors, sensitivity was 81% (95% CI 79.82, 81.31)
and specificity was 56% (95% CI 52.57, 59.98%). These findings indicate that this tool may
be useful for identifying the prevalence of adolescents presenting with high levels of depressive
symptoms.

Chapters Six (Study Two) and Seven (Study Three): The Evaluation of the
REACH Program
Chapters Six (Study Two) and Seven (Study Three) cover the evaluation of a schoolbased program for developing social and emotional capabilities and the prevention of
adolescent mental disorder within the Mandurah region south-west of Perth, Western Australia.
Both Chapters Six and Seven (corresponding with Studies Two and Three respectively)
describe the evaluation of the REACH program. Study Two presents the initial evaluation of
the REACH program over a two and a half year period (2015 to 2017) on participant social–
emotional learning-related outcomes. Study Three presents the subsequent evaluation of the
REACH program over a two-year period examining risk and protective factors and adolescent
depressive symptoms. Findings from both studies indicate that the REACH program was not
effective in generating improvements for social–emotional learning. In Study Two, no
improvements occurred for overall social–emotional learning outcomes as compared to a
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comparison group. The comparison group used in Study Two were drawn from a larger
research project conducted on 16 schools within the Mandurah-Peel region: the Murdoch
Aspirations and Pathways for University (MAP4U) project. The MAP4U project was a threeyear longitudinal study of high school student aspirations for university and the impact of
outreach programming to improve accessibility for university pathways and to improve the
school climate. Both cohorts of students indicated a worsening of emotional engagement in
schools when compared to the comparison group.
In Study Three, four cohorts of students indicated no elevation in levels of protective
factors nor reductions in risk factors or depressive symptoms when compared to a crosssectional comparison group. The comparison group used in Study Three was drawn from the
Communities That Care, Young People Our Future study. The Young People Our Future study
sought to examine the health and wellbeing of young people in 28 communities across
Australia. One of the participating communities was the Mandurah community. Withinsubjects results indicated significant increases in depressive symptoms and risk factors, and
reduced protective factors for three cohorts of students over time. Taken together, the findings
from these two studies indicate that the REACH program was either ineffectual or detrimental
in the targeted outcomes throughout the evaluation. Thus, there is a need for a data-driven
approach that appropriately identifies relevant targets for adolescent depressive symptoms and
social–emotional learning, and guides practice that is evidence-based.

Chapter Eight (Study Four): Recommendations for School-Based
Prevention: Prevention and Clinical Approaches
Chapter Eight presents the findings from the fourth study in this thesis. The overall
objective of Study Four was to examine trajectories of depressive symptoms within a sample
of students participating in the REACH program. The purpose of this objective was to address
the aim to develop recommendations for school-based prevention practice. Further, this study

xxx
sought to apply a risk and protective factors framework examining predictors of depressive
symptoms trajectories in REACH program respondents. This study used latent growth
modelling to identify three subgroups of depressive symptom trajectories across two cohorts
of REACH program students (low & decreasing, increasing and high increasing). Over 50% of
REACH program participants were found to be exhibiting either an increasing (41%) or high
increasing (17%) trajectory of depressive symptoms. Examination of school- and individuallevel predictors of depressive symptoms highlighted that males were more likely to be present
in the high increasing trajectory of depressive symptoms. Respondents with lower levels of low
commitment to school were found to predict greater membership in a high increasing trajectory
of depressive symptoms. This was marginally significant. No other significant school- or
individual-level risk or protective predictors were found. This finding does not align with the
finding that self-blame was a significant predictor of depressive symptoms in adolescents at a
national level.
Given that the findings of this study indicate that a large proportion of the adolescents
commenced high school already in the clinical range for depressive symptoms, there need to
be greater levels of screening and integration between schools and the existing mental health
services established. In addition, a large proportion of students (41%) also indicated increasing
levels of depressive symptoms over time. Universal screening approaches may identify
students at risk of developing clinical levels of depressive symptoms. Therefore, within wholeschool frameworks for prevention, recommendations highlight the need to incorporate
selective and indicated approaches alongside universal approaches to support adolescent
mental health.

Chapter Nine: General Discussion
In Chapter Nine, a discussion is presented that integrates the findings of the four
empirical studies presented in this thesis. Limitations and future research are explored, and
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recommendations for prevention practice are discussed. Overall findings from the current
thesis suggest several recommendations for school-based prevention practice for depressive
symptoms in adolescents. These recommendations may have broader implications for building
community capacity to support adolescent mental health, particularly for disadvantaged
communities.
The first recommendation of this thesis presented through Chapter Five (Study One) is
that optimal school-based prevention needs to balance targeting risk and protective factors
identified at a national level with the local and place-based circumstances in which
interventions are delivered. This recommendation is demonstrated through the finding that
heterogeneity of psychosocial factor profiles exists between disadvantaged communities.
Further, the finding that locational and socio-economic disadvantage may disproportionately
impact depressive symptoms in female adolescents may highlight a need to consider gender
differences for prevention in disadvantaged communities.
The second recommendation from this thesis from Chapter Six (Study Two) and
Chapter Seven (Study Three) suggests the need for schools to adopt empirically based
frameworks for planning and implementing preventive interventions. School-based preventive
interventions are unlikely to be successful without identification of key factors that are
predictive of poor mental health, reflective of their student body. In addition, the examination
of the REACH program reveals that it is also necessary to develop recommendations for
evidence-based prevention practice in the school setting. Conclusions were drawn from a
review of the REACH program content resources. The resource content used in the REACH
program indicated a wide array of efficacy and effectiveness evidence. This ranged from no
formal evaluation evidence being presented to a comprehensive demonstration of
effectiveness. Ideally, this highlights that measuring (using a data-driven approach) and
planning the implementation of evidence-based practice, supported by evidence-based
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resources, ought to be essential during the early stages of developing an intervention for
adolescent mental health. Precisely, that measurement should be initially conducted to examine
the specific risk and protective factors for mental health operating within a given school, rather
than adopt an ‘off-the-shelf’ prevention package.
The final recommendation from this thesis relates to developing practices to build
school and community capacity to support the prevention of adolescent mental health
(specifically depressive symptoms). Findings presented in Chapter Eight (Study Four) suggest
that a high proportion of students are either exhibiting increasing levels of or are already
exhibiting, clinical levels of depressive symptoms. Three secondary recommendations may be
developed from this study. Firstly, universal screening is crucial for identifying students
exhibiting clinical levels of depressive symptoms. Subsequently, those students may then be
referred to appropriate mental health treatment services. This leads to the second
recommendation that schools should develop additional referral pathways to clinical services
and integrate student support with existing community mental health services. This
recommendation would work well alongside the development of school policy to support
universal screening. Lastly, alongside these supports, school-based prevention practice ought
to implement multi-tier intervention strategies alongside universal approaches. This strategy
would involve implementing both targeted and indicated approaches alongside universal
methods to support the spectrum of mental health needs.
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Chapter 1: The Issue of Mental Health Problems in Adolescence

Despite increased government spending, awareness and provision of mental healthcare
services in Australia, the numbers of adolescents with common mental disorders, particularly
depression and anxiety, have remained comparatively high over the past two decades (Sawyer
& Patton, 2018). Common mental disorders (CMDs) generally refer to depressive, anxiety and
substance use disorders (Michaud & Fombonne, 2005; National Collaborating Centre for
Mental Health, 2011). CMDs are referred to as such due to the higher occurring prevalence
rate of these disorders (depressive and anxiety disorders), and the high frequency in which
symptoms of these disorders co-occur with other mental health disorders or problems. In this
thesis, I will primarily focus on discussing the depressive disorder aspect of CMDs within the
broader scope of mental health.
In recent decades researchers have argued that the substantial investment in treatment
approaches for mental health is insufficient for dealing with the high prevalence of mental
disorders in adolescents (Gunnell, Kidger & Elvidge, 2018; Jorm, 2014; Ogden & Hagen, 2018;
Philipp et al., 2018). Preventive approaches have garnered increasing attention over the past
few decades as a viable strategy for addressing the high and persistent trends of CMDs in
adolescents (Das et al., 2016; Werner-Seidler, Perry, Calear, Newby & Christensen, 2017; Yap,
Pilkington, Ryan, Kelly & Jorm, 2014). In this chapter, I argue that persistently high rates of
poor adolescent mental health remain a critical issue of public health importance. Second, I
outline the key theoretical concepts and models that may be used to examine adolescence as a
period of increased vulnerability. Namely, I will draw upon the biopsychosocial model
(Bronfenbrenner, 1994) and the bioecological systems theory (George & Engel, 1980) to
contextualise this issue. I will conclude that adolescent mental health remains a critical issue
of public health significance. I will then highlight for Chapter Two that researchers increasingly
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emphasise the importance of prevention approaches alongside treatment-based approaches to
ameliorating the prevalence of CMDs in adolescents (Jorm, 2014).

1.1 Global and Australian Trends in Adolescent Mental Health
Trends in poor adolescent mental health have remained high and stable in the past two
decades, despite increased awareness, funding and provision of mental health services (Bor,
Dean, Naiman & Hayatbakhsh, 2014; Collishaw, 2015; Mojtabai, Olfson & Han, 2016; Olfson,
Druss & Marcus, 2015). This section reviews the data that backs up this core issue at stake for
this thesis. I will begin by examining the evidence that shows that CMDs (depression and
anxiety) remain persistently high in the adolescent population over the past few years despite
increased support and provision of services (Mojtabai et al., 2016; Sawyer, Reece, Sawyer,
Johnson & Lawrence, 2018). I will then discuss how the consistently high rates of poor mental
health in young people pose a significant burden on the health system in Australia (Australian
Institute of Health and Welfare, 2020a; Erskine et al., 2015; Matthews et al., 2011). Lastly, I
will draw upon theories of development to examine adolescence as a development period with
higher risk. Experiencing mental disorders during this period has implications for the future
development of young people (Patton et al., 2014).
Reports from the past decade have indicated that stable trends in poor mental health
during adolescence is of increasing concern to the public and is recognised globally as a
significant health issue (Polanczyk, Salum, Sugaya, Caye & Rohde, 2015; Roberts, Attkinsson
& Rosenblatt, 1998; Verhulst & Koot, 1991, 1995). Meta-analytic evidence of 41 studies across
27 countries published between 1985 and 2012 indicated a worldwide pooled prevalence rate
of any mental disorders in children and adolescents at 13.4% (CI 95%, 11.3–15.9) (Polanczyk
et al., 2015). The worldwide pooled prevalence rates have continued to persist since the early
1990s, as shown by older epidemiological studies indicating pooled prevalence rates of 13%
(Verhulst & Koot, 1991), 12% (Verhulst & Koot, 1995) and 12–15% (Roberts et al., 1998).
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Global estimates of mental health are also reflected within Australia, with more recent
evidence indicating that mental disorders in adolescence remain an ongoing issue. An extensive
national survey on the mental health and wellbeing of children and adolescents was undertaken
in 2013–14 to gain an estimate of the prevalence rates of mental disorders in young Australians
aged 11–17 (Lawrence et al., 2015). Prevalence estimates for any mental health disorders
among adolescents in this study were found to be at 14.4% (CI 95% 12.2–16.2). Mental
disorder status was determined according to the criteria of the DSM-IV. These prevalence
estimates in Australia were echoed in the previous national survey of Australian adolescents in
1998 (2000), which estimated that young people from 13–17 years of age (N = 90,678)
experienced a point prevalence rate of 13.4% for any externalising or internalising mental
health problem. It can be understood that the prevalence rate of mental disorders in Australia
adolescents are like that of other global estimates indicating slight increases over a decade later.
These trends indicate that the pattern of mental disorder in Australian adolescents have largely
remained unchanged.
Of interest within this thesis, the depressive disorder aspect of CMDs has been
identified as an increasingly concerning public health issue (Jacka et al., 2013). After breaking
down the worldwide pooled prevalence rate of mental disorders in the meta-analysis conducted
by Polancyzk et al. (2015), it was found that these findings were reflected in the national study
on Australian adolescents by Lawrence et al. (2016) who examined the 12-month prevalence
of mental disorder. However, it should be noted that Polancyzk et al. (2015) pooled estimates
from studies that included several prevalence timeframes (one month, three months, six
months, 12 months, current and lifetime). These findings are compared in Table 1 below.
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Table 1
Comparing Global Pooled Prevalence with Australian Prevalence in Adolescent Mental
Disorder
Globala

Pooled Timeframe Prevalence

Any anxiety disorder

6.5%

Any depressive disorder

2.6%

Major depressive disorder

1.3%

Attention deficit disorder

1.3%

Any disruptive disorder

5.7%

Oppositional defiant disorder

3.6%

Conduct disorder

2.1%

Australiab

12-Month Prevalence

Anxiety disorders

7.0%

Major depressive disorder

5.0%

Attention deficit disorder

6.3%

Conduct disorder

2.1%

Note: a draws data from Polancyzk et al. (2015); b draws data from Lawrence et al. (2016).

In examining this evidence, findings suggest that the prevalence of major depressive
disorder is higher in Australian adolescents than compared against a global sample. One in 20
adolescents, therefore, has been identified as having experienced an episode of major
depressive disorder. A recent study conducted by Sawyer et al. (2018) on data from 1998 to
2013–2014 examined the trends in mental disorder across Australian adolescents. Of interest,
the prevalence of major depressive disorder in adolescents aged 12–17 from 1998 to 2013–14
remained mostly unchanged. The results of this study are consistent with global trends in
adolescent mental health where findings from the Netherlands, United States (US) and the
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United Kingdom (UK) have found very few changes in the prevalence of child and adolescent
mental disorder over the past two decades (Achenbach, Dumenci & Rescorla, 2002, Green et
al., 2005; Verhulst, van der Ende & Rietbergen, 1997). These patterns in depressive disorder
were echoed in previous reports of adolescent mental health prevalence over two major
Australian surveys over the past two decades (Sawyer et al., 2000, 2001; Lawrence et al., 2016).
Altogether, global and Australian evidence from the past two decades has mainly
indicated a lack of change in the prevalence of CMDs in young people (Sawyer et al., 2018).
The hypothesised reasoning behind this is that many young people with mental disorders are
not readily receiving treatment and programs, programs provided do not meet the minimal
standards of clinical practice guidelines, and programs are not being targeted to those in
greatest need (Gunnell et al., 2018).

1.2 The Social, Economic and Developmental Impact of Adolescent Mental
Disorder
The persistent trends in the prevalence of youth mental disorder exert significant social
and economic burden. These include disability, functional impairment, reduced work
productivity and costs associated with the increased use of health services (Lynch & Clarke,
2006). Internationally, depression is identified as one of the leading causes of disability
(Friedrich, 2017). Disability was defined as the sum of years of potential life lost due to
premature mortality and the years of productive life lost due to disability (Murray & Acharya,
1997). In Australia, annual expenditure on mental health alone costs 9.1 billion dollars.
Organised efforts and government spending over the past decade have primarily focused on
individuals already experiencing mental disorder (Herman & Jané-Llopis, 2005). This has been
observed through services such as the Medicare Better Access scheme, which aimed to increase
access to psychological therapies across Australia (Pirkis, Harris, Hall & Ftanou, 2011).
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In recent years, there has been a renewed focus towards understanding the factors and
mechanisms that underlie adolescent development and mental health (Patton & Temmerman,
2016). This focus is reflected in the Agenda for Sustainable Development framework, where
the focus has been extended to include adolescence as a crucial demographic group to focus
upon (United Nations, 2014). This development strategy articulates that there is a need to focus
on social policy, interventions and preventive strategies to better support adolescent
development and mental health (Patel, Flisher, Hetrick & McGorry, 2007; Patton &
Temmerman, 2016). Patton (2016) argues that good adolescent health provides a ‘triple
dividend’ for the future of any individual in terms of potential health trajectory across the life
course and for future generations. This is also the largest generation of young people (ranging
from 10 to 24 years old) in human history (Patton & Temmerman, 2016). Therefore,
researchers have argued that a focus on understanding the adolescent developmental period
and how society can foster positive, healthy development is crucial (Kleinert & Horton, 2016).
In terms of the developmental impact, adolescence is widely understood as being a
period of life where much of the foundational groundwork for adult life occurs (Lerner, 1998).
It has been documented that the onset of CMDs (anxiety and depressive disorders) and
substance use disorders begin to take shape during the adolescent period. Auerbach et al.
(2018), identified that the median age of onset for any CMDs and substance use disorders was
14.2 years of age (early to mid-adolescence). Their research gathered data from a representative
sample of students (N = 14,371; age range = 18–21) from 19 colleges and universities from
eight mostly high-income countries (Australia, Belgium, Germany, Mexico, Northern Ireland,
South Africa, Spain, and the US). The study used items from the World Health Organization
(WHO) Composite International Diagnostic Interview to assess the age of onset of mental
disorders and the number of lifetime years with symptoms. These findings are consistent with
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previous syntheses of reports that suggest the onset of CMDs emerge during adolescence and
early adulthood (McGorry, Purcell, Goldstone & Amminger, 2011).
In addition to the higher frequency of mental disorder during this period, the initial
occurrence of mental disorder during adolescence such as depression have long-term
implications for mental health later in life. These long-term consequences may include an
increased risk for substance abuse, suicide and the reoccurrence of depressive disorders (Balázs
et al., 2013; Curry et al., 2011; Hölzel, Härter, Reese & Kriston, 2011). A longitudinal study
by McLeod, Horwood and Fergusson (2016) examined the severity of depression in
adolescence on adult mental health at age 30–35 on a sample of New Zealand adolescents aged
14–16 (N = 995). The findings put forward that having experienced subthreshold levels of
depressive symptoms or major depressive disorder at 14–16 placed individuals at higher risk
for later psychosocial functioning at age 30–35. These long-term consequences included: major
depression, anxiety disorders and illicit substance abuse/dependence. Evidence suggests that
having experienced either subthreshold levels of depressive symptoms or depressive disorder
may have significant long-term mental health impacts on the individual, which subsequently
affect a range of other psychosocial outcomes such as education, vocation and relational
outcomes.
The occurrence of mental disorders during adolescence significantly disrupt various
aspects of a young person’s life concerning their education and employment outcomes and are
associated with poorer family and social functioning, persistent disability and comorbid mental
conditions (McGorry, Purcell, Hickie & Jorm, 2007; Rasing et al., 2016). Wide-ranging
evidence suggests that clinically diagnosed mental health disorders during adolescence lead to
poorer career and educational outcomes. A recent systematic review across 27 studies and 70
relevant analyses in eight high-income countries, conducted by Hale, Bevilacqua and Viner
(2015), found that experiencing mental disorders during adolescence was strongly associated
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with worse vocational and educational outcomes (61/70). More specifically, a breakdown of
the specific outcomes indicated that mental health disorders were significantly associated with
secondary

school

non-completion,

not

participating

in

postsecondary

education,

unemployment, lower adult income and risk of receiving welfare.
These findings are consistent with current evidence from a review of youth mental
disorders and secondary school completion. Findings indicate that 40% of adolescents in
Australia experiencing clinical depression or anxiety disorders are not completing high school
(Bowman, McKinstry & McGorry, 2017). In terms of social and family functioning, it is well
documented that mental health disorders in a young person can also significantly affect family
functioning and relationships. A qualitative study by Slowik, Willson, Loh and Noronha (2004)
examined the impact of young people admitted into an in-patient setting on the parents. The
themes generated from this study found that young people experiencing mental disorder may
generate a range of difficulties within their family. These can include feelings of grief and loss,
the impact the mental health of parents, the cost of financially supporting the care of the young
person and marital stress and potential breakdown. Further, subthreshold and clinical levels of
depressive symptoms are associated with social isolation, loneliness and at worst, suicide
(Lasgaard, Goossens & Elklit, 2011; Balázs et al., 2013). Together, these studies indicate that
adolescent mental health outcomes affect various areas across a young person’s life, including
their vocational and educational opportunities. They also affect their family life, with these
consequences continuing into their adult lives.

1.3 Adolescence as a Period of Biological and Cognitive Developmental
Vulnerability
The adolescent period has been identified as a time of transitional change for many
young individuals, typically involving three broad categories: biological, cognitive and social
changes that typically occur during the onset of puberty (Steinberg, 2001). These biological,
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cognitive and social changes that occur during adolescence markedly impact the social and
emotional development of individuals and subsequently may have implications for mental
health outcomes. The biological changes that occur during puberty change the brain in ways
that make adolescents more vulnerable to aspects of their social environment, particularly in
relation to their peers, which may have adverse health outcomes (Forbes, Phillips, Silk, Ryan
& Dahl, 2011; Masten et al., 2011). Evidence suggests that the emotions and mood of
adolescents are heavily affected by environmental influences (Booth, Johnson, Granger,
Crouter & McHale, 2003). That is, in addition to the potentially stressful changes that occur
during this period; adolescents face marked increases in perceived stressful life events. These
life events might include the changing relational dynamics between family and peers,
transitioning into high school, and the social responsibility of moving into more adult roles
(Steinberg, 2013).
In addition to the biological changes that occur during adolescence, the development of
various cognitive capacities such as decision-making and emotional regulation also closely
relates to an individual’s social and emotional development. Adolescents exhibit shifts in a
variety of cognitive domains, including learning, reasoning, information processing and
memory (Byrnes, 2003; Kuhn, 2006). The maturational delays of the limbic system and
prefrontal cortex in childhood, followed by top-down control processes are also related to
several cognitive capacities relevant to adolescent social and emotional outcomes, subsequent
psychosocial adjustment and mental health (Casey, Tottenham, Liston & Durston, 2005).
These include planning and thinking about the future, evaluating the consequences and benefits
of individual choices, decision-making, processing of social and emotional information, reward
and risk, and the ability to manage and regulate emotions (Asato et al., 2010; Casey et al., 2005;
Steinberg, 2008). Further, adolescents’ conceptions of interpersonal relationships,
understanding of human behaviour, ideas about social institutions and organisations, and their
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ability to figure out what other people are thinking is far more developed and complex than
that of children (Dodge, Pettit & Bates, 1994; Fontaine, Yang, Dodge, Bates & Pettit, 2008).
The maturational and transitional processes that occur during adolescence place these
individuals at a unique risk for developing CMDs. Adolescence has been identified as a critical
period for acquiring a range of developmental capabilities, and a smooth transition is essential
to lay out the foundation for healthy development and avoidance of health-comprising risk
(Thapar, Collishaw, Pine & Thapar, 2012).

1.4 Adolescence: Peer Relations and Vulnerability
These changes in thinking regarding interpersonal relations occur alongside many
social transitions that occur during the adolescent period (Steinberg, 2013). Adolescents face
significant social changes in the context of changing family and peer dynamics (Steinberg,
2001). Adolescence is a period of change and reorganisation of family relationships and daily
interactions (Laursen & Collins, 2009). As they develop, adolescents spend increasingly less
time in family activities, especially in activities with the family as a group (Larson, Richards,
Moneta, Holmbeck & Duckett, 1996). High school students in the US and Europe spend twice
as much of their time each week with peers as with parents or other adults—even discounting
time in class (Brown & Larson, 2009; Veenstra & Dijkstra, 2011). Virtually all adolescents
spend most of each weekday with their peers while at school, and the majority also see or talk
to their friends in the late afternoon, in the evening, and over the weekend (Larson & Verma,
1999). This behaviour is quite different in comparison with childhood, in which children are
more likely to spend most of their time within their family circles. As such, the reorganisation
in relational dynamics regarding parents and peers are some of the significant changes that
adolescents face concerning their social transitions. How adolescents navigate these changes
has significant consequences for various adolescent developmental and mental health outcomes
(Steinberg, 2013). This is evidenced in studies arguing that adolescents’ experiences of their
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social environment (such as school, family environment or peer social support) have
implications for the development of CMDs, substance use, health-compromising behaviours
and academic achievement (Bond et al., 2007; Klineberg et al., 2006).
There is wide-ranging literature suggesting the importance of a high-quality social
environment as a protective function for adolescent mental wellbeing and development.
McPherson et al. (2014) reported on the findings of a systematic review indicating that
adolescents report fewer mental health and behavioural problems when they have access to an
extensive social support network of peers and non-familial adults and when their social support
networks are higher in quality. Attending school within a higher quality environment (e.g.,
feeling safe at school) and living in a high-quality environment (e.g., fewer hazards and a sense
of cohesiveness) were also associated with better mental health and fewer externalising
difficulties.

1.5 Theoretical Frameworks for Understanding Adolescent Development
Various theoretical models can explain the main conceptual framework that links these
factors as influential for the individual. System and developmental theories are pertinent to the
understanding of this project. The biological elements of adolescence (puberty or maturational
changes), the psychological factors (cognitive changes), and social changes (family, peer and
socio-economic elements) may be known to impact the developmental outcomes of the
individual (Damon & Lerner, 2008). Two main theoretical frameworks will be briefly
discussed: The biopsychosocial model (Engel, 1980) and the bioecological systems theory
(Bronfenbrenner, 1994).
1.5.1 Biopsychosocial Model
The biopsychosocial model was first proposed by Engel (1980) as an early systems
model. This model puts forward that mental and physical health outcomes are a product of the
interaction between three main factors: biological, psychological and social factors. Prior
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medical models of illness had previously argued that one could deduce the cause of problematic
health and mental conditions to singular factors stemming from either biological, psychological
or social causes (Engel, 1980). However, Engel argued that any one factor is not adequate to
explain physical and mental health-related outcomes. An examination of the intersection
between biological, psychological factors, and social and cultural settings is vital. The
biological aspect of the biopsychosocial model primarily refers to the individual’s genetic
makeup but can also refer to a history of physical trauma, illness or infection. Much research,
for example, has linked genetic heritability as a significant risk factor for developing major
depressive disorder in individuals (Levinson, 2006). Therefore, biological makeup can play a
role in predisposing individuals in developing specific mental health problems. However, there
might be other non-biological factors that might interact with such predispositions (BorrellCarrió, Suchman & Epstein, 2004). The psychological aspect of the model refers broadly to
the psychological foundations of health conditions. This might include personality traits,
modes of thinking and feeling, and behavioural tendencies that might act as risk factors to
developing specific physical or mental health problems. Further, psychological factors might
exacerbate biological vulnerabilities.
Lastly, social and cultural factors refer to the broader social and societal environment
in which the individual exists. Such social factors that can affect health outcomes include socioeconomic status, family and peers (Borrell-Carrio et al., 2004). More broadly, cultural factors
that can impact outcomes might refer to the expectations and belief systems of a geographical
locale. Together, the biopsychosocial model is useful for understanding how individual and
contextual factors interact together to determine health outcomes.
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Figure 1. Biopsychosocial model.
1.5.2 Bioecological Systems Theory
The bioecological systems theory (Bronfenbrenner, 1994) provides a framework
through which an individual’s mental health and developmental outcomes within a social and
contextual system can be understood. This theory emphasises the development of the individual
as they exist and interact with their environment. Bioecological systems theory views the
development of the individual within a complex system of intersecting and transactional
relationships that range across different levels of systems (Bronfenbrenner, 1994). These
systems include the micro and mesosystems that encompass the individual’s immediate social
environment such as parents, teachers and peers; and the exo and macrosystems: the structural
and institutional surroundings where individuals reside. It can be understood that the individual
does not develop within a vacuum but as part of a mutually reciprocating system that intersects
and transacts between the individual and the various systems in which they reside to produce
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development (Bronfenbrenner, 1994). This can contextualise the impact of top-down
institutional, geographical, and societal influences with the more immediate social and
community environment on the development of the individual.

Figure 2. Bioecological systems model.
The reviewed theories can provide a theoretical framework in which adolescent
development and mental health outcomes can be understood. More broadly, bioecological
systems theory provides a systemic perspective in framing the influences, interactions and
intersection of social, community and societal systems on individual development
(Bronfenbrenner, 1994). The biopsychosocial model highlights the contributions of biological,
psychological and social factors in determining health (Engel, 1980). Further, the utility of this
understanding that considers both the individual contributions of multiple systems
(biopsychosocial) and their interactions (bioecological) highlights the complexities of health
dynamics for producing health outcomes. Therefore, the production of poor mental health in
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adolescence may be understood as situated within a dynamic system of intersecting factors that
contribute to health.
Given the substantial impact of various biological, cognitive and social changes on
adolescent social and emotional development, it is not surprising that there is an increased risk
of the types and frequency of health and mental health problems that occur in contrast to any
other developmental period (Williams, Holmbeck & Greenley, 2002). A review of 15 years of
research by Paus, Keshavan and Giedd (2008) found that major biological systems underlying
higher cognitive functions (e.g., reasoning, emotional control, interpersonal interactions, and
motivation) undergo significant development during adolescence. The development occurring
during this period increases the risk of affective disorders occurring. More specifically, changes
in the production of sex hormones and structural changes to hormonal receptors increasingly
change emotional responses to social stimuli, and shifts in motivation systems, which may
underlie the onset of symptoms related to affective disorders (Hayward & Sanborn, 2002).
Therefore, adolescence is a formative life stage where successful navigation of this
developmental period is central to developing capabilities related to future health and wellbeing
for the individual (Patton & Temmerman, 2016). Adolescent development is substantially
influenced by both individual-level changes beginning with puberty and the various social
influences of family, peers, school and community that make adolescence a time of great
importance for later health and therefore, also a time of great potential for intervention. While
recognising the importance of continuity across the life course, adolescence should be regarded
as a critical period distinct from childhood and adulthood. The rapid development in
adolescence points to the possibility that this period may be a critical or sensitive period for
later health and disease (Viner, 2012).
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1.6 Conclusion: The Public Health Significance of Adolescent Mental Health
This chapter has argued that adolescent mental health continues to be an issue of public
health significance due to the persistently high trends of adolescent CMDs, with adolescence
being a period of greater vulnerability (Andersen & Teicher, 2008; Kujawa & Burkhouse,
2017; Thapar et al., 2012). The occurrence of mental disorders in adolescence is also
highlighted as having significant deleterious implications for future social, health and
vocational outcomes in adulthood (Asselmann et al., 2018; Chen et al., 2006; Dalsgaard et al.,
2020; Leach & Butterworth, 2012; Patton et al., 2014; Veldman et al., 2014). Suicide has been
identified as the leading cause of death for young people in Australia (Australian Institute of
Health and Welfare, 2020b). In addition, self-harm risk is higher for young people (Morgan et
al., 2017). Mental disorders have been found to exact a significant burden on mortality in young
people around the world. Therefore, the suffering, functional impairment, and enhanced risk of
premature death associated with mental disorders in adolescents are a critical public health
issue. This issue is exacerbated by the fact that mental disorders in adolescence tend to persist
into adulthood (Costello, Foley & Angold, 2006). Research evidence indicates that the
development of CMDs (depression) in adulthood is likely to have an age of onset during the
adolescent period (Thapar et al., 2012). Adolescence also remains an important transitionary
period of development during which many young people are completing their high school,
beginning their careers and developing a host of relationships (friendships and romantic
relations) (Steinberg, 2013).
The past two decades have observed a substantial treatment-based focus for addressing
the prevalence of CMDs in adolescents. Despite this, persistently high trends in adolescent
mental health have remained an issue of public health importance (Sawyer & Patton, 2018).
The past few decades have observed a growing emphasis by many researchers on the
importance of prevention alongside treatment to ameliorate the prevalence of CMDs in
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adolescents (Kieling et al., 2011; Patel et al., 2007). Chapter Two will argue that there remains
a need to develop prevention approaches for adolescence, particularly in the vein of community
and school-based approaches.
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Chapter 2: The Case for Prevention in Adolescent Mental Health

Prevention approaches have been presented as a viable strategic opportunity for
reducing the prevalence of adolescent internalising mental disorder (Patel et al., 2007; Kieling
et al., 2011). Recommendations for preventive-based practice to address adolescent mental
health argue that consideration of specific local community contexts and structures is required
(Butterfoss, Goodman & Wandersman, 1993; Garcia-Carrion, Villarejo-Carballido &
Villardon-Gallego, 2019; Kataoka et al., 2018; del Vecchio, 2018). More precisely, strategies
ought to incorporate an understanding of setting-specific factors within communities to address
broader community adolescent mental health (Das et al., 2016; Dooris, 2009; Neufeld &
Kettner, 2014).
The school setting has been identified as an important site for building community
capacity to support various adolescent health outcomes, including mental health (Fazel,
Hoagwood, Stephan & Ford, 2014; Fazel & Kohrt, 2019). Schools are recognised as a place
where large proportions of young people can be reached while also leveraging existing
institutional structures to integrate various mental health programming and strategies (Barrett
& Pahl, 2006; Masia-Warner, Nangle & Hansen, 2006). However, strategies for school-based
prevention in Australia remain fragmented and are not evidence-based, with a tendency to
focus on programmatic activity to build individual capacities (Dray et al., 2017; Gottfredson &
Gottfredson, 2002; Ennett et al., 2003).
This chapter will argue that school-based prevention requires evidence-based, datadriven practices that consider school capacity building alongside the implementation of
programmatic intervention activity to support adolescent mental health (Kelly & Lueck, 2011;
Lane, 2007). School capacity building involves building up institutional support in the school
setting using multiple tiers of intervention, implementing screening practices, whole-school
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policy changes and collaboration with local community mental health services (Ringeisen,
Henderson & Hoagwood, 2003).
This chapter will first discuss the need for prevention against the backdrop of increased
public spending on the dissemination and provision of treatment-based approaches for
adolescent mental disorder. I will argue that prevention provides a complementary strategy
alongside clinical treatment approaches for those who already meet diagnostic criteria. Second,
I will discuss prevention science and the key theoretical frameworks underlying preventionbased practice with examples of evidence to support prevention. Third, I will outline a specific
community-based approach to prevention, the CTC prevention system that subscribes to the
notion of community capacity building, which aligns with the settings approach to public health
(Hawkins, Catalano et al., 2008; Dooris, 2009). Fourth, I will discuss the specific setting of
school-based approaches to prevention. I will critically examine the various school-based
prevention approaches and paradigms that have been used in Australia. Lastly, I will assert that
the school-based prevention approaches need to be understood as one part of a whole within
the community setting to broadly support adolescent mental health. I will provide such an
example using the WHO’s framework for the Health Promoting School (Langford et al., 2014).

2.1 The Need for Prevention in Adolescent Mental Health: The Focus on
Treatment
In response to a growing recognition of the prevalence and impact of mental health
problems globally, developed countries have allocated additional resources and bolstered
spending to focus on promoting and implementing services for psychological treatment and
care (Australian Institute of Health and Welfare, 2020a; Park, Han, Torabi & Forget, 2020;
Zuvekas, 2001). Despite this, there continues to remain a stable trend in the prevalence of
mental disorders (in particular, mood and anxiety disorders), and in some cases, an increase in
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prevalence has been found (Bor et al., 2014; Coley, O’Brien & Spielvogel, 2019; Collishaw,
2014; Mojtabai et al., 2016; Olfson et al., 2015; Sawyer & Patton, 2018).
In support of this, Jorm, Patten, Brugha and Mojtabai (2017) examined the effects of
increased resource allocation, spending and the provision of treatment in reducing the
prevalence of common mental disorders in adults. Four industrialised English-speaking
countries were selected: Australia, Canada, UK and the US. The paper found that there has
been a substantial increase in the use of psychological services for mood and anxiety disorders
such as antidepressant treatment and psychological therapies within these countries. In
Australia, specifically, antidepressant use indicated a 352% increase (in terms of daily doses
per 1000 people per day) from 1990 to 2002 and a continued increasing trend from 2000 to
2011 (95% increase). By 2011, Australia had the second-highest consumption of
antidepressants among 23 Organisation for Economic Co-Operation and Development
countries (Organisation for Economic Co-Operation and Development, 2013). In terms of
psychological treatment, Australia had had an upward trend in use from 37% in 2006–2007 to
46% in 2009–2010. The review suggests that despite the increased use of antidepressant
treatment and psychological treatment, there is no evidence to suggest that the prevalence of
mood and anxiety disorders have decreased. In fact, Australia, UK and the US indicate an
increased prevalence. Subsequent conclusions drawn from the review suggest that the
provision of treatment, particularly in Australia, does not meet the minimal standards of clinical
practice guidelines.
These findings are supported by more recent evidence reviewed by Jorm (2018),
evaluating the impact the prevalence of psychological distress in adults (18 years and older)
following the introduction of the Better Access scheme by Medicare in Australia (Australia's
national universal health insurance scheme). Data drawn upon for this review were the
Medicare-funded mental health services from 2006–2015, the prevalence of psychological
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distress based on the K10 (Andrews & Slade, 2001) administered in the National Health
Surveys carried out from 2001 to 2015 and the annual suicide rates per 100,000 persons from
2001 to 2015 by the Australian Bureau of Statistics (2012, 2017). The review indicated that the
number of Medicare mental health services (provided by GPs, clinical psychologists,
psychologists and allied health practitioners) per 100,000 persons sharply rose from 2006 to
2015 since the introduction of the Better Access scheme. Despite this, the prevalence of high
and very high psychological distress and the annual suicide rate over the periods since the
introduction of the Better Access scheme suggested no improvements over time. Conclusions
drawn from this study put forward that individuals at significant risk (those experiencing high
and very high levels of psychological distress) were not receiving adequate amount nor quality
psychological treatment. Another primary conclusion was that the increased provision of
psychological treatment does not address the factors that generate vulnerability to and maintain
poor mental health in communities (Mulder, Rucklidge & Wilkinson, 2017). There may be
limits on how much change treatment can produce where such risk factors are present and
persisting. Dealing with those factors may require a greater emphasis on prevention and on
social factors that lie beyond the domain of mental health services.
Despite this evidence, the $9.1 billion invested by the Australian Government during
2016–17 continues to be heavily weighted towards acute mental health care and crisis response
(Australian Institute of Health and Welfare, 2020a). A recent report by Mental Health Australia
(2018) commissioned by Mental Health Australia put forward that preventive or early
intervention activity for 50,000 children and adolescents experiencing an initial onset of
depression or anxiety would cover its costs in the short term and deliver $200 million in longterm benefits (with a return on investment of $7.90 for every $1 spent). This is supported by
evidence from a report by Access Economics Pty Limited (2009) that states that Australia faces
substantial costs arising from mental illness in adolescents specifically. The financial cost was
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estimated at $10.6 billion based on employment, welfare and direct health system expenditure.
In addition, the value of lost wellbeing based on disability and premature death resulted in a
further $20.5 billion in associated costs to the health system and federal government. A recent
report published by the Australian National Mental Health Commission (n.d.) put forward that
implementing school-based interventions for depression in adolescents alone would cost $31.1
million ($37 per student) and generate total savings of $37.1 million. The point was reiterated
in a 2019 report calling on the Australian Government to adopt an ‘investment approach’ to its
efforts. It suggests a reshaping of the size and direction of funding to shift public expenditure
from a focus on crisis response services to an investment in quality and evidence-informed
recovery, prevention and early intervention services (Social Ventures Australia, 2019).
Therefore, evidence from these reports put forward that the resources allocated towards
mental health have primarily been focused on acute mental health care, treatment and crisis
response. However, this has not yet resulted in significant reductions in the overall prevalence
of common mental disorders in Australia (Jorm, 2018). Instead, researchers have increasingly
put forward the suggestion that to reduce the burden of and prevalence of poor mental health,
it is essential to first decrease the incidence (first occurrence) of mental disorder (O’Loughlin,
Althoff & Hudziak, 2017). As outlined earlier, adolescence represents a critical opportunity for
addressing the prevalence of poor mental health, as it is a vital period of change and increased
vulnerability to both initial incidence and subsequent recurrence of mental disorders in later
life (Viner et al., 2012). Funding public health strategies and prevention approaches in mental
health have often been viewed as diverting necessary resources from direct services for young
people already presenting with mental disorders (Stiffman et al., 2010). However, there is a
substantial body of work to suggest that prevention-based approaches not only have the benefit
of ameliorating the occurrence of mental health issues but also reduce the need to place
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significant proportions of resources towards intensive and expensive clinical services
(Skokauskas et al., 2019; Stiffman et al., 2010).
Key to understanding the application of prevention science for mental disorder is the
examination of modifiable risk and protective factors identified as preceding the initial
development of mental disorders (Cicchetti & Cohen, 2006b). Identifying such factors can
inform preventive approaches for implementing interventions to reduce the incidence of mental
disorders. Factors for mental disorders may span across multiple systemic levels such as the
community, school and family setting (Bronfenbrenner, 1994), and is an approach adopted
within prevention for informing interventions. If the goal is to curb and reduce the prevalence
of mental health issues, identifying preventive and more efficient ways of managing this
problem ought to be a national and international priority.

2.2 Prevention Science and Adolescent Mental Health
The past several decades have observed the emergence of prevention science as a
discipline built upon the foundation of life course-development and system theories,
epidemiology and intervention research (Catalano et al., 2012; Coie et al., 1993; Haggerty &
Mrazrek, 1994). The primary objective of prevention science is to prevent or ameliorate the
occurrence of dysfunctional health. Prevention science works upon a framework that examines
a range of verifiable precursors that have been identified as increasing the likelihood of
undesired health and behavioural outcomes (Catalano, Hawkins, Berglund, Pollard & Arthur,
2002; Hawkins, Catalano & Arthur, 2002). Outcomes of focus in the area of prevention in
adolescence have examined obesity (Dietz & Gortmaker, 2001), youth substance use
(Haegerich & Tolan, 2008; Harrop & Catalano, 2016), violence and antisocial behaviour
(Fields & McNamara, 2003; Bor, 2004), teen pregnancy (Nitz, 1999) and mental health
(Horowitz & Garber, 2006). Precursors range from distal factors such as structural and social
determinants to more proximal factors such as the family and school setting that predict an
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increased risk for problems, and protective factors that mediate or moderate exposure to risk
or directly decrease the likelihood of issues (Catalano et al., 2012; Coie et al., 1993).
2.2.1 Frameworks for the Prevention of Mental Disorders
Contemporary prevention science approaches to mental health currently adopt a
systems-based framework for understanding and addressing adolescent mental health
outcomes (Hawkins et al., 2002; Lich, Ginexi, Osgood & Mabry, 2013). System-based
approaches to adolescent mental health emphasise that the development of the individual and
their mental health exists within a complex system of intersecting relationships that range
across different levels (Bronfenbrenner & Ceci, 1994). These systems range from individual
characteristics such as genetic predispositions to the social, cultural and institutional
environment in which they reside. Additionally, individual development and their mental
health outcomes do not develop within a vacuum, but as part of a system that interacts and
intersects across these levels and constructs development over time (Oyama, Griffith & Gray,
2001). For example, broad economic factors, such as income inequality may generate economic
hardship in low income families (Simons & Steele, 2020). Subsequently, parents facing
financial hardship are more likely to have poorer parenting quality and greater levels of family
conflict. Altogether, it may be understood that broader societal systems (such as income
inequality) may come to interact with proximal level processes (such as the family system) to
produce poor mental health.
2.2.2 Risk and Protective Factors
Another aspect that is important to consider is that within each of those systems, there
are factors that have differential impacts on the development and mental health of the
individual. These factors have been termed as risk and protective factors (Cicchetti & Cohen,
2006a). Systems-based approaches utilise understandings of risk and protective factors to
inform the differential impact of proximal influences on individual development (Oyama,
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Griffith & Gray, 2001). Risk factors refer to any factor, such as the characteristic of the person
or environmental experience, which increases the likelihood of developing mental health
disorders or engaging in health-compromising behaviours. For example, bullying has been
implicated in the development of anxiety and depressive symptoms, and thus, might be
considered a risk factor for internalising problems (la Greca, 2005). In contrast, protective
factors promote positive development and reduce the effect of risk factors (Cicchetti & Cohen,
2006a). For example, competent emotional regulation skills buffer individuals from the effects
of problem behaviours (Durlak, Domitrovich, Weissberg & Gullotta, 2015; Durlak, Weissberg,
Dymnicki, Taylor & Schellinger, 2011; Payton et al, 2008).
Systems-based approaches, as informed by notions of risk and protective factors,
consider that these factors do not occur independently of each other in terms of the development
of the individual. Indeed, the individual exists within a series of nested systems that
differentially impact development (Cicchetti & Cohen, 2006b). The risk and protective factors
framework allow for the contextualisation of the differential impact that these various systems
have on an individual’s health. It is also essential to consider that risk, and protective factors
operate as a transactional process between the individual and the different levels of their
environment. Elevated levels of risk and fewer protective factors increase vulnerability to and
maintain problematic outcomes in individuals. In contrast, positively developing individuals
experience fewer risk factors or more positive protective resources (Cicchetti & Cohen, 2006a).
Social policies and preventive interventions informed by systems-based frameworks
that focus on reducing the risk factors and promoting protective factors (Hawkins, Catalano &
Miller, 1992; Resnick, 2000). This framework is theorised to not only work at a national level
but also in targeting disadvantaged communities where it is theorised that there is an increased
prevalence of risk factors and fewer protective factors across multiple developmental systems
(Coie et al., 1993). The aims of the risk and protective factors framework are twofold
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(Monahan, 2014). Firstly, this approach aims to target risk factors and risky health behaviours
to reduce the prevalence rate of mental health disorders. Secondly, this approach seeks to
promote positive development and raise the baseline of mental health and wellbeing by
increasing protective factors in communities.
Alongside the development for identifying precursor pathways in prevention, the
second primary purpose of prevention science also works on the development, implementation
and evaluation of interventions across multiple levels of developmental systems to reduce risk
and bolster protective factors (Catalano et al., 2002). By understanding that interventions can
be targeted to precursors of problematic outcomes, it can also be understood that interventions
may be applied across various systems of development such as the school (Burns, 2011) or the
family (Spoth, Kavanagh & Dishion, 2002). Primary approaches to ameliorating poor
adolescent mental health may be conceptualised along a spectrum of activity responses that
include health promotion, treatment and rehabilitative care. This framework is known as the
continuum of care (see Figure 3; Begun, 2019). Figure 3 illustrates a continuum of various care
activities that may be undertaken in addressing various health outcomes. Health promotion and
prevention are designed to ameliorate the incidence of targeted outcomes. Conversely,
treatment and recovery are designed for targeting individuals experiencing the targeted
outcome and requiring long-term aftercare or rehabilitation.
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Figure 3. The continuum of care framework (Begun, 2019).
The most common typology for categorising prevention activity conceptualises
prevention activity as being universal, selective and indicated (Durlak & Wells, 1997; Nation
et al., 2003). The intended application of universal preventive interventions is across a
population irrespective of risk. Programs that are implemented in a general classroom setting
to develop social and emotional skills may be taught to a range of adolescents effectively
(Durlak et al., 2011). Selective preventive interventions are applied to groups with raised risk
for poor outcomes, for example, programs targeted at low income neighbourhoods or families
(Macintyre & Karadzhov, 2019). Indicated preventive are applied to individuals who are
already showing symptoms of a disorder or problem behaviour, for example, working with
young people after their first contact with the justice system to prevent further penetration into
the system (Stockings et al., 2016). Table 2 presents an example of each type of intervention.
This upcoming section presents evidence that prevention approaches have observed success in
curbing the prevalence rate of externalising problems. I suggest that such approaches are also
suitably applicable to targeting adolescent internalising problems.
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Table 2
Examples of Universal, Selective, and Indicated Preventive Interventions for Depressive
Disorders
Strategy
Universal

Definition
For everyone in a population

Examples
A classroom-based program that
teaches students social skills

Selective

Indicated

For target subgroups at

Programs for children of parents

particular risk of depression

identified as having problems at home

For specific individuals who,

Programs for children who have been

at examination have a risk

flagged as having suicidal ideation or

factor or condition that puts

have attempted suicide

them at very high risk
2.2.3 Evidence for Systems-Based Approaches for Adolescent Adverse Outcomes:
Substance Use and Delinquency
Adolescence has been recognised as a significant period of onset for the development
of substance abuse and substance use disorder (Weinberg, Rahdert, Colliver & Glantz, 1998).
Substance abuse and substance use disorder have significant implications for social, physical
and other mental health problems. Das et al. (2016) analysed 46 systematic reviews on
interventions for adolescent substance abuse and found that interventions implemented across
multiple levels of ecological systems could have a positive effect on adolescent smoking,
alcohol and drug use. For example, one of the reviewed studies cites that implementing a
school-based social competence curriculum had a significant effect on reducing the rate of
smoking initiation (relative risk [RR]: .88; 95% CI: .82–.96). In addition, interventions for
tobacco use applied within the family setting have been found to generate a significant
reduction in adolescent smoking behaviour (RR: .76; 95% CI: .68–.84).
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Interventions applied at the level of the whole community have also been efficacious in
improving levels of substance use in adolescents. Indeed, evidence from the same review by
Das et al. (2016) suggests that multi-component interventions targeting multiple levels of the
community can significantly reduce the incidence of smoking in adolescence (RR: .81; 95%
CI: .70–.93). This involves media marketing campaigns (at the level of health promotion)
alongside community-wide changes to school-based policies and price increases. This evidence
suggests that within the context of substance use for adolescents, that interventions that are
applied across multiple systems of influence (family, peer and community setting) to create an
integrated, multilevel approach that engages various sectors of a community in enabling
environments and supportive infrastructures can achieve individual- and community-level
change.
Supporting intervention frameworks that emphasise targeting multiple settings within
the community is a study conducted by Oesterle et al. (2015) reporting on an evaluation of the
CTC prevention system. This study was conducted over nine years after baseline
implementation across 24 communities (12 intervention v. 12 control) in Pennsylvania, US.
The intervention aimed to reduce rates of substance use and delinquent behaviour in young
people and involved community coalitions in community school and family-based
programming to address drug use and delinquency. The sample consisted of 4420 students
from the sample communities and involved following students from Grade 5 up until 19 years
of age. Findings indicate that for the full sample, young people residing in the intervention
communities by age 19 indicated significantly reduced prevalence of abstinence from
delinquency (adjusted risk ratio (ARR = 1.16; 95% CI 1.00, 1.33; p = .049)). However, when
split by gender, findings suggest that males (but not females) residing within the intervention
communities had significantly reduced incidence of and abstinence from substance use and
delinquency (global t = –2.31, p = .04).
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Findings were reflected in the implementation of the CTC prevention system in
Australia. An evaluation of this trial of the CTC prevention system was conducted across 109
municipalities by Toumbourou, Rowland, Williams, Smith and Patton (2019). Introduction of
the CTC prevention system involved implementing school and family-level interventions
within intervention communities. Findings from this evaluation found significant reductions in
communities having implemented the CTC framework for tobacco use (OR = .86, 95% CI
0.85, 0.87), cannabis use (OR = .90, 95% CI .89, .92) and alcohol use (OR = .96, 95% CI 0.95,
0.97) compared to other Australian localities. In addition, it was also found that there were
significant reductions in youth reports of risk factors (unstandardised regression coefficient
[B] = –0.007, 95% CI –0.008, –0.005)) and significant increase in protective factors (B = 0.007,
95% CI (0.005, 0.010)).
The findings from these two large-scale evaluations of a multilevel community-wide
prevention system demonstrate that this approach effectively targets externalising problems
(such as delinquency and substance use) in adolescence. This mode of addressing adverse
outcomes in adolescence by implementing interventions to target multiple levels of risk and
protection has been identified as an important form of prevention. So far, the number of
community-wide strategies have mostly focused on reducing externalising behaviours such as
substance use, delinquency and violence (Hawkins et al., 2014). These approaches have been
proven to be successful in reducing the prevalence of those outcomes. However, less focus has
been directed towards monitoring internalising problems such as depression (Monahan,
Oesterle, Rhew & Hawkins, 2014; Rhew, Monahan, Oesterle & Hawkins, 2016), nor has much
attention been directed towards the development of community-wide approaches to targeting
common mental disorders.
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2.2.4 The CTC Prevention Framework
The evidence suggesting the efficacy of implementing community-wide approaches for
targeting adolescent externalising issues may hold valuable information and insight
transferrable to the context of targeting common mental disorders in adolescents. A recent
article by Hoare et al. (2019), taking stock from the Icelandic Model of Prevention, argued that
a successful approach to prevention of common mental disorders requires an understanding of
a common framework for examining underlying determinants, is adaptive to local community
contexts, and engages with existing community structures and systems. A system of prevention
that brings these elements together could result in long-term, sustained and structurally
embedded social systems that support the prevention of common mental disorders. One such
systems-based approach that includes systems science-based theory, community participation,
is reflexive and combines epidemiological data with locally informed action is the CTC
prevention system (Arthur et al., 2010; Brown, Hawkins, Arthur, Briney & Fagan, 2011;
Hawkins & Catalano, 1992; Hawkins, Brown et al., 2008).
The CTC prevention system has observed much success with a range of issues. As
previously indicated the CTC system has been effective for substance use and delinquent
behaviour (Jonkman et al., 2008). Hoare et al. (2019) outline the CTC program as a public
health approach to prevention designed to increase communication, collaboration and
ownership among community members and service providers. The CTC approach applies both
the theoretical understanding underlying prevention science findings regarding systems of risk
and protection and evidence-based intervention research to the organisation of strategic
community prevention service systems (Hawkins & Catalano, 1992).
The CTC approach involves a five-phase process that connects with (phase 1) and
readies (phase 2) communities for undertaking the process of implementing a system of datadriven guidance (phase 3) based on monitoring key risk and protective factors for targeting
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outcomes of interest in the community (Hawkins et al., 2002; Hawkins, Catalano et al., 2008).
Communities then plan and select evidence-based interventions to address identified risk and
protective factors associated with prioritised outcomes (phase 4). Lastly, the CTC approach
then emphasises the use of a self-sustaining cyclical process of continually monitoring levels
of risk, protection and prioritised outcomes and reflexively adapting interventions accordingly
(phase 5). This framework for prevention emphasises the need for collaboration and
coordination with local leaders and community organisations to measure specific profiles of
risk and protection, plan evidence-based interventions to target risk and protection across
multiple levels of influence and monitor to adapt to the needs of the community flexibly
(Hawkins et al., 2002; Hawkins, Catalano et al., 2008).
The CTC framework was originally developed to reduce adolescent behaviour
problems with a focus on externalising problems and substance use. However, it has been
suggested that this model and other community coalition frameworks could apply to other
health issues during adolescence, such as depression (del Vecchio, 2018). Indeed, adolescent
substance use and externalising behaviours share both the underlying risk and protective factors
with common mental disorders (Monahan et al., 2014, Olsson & Goddard 2010; Trudeau et al.,
2016), and such community actions could be reasonably expected to have beneficial and
positive impacts on depressive and anxiety outcomes (Olson & Goddard, 2010). For example,
in a 2014 study, Monahan argued that current prevention frameworks for targeting associated
risk and protection for externalising problems might also be suitably extended to incorporate
the prevention of depression in adolescents. The study examined self-reported risk, protection
(across community, family, school, peer and individual levels) and depressive symptoms of
2002 adolescents. Findings indicated that risk and protective factors across the domains of
community, family, school and peer/individual operated similarly to predict increases or
decreases in internalising and externalising problems.
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Given the similar impact, initiatives that target these factors may be useful in addressing
not only externalising outcomes but depressive symptoms as well. Such a possibility would
allow an extension of programmatic focus to include common mental disorders into the CTC
framework. Recent evidence by Chilenski, Frank, Summers and Lew (2019) reported on a 16year study on the adoption of the CTC prevention system in Pennsylvania. The study examined
the effectiveness of this framework on depression and various other externalising issues and
found that the adoption of the CTC framework resulted in significantly fewer depressive
symptoms than students in non-CTC districts (unstandardised regression coefficient
[B] = −0.029, p < .001). Overall, taking these findings together, research suggests that while
the CTC framework has primarily focused on externalising adolescent issues, it may also be
suitably extended to target common mental disorders (such as depression) in adolescents.
Contemporary community prevention frameworks such as the CTC prevention system
emphasise the need to leverage community settings, institutions and infrastructure to develop
community capacity to broadly support targeted outcomes. This framework broadly aligns with
the settings approach to prevention put forward by the WHO. WHO defines a setting as ‘the
place or social context in which people engage in daily activities in which environmental,
organisational, and personal factors interact to affect health and wellbeing’ (Paton, Sengupta
& Hassan, 2005). The settings approach to prevention emphasises the need to develop various
aspects of the community and social setting in which young people reside to support broader
community-level change in targeted outcomes (Kickbusch, 2003). One such setting that has
been central for targeting adolescent health is the school (Domitrovich et al., 2016; Hage &
Romano, 2010; Stormont, Reinke & Herman, 2010). Schools are identified as a setting where
large proportions of young people can be reached while also making use of existing
institutional structures to integrate health programming and supports. Section 2.3 will argue
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that the integration of prevention practices into the school setting presents a viable opportunity
for instigating community-level change in adolescent mental health.

2.3 The Role of Prevention in the School for Adolescent Mental Health:
Preventive Approaches and the Potential for Social–Emotional Learning
Since the early twentieth century, there has been a longstanding recognition that poor
health can significantly impact the educational outcomes of young people (Flaherty, Weist &
Warner, 1996). Attention to adolescent health and wellbeing increased in the late 1960s in part
due to the ageing baby-boom population (15 to 24 years of age during this time) and an
associated increase in mortality (Lear, Gleicher, Germaine & Porter, 1991). The late twentieth
century saw widespread recognition that mental health programming was necessary to address
the challenging problem of increasing rates of suicide and mental disorder. This mobilised
school institutions to develop school-based mental health services and prevention
programming (Spaulding & Balch, 1983). In subsequent decades, considerable effort has been
devoted to understanding the design, implementation and evaluation of processes of schoolbased prevention programming for mental health. This is reflected in the educational policy of
various countries where schools are increasingly tasked with building individual social and
emotional competencies (Barr et al., 2008).
Utilising the school setting as the context for the implementation of prevention
programming provides an accessible way to reach a wide range of young people. Dale (2019)
highlight the supportive role of the school in generating a setting conducive to the emotional
and social development of the adolescent through a positive environment, which can provide
ample opportunity for implementing and promoting health and wellbeing. In addition, the
school setting represents a significant opportunity for implementing a range of initiatives to
reach a broad audience of young people. It is often the case that the school setting represents a
nexus for which the family, community and service providers may intersect (Skvarc et al.,
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2018). From a practice perspective, preventive interventions may be readily administered and
delivered easily to a wide range of young people in a structured and institutionally supportive
environment that facilitates implementing such interventions (Fazel et al., 2014). In addition,
most young people who receive services for mental health problems are provided with their
care through the education sector, with schools being the most common point of entry for
accessing mental health services (Hoagwood & Koretz, 1996). Prevention activity may be
broadly sorted into several levels: universal, selective and indicated. These three levels of
prevention within the context of the school setting represent a hierarchy of activity that is
differentiated by the population being targeted (Simeonsson, 1991).
2.3.1 Frameworks for School-Based Prevention: Whole-School Approaches
At the broadest level of school-based prevention, whole-school approaches represent a
unifying framework-based approach that aims to promote the health and wellbeing of young
people through organisational changes in school policy, practice, procedures, social
environment, as well as within the classroom. This approach was outlined in a WHO (2015)
report on the development of the health-promoting schools’ framework. This framework
outlines a holistic approach to foster health within a school and its local community by
engaging health and education officials, teachers, students, parents, health professionals and
community leaders in making collective, coordinated and sustained efforts to promote health.
A ‘whole-school’ approach emphasises a framework for implementing interventions
designed to protect and promote the overall health and wellbeing of students, staff, and broader
school and community members (Wells, Barlow & Stewart-Brown, 2003). Within the context
of addressing mental health, frameworks can be utilised to organise a set of activities, policy
changes and procedures to reflect better a need to address mental health. Evidence-based
whole-school approaches have been trialled in Australia but with limited success. These trials
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were the Gatehouse Project (Bond et al., 2004) and the beyondblue Schools Research Initiative
(Sawyer et al., 2010a; Sawyer et al., 2010b).
The Gatehouse Project is a health and wellbeing framework developed in 1995 by Bond
et al. (2004). The Gatehouse Project is a whole-school approach that sought to establish a
process of identifying risk and protective factors within the school setting using survey data.
This approach then emphasised the use of this data to guide the selection of intervention
materials appropriately tailored to the context of the school and the priority youth issues. The
framework was designed to promote emotional wellbeing and reduce rates of substance use in
young people during secondary school based on a theoretical framework of risk and protective
factors.
The initial trial of the Gatehouse Project comprised a total of 26 schools (12
intervention and 12 control; N = 2678 students) in Victoria, Australia. The framework was
conducted over a five-phase process of implementation that included forming a school liaison
team, identifying issues, developing a plan for implementing evidence-based intervention
strategies, providing training and finally evaluation and monitoring. The intervention was
established with extensive staff professional development and the total median hours of
teaching the resource was about 15 hours (20 lessons). Materials were designed to be taught
over ten weeks. Findings from the evaluation of the Gatehouse Project indicated significant
impacts on smoking, alcohol and tobacco use. However, the framework was not found to be
efficacious in reducing the levels of depressive symptoms in young people.
Another major whole-of-school approach is the beyondblue Schools Research Initiative
(Sawyer et al., 2010a; Sawyer et al., 2010b), an intervention framework developed by
beyondblue (Australia's National Mental Health Initiative). The framework focused on four
key areas:
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1. Curriculum intervention—This involved the implementation of 10
classroom lessons delivered weekly for 30–45 minutes. The resources
were developed to enhance core skills for resilience and based on
cognitive-behavioural theories and principles of teaching practice.
These include emotional education, stress management, social skills
building, fostering social supports and conflict resolution.
2. Building supportive environments—This involved a process of wholeschool change by improving the quality of social interactions in the
school environment across formal and informal settings. This involved
increasing students sense of connectedness by providing opportunities,
policy development and acting to tailor school change in response to
feedback from students and staff.
3. Building pathways for care and education—This process aimed to
connect young people with access to support and professional services
both within the school and the wider community.
4. Community forums—This involved the dissemination of information
for depression to increase community awareness of services and reduce
the stigma associated with mental health problems.
Two major evaluations have been conducted on the beyondblue Schools Research
Initiative: an initial randomised control trial and a follow-up on effects three years later. The
first evaluation conducted by Sawyer et al. (2010a) was a randomised control trial on 50 schools
in Queensland, South Australia and Victoria (25 intervention and 25 control). The evaluation
took place over two years. This evaluation found that the program made no statistically
significant improvements in reducing risk factors, enhancing protective factors or reducing
depressive symptoms in students. Two years later, Sawyer et al. (2010b) conducted a follow-

38
up evaluation. An analysis revealed results consistent with the original evaluation, where no
statistically significant improvements to risk factors, protective factors or depressive symptoms
were found.
Whole-school approaches in Australia have largely been unsuccessful in reducing the
prevalence of depression in adolescents. However, these results should be treated with caution
since there are numerous study limitations. The Gatehouse Project focused on developing
student connectedness and fostering a positive school climate to improve emotional wellbeing
with a focus on reducing rates of substance use. However, the impact of the intervention did
not carry on into improvement for depressive symptoms, which may be related to several
factors. First, the interventions may not have been sufficiently specific to influence factors
associated with depressive symptoms due to a broader focus on school climate and reducing
rates of substance use. Second, the study authors concluded that the key determinants of
depressive symptoms targeted by the Gatehouse Project might be different from those that
influence substance use in adolescents. Considering this important study, interventions
focusing on multiple health outcomes may not be sufficiently focused in scope nor in terms of
addressing underlying factors for depressive symptoms. Therefore, interventions ought to focus
on key factors that have been identified specifically for depression. For example, evidence
suggests that whole-school approaches for specifically developing social–emotional
capabilities in adolescents may act as a protective factor against the development of depression
(Goldberg et al., 2019).
In relation to the beyondblue Schools Research Initiative, the authors put forward
several limitations in relation to baseline levels of depression and considered factors beyond
the scope of the school setting and program implementation logistics. Firstly, students with
higher levels of depression symptoms at baseline were not able to complete a follow-up
assessment in the study. As a result, participating students in the study indicated relatively low
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levels of depression symptoms and may have had little need for the intervention. Secondly, this
framework for intervening in schools may also need to consider areas beyond the school
experience. Malti, Noam, Beelmann and Sommer (2016) argue that an intervention ought to be
developmentally sensitive and consider the contextual appropriateness in terms of
administration, delivery format and implementation.
Several key considerations may be taken from these two major trials of whole-school
approaches to depression in Australia. First, frameworks for addressing depression ought to do
so from the perspective of specifically targeting factors relevant to depression. Second, the
implementation of interventions ought to consider the target population for addressing
depression. That is, prevention may need to adhere to principles of proportionate
universalism the notion that the resourcing, delivery and intensity of prevention reflect the
degree of need in a target population. This is evident in the fact that young people at greater
risk were found to benefit more from preventive interventions (Weare & Nind, 2011). Wholeschool approaches represent a useful unifying framework for organising school policy, activity
and intervention to support implementing specific intervention content in schools to target
mental health. Altogether, such approaches may provide a useful setting for addressing
adolescent mental health within community settings.
2.3.2 Universal, Selective (Targeted) and Indicated Prevention
Prevention may also be narrowed down into specific categories of prevention activities
within the school setting, specifically in relation to the targeted population for intervention.
This is reflected in earlier intervention approaches within the school setting, which have
primarily focused on the implementation of programs or programmatic content into classrooms
or curriculums (Werner-Seidler et al., 2017). These interventions attempt to intervene upon
cognitive and behavioural characteristics of the young person through the development of skills
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such as rational/optimistic thinking styles, self-regulation, problem-solving, social and coping
skills (Durlak & Wells, 1997; Feiss et al., 2019; Pössel, Horn, Groen & Hautzinger, 2004).
As outlined earlier in the thesis, interventions in schools for mental health can be
categorised into three broad categories depending on what target and the aim: universal,
selective and indicated approaches. This typology of prevention was proposed as a set of
interventions to target individuals and populations that do not currently have a disorder
(prevention) with variations in precisely who is targeted (Fazel et al., 2014). Universal
approaches have appeal because they are the least intrusive, potentially incur the lowest cost,
and therefore, have the greatest chance of adoption in the school setting (Lee et al., 2017;
Werner-Seidler et al., 2017). Selective prevention refers to strategies that are targeted to
subpopulations identified as being at elevated risk for a disorder (Stockings et al., 2016). The
risk may be imminent, or it may be a lifetime risk. Risk groups may be identified based on
biological, psychological, or social risk factors that are known to be associated with the onset
of a disorder. Those risk factors may be at the individual level for nonbehavioral characteristics
(e.g., biological characteristics such as low birth weight), at the family level (e.g., children with
a family history of substance abuse but who do not have any history of use), or at the
community/population level (e.g., schools or neighbourhoods in high-poverty areas). Indicated
prevention refers to strategies that are targeted to individuals who are identified (or individually
screened) as having an increased vulnerability for a disorder based on a screening assessment
but are currently presenting as asymptomatic (Stockings et al., 2016). As the core focus of this
thesis is to examine prevention from the standpoint of broad population change, I will be
primarily focusing this discussion on universal prevention strategies.
2.3.3 Universal School-Based Prevention in Schools: Evidence and Lessons
Historical Evidence for Universal Prevention: An early review of the literature
presented by Spence and Shortt (2007) during the early 2000s, argued that there was
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insufficient evidence to support the use of universal programming in schools to prevent
adolescent depression in schools. Using the Society for Prevention Research guidelines, the
review examined 12 randomised control trial designs of universal preventive interventions for
adolescent depression. The guidelines put forward that a key standard for determining efficacy
requires consistently beneficial outcomes under methodologically rigorous studies. Findings
from the review examined both short-term (post-intervention) and long-term effects (3–11
months and 12 months following) of program outcomes on depressive symptoms.
Short-term findings from the review indicated only one study (out of 12) yielded
positive outcomes on a depression measure post-intervention. In addition, evidence remained
mixed for long-term outcome findings. Of the studies that reported follow-up 3–11 months
post-intervention, four indicated significant preventive effects versus five that indicated no
effects. Studies reporting follow-up effects of 12 months found that intervention effects were
unable to be maintained. Therefore, conclusions drawn from this early review were that there
was insufficient evidence to warrant widespread dissemination of universal school-based
programming in the prevention of depression. However, recommendations put forward by the
authors argued that universal, or even intervention programs were unlikely to be successful or
maintain effects without systemic environmental change that considers the specific etiology of
depression in young people.
Contemporary Evidence for Universal Prevention. However, more recently, evidence
accumulated over the past few years has increasingly confirmed the effectiveness of universal
and targeted school-based interventions in reducing depressive symptoms in young people. A
major Cochrane review conducted by Merry et al. (2012) examined 56 evaluations of universal
and targeted psychological and educational interventions and their impact the prevention of
depression. The review drew studies from 19 countries (the most prominent being North
America and Australia). Findings from the review concluded that both universal and targeted
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interventions were likely effectively reduce the incidence of depressive disorder when
compared against a no-intervention control. The findings concluded that universal
interventions had greater short-term effects than for targeted interventions and that these effects
persisted for up to three to nine months follow-up. It is noteworthy that one of the findings also
indicated that educationally based programs (though there were few) indicated little efficacy
in reducing the incidence of depressive disorder. However, it was concluded that this was in
part due to having very few educational programming studies in their review.
Similar findings have been found with meta-analyses of school-based interventions for
adolescent depression and anxiety. Werner-Seidler et al. (2017) conducted a systematic review
and meta-analysis of 81 studies comprising of 31,794 school-aged students. Findings from the
review indicate that school-based prevention programs (both universal and targeted) had small
effect sizes for depression (g = .23) and anxiety (g = .20). Small effects were also evident after
a 12-month follow-up as well for depression (g = .11) and anxiety (g = .13). Both universal and
targeted interventions were found to be statistically significant, but targeted interventions
(g = .32) yielded significantly greater effect sizes on depression relative to universal
interventions (g = .19).
However, the examination of meta-analytic evidence presented by these studies has
been heavily skewed towards discussions of universal interventions based on a cognitivebehavioural therapy (CBT) paradigm. CBT refers to the process of teaching individuals how
to identify negative thought and behavioural patterns. CBT also aims to help individuals
develop adaptive coping strategies via this method (Hetrick, Cox, Witt, Bir & Merry, 2016).
Universal school-based interventions based on this paradigm are designed to develop such
capacities in school-aged youths. This has observed great success. Overall, initial reviews of
implementing universal interventions within the school setting have shown small but promising
effects for reducing the incidence of depression in young people. A range of meta-analytic
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evidence suggests that this is the case (Werner-Seidler et al., 2017). Small effects may have
implications for a larger population. However, most key meta-analytic evidence has primarily
been skewed towards focusing on a CBT intervention paradigm. There is a range of other
paradigms that have also shown promise in the past two decades. One such intervention
paradigm is social–emotional learning (SEL) interventions.

2.4 A Paradigm for Prevention Interventions: SEL and its Relevance for the
Prevention of Adolescent Depression
Educational-based school prevention paradigms have observed promising results from
the past two decades in implementing SEL programming for adolescent mental health (Durlak
et al., 2011). Both research and practice have demonstrated observed boom in SEL programs
being implemented in schools and classrooms. In terms of practical implementation, there are
currently thousands of SEL programs operating in various international contexts, and it is most
prominently represented in the US (Humphrey, Lendrum & Wigelsworth, 2010).
2.4.1 What is SEL?
Social and emotional wellbeing refers to the achievement of expected developmental
milestones and the establishment of effective coping skills, secure attachments, and positive
social relationships. SEL is defined as ‘the process through which we learn to recognise and
manage emotions, care about others, make good decisions, behave ethically and responsibly,
develop positive relationships, and avoid negative behaviours’ (Durlak, 2015, pp. 5).
The Collaborative for Academic, Social and Emotional Learning (CASEL), an
organisation that assists in establishing evidence-based SEL programming in schools puts
forward that five key domains are integral to intrapersonal, interpersonal and cognitive
competence (Durlak, 2015; Durlak et al., 2011). These include self-awareness, selfmanagement, social awareness, relationship skills and responsible decision-making (Payton et
al., 2000; Taylor, Oberle, Durlak & Weissberg, 2017; Yeager, 2017). Possession of self-
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awareness refers to the capacity of the individual to understand their emotions, aspirations, and
values. These can include realistically assessing strengths and weaknesses, having a growth
mindset, and having a good self-efficacy and a sense of optimism. Having self-awareness is
essential for oneself to recognise the interconnectedness of thoughts, feelings and behaviours.
Self-management refers to a set of competencies that are required to regulate individual
emotions and behaviours. This includes the capacity to delay gratification, manage stress,
control impulses, and persevere through challenges to achieve personal and educational goals.
Possession of social awareness involves the ability to take the viewpoint of others with
different backgrounds or cultures and to empathise and feel compassion for other people. It
also requires understanding acceptable social norms for behaviour and recognising family,
school, and community resources and supports. Relationship skills are important for
individuals to be able to create and maintain positive relationships with others and behave
according to social norms. Having these skills involves good communication and listening
skills, cooperation, resisting inappropriate social pressure, conflict resolution skills and helpseeking behaviour. Responsible decision-making refers to the knowledge, skills and attitudes
that are important to make positive choices about individual behaviours and social interactions
consistently. The ability to make responsible decisions involves being able to consider
consequences, safety issues, risks and the consideration of personal health and wellbeing.
Development of competencies in these areas has been implicated in promoting positive youth
development as a protective factor or a buffering effect on risk factors for poor mental health
(Catalano et al., 2002; Greenberg et al., 2003; Taylor et al., 2017; Yeager, 2017).
Two major meta-analytic studies have been conducted into the effectiveness of utilising
school-based SEL programs to improve these competencies so that students might have the
ability to navigate difficulties that they may face. Implementation of SEL programs at the
school level is advantageous in building on positive student outcomes for students from a range
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of backgrounds. Durlak et al. (2011) reported on the first large-scale meta-analysis of schoolbased SEL programs. The sample consisted of 213 studies that involved 270,034 students
ranging from kindergarten and high school. The SEL outcomes being investigated were social–
emotional skills, positive school attitudes, positive social behaviours, conduct problems,
emotional distress, and academic performance.
The results of the meta-analysis found that, across 213 studies, all related SEL outcomes
were significantly different from zero. The grand study-level mean for all 213 interventions
was .30 (95% CI = .26–.33). Specific SEL outcomes were all found to be significantly greater
than zero (SEL skills = .57, 95% CI = .48–.67; Positive school attitudes = .23, 95% CI = .16–
.30; Positive social behaviour = .24, 95% CI = .16–.32; Conduct problems = .22, 95%
CI = .16–.29; Emotional distress = .24, 95% CI = .14–.35; Academic performance = .27, 95%
CI = .15–.39). The overall findings indicate that SEL programming yields significant positive
effects across a range of posited SEL outcomes important for social and emotional
development, academic achievement and mental health. This review establishes the importance
of evidence-based SEL programming within school curriculums and educational settings to
improve adolescent outcomes. Within the context of this review, emotional distress was
operationalised as symptoms of internalising difficulties such as depression, anxiety and stress.
These findings are echoed in a more recent meta-analytic analysis presented by Taylor
et al. (2017) who reviewed follow-up data (6 months to 18 years post-intervention) from 82
school-based universal SEL intervention studies. The outcomes assessed were in relation to
social and emotional skills and attitudes, as well as indicators of wellbeing (positive social
behaviours, academic performance, conduct problems, emotional distress and drug use).
Again, emotional distress was operationalised as symptoms of internalising difficulties such as
depression, anxiety and stress. The results of the review found statistically significant positive
effects for implementing SEL interventions, with SEL participants benefitting significantly
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more than controls across SEL assets and indicators of wellbeing (effect sizes ranged from .13
to .33). These follow-up effects were maintained, on average, from 56 weeks up until 195
weeks (3.5 years) post-intervention. For emotional distress, the size of the effect was .16, 95%
CI = .08–.23. Overall, the findings from this study indicate that students participating in schoolbased SEL interventions continued to demonstrate significant, positive benefits in various
outcomes, including emotional distress on average, from 56 weeks and up to 196 weeks (i.e.,
3.75 years) following program participation. Taken together, results from these two metaanalytic studies suggest that the use of a school-based approach following a social–emotional
paradigm can confer significant short-term and long-term benefits to adolescent emotional
wellbeing.
Approaches to prevention in schools may include broad whole-school frameworks or
be narrowly focused in scope, such as specific programmatic content. Whole-school
approaches in Australia have indicated mixed findings of efficacy, particularly for the
prevention of depressive symptoms. However, some of the takeaway messages from the
findings presented by two major evaluation studies undertaken in Australia (Gatehouse Project
and beyondblue Schools Research Initiative) recommend that: 1) prevention approaches ought
to consider, specifically, the priority outcome of interest; 2) consider the appropriateness of the
framework for the target population; and 3) consider the sociodemographic context in which
the interventions are delivered. In terms of specific interventions, initial reviews of the
literature argue that there was insufficient evidence to support the widespread implementation
of universal interventions.
Indeed, the lessons put forward by this review argue that specific interventions ought
to: 1) minimally indicate efficacy under carefully controlled conditions; 2) similar to the
previous point, that preventive approaches consider the interconnectedness of ecological
systems on mental health (such as the role of the family); 3) that interventions ought to be

47
sustained and maintained in the long-term for sufficient dosage. More recently, the evidence is
accumulating to indicate that specific intervention approaches are efficacious under controlled
conditions with small, but significant effects. However, researchers increasingly argue that
there is now sufficient evidence for the efficacy of school-based interventions, but less
evidence for effectiveness under real-world conditions exists (Brunwasser & Garber, 2016). It
may be understood that school-based preventive approaches ought to be embedded,
ecologically considerate, be appropriate for the targeted priority outcome and consider the
sociodemographic factors.

2.5 Connecting Within-Community Systems: The School Setting as a
Foundation for Building Community Capacity to Address Adolescent
Mental Health
Approaches to prevention in schools have increasingly emphasised a framework that
unifies whole-school strategies alongside multi-tiered approaches to mental health and
considers various aspects of systems and policy change to build capacity for mental health
(Bond, Glover, Godfrey, Butler & Patton, 2001; Duggal & Bagasrawala, 2018; Fazel et al.,
2014; O’Dea, 2012; Wei, Kutcher & Szumilas, 2011). As outlined in the previous point, wholeschool frameworks emphasise a top-down approach that works on embedding interventions
into the curriculum, changing school policy to support prioritised outcomes, and build
partnerships and community links for capacity building (O’Dea, 2012). Multi-tier approaches
to prevention involve programmatic activity at the universal level and consider the targeted and
indicated levels that cater to a spectrum of mental health needs (Fazel et al., 2014). This
understanding may emphasise the importance of the school as a setting for the delivery of
interventions. However, the school setting also presents an opportunity for building community
capacity to support adolescent mental health via screening and identification of mental
disorders and connecting students and their families to relevant mental healthcare services
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(Bond et al., 2001; Spoth, Greenberg, Bierman & Redmond, 2004). This is best exemplified in
the WHO’s (2015) integrated model for school mental health. This framework outlines a
holistic approach to foster health within a school and its local community by engaging health
and education officials, teachers, students, parents, health professionals and community leaders
in making joint, coordinated and sustained efforts to promote health. This approach emphasises
an organised set of policies, procedures, activities, and structures designed to protect and
promote the overall health and wellbeing of students, staff and broader school and community
members.
This framework emphasises three main areas of intervention within the school and its
local community: 1) implementation of interventions within the school curriculum and
teaching practice; 2) to promote appropriate and timely access to mental health care through
early identification, triage and evidence-supported sit-based mental health interventions; and
3) to enhance formal linkages between schools, healthcare providers and families of students.
The model emphasises a comprehensive and integrated approach to mental health care. This
includes a) mental health promotion through mental health literacy for youth, educators, and
families; b) training for teachers, student services providers, and primary care providers, with
knowledge upgrading for mental health professionals to facilitate early identification,
prevention and intervention; c) processes for coordination and collaboration between schools
and their communities; and d) evaluation.
Numerous systematic reviews and meta-analyses attest to the fact that high-quality,
well-implemented, school-based mental health interventions can effect meaningful change for
children and young people in various aspects of positive youth development (Durlak et al.
2011; Shucksmith et al., 2007; Sklad, Diekstra, Ritter, Ben & Gravesteijn, 2012; Weare &
Nind, 2011; Wilson & Lipsey, 2007). There is also broad agreement that an integrated approach
that offers a synthesis of universal, targeted and indicated interventions are likely to be most
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effective for school-based prevention. Implementation of multiple tiers of intervention may
have additive or multiplicative effects brought about the interaction of different interactions,
have greater sustainability and more likely to address a spectrum of needs (Domitrovich et al.,
2010).

2.6 The Need for School-Based Prevention Practices
Whole-school frameworks may guide prevention activity alongside collaboration with
families, mental health services and the wider community (Arora et al., 2019; Cavioni,
Grazzani & Ornaghi, 2020; O’Reilly, Svirydzenka, Adams & Dogra, 2018). Further, such an
approach can build the school setting to support overall community capacity to support
adolescent mental health (Bond et al., 2001; Spoth et al., 2004). Current school-based
prevention practices are lacking clear evidence-based frameworks for prevention of
internalising problems in Australia (Caldwell et al., 2019; Hoare et al., 2019). Prevention
activity in Australian schools has primarily focused on implementing programmatic classroombased interventions that aim to build individual-level competencies and skills (Werner-Seidler
et al., 2017).
Despite the observable effects from various studies of these programs, there remain
difficulties sustaining the effects of such programs without broader systems-level change
towards the setting in which the program is implemented as outlined by the Health Promoting
School (Langford et al., 2014). Broader systems-level change requires unifying whole-ofschool framework approaches that guide prevention activity to support the implementation of
programmatic interventions alongside school service supports (Fazel et al., 2014). In addition,
programmatic activity may fail to capture the breadth of risk factors for mental disorders in
young people. Focusing primarily on those the development of individual capacities does not
consider the broader social context in which the young person resides (O’Toole, 2017).
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The school setting also remains as part of a whole of community system. These other
aspects of the social context include broader structural determinants that maintain poor
adolescent mental health within communities alongside other settings such as the family (Viner
et al., 2012). As discussed, one aspect of supporting adolescent mental health within
communities involves developing systems to support mental health. Therefore, school-based
prevention practice requires additional development of frameworks that support the prevention
of adolescent internalising problems (Bond et al., 2001). These frameworks may guide the
implementation of relevant interventions. Such prevention practice has observed great success
in the prevention of substance use in adolescents.

2.7 Conclusion: Incorporating Theories of Social Structure in PreventionBased Practice
In this chapter, I assert that prevention-based approaches have garnered relatively less
focus compared to treatment-based approaches in recent decades. I argue that there remains a
need to emphasise the development of prevention approaches to reduce the prevalence of
mental disorders in Australia. This is highlighted in the case that despite substantial increases
in public spending on treatment-based approaches, the prevalence of CMDs in adolescents
remain persistently high. Prevention approaches have primarily operated on a systems-based
theoretical framework for understanding the development of outcomes of interest. Such
theoretical frameworks lend themselves to community-based approaches to prevention that
seek to develop various settings within the community to build capacity to support outcomes.
Such approaches have observed success in reducing the prevalence of externalising problems
and can be suitably applied to targeting adolescent internalising problems.
Schools have been recognised as unique settings within communities in which large
proportions of adolescents can be reached, and the existence of institutional structures can be
leveraged to integrate prevention frameworks (whole-school frameworks), and intervention
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approaches (universal, selective or targeted, indicated). Researchers argue that previous
prevention strategies have primarily focused on implementing standalone programs to build
individual competencies (through intervention programming). However, more recent
developments in school-based prevention argue the need to focus on integrating
complementary strategies to support capacity building within the school setting. Building
capacity within the school context has been argued to support broader community-level change
in outcomes, mainly when health outcomes are complex, and factors span across multiple levels
of systems. Researchers increasingly assert that prevention strategies ought to be reflexive to
community context and consider individual targets within broader environmental, social and
distal targets for mental health. In addition, those same prevention approaches ought to be
structurally embedded by connecting various community settings (e.g., family) and collaborate
with local mental health services.
In Chapter Three, I will further develop this point by arguing that community- and
school-based prevention frameworks ought to be cognisant of the broader structural forces that
shape adolescent mental health in communities. These structural forces refer to the broader
determinants such as the distribution of economic, social and cultural capital. This is
demonstrated in the existence of inequalities in poor adolescent mental health. I will be drawing
key ideas from Bourdieu (1986), Marx (1959, 1965), Massey (1995), and Weber (1978) to
inform this argument.
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Chapter 3: A Critical Public Health Perspective in Prevention
Frameworks for Adolescent Mental Health

This chapter introduces a critical public health perspective in examining the association
between disadvantaged communities and the reproduction of vulnerability to mental health.
Such a critical perspective allows a focus on the deeper structural and systemic determinants
of disadvantage that may be an important but neglected factor in adolescent mental health. I
will draw from the ideas of Bourdieu’s (1986) social and cultural capital, Marx’s (1959, 1965)
spatial aspect of the division of labour and the means of production, Massey’s (1995) notion
of the spatial distribution of labour and Weberian notions of social status (Cockerham, Rütten
& Abel, 1997; Weber, 1978) to inform this critical public health perspective.
I will firstly argue that prevention-based approaches ought to consider the broader
structural determinants that generate disadvantage in communities (Committee for Economic
Development of Australia, 2015; McAllister et al., 2018; Moore & Fry, 2011; Welsh, Ford,
Strazdins & Friel, 2015; Viner et al., 2012). Although there are many forms of disadvantage
and marginalisation, my specific focus will be on how place-based inequalities manifest in
disproportionately higher rates of mental health problems in those who experience
disadvantage (Amaddeo, Salazzari & Salinas-Perez, 2015; Chaix et al., 2006; Cummins,
Curtis, Diez-Roux & Macintyre, 2007). Drawing upon those same key concepts, I will also
argue that aspects of structural influences such as socio-economic and spatial disadvantage
may differentially organise patterns of proximal risk and protection across communities due to
disparities in the distribution of economic, cultural and social capital (Crammond & Carey,
2017).
This understanding asserts that a critical public health perspective shifts current
prevention models away from frameworks that focus on individual, family or school factors
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alone towards a practice that incorporates an understanding of structural influences with local
contexts (Crimeen, Bernstein, Zapart & Haigh, 2017). According to this perspective, it is
crucial for prevention frameworks to consider both the organising effect of structural
determinants that disadvantage communities and the local community context that generate
and reproduce trends in poor mental health in adolescents experiencing social disadvantage.
Therefore, implementation of prevention activity needs to carefully consider the specific
community context in which interventions are delivered to break cycles of disadvantage.
In this chapter, I first outline how inequalities in adolescent mental health exist and
some of the historical background to how disadvantage has been conceptualised. The initial
conceptualisations of disadvantage in the context of health inequalities proposed by Peter
Townsend and Brien Abel-Smith have been synonymously associated with the concept of
material deprivation or poverty. Another way of conceptualising disadvantage in health
inequalities draws upon accounts of class relationships (Marx; Marx, 1959) and social class
status (Weber; Weber, 1978) to inform understandings of how mental health inequalities are
maintained. I will then use such concepts to present a social geographical perspective on mental
health that can aid in understanding how disadvantage is spatially distributed and the spatial
patterning of mental disorder. Drawing on Doreen Massey (1995), I will highlight how
disadvantage, specifically in the Australian setting, concentrates into outer urban, regional and
rural settings. This is the result of the suburbanisation of disadvantage caused by historical and
economic forces, which have centralised geographical and economic structures in Australian
states and their capital cities.
The next part of the chapter outlines an argument for prevention-based approaches to
incorporate an understanding of structural influences in the implementation of intervention
activity for communities experiencing disadvantage. I will be drawing on the Fundamental
Causes argument and a structural account of disadvantage in public health put forward by
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Crammond and Carey (2017) to illustrate how prevention approaches and efforts ought to focus
on intervening upon the structural mechanisms of the community while paying attention to the
capacity of the community and its settings (such as the school setting). Also, drawing upon the
ideas of Bourdieu (1986), I will argue that the presence of prevention activity in and of itself
also builds community and institutional capacity to support adolescent mental health. I
conclude the chapter by drawing together the various ideas from Chapters One to Three to
outline the rationale for the research project as it is outlined in the objectives and aims of this
thesis.

3.1 Inequalities in Adolescent Mental Health
As highlighted in Chapter One, there exist a range of social experiences associated with
mental health throughout the lifespan. Drawing on the bioecological systems theory
(Bronfenbrenner, 1994), these social experiences are nested within a series of interacting,
intersecting and transactional environmental systems to produce mental health outcomes.
These systems refer to the various settings that individuals interact with in their daily lives that
include their family, school and peers. This systems-based understanding whereby health
outcomes are produced by the individual residing within systems can be described as the social
determinants of health. The WHO defines the social determinants of health as ‘the conditions
in which people are born, grow, live, work and age’ (Marmot et al., 2008).
Factors distal to the individual’s immediate social environment may refer to
determinants such as economic, social and health policies, the distribution of wealth, power
and resources (Li, McMurray & Stanley, 2008; McAllister et al., 2018). Distal factors may
have a structuring effect on how health is distributed across different populations of people,
and these factors may be referred to as structural determinants. Structural determinants refer to
the factors within society that generate social stratification between groups of people relative
to other groups as a function of their possession of capital and resources (Viner et al., 2012).
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These fundamental forces include global and national economic, political, social, welfare and
educational systems that inherently place individuals along stratified social hierarchies that
either privilege or advantage certain groups of people (or more broadly, how these determinants
place individuals into their socio-economic status).
Structural determinants also organise proximal determinants that comprise the
experience of daily lives for individuals. These include the quality of the school environment,
family and peer relationships, the availability of food and housing, and access to education and
health services (Lund, Stansfield & de Silva, 2014; Wang et al., 2020). These proximal
determinants generate individual differences in exposure and vulnerability to healthcomprising factors that increase the risk of or sustain poor health (Mikkonen & Raphael, 2010).
These experiences can be conceptualised as corresponding closely to the ecological spheres of
influence that impact a young person’s mental health, from their family and peer group to
broader distal influences such as their school and local community context (Darling, 2007).
There is considerable evidence to suggest that the most powerful influences on health are
structural (Elgar et al., 2015; WHO & Callouste Gulbenkian Foundation, 2014; Zetterström,
Landstedt & Gillander Gådin, 2012). It can be understood that different populations of
individuals differentially experience inequalities in health due to the structuring effect of distal
determinants on proximal factors in an individual’s immediate social environment.
Substantial inequalities in mental health outcomes exist between young people who are
enduring social disadvantage compared to their more affluent peers. Mental health conditions
account for 16% of the global burden of disease and injury in people aged 10–19 years of age
(WHO, 2019). Globally, depression is the fifteenth leading cause of illness and disability
among adolescents aged 10–14 and the fourth for adolescents aged 15–19. Meta-analytic
analyses of 55 studies presented by Reiss (2013) indicate that there was a significant inverse
relationship between various indicators of socio-economic status (SES) and mental health
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problems in adolescence. Findings suggest that, along various indicators of disadvantage,
adolescents from families with low SES were up to three times more likely to experience
mental health problems compared to high SES families. The two most robust predictors of
mental health problems in adolescence were low household income and low parental education.
Globally, findings from this study assert that a social gradient, the phenomenon that people
who are less advantaged in terms of social class have worse health than those who are more
advantaged, exists in adolescent mental health (Donkin, 2014; Lund, Andersen & Haugland,
2019). The factors associated with disadvantage begin to stratify individuals before birth, and
the effects cumulatively persist throughout the life course (WHO & Calouse Gulbenkian
Foundation, 2014). Therefore, social disadvantage presents a significant social issue that has a
disproportionately greater impact young people who possess fewer material and social
resources than those who possess more. Disadvantage can be understood to increase
vulnerability, compound existing mental health problems, and maintains cycles of poor mental
health that persist well into adulthood (Gunnell et al., 2018).

3.2 Disadvantage and Adolescent Mental Health: Theories of Disadvantage
Inequalities in adolescent mental health may be understood through a conceptual
framework of social disadvantage. Over the past century, several theoretical conceptualisations
of social inequality and disadvantage have subsequently informed interventions and strategies
(Wolff & De-Shalit, 2007). For example, this includes the wealth poverty and inequality, which
have spurred into development the existence of financial aid programs. This section will
provide a brief discussion on conceptualisations of social disadvantage that are viewed from
the perspective of income inequality and subsequent income-based intervention activity
(Jakovljevic, Miller & Fitzgerald, 2016; Niemietz, 2011). Drawing upon Weber and Marx’s
notion of social status and class relations, I will outline how contemporary understandings of
social disadvantage have incorporated elements of social capital (in the form of educational
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attainment and vocational status) alongside the accrual of wealth (Cockheham, Rütten & Abel,
1997).
3.2.1 Disadvantage: Material Deprivation and Poverty
Due to the works of Peter Townsend and Brien Abel-Smith (Niemietz, 2011), early
conceptions of social disadvantage as they relate to health were driven by economic
understandings of income inequality and material deprivation, otherwise known as poverty: a
lack of economic capital to afford basic living necessities (Smith, Bambra & Hill, 2016).
Therefore, intervention activity grounded in this framework primarily focused on developing
income-based interventions to directly reduce the impact of poverty, such as cash
supplementation and conditional cash transfer programs (Miller, Tsoka, Reichert & Hussaini,
2010).
A range of research evidence that supports the association between poverty and mental
health problems in adolescence. Earlier studies, such as the meta-analytic study conducted by
Reiss (2013), specifically implicate the negative impact of family financial status on child and
adolescent mental health. This is supported by more recent evidence conducted in the UK and
Australia. In the UK, Lai et al. (2019) presented findings from the Millennium Cohort Study
that examined a nationally representative sample of children from the age of three to 14.
Findings from the study indicate that socioemotional difficulties (using the total score from the
Strengths and Difficulties Questionnaire) at age 14 were significantly and negatively impacted
by the experience of poverty. In Australia, Johnson et al. (2018) recently reported on the
findings of a nationally representative sample of young Australians (N = 6310) investigating
the impact of poverty on rates of adolescent mental disorder. Mental disorders were assessed
using the DISC-IV. Poverty was defined as having an annual gross household income from all
sources (i.e., wages, investments, and government pensions) below 50% of the median gross
equivalised household income in the surveyed sample (median = $39,543). Findings from this
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study indicate that the risk of developing any mental disorder was 75% more likely for young
people aged four to 17 living below the poverty line than those living above the poverty line
(20% v. 12.5%; OR = 1.75; CI 95% 1.45–2.11). Notably, by disorder, the greatest risk (highest
OR) was that for conduct disorder (4.6% v 1.5%; OR = 3.27; CI 95% 2.15–4.97). Additionally,
12- to 17-year-old males were at most risk of experiencing a mental disorder when living below
the poverty line than four- to 11-year-old males F (1,564) = 6.67, p = 0.01. Findings from these
studies echo research indicating that poverty negatively impacts on trajectories of young
people’s mental health. These include disruption to social development (Wilkins et al., 2004),
increased prevalence of depression (Patel et al., 2018), substance use (Lee, McClernon,
Kollins, Prybol & Fuemmeler, 2013), conduct problems (Davis, Banks, Fisher & Grudzinskas,
2004), decreased psychological wellbeing and increased risk of suicidality (Nurius, LaValley
& Kim 2020).
3.2.2 Intervening on Poverty for Adolescent Mental Health
Examining social disadvantage through the lens of poverty has subsequently informed
interventions and policy practice. This has led to either intervention in the form of poverty
alleviation strategies, or the targeting of identified mediating mechanisms between poverty and
poor mental health. Such strategies directly provide material relief such as housing provision,
conditional cash transfer intervention for families, or the provision of job training and adult
education to boost human capital (Yoshikawa, Aber & Beardslee, 2012).
Research-based evidence to support whether the alleviation of poverty may work to
improve the mental health of adolescents has remained mixed. For example, a study conducted
by Baird, de Hoop and Özler (2013) examined the effect of an unconditional and conditional
cash transfer intervention on the mental health of adolescent females in Malawi, East Africa.
This intervention involved providing cash transfers to families either unconditionally, or on the
condition that school-aged girls in the family attended school. These two conditions were
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compared against a group of adolescents who did not receive any cash transfers. Findings from
the study indicated that both groups of adolescents whose family received cash transfers
reported significantly less psychological distress than adolescents in families who received no
cash transfers. Other poverty alleviation strategies may involve moving families from
impoverished neighbourhoods into publicly funded housing in middle-class communities to
reduce the impact of neighbourhood disadvantage (Fauth, Leventhal & Brooks‐Gunn, 2007),
or implementation of an income-supplement strategy to reduce poverty rates (Costello,
Compton, Keeler & Angold, 2003). Meta-analytic analyses conducted by Stirling,
Toumbourou and Rowland (2015) of three interventions implemented to reduce poverty
directly were found to have no significant combined effects on child depressive symptoms.
This finding is supported by researchers who assert that poverty-reduction strategies remain
mixed in terms of their benefit for child and adolescent mental health (Yoshikawa et al., 2012).
Instead, syntheses of research have indicated that benefits of these interventions have small
effects (Morris, Duncan & Clark-Kaufman, 2005) or have differential effectiveness depending
on levels of risk (Alderson, Gennetian, Dowsett, Imes & Huston, 2008; Yoshikawa, Magnuson,
Bos & Hsueh, 2002). Therefore, these findings indicate that alleviating poverty alone is
insufficient in reducing the prevalence of mental disorders in young people.
3.2.3 Disadvantage: Social and Economic Theories of Disadvantage
Contemporary understandings of social disadvantage as they relate to health (and
subsequently mental health) clearly argue that materialistic conceptions of inequality
underestimate the complexity by which social disadvantage operates to generate inequalities in
mental health. Theorists have argued against this position, citing that economic understandings
of social inequality and disadvantage are insufficient and underestimate the complexity of the
concept of disadvantage (Saunders, 2011; Wolff & De-Shalit, 2007). When social inequality is
framed from the perspective of poverty, approaches to social policy and interventions tend to
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focus on addressing the issue primarily through means of economic growth, redistributive
solutions and financial aid interventions (Niemietz, 2011). Such contemporary understandings
have increasingly shifted focus towards an approach that considers organised systems of factors
that produce mental health outcomes. This understanding aligns with the systems-based
approach outlined in Chapter Two that focuses on aggregations of risk and protective factors,
organised across proximal and distal developmental systems (Flouri, Tzavidis & Kallis, 2010).
Indeed, researchers have argued that poverty represents an independent structuring factor
alongside other indicators of social disadvantage that impacts on mental health (Chzhen et al.,
2018; Oshio & Kan, 2014; Saunders, 2005). Wolff and De-Shalit (2007) support this by arguing
that disadvantage is intrinsically pluralistic and that there are a whole host of factors that come
to impact the development and trajectory of the individual across the life course. This
understanding of social disadvantage as a multi-dimensional construct is reflected in the usage
of socio-economic constructs in health research (Adler & Ostrove, 1999).
3.2.4 Social Stratification, Social Class and SES
Approaches to conceptualising social disadvantage in relation to mental health often
employ the notion of social status. The terms ‘social status’, ‘social position’ and ‘social
stratification’ broadly refer to the position that individuals or groups hold in relation to others
in society based on social and economic factors (Galobardes, Lynch & Smith, 2007; Lynch &
Kaplan, 2000; Robinson & Kelley, 1979; Saegert et al., 2007). Social status encompasses a
wide range of concepts drawn from many different disciplines such as sociology and economics
(Krieger, Williams & Moss, 1997). Many of the concepts that underlie the use of social class
to identify inequalities in public mental health and epidemiology primarily draw upon the
works of Karl Marx (1965) and Max Weber (1978).
According to Marx (1865), an individual’s social position in society is entirely
determined by their relationship to the ‘means of production’ and influences the form of social
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classes. Marx distinguishes classes from one another based on two criteria: class relationships
to the means of production and the purchase of labour power from other classes or lack thereof.
Fundamental to the relationship between classes is the possession and capacity to accrue
capital. Capital typically refers to wealth that generates more wealth as it circulates within the
means of production and is used to purchase labour power to generate more wealth (Harvey,
2017). Social classes, from a Marxist perspective, can be viewed in terms of their relationship
to the means of production and the mode by which wealth is accrued, reflected in the overall
accumulation of capital. In other words, this relationship may be determined by how one earns
income, from their labour or profit. The classes Marx refers to are the ‘bourgeoise’, ‘proletariat’
and the ‘petit bourgeoisie’ (Form, 1982; Wright & Perrone, 1977). The bourgeoise refers to the
class of people that own the means of production and who purchase labour power from others
(otherwise known as workers). The workers or proletariat neither own the means of production
nor the means to purchase labour power due to a lack of capital ownership and instead must
sell their labour to accrue wealth. Lastly, the petit bourgeoisie have ownership of their own
means of production, but the accrual of capital is note entirely dependent upon the labour of
others.
Fundamental to Marx’s perspective are the relationships between these classes and the
inherent disadvantage they generate. These class relationships are reflected in what is known
as the capitalist ‘mode of production’ (Harvey, 2017). Owners of the means of production (who
privately own both the input and output in the production process), typically big businesses and
corporations, derive their income from the surplus labour produced by the workers they employ
(the proletariat). This relationship can be understood to inherently disadvantage the proletariat
in favour of the bourgeoise. According to Marx, the labourer is not paid in the real value of
their labour power but instead is only provided with what is required to meet their subsistence
needs. The bourgeoisie takes the difference between the amount the worker is paid in wages
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and the market value of the goods that are produced by their labour as profit. From this
perspective, capitalist societies are structured around a system of institutionalised relationships
whereby the bourgeoisie inherently exploit the surplus value of the proletariat’s labour power
which in turn produces unequal access to capital (or productive wealth). In this system, the
proletariat inherently experiences poorer material and economic conditions relative to their
more advantaged counterparts.
Extending upon Marx’s work, Weber (1978) put forward that society is hierarchically
stratified along dimensions that create groups whose members share a common position with
similar ‘life possibilities’. In agreement with Marx, Weber states that social class is determined
in part by the accumulation of wealth-producing capital in relation to the means of production
(Bendix, 1974). However, Weber’s thinking diverges from this point by instead asserting that
social class is distinct from social status on the basis that ownership and non-ownership of the
means of production is not the sole determinant of opportunities afforded to individuals
(Bendix, 1974). Weber argues that ‘life possibilities’ are actively created by individuals,
through their ability to beneficially trade their education, skills and attributes for social
advantage in the labour marketplace (Habibis & Walter, 2015; McCartney et al., 2019).
Weber’s conceptualisation emphasised the role of the possession of wealth and resources,
human capital credentials (e.g., education and qualifications) and social prestige by way of
occupation as essential factors in determining one’s relative social position in society
(McCartney et al., 2019). Weber viewed social stratification as being caused beyond the single
perspective of economic determinism. Instead, he emphasised other advantages conferred to
social status groups based on educational credentials and occupational status.
Although the works of Marx and Weber were written in the mid- to late-nineteenth
century, their work still has relevance in today’s post-industrialist society. The theories offered
by Marx and Weber offer an important contribution for providing a framework in
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understanding how economic systems have come to shape many of the social institutions and
relationships that form the basis of social stratification in modern society (Aziz, 2015). Both
the Marxist and Weberian perspectives provide a theoretical framework for understanding the
broader structural factors of social and economic conditions as they relate to mental health
(Mackenbach, 2017). Both views highlight the impact of social and structural relations between
groups based upon access to material and social circumstances determined by the relationship
groups have with systems of economic production. Within these relations, however defined,
advantaged groups control resources (whether material, economic, political, social or cultural)
in a way that excludes, dominates and exploits those in the less advantageous positions. This
relation with economic production is an important determinant of specific lifestyles and
behaviours within each group, which become the embodiment of the location of each group in
the social structure. This framework of unequal distribution and control of resources results in
a social patterning of experience whereby disadvantaged individuals are likely to face mental
health problems at a disproportionate rate relative to advantaged individuals.
Disadvantage understood through a socio-economic lens is the stratification of groups
of people determined by their access to and accumulation of social and economic resources.
For adolescents, their socio-economic position is determined by their household income,
parental educational qualifications and occupational status (Currie, Elton, Todd & Platt, 1997;
Lien, Friestad & Klepp, 2001). When young people who grow up in low income families
experience fewer opportunities for quality education, this in turn impacts their ability to obtain
economic resources in the future (Escarce, 2003). As will be highlighted later in this chapter,
Phelan, Link and Tehranifar (2010) argue that education may play a central role in the
determination of health disparities. One example refers to how education aids in the
accumulation of knowledge on health such as health literacy, or in the case of this topic, mental
health literacy. Mental health literacy coined by Jorm et al. (1997) is ‘knowledge and beliefs
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about mental disorders which aid their recognition, management or prevention’ (p. 182). A
study conducted by Holman (2015) found that individuals with greater levels of education had
less stigma and greater mental health literacy than those with lower educational attainment.
Likewise, interventions that serve to improve mental health literacy among adolescents have
been found to increase help-seeking behaviour and recognition of poor mental health (Perry et
al., 2014). The role that SES has on a young person’s mental health can be understood in terms
of how the resources (such as education) afforded to them assist in the prevention of poor
mental health outcomes. Therefore, it may be understood that disparities in the accumulation
of socio-economic resources may also determine inequalities in adolescent mental health.
3.2.5 Socio-Economic Disadvantage and Inequalities in Adolescent Mental Health
To support this point, there are two major studies that have been conducted from a
global perspective and in Australia that highlight how young people, specifically, experiencing
social inequality face substantial disparities in their mental health outcomes. A systematic
review of 55 studies conducted by Reiss (2013) found that 52 studies indicated an inverse
relationship between SES and mental health disorders. That is, as relative SES increased,
prevalence rates of mental disorders decreased and vice versa. The publications ranged from
1990 to 2011 and were from North America, Europe, and Australia. Mental health disorders
were categorised as either internalising or externalising disorders. The predominantly used
measure in this review was the Child Behaviour Checklist and the Strengths and Difficulties
Questionnaire (SDQ). The inclusion criteria for this review incorporated articles that had
primarily used parental education and occupation, household income status, or a composite
SES index of these three dimensions, as an indicator of SES. Results from the review indicated
that children from families with low socio-economic status were up to two to three times more
likely to have mental health problems than their peers from families with a high SES. The odds

65
ratios (OR) ranged from 1.18 (Roberts, Roberts & Xing, 2007) to 3.34 (Amone-P’Olak, Burger,
Huisman, Oldehinkel & Ormel, 2011).
This evidence aligns with Australian evidence from the Australian Department of
Health (Lawrence et al., 2015). The report draws on a survey of a representative sample of
5,500 families with children and adolescents aged 4–17 from around Australia. The mental
health component of the survey comprised the Diagnostic Interview Schedule for Children
Version 4 (DISC-IV), SDQ, and the Kessler 10 Psychological Distress Scale (K10+). In this
review, socio-economic disadvantage was operationalised using the Index of Relative
Socioeconomic Disadvantage (IRSD), which summarises information on access to material
resources, parental educational qualification and occupation. This information is drawn from
household income, parental education, and occupation. Such a conceptualisation draws from a
Weberian perspective of capital accumulation in relation to the labour market (Australian
Bureau of Statistics, 2016). According to the findings of the report, the most disadvantaged
(lowest quintile) children and adolescents have almost double (20.7%) the 12-month
prevalence rate of mental disorder than the least disadvantaged (highest quintile) children and
adolescents (10.9%). These findings are consistent when broken down by categories of mental
disorders. The prevalence rate of major depressive disorder (MDD) and any anxiety disorder
was almost double for the most disadvantaged (MDD: 4.0%; Anxiety disorder: 10.4%) than
the least disadvantaged (MDD: 2.6%; Anxiety disorder: 5.3%). For Attention Deficit
Hyperactivity Disorder (ADHD), prevalence rates were more than double for the most
disadvantaged (12.2%) than the least disadvantaged (5.2%). The prevalence rates for conduct
disorder were more than five times for the most disadvantaged (5.7%) than the least
disadvantaged (1.1%). These findings indicate that inequalities in adolescent mental health,
particularly CMDs, exist as a function of SES in Australia.
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This section has argued that adolescents experiencing social disadvantage are at greater
risk of experiencing a range of poor mental health outcomes (Davis et al., 2004; Lawrence et
al., 2015; Lee et al., 2013; Patel et al., 2018; Reiss, 2013; Wilkins et al., 2004). I have argued
that current socio-economic conceptualisations of social disadvantage draw upon the ideas of
Marx (1965) and Weber (1978). This conceptualisation emphasises the accumulation of and
access to social and economic resources that determines an individual’s relative position in
society (Golabardes et al., 2007). This conceptualisation is also reflected in the indicator that
forms measures of SES in health research. As highlighted in Chapters One and Two, there is
evidence that adolescent mental health is affected by social systems that include peer groups,
families, schools and the community. It has been identified that determinants of mental health
are also structural, including income inequality, access to education, and occupational status.
Since the experience of poor mental health in adolescence may have repercussions for mental
health in adult life (Christensen, Fahey, Giallo & Hancock, 2017; Quesnel-Vallée & Taylor,
2012), it is essential to understand how structural determinants modify trajectories of mental
health that maintain or generate inequalities. Therefore, it is important for prevention
frameworks to consider how structures of opportunities determined by social disadvantage
impact upon adolescent mental health.
Prevention-based responses to adolescent mental health must, therefore, consider the
implications of structural determinants in organising aspects of an individual’s social life that
may generate inequalities in mental health (Campbell, 2020; Viner et al., 2012). This provides
an opportunity to understand how structural determinants impact the capacity of communities
and local institutional structures to support adolescent mental health (Committee for Economic
Development of Australia, 2015). This includes consideration of the community context and
settings (such as the school) in which interventions are delivered (Dooris, 2009; Whitelaw et
al., 2001). The following section will argue that prevention-based approaches require an
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understanding of place-based factors that spatially concentrate social disadvantage into
community locales (Pawson, Hulse & Cheshire, 2015; Cheshire, Pawson, Easthope & Stone,
2014). This perspective asserts that consideration of local community factors and capacity is
required for implementing prevention activity and interventions to support adolescent mental
health (Crammond & Carey, 2017; McGorry & Mei, 2018).

3.3 Place-Based Disadvantage and Adolescent Mental Health
Another often neglected aspect of mental health research is the manner in which
disadvantage is located spatially. The field of social geography has long understood that there
are dynamic relationships between the type and location of production, wealth concentration
and the standard of living. Indeed, one can find precisely these dynamics described in Marx’s
(1970) The German Ideology under the topic of ‘Town and Country’ written in 1846. Central
to this idea is Marx’s notion of the social division of labour, its relationship to the means of
production and how this production manifests between two competing demographic densities:
urban/rural or town/country. Specifically, the town/country dichotomy highlights the
geographical distribution of the population as a function of their relationship with the means
of production. This idea has been extended upon by the works of social geographers such as
Doreen Massey (1995). They explain that the relationship between the social division of labour
and its relationship to the means of production manifests in the concentration of disadvantage
within community locales, otherwise known as place-based disadvantage. In this section, I will
draw upon those ideas as they apply in the Australian context.
The existence of place-based disadvantage can be understood in two ways. Firstly, the
location of production causes groups of workers to concentrate into communities who in turn
have different levels of access to and accumulation of economic and social resources (Massey,
1979; Nord, 1998; Wiesel, Liu & Buckle, 2018; Wind & Hedman, 2018; van Tubergen &
Volker, 2015). Secondly, the physical and social characteristics of communities can contribute
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to the entrenchment of individuals in cycles of disadvantage and poor mental health. Physical
characteristics of communities include institutional resources such as access to mental health
services or infrastructure (Meadows, Enticott, Inder, Russell & Gurr, 2015; Wiesel, Liu &
Buckle, 2018). Social characteristics of the community include levels of community social
cohesion (Fone et al., 2007), family conflict (Scaramella, Neppl, Ontai & Conger, 2008) or
school climate (Felner et al., 1995). Therefore, place-based disadvantage can be understood as
contributing to inequalities in mental health. Individuals who have less access to economic and
social resources can experience disadvantage that can be further exacerbated by the social
environment of the community in which they live.
3.3.1 The Socio-Spatial Organisation of Place-Based Disadvantage in Australia
Crucial to understanding the existence of place-based disadvantage is the idea that
broader political and economic forces shape the spatial distribution of disadvantage (Habibis
& Waler, 2015). These political and economic forces broadly refer to the concepts of
globalisation and neoliberalism. It should be noted that both neoliberalism and globalisation
are broad multidisciplinary terms underpinned by various theories and concepts (Dreher,
Gaston & Martens, 2008). In this thesis, I will discuss globalisation and neoliberalism in
relation to the impact they have on the spatial distribution of labour, the geographical structure
of cities and the concentration of disadvantage in Australia. Putting forward the conceptual
definition by Walsh (2018), globalisation broadly refers to an economic phenomenon
developed by nation-states acting in the interests of capitalist expansion. The development of
globalisation is advanced by adopting neoliberalist ideology enacted by countries and states in
economic and social policy action. Neoliberalism is an economic ideology associated with the
ideas of economic liberalism and free-market capitalism (Baru & Mohan, 2018). These ideas
assert that the role of the economy is to serve the interests of private ownership of production
and the individual accumulation of economic capital. These ideas continue to form the basis of
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Australian economic policy since its introduction by the Bob Hawke government in 1986
(Randolph & Tice, 2014). The introduction of neoliberal market principles in the 1980s has
shaped the socio-spatial organisation of socio-economically disadvantaged populations into
certain community localities. Pawson et al. (2015) highlight that the primary drivers of spatial
disadvantage in Australia are public policy, labour market dynamics and housing markets. This
phenomenon is known as the suburbanisation of disadvantage (Randolph & Tice, 2014).
Public Policy, Capital Flow and Infrastructure. Burke and Hulse (2015) describe how
public policy can inadvertently have a spatially structuring effect on communities. Neoliberal
market principles that shape public policy emphasise the accumulation of economic capital for
private gain to those who own the means of production. For example, transport policy in
Australia has made the availability of public transport more accessible in inner-city locations
(Hulse & Pinnegar, 2015). The location of public transport, in turn, drive access to valued
amenities (such as hospitals and shopping centres), cultural institutions and educational
opportunities. The location of these institutions creates resource-rich areas that attract residents
and have flow-on effects for private investment decisions and the flow of capital into specific
community locations (Burke & Hulse, 2015). This is termed as the ‘hidden hand of public
policy’, whereby public policy may direct the flow of capital investment (the physical location
of commercial and retail activity), residential mobility (the spatial concentration of
sociodemographic groups) and the spatial distribution of social and physical infrastructure. As
a result, policy decisions have driven inner-city locations to be locations of intensive private
investment, highly gentrified and resource-rich compared to outer urban locations (Pawson et
al., 2015; Pegler, Li & Pojani, 2020).
Neoliberalism, Globalisation, Labour Market Dynamics and the spatial organisation
of labour. Economic restructuring associated with globalisation in favour of adopting
neoliberal market practices has resulted in major labour market shifts worldwide (Walsh,
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2018). These major labour market shifts are reflected in the movement away from
manufacturing industries towards investment in service-based jobs (finance and management).
These patterns have occurred in many advanced economies worldwide, including Australia
(Castells, 1989; Hutton, 1995; Marcuse, 1995; Sassen, 1991; Walks, 2001). The most visible
impact of globalisation has been the loss of manufacturing employment. The growth of
manufacturing was central to the rapid expansion of Australia cities during the 1950s and
1960s, and by 1971 accounted for more jobs than any other single industry in Sydney,
Melbourne and Adelaide (Table 3). As also indicated in Table 3, massive job losses in
manufacturing occurred between 1971 and 1991. For example, 31% of the total employment
in Melbourne was accounted for by manufacturing in 1971. By 1991, manufacturing only
accounted for 18%. Rich (1987) asserted that during the 1970s and 1980s, Australian
manufacturers attempted to remain competitive in the face of increasing globalisation by either
outsourcing production to countries with lower wage costs, consolidating production onto a
single site, or phasing out of manufacturing altogether. The net effect was the loss of over a
quarter-million jobs and communities reliant on the manufacturing industry faced economic
collapse (Baum & Gleeson, 2010).
Restructuring and reorganisation of the Australian labour market have interacted with
varying degrees of suburbanisation in different industry sectors to produce a spatial
restructuring in the workforce to shift economic activity from regional areas towards major city
centres (Beer & Forster, 2002). For example, this has resulted in several patterns of spatial
organisation. Inner-city areas experienced increased concentration of higher occupational
status jobs corresponding with sizeable increases of employment in service industries (finance,
business, education and research: see Table 3). This resulted in massive unemployment through
the loss of manufacturing work and distributive jobs in those same inner-city locations.
Conversely, outer urban locations experienced growth in manufacturing and routine production
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jobs, albeit still fewer jobs than before (Dodson & Berry, 2005). These jobs have been
described as low occupational status and are susceptible to shifts in the global economic market
(Baum, Stimson, O’Connor, Mullins & Davis, 1999).
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Table 3
Employment Structure of Major Australian Cities by Industry between 1971 and 1991—Percentage of All Employment (%)
Sydney

Melbourne

Brisbane

Perth

Adelaide

Industry

1971

1991

1971

1991

1971

1991

1971

1991

1971

1991

Agriculture

0.7

0.6

1.0

0.8

1.3

1.0

1.9

1.3

1.3

0.8

Mining

0.4

0.3

0.3

0.2

0.7

0.4

1.1

1.4

0.4

0.4

28.3

14.0

31.4

17.8

20.8

12.8

18.8

11.2

27.5

15.3

Electricity

1.8

1.2

1.5

1.0

1.5

1.0

1.2

1.2

1.9

1.1

Construction

6.9

6.1

6.6

5.3

8.5

6.5

9.6

6.2

7.2

5.1

19.5

19.4

19.3

19.8

22.8

20.9

22.7

20.4

21.4

19.1

Transport, storage

5.6

5.4

5.0

4.4

5.9

5.9

6.1

4.7

4.5

3.7

Communication

2.1

1.9

2.0

2.0

2.3

1.8

2.1

1.5

1.9

1.5

Finance, business

9.5

15.4

8.0

12.7

8.2

12.2

8.4

12.5

7.2

11.2

Public Admin, defence

5.4

4.9

5.0

5.1

7.4

6.2

6.0

5.2

4.7

5.3

10.2

16.8

10.4

17.5

11.9

18.6

12.9

19.9

13.9

21.0

Entertainment

5.3

7.0

4.5

6.1

5.1

6.4

5.6

7.2

5.0

6.8

Other, not stated

4.5

7.0

5.0

7.4

3.7

6.8

3.7

7.6

3.0

8.5

Manufacturing

Wholesale and retail

Community services

Note: Bold = highlighted for purposes of example. Source: Australian Bureau of Statistics (1996).
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This economic restructuring has entailed a reorientation of the labour market to provide
more job opportunities for service workers and away from blue-collar jobs. The overall result
has been a net transfer of jobs to high-skilled or middle-class households at the cost of lowskilled, working-class households. Berg (2015) has argued that labour market forces have
incrementally generated an increasing polarisation in social inequality. Most recent Australian
data show that household wealth, more broadly defined to include both income and assets, has
also continued to become more unequally shared. The wealthiest 20% of households increased
their mean net worth by 53% from 2003 to 2016, while that of the lowest 20% declined by 9%
(Australian Council of Social Service, 2018).
In the context of Britain, Doreen Massey (1995) explains that conditions of postindustrialisation, economic neoliberalism and globalisation have resulted in the spatial
reorganisation of labour to maximise economic capital accumulation. Massey (1983) argued
that the introduction of Thatcherism in the late 1970s produced emergent divisions of labour
with advancements in technology, the differentiation of labour and the increasing concentration
of economic capital into fewer companies and firms. As this process occurred, administrative,
management, research and development operations were split off spatially from production and
concentrated into the inner-city centres (such as London). In contrast, this spatial restructuring
has resulted in the outward movement and decentralisation of manufacturing jobs into localities
with fewer alternative sources of employment (such as small towns and isolated locations).
This social differentiation has gone hand in hand with increasing geographical differentiation
in the production process. Massey (1995) argues that the centralisation of control over
relationships of economic ownership and possession is reflected in the spatial organisation of
cities.
Applied within the Australian setting, this relationship between the centralised
concentration of capital over capitalist economic activity is reflected in the monocentric

74
geographical structures of major Australian cities. This has mainly been the case for Sydney
and Melbourne (Cheshire et al., 2014; Gleeson & Randolph, 2002). As previously highlighted,
urban governance has reinforced this process of inequality with the placement of public and
private amenities and rigid centralised transport infrastructure that exclude groups of people
who have little means to access them.
Housing markets dynamics, rental and social housing. Lastly, one of the major drivers
of spatial disadvantage refers to the housing market structures that determine where people live
(Hulse & Pinnegar, 2015). Socio-economic and housing market factors determine to what
degree people have access to places and localities. For example, the accumulation of and access
to economic resources (income and wealth) and the price or rent of housing are critical factors
in determining whether people have the means to afford to live in certain places. In addition,
urban governance and other social factors serve to affect where housing is located, the status
of housing tenure in locations and what type of housing is available.
The continued introduction of neoliberal economic policy and economic restructuring
during the early 1980s included deregulated housing markets, which exacerbated inequality
between well-resourced, high priced inner/middle suburbs and outer, lower-priced suburbs.
Yates and Yanotti (2016) explain that shifts in Australia’s monetary policy resulted in increased
availability of mortgage funding that disproportionately facilitated the flow of economic capital
into inner/middle suburbs, exacerbated by already high demand. These locations were already
well-resourced by the placement of public and private infrastructure and resources. For
individuals who already own housing assets in the inner-city and middle city suburbs, this
exponentially increased their household wealth. In the 1980s, individuals on lower incomes
were able to buy or rent housing in a variety of locations, and the spatial distribution of
disadvantage was less stark (Pawson et al., 2015). However, by 2011, many lower-income
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groups were unable to afford the surge in prices in inner-city locations, and their only options
were then to go to lower-priced outer urban suburbs.
In addition to homeownership, the rise of rental housing and rental tenancies have also
exacerbated the spatial inequality in Australia. Research conducted by Hulse, Reynolds, and
Yates (2014a) indicated that between 1986 and 2011, the number of rented households
increased by more than double the rate of privately occupied households. In addition to this,
the spatial distribution of rental dwellings increased in more disadvantaged locations. This is
supported by evidence indicating that disadvantaged suburbs in Australia are characterised by
higher levels of rental dwellings than their city locales (Hulse, Pawson, Reynolds & Herath,
2014b). In addition, relatively weak regulation of residential tenancies by international
standards (Hulse & Milligan, 2014) means that they are exposed to unpredictable and
potentially unaffordable rent increases.
Lastly, social housing in Australia was well spread through the suburbs in the post-war
period rather than concentrated in inner cities as in some US cities (Burke & Hulse, 2015). In
addition to this, Wiesel et al. (2018) examined the spatial distribution of government
expenditure on urban infrastructure between 1988 and 2015. Findings indicated when
allocating investment of capital, policies of urban governance have focused on developing new
social housing in disadvantaged communities. This has reinforced both the concentration of
disadvantage and exacerbated existing inequalities in accessing resources. This is further
supported by a report by Cheshire et al. (2014), who conducted a case study investigating the
concentration of disadvantage in three Australia states (New South Wales, Queensland and
Victoria). The report asserted that the housing market played a significant role in contributing
to the concentration of vulnerable individuals into specific communities. One point that was
put forward was that the search of low income households for affordable housing (mainly in
the private rental sector) could channel individuals into areas that leave them trapped and
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disconnected from mainstream services and support. Overall, people who owned greater wealth
were also able to compete against those of more modest means to live closer to the supply of
higher quality amenities and public goods in the Sydney central business district (CBD) and
the Bay. This pattern of migration has intensified in Sydney and Melbourne in recent decades
with inner urban gentrification additionally pushing low income people outward, coupled with
the availability of public housing in the outer suburban regions that contribute to the
suburbanisation of disadvantage (Cheshire et al., 2014).
These three concepts (urban governance, labour and housing market dynamics) have
been used to explain how the spatial distribution of disadvantage may interact to compound
existing inequalities for groups of lower social status (Pawson et al., 2015). The shifting
dynamic may characterise these issues in labour market opportunities and an increasingly
spatially polarised housing market that locates individuals in poorly resourced communities
with fewer opportunities for residential mobility. Therefore, it can be understood that the
reorganisation and restructuring of Australian political and economic policy introduced by the
Hawke and subsequently the Keating government to support the practice of neoliberal market
principles and globalisation have contributed to the spatial disadvantage now present in
Australia (Beer & Forster, 2002; Randolph & Tice, 2014).
3.3.2 Characteristics of Disadvantaged Places: Inequalities in Adolescent Mental
Health
So far, it can be understood that structural determinants such as economic and political
policy can serve to place socially disadvantaged groups into the outer urban peripheries of
major Australian cities. This section will discuss two ways in which structural determinants
may come to generate inequalities in adolescent mental health via 1) fewer infrastructural and
institutional supports and 2) the social characteristics of place impacted by broader structural
factors.
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Galster (2012) describes four primary mechanisms by which the characteristics of place
come to disadvantage individuals: institutional, geographical, environmental and socialinteractive. Institutional mechanisms arise independently of the community residents
themselves and refer to the availability or quality of local resources and institutions such as
mental health services. Geographical mechanisms refer to aspects of space that disadvantage
community residents by way of a neighbourhood’s location relative to larger-scale political
and economic forces such as accessibility to employment prospects or transportation.
Environmental mechanisms refer to the natural or human-made characteristics of the local
environment, such as deteriorating public infrastructure. Lastly, social-interactive mechanisms
refer to the processes that are endogenous to neighbourhoods.
Galster (2012) highlights that social-interactive mechanisms may generate, transmit
and reproduce adverse outcomes in community residents. This understanding may assert that
the social conditions of the neighbourhood may be broadly impacted by structural determinants
to generate inequalities in health. For example, the parental experiences of financial strain as a
result of unemployment may impact the home-environment in which children are raised
(Morrison, Gutman, McLoyd & Tokoyawa, 2005). These mechanisms may intersect and can
be understood as the organisation of proximal determinants across multiple levels of influence
that come to entrench individuals in cycles of disadvantage.
3.3.3 Institutional

and

Infrastructural

Characteristics

of

Place-Based

Disadvantage That Impact Mental Health
Institutional and geographical mechanisms can intersect to impact the spatial
distribution of infrastructural support between disadvantaged and advantaged communities.
There is evidence presented by Meadows et al. (2015) to suggest that geographical disparities
exist in the provision of mental health services to disadvantaged and regional areas in Australia.
The study examined whether variation in adult use of mental health services subsidised by
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Medicare existed across socio-economic and geographical dimensions. In 2006, the Australia
government introduced the Better Access to Mental Health Care Initiative to increase the
overall provision and accessibility of psychologists and psychiatrists. Findings from the
evaluation highlighted that the poorest 20% the population by socio-economic indicators used
about 10% each of psychiatrist and clinical psychologist services, while the richest 20% used
over 30% of psychiatry and 25% of clinical psychology services.
Though these findings were conducted with adult mental health service use, this finding
was echoed in data presented by the Australian Institute of Health and Welfare (2015) for
adolescents as well. These findings indicated that young people in regional and remote areas
have relatively less access to primary and specialised mental health care. A recent analysis
reported that for every 100,000 people living in a major city, there were 105.3 full-time
equivalent (FTE) psychologists available. This rate drops to 61.4 FTEs in inner regional areas
and declines further to 35.4 in remote and 27.3 in very remote areas. There is a decreasing
availability as remoteness increases. It can be understood that the provision and accessibility
of services are more limited in disadvantaged, regional and remote communities, as they have
fewer resources available to support adolescent mental health.
3.3.4 Social Characteristics of Place-Based Disadvantage on Adolescent Mental
Health
In addition, it can also be understood that structural determinants may impact proximal
factors such as the family setting in ways that reinforce intergenerational patterns of poor
mental health in young people. For example, increased risk of poor mental health in adults may
pose a risk for young people. Intergenerational transfers of inequity in mental health may occur
during childhood. For example, Ogbo et al. (2018) retrospectively examined the social
determinants of antenatal and postnatal depression on a sample of Australian mothers in 2014
(N = 17,564). Socio-economic status was operationalised via community SES based on the
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Socio-Economic Index for Areas (SEIFA). Findings from the study determined that the
incidence of antenatal (Low SES = 7.9%, Medium SES = 5.4%, High SES = 2.8%) and
postnatal depression (Low SES = 4.3%, Medium SES = 2.8%, High SES = 2.3%) in Australia
indicated a social class gradient. Explanations indicated that increased risk for antenatal and
postnatal depressive symptoms among lower SES mothers may be due to structural barriers
(e.g., lack of knowledge of available services and issues with access). This is further supported
by evidence suggesting a strong familial association between maternal depression and
depression during adolescence (Lieb et al., 2002; Beardselee et al., 1998; Moffitt et al., 2007;
Pawlby et al., 2009). This provides one example of how the social conditions within
disadvantaged communities might entrench inequities in mental health. However, there is a
range of evidence to suggest other aspects of the social environment that interact with broader
structural determinants may also generate inequalities in mental health.
An older study conducted by Wickrama and Bryant (2003) examined mediating and
moderating effects in community disadvantage and family influences on a sample of adolescent
depressive symptoms (N = 14,500). Community factors disadvantage was operationalised by
a dichotomous variable of concentrations of poverty to characterise adverse community
conditions. This was generated from a composite of indicators that included the proportion of
families living in poverty, the portion of single-parent families, the proportion of adults
employed in service occupations and the proportion of unemployed men. Family influences
included family economic hardship, parental acceptance and parental education. Findings from
the study highlighted the various ways community characteristics influence adolescent
depressive symptoms. The findings indicated the mediating mechanisms through which
community characteristics influence adolescent depressive symptoms. Adverse structural
conditions erode community social resources (which were defined as social integration and
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collective socialisation), which diminishes family social resources to support adolescent mental
health.
It can be understood that the structuring effect of disadvantage may locate individuals
into communities with fewer resources to support mental health, both at the broad
infrastructural level and how it comes to impact proximal determinants. Using two examples,
this section outlined how place-based disadvantage may come to generate inequalities in
adolescent mental health. Fewer infrastructural supports via access to mental health care and
the mediating pathways of family setting that reinforce poor adolescent mental health.

3.4 Place-Based Concepts for Prevention in Adolescent Mental Health
So far, this chapter has discussed how disadvantage may be understood, how
disadvantage is spatially organised and how disadvantage may generate inequalities in poor
adolescent mental health. The dynamics between structural factors of disadvantage and place
interact with access to resources and psychosocial determinants to shape the conditions under
which inequalities in mental health are generated. For example, a broad economic policy that
favours the rights of businesses may generate poor working conditions that, in turn, may impact
parental health and family resources and subsequently impact the child’s health and mental
wellbeing (Strazdins, Shipley, Clements, Obrien & Broom, 2010). The extent to which
employment supports or conflicts with family care, and relationships shape parental capacity
to engage in employment, shapes parental availability, parenting, daily stresses and children’s
care. The interaction of place-based disadvantage with socio-economic disadvantage and
psychosocial determinants can co-occur and compound inequalities in adolescent mental
health. Therefore, understanding the role of place-based disadvantage on adolescent mental
health is important for the delivery and implementation of prevention-based approaches in
disadvantaged community contexts.
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3.4.1 Concepts for Prevention: Structural Determinants and Social Inequality
Contemporary approaches to prevention of adolescent mental health typically consider
intervention upon proximate determinants and the development of individual capacities
(Salway & Green, 2017). A scoping review presented by Welsh, Ford, Strazdins and Friel
(2015) asserts that action for mental health promotion and prevention to reduce inequalities in
young people’s health will only succeed when considerations of structural determinants, local
context alongside proximal factors are considered. The review identified over 1,000
interventions that aimed to prevent or treat the mental wellbeing of children and adolescents.
It was identified that interventions specifically targeting disadvantaged populations were not
based on an equity framework or social gradients in wellbeing. Instead, most interventions
were found to target proximal factors, primarily in the family or educational settings. The
review argues that concentrating action upon the proximal individual factors without
considering the broader structural determinants will not address inequalities in mental health.
Recent years have observed an increasing call to action to incorporate understandings of local
community context in strategies to mitigate inequalities in mental health (Alegría et al., 2018;
Marmot & Bell, 2019; Stansfield & Bell, 2019; Wahlbeck, Cresswell-Smith, Haaramo &
Parkkonen, 2017). This can be seen through community coalition approaches such as the CTC
prevention system (Brown et al., 2011).
3.4.2 Concepts for Prevention: Sensitivity to Local Context
In any consideration of place-based approaches, there also needs to be an understanding
that variation in community conditions exist that may impact mental health differently. Pawson
et al. (2015) highlighted that in terms of spatial context, there exist considerable variation in
the ‘types’ of disadvantaged places in Australian cities. Several factors may characterise these
types of disadvantaged places. First, the physical distance between central metropolitan areas
or other regional hubs. Second, the economic profile of the place. Third, the sociocultural
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composition of the local population, such as their ethnicity. Finally, the housing and labour
market dynamics, history and culture of the place. In other words, the characteristics and lived
experiences of geographically concentrated socio-economic disadvantage are context specific.
Further, it can also be understood that the political, social, cultural and economic
characteristics of place will produce heterogeneity in mental health outcomes between
communities (Ferrer & Palmer, 2004). Evans and Kim (2010) argue that income and class
factors sort individuals into unique settings that are accompanied by systematic differences in
environmental quality and the social condition of place across community, family and school
systems. Such differences in and of themselves will produce heterogeneity in mental health
outcomes between disadvantaged communities. Recent evidence from Parker et al. (2018) put
forward the need for prevention approaches to consider structural factors that impact
community capacity to support mental health. This is because structural factors may organise
systematic differences between communities in ways not accounted for by prevention
approaches that assume similarities in the conditions of disadvantaged communities. Overall,
this reflects a need for prevention-based approaches to not only consider the broader impact of
structural determinants, but also the local context in which prevention strategies and activity
are delivered.
Taken together, this reflects an increased need for research to inform prevention
strategy planning and intervention implementation to be sensitive to local contexts. Further
evidence by Brady et al. (2018) argues that community-driven prevention strategies and
coalitions may be enhanced by incorporating an understanding of structural and social
determinants. Therefore, local government, policies, community culture, attitudes and values
can determine the health of the local population. Developing environmentally sensitive,
culturally and developmentally appropriate interventions and reforms for young people is vital
(McGorry & Mei, 2018).
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3.5 Introducing Structure in Public Health: Critical Public Health
Approaches
From the previous sections, it can be understood that structural determinants of
disadvantage and place play a role in the social patterning of poor adolescent mental health.
Approaches to prevention need to be based on consideration of structural determinants such as
socio-economic disadvantage and place, but also how those factors may impact upon proximal
factors within an individual’s social environment to generate inequalities in mental health. This
understanding is best contextualised within the context of the Fundamental Causes argument
put forward by Link and Phelan (1995). This argument asserts that inequalities in health (and
mental health) are a fundamental quality of experiencing social disadvantage. Crucial to this
argument is the understanding that disparities in mental health will always persist between
social classes due to the unequal distribution of social and economic resources.
However, critiques raised by Crammond and Carey (2017) against this perspective
argue that this approach does not account for differences in outcomes within social class
position. Instead, the Fundamental Causes argument treats disadvantage, in and of itself, as a
static phenomenon that characterises individuals within any given social position as
homogenous in their health outcomes. Crammond and Carey (2017) assert the need to
understand disadvantage as one facet of a broader structure that includes determinants proximal
to the individual that reproduce inequalities in health. This position draws on Bourdieu to assert
that the prevention strategy needs to consider the local context where the activity is
implemented.
Drawing upon these two arguments, I will argue that a comprehensive theoretical
framework for prevention will consider the structural determinants of place and disadvantage
together with the local context in which inequalities in health are reproduced and maintained.
From this, it can be understood that prevention strategies to reduce inequalities in mental
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health, particularly when intervening upon disadvantaged communities, ought to be cognisant
of structural determinants alongside the local community and social conditions.
3.5.1 The Fundamental Causes Argument
Link and Phelan’s (1995) Fundamental Causes argument asserts that inequalities in
health (and mental health) will continue to persist due to the structuring effect of SES that
unevenly distributes social and economic resources. These resources were broadly identified
in Weberian terms as income level, educational attainment and occupational status. Possession
of these resources can be understood to provide individuals with the capacity to avoid and
overcome physical and mental health difficulties, in ways that allow access to and knowledge
of appropriate healthcare, provide support to engage in health systems, or even the power to
afford taking leisure time off work (Reich, Hansen & Link, 2016). The Fundamental Causes
argument asserts that inequalities in multiple health outcomes (including mental health) are a
manifestation of the uneven distribution of resources between socio-economic position. (Link
& Phelan, 1995). Another facet of this argument is the understanding that inequalities in health
will be resistant to change if action focuses on targeting the intervening mechanisms of health
outcomes. Therefore, action to intervene in prevention should be to focus on improving these
Fundamental Causes, rather than acting upon the intermediate, proximal causes.
Such an approach emphasises the implementation of prevention activity that minimises
the requirement of resources such as knowledge or money to benefit individuals irrespective
of their socio-economic circumstances or health behaviours. For example, providing universal
screening measures through schools can better reach children, rather than through general
practitioners. This might benefit low income parents who are more likely to be time-poor and
less able to access general practitioner services to screen for poor mental health (Dziak, Janzen
& Muhjarine, 2010). In such an example, the solution does not give advantage to those with
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greater resources (i.e., time to take off work to take child to medical practice). Such an approach
emphasises an element of universality in approaching disadvantage.
Other approaches subscribing to this understanding involve reducing inequalities in
socio-economic resources themselves within places. Examples of such an approach involve
neighbourhood renewal projects that seek to either improve the physical conditions of place by
addressing the concentration of social housing or enhancing institutional and infrastructural
supports (increasing provision of services). Such approaches have increasingly taken shape
where ‘disadvantaged’ communities have been identified and subsequently targeted with a
whole host of economic and social renewal strategies (Kelaher, Warr & Tacticos, 2010; Klein,
2004; Shield, Graham & Taket, 2011).
Critiques of the Fundamental Causes argument by Crammond and Carey (2017) assert
that inequalities in health cannot be exclusively attributed to the uneven distribution of
resources between social class groups. Such an understanding reductively and simplistically
assumes homogeneity of experiences between social class groupings on health outcomes.
Rather, the pathways or experiences that increase the likelihood of poor mental health both
differ between and within social class groups. For example, an examination of various studies
has indicated that disparities in mental health exist between high and low income groups
(Lawrence, 2015; Reiss 2013). However, this analysis does not untangle the differences that
exist in mental health between populations experiencing low income status (Ferrer & Palmer,
2004). Therefore, any account of structure in prevention to address inequalities in mental health
needs to incorporate two perspectives. The first is the perspective of structural influences such
as socio-economic and place-based disadvantage that generate inequalities between social class
groups. The second is the inclusion of an understanding that considers the independent
influences of proximal factors and local circumstances that maintain inequalities in mental
health within social class groups.
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This position is articulated by Crammond and Carey (2017) in the following section. I
will then argue that this account of structure provides a theoretical framework for
understanding the need for prevention to incorporate a comprehensive account of structure that
includes distal socio-economic conditions and the local context. I will then discuss the
implications of this for prevention-based practices and frameworks.
3.5.2 Structure in Public (Mental) Health: Drawing on Bourdieu’s Notion of
Habitus, Social Capital and Cultural Capital
Crammond and Carey (2017) argue that an account of structure in public (mental)
health and prevention ought to consider the intersection of structural influences (such as socioeconomic disadvantage) and the local place-based circumstances that generate and maintain
inequalities in health between and within social class groups (Trickett et al., 2011; Wall et al.,
2009). This position asserts that structural influences such as socio-economic position and
place-based disadvantage interact with aspects of an individual’s social system that produces
poor mental health. Crammond and Carey (2017) argue that the Fundamental Causes argument
only implies that individuals of a particular social class homogenously experience a set of
circumstances that increase the occurrence of health risk. However, this does not adequately
explain the heterogeneity in health outcomes within groups of people of a particular social
position. Central to this account of structure is the idea that inequalities in mental health
outcomes are shaped by different structures of independently intersecting influences (both
distal and proximal). This is represented, for example, in the moderating effect of protective
factors such as family support in buffering the negative impact of poverty. Therefore, it can be
understood that structural influences of disadvantage are refracted through more immediate,
proximal structures that generate differences between mental health outcomes within social
class groups.

87
Crammond and Carey (2017) elaborate on Pierre Bourdieu’s theory of capital and
habitus to argue that the maintenance and vulnerability towards health risk behaviours or
mental health are generated through habitus and the differential accrual of capital (economic,
social and cultural). SES is subsequently not understood as a broad structuring factor, but as
embodied in the structure of capital accrual. There are three primary forms of capital articulated
by Bourdieu (1986): economic, social and cultural. Economic capital directly refers to the
possession of material wealth, income or monetary assets. Social capital refers to the material,
informational and affective resources that individuals or groups have access to through their
social connections (Bassett & Moore, 2013). Cultural capital refers to the resources an
individual possesses that reflect their position in society (e.g., educational qualifications, ways
of speaking or behaving). According to Bourdieu (1986), the interaction of capital forms an
individual’s habitus. Habitus refers to a set of durable and transposable dispositions that are
internalised as a result of an individual’s existence in a structure of social space.
The structure of an individual’s social space is composed of a complex interaction and
intersection of accrued economic, social and cultural capital. The habitus forms the experiential
structure that can be understood to produce different outcomes in groups inhabiting the same
social class position. This is exemplified in the different social and ethnic makeup of local
contexts, availability of institutional and infrastructural resources, and the housing and labour
dynamics of place and geographical location. Cheshire et al. (2014) developed a typology of
‘disadvantaged places’ characterised by the previously mentioned features. For example, a
Type 1 disadvantaged community may be characterised by greater proportions of young people
and single-parent households, high in social housing and rent pricing below inner-city suburb
norms. This is significantly different from a Type 4 disadvantaged community that is
characterised by greater proportions of overseas residents and low-status occupations.
Therefore, this framework conceptualises structure in public health and prevention as an
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approach that captures ideas of habitus with the way that structural influences manifest in the
daily lives of disadvantaged groups.
It can be understood that place-based approaches represent an essential avenue for
intervening upon inequalities in adolescent mental health. Conclusions drawn from the
presented theories and arguments assert that place-based approaches for adolescent mental
health need to be sensitive to the structural influences such as place and disadvantage on mental
health alongside the local context of different communities.

3.6 Conclusion: Prevention Needs to be Structurally and Locally Sensitive
It can be understood that place-based approaches represent an important avenue for
intervening upon inequalities in adolescent mental health. Conclusions drawn from the
presented theories and arguments assert that place-based approaches for adolescent mental
health need to be sensitive to the structural influences such as place and disadvantage on mental
health alongside the local context of different communities.
This is supported by arguments that comprehensive preventive strategies ought to be
adaptive to context and understands the unique needs faced by communities (Hoare et al.,
2019). The primary understanding is that communities experiencing disadvantage would be
unique in their profiles of factors that underlie the generation of vulnerability and sustainability
of mental health problems in adolescents. Therefore, in any comprehensive prevention plan
examining local community contexts, it is also vital to consider the underlying habitus that
shapes the experiences of daily life for individuals residing in communities experiencing
disadvantage. Such approaches are exemplified in community coalition, place-based
approaches to prevention such as the CTC prevention system (Hawkins & Catalano, 1992).
They emphasise collaboration with key community stakeholders for an understanding of
unique local community contexts in which the strategy is applied.
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In addition to this assertion, partnership with key community stakeholders is also
important for the sustainability of prevention planning strategies. Developing coalitions of
prevention within communities not only improves the sustainability and local uptake of
preventive strategies and interventions. It can also shift the discursive structures within
communities in most need of assistance (Hawe, Shiell & Riley, 2009; Hawkins, 1999), and
mental health stigma in adolescents (Wright, Jorm & Mackinnon, 2011).
Approaches to addressing adolescent mental health in communities experiencing
disadvantage ought to consider not only the structuring forces at the broad societal level but
also how variation occurs across and within local communities. Comprehensive community
approaches will consider the unique organisation of risk and protection within the context of
the issues faced by the community to tailor preventive strategies and implementation of
interventions across multiple ecological levels of development.

3.7 Summary of Chapters One to Three and the Overall Thesis Purpose
Chapter One of this thesis outlined that Australia has made significant strides in
increasing the provision of and access to treatment for adolescent mental health in the past
decade (Jorm, 2014; Park et al., 2020; Zuvekas, 2001). However, research increasingly
demonstrates that treatment-based approaches alone are insufficient in reducing the associated
burden of common mental disorders in adolescents on the health system (Bor et al., 2014;
Mojtabai et al., 2016; Sawyer & Patton, 2018). This is supported by evidence indicating that
despite the increasing provision of mental health treatment services for adolescents, there
remains a persistently high rate of poor adolescent mental health problems (Jorm, 2014). In
addition, Chapter Three of this thesis highlights that adolescents that are impacted by social
disadvantage are found to be significantly more likely to experience poor mental health (Coley
et al., 2019; Lawrence, 2015; Reiss, 2013), while Chapter Two of this thesis argued that
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prevention-based approaches represent a viable complementary approach, alongside treatment,
for reducing the burden of adolescent mental health on the health system (Jorm, 2014).
Prevention-based approaches may tackle adolescent youth issues such as mental health
in myriad ways that range from broad community-level initiatives to family-based approaches
(Stormshak et al., 2010). However, many prevention strategies and initiatives have primarily
focused on the prevention of adolescent antisocial behaviour, substance use, bullying and other
externalising behaviours (Monahan et al., 2014). This is particularly the case with broader
community-based approaches in prevention, as few community-wide prevention efforts have
sought to prevent internalising problems such as depression among adolescents specifically.
This is of concern, given the current persistent trends in poor adolescent mental health
outcomes (Bor et al., 2014). Moreover, the onset of depression during adolescent presents as a
risk for the future reoccurrence of the disorder, suicide and higher levels of functional
impairment (Hammen, Brennan & Keenan-Miller, 2008). Therefore, prevention efforts must
incorporate a focus on depression in adolescents in frameworks for strategies and interventions.
It has been argued that school-based prevention for adolescent mental health has
remained an essential avenue for addressing adolescent mental health, whereby leveraging the
institutional structures of the school setting may have implications for broadening community
capacity to support adolescent mental health (Fazel et al., 2014). School-based prevention may
be approached from various frameworks such as CBT or interpersonal-based programming.
Another such framework is SEL, which has observed significant uptake in schools in the past
decade. There are currently thousands of SEL-based programs in operation around the world
(Durlak, 2015). Growing research evidence increasingly demonstrates that school-based
prevention and SEL-based programming are effective in bolstering social–emotional
development and ameliorating the occurrence of poor mental health (Zins & Elias, 2007).
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Chapter Three presents the argument that prevention efforts ought to focus on
ameliorating the higher prevalence of poor mental health in adolescents impacted by social
disadvantage. Sociological theories of disadvantage highlight that inequalities in adolescent
mental health are generated by a range of structural and social determinants. These
determinants may refer to the availability of and access to social and economic resources.
Further, another relatively unexamined aspect of disadvantage within prevention-based
approaches is the way that disadvantage is spatially distributed and concentrated into certain
community settings in Australia.
Given the theoretical review presented in Chapters One to Three, the overall aim of this
thesis project was to inform and develop recommendations for community- and school-based
prevention practice in adolescent mental health residing in communities experiencing
disadvantage. Therefore, this thesis aims to examine the theoretical interface between the
prevention sciences, sociology and social geography for addressing inequalities in adolescent
mental health. This intersection is illustrated in Figure 4 below. The overall aim of this thesis
may be broken down into several primary aims.
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Figure 4. Visualisation of the interface of prevention science and sociological and social
geographic theories for prevention.

3.8 Thesis Aims
3.8.1 Examining the Association Between Social Disadvantage and Adolescent
Mental Health
The first aim of this thesis is to examine the association between disadvantage and
adolescent mental health to inform prevention-based approaches in disadvantaged
communities alongside sociological and social geographical theories of disadvantage. This
thesis examines explicitly how aspects of socio-economic and geographical disadvantage may
disproportionately affect adolescent mental health. As was concluded in Section 3.6,
prevention-based practice often overlooks the impact of disadvantage that generate inequalities
in the mental health of young people. Further, prevention-based practice often does not

93
consider how disadvantage, and subsequently, poor mental health, are spatially distributed
across city landscapes. As previously discussed in Chapter Three (Section 3.3), several patterns
have emerged as a result of globalisation and the adoption of neoliberal policies in Australia
(Beer & Forster, 2010; Randolph & Tice, 2016). These patterns of economic and social policy
have been observed to interact in ways that spatially concentrate socio-economically
disadvantaged individuals into increasingly geographically isolated community locales
(Pawson et al., 2015). The centralised structure of Australian cities has resulted in the
concentration of socio-economically advantaged groups into inner urban suburbs with greater
concentrations of institutional and infrastructural resources. Conversely, communities in the
outer ring of Australian capital cities and beyond are more likely to have fewer resources, and
subsequently, less capacity to support adolescent mental health (Wiesel, Liu & Buckle, 2018).
Therefore, the first aim of this thesis was to examine the association of aspects of disadvantage
(socio-economic and geographical) and adolescent mental health.
3.8.2 Developing

Recommendations

for

Prevention-Based

Practice

in

Disadvantaged Communities
The second aim of this thesis was to examine the interface between prevention-based
frameworks with sociological and social geographical theories of disadvantage. As outlined in
Section 3.5, sociological accounts of disadvantage and structure also emphasise the need for
community-based approaches to recognise the diversity in local context factors within
disadvantaged social classes (Crammond & Carey, 2017). This perspective highlights that
community-based frameworks for prevention should consider distal structural forces such as
SES and geographical place alongside proximal local context understandings in which
interventions are delivered. This understanding emphasises that rollout of interventions across
various communities (particularly those facing disadvantage) ought to be sensitive to the local
factors that precipitate poor adolescent mental health (Wolpert et al., 2015). Therefore, this
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second aim sought to examine whether the factors that precipitate poor adolescent mental
health were similar or different between communities experiencing disadvantage.
3.8.3 Examination of a Whole-School SEL Prevention Program in a School
Located in a Disadvantaged Community
As outlined in Chapter Two (Section 2.3), the school setting remains an important
avenue for addressing a range of youth health outcomes that include the prevention of CMDs
in adolescents within the broader context of the community (Correri et al., 2013; Durlak et al.,
2011; Werner-Seidler et al., 2017). Meta-analytic evidence suggests that there are promising
results in terms of efficacy in school-based programming for adolescent depression (WernerSeidler et al., 2017). However, there remains a need to examine the effectiveness of schoolbased prevention programming under real-world conditions. Further, as outlined in Chapter
Two (Subsection 2.4.1), research has emphasised the need to examine the impact of SEL-based
programming for different populations of young people in a range of contexts (Durlak et al.,
2011). Therefore, another aim of this thesis was to evaluate the effectiveness of a whole-school
SEL prevention program implemented in a school located in a community identified as
disadvantaged. This program was titled the REACH program. The program was examined from
the perspective of improving social–emotional capabilities and protective factors, reducing risk
factors and depressive symptoms in adolescents.
3.8.4 Comprehensive Approaches to Support Adolescent Mental Health in Schools
As outlined in Chapter Two (Section 2.5), recommendations for comprehensive
approaches to support adolescent mental health ought to also involve multiple tiers of support
that include indicated and targeted prevention, screening and subsequent referral for clinical
support (Fazel et al., 2014). This approach highlights the two-pronged approach of
implementing prevention-based practice to reduce the occurrence of poor mental health
alongside treatment. Therefore, the fourth and final aim of this thesis was to examine further
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whether subgroups of depressive symptoms in adolescents participating in the REACH
program exist. As outlined in Chapter Two (Section 2.5), we would expect that there may be
students presenting with levels of symptoms not amenable to change by prevention
programming and may require clinical approaches or services.

3.9 Rationale for Thesis Objectives and Studies
Given the outlined aims of this thesis, several objectives will be addressed in this thesis:
1. To examine the association of specific aspects of disadvantage with adolescent
mental health. To achieve this aim, the first objective of this thesis is to examine
the association between socio-economic and geographic disadvantage with
adolescent mental health.
2. To examine the key predictors of depressive symptoms in adolescents around
Australia. To achieve this aim, the second objective of this thesis was to combine
national and local community risk and protective factors to examine key predictors
of adolescent depressive symptoms in Australia.
3. As outlined in the second aim of this thesis, the third objective of this thesis was to
examine whether profiles of key risk and protective factors were similar or different
between communities that are identified to be disadvantaged.
4. As outlined in the third aim of this thesis, the fourth objective of this thesis was to
report on the evaluation of a whole-school, social-emotional learning intervention
for adolescent mental health implemented in a school located in a disadvantaged
community. This intervention was titled as the Resilience, Emotional Awareness,
Careers and Health (REACH) program. Specifically, this evaluation reports on the
effectiveness of the intervention to improve SEL-related outcomes, school- and
individual-level risk and protective factors, and adolescent depressive symptoms.
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5. As outlined in the fourth aim of this thesis, the fifth objective of this thesis was to
examine (within the context of the REACH program) whether subgroups of
depressive symptoms in students exist.
To address the objectives of this thesis, four studies will be used as outline below.
3.9.1 Chapter Five (Study One): Development of Recommendations for Local
Prevention Planning in Disadvantaged Communities
Study One in Chapter Five aimed to address the first three objectives outlined above.
First, this study sought to examine the association between aspects of disadvantage (socioeconomic and geographic) and adolescent depressive symptoms. Second, Study One sought to
examine predictors of adolescent depressive symptoms at the national level and within
communities identified as disadvantaged. The study also sought to establish whether predictors
would differ between disadvantaged communities. Extending upon this, Study One involved
developing identifiable value thresholds for risk and protective factors to identify high levels
of depression in adolescents, which may then be useful for informing prevention planning
strategies.
3.9.2 Chapters Six and Seven (Studies Two and Three): The Evaluation of the
REACH Program
Studies Two and Three (presented in Chapters Six and Seven, respectively) aimed to
report on the evaluation of the REACH program. The REACH program specifically included
a whole host of SEL-based resources into the school’s health curriculum. Study Two of this
thesis aimed to examine the effectiveness of the intervention in improving SEL-related
outcomes. Study Three of this thesis aimed to examine the effectiveness of the REACH
program for improving protective factors and reducing risk factors and adolescent depressive
symptoms.
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3.9.3 Chapter Eight (Study Four): Prevention and Clinical Approaches in Schools
There were two primary aims of Study Four in Chapter Eight of this thesis. As described
in Chapter Two (Section 2.5), comprehensive approaches towards adolescent mental health in
schools ought to be conducted in a way that incorporates both multiple tiers of prevention
alongside treatment services and systems. Therefore, the first aim of this study was to examine
whether there were students participating in the REACH program that were already indicating
higher levels or clinical levels of depressive symptoms. Such a finding would highlight the
need to extend multiple tiers of prevention within the context of a whole-school approach (such
as indicated and selective). Moreover, it would highlight that these prevention-based
approaches need to be implemented alongside screening and treatment referral systems.
Further, this study aims to apply the recommendation of utilising a risk and protective factors
framework for examining mental health in schools. Therefore, another aim of Study Four was
to examine the specific predictors of high depressive symptoms in students participating in the
REACH program.
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Chapter 4: Constructs, Measures and Methodology

As explained in Chapter Three, the primary aim of this thesis is to inform preventionbased practices for adolescent mental health in communities and schools experiencing
disadvantage. Chapter Three outlined the four primary aims to this thesis that guided the four
empirical research studies. The purpose of Chapter Four is to critically discuss the specific
conceptualisations, operationalisation and methodologies employed for the empirical studies
in relation to the literature reviews presented in Chapters One to Three.
The first aim of this thesis was to examine the association between social disadvantage
and adolescent mental health to inform prevention-based approaches in disadvantaged
communities. The thesis focuses specifically on socio-economic disadvantage and how its
spatial distribution compounds health inequalities. Therefore, this chapter will first discuss how
these two aspects of disadvantage (socio-economic and geographic) may be conceptualised and
measured. Specifically, this section draws upon the literature presented in Chapter Three to
discuss the theoretical underpinnings of SES from several perspectives, particularly Weberian
(1978) and Marxist (1959) perspectives. Following this, I will critically examine how socioeconomic disadvantage is typically assessed in health research. This discussion of geographic
disadvantage draws on the literature review presented in Chapter Three (Section 3.3) to provide
the context for classifying geographic disadvantage within the centralised structure of
Australian cities. In doing so, this chapter will outline how Study One will examine the
association of specific aspects of disadvantage (socio-economic and geographical) with
adolescent mental health.
The second aim of this thesis was to examine the interface between prevention-based
frameworks with sociological and social geographical theories of disadvantage, with the goal
of informing prevention-based practice and strategies for addressing adolescent mental health
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in communities experiencing disadvantage. Therefore, I will provide a discussion of
prevention-based frameworks used within community settings in the second section of this
chapter. One such community-based framework for prevention that is highlighted is the CTC
prevention system (Hawkins et al., 2008). The CTC prevention system is a coalition-based
framework that emphasises a risk and protective factors model using a data-driven approach
for planning local prevention strategies. This approach has observed great success in addressing
a range of youth outcomes such as substance use and antisocial behaviours (Catalano et al.,
2012). It has been argued (see Chapter Two, Subsection 2.2.4.) that the CTC prevention system
may also be a viable approach for targeting adolescent mental health. In doing so, this chapter
will outline how the first study of this thesis will also examine the application of such a
framework within the context of targeting adolescent mental health in communities
experiencing disadvantage.
As outlined in Chapter Two (Section 2.3), the school setting remains an important
avenue for addressing adolescent mental health in prevention-based practice (Fazel et al., 2014;
Werner-Seidler et al., 2017; Skvarc et al., 2018). The third aim of this thesis was to report on
the evaluation of a whole-school prevention intervention for adolescent mental health in a
school located in a community identified as disadvantaged. The intervention being evaluated
was titled the REACH program. The evaluation of the REACH program is reported in Chapters
Six (Study Two) and Seven (Study Three). To place this evaluation in context and link it to the
other studies, the third section of this chapter will firstly provide an overview of the REACH
program, its delivery and a critical examination of its content. This section will also provide a
critical discussion on frameworks for program evaluation.
The fourth and final aim of this thesis was to examine whether subgroups of depressive
symptoms in students participating in the REACH program exist, in line with the
recommendation that comprehensive support for mental health in schools would need to

100
involve treatment strategies alongside prevention. As such, it is important to consider not only
risk and protective factors in a given school but also the existing level of clinical symptoms
that already require evidence-based mental health treatments. Treatment strategies involve a
complex process of screening and referral. Therefore, this chapter will briefly discuss
methodologies for subgroup analysis and provide a rationale for applying a risk and protective
factors framework to this analysis.

4.1 Aim

One:

Conceptualising

Disadvantage

(Socio-Economic

and

Geographic)
The first aim of this thesis was to examine the association between social disadvantage
and adolescent depressive symptoms: specifically, how socio-economic disadvantage may
interact with geography to concentrate groups of people into specific urban areas spatially. To
achieve this, it is important to elaborate upon a conceptual framework for understanding how
structural factors economically and socially stratify groups of people. Crucial to the
understanding of social disadvantage in society is the notion of social stratification (Li et al.,
2008). Social stratification refers to the notion that groups of individuals are inherently
advantaged or disadvantaged based upon a social hierarchy relative to a defined threshold (such
as poverty lines) or other socio-economic factors (Niemietz, 2011; Reiss, 2013; Viner et al.,
2012). One of the most common dimensions by which social stratification is understood is
through the lens of access to and accumulation of economic and social resources (American
Psychological Association, Task Force on SES, 2007). The underlying concepts that inform
this framework owe their origin to the works of Marx (1959) and Weber (1978). Notions of
social stratification have since developed to include the added dimensions of race or gender
(Grusky, 1994). However, the focus of this thesis will be upon the former. Moreover, in
Chapter Three (Section 3.3), I draw from a Marxist-informed social geographic perspective to
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emphasise the spatial dimensions of social class relative to sources of employment, and
therefore, the means of production.
4.1.1 Conceptualising Social Disadvantage: Marxist Perspectives
As outlined in Chapter Three (Subsection 3.2.4), Marxist perspectives of social
disadvantage are socio-economic arguments, which put forward the theory that social
advantage and disadvantage are determined by an individual’s membership of a specific socioeconomic class (Galobardes et al., 2007). Such classes are formed from interdependent
relationships within the economic system. It has been described that these relationships are
primarily characterised by the ownership of the inputs and outputs in production and the
purchasing or selling of labour in that process. As explained in Chapter Three, social class is a
relational status based on an individual’s structural location within the economy (Wright &
Perrone, 1977). This location may be characterised by being an employer, employee, selfemployed or unemployed. Further, this relationship is also characteristic by a person’s
relationship to the ownership of productive capital or their need to sell their time and labour in
exchange for wages (McCartney et al., 2019). Those who can sell their labour for a high price
have been able to acquire high levels of education and skill development, which are in high
demand in a given economy. Thus, class relations are in part reproduced by educational and
training opportunities, which are directly related to the schooling system in any given economy.
The most prominent theoretical indicators of class, based on Marxist indicators of social
disadvantage, are drawn from the works of Erik Olin Wright (2009) during the 1990s.
Theoretically, the primary indicators of Marxist social class focus on the capacity for control
over productive assets. These indicators have been referred to as the ownership of productive
assets, control or organisational assets and skills/credentials. The construct of skill/credentials
is close to that of ‘education’, which is a commonly used indicator in understanding inequalities
in health. The status of this indicator as a Marxist relational construct has been debated since
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the introduction of the concept of class (Wright, 1985) and is generally considered a Weberian
influence on Wright’s model (Wright, 1989).
Nonetheless, higher skills/credentials can result in higher wages and more autonomy
than lower skills/credentials, indicating the central role of occupational status in relation to the
means of production (Galobardes et al., 2007). Ownership of productive assets refers to the
relations to the means of production (large employer, small employer, petit-bourgeois and
worker). Control of organisational assets refers to the degree of control over labour power in
the workplace (manager, supervisor, non-managerial worker). Pragmatically, these indicators
have been assessed using measures of wealth (which are a source of income/rent from the
labour of others) and occupational status (professional, managerial or routine work: see
Muntaner, Ng, Chung & Prins, 2015). Marxist conceptualisations of social position seek to
emphasise the relational aspect between classes who control economic activity by
accumulating wealth and assets and ownership of the means of production (McCartney et al.,
2019; Veenstra, 2006).
4.1.2 Conceptualising Social Disadvantage: Weberian Perspectives
In contrast to Marxist ideas, Weberian conceptualisations of social disadvantage
recognise that society is hierarchically stratified along socio-economic dimensions that create
groups whose members share similar levels of opportunity in life (Galobardes et al., 2007).
From this perspective, opportunities are actively generated by individuals through their ability
to beneficially trade their education, skills and attributes for social advantage in the labour
marketplace. For example, those with specific skills or training have an advantage in competing
for jobs in the marketplace and can demand higher salaries. Those with fewer marketable skills
are at a disadvantage in competing in the marketplace for jobs and wages.
This conceptualisation of SES is reflected in many of the measures of SES used in
health research and epidemiology resources (American Psychological Association, Task Force
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on Socioeconomic Status, 2007). From this understanding, SES is typically assessed as a
combination of occupational, educational and financial influences. It has been argued that this
reflects a latent construct of one’s overall capacity to access and accumulate material and social
resources (Galobardes, Shaw, Lawlor & Lynch, 2006a; Galobardes, Shaw, Lawlor & Lynch,
2006b). These indicators are reflected in specific constructs used in health research of income
and wealth, educational attainment and occupational status. Although these dimensions of SES
are interrelated, it has been proposed that each reflects somewhat different individual and
societal forces associated with mental health. An example provided by Galobardes et al. (2007)
highlights the interrelationships between these indicators of SES, whereby income and wealth
reflect an individual’s spending power and their capacity to generate more wealth.
Occupational status reflects social prestige and the capacity to accrue economic resources.
Educational attainment reflects the capacity of the individual’s skills to help them acquire
social, psychological and economic resources.
Taken together, it may be understood that both the Marxist and Weberian perspectives
emphasise a group’s social and economic position within a society. Both are based on the
material circumstances and conditions determined by their relationship with the systems of
economic production. The Marxist perspective is based on the concept of social class. Classes
are defined by considering how individuals are related to the means of economic production:
whether they own productive property and employ others, whether they have valuable skills,
qualifications and expertise, whether they have managerial or supervisory responsibilities or
whether they rely solely on selling their skills in the workforce. This perspective emphasises
the unequal relationship between disadvantaged and advantaged social groups through the
process and acquisition of capital, which primarily focuses on economic resources and the
ownership of wealth-producing assets. The Weberian perspective extends on this by
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emphasising a group’s social position in relation to others via the opportunities afforded to
them by their various social and cultural resources, as defined by the labour market.
The Marxist perspective is differentiated from the Weberian perspective by primarily
focusing on the relational aspect of social class, which is determined by control of economic
activity (McCartney et al., 2019). A Weberian perspective focuses on the determination and
consequences of economic conditions, while the Marxist perspective incorporates an
understanding that also emphasises the processes of economic activity that maintain
inequalities in those conditions between social groups (Wright, 2009). The differentiation in
perspectives on social disadvantage is reflected in the indicators that are used to inform these
conceptual frameworks in empirical research. Empirical indicators for a Marxist position
emphasise the degree of control that individuals have over assets (via occupational status) or
in their relationship to their assets (via education) (Muntaner et al., 2015). Conversely,
empirical indicators of a Weberian perspective emphasise the capacity for individuals to benefit
from the labour marketplace and the subsequent opportunities afforded from this.
4.1.3 Measuring Social Disadvantage: The SEIFA
The first aim of this thesis is to examine the association of social disadvantage with
adolescent depressive symptoms. Specifically, I examine social disadvantage through the lens
of social position. To this end, this thesis ultimately makes use of the SEIFA developed by the
Australian Bureau of Statistics (ABS). The SEIFA is an area-level indicator that reflects the
socio-economic conditions of communities and neighbourhoods in Australia. The SEIFA is
designed to collectively reflect the socio-economic characteristics of residents in a given
community or neighbourhood (ABS, 2018). The SEIFA draws upon a range of indicators that
are designed to reflect ownership of and access to various social and economic resources.
The SEIFA draws on a conceptualisation that is ultimately more Weberian in nature
than Marxist. This is reflected in the several indicator categories that comprise the SEIFA,
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which are designed to reflect access to and accumulation of social and economic resources that
allow participation in society (ABS, 2018). These indicators include household income,
educational attainment, occupational and employment status, the value of housing (via
mortgages and rent) and other indicators that highlight the possession of social and economic
resources. The indicators specifically are presented in Table 4 below. In relation to the first
aim, I use this indicator to reflect socio-economic characteristics of residents within
geographical areas, which coincides with the broader aim of examining how groups of people
with fewer social and economic resources concentrate into certain community settings.
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Table 4
Categories of Variables that Comprise the SEIFA

Category

Variable

Description

Low Income

% of people with stated annual household equivalised income between $1 and $25,999

High-Income

% of people with stated annual household equivalised income greater than $78,000

Labour

% employed people classified as labourers

Drivers

% employed people classified as machinery operators and drivers

Sales

% employed people classified as low skill sales

Service

% employed people classified as low skill community and personal service workers

Professional

% employed people classified as professionals

Manager

% employed people classified as managers

No Education

% people aged 15 and over who have no educational attainment

Income

Occupational Status

% people aged 15 and over whose highest level of education is Year 11 or lower. Includes Certificate 1 and
Educational Attainment No Year 12
2
Certificate

% people aged 15 and over whose highest level of educational attainment is a Certificate 3 or 4

107

Employment Status

Housing

Diploma

% people aged 15 and over whose highest level of educational attainment is a diploma qualification

University

% people aged 15 and over at university or other tertiary institution

Unemployed

% people (in the labour force) unemployed

Low Rent

% occupied private dwellings paying rent less than $215 per week (excluding $0 per week)

High Rent

% occupied private dwellings paying rent greater than $470 per week

High Mortgage

% occupied private dwellings paying mortgage greater than $2800 per month

Overcrowd

% occupied private dwellings requiring one or more extra bedrooms

High Bed

% occupied private dwellings with four or more bedrooms

No Net

% occupied private dwellings with no internet connection

Jobless with Child

% families with children under 15 years of age who live with jobless parents
% people aged under 70 who need assistance with core activities due to a long-term health condition,

Disability Aged 70
Other Indicators

Source: ABS (2018).

disability or old age
One Parent

% one parent families with dependent offspring only

Separated

% people aged 15 and over who are separated or divorced

No Car

% occupied private dwellings with three or more cars
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4.1.4 Conceptualising Disadvantage: Geographic Disadvantage
In addressing the second part of the first aim, this thesis also sought to establish where,
geographically, social disadvantage is located in space in Australia. As discussed in Chapter
Three (Section 3.3), additional elements for understanding disadvantage are the ways in which
poorer social and economic conditions are spatially distributed, produced and reproduced. An
examination of the socio-spatial patterning of disadvantage may reflect the broader structuring
effects of economic and social forces that reinforce social stratification between advantaged
and

disadvantaged

individuals.

Contemporary

planning

discourses

justify—indeed

encourage—the uneven allocation of resources across metropolitan areas to enhance economic
productivity by prioritising infrastructure investment in regions and sectors of the economy
with ‘the highest growth potential’ (Infrastructure New South Wales, 2012). However, as
Fincher (1999) asserts, strategies to maximise economic performance at national or
metropolitan levels require ‘some amelioration of their disadvantaging local effects’. Uneven
distribution of infrastructure and services across urban areas inevitably results in inequalities
in access to resources such as education facilities, health services, and public transport. Those
missing out experience a form of locational disadvantage that compounds other social and
spatial disadvantages (Burke & Hulse, 2015; Fincher & Iveson, 2008; Galster, 2012).
Therefore, as outlined in Chapter Three (Section 3.3), it can be understood that the socio-spatial
patterning of disadvantage reflects broader structural effects of economic and social forces in
determining where people come to live.
In the Australian context, the socio-spatial patterning of disadvantage has manifested
in a centralised urban landscape. As discussed in Chapter Three (Subsection 3.3.1.), this is
primarily due to several structuring factors such as urban governance, labour market forces and
housing dynamics (Hulse & Pinnegar, 2015). In terms of labour market dynamics, the social
division of labour has resulted, for example, in the centralisation of inner-city areas as a hub
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for various operational activities for businesses and production. Inner-city suburbs have
become areas of concentrated advantage where groups of people with greater household
income, educational attainment and occupational status are located. In contrast, the
gentrification of these inner-city areas and suburbs have subsequently pushed groups of people
with fewer financial means into the outer suburbs of major Australian cities. Therefore, it may
be understood that the major Australian cities act as a central point, by which increasing
distance from the city centre may be associated with increasing disadvantage.
The socio-spatial patterning of metropolitan regions is characteristic of the broader
economic and political forces that have shaped the spatial divisions of labour in Australian
cities. (Baum et al., 2002). Major dimensions of this complexity include the increasing
suburbanisation of poverty into Australia’s middle ring and old outer suburban areas, the
movement of advantaged households to opportunities in new outer suburbs, the dividing up of
the old working-class communities into several groups of new disadvantaged communities
with each being affected by the new economic processes in different ways, and lastly, the
development of new advantaged communities closely tied to developments in the world
economy (Stimson, 2001; Baum et al., 1999, 2002; Randolph, 2004; O’Connor, Stimson &
Daly, 2001).
4.1.5 Measuring Social Disadvantage: Geography
To address the second part of the first aim of this thesis, I sought to examine the
association of increasing geographical remoteness with adolescent depressive symptoms. To
this end, this thesis examined at the geographical level the association of increasing distance
of an individual’s residential postcode from their respective capital city’s central postcode. For
example, 6000 is the central city postcode in Western Australia. Distance from the central city
postcode (6000) is measured in kilometres. The reason for examining distance in this way
aligns with the previous discussion, which highlights the increasingly social differentiation
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between suburbs associated with increasing remoteness from the city centre, where groups of
individuals with greater levels of resources were able to afford the cost of living.
4.1.6 Concluding Remarks on Disadvantage
This section elaborates on a conceptual framework for understanding social
stratification and disadvantage in society through a socio-economic and social geographic lens.
In doing so, I have sought to elaborate on this framework that will be employed in addressing
the notion of how disadvantage can be understood in relation to adolescent mental health for
this thesis. Drawing on the relational aspects of a Marxist and Weberian perspective, social
disadvantage can be understood through the determination and consequences of economic
conditions and the processes of economic activity. In this thesis, I also aim to examine the
spatial aspects of disadvantage from a community-based perspective. In doing so, I draw on
the work of social geographers that expand a Marxist perspective to highlight the role of
geography in understanding how disadvantage is spatially concentrated into community
settings.
To address the first aim of this thesis, which will be empirically examined in Chapter
Five, I will draw upon two conceptualisations of disadvantage and examine their association
with adolescent mental health. The first conceptualisation of social disadvantage highlights the
inequalities that exist between groups of people who own capital and those who do not. This is
reflected in the work of Marx, who highlights the accumulation of economic capital in relation
to class relationships to the means of production (McCartney et al., 2019). Weber extends upon
this by incorporating a multi-dimensional conceptualisation of social disadvantage based upon
the opportunities afforded by education, skills and occupational status (Galobardes et al.,
2007). Ultimately, this thesis will primarily draw upon a Weberian conceptualisation of social
stratification that emphasises both the accumulation of economic and social resources in
relation to the labour market (such as educational attainment). Further, Marxist ideas have been
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extended by the works of social geographers to emphasise how such relationships are manifest
in the spatial patterning of social classes. This is manifest in inner-city suburbs of Australian
cities as being centres of grater concentrated capital than middle and outer ring suburbs.

4.2 Aim Two: Developing Recommendations for Local Prevention-Based
Frameworks for Adolescent Mental Health in Disadvantaged Communities
To address the second aim of this thesis, I will outline the process by which I will apply
a risk and protective prevention-focused framework within the context of adolescent mental
health within disadvantaged communities. As already discussed in Chapter Two (Subsection
2.2.2), I will (briefly) reiterate the risk and protective factors framework and its usage in
prevention-based approaches. Second, as also discussed in Chapter Two (Subsection 2.2.4), I
will also briefly reiterate the CTC prevention framework. Specifically, I will discuss the
specific profile of risk and protective factors utilised within the CTC prevention framework.
This framework was primarily developed with a focus on youth substance use and antisocial
behaviour. However, there is a range of evidence to suggest that these factors may have shared
associations for predicting depressive symptoms in young people as well. Lastly, I will outline
the process by which I will map this framework with the objectives of this thesis to develop
recommendations for addressing adolescent mental health in disadvantaged communities.
4.2.1 Risk and Protective Factors Framework
As discussed in Chapter Two (Subsection 2.2.2), a risk- and protection-focused
prevention approach focuses on identifying factors that increase or decrease the likelihood of
an outcome. Central to this framework is the understanding that individual and contextual risk
factors are associated with poorer developmental outcomes or failure to attain developmental
milestones (Nash & Bowen, 2002). In contrast, protective factors within the individual and
their contextual environment may ameliorate the negative impacts of risk, which can lead to
positive developmental outcomes (Nash & Bowen, 2002). A range of research supports the
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notion that a focus on a risk and protective factors framework may reduce the likelihood that a
range of behavioural health problems may occur (Monahan et al., 2014).
A range of prevention-focused frameworks link theories of health and development to
strategies and activity designed to alleviate depressive symptoms, specifically in adolescents.
These frameworks include the PRECEDE/PROCEED framework (Gielen, McDonald, Gary &
Bone, 2008), The CTC Prevention System (Hawkins et al., 2008) and the PROSPER
Community–University Partnership Model (Spoth et al., 2004). Underlying these frameworks
are logic models that outline the process by which prevention strategies may elicit the desired
change in a health outcome. This includes the kinds of resources required, the underlying
theoretical process for change, how implementing activity will elicit change and the expected
outcomes (Rennekamp & Arnold 2009). For example, the risk and protective factors
framework comprises one part of a whole in a logic model that elaborates that desired changes
in adolescent mental health involve a reduction in risk and increases in protective factors over
multiple developmental systems. This may range from implementing a school-based mental
health program to broader changes in community public policy for addressing mental health.
One such framework that readily utilises the risk and protective factors theoretical model is the
CTC prevention system (Hawkins, 1999). This thesis primarily draws upon the risk and
protective factors frameworks for developing recommendations to support adolescent mental
health. To contextualise this framework within a model of mental health prevention, the
discussion will primarily focus upon the CTC prevention system, and the associated risk and
protective factors framework, which will be discussed in the following section.
4.2.2 The CTC Prevention System
As discussed in Chapter Two (Subsection 2.2.4), the CTC prevention system is
designed to organise and develop community capacity to support a range of youth issues. In
particular, the CTC framework has been used to address substance use, delinquency, teen
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pregnancy, school dropout and youth violence (Monahan et al., 2014) The CTC prevention
system is based on the Social Development Strategy formulated by John Hawkins and Richard
Catalano at the University of Washington (Hawkins, 1999). Rather than any formal
intervention, the CTC model is a framework that may be used to guide community efforts in a
systematic way to address youth issues.
Prevention-focused frameworks such as the CTC prevention system operate using a
data-driven approach to inform profiles of risk and protection for a given outcome of interest.
The CTC prevention system has observed great success with youth issues such as substance
use and delinquent behaviour. (Oesterle et al., 2015; Toumbourou et al., 2019). Therefore, the
framework being developed for this thesis will draw upon the framework utilised by the CTC
model: using a data-driven risk and protective factors approach to developing
recommendations for action by communities or schools.
4.2.3 CTC Framework of Risk and Protective Factors
In addition to articulating a process for the promotion of health, the CTC prevention
system has also developed a comprehensive framework of risk and protective factors that are
known to predict adolescent drug use, delinquency and related youth issues. The development
of this framework was primarily for the use of adolescent substance use and antisocial
behaviour. Consistent with bioecological systems theories, the CTC prevention framework
suggests that factors that affect an individual’s mental health may span across multiple levels
of influence. These have been categorised as the community, school, family and the
individual/peer. Accompanying this framework is a comprehensive and validated survey of
those risk and protective factors. Table 5 below presents the risk and protective factors that
comprise the framework used in this thesis.
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Table 5
CTC Risk and Protective Factors Framework: Variables Comprising the Framework in This Thesis
Risk and Protective Factors

Example Item

Community-Level Factors
Opportunities for Prosocial Involvement (P)

‘In my neighbourhood, there are lots of adults I could talk to about something important.’

Rewards for Prosocial Involvement (P)

‘There are people in my neighbourhood who encourage me to do my best.’

Low Neighbourhood Attachment (R)

‘I like my neighbourhood.’

Community Disorganisation (R)

‘There are lots of empty or abandoned buildings in my neighbourhood.’

Perceived Availability of Drugs (R)

‘If you wanted to get some alcohol, how easy would it be for you to get some?’

Transitions and Mobility (R)

‘How many times have you changed homes?’

School-Level Factors
Opportunities for Prosocial Involvement (P)

‘There are lots of chances to be a part of class discussions or activities.’

Rewards for Prosocial Involvement (P)

‘I feel safe at school.’

Low Commitment to School (R)

‘How often do you hate being in school?’

Academic Failure (R)

‘What were your grades like last year?’

Family-Level Factors
Opportunities for Prosocial Involvement (P)

‘My parents give me lots of chances to do fun things with them.’
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Risk and Protective Factors

Example Item

Rewards for Prosocial Involvement (P)

‘Do you enjoy spending time with your mother?’

Family Attachment (P)

‘Do you feel very close to your mother?’

Family Conflict (R)

‘People in my family have serious arguments.’

Poor Family Management (R)

‘The rules in my family are clear.’

Parental Attitudes Favourable towards Drug Use (R)

‘How wrong do your parents feel it would be for you to smoke cigarettes?’

Parental Attitudes Favourable towards Antisocial Behaviour (R)

‘How wrong do your parents feel it would be for you to pick a fight with someone?’

Peer–Individual Level Factors
Good Coping Strategies (P)

‘When I have a problem, I am good at working it out.’

Emotional Control (P)

‘I know how to relax when I feel tense.’

Belief in the Moral Order (P)
‘It is important to be honest with your parents, even if they become upset or you get punished.’
Religiosity (P)

‘How important is religion or spirituality in your life?’

Sensation Seeking (R)

‘Have you ever done what feels good for a buzz?’

Friend's Use of Drugs (R)

‘In the past year, how many of your best friends have smoked cigarettes?’

Rebelliousness (R)

‘I ignore rules.’

Self-Blame Coping Strategies (R)

‘When I have a problem, I criticise myself.’

Note: (P) = Protective factor; (R) = Risk factor.
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4.2.4 The CTC Risk and Protective Factors Framework: Application for
Developing Recommendations for Adolescent Mental Health in Disadvantaged
Communities
This section outlines a specific framework of risk and protective factors readily utilised
by a community-based prevention system. In doing so, this section also aims to highlight the
suitability of applying this framework to the prevention of adolescent mental health outcomes,
from the perspective of depressive symptoms. The CTC prevention system was primarily
developed to address externalising issues such as substance use and delinquency. Indeed, the
majority of prevention approaches have mostly focused on prevention in adolescent antisocial
behaviour, substance use, bullying and externalising behaviours (Monahan et al., 2014).
However, a study conducted by Bond, Toumbourou, Thomas, Catalano and Patton (2005) has
indicated that this same risk and protective factors framework developed for the CTC
prevention system also show validity in predicting adolescent mental health outcomes. This is
supported by more recent evidence by Monahan et al. (2014), who similarly validated that
many of the identified risk and protective factors identified for substance use and antisocial
behaviour also have a shared association with adolescent depressive symptoms. This is also
further supported by evidence that suggests that implementing the CTC prevention system in
Pennsylvania was efficacious in reducing depressive symptoms in adolescents (Chilenski et al.,
2019).
The second aim of this thesis was to examine the application of the risk and protective
factors framework within the context of identifying key predictors of depressive symptoms in
adolescents at a national scale. Following this and drawing upon the literature review presented
in Chapter Three (Subsection 3.5), this thesis examines this framework within the context of
adolescents residing within disadvantaged communities. Specifically, sociological accounts of
structure, such as Crammond and Carey (2017) highlight the unique differences faced by
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communities experiencing disadvantage as a result of sociocultural and historical issues such
as the location of labour and the distribution of disadvantage. Therefore, a secondary aim was
also to examine whether differences in risk and protective factors exist between communities.

4.3 Aim 3: Examination of a Whole-School SEL Prevention Program in a
School Located in a Disadvantaged Community
The third aim of this thesis is to examine the effectiveness of a whole-school, social–
emotional learning-based program implemented within a single school located in a community
identified as disadvantaged. To address this, the thesis will report on the evaluation for the
REACH program. Therefore, this section describes and examines the REACH program, its
content and its delivery. The evaluation of the REACH program began in 2015 and ended in
2018. In this section, I will first describe the REACH program in terms of its aims, the SELbased logic model underling the program and its delivery. Second, I will provide a detailed
examination of the programmatic content being delivered in the REACH program. Third, I will
discuss the evaluation framework for the REACH program. Specifically, this will be on the
terms of the employment of a quasi-experimental research design and a discussion of the
comparative data.
4.3.1 The REACH Program
The REACH program is a whole-school SEL-based intervention introduced into a
single school located in the south-west region of Perth, Western Australia in 2015. The overall
aim of the REACH program was to develop SEL-based competencies and attitudes to improve
school climate and the mental health of young people in the school. The REACH program was
developed and implemented by the school’s physical education and health staff. The REACH
program was designed as a whole-school approach that involved an expansion of the school’s
health curriculum to include SEL-related content. Therefore, alongside the delivery of SEL
content, the REACH program also delivered general health curriculum and careers
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development content. The REACH program was delivered across two, 50-minute classes a
week across the entire academic year for Year 7 to 9 students by the school’s physical health
education teaching staff. One class was devoted to SEL content, while the other class was
devoted to either Personal, Social and Community Health or Careers content in any school term
teaching week. The delivery of the program was initially staggered for a single cohort of Year
7 students in 2015 and was rolled out to subsequent cohorts of students as they entered the
school in Year 7. The three strands that comprise the REACH program as a part of the health
curriculum is visually represented below in Figure 5.

Figure 5. Visual representation of the three learning strands comprising the REACH program
content.
Included in the REACH program was a range of SEL-based content that was designed
to reflect the social and emotional learning domains as outlined by CASEL (see Durlak et al.,
2015) which also aligns with the Australian Curriculum, Assessment and Reporting
Authority’s (ACARA) personal and social capability (PSC) domains. The core competencies
targeted by this program are (a) self-management, (b), self-awareness, (c) social awareness, (d)
relationship skills and (e) responsible decision-making. Self-management refers to a set of
competencies required to regulate emotions and behaviour such as the capacity to manage
stress, delay gratification and persevere through challenges to achieve personal and educational
goals. Self-Awareness refers to the capacity to understand one’s own emotions, aspirations and
values. These can include assessing your strength and weaknesses, developing a growth
mindset and building a sense of self-efficacy. Social awareness involves the capacity to
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empathise with other perspectives from diverse cultures and backgrounds and to feel
compassion for other people. Relationship skills refers to the ability to develop positive
relationships with others, behave according to social norms and have good communication and
listening skills. Lastly, responsible decision-making refers to the knowledge and skills to
consider consequences, and safety issues risks for personal health and wellbeing. In developing
and implementing resources to target those SEL and PSC domains, the distal goals of the
REACH program were to generate outcomes based on meta-analytic evidence provided by
Durlak et al. (2011). The meta-analytic evidence, based on a review of 213 school-based
universal SEL programs, put forward that participation in SEL programming was able to
generate outcomes to improve SEL-related skills and attitudes such as emotional coping skills
and attitudes towards school, engagement in positive social behaviours, improved academic
performance and reduced emotional distress.
In addition to the SEL component of the program, the REACH program delivers SEL
content alongside two other strands of content. This content includes PSCH and Career
Development. The PSCH stream focuses on supporting students to make decisions about their
health, safety and wellbeing. The key domains of development include alcohol and other drugs,
food and nutrition, health benefits of physical activity, mental health and wellbeing,
relationships and sexuality and personal safety. This stream is aligned with the Australian
curriculum’s health and physical education syllabus (ACARA, 2016). The Careers strand is
based on the Department of Education and Early Childhood Development Victorian Careers
Framework (Victoria State Government, 2019) and Careers and Transition Resource Kit
(Victoria State Government, 2019). This strand aims to provide students with the tools to make
an informed career decision and facilitate development through secondary school. The logic
model for the REACH program is depicted in Figure 6 below.
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Figure 6. Graphic depiction of the logic model for implementing the SEL-based component of
the REACH program.
Therefore, it may be understood that the goals for implementing the REACH program
reflect the changing social landscape and the use of the school setting as a site for the personal
development of young people. This is reflected in a statement put forward by the Australian
Federal Department of Education in the Melbourne Declaration on Educational Goals for
Young Australians (Barr et al., 2008). This statement outlines that on the emotional level,
students ought to ‘have a sense of self-worth, self-awareness, and personal identity that enables
them to manage their emotional, mental, spiritual, and physical wellbeing, with a sense of hope
about their lives and the future’ (p. 9). At the social level, these skills are necessary for students
to ‘form and maintain healthy relationships’ and prepare them ‘for their potential roles as
family, community and workforce members’ (Barr et al., 2008, p. 9). The Melbourne
Declaration on Educational Goals for Young Australians (Barr et al., 2008) states that it is the
role of the schools to develop and build on student social and emotional capacities for young
Australians to become successful learners, confident and creative individuals, and active and
informed citizens.
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4.3.1.1 Examination and Discussion of REACH Program Resources
It must be noted that during this evaluation (2015 to 2018), the REACH program has
undergone two iterations in terms of the resources used to inform the SEL strand of the REACH
program. The first iteration of the REACH program was implemented from 2015 to 2016, and
the second iteration implemented from 2017 to 2018. The first iteration of the REACH program
drew upon a range of resources and module programming to develop SEL skills across a variety
of contexts of concern relevant to young people. Resources drawn from Friendly Schools Plus
(Telethon Kids Institute, 2020), Mindfields (Mindfields, n.d.), SenseAbility (BeyondBlue,
2020), Protective Behaviours (Protective Behaviours Consultancy Group of NSW, 2014), Free
to Be: A Body Esteem Resource (n.d.), and Climate Schools (Climate Schools, 2020) comprise
the SEL and PSCH strands of the REACH program. Resource content includes lesson plans,
content modules that include a range of activities designed to foster SEL skills within the
context of body image, coping with stress, conflict and safety resolution, and bullying by
developing problem-solving and conflict resolution skills, emotional regulation, resilience, and
mindfulness. No teacher training was involved in the delivery of the content. Teachers either
followed instructions given by the lesson plans or developed their plans based on the resources
provided. Resources selected for the first iteration of the REACH program were chosen by the
school’s health education staff in consultation with the Australian Health and Physical
Education curriculum alongside a consideration of specific school student needs and interest
of staff in delivering topics. These include issues such as body image, coping with stress, school
or study problems, personal safety, bullying, family conflict and alcohol use.
4.3.1.2 REACH Program Content: 2015 to 2016
Free to Be – A Body Esteem Resource: Free to Be – A Body Esteem Resource (n.d.)
is a resource designed to address body self-esteem issues for young people, developed by the
Butterfly Foundation, a not-for-profit organisation for eating disorders and negative body
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image. The entire Free to Be resource can be purchased online from the Butterfly Foundation
website. The program is based on a framework of identified risk factors for eating disorders
such as low self-esteem, body dissatisfaction, dieting behaviours and internalisation of thin
ideals (Jacobi, Hayward, Zwaan, Kraemer & Agras, 2004). The resource is designed for a
classroom setting and aims to provide supporting information to teachers and educators, lesson
plans, activities, and digital media to address body self-esteem for students. The targeted
audience for this resource includes students from Year 3 up to the end of high school in Year
12, whereby key messages from the resource are designed to consider the developmental stage
of the participant. The resource is composed of four modules: resilience, the role of the media,
the role of peers, and healthy bodies, and is designed to be covered over a minimum of four
sessions. The Free to Be resource has not been formally evaluated, nor has any formal research
been carried out to provide evidence of effectiveness for this resource.
SenseAbility: SenseAbility is a strengths-based program based on cognitivebehavioural principles designed to promote and maintain resilience in young people (Irwin,
Sheffield & Holland-Thompson, 2010). The strengths-based approach taken by the
SenseAbility program refers to the strategy of developing capacities, to draw focus away from
negative aspects in one’s life and direct them to the positives. This approach is based on the
logic that mental health and wellbeing may be understood from a perspective that shifts
thinking and is in line with cognitive-behavioural approaches. The content of the program is
targeted at secondary school students in Years 7 to 12 (12 to 18 years of age). The entire
SenseAbility program is available free-of-charge online. All modules, including their
resources, can be downloaded. Alternatively, hard copies of the modules can be purchased. The
program resource comprises seven modules: sense of self-worth, sense of control, a sense of
belonging, a sense of purpose, a sense of future, and a sense of humour. Each module is
composed of approximately 20 activities. The lessons are modelled on a student-centred
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learning style that targets individual protective factors like problem-solving, coping skills,
interpersonal competence, and optimistic thinking (McLachlan, 2014). The SenseAbility
program provides schools with three extensive lesson plans complete with activities, teaching
suggestions and links to the SenseAbility modules by which teachers can integrate the material
into their lessons. The SenseAbility program has not been formally evaluated, nor has any
formal research been carried out to provide evidence of the effectiveness of the program.
Mindfields: The Mindfields High School (Junior) program comprises several
theoretical underpinnings and approaches that include strengths-based approaches, SEL and
mindfulness (Carroll, Bower, Ashman & Lynn, 2017). The program resource was developed
alongside ACARA to align with the four PSC domains (self-awareness, self-management,
social awareness and social management). In addition, components of mindfulness were also
incorporated as part of the program resource. The content of the program is composed of eight
modules (and subsequently over eight one-hour sessions) that cover topics such as goal setting,
emotional vocabulary, coping skills and social problem-solving. The program resource is
designed to be delivered in a classroom or small group setting. The Mindfields High School
(Junior) program is designed for Year 7 to 8 students (12 to 13 years of age). The program may
be delivered via online website activities or by a manual provided to the teacher with student
workbooks and digital media for a range of activities.
To date, only one formal evaluation of the Mindfields program content has been
conducted. The Mindfields High School (Junior) was adapted from the Mindfields Intensive
program. The Mindfields Intensive program is designed as a one-on-one six-session selfregulatory intervention for youths who have had context with the juvenile justice system
(Carroll et al., 2017). Therefore, preliminary evaluation of the Mindfields program content
overall was conducted on the Mindfields Intensive program. Carroll et al. (2012) conducted a
preliminary evaluation of the Mindfields Intensive program on a sample of 24 adolescents aged
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12 to 18 (21 males, three females) from a context of youth offenders (the sample was drawn
from a youth correctional facility, youth justice service centre and alternative education
school). Within the sample, 18 were assigned to the intervention group, and six were allocated
to the control condition. The study utilised a pre- and post-intervention design comparing the
two conditions. The Mindfields Assessment Battery (Carroll, Hemingway, Ashman & Bower,
2012), was used to assess self-regulation (forethought, performance control and selfreflection), delinquent activity and participant readiness for change. Results of the study
indicated that intervention participants reported significant reductions in self-reported
delinquency and impulsivity compared to the control condition participants. In addition, preto post-intervention scores for intervention participants indicated significant reductions in prodelinquency and improvements in self-satisfaction when compared to control condition trends.
Protective Behaviours: Protective Behaviours is a preventive life skill and personal
safety resource designed to address issues of bullying, harassment, violence and abuse to
empower young people to communicate to keep themselves safe effectively (Johnson, 1995).
The program is based on two primary principles: 1) that children need to be able to identify
how they feel when they are in unsafe situations, and 2) that children need to know how to
enlist the help of other people when they feel unsafe. The content of the program may be broken
up into 10 topic areas such as concepts around safety, identifying networks of people to go to
during unsafe situations, personal space and assertiveness. The program resource is based on
the theoretical framework of developing communication skills, identifying early warning signs
and assessing the risk of dangerous situations. The Protective Behaviours Consultancy Group
of NSW (https://www.protective-behaviours.org.au/) have developed a range of curriculum
resources for use within the classroom setting and may be suitably tailored into teachers’ lesson
plans that best suit their students’ needs. The resource is designed to be delivered to children
as young as kindergarten age up to Year 10.
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To date, only one evaluation has been conducted on the effectiveness of the Protective
Behaviours resource. Johnson (1995) evaluated the Protective Behaviours resource on a sample
of 321 children and adolescents who were split into three age groups: 4–8 (n = 134), 9–12
(n = 134) and 13–16 (n = 53). Participants were either allocated to an intervention (young
people presented with the Protective Behaviours resource: n = 194) or a control condition
(n = 127). Outcomes in this study were examined in terms of whether young people
participating in the Protective Behaviours program differed in their identification of ‘unsafe
messages’ in dangerous situations, or their responses to potentially dangerous situations, via a
series of vignettes. Outcomes were broken up into two categories: identifying feelings of threat
to personal safety, and response to threats to personal safety. Results presented in this
evaluation of the Protective Behaviours resource suggested mixed evidence of its efficacy for
adolescents. Findings from the evaluation indicate that older adolescents were better able to
identify negative emotionality and the appropriate personal safety strategy compared to
younger children. However, differences were not significant when comparing adolescents
receiving the Protective Behaviours resource to those in a control condition.
FriendlySchoolsPlus: The FriendlySchoolsPlus program is a whole-of-school
intervention designed to develop student’s social skills and relationship skills to reduce both
the likelihood of, and harm from, bullying. The development of the FriendlySchoolsPlus
framework is based upon various social and ecological theories such as social cognitive theory
(Bandura & Walters, 1977), ecological theory (Salzinger et al., 2002) and social control theory
(Benda & Turney, 2002). The program also draws on the understanding that successful bullying
intervention requires a multi-component, systems-based approach (Cross et al., 2004). The
program provides resources to build school capacity to systematically respond to bullying and
provides strategies to parents, teachers and students to prevent and manage bullying effectively.
The content of the program may be targeted to young people aged from six to 14 years of age.
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Implementation of the FriendlySchoolsPlus may include a whole-of-school approach (which
include establishing a school committee, developing school policies and practices, and
implementation of classroom material) or may be integrated into the school curriculum in a
piecemeal manner, drawing upon the various resources and toolkits available from the
program. To date, FriendlySchoolsPlus been successfully trialled with several empirical trials
over the past two decades. One such key trial was conducted by Cross et al., (2011) using a
randomised control trial on 29 schools over three years. The sample was composed of 1968
children aged 8 to 9 years old (intervention = 1046, control = 922). Outcomes were assessed
via bullying-related variables (such as bullying victimisation and perpetration). Results from
the study indicate that intervention students were significantly less likely to observe bullying
at 12, 24 and 36 months, and to be bullied after 12 and 36 months. They were significantly
more likely to tell if bullied after 12 months than the comparison students.
Climate School: Climate Schools is a web-based program resource designed to prevent
substance use and related harms among secondary school students (Newton, Teesson, Vogl &
Andrews, 2010). The Climate Schools framework is based on a social influence approach to
prevention. This approach is based on three elements: 1) providing students with
developmentally appropriate information on substance use, 2) incorporating normative
education (emphasising that young people their age typically do not use alcohol and drugs),
and 3) developing self- and social management skills to resist substance use. The program
content may be broken up into four modules: alcohol module (for Year 8), alcohol and cannabis
module (for Years 8 and 9), cannabis and psychostimulant module (for Year 10), ecstasy and
emerging drugs module (for Year 10). Each module is designed to be integrated into most
school health curriculums, is made up of 6 x 40-minute lessons and can be implemented over
a single school term. Program content is provided primarily through online mediums but may
also involve worksheets or role-playing.
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To date, four large-scale evaluations (three of which were sourced from the same study)
of the Climate Schools program have been conducted. For the first evaluation, Newton et al.
(2009) conducted a cluster-randomised control trial to specifically examine the alcohol and
cannabis module of the program on a sample of 10 schools (N = 764; five schools in
intervention, five in control). Outcomes were assessed in terms of alcohol and cannabis
knowledge, alcohol and cannabis harm, alcohol-related expectancies and attitudes towards
cannabis. These outcomes were measured at baseline, immediately post-intervention and six
months following the intervention. Results of the evaluation indicated that compared to the
control group, students in the intervention group indicated significant improvements in alcohol
and cannabis knowledge both post-intervention and at six-month follow-up. In addition, the
intervention group indicated a significant reduction in average weekly alcohol consumption
and frequency of cannabis use. These findings were further established in a follow-up study by
Newton et al. (2010) examining the impact of the program 12 months following completion of
the program. Findings continued to suggest that compared to the control group, intervention
students continued to exhibit significant improvements in alcohol and cannabis knowledge and
average reductions in weekly alcohol consumption.
4.3.1.3 Summarising the Evidence for the REACH Program Content: 2015 to 2016
Taken together, the first iteration of the REACH program brought together a range of
resources that have varying levels of effectiveness indicated in their targeted outcomes and
over different populations. Climate Schools and FriendlySchoolsPlus have indicated the
strongest evidence for use in schools for young people over a wide age range. In comparison,
Protective Behaviours was not found to be efficacious for adolescent populations (13 to 16
years of age). Mindfields have also indicated positive results. However, this was conducted on
a small sample of youth offenders (12 to 18 years of age), which may limit the generalisability
of the findings to a broader adolescent population. SenseAbility and Free to Be have not been
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formally evaluated. The resources that comprised the REACH program from 2015 to 2016 is
depicted in Figure 7 below.

Figure 7. Structure, targets, and resources for the REACH program (2015–2016).
This review may suggest that the resources used within the first iteration of the REACH
program may not be entirely applicable to the targeted outcomes put forward in the aims of the
program. This is reflected in a more pragmatic approach often taken by schools when
developing school resource programs (Dray et al., 2017), whereby schools will often select
program resources from a large pool based upon perceived need, that pragmatically fits into
the curriculum (based on factors such as timetabling). During this phase of the program,
teachers would be provided with lesson plans from those resources or drew upon those
resources to design their own lesson plans. Feedback and support in implementing this content
were provided via fortnightly meetings and discussions with other REACH program staff.
4.3.1.4 Discussion of REACH Program Content: 2017 to 2018
In 2017 the REACH program underwent several changes that involved the
discontinuation of specific content resources and the introduction of others. The school decided
to develop the SEL strand of their program by removing the SenseAbility and Mindfields
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resources, and drawing upon the Resilience Project (https://theresilienceproject.com.au/) to
comprise the SEL strand of the REACH program. Selection of the Resilience Project resource
was made on the recommendation of school teaching staff after attending a conference. The
Resilience Project is based on a theoretical framework of positive psychology that utilises a
strengths-based approach designed to develop SEL skills and prevent mental health problems.
The Resilience Project resource comprised four development strategies that focus on gratitude,
empathy, mindfulness and emotional literacy. The content of the program includes 10 to 30
lesson plans (depending on year level) with additional various resources and activities that can
be incorporated into teacher lesson plans. Content includes individual and group-based
activities, workbooks and journaling, and digital media content. Training for the Resilience
Project was provided by the organisation as a one-time workshop at the start of 2017 to the
REACH program staff. The Resilience Project resource is delivered at the discretion of teachers
in planning their lesson plans, supported by the program resource. The Resilience Project
resource is currently undergoing formal evaluation, but results have yet to be formally released.
The resources that comprised the REACH program from 2017 to 2018 are depicted in Figure
8 below.

130

Figure 8. Structure, targets, and resources used for the REACH program (2017–2018).
4.3.1.5 Contextualising the Development of the REACH Program Evaluation
In the following section, I describe the development of the REACH program evaluation.
In evaluating the REACH program, the overall goal was to examine whether the intervention
would be effective for improving SEL-related capacities and mental health in young people.
This aligns with the third aim of the thesis, which outlines the goal to examine the effectiveness
of a whole-school SEL-based approach for adolescents residing in a community identified as
disadvantaged. Therefore, in this section, I will first describe the context in which the
evaluation began and took place as a broader thesis project. This involves a description of the
purpose, theoretical foundations and type of program evaluation used to assess the REACH
program. Second, I will discuss the kinds of evaluation frameworks that may take place to
assess an outcome evaluation. This will include a critical comparison between the relative
advantages and disadvantages of using randomised controlled trials (RCT) as compared to a
quasi-experimental evaluation design to address the third aim of this thesis.

131
4.3.1.6 The Context for the Evaluation of the REACH Program
The context for developing the program evaluation of the REACH program is the
intervention’s implementation at the beginning of 2015 within a single high school, located in
Perth’s south-west corridor region, Western Australia. The school in question took part in a
broader research project operating throughout the same region in Perth, Western Australia. This
project was known as the Murdoch Aspirations and Pathways for University (MAP4U) project.
The MAP4U project was a longitudinal study of high school student aspirations for university
and the impact of outreach programming to improve accessibility for university pathways and
improve school climate. The school implementing the REACH program approached the
MAP4U project towards the end of 2015 to request a program evaluation for the school. This
project was then undertaken as a part of this thesis project in 2016. Over the course of this
thesis project, the evaluation of the REACH program took place over 2015–2018.
4.3.2 Types of Program Evaluation: Purpose, Frameworks and Methodologies
Program evaluation may be broadly defined as the systematic assessment of the
operations and outcomes of an intervention, whereby a comparison is made to an established
criterion to make an improvement to a program, or to determine future action taken on a
program (Guyadeen & Seasons, 2018). Several key considerations are present within that
definition. First, the systematic assessment component involves using validated social science
research methods to generate information about the program to guide improvement or future
decisions. Second, depending on the aims, an evaluation may be concerned with either the
program operation or outcomes, or even both. This depends on the evaluation question and
may involve an examination of the program inputs (such as resources), program outputs (such
as the operationalisation of outcomes), efficiency (or cost-effectiveness) of the program, or the
evaluation may be primarily concerned with program outcomes (whether the program achieved
its stated aims). Program evaluation as a discipline is primarily for this last purpose: examining
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whether programs are achieving their stated aims. In alignment with the stated aims of the
thesis, this section focuses on an examination of the REACH program in terms of its impact
outcomes.
There are several ways in which program evaluation may be approached, with different
philosophical frameworks, that subsequently inform the kinds of methodologies employed. It
is typically accepted that there are four theoretical models of program evaluation: postpositivism, pragmatism, interpretivism and critical normative science (Greene, 1994). The
primary focus of this thesis will revolve around a post-positivistic framework of evaluation.
However, significant literature on the other frameworks and models of evaluation emphasises
both different philosophical perspectives on the purpose of evaluation as well as different
methodologies. The post-positivistic framework of evaluation emphasises the utilisation of
scientific and empirical research techniques for evaluating programs. This approach to
evaluation primarily focuses on examining the effectiveness and efficacy of a program
(Guyadeen & Seasons, 2018). This often includes the extent to which a program was able to
achieve a quantitative aim or objective.
Several methodologies are employed within the context of an outcome assessment.
These include case studies, experimental designs and quasi-experimental designs. The two
most commonly utilised are experimental and quasi-experimental designs, which also reflect
the scientific approach undertaken within a post-positivistic framework of program evaluation.
RCTs in which individuals are randomly assigned to an intervention or control group are often
considered the first point of call for assessing causality and is considered the gold standard for
intervention and program evaluation research (Handley, Lyles, McCulloch & Cattamanchi,
2018). Random allocation minimises selection bias and maximises the likelihood that measured
and unmeasured confounding variables are distributed equally, enabling any difference in
outcomes between the intervention and control arms to be attributed to the intervention. RCTs
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can also involve random assignment of groups (e.g., clinics, worksites, or communities) to
intervention and control arms, but this often involves a significantly large sample size to detect
effects. To be mindful of internal validity, RCTs often employ stringent screening criteria for
participants and involve strict systematic data collection methodology (Newcomer, Hatry &
Wholey, 2015). However, in real-world settings, random allocation of the intervention may not
be possible or entirely under the control of investigators because of practical, ethical, social or
logistical constraints. For example, when implementing an intervention within a school, it
could be the case that exclusion of groups of individuals may not be ethically possible, or due
to the need for greater amounts of classes to account for the intervention, also not logistically
possible.
An alternative design that may have greater external validity is the quasi-experimental
design, or QEDs (Handley et al., 2018). QEDs attempt to simulate a design that tests causal
hypotheses, but without the bonus of random allocation in favour of using a comparison group
that may reflect, as closely as possible, a strict control condition. QEDs seek to identify a
comparison group or time period that is as similar as possible to the treatment group or time
period in terms of baseline characteristics. QEDs can include partial randomisation, such as in
stepped-wedge designs (see Brown & Lilford, 2006) when the rollout of a program or
intervention may be predetermined and will include everyone, but the order in which groups
receive the intervention may be randomly assigned and staggered to simulate the RCT design.
Therefore, QEDs may employ additional design elements to simulate the effects of an RCT
design to reduce the bias to internal validity. Such elements may also include the use of group
comparison designs where the relevant outcomes of intervention participants are compared
against a group who are not receiving it.
One of the major considerations when examining the relative advantages and
disadvantages in research designs for intervention research revolves around the discussion of
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internal and external validity (Handley et al., 2018; Rossi, Lipsey & Henry, 2018). Internal
validity, in the context of intervention research, refers to the extent that a program evaluation
can establish the causality of its impacts for addressing its targeted aims. Conversely, external
validity refers to the extent to which the findings from a program evaluation may be generalised
to a specific population or other settings.
A key advantage of the RCT research design is its capacity for reducing internal validity
through the process of randomisation to minimise selection bias and the impact of confounding
variables (Chen, 2010). Intervention research has at its forefront, prioritised internal validity as
a key component in establishing whether an intervention strategy may work or not. Arguments
have also been put forward that a primary drawback to the prioritisation of internal validity is
the reduction in external validity. However, internal and external validity are inversely related,
in that greater internal validity involves a reduction in external validity (Campbell, 1986).
Indeed, historically, researchers have tended to focus on maximising internal validity, with the
idea that it is more important to know if a given public health intervention works under highly
controlled conditions than it is to know if it works among different population groups or
settings. Alternatively, methodologies to establish external validity for interventions typically
employ QEDs. The advantage of the QED is its capacity to generalise the effects of
interventions or strategies to specific populations or settings. Flay (1985) argued that the case
for internal and external validity reflect different components of a broader research process that
seeks to establish the efficacy and effectiveness of interventions and strategies. Indeed, part
and parcel of the broader research aim to determine the benefits of a preventive strategy or
intervention would involve both an examination of its efficacy under carefully controlled
experiment conditions (with higher internal validity) and effectiveness for serving the diversity
of the broader population (with greater external validity). This discussion is particularly
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pertinent in the current state of the field in examining school-based prevention strategies and
interventions for adolescent mental health.
Over the past several years there has been an increased focus on making the case to
support the efficacy of whole-school SEL-based strategic approaches (Goldberg et al., 2019)
and the implementation of intervention activity in schools to improve adolescent mental health
(Werner-Seidler et al., 2017). Conclusions drawn from these reviews, and highlighted in
Chapter Two (Section 2.3), suggest that there is evidence of efficacy, supporting the
implementation of school-based programmatic and whole-school approaches for the
prevention of adolescent mental health problems and to support the development of social–
emotional capacities.
4.3.3 Social–Emotional Learning: Mapping Evaluation Constructs with SELRelated Domains
In addressing the third aim of this thesis, we first evaluated the REACH program from
two perspectives that correspond with Chapters Six (Study Two) and Seven (Study Three).
Study Two evaluates the REACH program from an educational framework perspective of SEL
outcomes. Study Three evaluates the REACH program from the perspective of a preventionfocused risk and protective factors framework. As the risk and protective factors framework
has already been described extensively, this section will focus specifically on SEL-based
frameworks and the evaluation of specific SEL-based outcome measures used in the REACH
program.
As was previously described, SEL, as defined by Elias et al. (1997), refers to the process
of acquiring core competencies to recognise and manage emotions, set and achieve positive
goals, appreciate the perspective of others, establish and maintain positive relationships, make
responsible decisions and handle interpersonal situations constructively. The literature on SEL
has put forward that there are five sets of interrelated domains that comprise this process of
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learning. These domains are (a) self-management, (b) self-awareness, (c) social awareness, (d)
relationship skills and (e) responsible decision-making. These domains are specifically
described in Subsection 4.3.1 of this chapter. In developing the evaluation for the REACH
program, several educational-based constructs were chosen in relation to the five domains.
These constructs were as follows: school engagement (cognitive and emotional), quality of
student–teacher relationships, student voice, academic self-efficacy, school satisfaction and
attachment. The mapping of these constructs to the SEL-related outcome domains are
visualised in Table 6 below.
Table 6
Mapping REACH Evaluation Constructs onto SEL-Based Domains
SEL Domains
Responsible
REACH Evaluation Constructs

Self-

Self-

Social

Relationship

Management

Awareness

Awareness

Skills

DecisionMaking
Cognitive Engagement

Yes

Yes

−

−

Yes

Emotional Engagement

Yes

Yes

Yes

Yes

−

Quality of Student–Teacher Relationships

−

−

−

Yes

−

Student Voice

−

−

−

Yes

−

Yes

Yes

−

−

−

School Satisfaction

−

Yes

−

−

−

School Attachment

−

Yes

−

−

−

Academic Self-Efficacy

School Engagement (Cognitive and Emotional): This construct was designed to assess
a student’s cognitive and emotional experiences with schoolwork and the classroom (Wang,
Willett & Eccles, 2011). Cognitive engagement refers to a student’s self-regulated and strategic
approach to learning. Emotional engagement refers to both the feeling of personal acceptance
by adults and peers and of the value of education and learning in general. Cognitive engagement
refers more specifically to the self-management, self-awareness and decision-making domain
as it involves elements of self-regulation, planning and monitoring of one’s own behaviour in
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the academic context. Emotional engagement may map onto the self-awareness, selfmanagement, relationship skills and social awareness domain as this construct reflects a
recognition of emotion in relation to adults and peers as well as a valuation of their educational
goals.
Teacher–Student Relationship/Student Voice: The quality of a teacher–student
relationship characterises the experience of students in relation to their teacher within their
school (Appleton, Christensen, Dongjin & Reschly, 2006). This relationship may refer to how
open students feel in talking about their experiences with teachers. Complementary to this,
student voice refers to the experience of students in relation to their sense of autonomy and
being heard by others. Positive teacher–student relationships have been found to provide
students with the capacity to feel safe and secure in their learning environment (Roorda et al.,
2017). Measurement of this construct may map onto the relationship skills SEL domain in a
way that characterises a student’s recognition of their positive relationships with adults in the
school setting.
Academic Self-Efficacy: The academic self-efficacy construct refers to the attitudes and
beliefs that a student holds about their abilities, competencies and values within the academic
domain (Eccles, Lord & Roeser, 1996). This construct may relate to the self-awareness and
self-management domains in that they involve recognition of their abilities and values
concerning their academic ability in school.
School Attachment/School Satisfaction: The two constructs of school attachment and
satisfaction refer to a student’s valuation and attitudes towards the school setting (Huebner &
Gilman, 2002). This construct encompasses their enjoyment in school and feelings of value
towards attending school. These constructs may broadly map onto the SEL-related domains in
relation to the recognition of their own emotions and values towards the school setting, which
is reflected in the self-awareness domain.
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4.3.4 Contextualising the Evaluation Framework in the Context of this Thesis
Tied to the broader narrative of the aims of this thesis, this section has described the
development of the REACH program evaluation within the context of determining frameworks
for evaluation. To address the third aim of this thesis, this evaluation also sought to specifically
examine the effectiveness of a whole-school SEL-based approach to prevention in adolescent
mental health within a specific community identified as disadvantaged. QEDs are appropriate
for examining the effectiveness of interventions for specific populations or settings. In this
case, I am examining the efficacy of this program within the context of adolescent mental health
in disadvantaged communities.
An often-employed analytic design within QED pertains to the usage of secondary
sources of data to generate a point of comparison with which to compare the outcomes of an
intervention (Green, 2012). Secondary data are typically collected for different and broader
purposes such as assessment of general public health. An important consideration for this is
the selection of the data source and what conclusions may be drawn from it when using it for
program evaluation. In the case of the REACH program evaluation, the secondary sources of
comparative data were drawn from collectives of schools residing within the same community.
However, these were broken down into Studies Two (Chapter Six) and Three (Chapter Seven).
These reflect the parsing of the primary aim to examine the outcomes of the REACH program.
In Study Two (Chapter Six) of this thesis, we examined longitudinally the effectiveness of the
REACH program in elevating SEL-related outcomes compared to a comparative control
condition of schools located within the same community. In Study Three (Chapter Seven) of
this thesis, we compared risk factors, protective factors and depressive symptoms against
another comparative control condition of schools located in the same community.
These data sources were drawn from two broader projects operating within the
community. For the SEL-related outcomes, comparisons were drawn against the collective of

139
schools in the MAP4U project. For the risk factors, protective factors and depressive
symptoms, comparisons were drawn against the collective of schools in the CTC Young People
Our Future study. This study sought to survey a nationally representative sample of young
people’s health and wellbeing across Australia. For our purposes in this thesis, we sought to
evaluate the effectiveness of the program for adolescent mental health within the broader
context of adolescents within disadvantaged communities. Specific details about the logistical
data collection for evaluating the REACH program are explained in Appendix 1.

4.4 Aim 4: Prevention and Clinical Approaches in Schools
At the beginning of 2018, discussions were held with the school administration for
further evaluating the REACH program in light of preliminary results indicating a lack of
improvement in the targeted outcomes. Several methodologies were discussed with the school
administration, one of which was the possibility of conducting a qualitative evaluation of the
program. However, due to ethical and logistical limitations, this component of the evaluation
was not included in this thesis. A quantitative approach was utilised, which was used to
examine subgroups of REACH program students. Given the preliminary results in 2018, it was
expected that within the REACH program there would be respondents with levels of depressive
symptoms that may not be amenable to change by prevention-based approaches but rather,
require clinical approaches.
In support of this, Chapter Two (Section 2.5) highlights the importance of
comprehensive school-based prevention to build institutional capacity to support adolescent
mental health overall. Such an approach would involve screening and clinical referrals,
alongside prevention-based approaches. The fourth aim of this thesis seeks to examine whether
subgroups of students who were not likely to be impacted by a prevention-focused intervention
existed in REACH program participants. To this end, Study Four utilised latent growth
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trajectory modelling to examine subgroups of adolescent depressive symptoms in a sample of
REACH program respondents.
Study Four also sought to apply the framework developed in Study One within the
context of the REACH program evaluation. This involves two primary sub-objectives: 1) to
examine whether there are any meaningful subgroups of depressive symptom trajectories in
students, and 2) to examine predictors to contextualise the local student setting under which
the REACH program is delivered. Use of this data-driven approach can be used to further guide
recommendations for school-based prevention practice.
Therefore, Study Four drew upon the longitudinal data of depressive symptoms to
model trajectories and examine risk and protective factor predictors of trajectory membership.
Details of the specific methodology are put forward in Chapter Eight (Study Four). However,
it should be noted that due to ethical restrictions, this thesis is unable to present predictor data
at the family and community level. Only data for school- and individual-level predictors were
examined. This limits the ability of the framework to fully capture aspects of the school setting
within the broader community context.

4.5 Conclusion
The aim of this chapter has been to examine the conceptualisations of theory and
frameworks within the context of the aims of the thesis. First, the thesis aims to examine the
association of social disadvantage and adolescent depressive symptoms. To this end, this
chapter sought to examine the specific theoretical frameworks underlying the indicators used
to examine social disadvantage. Specifically, this chapter discussed the usage of the SEIFA
and geographic distance. Second, the thesis aims to examine the application of a preventionfocused risk and protective factor approach to adolescent mental health in communities
identified as disadvantaged. Therefore, this chapter provided an overview of the specific
framework of risk and protective factors drawn from the CTC prevention system. Third, the
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thesis aims to examine the effectiveness of a whole-school SEL-based prevention intervention
for adolescent mental health in a disadvantaged community. Therefore, this chapter set about
describing the aims and goals of the REACH program and the resources used within it. Further,
this chapter also examined the frameworks for conducting program evaluations. Fourth, the
last aim of this thesis is to examine whether subgroups in trajectories of depressive symptoms
existed within REACH program participants. Therefore, this chapter briefly discussed the
context under which this component of the evaluation occurred and the analyses that may be
used to examine those trajectories.
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Chapter 5: (Study One): Development of Recommendations for
Prevention-Based Practice in Disadvantaged Settings

5.1 Introduction
The overall objective of this study was to develop a framework for local prevention
planning of adolescent depressive symptoms that considers social and structural determinants
of mental health. Considering this objective, we aim to highlight an approach for prevention
that examines how social and structural determinants function to compound existing
inequalities in poor mental health in communities experiencing social disadvantage. Such an
understanding may emphasise that social and structural determinants may systematically
organise differences between local community contexts in profiles of risk and protection. This
study will focus on the socio-economic and place-based aspects of social and structural
determinants. Therefore, several aims will be addressed in this study. First, this study will
examine the association of socio-economic and locational factors as predictors of depressive
symptoms in adolescents. Second, this study will examine the key risk and protective factors
of adolescent depressive symptoms based on a nationally representative sample. Subsequently,
this study seeks to examine the homogeneity and heterogeneity of identified risk and protective
factors across select disadvantaged communities. Lastly, the third objective of this study was
to develop an evaluative framework to guide recommendations for targeting depressive
symptoms, based upon identified risk and protective factors.
5.1.1 Social Disadvantage and Adolescent Mental Health: The Case for Prevention
in Disadvantaged Communities
As highlighted in Chapter Three, Subsection (3.1.), both in Australia and around the
world, the evidence has indicated that poorer mental health in adolescents is disproportionately
represented in populations experiencing socio-economic disparities. (Straatmann et al., 2019).
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Evidence from an Australian national survey of adolescent mental health by Lawrence et al.
(2015) indicates that children and adolescents in the lowest quintile category of SES (20.7%)
have almost double the likelihood of experiencing mental disorder than the highest quintile
(10.9%).
Further, Chapter Three, Subsection (3.3.) highlights that residing in increasingly
geographically remote communities may act as a risk factor for poor mental health. This may
in part, be reflected in the concentration of disadvantaged groups who have fewer social and
economic resources in geographically remote locations due to broader structural economic and
political forces (Beer & Forster, 2002; Burke & Hulse, 2015; Gleeson & Randolph, 2002). This
also may be due to the increasing barriers of living in such locations that are more likely to
have fewer educational and employment opportunities, and fewer resources to support mental
health (Rajkumar & Hoolahan, 2004). This is supported by the evidence put forward by
Lawrence et al. (2015), which indicates that the 12-month prevalence of mental disorder among
children and adolescents is greater depending on where you live. Findings also suggest that
adolescents residing in outer regional locations are experiencing more mental disorder (19%)
than those residing in the central city locations (12.9%).
These findings are further evidenced in another Australian national survey of adolescent
mental health whereby there was a greater prevalence of MDD in children and young people
residing in increasingly remote geographical locations (Sawyer et al., 2000). Despite this, there
remains limited work to date that focuses on the geographical aspect of social disadvantage
alongside the prevalence of depression in adolescents. Therefore, part of this study aims to
examine the intersection of socio-economic and geographical disadvantage that comes to
generate place-based disadvantage upon adolescent depressive symptoms.
The employment of prevention strategies and implementation of interventions to
combat a range of adolescent health-compromising behaviours and mental health issues has
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observed a boom in recent decades with varying success (Stockings et al., 2016; Sawyer et al.,
2010). The effective dissemination and implementation of evidence-based health interventions
within local community settings and disadvantaged populations experiencing health disparities
continue to remain a challenge (Alvidrez et al., 2019). Evidence demonstrates that preventive
interventions may have differential impacts between socially advantaged and disadvantaged
groups (Lorenc & Oliver, 2014; Lorenc, Petticrew, Welch & Tugwell, 2013). Moreover, these
impacts may serve to widen existing inequalities in health. Therefore, researchers have
advocated for prevention frameworks that adopt an understanding that includes all aspects of
the community (such as the family and school setting) alongside the compounding effects of
social and structural determinants that exacerbate existing mental health inequalities. Such an
understanding emphasises an approach to prevention that considers the impact of socioeconomic forces alongside the place-based circumstances where interventions are delivered.
This approach is reflected in the place-based approaches endorsed by the WHO; McDaid &
Kousoulis, 2020).
In line with this understanding, the literature has campaigned for the need to
increasingly understand the translation of research to practice when disseminating strategies
and interventions beyond the scope of efficacy and effectiveness trials (Stirman et al., 2012).
Recent research has cited that prevention research ought to be cognisant of the unique
organisation of risk factors that precede the development of mental disorder across local
community contexts (Churchill, Doherty, Hansen & Eccleston, 2012a) Indeed, researchers
have argued that prevention strategies ought to examine the patterns of environmental stressors
in combination with social resources present in local community contexts, to subsequently
inform and adapt prevention strategies and interventions (Trickett, 2009).
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5.1.2 Risk and Protective Factor Frameworks for Common Mental Disorders in
Local Community Contexts
Common mental health disorders such as depression and anxiety continue to remain a
persistent issue for young people (Patton et al., 2014). Half of all lifetime cases for common
mental disorders begin in adolescence (Kessler et al., 2005). Common mental disorders such
as depression adversely affect adolescent development across a range of domains and
substantially increase the risk for suicide (Costello, Mustillo, Erkanli, Keeler & Angold, 2003;
Sawyer et al., 2001). Longitudinal studies have demonstrated that precursors of depression or
depressive symptoms include family and peer support, family and peer conflict (Bond et al.,
2001; Lewinsohn, Rohde & Seeley, 1998), adverse life events (Cicchetti & Toth, 1998),
academic achievement and antisocial behaviour problems (Lewinsohn et al., 1998).
Adolescents experiencing social disadvantage have been indicated as experiencing increased
risk for a range of adverse mental and behavioural outcomes than their more affluent
counterparts (Goodman et al., 2003; Reiss, 2013; Wight, Botticello & Aneshensel, 2006).
Evidence suggests that common mental disorders are not equally distributed across the
population and that substantial differences exist in mental healthcare access, quality and
outcomes across SES (Reiss 2013, Safran et al., 2009).
Prevention approaches for adolescent mental health are predicated on the premise that
empirically verifiable precursors (e.g., risk factors) cumulatively predict the increasing
likelihood of mental disorder such as depression (Monahan et al., 2014). To date, communitybased prevention work has primarily focused on intervening when issues of substance use and
antisocial behaviour appear in adolescents (Farrington, 2002; Hawkins et al., 1995). However,
less attention has been paid within the area of prevention regarding mental health disparities
experienced by socio-economically disadvantaged populations (Perrino et al., 2015).
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Structural influences such as socio-economic disadvantage (low household income,
educational and vocational attainment) and residence in disadvantaged communities may
differentially organise patterns of proximal risk to compound poor mental health outcomes
(Galster, 2012). Unique to the Australian setting is the notion of how patterns of disadvantage
organise across outer urban, regional and rural (Randolph & Tice, 2017). This may result from
several structuring factors such as availability of government housing, housing affordability in
inner-city suburbs and the shifting location of the labour workforce. Subsequently, socioeconomically disadvantaged and marginalised groups are more likely to be pushed into locales
that are marginal to their respective urban centres (Pawson & Herath, 2015). The greater
prevalence rates of poor mental health and fewer resources and services in regional and rural
areas of Australia also reflect this (Meadows et al., 2015). To best explain the spatial
concentration of disadvantage into communities within Australia, it is crucial to understand
how locational and socio-economic disadvantage intersect to generate place-based
disadvantage. Place-based disadvantage organises proximal determinants within communities
to compound inequalities in adolescent mental health.
There has been an increased call to action to clarify how prevention strategies can be
adapted to incorporate an understanding of how specific local contexts may exhibit different
profiles of risk factors, preceding the development of any mental disorder (Churchill et al.,
2012b). Evans and Kim (2010) argue that income and class factors sort individuals into
different settings that are often accompanied by systematic differences in environmental quality
across different levels such as community, family and school factors. These systematic
differences in the environment act as risk factors that increase the likely occurrence of mental
disorder. Recent evidence from Parker et al. (2018) supports the need to understand local
community contexts experiencing structural and social determinants of disadvantage: that is,
structural and social determinants of mental health may organise systematic differences in the
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environment in ways not accounted for by approaches to intervention that tend to focus on
proximal determinants. Communities experiencing socio-economic disadvantage and health
disparities face different challenges across different contexts. Research conducted by Ferrer
and Palmer (2004) put forward that heterogeneity in health outcomes within SES groups are
also likely to exist by way of place-based political, social, cultural and economic
characteristics. Altogether, this reflects an increased need for research to inform prevention
strategy planning and intervention implementation to be sensitive to local contexts. Further
evidence by Brady (2018) argues that community-driven prevention strategies and coalitions
may be enhanced by incorporating an understanding of structural and social determinants.
Local government, policies, community culture, attitudes and values can determine the health
of the local population.
5.1.3 Locally Sensitive Prevention Planning
In line with the idea that local community context can moderate individual experiences
to risk factors, there is a growing body of literature arguing that the implementation of
preventive interventions ought to be contextually sensitive as well. Past evaluation research
has indicated that there may be a moderating impact of different community and school
contexts on preventive intervention outcomes. Bierman et al. (2010) evaluated an SEL program
across three states, in approximately 26 schools. Results indicated improvement in authority
acceptance, cognitive concentration and social competence. However, moderation analyses
indicated that improvement in these outcomes was weaker in schools experiencing socioeconomic disadvantage. It is argued that the planning and implementation of preventive
programming ought to consider the moderating impact of community and school contexts by
way of understanding the unique risks faced by young people in their local contexts
(McCormick et al., 2015). It is important that prevention strategies and interventions targeting
mental health in communities go beyond an understanding of the highly controlled experiment.
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For these strategies and interventions to be ready to be disseminated, they need to be scalable,
effective and sustainable in the long term, and to target a range of factors relevant to the
communities and audience of interest. Therefore, there remains a need to develop
comprehensive frameworks to understand how social and structural determinants may come to
underpin the profiles of risk and protective factors within local community contexts.
5.1.4 Informing Prevention Strategies for Adolescents
Comprehensive community-based approaches to improving the mental health of
adolescents experiencing social disadvantage ought to be adaptive to the structural and social
patterning of risk factors impacting mental health and assume complexity in the pathways that
precede the development of mental disorder (Hoare et al., 2019). Preventive programming for
adolescent mental health is primarily universal and tends to focus on developing individuallevel competencies (Werner-Seidler et al., 2017). Despite the widespread support for the
benefits of school-based programming for adolescent mental health (Werner-Seidler et al.,
2017; Durlak et al., 2011), it is often the case that factors beyond the scope of the school setting
impact intervention outcomes (Sawyer et al., 2011). Ormel et al. (2019) put forward that
combining individual-level intervention with those targeted across levels of community context
(such as family and school) could significantly improve the sustainability and efficacy of
preventive initiatives in local communities. Therefore, developing profiles of risk and
protection across multiple levels of environmental systems remains an important task for the
planning and building of prevention initiatives, fostering community readiness and
implementing appropriate intervention strategies.
5.1.5 Present Study
The overall purpose of this study is to develop recommendations for preventionfocused approaches in addressing adolescent depressive symptoms. This study has a focus on
the application of prevention of adolescent depressive symptoms in disadvantaged
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communities. To this end, this study comprised a number of aims. The first aim was to examine
the association of adolescent depressive symptoms alongside two aspects of social
disadvantage (socio-economic and locational). In line with the review presented in Chapter
Three, it was hypothesised that increasing levels of relative socio-economic disadvantage in an
area and geographical distance would be a risk for greater levels of depressive symptoms in
adolescents.
The second aim of this study was to examine psychosocial predictors of adolescent
depressive symptoms and identify several key risk and protective factors at a national level.
Following this, we sought to examine whether profiles of those key risk and protective factors
for adolescent depressive symptoms would be similar or different across several identified
communities. Two communities were selected based on their similarity in geographical and
socio-economic makeup. The first community was located in Perth, in Western Australia’s
southwest Mandurah region. The other community was located in the southeast of Melbourne
in the Mornington Peninsula region, Victoria. Both communities were identified as being
marginal to their respective urban centres, and both contain considerable variation in levels of
SES, with areas of both advantage and significant disadvantage. In addition, two other
communities were selected based on their significant distance from their respective state capital
city and SES. The first community was geographically north of its state capital of Brisbane,
Queensland. The second community indicated significant socio-economic disadvantage and
was located just south of Brisbane, Queensland. As outlined in Chapter Three (Subsection
3.5.2), the differential distribution of capital within the context of habitus and community
sociocultural history generates differences in the pathways and outcomes for poor mental
health in disadvantaged social classes (Crammond & Carey, 2017). Therefore, in this study, it
was hypothesised that the profiles of risk and protection for adolescent depressive symptoms
would differ across communities.
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The third aim of this study sought to apply a prevention-focused risk and protective
factors framework within the context of developing an evaluative tool to target adolescent
depressive symptoms. To this end, the objective was to develop a composite screening tool of
key risk and protective factors that may be used to examine the prevalence of adolescents that
are likely to exhibit symptoms of depression. In doing so, the use of this composite screening
tool may be used by communities and schools to guide recommendations for planning,
developing and implementing interventions for targeting depression in adolescents.

5.2 Methods
5.2.1 Participants
This study drew upon data from observational surveys of Australian adolescent health
and wellbeing that were conducted by CTC Australia over the past two decades. Data for the
primary outcome measures in this study (depressive symptoms) were drawn from four studies
conducted by CTC Australia: the Australian Health and Wellbeing study (1999), the Healthy
Neighbourhoods study (2006), the Smart Generations study (2013) and the Young People Our
Future study (2017). Table 7 summarises the details of each survey. Throughout this period,
data in this study was drawn from 68 communities across three Australian states (Queensland,
Western Australia and Victoria). Data used in this study were drawn from students in Years 6
to 11 (ages 10 to 17).
Table 7
Survey Data Sources
Year

Name of Survey

N = 19,980

1999

Australian Health and Wellbeing Survey

6,886

2006

Healthy Neighbourhoods Survey

6,981

2013

Smart Generations Survey

3,599

2017

Young People Our Future Survey

2,514
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The Royal Children’s Hospital Human Research Ethics Committee and relevant school
and institutional ethics committee in each state provided ethical approval for the studies. For
this thesis, ethical approval was provided by the Murdoch University HREC (See Appendix 3
for a copy of the ethics approval). For each of the surveys, all students in the selected year
levels within the participating schools were invited to take part. In all surveys, student consent
was sought on the day of the survey. All surveys were anonymous. The survey questions and
procedures were matched across the years that the surveys took place. From 1999 until 2002,
responses were recorded using paper and pencil surveys that were transferred to electronic
records by optic mark readers. From 2006, student responses were recorded using online survey
platforms. Students completed the questionnaire in class, taking between 40 to 60 min. Students
were supervised by trained research staff during survey completion (See Appendix 4 for a
sample copy of the CTC survey and Appendix 5 for a copy of the construct dictionary).
5.2.2 Measures
Measure of SES. SES was determined using the SEIFA; ABS, 2018), based on the
relevant census data. For the Australian Health and Wellbeing Survey, 2001 SEIFA scores
were used, for the Healthy Neighbourhoods Survey, 2006 SEIFA scores were used, for the
Smart Generations survey, 2011 SEIFA scores were used, and for the Young People Our Future
survey, 2016 SEIFA scores were used. The chosen measure was the IRSD (IRSAD) which is
a composite indicator of relative disadvantage in a wide array of indicators such as annual
household income, percentage of people with no educational qualification and percentage of
people in low skill occupations. A low score on this measure indicates relatively greater
disadvantage in an area, while a higher score on this measure indicates relatively less
disadvantage in an area. In addition, these scores may be calculated for a range of different
administrative areas such as at the broader local government municipality, the suburb level, or
at the area of the postcode. To capture the specificity of areas and variation within communities,
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SEIFA scores for postal areas assigned to respondent postcodes (or school postcodes) were
used. For the purposes of analysis, SEIFA was split into discrete quartile categories to make
comparisons between socio-economic quartile groupings. Further, SEIFA was theorised to be
a risk factor, whereby increasing disadvantage was associated with a decreasing SEIFA score.
Therefore, SEIFA was reverse coded such that increasing disadvantage was associated with a
higher value rather than a lower value.
Measure of Geographical Areas. To operationalise locational distance from the central
metropolitan centre, data on respondent’s residential postal area’s average distance from the
central state postcode (Western Australia = 6000, Queensland = 4000, Victoria = 3000) were
drawn from an independent third-party mapping website (https://findpostcode.com.au/). The
distance metric from the central state postcode was in kilometres. In the analysis of this study,
we separated geographic distance into four discrete categories of increasing distance from the
CBD centre of their respective capital cities through a visual binning method. These categories
were titled as inner urban (0–15 km from CBD centre), outer urban (16–27 km from CBD
centre), fringe urban (28–61 km from CBD centre) and rural (62–400 km from CBD centre).
The Survey Instrument: The CTC® Youth Survey. The instrument used by the CTC
Ltd in their Smart Generations Project utilised an Australian adapted version of the CTC®
Youth Survey. The CTC® Youth Survey was originally developed in the US and funded by
the Centre for Substance Abuse Prevention to develop a new measurement tool to better inform
state and local prevention efforts (Arthur et al., 2002). Since then, the CTC® Youth Survey
has been widely used as a comprehensive tool for assessing a wide array of risk and protective
factors. The risk and protective factors measured in the survey have previously been identified
by prospective longitudinal research across five main domains: community, school, family,
peer, and individual as well as health and behavioural outcomes. Across these five domains are
35 subscales, with an average of four questions per scale. The instrument was designed to be
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administered in a school setting for one class period (approximately 50 minutes). The
appropriate demographic for this instrument is for adolescents ranging in age from 11 to 18.
Composite measures were generated as a sum of the overall values rather than as a mean to
provide meaningful increments of increase in depressive symptom scores.
Depressive Symptoms. Depressive symptoms were measured using the Short Moods
and Feelings Questionnaire (Angold & Costello, 1995). The Short Moods and Feelings
Questionnaire (SMFQ) is a 13-item self-report scale adapted from the 34-item Mood and
Feelings Questionnaire (MFQ). Each item in the measure takes the form of a statement such as
‘I felt miserable or unhappy’ or ‘I felt lonely’. Respondents rate their experience of each
statement in the past two weeks on a three-point scale ranging from ‘Not True’ (zero points),
‘Sometimes True’ (one point) and ‘True’ (two points). Though there is no strict cut-off score
for the SMFQ, recent studies generally recommend that the optimal cut-off value for
differentiating depressed from non-depressed cases for the SMFQ was 12 and above (Thabrew,
Stasiak, Bavin, Frampton & Merry, 2018). Measures of scale reliability were found to be at .91
via Cronbach’s alpha.
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Table 8
Risk and Protective Factors Measures Included in Analyses
Outcome Variable

Example Item

No. of Items

α

7

.74

Community-Level Factors
Opportunities for Prosocial Involvement (P)

‘In my neighbourhood, there are lots of adults I could talk to about
something important.’

Rewards for Prosocial Involvement (P)

‘There are people in my neighbourhood who encourage me to do my best.’

3

.88

Low Neighbourhood Attachment (R)

‘I like my neighbourhood.’

3

.77

5

.80

4

.87

2

.66

5

.67

Community Disorganisation (R)
Perceived Availability of Drugs (R)

‘There are lots of empty or abandoned buildings in my neighbourhood.’
‘If you wanted to get some alcohol, how easy would it be for you to get
some?’

Transitions and Mobility (R)

‘How many times have you changed homes?’

School-Level Factors
Opportunities for Prosocial Involvement (P)

‘There are lots of chances to be a part of class discussions or activities.’

Rewards for Prosocial Involvement (P)

‘I feel safe at school.’

4

.75

Low Commitment to School (R)

‘How often do you hate being in school?’

7

.80

Academic Failure (R)

‘What were your grades like last year?’

2

.68

3

.74

Family-Level Factors
Opportunities for Prosocial Involvement (P)

‘My parents give me lots of chances to do fun things with them.’
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Outcome Variable

Example Item

No. of Items

α

Rewards for Prosocial Involvement (P)

‘Do you enjoy spending time with your mother?’

4

.77

Family Attachment (P)

‘Do you feel very close to your mother?’

4

.78

Family Conflict (R)

‘People in my family have serious arguments.’

3

.80

Poor Family Management (R)

‘The rules in my family are clear.’

9

.84

4

.82

3

.77

Parental Attitudes Favourable towards Drug Use (R)
Parental Attitudes Favourable towards Antisocial Behaviour (R)

‘How wrong do your parents feel it would be for you to smoke cigarettes?’
‘How wrong do your parents feel it would be for you to pick a fight with
someone?’

Peer–Individual Level Factors
Good Coping Strategies (P)

‘When I have a problem, I am good at working it out.’

2

.72

Belief in the Moral Order (P)

‘It is important to be honest with your parents, even if they become upset or

4

.67

you get punished.’
Religiosity (P)

‘How important is religion or spirituality in your life?’

2

.77

Sensation Seeking (R)

‘Have you ever done what feels good for a buzz?’

3

.73

4

.80

Friend's Use of Drugs (R)

‘In the past year, how many of your best friends have smoked cigarettes?’

Rebelliousness (R)

‘I ignore rules.’

3

.80

Self-Blame Coping Strategies (R)

‘When I have a problem, I criticise myself.’

2

.79

‘In the past two weeks, I felt lonely.’

13

.91

Outcome
Depressive Symptoms

Note: α = Cronbach’s alpha, P = Protective factor, R = Risk factor.
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5.3 Analysis Plan
5.3.1 Analysis One: Examining Geographical and Socio-Economic Predictors of
Adolescent Depressive Symptoms
The first part of this analysis focused on the examination of adolescent depressive
symptoms, geographical distance from the respective CBD location and the relative SES of
residents (at the postcode level). This analysis firstly involved examining associations between
key study variables via bivariate correlations analysis. Further, we examined whether there
would be gender differences in depressive symptoms as a function of SES or locational
disadvantage. Therefore, One-Way Analyses of Variance (ANOVAs) were conducted to
examine group-level differences by gender across quartiles of SES and geographical
categories. In addition, communities within the sample with the greatest average residential
postal distance from the central state postcode (in the Bundaberg region, north of Brisbane,
Queensland), and with the lowest average SEIFA score were selected as disadvantaged
communities (located in the Logan region, just south of Brisbane, Queensland). This comprised
a guided selection for an additional two communities as a part of the analysis, in addition to
the Mornington Peninsula region (located southeast of Melbourne, Victoria) and Mandurah
region (located southwest of Perth, Western Australia).
5.3.2 Analysis Two: Psychosocial Predictors of Adolescent Depressive Symptoms
The second analysis carried out as part of this study aimed to investigate the key risk
and protective factors for adolescent depressive symptoms in two parts. This study aimed to
generate a profile of key risk and protective factors at a national level. Subsequently, an
examination of key profiles of risk and protection were examined at the level of selected
communities. To generate profiles of risk and protection, the analysis consisted of using the
CTC national data to conduct a hierarchical binary regression using SPSS Version 24 (IBM
Corp, 2016) with community, school, family and peer/individual risk and protective factors as
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predictors on a binary depressive symptom scale (0 = 11 and below, 1 = 12 and above).
Significant risk and protective factors were rank ordered by the strongest predictors in terms
of OR. Key risk and protective factors (3 of each) were then selected from this rank ordering
list. This analysis reports on selecting national risk and protective predictors to guide the
development of the framework for examining predictors of depressive symptoms.
Subsequently, the same hierarchical binary regression was conducted for the specific
communities that were previously selected. The purpose of this was to examine whether risk
and protective factor profiles that predict adolescent depressive symptoms were similar or
different across identified communities. The full analysis that includes all the OR for all the
risk and protective factors (not just the key selected variables) can be found in Appendix 2.
5.3.3 Analysis Three: Developing a Depressive Symptom Framework based on
Key Risk and Protective Factors
The third analysis consisted of using the selected key risk and protective factors to guide
the development of a measurement tool for use in putting forward recommendations to inform
the implementation of interventions and resources in schools and communities. Using Stata
version 16.1 (Statacorp, 2019), the subsequent analysis utilised predictive margins in a linear
regression analysis to generate meaningful cut-off points for risk and protective factor scores
as a function of depressive symptoms above a score of 12. The measure for depressive
symptoms was based on the SMFQ.
Analyses were conducted separately for risk and protective factors. Configurations of
risk or protective factor scores above a cut-off score were then selected, and a binary regression
analysis was conducted in SPSS Version 24 using binary configurations of risk and protective
factors. Selection of optimal risk and protective factor configurations predictive of depressive
symptoms above 12 were guided using the classification matrix, indicating the percentage of
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correctly identified individuals. Subsequently, the measurement tool was applied within the
context of the selected communities as well.
5.3.4 Missing Data Treatment
Missing data were found across the variables of interest in this study: 4% to 44% were
missing for risk and protective factors. Of key interest were depressive symptoms, and
missingness was found to be at 13%. Little’s Missing Completely at Random (MCAR) test was
used to evaluate whether data was MCAR or Missing at Random (MAR). Little’s MCAR test
was found to be significant across the dataset for the variables of interest. Therefore, patterns
of missing data cannot be assumed to be MCAR. Reasons for missing data were attributed to
attrition and refusal. The analysis used to account for missing data was Multiple Imputation
(MI) using SPSS Version 24 (IBM, 2016). MI provides a suitable means by which to address
the problem of MAR missing data (McKnight, McKnight, Sidani & Figueredo, 2007). For this
MI analysis, SPSS Version 24 was used (IBM, 2016). The MI method used was by Fully
Conditional Specification (FCS; Liu & De, 2015), as automatically specified by the SPSS
Version 24 program.

5.4 Results
5.4.1 Demographics
Youth surveys in this study were completed by a total of 19,980 adolescents
(Mage = 13.13 years; 53% female). In addition to selecting communities from the Mandurah
and Mornington Peninsula regions, two other communities from the sample were selected
based on geographical distance and lowest average postcode level SEIFA score. Therefore, a
community located in the Bundaberg region (greatest average geographical distance from
central metropolitan postcode in the sample) and another in the Logan region (based on lowest
average postcode level SEIFA score in the sample) were selected. Refer to Table 9 for a
summary of sociodemographic statistics.
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Table 9
Demographics and Descriptive Statistics for the Study Sample
Mandurah Region

Mornington Region

Bundaberg Region

Logan Region

Community

Community

Community

Community

(n = 536)

(n = 586)

(n = 513)

(n = 267)

National Sample
Demographic indicators
(N = 19,980)

Male

9280 (47.1%)

244 (46%)

280 (48%)

228 (46%)

122 (48%)

Female

10403 (52.9%)

286 (54%)

300 (52%)

264 (54%)

131 (52%)

13.13

12.54

13.19

12.23

11.42

1013.34

974.21

1031.29

943.38

971.97

12361 (96.5%)

507 (96%)

296 (99%)

464 (95%)

225 (90%)

448 (3.5%)

23 (4%)

4 (1%)

25 (5%)

24 (10%)

Victoria

13763

−

586

−

−

Queensland

3183

−

−

513

267

Western Australia

3034

536

−

−

−

Age
SEIFA
Non-ATSI
ATSI
States
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5.4.2 Analysis One: Examining Geographical and Socioeconomic Predictors of
Depressive Symptoms
Table 10 show bivariate correlations among the primary variables for the first analysis
of this study. First, as anticipated, the average SEIFA score at the level of the respondent’s
postcode was significantly positively correlated with increasing geographic distance from the
CBD area. This indicates that with increasing geographical distance, the level of relative
disadvantage in an area increases. Second, depressive symptoms were also found to be
significantly positively correlated with both increasing geographical distance and relative
disadvantage. Third, gender (male was coded as 0 and female as 1) was significantly correlated
with increasing depressive symptoms, geographical distance and relative disadvantage. Lastly,
an interaction term was generated with geographical categories and SEIFA.
Table 10
Bivariate Correlations between Key Variables
Variable
1. Depressive symptoms

1

2

3

4

5

-

2. Gender

.17**

-

3. Geographical distance

.03**

.04**

-

4. SEIFA (postcode level)

.05**

.07**

.30**

-

5. GeographyXSEIFA

.05**

.07**

.81**

.75**

-

Given the significant correlation of gender with geographical distance and relative
socio-economic position, alongside the statistical significance of gender in predicting
adolescent depressive symptoms, a pair of one-way ANOVAs were conducted. Examination
of the analysis assumptions indicates that data were non-normal within groups. However, a
large sample size was used, and so normality was assumed (Ghasemi & Zahediasl, 2012). Data
were normally distributed for each group, and there was homogeneity of variances.
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Independent samples t-tests were carried out to examine whether depressive symptoms
significantly differed for adolescent males and females. Further t-tests were also conducted to
investigate whether depressive symptom differences were found between adolescent males and
females of the same geographical and socio-economic quartile groupings. Overall, findings
indicate that adolescent females (M = 8.20, SE = .06) had significantly greater levels of
depressive symptoms than adolescent males (M = 6.20; SE = .07), t (1974) = –22.897,
p < .001. When broken down by geographical groupings, adolescent females also indicated
significantly greater depressive symptoms than adolescent males within each geographical
category: Inner urban, t (215) = –8.20, p < .001; Outer urban t (15860) = 12.32, p < .001;
Fringe urban, t (315) = –11.27, p < .001; Rural, t (12977) = –11.28, p < .001. When broken
down by SEIFA quartiles, adolescent females also indicated significantly greater depressive
symptoms than adolescent males within each SEIFA quartile category: Highest quartile, t
(629) = –10.23, p < .001; 2nd quartile, t (492) = –11.47, p < .001; 3rd quartile, t (499) = –10.68,
p < .001; Lowest quartile, t (311) = –11.30, p < .001. See Table 15 below for descriptive
statistics of means. These findings reveal that adolescent females indicate greater levels of
depressive symptoms than adolescent males, both overall and when comparing by geographical
and socio-economic groupings.
A one-way ANOVA was conducted to determine if depressive symptoms were different
for groups based upon discrete geographical categories and quartiles of relative disadvantage.
For geographical groups, respondents were classified into four groups: inner urban, outer
urban, fringe urban and rural. For SEIFA, respondents were grouped into quartiles of socioeconomic position: the highest quartile indicating greater relative advantage and less
disadvantage, while the lowest quartile indicates greater relative disadvantage and less
advantage. These analyses were also examined separately for males and females. Depressive
symptoms were only found to be significantly different between geographical groupings: F
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(3, 6317) = 6.31, p = .001, and SEIFA quartiles, F (3, 6669) = 5.26, p = .002, for adolescent
females. Depressive symptoms were not found to be different for adolescent males by
geographical groupings, nor by SEIFA quartiles. See Table 11 and 12 for one-way ANOVA
results of geographical and SEIFA groupings split by gender.
Table 11
One-Way ANOVA Comparing Geographical Groupings
Sum of Squares

df

Mean Square

F

p

0.98

.451

6.31

.001**

Males
Between Groups

83.39

3

27.80
28.18

Within Groups

152467.39

5410

Total

152550.79

5413

Females
Between Groups

784.60

3

Within Groups

261757.17

6317

Total

262541.76

6320

261.53
41.44
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Table 12
One-Way ANOVA Comparing SEIFA Quartiles
Sum of Squares

df

Mean Square

F

p

3

79.68

2.82

.080

28.26

5.26

.002**

Males
Between Groups

239.035

Within Groups

162022.59

5734

Total

162216.17

5737

Females
Between Groups

659.91

3

Within Groups

279253.74

6669

Total

279913.65

6672

219.97
41.87

Note: **p < .01.

Further, Fisher’s Least Significant Difference (LSD) post-hoc test was used to examine
specific comparisons between the different geographical (Table 13) and SEIFA quartile
categories (Table 14) within gender groups. Examination of depressive symptoms for females
by geographical groupings was firstly carried out. Results indicated that adolescent females
residing in inner urban locations (M = 8.21, SE = .18) had significantly fewer depressive
symptoms than outer urban (M = 8.92, SE = .17), fringe urban (M = 9.13, SE = .17) and rural
(M = 8.93, SE = .17) adolescent females. Second, comparisons of depressive symptoms for
SEIFA quartile groupings were carried out. Results indicate that adolescent females from the
highest socio-economic quartile (M = 8.43, SE = .16) experienced significantly fewer
depressive symptoms than adolescent females from the lowest socio-economic quartile
(M = 9.25, SE = .16). No other within-group differences were found. See Tables 13 and 14 for
LSD post-hoc test results. See Table 15 for descriptive statistics of means within geographical
and SEIFA quartile categories by gender. See Figures 9 and 10 for a graphical depiction of
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post-hoc testing results comparing the means of geographical and SEIFA quartile categories
by gender.
Table 13
Post-Hoc Comparisons of Adolescent Depressive Symptoms by Discrete Geographical
Groupings
Dependent variable
Depressive Symptoms

Comparison group

Compared with

Mean difference

p

Males
Inner urban

Outer urban

.04

.825

Fringe urban

–.18

.414

.15

.484

–.23

.288

Rural

.11

.605

Rural

.33

.221

Outer urban

–.71

.004*

Fringe urban

–.92

p < .001**

Rural

–.72

.002*

Fringe urban

–.22

.369

Rural

.04

.826

Rural

.20

.371

Rural
Outer urban

Fringe urban

Fringe urban

Females
Inner urban

Outer urban

Fringe urban
Note: *p < .05. **p < .01.
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Table 14
Post-Hoc Comparisons of Adolescent Depressive Symptoms by SEIFA Quartile Groupings
Dependent variable
Depressive symptoms

Comparison group

Compared with

Mean difference

p

Males
Highest quartile

2nd quartile

3rd quartile

2nd quartile

.23

.594

3rd quartile

–.20

.725

Lowest quartile

–.29

.485

3rd quartile

–.43

.203

Lowest quartile

–.50

.091

Lowest quartile

–.08

.951

2nd quartile

–.21

.776

3rd quartile

–.54

.088

Lowest quartile

–.82

.002*

3rd quartile

–.31

.472

Lowest quartile

–.61

.043*

Lowest quartile

–.28

.592

Females
Highest quartile

2nd quartile

3rd quartile
Note: *p < .05. **p < .01.
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Table 15
Descriptive Statistics for Depressive Symptoms by Geographic Categories and SEIFA
Quartiles
Male

Female
CI 95%

M

SE

CI 95%
M

LL

UL

SE
LL

UL

Geographic Categories
Inner urban

6.34

0.15

6.06

6.62

8.21

0.18

7.92

8.51

Outer urban

6.30

0.14

6.03

6.56

8.92

0.17

8.65

9.30

Fringe urban

6.52

0.17

6.24

6.80

9.13

0.17

8.77

9.31

Rural

6.19

0.17

5.87

6.50

8.93

0.17

8.60

9.26

Highest quartile

6.28

0.13

6.02

6.54

8.43

0.16

8.13

8.74

2nd quartile

6.06

0.14

5.79

6.33

8.64

0.17

8.32

8.97

3rd quartile

6.49

0.15

6.20

6.78

8.97

0.15

8.67

9.22

Lowest quartile

6.57

0.15

6.28

6.87

9.25

0.16

8.94

9.56

SEIFA Quartiles

Note: M = Mean, SE = Standard Error; CI = Confidence Interval; LL = Lower Limit; UL; Upper Limit.
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Figure 9. Adolescent depressive symptoms by discrete geographical categories and gender.
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Figure 10. Adolescent depressive symptoms by SEIFA quartiles and gender.
5.4.3 Analysis 2: Psychosocial Predictors of Adolescent Depressive Symptoms
5.4.3.1 National Analysis
A hierarchical binomial logistic regression was performed to examine significant
psychosocial risk and protective factors on the likelihood that adolescents are exhibiting
depressive symptoms above a cut-off criterion of 12 or more. Risk and protective factors
analyses were carried out separately. The logistic regression model was statistically significant
for both risk: ꭓ2(4) = 475.919, p < .001, and protective factor: ꭓ2(5) = 462.008, p < .001. The
model for risk factors explained 34% of the variance in depressive symptoms, while the model
for protective factors explained 23% of the variance in depressive symptoms. As most of the
proximal protective factors increased, the likelihood of exhibiting depressive symptoms above
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the cut-off criterion of 12 decreased. However, it was also found that as three protective factors
increased (community and school, opportunities for prosocial involvement, and religiosity), so
too did the likelihood of exhibiting above a cut-off criterion (>12) for depressive symptoms.
Table 16 presents a rank ordering of the most significant predictors for depressive symptoms:
good coping, school rewards for prosocial involvement and belief in the moral order for key
protective factors, and self-blame, family conflict and friend’s use of drugs for key risk factors.
The full analysis that includes all the variables included in the analysis can be found in
Appendix 2.
Table 16
Rank Ordering on Risk and Protective Factors for Adolescent Depressive Symptoms Based
on Binary Logistic Regression (Cut-off Criteria, 12+)—National Sample
95% CI
Risk and Protective Factors

M

SD

OR

p
Lower

Upper

0.76

0.74

0.79

p< .001***

0.90

0.87

0.92

p< .001***

0.92

0.90

0.94

p< .001***

Peer–Individual—Friend’s Use of Drugs

1.14

1.05

1.25

Family–Family Conflict

1.24

1.21

1.27

p< .001***

Peer–Individual—Self-Blame

1.79

1.72

1.87

p< .001***

Protective Factors
Peer–Individual—Good Coping
School—Rewards for Prosocial
Involvement
Peer–Individual—Belief in the Moral
Order
Risk Factors
.003**

Note: *p < .05. **p < .01. *** p < .001. OR = Odds Ratio Estimate. CI = Confidence interval. p = pvalue.
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5.4.3.2 Selected Communities Analysis
In addition to conducting the hierarchical binomial regression on a national sample, we
also examined whether risk and protective factor predictors were heterogeneous or
homogenous between selected communities. Results indicate that self-blame was a
homogenous predictor of depressive symptoms across all selected communities. However,
family conflict was only predictive of depressive symptoms for the Mornington Peninsula
region and Bundaberg region communities. In terms of protective factors, there was some
degree of heterogeneity. School rewards for prosocial involvement and belief in the moral order
were significant protective factors for depressive symptoms in the Mornington Peninsula
region community, while good coping and belief in the moral order were protective factors for
the Bundaberg region community. Good coping was the only significant protective factor for
the Mandurah region community, and no key protective factors were significant for the Logan
region community. In addition to this, the strength of those predictors differed across
communities as well. Belief in the moral order was the most significant protective factors for
both the Mornington Peninsula and Logan region communities, while good coping was the
strongest protective factor for the Mandurah region and Bundaberg region communities. The
results of the analysis regarding these specific communities are presented in Table 17.
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Table 17
Rank Ordering on Risk and Protective Factors for Adolescent Depressive Symptoms Based on Binary Logistic Regression (Cut-off Criteria,
12+)
Mornington Peninsula Region Community
Risk and Protective Factors

Mandurah Region Community

95% CI
M

SE

OR

95% CI
p

Lower

Upper

Bundaberg Region Community

M

SE

OR

95% CI
p

Lower

Upper

Logan Region Community

M

SE

OR

95% CI
p

Lower

Upper

M

SE

OR

p
Lower

Upper

Protective Factors
Peer–Individual—Good
Coping

2.84

0.03

0.64

0.48

0.86

.006

2.89

0.03

0.69

0.59

0.82

p< .001

2.90

0.03

0.66

0.56

0.78

p< .001

3.09

0.05

1.04

0.83

1.31

.709

School—Rewards for
Prosocial Involvement

2.81

0.03

0.80

0.64

1.00

.053

3.01

0.03

0.97

0.85

1.11

.665

3.01

0.03

0.90

0.77

1.04

.148

3.14

0.04

1.02

0.85

1.22

.843

Peer–Individual—Belief in
the Moral Order

3.19

0.03

0.77

0.63

0.93

.007

3.47

0.02

0.90

0.79

1.02

.119

3.46

0.02

0.89

0.79

1.01

.061

3.42

0.04

0.85

0.72

0.99

.036

1.83

0.04

1.78

0.93

3.42

.081

1.46

0.03

1.40

0.94

2.10

.81

1.38

0.03

1.23

0.786

1.94

.093

1.37

0.04

0.81

0.42

1.57

.525

2.20

0.04

1.37

1.11

1.68

.004

2.21

0.04

1.18

1.06

1.32

.005

2.22

0.04

1.30

1.11

1.54

.003

2.41

0.06

1.07

0.93

1.24

.345

2.37

0.03

1.64

1.23

2.20

.001

2.42

0.04

1.73

1.46

2.04

p< .001

2.39

0.04

1.91

1.59

2.29

p< .001

2.33

0.05

1.35

1.08

1.68

.008

Risk Factors
Peer–Individual—Friend’s
Use of Drugs
Family–Family Conflict

Peer–Individual—SelfBlame

Note: Bolded text = significant predictor.
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5.4.4 Analysis 3: Developing Depressive Symptom Framework based on Key Risk
and Protective Factors
This analysis comprised two separate stages. Results of the first stage relate to the use
of Stata version 16.1 to generate configurations of key risk factor values (self-blame, family
conflict and friend’s use of drugs) and protective factor values (good coping, school rewards
for prosocial involvement and belief in the moral order) that predict a depression score above
the value of 12 (the cut-off criterion for the SMFQ). Risk and protective factors were separately
assessed. Results from the predictive margins analysis indicated that there were 39
configurations of key risk factor values that generate a depressive symptom score above the
cut-off criteria. There were found to be 35 configurations of protective factors values that
generate a depressive symptom score above the cut-off criteria. Subsequently, various
configurations of binary risk or protective factor variables were generated for use in assessing
the predictive value of those configurations in correctly identifying the percentage of
respondents above the depressive symptom cut-off criterion. The configuration with the
greatest classification accuracy was selected and is reported in Table 18.
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Table 18
Depressive Symptoms above Cut-Off Value (12+) as a Function of Risk and Protective Factor Values, with Classification Accuracy of Risk and
Protective Factor Configurations, Sensitivity and Specificity
Value of
Number
Risk and Protective Factors

Value of
Scale Range

Classification

Sensitivity [95%

Accuracy

CI]

Depressive

of Items

Factor

Specificity [95% CI]

Symptom
Protective Factors
Peer–Individual—Good Coping

2

2 to 8

4

4

4 to 16

6

School—Rewards for Prosocial
Involvement

12.39

80.57%

56.30%

[79.82, 81.31]

[52.57, 59.98]

82.01%

72.13%

[81.20, 82.80]

[68.73, 73.35]

79.10%

Peer–Individual—Belief in the Moral
Order

4

4 to 16

11

Peer–Individual—Friend’s Use of Drugs

5

0 to 16

3

Family–Family Conflict

3

3 to 12

8

Peer–Individual—Self-Blame

2

2 to 8

7

Risk Factors

12.11

81.30%
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5.4.5 Development of Measurement Tool
Results for protective factor configurations indicate that a value of 4 (ranging from 2 to
8) on good coping skills, a value of 6 (ranging from 4 to 16) on school rewards for prosocial
involvement, and a value of 11 (ranging from 4 to 16) on belief in the moral order will result
in this configuration correctly identifying 79% of total respondents as having or not having a
depressive symptom score above the cut-off criterion.
Results for risk factor configurations indicate that a value of 3 (ranging from 0 to 16),
a value of 8 (ranging from 3 to 12) and a value of 7 (ranging from 2 to 8) results in the correct
identification of 81% of total respondents as either having or not having depressive symptoms
above the cut-off criterion. Further examination of the results indicates that the estimated
sensitivity for this configuration of risk factors is 82.01% [95%, CI 81.20, 82.80]. This
indicates that 82.01% of individuals with depressive symptoms above the cut-off criterion were
correctly identified when the risk factor cut-off scores were met. With regards to specificity,
72.13% [95% CI 68.73, 73.35] of individuals were correctly identified as not having depressive
symptoms above the cut-off criterion based on this configuration of risk factors when scores
fell below the risk factor cut-off criterion. In terms of the configuration of protective factors,
80.57% [95% CI 79.82, 81.31] individuals with depressive symptoms above the cut-off
criterion were correctly identified when the protective factor cut-off scores were met. Lastly,
regarding specificity, 56.30% [95%, CI 52.57, 59.98] of individuals were correctly identified
as not having depressive symptoms above the cut-off criterion when the protective factor values
fell below the cut-off point. Based on this analysis, the configuration of risk factors is more
accurate in identifying depressive symptoms in adolescents above a cut-off criterion of 12 than
the configuration of protective factors.
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5.4.6 Application of Development Tool in Specific Communities
Subsequently, this measurement tool was applied within the context of the specifically
identified communities to examine the ability of this tool to identify adolescents with
depressive symptoms above the cut-off criterion. Findings indicate that within the Mornington
Peninsula region community, the estimated classification accuracy of this measurement tool in
identifying adolescents with depressive symptoms above the cut-off criteria was 82.10% with
a sensitivity of 82.73% and a specificity of 62.50%. In the Mandurah region community, the
estimated classification accuracy of this measurement tool was 81.50% with a sensitivity of
81.01% and a specificity of 64.29%. In the Bundaberg region community, the estimated
classification accuracy of this measurement tool was 81.60% with a sensitivity of 82.68 % and
a specificity of 69.23%. In the Logan region community, the estimated classification accuracy
of this measurement tool was 76.22% with a sensitivity of 76.11% and a specificity of 80.00%.
These findings are presented in Table 19. The developed measurement tool was composed of
19 items, which is presented in Table 20. Likewise, with the initial analysis of the measurement
tool, it is indicated that the configuration of risk factors is better at identifying adolescents
above a cut-off criterion of 12 than the configuration of protective factors.
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Table 19
Application of Developed Measurement Tool into Specific Communities
Classification
Community

Sensitivity [95% CI]

Specificity [95% CI]

Accuracy
Mornington Peninsula Region Community
Protective Factors Configuration

73.86%

83.69% [78.85, 87.80]

71.43% [29.04, 96.33]

Risk Factors Configuration

82.10%

82.73% [77.45, 87.21]

62.50% [24.49, 91.48]

Protective Factor Configuration

79.58%

80.34% [75.79, 84.37]

69.23% [48.21, 85.67]

Risk Factors Configuration

81.50%

81.01% [76.25, 85.19]

64.29% [44.07, 81.36]

Protective Factors Configuration

78.10%

79.24% [75.03, 83.02]

63.54% [45.12, 79.60]

Risk Factors Configuration

81.60%

82.68% [77.96, 86.75]

69.23% [48.21, 85.67]

Protective Factors Configuration

77.53%

77.78% [71.77, 83.03]

50.00% [1.26, 98.74]

Risk Factors Configuration

76.22%

76.11% [69.20, 82.14]

80.00% [28.36, 99.49]

Mandurah Region Community

Bundaberg Region Community

Logan Region Community
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Table 20
Table of Items for the Developed Tool
Construct (Number of Items)

Items

Protective Factors
Good Coping (2)

‘When I have a problem … I think about the best ways to handle it.’
‘When I have a problem … I am good at working it out.’

School Rewards for Prosocial Involvement (4)

‘My teacher(s) notices when I am doing a good job and lets me know about it.’
‘I feel safe at my school.’
‘The school lets my parents know when I have done something well.’
‘My teachers praise me when I work hard in school.’

Belief in the Moral Order (4)

‘It is important to be honest with your parents, even if they become upset or you get punished.’
‘I think sometimes it’s okay to cheat at school.’
‘I think it is okay to take something without asking if you can get away with it.’
‘It is all right to beat up people if they start the fight.’

Risk Factors
Friend's Use of Drugs (4)

‘In the past year, how many of your best friends have … smoked cigarettes?’
‘In the past year, how many of your best friends have … tried alcohol when their parents didn't know about it?’
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‘In the past year, how many of your best friends have … used marijuana?’
‘In the past year, how many of your best friends have … used other illegal drugs?’
Family Conflict (3)

‘We argue about the same things in my family over and over.’
‘People in my family have serious arguments.’
‘People in my family often insult or yell at each other.’.

Self-Blame (2)

‘When I have a problem … I blame myself.’
‘When I have a problem … I criticise myself or lecture myself.’
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5.5 Discussion
5.5.1 Summary of Findings
As outlined at the end of Chapter Three, there were two primary aims to this study. The
first aim was to examine the association of adolescent depressive symptoms with two aspects
of social disadvantage: specifically, socio-economic and geographical disadvantage in
community contexts. The second aim of this thesis was to examine the interface of a
prevention-focused risk and protective factors framework with social disadvantage in
community settings.
In relation to these aims, several objectives were put forward. First, we examined the
relationship between socio-economic and geographical disadvantage and adolescent depressive
symptoms. In partial support of the hypothesis, findings revealed that residential SES and
residence in outer urban, fringe urban and rural locales were a significant risk factor for
depressive symptoms in adolescent females. This was not the case for males. In line with this,
females were also found to indicate significantly greater levels of depressive symptoms than
males across the sample. Overall, these findings are not dissimilar to studies suggesting that
females are more vulnerable to greater levels of depression due to a range of psychosocial
factors, such as stressful family factors (Lewis et al., 2015).
Indeed, there is research to support that gender differences in the mental health
outcomes of children and adolescents exist in socially disadvantaged populations: females may
be more likely to experience poorer levels of depressive symptoms compared to males due to
a potentially greater tendency to react depressively to poorer socio-economic circumstances
and stressful life events (Adkins et al., 2009). This finding is also consistent with studies
suggesting that socio-economic disadvantage at both an area and individual level are likely to
be a risk factor for depression in young females. A study conducted by Pabayo et al. (2016) on
a sample of adolescents (N = 1878) across 38 neighbourhoods suggest that neighbourhood-
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level income inequality was associated with higher levels of depressive symptoms in
adolescent females but not in males. This is consistent with studies that have found gender
differences in levels of depressive symptoms within household income (Leve, Kim & Pears,
2005), or relative levels of family income (Sorhagen & Wurster, 2017). This is also further
supported by other studies that indicate that females with parents with low education levels
were at an increased risk for depression than males (Wirback et al., 2014). Taken together,
these findings may highlight the intersection between geographical and socio-economic
disadvantage that generate place-based disadvantage in negatively impacting on the depressive
symptoms of young females. It has been indicated that there is relatively little work that
examines the prevalence of depressive symptoms in metropolitan and rural adolescents (Black,
Roberts & Li-Leng, 2012).
Second, an interesting finding is that increasing geographic distance from the central
metropolitan centre was moderately associated with greater levels of relative disadvantage.
These findings are supported by a range of evidence that within the Australian context, socioeconomic and locational disadvantage are closely linked due to the unique spatial distribution
of disadvantage (Pawson & Herath, 2015). Evidence from the Australian Housing and Urban
Research Institute has put forward that the geography of disadvantage in Australia has centred
more advantaged suburbs within the inner areas of the city, closer to the metropolitan centre.
Combined with inner suburb gentrification, disadvantaged areas within Australia are more
likely to be in the middle, outer urban, regional and rural locations (Hulse & Pinnegar, 2015).
This corresponds with the findings presented in this study that moderately link greater relative
disadvantage with increasing geographical distance.
These findings have broad implications for understanding how disadvantage may
spatially concentrate within the Australian context. It can be understood how marginalised and
socio-economically disadvantaged groups may be increasingly located in geographically
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remote locations that generate barriers to accessing much-needed jobs and services. Overall,
the findings in relation to the first aim of this thesis highlight that gender may play a significant
factor in the mental health of socially disadvantaged young people. This may have implications
for the development of appropriate prevention and intervention strategies and responses for
young people experiencing social disadvantage.
The second aim of this thesis was to examine the interface of a prevention-focused risk
and protective factors framework with social disadvantage in community settings. To this end,
the study examined the predictive value of risk and protective factors along with levels of
community, family, school and peer/individual. Findings indicated that proximal level risk and
protective factors were the strongest predictors of depressive symptoms in adolescence. This
is supported by longstanding evidence that suggests proximal factors would be more predictive
than those distal factors to be found at larger, broader, neighbourhood and community-level
factors (Stirling, 2016). The three key risk factors were considered to be self-blame coping
strategies, family conflict and friend’s use of drugs, while the three key protective factors were
considered to be good coping skills, rewards for prosocial involvement in school and belief in
the moral order.
In addition, findings also indicated that the ordering and magnitude of effect for those
identified key risk and protective factors differed between a range of selected communities,
relative to the national sample. This supported our hypothesis that even across communities
experiencing place-based disadvantage, profiles of risk and protective factors would differ.
Across all the selected communities and in terms of risk factors, self-blame was found to be
the most significant risk factor for depressive symptoms. However, family conflict was only
significant for three of the four communities, and friend’s use of drugs did not predict any
adolescent depressive symptoms in those communities. Further, the protective factors for
depressive symptoms across those communities differed. Good coping skills was considered
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the strongest protective factor for the Mandurah region and Bundaberg region communities,
while belief in the moral order was the strongest key protective factor for the Mornington
Peninsula region and Logan region communities.
Overall, this finding indicates that profiles of risk may be somewhat similar across the
identified communities (bar the Logan region community), and the corresponding protective
factors may be different. This finding supports the notion that recommendations for optimal
community and school-based interventions ought to balance targeting risk and protective
factors identified at a population level with the local and place-based circumstances in which
interventions are delivered. This is consistent with the broader mission of community-based
frameworks such as the CTC prevention system, which highlights the importance of developing
broad indicators of risk and protection while simultaneously examining the community context
under which interventions are delivered to be sensitive to the local youth context (Brady et al.,
2018).
To this end, the second objective of this aim was to exploratorily develop a
measurement tool based on those key risk and protective factors of adolescent depressive
symptoms. The purpose of this objective was to develop a tool that may be used within the
context of community- and school-based prevention to examine the prevalence of depressive
symptoms in young people based upon a risk and protective factors framework. Findings from
the study indicated that this measurement tool was able to correctly identify (or had sufficient
sensitivity to) approximately 80% of respondents as having depressive symptoms above the
SMFQ cut-off criteria when the configuration threshold was met, both for risk and protective
factors. However, the specificity of the measure was lower in general for both risk and
protective factors when examined separately: it was only able to correctly identify respondents
as having below the SMFQ cut-off approximately 56% (protective factors) or 72% (risk
factors) of the time when the configuration threshold was not met. Therefore, that configuration
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of risk factors was better able to correctly identify depressive symptoms above the cut-off
criteria than the configuration of protective factors.
This study addresses two aims outlined in this thesis. First, this study revealed that both
socio-economic and locational disadvantage was found to be a risk factor for increasing levels
of depressive symptoms in females more than for males. Second, this study also sought to
develop recommendations for prevention-based practice in disadvantaged communities for
adolescent depressive symptoms. To this end, this study sought to critically examine the
application of a prevention-focused risk and protective factors framework in the context of
socially disadvantaged communities, specifically: to identify key risk and protective factors for
adolescent depressive symptoms and then examine the profiles of those factors across the
context of multiple identified communities. Analyses revealed that key risk and protective
factors between communities differed. These findings provide support for the notion that
prevention planning ought to be considerate of the local context in which strategies and
activities take place. In line with these findings, this study also developed a measurement tool
that may be used in the prevention planning process to guide both strategies and the
implementation of interventions for adolescent depressive symptoms.
5.5.2 Limitations and Future Directions
The first limitation is the cross-sectional design that limits the study’s ability to examine
the causal associations between the risk and protective factors with adolescent depressive
symptoms. Longitudinal research may provide a useful examination of how profiles of risk and
protection may also change over time. In addition, examining longitudinal associations of risk
and protection may also provide useful information for modifying prevention strategies and
interventions throughout adolescence.
A second, related limitation is the breadth of risk and protective factors used in this
study: despite the wide range of such factors, there may be several important factors that were
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not included. A wide range of plausible risk and protective factors exist specifically for
depression, such as a family history of mental disorders (Lieb et al., 2002). In addition, several
contemporary risk factors, such as the rising issue of digital technologies and mobile phone use
for adolescent mental health, have also been identified (Vernon, Modecki & Barber, 2017).
A final limitation is related to the measurement and operationalisation of disadvantage.
Firstly, SEIFA is primarily a summary measure of relative disadvantage that aims to capture
characteristics of an area, such as a suburb (ABS, 2018). There are several nuances specific to
an individual’s circumstances that may not be fully captured in the SEIFA construct. This is
apparent in studies indicating that different typologies of disadvantage exist relative to
sociocultural makeup, including specific living circumstances that may be temporary. Further,
SEIFA only captures an average of the overall characteristics of an area: socio-economic
variation may not be captured in this measure due to the averaging nature of the index.
Second, limitations regarding geographic distance may also not fully capture every
aspect of the socio-spatial organisation of disadvantage in Australia. Evidence suggests that
pockets of social housing, which have been related to spatial disadvantage, continue to remain
within inner-city suburbs and areas (Randolph & Holloway, 2005). Further, this
operationalisation of geographic remoteness may not capture certain aspects related to
locational disadvantage. For example, other indexes of geographic remoteness such as the
Accessibility/Remoteness Index of Australia Plus (ARIA+; Glover & Tennant, 2003) provides
a more nuanced perspective that includes information on access to service centres and road
transport networks. However, as outlined in Chapter Four (Subsection 4.1.5), the distance from
a CBD central zone theoretically reflects the broader geographical structure of Australian cities.
5.5.3 Future Research
There may also be future research directions that could be taken to develop further the
framework put forward in this study. First, a study that could extend on this work may make
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use of longitudinal trajectory modelling to examine differences in the predictors of depressive
symptoms between different socio-economic groups. Further, differences within specific
socio-economic groups may also be examined to strengthen further the notion that locality is
an important facet for prevention planning. This extension may be taken up by multi-group
trajectory modelling analyses for the future.
Second, this study could be extended upon by usage of a moderated mediation
regression analysis. The purpose of this would be to examine how identified protective factors
in specific community settings may moderate the pathways between risk factors and protective
factors. The implications of this future direction could further expand upon the nuance of a
protective and risk factors model that could guide the implementation of strategies to bolster
significant protective factors.

5.6 Conclusion
The findings of this study highlight the two aims of this thesis. First, this study
highlights the potential for understanding social disadvantage (both residential SES and
geographical location) as a risk factor for depressive symptoms in adolescent females. Second,
this study adds support that has been highlighted by community-based prevention practice, to
consider the local context in which strategic action takes place and interventions are delivered.
In the context of this study, the case has been made that risk factors for depression may differ
from those at the national level in certain nuanced ways whereby friend’s use of drugs was not
significantly predictive of adolescent depressive symptoms in the identified communities.
Further, that profiles of protective factors differed across communities as well. To this end, this
study developed a measurement tool based upon this prevention-focused risk and protective
factors framework that may aid communities and schools during the planning phase of their
interventions in targeting appropriate risk and protective factors, by being tailored to the local
context.
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Chapter 6: (Study Two): Evaluating the Effectiveness of the
REACH Program for SEL

6.1 Introduction
In Chapter Two, it was argued that the school setting has been and continues to remain
an important avenue for addressing adolescent mental health and wellbeing within the context
of the broader community (Fazel et al., 2014). The school setting has long been a promising
avenue of approach for the prevention of mental disorders in young people. Schools have many
vital features that uniquely support young people across a range of domains and are ideal spaces
within the community to connect those disparate areas of community, family, peers and the
young person (Mcbride, Midford & Cameron, 1999). Schools have unparalleled access to
young people, coupled with the infrastructural and organisational support to address concerns
relevant to young people across a broad spectrum. Therefore, the school setting represents an
opportune setting for promoting protective factors and opportunities for developing skills and
disseminating information beneficial to overall health and development (Seligman, Ernst,
Gillham, Reivich & Linkins, 2009). School-based prevention may be implemented across
different levels that range from whole-school approaches, piecemeal classroom interventions
or specific programmatic content. As discussed in Chapter Two (Subsection 2.3.1), wholeschool approaches often serve as a vehicle for unifying the implementation of programmatic
content in classrooms, alongside coordinated efforts (such as changes to school health policy)
and partnerships with the broader community (such as the involvement of student’s families).
To date, whole-school approaches in Australia have had limited success in improving
depression and emotional distress in young people. This was taken from two major studies of
whole-school prevention: the Gatehouse Project (Bond et al., 2004) and the beyondblue
research Schools Research Initiative (Sawyer et al., 2010a, 2010b). This is supported by a
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review conducted by Spence et al. (2011) in the first decade of the twenty-first century, which
concluded that there was insufficient evidence to support the implementation of universalbased programmatic content in schools. However, the past decade has observed a growing base
of evidence to suggest that school-based programmatic content (universal, indicated and
targeted) is efficacious in preventing depression in young people (Werner-Seidler et al., 2017).
Recommendations taken from these evaluations and reviews have highlighted the need to
establish evidence of effectiveness in school-based prevention approaches for adolescent
depression.
In recent decades, many school-based RCTs have investigated the effects of universal
interventions targeting a whole range of issues and utilising a whole range of intervention
paradigms. One such intervention paradigm is SEL, which has, in recent decades, emerged as
a movement emphasising that school instruction in SEL skills are critical to the long-term
success of students and their overall health and wellbeing (Durlak et al., 2015). This leads me
to the primary aim of the second study in this thesis. This study examines the effectiveness of
a whole-school SEL-based intervention on SEL-related outcomes concerning the students’
experiences, attitudes and values in the school setting.
SEL has emerged in the past two decades as an approach to health promotion and
prevention that focuses on enhancing strengths, promoting engaging and supportive school
environments, and providing opportunities for building social and emotional competencies
(Durlak et al., 2015). SEL-based programming primarily focuses on promoting young people’s
positive personal competencies, social skills, and attitudes to oneself (i.e., asset development)
through increased positive relationships, social supports, and opportunities for further
development of these skills (Catalano, Hawkins, Berglund, Pollard & Arthur, 2002; Greenberg
et al., 2003). SEL refers to the process of acquiring skills and developing attitudes necessary
to be aware of, as well as the ability to, regulate emotions, set positive goals, empathise with
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others, develop healthy relationships and make responsible decisions (Weissberg, Durlak,
Domitrovich & Gullotta, 2015). SEL as a paradigm involves a range of evidence-based
programs, practices and policies designed to foster the development of this learning process.
There is wide-ranging evidence demonstrating the efficacy of SEL-based programming in
developing various SEL-related outcomes such as emotional regulation, social skills, and
attitudes related to schooling and education (Durlak et al., 2011; Mahoney, Durlak &
Weissberg, 2018; Taylor et al., 2017; Wigelsworth et al., 2016). The subsequent development
of these skills has implications across a range of domains in terms of developing long-term
resiliency, academic performance, and mental health and wellbeing.
Meta-analytic evidence by Durlak and colleagues (2011) from 213 school-based
universal SEL programs for students ranging from kindergarten through high school
(N = 270,034) demonstrated significant improvements in a range of outcomes with associated
mean effect sizes comparing intervention and control groups. These outcomes include
significant improvements for SEL skills (ES = .57; 95% CI [.48, .67]), attitudes towards the
self, school, and others (ES = .23; 95% CI [.16, .30]), positive social behaviours (ES = .24;
95% CI [.16, .32]), academic performance (ES = .27; 95% CI [.16, .29]) and significant
reductions in conduct problems (ES = .22; 95% CI [.14, .35]) and emotional distress (ES = .27;
95% CI [.15, .39]). Further, these effect sizes were found to be greater than or at least
comparable to several other syntheses of meta-analytic evidence of psychosocial or educational
school-based prevention paradigms. See Table 21 for a side-by-side comparison of the effect
sizes between the SEL-meta-analysis compared to other syntheses of school-based
interventions.
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Table 21
Comparing Mean Effects of Reviews Conducted on SEL-Based Interventions in Comparison to Other School-Based Interventions
Outcomes

Studies

SEL Skills

Positive Social

Conduct

Emotional

Academic

Behaviours

Problems

Distress

Performance

SEL Attitudes

ES

95% CI

ES

95% CI

ES

95% CI

ES

95% CI

ES

95% CI

ES

95% CI

Durlak et al. (2011)

0.57

.48–.67

0.23

.16–.30

0.24

.16–.32

0.22

.16–.29

0.24

.14–.35

0.27

.15–.39

Losel and Beelman (2003)

0.40

NA

−

−

0.39

NA

0.26

NA

−

−

−

−

Haney and Durlak (1998)

−

−

0.09

NA

−

−

−

−

0.21

NA

0.29

NA

Wilson and Lipsey (2007)

−

−

−

−

0.37

NA

0.28

NA

0.24

NA

−

−

Dubois et al. (2002)

−

−

−

−

0.15

0–.30

0.21

.09–.33

−

−

0.11

.03–.19

Wilson et al. (2001)

−

−

−

−

−

−

0.17

NA

−

−

−

−

Durlak and Wells (1997)

−

−

−

−

−

−

0.30

NA

−

−

0.30

NA

Horowitz and Garber (2007)

−

−

−

−

−

−

−

−

0.17

NA

−

−

Hill et al. (2007)

−

−

−

−

−

−

−

−

−

−

0.24

NA
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In recent support of this, Taylor et al. (2017) conducted a meta-analysis on 82
studies examining the long-term effects (ranging from 56 to 195 weeks post-intervention)
on a range of outcomes after participating in a universal school-based SEL intervention
for children and adolescents (N = 97, 406). These outcomes include SEL skills (such as
coping strategies and conflict resolution), SEL-related attitudes (such as self-efficacy and
school attachment), positive social behaviours, academic performance, conduct problems,
emotional distress and drug use. Studies in the meta-analysis included those that collected
follow-up data from both intervention and control groups six months or more postintervention. Findings from the study small but significant effect sizes for all the
outcomes in SEL skills (ES = .23; 95% CI [.15, .31]), SEL-related attitudes (ES = .13;
95% CI [.05, .21]), positive social behaviours (ES = .13; 95% CI [.05, .21]), academic
performance (ES = .33; 95% CI [.17,.49]), conduct problems (ES = .14; 95% CI = [.07,
.21]) and emotional distress (ES = .16, 95% CI = [.08, .23]).
The development of SEL capabilities and attitudes have been theorised to promote
the short-term development of these outcomes. Subsequently, development of these skills
has been linked to improved academic performance, high school graduation, college
career readiness, healthy relationships, positive mental health, reduced criminal
behaviour and engaged citizenship (Domitrovich, Durlak, Staley & Weissberg, 2017;
Greenberg, Domitrovich, Weissberg & Durlak, 2017).
Despite the increasing research base regarding the implementation and efficacy of
SEL programming on a range of student outcomes, there remains a continued need to
further examine the effectiveness of SEL-based programming across a range of diverse
contexts and for varied populations (Collie, Martin & Frydenberg, 2017).
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The bulk of the evidence behind SEL-based programming in schools has been
conducted in the US and Europe. This highlights the need for broader attention across
different regions of the world. Preliminary evidence from the past decade in Australia
demonstrates that SEL-based programming can be useful in developing SEL skills,
preventing risk factors for emotional distress and mental disorder, and improving teacher
resilience (Ashdown & Bernard, 2012; Iizuka, Barrett, Gillies, Cook & Marinovic, 2015).
Bowles et al. (2017) highlight that the sociocultural context of Australia may present
unique challenges to the implementation of school-based SEL programming that warrants
continued examination. A significant barrier cited within the Australian context is that
there remains an absence of a single, cohesive, nationwide strategy to SEL-based
programming with many schools bearing the responsibility of selecting appropriate
resources for their local context. Researchers have, therefore, increasingly argued that
further valuation work to develop a solid foundation for collecting evidence of
effectiveness and efficacy within the Australian context is needed (Frydenberg, Martin &
Collie, 2017).

6.2 Present Study
The present study aimed to evaluate the SEL outcomes of high school students
participating in the REACH program across two and a half years since its implementation
in a school south of Perth, Western Australia. A control population sample was obtained
to compare the outcomes of the REACH program. The population sample data was
obtained from a larger research project (Murdoch Aspirations and Pathways for
University Project; MAP4U) that the school implementing the REACH program took part
in during 2014 to 2016. The MAP4U project longitudinally surveyed various student
social–emotional and school outcomes from a sample of 16 schools. Data from schools
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in the same region as the school implementing the REACH program were used as a
comparison. The primary purpose of the evaluation was to identify changes over time
across the areas targeted explicitly by the REACH program, namely, SEL-related
outcomes. These SEL-related outcomes pertained to the development of SEL-related
attitudes in the school context, including school engagement, relationship with teachers,
and a valuation, sense of belonging and satisfaction with school.
The rate of change in SEL outcomes was examined over the two and a half year
period for students participating in the REACH program. In reference to the major metaanalytic evidence presented by Durlak et al. (2011) and Taylor et al. (2017), we
hypothesised that students participating in the REACH program would demonstrate rates
of improvement over time in SEL-related outcomes and the rate of change in SEL
outcomes would be significantly greater when compared against the comparative control
group.

6.3 Methods
6.3.1 Participants and Design
Participants used in this study of the REACH program comprised a single cohort
of Year 7 students starting high school in 2015 (n = 209; male = 119, female = 90). Data
for the REACH program sample were longitudinally collected across three waves:
November 2015, November 2016 and June 2017. A comparative population sample
dataset was obtained to act as a control condition to evaluate the outcomes of the REACH
program. This dataset was drawn from the Murdoch Aspirations and Pathways for
University (MAP4U) project. The data from this project was drawn from 16 schools in
Perth’s south-west corridor region. Data analysed in this study comprised a subset of this
dataset using only Year 7 and Year 8 students. The sub-sample of the population was
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composed of 181 students (male = 88, female = 91). The project collected longitudinal
survey data across three waves, with each wave collected as follows: Wave 1: February
to September 2015, Wave 2: October 2015 to February 2016 and Wave 3: March to May
2016.
6.3.2 Procedure
6.3.2.1 REACH Program
Data collection for the REACH program occurred as part of the school’s routine
evaluation of their teaching program with assistance from an independent evaluation
team. Data were collected from students participating in a social and emotional learning
health curriculum (REACH program). The school is located in Perth’s south-west
corridor region. Ethical clearance to access the school’s evaluation data was obtained
from the university’s Human Research Ethics Committee and the Western Australian
Department of Education (See Appendix 6 and 8 for the ethics approvals by the Murdoch
University HREC and the WADoE respectively). Participant consent to access the
school’s routine evaluation data was collected through student’s written consent and
parent/guardian written consent in an opt-out procedure. The program evaluation survey
was administered at each time point across a single week during the student’s REACH
classes, using iPads and an online survey software program, SurveyMonkey
(SurveyMonkey, n.d.).
6.3.2.2 Murdoch Aspirations and Pathways for University (MAP4U)
The data for the control condition were drawn from the Murdoch Aspirations and
Pathways for University (MAP4U) project. The MAP4U project was a three-year
longitudinal study of high school student aspirations for university and the impact of
outreach programming to improve accessibility for university pathways and improve
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school climate. Outreach programming was implemented for students (primarily Years
10 to 12) across the years 2014 to 2016. Programming primarily involved arts initiatives
such as media, games and art design activities, theatre workshops and screen production
courses (Geagea, Vernon, MacCallum, 2019). The MAP4U project collected data from
16 schools from Perth, Western Australia’s south-west corridor. Students participating in
the MAP4U project ranged from Years 7 to 12. However, data used in the analysis
comprised a subset of the dataset, using only Year 7 and 8 students, with Year 9 to 12
student data excluded. Data was collected via a 20 to 25 minute surveying session, using
iPads or pencil and paper surveys, between 2014 and 2016.
6.3.2.3 The REACH Program Intervention
The REACH program was first introduced in 2015 at a school as a whole-school
SEL-based prevention intervention. The school was located in a community within the
Mandurah region, south-west of Perth, Western Australia. For full details of the
intervention, refer to Chapter Four (Subsection 4.3.1).
6.3.3 Measures
The measures used in the evaluation of the REACH program and used by the
MAP4U project are common to enable comparison of the two samples. The school
implementing the REACH program took part in the larger MAP4U project as a
participating school (See Appendix 7 for a copy of the survey used in the REACH
program).
Demographic Background: Demographic data included gender, year level, and
SES. Gender was measured using a dichotomous response and was dummy-coded
(male = 0, female = 1). SES was measured using the Index of Community SocioEducational Advantage (ICSEA; Barnes, 2011). ICSEA is a measure of Socio-
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Educational Advantage (SEA) that allows comparisons to be made across schools. The
index is constructed from a range of elements based on school student characteristics
including level of parental education, parental occupation, language background, school
remoteness, percentage of Aboriginal students enrolled (Barnes, 2011). ICSEA is
standardised with a mean of 1000 (SD 100), with higher values indicating greater school
advantage.
School Engagement: Both REACH program and MAP4U students were asked to
rate their cognitive and emotional experiences with schoolwork and the classroom. This
provided insight into the cognitive and emotional experiences and engagement of students
within the school, based upon the School Engagement Survey comprising of 15 items
(Wang, Willett & Eccles, 2011). All items were measured on a five-point Likert scale
indicating how strongly respondents agreed with the statement (1= almost never,
5= almost always). Cognitive engagement was assessed using seven items. Cronbach’s
alpha for cognitive engagement ranged between .82 and .86 across three waves of data.
Emotional engagement was assessed using eight items. Cronbach’s alpha for emotional
engagement ranged between .75 and .82 across three waves of data.
Teacher–Student Relationship/Student Voice: Both REACH program and
MAP4U students were asked to report their experiences with their teachers in school and
their sense of autonomy and ‘voice’ within the school. This provides insight into the
student’s awareness of their relationship with their teachers and the autonomy they feel
as a student. The Student Voice/Teacher–student Relationship Scale was a modified scale
for the MAP4U study comprising of two measures (Appleton et al., 2006). Both student
voice and teacher–student relationships were assessed using a five-point scale
(1 = strongly disagree, 5 = strongly agree) with higher scores indicating higher reported
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levels of student’s voice and more positive teacher–student relationships. Student voice
was assessed using three items. Cronbach’s alpha for student voice ranged between .66
and .79 across three waves of data. Teacher–student relationship was assessed using three
items. Cronbach’s alpha for teacher–student relationship ranged between .73 and .81
across three waves of data.
Academic Self-Efficacy: Both REACH program and MAP4U students were asked
to report the degree to which they found a specific school subject enjoyable, useful for
their future or something they felt they were good at. Academic self-efficacy refers to the
attitudes and beliefs a student holds about their abilities, competencies, and values within
the academic domain (Bong & Skaalvik, 2003). This scale is sourced from the Michigan
Study of Adolescent and Adult Life Transitions (MSALT) surveys (Eccles et al., 1996).
Specific academic self-efficacy (efficacy regarding a specific academic domain) was
assessed across a range of different subjects including arts, science, maths, English,
language studies, society and cultural studies, sports and outdoor education, computing,
materials and design technology and VET subjects. A seven-point scale was used (1 = Not
at all true for me, 7= very true for me), with higher scores indicating that the student
enjoyed the subject more, found it useful and felt they were good at it. Academic selfefficacy was generated by compositing an overall score based on each subject-specific
domain. Cronbach’s alpha for each subject-specific academic self-efficacy ranged from
.85 to .95 across three collection waves.
School Satisfaction/Attachment: Both REACH program and MAP4U students
were asked to report their satisfaction and attachment to school. This provides insight into
student feelings and attitudes regarding school. School satisfaction and attachment were
both assessed using four items on a seven-point scale (1 = Not at all true for me, 7 = very
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true for me). Higher scores indicate higher school satisfaction and attachment. The items
that comprise this scale were sourced from the MSALT surveys and the Multidimensional
Students Life Satisfaction Scale (Huebner & Gilman, 2002). Cronbach’s alpha for school
satisfaction ranged between .89 and .91 across three waves of data. Cronbach’s alpha for
school attachment ranged between .67 and .77 across three waves of data.
Overall Social–Emotional Learning: Principal Components Analysis (PCA) was
used to evaluate the underlying factor structure of SEL as a single overall outcome
variable. A single SEL outcome variable was generated based on the factor loadings
provided by the PCA. Results of the PCA across all three waves for each measured
variable were found to load onto a single factor. The singular factor was put forward as
an overall SEL outcome factor. In total, this SEL factor accounted for 56% of the total
variance across the seven measures during 2015, 61% in 2016 and 63% in 2017.
Emotional engagement and school satisfaction consistently loaded the highest among all
the seven measures onto the single SEL factor.
6.3.4 Analysis Plan and Data Treatment
Latent Growth Modelling (LGM) analysis was used to examine the progression
of SEL-related outcomes over time in students participating in the REACH program.
Additionally, multi-group LGM examined whether students participating in the REACH
program would exhibit significant improvement over time when compared against a
control population sample within the same community.
6.3.4.1 Unconditional and Conditional Latent Growth Models
LGM is a longitudinal estimate of growth over time based on a structural equation
modelling framework. Thus, LGM was used to model continuous change in SEL
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outcomes between the first and third instances of measurement. In this analysis, we first
generated a configural model where we fitted a linear model with an intercept and slope
over three time points to each group along each SEL outcome measure. Secondly, models
were fitted to include gender as a covariate (See Figure 11 for a conceptual model).
Additionally, due to the collection of data at the third time point being misaligned between
the REACH program and MAP4U, we allowed the third time score to vary freely between
groups. All analyses were conducted using Mplus (Muthén & Muthén, 2017).

Figure 11. Conceptual model of LGM.
6.3.4.2 Multi-Group Comparisons
For all conditional models, a multi-group framework was used to compare
students participating in the REACH program and students in the MAP4U sample. In
using the multiple group LGMs, we were able to test if the intercept and slopes of SEL
outcomes significantly differed between the two groups over time. Significance of group
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differences was determined by testing for equality of parameters between the REACH
program and MAP4U students using the Wald χ2 test.
6.3.4.3 Testing of Effect Sizes for Significant Rates of Change
Lastly, Cohen’s d effect size analyses were undertaken for significant rates of
change over time for students participating in the REACH program to examine the
magnitude of effect in those changes.
6.3.5 Missing Data Treatment
Missing data was present within the dataset. It is typical in longitudinal studies
for participants to have missing data over time. The missing data in this study may be
attributed to students moving away from school, participants’ non-responsiveness and
technical and logistical issues. Missing data for all variables ranged from 13.6% (SEL
Outcome at Wave 1) to 21.5% (SEL Outcome at Wave 3) for all variables. Mechanisms
of missingness were examined using Little’s MCAR test for each wave of measurement
for SEL and SEL-related outcomes. Examination of the Little’s MCAR results suggests
that Wave 1 (p = .05) and Wave 3 (p = .14) data were considered MCAR. Wave 2 data
were not considered MCAR (p = .02). Mplus uses Full Information Maximum Likelihood
(FIML) procedures, by default, to account for missing data by making use of all the
available information in the analysis and maximising the likelihood of the model given
the observed data. FIML is an appropriate method to account for missing data indicating
20% rates of missingness and can yield similar estimates with low levels of bias (Dong
& Peng 2013).
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6.4 Results
6.4.1 Preliminary Analysis of Between-Groups Comparisons on Key
Demographics
Table 22 describes the key descriptive statistics and means for the primary study
variables of both groups. Descriptive statistics indicate that females comprise roughly
43% of the REACH program sample and 51% of the MAP4U sample. The entire sample
of students in the REACH program in the first instance was sampled during Year 7. The
MAP4U sample was drawn from Year 7 (n = 101) and 8 (n = 80) groups. The average
school ICSEA for students participating in the REACH sample was 1019, while average
school MAP4U was 985 (SE = 1.3). Independent samples t-test were run to compare
REACH and MAP4U samples on key sociodemographic and key outcomes at Wave 1 of
data collection. Significant differences were found between the two groups on all key
sociodemographic variables and key outcomes except for gender t (386) = –1.53, p = .127
and academic self-efficacy t (320) = –1.20, p = .230.
Table 22
Demographic and Descriptive Statistics of Key Variables (N = 390; REACH = 209;
MAP4U = 181)
Sociodemographic Variables

REACH

MAP4U

Male

119 (57%)

88 (49%)

Female

90 (43%)

91 (51%)

Year 7

209

101

Year 8

−

80

ICSEA

1019

985.92 (1.3)

201

Key Outcomes (Wave 1)

M (SE)

M (SE)

Overall Social–Emotional Learning

19.71 (.32)

22.58 (.24)

Cognitive Engagement

3.17 (.06)

3.58 (.06)

Emotional Engagement

3.65 (.05)

4.05 (.04)

Teacher–student Relationship

2.87 (.07)

3.45 (.06)

Student Voice

2.85 (.07)

3.30 (.06)

Academic Self-Efficacy

4.57 (.09)

4.70 (.07)

School Satisfaction

3.98 (.11)

5.11 (.08)

School Attachment

5.16 (.09)

5.93 (.07)

Overall Social–Emotional Learning

18.84 (.36)

22.01 (.33)

Cognitive Engagement

3.10 (.06)

3.39 (.07)

Emotional Engagement

3.43 (.06)

3.75 (.06)

Teacher–student Relationship

2.74 (.07)

3.26 (.08)

Student Voice

2.59 (.07)

3.04 (.07)

Academic Self-Efficacy

4.46 (.08)

4.62 (.07)

School Satisfaction

3.69 (.11)

4.85 (.10)

School Attachment

4.90 (.09)

5.76 (.07)

Overall Social–Emotional Learning

18.64 (.34)

22.88 (.33)

Cognitive Engagement

3.04 (.06)

3.54 (.06)

Emotional Engagement

3.28 (.05)

3.82 (.05)

Teacher–student Relationship

2.65 (.07)

3.36 (.07)

Key Outcomes (Wave 2)

Key Outcomes (Wave 3)
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Student Voice

2.42 (.08)

3.00 (.08)

Academic Self-Efficacy

4.25 (.08)

4.67 (.07)

School Satisfaction

3.54 (.11)

4.87 (.10)

School Attachment

4.71 (.09)

5.70 (.09)

6.4.2 Latent Growth of SEL Outcomes
When modelling growth in SEL outcomes across the three time points between
the REACH program and MAP4U students, fit indices indicate that the latent growth
models were a good fit for all but two variables. Fit indices suggested a mediocre fit for
the teacher–student relationship with the lower bound Root Mean Square Error of
Approximation (RMSEA), non-significant close fit, Comparative Fit Index (CFI) and
Tucker-Lewis Index (TLI), indicating adequate fit despite significant chi-square (Kenny,
2015). Poor fit was suggested when fitting the model for the school attachment variable.
Table 23 presents the model fit results for the analysis.
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Table 23
Latent Growth Model Fit Results for Each Variable with Both REACH and MAP4U Samples (Controlling for Gender)
Chi-Square Contribution from
Model Fit Statistics
Each Group

Model Description
ꭓ2 (p)

RMSEA (90% CI)

Close-Fit Test

CFI

TLI

SRMR

REACH

MAP4U

SEL Outcome

9.48 (0.15)

0.06 (0.00, 0.12)

0.39

0.98

0.96

0.05

3.06

6.41

Cognitive Engagement

8.04 (0.15)

0.06 (0.00, 0.12)

0.37

0.97

0.93

0.05

5.40

2.64

Emotional Engagement

12.59 (0.05)

0.08 (0.00, 0.13)

0.20

0.97

0.93

0.07

6.95

5.64

Teacher–student Relationship

13.80 (0.02)

0.10 (0.04, 0.16)

0.09

0.94

0.86

0.08

10.17

3.63

Student Voice

2.65 (0.75)

0.00 (0.00, 0.07)

0.89

1.00

1.00

0.03

1.67

0.98

Academic Self-Efficacy

2.51 (0.77)

0.00 (0.00, 0.07)

0.90

1.00

1.00

0.03

1.68

0.83

School Attachment

25.50 (0.00)

0.15 (0.09, 0.20)

0.002

0.88

0.72

0.18

0.60

24.89

School Satisfaction

8.66 (0.19)

0.05 (0.00, 0.11)

0.45

0.99

0.97

0.06

8.10

0.56

Note: ꭓ2 (p) = chi-square value and p-value; RMSEA = Root Mean Square Error of Approximation; CFI = Comparative Fit Index; TLI = TuckerLewis Index; SRMR = Standardised Root Mean Square Residual.
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6.4.2.1 Comparing Initial Levels of SEL Outcomes
Results of the analyses indicate that initial levels of SEL outcome such as cognitive
engagement, emotional engagement, teacher–student relationship student voice, school
attachment and school satisfaction were significantly lower for REACH program students than
for MAP4U students (see Table 24 below for results). Academic self-efficacy was the only
outcome to indicate no significant differences in initial baseline levels between REACH
program students (I = 4.73, SE = .10) and MAP4U students (I = 4.80, SE = .09), Wald
test = .22, p = .637.
6.4.2.2 Comparing the Rate of Change in SEL Outcomes
Results of the analyses indicate that the rate of decline in REACH program student
emotional engagement (S = –.28, SE = .07) was significantly faster than MAP4U students
(S = –.14, SE = .05) on average, Wald test = 3.90, p = .049. However, results for the overall
SEL outcome and other variables indicated no significant differences in the rate of change over
time between the samples (see Table 24 for results).
6.4.2.3 Comparing both Initial Levels and Rate of Change in SEL Outcomes
In this analysis, we also compared both the initial baseline level of SEL outcomes and
the rate of change within the same model. Results indicated that for all SEL outcomes (except
academic self-efficacy), the two latent growth factors (intercept and slope) were found to be
noninvariant across groups (see Table 24 for results). In other words, both the initial level of
and rate of change in student cognitive engagement, emotional engagement, teacher–student
relationship, student voice, school attachment and school satisfaction were significantly
different between groups. Therefore, REACH program students indicated significantly worse
social-emotional outcomes than MAP4U students at initial baseline levels and over time.
Academic self-efficacy was the only outcome where REACH program and MAP4U students
did not significantly differ at baseline levels and rate of change over time.
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Table 24
Estimated Intercepts, Slopes and Combined Significant Tests Comparing REACH and
MAP4U Samples
REACH
B (SE)

MAP4U

Wald Test

p

B (SE)

p

Value

p

p< .001

22.67 (.37)

p< .001

31.28

p< .001

.336

2.87

.090

48.69

p< .001

p< .001

10.30

.001

.501

0.00

.989

21.35

p< .001

SEL Outcome
Intercept
Slope

19.59 (.41)
–.37 (.28)

.186

.20 (.21)

Intercept and Slope

Cognitive Engagement
Intercept
Slope

3.21 (.09)
–0.10 (.10)

p< .001
.304

3.63 (.08)
–1.0 (.15)

Intercept and Slope

Emotional Engagement
Intercept

3.71 (.06)

p< .001

4.07 (.07)

p< .001

15.58

p< .001

Slope

–.28 (.07)

p< .001

–.14 (.05)

.005

3.90

.049

37.68

p< .001

Intercept and Slope

Teacher–Student Relationship
Intercept

2.95 (.09)

p< .001

3.41 (.09)

p< .001

13.13

p< .001

Slope

–.14 (.09)

.123

–.02 (.07)

.756

1.41

.236

25.74

p< .001

Intercept and Slope

Student Voice
Intercept

3.01 (.08)

p< .001

3.41 (.09)

p< .001

10.87

.001

Slope

–.30 (.07)

p< .001

–.24 (.08)

.003

0.36

.550

19.11

p< .001

p< .001

0.22

.637

.800

1.41

.236

2.84

.242

Intercept and Slope

Academic Self-Efficacy
Intercept

4.73 (.10)

p< .001

Slope

–.11 (.10)

.262

Intercept and Slope

4.80 (.09)
–01 (.06)
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School Attachment
Intercept

5.18 (.12)

p< .001

5.93 (.09)

p< .001

27.86

p< .001

Slope

–.35 (.12)

.005

–.20 (.10)

.023

1.75

.186

44.08

p< .001

Intercept and Slope

School Satisfaction
Intercept
Slope

4.08 (.14)
–38 (.14)

p< .001

5.21 (.11)

< .001

39.82

p< .001

.009

–.20 (.09)

.007

1.68

.195

63.28

p< .001

Intercept and Slope

6.4.2.4 Examination of the Rate of Change for Significant Slopes within the REACH
Sample
Another aim of the study was to examine the significance in the rate of change for SELrelated outcomes in REACH program students. Cohen’s d was used to examine the magnitude
of effect in the rate of change over time for emotional engagement, student voice, school
attachment, and school satisfaction. Examination of the effect sizes indicates small to moderate
magnitudes of effect for emotional engagement (–.56), student voice (–.39), school satisfaction
(–.30), and school attachment (–.38), indicating a decline in those outcomes.

6.5 Discussion
This study aimed to report on the evaluation of a whole-school SEL-based intervention
implemented in a high school in Perth’s south-west corridor, Western Australia. Results
indicate that over a two and a half year period, students participating in the REACH program
indicated no significant improvements and even suggest a decline across some of the SEL
outcomes. In comparison to a control population, students participating in the REACH program
either indicate no improvements in SEL outcomes or suggest a significant decline in emotional
engagement over time. This evaluation of the REACH program did not support the proposed
hypothesis that a whole-school social-emotional learning intervention designed for adolescent
wellbeing and mental health was effective in significantly improving SEL-related outcomes
over a two and a half year period.

207
The finding of no significant effects of the intervention on overall SEL skills and its
constitutive components are inconsistent with research evidence indicating support for SELfocused programming on social-emotional competencies, school engagement, and academic
outcomes (Durlak et al., 2011; Mahoney et al., 2018; Taylor et al., 2017). Additionally, the
present study found some small significant differences in favour of the control group in terms
of the emotional school engagement variable. This finding is also inconsistent with previous
studies that have cited SEL approaches as beneficial for the development of school
engagement. However, as the control group was on a different school campus, it may be that
the SEL program ameliorated a potentially steeper decline in levels of social-emotional
competencies within that particular school. Having a waitlist group within the school and
comparing between classes may have been a more nuanced approach to determining the
effectiveness of the program.
There may also be several other possible explanations for the lack of effectiveness of
this program in improving SEL outcomes. First, it is possible that the broad approach taken by
the school in developing the REACH program may have contributed to the null findings
presented in this study, as a range of program resources was selected, not all of which had
strong evidence for efficacy. Dray et al. (2017) highlighted the difficulties in developing
efficacious school-based interventions for reducing mental health problems. Twenty schools
were provided with a variety of resources to select from; however, the results of the evaluation
indicated no significant improvements in mental health outcomes over two years. This is in
line with meta-analytic evidence conducted by Durlak et al. (2011) whereby they found 213
universal school-based SEL strategies developed in schools did not use evidence-based SEL
programming. It may be that the selected teachers in this one school required more training as
they may have lacked knowledge of effective SEL programming, may have implemented them
poorly or failed to distinguish between the variety of programs.
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Second, it may be the case that during the implementation of the REACH program,
staff initially trialled an amalgamation of various program resources to address a variety of
student concerns. This is often observed in cases where interventions are adapted during the
process of implementation when a range of program resources are available (Dray et al., 2017;
Humphrey et al., 2010). This may create a sense of local ownership that improves long-term
program sustainability. However, the difficulties arise when teachers within schools exhibit
vastly varying levels of implementation fidelity for the same resource. This stands in contrast
to the more typical SEL-based intervention structures that often have a clear focus and direction
in the implementation processes (Humphrey et al., 2010). This is also observed in the case of
a trial-and-error approach where the trial school phased out the initial selection of program
materials in favour of a more structured SEL approach in the form of the Resilience Project.
The inconsistency in program structure across these two phases may also have contributed to
the null results presented in this study.
Although the performance of this iteration of the SEL program is not ideal, this research
provides an initial evaluation of the REACH program, which will be used to develop the SEL
program further. Many programs are often implemented in a short-term and piecemeal manner,
with little opportunity for long-term sustainability and reinforcement of skills, an essential
component for SEL outcomes (Elias, 2010). A strength of this program is that it was
implemented and integrated as a part of their health curriculum and that student’s participation
was mandatory over a long period of time. Follow-up evaluations may find benefits of the SEL
program in the long-term that were not detected in this timeframe.
Results of this study ought to be considered in light of several methodological
limitations. First, our study only used student self-reports to inform the outcomes of the
evaluation as opposed to also using teacher and parent self-reports to triangulate findings.
Second, this study lacked a control group within the trial school due to logistical and ethical
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considerations. Comparisons had to be made between a population sampled from schools
within the same region rather than between classes in the same school. Therefore, there may
be fundamental differences between school catchment areas that may impact the validity of
findings unique to suburbs and communities. Added to this was the logistical consideration of
using a control population sample whereby the data collection for the final collection interval
between the REACH program evaluation and the control sample were not aligned. Therefore,
comparisons between the final time point for both cohorts may be misaligned in the present
study.

6.6 Implications and Conclusions
This investigation has only been on a small scale and applied to one school. Therefore,
it is difficult to find evidence that a long-term whole-school SEL-based intervention designed
to enhance overall SEL skills over a two and a half year period was effective in improving
adolescent SEL outcomes for students. The study findings may suggest that there continues to
remain a gap between current trends in research and prevention practice in schools. This study
may highlight the need for a more concerted effort to develop partnerships with schools through
the development of prevention programming design and implementation. This guidance can
include the dissemination of information about evidence-based programming, inform schools
on the best fit for program resources based on local community contexts, and provide proper
implementation guidance to sustain efficacious interventions in the long term (Durlak et al.,
2015; Wandersman & Florin, 2003).
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6.7 Study Two Supplementary Analysis: Cohort B vs MAP4U
6.7.1 Methods
6.7.1.1 Participants
Participants of this evaluation of the REACH program comprised two cohorts of
students who started the REACH program in 2015 (Cohort A) and 2016 (Cohort B) as they
came into Year 7. For this supplementary analysis, Cohort B was also compared against the
MAP4U sample. However, this evaluation pertained only to the first phase of the REACH
evaluation, allowing only two time points to be assessed.
Cohort B comprised 294 students (male = 169, female = 125) students. Data for Cohort
B were longitudinally collected across two waves, from November/December of 2016 to June
of 2017. To evaluate the outcomes of the REACH program’s Cohort B, a comparative
population sample dataset was obtained to act as a control condition. This dataset was drawn
from the Murdoch Aspirations and Pathways for University (MAP4U) project. The data from
this project was drawn from 16 schools in Perth’s south-west corridor region. The sample of
the population comprised 860 students (male = 380, female = 480). The project collected
longitudinal survey data across three waves, each wave was as follows collected: Wave 1:
February to September 2015, Wave 2: October 2015 to February 2016 and Wave 3: March to
May 2016.
6.7.1.2 Analysis Plan
To investigate whether SEL outcomes were significantly improved for students
participating in the REACH intervention, two Analysis of Covariance (ANCOVA) were
conducted using a 2 (time points: 2016 versus 2017) x 2 (condition: Cohort B versus MAP4U)
ANCOVA. ANCOVA assesses whether the means of a dependent variable (SEL outcomes)
are equal across levels of an independent variable (treatment condition) while controlling for
the effects of covariates. For both analyses, the time point was manipulated within-group while
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the condition was manipulated between groups. Year level, gender and SES (by ICSEA) and
school attended were entered as covariates. By the time of this analysis, Cohort B was only
compared against the two waves of MAP4U (in 2016) data due to having come into the REACH
program one year after Cohort A (in 2015).
6.7.1.3 Measures
Demographic background: Demographic data included gender, year level, and SES.
Gender was measured using a dichotomous response and was dummy-coded (male = 0,
female = 1). SES was measured using the ICSEA. ICSEA is one measure of SES that allows
comparisons to be made across schools. The index is constructed from a range of elements
based on school student characteristics including level of parental education, parental
occupation, language background, school remoteness, percentage of Aboriginal students
enrolled (Barnes, 2011). ICSEA is standardised with a mean of 1,000 (SD 100), with higher
values indicating greater school advantage.
The same outcome measures used to compare Cohort A against the MAP4U sample
was also used in this analysis to compare Cohort B against the MAP4U sample. A summary of
the measures is presented in Table 25 below.
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Table 25
Summary of Measures Used in Supplementary Analysis
Outcome Variable

Example Item

No. of items

α

Overall Social-Emotional Learning

PCA composite of constructs below

NA

NA

School Engagement—Cognitive

‘How often do you try to learn

7

.82–.86

8

.75–.82

3

.73–.81

3

.66–.79

5 x 10

.85–.95

4

.67–.77

4

.89–.91

from your mistakes?’
School Engagement—Emotional

‘I feel happy and safe in this
school.’

Teacher–student Relationship

‘Most teachers in this school are
interested in me as a person.’

Student Voice

‘Students here are encouraged to
say what they think.’

Academic Self-Efficacy

‘I am good at this subject.’ (10
subject domains with 5 items each,
such as math and English)

School Attachment

‘I feel like I really belong in
school.’

School Satisfaction

‘I enjoy school activities.’

Note: The range in Cronbach’s alpha represent a range because these were taken over three waves.

6.7.1.4 Missing Data Treatment
Missing data were found across the seven variables of interest in this study. For the
MAP4U sample, data ranged from 40 to 58% missing across the three waves of data. For the
REACH program’s Cohort B sample, 23 to 37% missing data was found across the two waves
of data (2016–2017). Little’s MCAR test was used to evaluate whether data was MCAR or
MAR. Little’s MCAR test was found to be significant. Therefore, patterns of missing data
cannot be assumed to be MCAR. Reasons for missing data were attributed to logistical and
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technical problems, attrition and participant non-responsiveness. The analysis used to account
for missing data was MI using SPSS Version 24 (IBM, 2016). MI provides a suitable means
by which to address the problem of MAR missing data (McKnight et al., 2007). The MI method
used was by FCS (Liu & De, 2015), as automatically specified by the SPSS Version 24
program.
6.7.2 Results
6.7.2.1 Demographics
Demographics and descriptive statistics of key variables are outlined in Table 26. The
REACH program’s Cohort B comprised 294 Year Seven students in 2016 and 294 Year Eight
students in 2017. Cohort B comprised 169 (57.5%) males and 125 (42.5%) females. The
average ICSEA for the MAP4U sample was 974 (42.56). The REACH sample consisted of
students from a single school, so the ICSEA scores were the same across the entire sample
(1019).
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Table 26
Demographics of Sample
REACH (Cohort B; n = 294)

MAP4U (n = 860)

Male

169 (57.5%)

380 (43.8%)

Female

125 (42.5%)

480 (55.3%)

ICSEA (SD)

1019

974 (42.56)

Year 7

294

124

Year 8

−

93

Year 9

−

124

Year 10

−

180

Year 7

−

−

Year 8

294

98

Year 9

−

78

Year 10

−

111

2016 (Wave 2)

2017 (Wave 3)

6.7.2.2 Analysis of REACH Program Outcomes Compared to MAP4U Population
Control Sample
In this study, we predicted that both cohorts (A and B) of students participating in the
REACH program would indicate significantly higher improvements over time in SEL
measures as compared to the comparative MAP4U population control sample. Analyses of
Cohort A have so far indicated that the REACH program was ineffective in achieving its aims
of elevating SEL-related outcomes. To examine Cohort B versus MAP4U over the subsequent
two time points, we conducted a 2 (Group) x 2 (Time) ANCOVA analysis. The results are
presented in Table 27 below. Contrary to our predictions, Cohort B students reported no
improvements in overall SEL-related outcomes when compared to the control population

215
sample. Evaluation of Cohort B’s pooled adjusted marginal means suggests no significant
differences in overall SEL outcomes when compared to the control population sample over
time F (1, 1150) = 6.47, p = .06. Post-hoc effect size analysis suggests a small negative
magnitude of effect (d = –.18) between November 2016 (M = 20.57, SE = .20) and June 2017
(M = 19.79, SE = .19) indicating a decline in overall SEL outcomes.
Further analysis was conducted on a breakdown of the specific measures comprising
the overall SEL outcome. For Cohort B, only emotional engagement outcomes were found to
be significantly different when compared against the control population sample over time, F
(1, 1150) = 21.69, p< .001. Post-hoc effect size analyses indicate a small negative magnitude
of effect (d = –.34) between November 2016 (M = 3.79, SE = .04) and June 2017 (M = 3.54,
SE = .04) suggesting a decline in emotional engagement over time. Cohort B indicated no other
significant differences between the control population sample across SEL specific measures.

216
Table 27
Adjusted Marginal Means of SEL Measures over Time with Significance Tests by Group (MAP4U v. Cohort B)
Nov-16
Outcomes

Jun-17
95% CI

ANCOVA
95% CI

M (SE)

d*

M (SE)
Lower

Upper

Lower

Upper

F

p-value

6.47

0.06

Overall SEL Outcome
MAP4U

21.48 (.01)

21.29

21.67

21.33 (.10)

21.13

21.53

REACH

20.57 (.20)

20.17

20.97

19.79 (.19)

19.42

20.16

MAP4U

3.38 (.03)

3.33

3.43

3.46 (.03)

3.41

3.51

REACH

3.13 (.04)

3.05

3.21

3.13 (.04)

3.05

3.21

MAP4U

3.71 (.02)

3.67

3.75

3.73 (.02)

3.69

3.77

REACH

3.79 (.04)

3.72

3.86

3.54 (.04)

3.47

3.61

–0.05
–0.18

Cognitive Engagement
5.15

0.07

0.08
0

Emotional Engagement
21.69

p< .001

0.03
–0.34

Teacher–Student Relationship
MAP4U

3.15 (.03)

3.09

3.21

3.24 (.03)

3.19

3.29

REACH

2.99 (.05)

2.90

3.08

2.98 (.04)

2.89

3.07

1.82

0.35

0.09
–0.01
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Student Voice
MAP4U

2.98 (.03)

2.93

3.04

2.89 (.03)

2.83

2.95

REACH

2.83 (.04)

2.74

2.92

2.70 (.05)

2.60

2.80

2.19

0.29

–0.09
–0.14

Academic Self-Efficacy
MAP4U

4.68 (.04)

4.60

4.76

4.74 (.03)

4.67

4.81

REACH

4.66 (.09)

4.48

4.84

4.73 (.07)

4.60

4.86

MAP4U

4.69 (.04)

4.60

4.78

4.58 (.04)

4.51

4.65

REACH

4.32 (.09)

4.15

4.49

4.10 (.08)

3.95

4.25

MAP4U

5.58 (.04)

5.51

5.65

5.52 (.03)

5.46

5.58

REACH

5.29 (.07)

5.16

5.42

5.03 (.06)

4.91

5.15

1.61

0.35

0.04
0.04

School Satisfaction
1.02

0.33

0.07
–0.13

School Attachment
2.84

0.30

–0.05
–0.19

Note: Reported means are pooled adjusted marginal means controlling for gender, year level, and SES (by ICSEA). Cohen’s d* was used to examine the
magnitude of effect between Nov-2016 with Jun-2017.

218
6.7.3 Brief Discussion
The aim of this study was to report on the evaluation of a school-based SEL program
implemented in a high school in Perth’s south-west corridor, Western Australia. Results from
the present analyses show that over a one and a half year period, in comparison to a comparative
population sample, adolescents participating in the REACH program reported no significant
improvements in proposed SEL-related outcomes. There was also no evidence that the
intervention enhanced school engagement, teacher–student relationships, academic selfefficacy or school satisfaction and attachment. In addition to the primary examination of
outcomes in Study Two, this supplementary analysis of a second cohort of students (Cohort B)
also indicated significantly lower emotional engagement than the population control sample
over time. Post-hoc effect size analyses also indicated a small magnitude of effect that indicates
a trajectory of decline in emotional engagement over time. This supplementary analysis found
that overall, the REACH program did not achieve its intended aims of improving SEL skills.
This finding was in alignment with the results from the main analysis. This finding will be
discussed in more depth in the general discussion of this thesis in Chapter Nine (Section 9.2).
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Chapter 7: (Study Three): Effectiveness of the REACH Program for
School and Individual Risk Factors, Protective Factors and
Depressive Symptoms

7.1 Introduction
As discussed in the first chapter of this thesis, depression continues to be an issue of
public health importance for adolescents (Gunnell et al., 2018). Meta-analytic evidence of 41
studies across 27 countries between 1985 to 2012 indicates a worldwide pooled prevalence rate
of any depressive disorder at 2.6% (CI 95% 1.7–3.9; see Polanczyk et al., 2015). This is
supported by prevalence estimates within developed countries suggesting 1.3% (China) (Xu et
al., 2018), 8.2% (Germany) (Wartberg, Kriston & Thomasius, 2018), 13.3% (US) (National
Institute of Mental Health, 2017) and 7.7% (Australia) (Australian Institute of Health and
Welfare, 2016). Experiencing depression in adolescence can disrupt critical development
processes that can lead to the propagation of long-lasting psychosocial difficulties across the
lifespan (Clayborne, Varin & Colman, 2019).
Early-onset of depression is also associated with worse clinical course over the lifespan,
and in youth is associated with drug and alcohol use, suicide risk and poor health (Fergusson,
Horwood, Ridder & Beautrais, 2005). Researchers have highlighted the promising potential of
prevention programming within the school setting in reducing the incidence of depression and
emotional distress occurring in youth populations (Reicher & Matischek-Jauk, 2017; Taylor et
al., 2017). SEL programming has, in recent decades, gained prominence as a model for
targeting a range of positive youth developmental outcomes, including mental health and
wellbeing.
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As was discussed in Chapter Three (Section 3.7), the third aim of this thesis was to
examine the effectiveness of a whole-school SEL-based intervention within the context of a
prevention-focused risk and protective factors framework and depressive symptoms. The aim
of this study was twofold: first, whether the REACH program would be successful in elevating
levels of school and individual-level protective factors and reduce risk factors, and second,
whether the REACH program would be successful in reducing levels of depressive symptoms.
7.1.1 School-Based Prevention, Risk and Protective Factors, and Adolescent
Depression
In recent decades, the school environment has increasingly become a promising avenue
for preventing mental disorders in young people (Corrieri et al., 2014). Schools have many key
features that uniquely support young people and are ideal spaces within the community to
connect those disparate areas of community, family, peers and the young person (Mcbride et
al., 1999). Schools have unparalleled access to large numbers of young people, coupled with
the various infrastructural and organisational support to address young people from a range of
demographic backgrounds. Recent meta-analytic evidence by Werner-Seidler et al. (2017)
comprised 64 evaluation studies indicates the promising use of school-based interventions for
prevention in adolescents (ages = 10–14) and late adolescents (ages = 14–19). Findings from
the study indicated that small effect sizes were present for depression post-intervention
(g = .23; 95% CI [.19, .28]). Comparison groups used in the studies by the meta-analysis
utilised no-intervention control groups, school-as-usual control conditions, a waitlist control
condition, an attention control condition or alternative intervention condition.
7.1.2 SEL for Adolescent Mental Health: Reduction of Risk Factors and
Promotion of Protective Factors
Recent years have observed a boom in popularity for a specific form of intervention,
SEL as a form of intervention to bolster positive youth development, reduce risk factors, and
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promote mental health and wellbeing. As discussed in Chapter Six, meta-analytic evidence of
213 school-based SEL programs by Durlak et al. (2011) found that SEL programming is
effective in reducing a range of school-level and individual-level risk factors, promoting
protective factors, and is beneficial for mental health. Of interest to this study was the finding
that SEL-based programming was found to be effective for emotional distress (ES = 24; 95%
CI [.14, .35]). These results are from meta-analytic evidence presented by Taylor et al. (2017)
who evaluated the follow-up effects of 82 studies on a range of youth outcomes 56 to 195
weeks post-intervention. Though the effect size was not as large for emotional distress, it
remained significant (ES = .16; 95% CI [.08, .23]). Taken together, there is a large amount of
existing evidence to suggest that school-based SEL programming is useful for reducing schoollevel and individual-level risk factors, promoting protective factors (by way of SEL
competencies), and improving overall mental health and wellbeing (Mahoney et al., 2018).
7.1.3 Research Gaps
Despite the positive impacts of SEL in developing various positive youth outcomes,
there remains a paucity of evidence on SEL interventions in the high school environment. Of
the 213 universal school-based SEL programs conducted by Durlak et al. (2011), a large
proportion of evaluations were conducted in the elementary school setting (56%), with smaller
proportions in middle school (31%) and high school (13%). This is further reflected in
subsequent meta-analytic analyses where early and middle adolescent youth are not as highly
represented in the intervention literature compared to primary/elementary-aged children
(Taylor et al., 2017; Wigelsworth et al., 2016) There, therefore, remains a need to continue
adding to the literature on whether school-based SEL programming is beneficial for adolescent
developmental outcomes.
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7.2 Present Study
This chapter presents an evaluation of effectiveness for the REACH program, a wholeschool SEL-based preventive intervention. This evaluation was focused on examining the
impact of the REACH program in promoting protective factors and reducing risk factors and
depressive symptoms for adolescent mental health and wellbeing.
Considering the literature, the key hypotheses examined in the present study were that
compared to adolescents who did not receive the intervention, those who participated in the
universal prevention program would indicate both significantly lower levels of depressive
symptoms and risk factors, and significantly higher levels of individual-level protective factors.
It was also hypothesised that students would indicate improvements over time when compared
against the first and last measurement of depressive symptoms, and risk and protective factors.
Four cohorts of students participating in the REACH program were used in this study, who
were subsequently introduced into the REACH program since 2015: Cohort A in 2015, Cohort
B in 2016, Cohort C in 2017 and Cohort D in 2018. For the first analysis, it was hypothesised
that after exposure to the REACH program (of two years for Cohort A, one year for Cohort B,
and six months for Cohort C), students from Cohorts A, B and C would indicate higher levels
of protective factors and fewer risk and depressive symptoms when compared against the
population control sample of students from the same region. Due to the comparison being made
at the baseline of introduction, it was hypothesised that Cohort D would not indicate significant
differences when compared against the population control sample. For the second part of the
analysis, this study compared the outcomes of students at their first measurement against their
last measurement. Therefore, it was necessary to examine the differences in risk/protective
factors and depressive symptoms over time within-design for each cohort. It was hypothesised
that all cohorts would indicate improvements in all outcomes, indicated by significantly fewer
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risk factors, lower levels in depressive symptoms and improvements in protective factors over
time.

7.3 Methods
7.3.1 Evaluation Design and Data Collection
The principal aim of this study was to examine whether the implementation of the
REACH program would improve school- and individual-level outcomes for students. These
outcomes were evaluated in terms of promoting protective factors while also reducing risk
factors and depressive symptoms. Four cohorts (Cohorts A–D) of REACH program students
were examined over two years, as part of an ongoing evaluation of the REACH program
beginning in 2015. This study comprises the second part of the evaluation beginning in 2017.
Additional cohorts of students were introduced into the REACH program in Year 7. Cohort A
B, C, and D began participation in the REACH program during 2015, 2016, 2017 and 2018 in
Year 7, respectively. By the time of this study, Cohort A had participated in the REACH
program for two years, Cohort B for one year, and Cohort C for six months. Cohort D was
introduced into the program in 2018. Data from these cohorts were collected across five time
points across 2017 and 2018 (see Table 28 for the timeline of data collection). By the time of
2018, Cohort A had left the REACH program, and follow-up data collection was not possible.
Additionally, data collection was not possible in February of 2018 for Cohorts B-C due to
ethical considerations (See Appendix 6 and 8 for the ethics approvals by the Murdoch
University HREC and the WADoE respectively).
7.3.2 Participants
REACH Program: Participants of the follow-up evaluation to the REACH program
comprised four cohorts of students (Cohorts A-D; N = 1198) that were longitudinally tracked
across two years. Cohort A comprised 266 students (male = 150, female = 105). Cohort B
comprised 299 students (male = 155, female = 113). Cohort C comprised 307 students
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(male = 168, female = 138). Cohort D comprised 326 students (male = 164, female = 158).
Refer to Table 28 for key demographic characteristics of the sample.
Table 28
Overview of Data Collection Time Points for the REACH Program Evaluation
2017

Data Source

2018

June 2017

November 2017

February 2018

June 2018

November 2018

Cohort A

X

X

-

-

-

Cohort B

X

X

-

X

X

Cohort C

X

X

-

X

X

Cohort D

-

-

X

X

X

X*

X*

-

-

-

Mandurah Community

Note: X denotes data collection point; - denotes no data collection was carried out at that time.
*Mandurah community data collection was conducted across 2017. YPOF = Young People Our Future
(YPOF) study.

CTC: To comparatively evaluate the outcomes of the REACH program, a
representative population sample dataset was obtained to act as a control condition. The data
for this population control condition was drawn from the CTC organisation’s YPOF study. The
YPOF study is a longitudinal study of adolescents’ health and wellbeing across 28 Australian
communities in three states (Western Australia, Victoria, and Queensland) beginning in 2017
(Rowland et al., 2018). One community participating in the YPOF study is the Mandurah
community in Western Australia from which [de-identified school] sources students. Three
schools were surveyed from this community. The Mandurah community sample comprised 247
students (male = 141, female = 126). Description of key demographics for both the Mandurah
community and the REACH program participants are outlined in Table 29.
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Table 29
Demographic Characteristics of REACH (Cohort A-D) and CTC Samples
YPOF

Cohort A

Cohort B

Cohort C

Cohort D

Mandurah

(REACH)

(REACH)

(REACH)

(REACH)

Male

111 (45.9%)

150 (57.5%)

155 (51.8%)

168 (54.7%)

164 (50.3%)

Female

126 (52.1%)

105 (40.2%)

113 (37.8%)

138 (45%)

158 (48.5%)

SEIFA

971

1042

1049

1048

1043

Age (Mean)

13.60

14.20

13.96

13

12

Note: Numbers are indicative of the first wave of measurement for this part of the evaluation.
Descriptive statistics for Cohort C and D are representative of their entering high school.

7.3.3 Procedure
REACH Program: Data collection occurred as part of the school’s routine evaluation
of their teaching program with assistance from an independent evaluation team. Data were
collected from students participating in a SEL health curriculum (REACH program). Ethical
clearance to access the school’s evaluation data was obtained from the university’s Human
Research Ethics Committee and the Western Australian Department of Education. Participant
consent to access the school’s routine evaluation data was obtained through students’ and
parent/guardians’ written consent in an opt-out procedure.
Data collection for this evaluation was conducted across five waves beginning in June
of 2017. Subsequent data collections were conducted in December 2017, February 2018, June
2018 and December 2018. The survey was administered at each time point across a single week
during the student’s REACH classes, using iPads and an online survey software program,
SurveyMonkey.
CTC: The study used data from the 2017 Young People Our Future study, a large crosssectional study assessing adolescent health and wellbeing across three Australian states
(Victoria, Queensland, and Western Australia). The YPOF study was designed to support
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epidemiological estimation of 28 communities across a national sample. Communities were
Statistical Local Areas (based on ABS divisions) stratified by community disadvantage (SES)
and location in urban and non-urban areas and were randomly selected from within these strata
(Toumbourou et al., 2019). Schools from these communities were invited to participate in the
study. Students from these schools were invited to participate based on an opt-in procedure of
consent from both parents and respondent. Participants were assessed in school using an online
self-report survey, or if not available, a paper copy was used. As part of the YPOF sample,
Mandurah community was used as a control condition to compare the results of the REACH
program. Three schools in the Mandurah community participated in the YPOF surveying.
Table 29 presents information on their demographic characteristics.
7.3.4 The REACH Program Intervention
The REACH program was first introduced in 2015 at a school as a whole-school SELbased prevention intervention. The school was in a community within the Mandurah region,
south-west of Perth, Western Australia. For full details of the intervention, refer to Chapter
Four (Subsection 4.3.1).
7.3.5 Measures
Demographic background: Demographic data included gender, age and SES. Gender
was measured using a dichotomous response and was dummy-coded (male = 0, female = 1).
SES was measured using the SEIFA, which is based on Australian census data (ABS, 2001).
The IRSD uses the postcode of residence to determine neighbourhood economic status and has
been standardised to a mean of 1000 (SD 100), with higher values indicated less disadvantage.
The measures used to evaluate the risk and protective factors for youth outcomes in the
REACH program were sourced from the Communities That Care Youth Survey (CTC-YS)
(Bond, Thomas, Toumbourou, Patton & Catalano, 2000). Measures used to assess the REACH
program were at the school and individual-level factors. These same measures were used in the
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Young People Our Future study survey. Table 30 presents an overview of the measures used
in this study (See Appendix 7 for a copy of the survey used for the REACH program
evaluation).
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Table 30
Risk and Protective Factors Measures Included in Analyses
Variable

Example question

No. of
α*
items

School-level factors
Low commitment to school (R)

‘I hate being in school.’

7

.70–.81

Opportunities for prosocial involvement (P)

‘I have lots of chances to be

5

.60–.76

‘I feel safe at my school.’

4

.68–.77

Self-blame (R)

‘I criticise or lecture myself.’

2

.74–.85

Good coping (P)

‘I think about the best ways to

2

.72–80

4

.77–.83

13

.93–.95

part of class discussions or
activities.’
Rewards for prosocial involvement (P)

Individual-level factors

handle it.’
Emotional control (P)

‘I know how to calm down
when I am feeling nervous.’

Outcome factor
Depressive symptoms

‘I felt miserable or unhappy.’

Note: α = Cronbach’s alpha, * = denotes Cronbach’s alphas between time 1 and time 3. No. = number,
P = Protective factor, R = Risk factor.

7.3.6 Analysis Plan
There were three parts to the analysis used in this study to evaluate the outcomes of the
REACH program. All analyses were conducted using Mplus Version 8.3 (Muthén & Muthén,
2017). The first part of the analysis involved comparing the outcomes of a single time point of
the REACH program students against the 2017 YPOF Mandurah community sample acting as
the control condition. In this analysis, Cohorts A–C were compared against the 2017 YPOF
Mandurah sample using the first wave of evaluation data since implementing the new measures
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(June 2017). Cohort D’s first wave of data (February 2018) was also compared against the 2017
YPOF Mandurah community sample.
The second part of the evaluation analysis involved examining the impact of the
REACH program on respondent outcomes over time. Due to a lack of control group, the
evaluation analysis compared outcomes from the first instance of measurement with the last
instance of measurement by testing equality of parameters and supplying a Cohen’s d effect
size to examine change over time.
The third part of the evaluation analysis involves making comparisons between the first
instance of measurement for Cohort C in Wave 3 (June 2017) and the first instance of
measurement for Cohort D (January 2018). The purpose of this analysis was to examine
whether participants coming into the REACH program were exhibiting different rates of
outcomes coming into the program or whether differences could be attributed to program
effects. Cohort A and B were excluded from this analysis due to having participated in the
program for two and one years, respectively.
7.3.7 Missing Data Treatment
Missing data was present within the dataset, which is common in longitudinal studies.
The missing data in this study may be attributed to students moving away from school,
participant non-responsiveness, technical and logistical issues. Therefore, the missing data
were assumed to be MAR. By default, Mplus uses FIML procedures to appropriately account
for this kind of missing data. The FIML approach does this by making use of all the available
information in the dataset and maximising the likelihood of the model given the observed data.
FIML is more effective and less biased than LISTWISE deletion, PAIRWISE deletion, or mean
imputation in cases of MAR (Wang & Wang, 2012).
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7.4 Results
7.4.1 Part 1: Comparison of REACH Program Outcomes to Mandurah
Community Control Population Sample
The first aim of this study was to investigate the impact of the REACH program on
risk/protective and mental health outcomes for students when compared to a control population
sample. To test the proposed hypotheses, the Wald χ2 test was used to compare the first instance
of measured outcomes for the four cohorts of REACH program students against the population
control sample while accounting for differences in gender, age and SES. The results of the
analyses for each cohort are described in Table 31 (Cohort A v. CTC Mandurah), Table 32
(Cohort B v. CTC Mandurah), Table 33 (Cohort C v. CTC Mandurah), and Table 34 (Cohort
D v. CTC Mandurah).
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Table 31
Comparing the Adjusted Marginal Means of Outcome Measures with Significance Tests
between Conditions (Cohort A vs YPOF Mandurah Community)
95% Confidence Interval
Outcomes

M

Wald Test

SE
Lower Limit

Upper Limit

χ2

p

1.33

.248

0.01

.915

0.69

.407

2.50

.114

0.84

.359

1.89

.170

2.20

.138

School Risk—Low Commitment to School
YPOF Mandurah

2.22

0.04

2.14

2.30

Cohort A

2.65

0.05

2.55

2.75

School Protective—Opportunities for Prosocial Involvement
YPOF Mandurah

2.91

0.03

2.85

2.97

Cohort A

2.59

0.04

2.51

2.67

School Protective—Rewards for Prosocial Involvement
YPOF Mandurah

2.91

0.04

2.83

2.30

Cohort A

2.52

0.05

2.42

2.62

Individual Risk—Self-Blame
YPOF Mandurah

2.85

0.05

2.75

2.95

Cohort A

2.57

0.06

2.45

2.69

Individual Protective—Good Coping
YPOF Mandurah

2.39

0.06

2.27

2.51

Cohort A

2.60

0.06

2.48

2.72

Individual Protective—Emotional Control
YPOF Mandurah

2.79

0.05

2.69

2.89

Cohort A

2.60

0.06

2.48

2.72

Outcome—Depressive Symptoms
YPOF Mandurah

7.31

0.67

5.98

8.64

Cohort A

11.24

0.67

9.91

12.57

Note: Reported means are adjusted marginal means controlling for gender, age and SES (by SEIFA).
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Table 32
Comparing the Adjusted Marginal Means of Outcome Measures with Significance Tests
between Conditions (Cohort B vs YPOF Mandurah Community)
95% Confidence Interval
Outcomes

M

Wald Test

SE
Lower Limit

Upper Limit

χ2

p

0.00

.993

0.07

.783

0.02

.882

0.00

.980

1.20

.273

0.14

.706

0.55

.457

School Risk—Low Commitment to School
YPOF Mandurah

2.22

0.04

2.14

2.30

Cohort B

2.46

0.05

2.36

2.56

School Protective—Opportunities for Prosocial Involvement
YPOF Mandurah

2.91

0.03

2.85

2.97

Cohort B

2.79

0.04

2.71

2.87

School Protective—Rewards for Prosocial Involvement
YPOF Mandurah

2.91

0.04

2.83

2.30

Cohort B

2.71

0.05

2.61

2.81

Individual Risk—Self-Blame
YPOF Mandurah

2.85

0.05

2.75

2.95

Cohort B

2.64

0.06

2.52

2.76

Individual Protective—Good Coping
YPOF Mandurah

2.39

0.06

2.27

2.51

Cohort B

2.72

0.05

2.62

2.82

Individual Protective—Emotional Control
YPOF Mandurah

2.79

0.05

2.69

2.89

Cohort B

2.66

0.05

2.56

2.76

Outcome—Depressive Symptoms
YPOF Mandurah

7.31

0.67

5.98

8.64

Cohort B

9.05

0.73

7.60

10.50

Note: Reported means are adjusted marginal means controlling for gender, age and SES (by SEIFA).
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Table 33
Comparing the Adjusted Marginal Means of Outcome Measures with Significance Tests
between Conditions (Cohort C vs Mandurah Community)
95% Confidence Interval
Outcomes

M

Wald Test

SE
Lower Limit

Upper Limit

χ2

p

1.88

.170

0.22

.640

1.42

.233

0.36

.549

2.31

.128

0.67

.414

0.20

.653

School Risk—Low Commitment to School
YPOF Mandurah

2.22

0.04

2.14

2.30

Cohort C

2.30

0.05

2.20

2.40

School Protective—Opportunities for Prosocial Involvement
YPOF Mandurah

2.91

0.03

2.85

2.97

Cohort C

2.82

0.04

2.74

2.90

School Protective—Rewards for Prosocial Involvement
YPOF Mandurah

2.91

0.04

2.83

2.30

Cohort C

2.85

0.05

2.75

2.95

Individual Risk—Self-Blame
YPOF Mandurah

2.85

0.05

2.75

2.95

Cohort C

2.68

0.07

2.54

2.82

Individual Protective—Good Coping
YPOF Mandurah

2.39

0.06

2.27

2.51

Cohort C

2.93

0.06

2.81

3.05

Individual Protective—Emotional Control
YPOF Mandurah

2.79

0.05

2.69

2.89

Cohort C

2.81

0.05

2.71

2.91

Outcome—Depressive Symptoms
YPOF Mandurah

7.31

0.67

5.98

8.64

Cohort C

9.50

0.89

9.29

9.72

Note: Reported means are adjusted marginal means controlling for gender, age and SES (by SEIFA).
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Table 34
Comparing the Adjusted Marginal Means of Outcome Measures with Significance Tests
between Conditions (Cohort D v. Mandurah Community)
95% Confidence Interval
Outcomes

M

Wald Test

SE
Lower Limit

Upper Limit

χ2

p

0.11

.745

0.06

.801

0.02

.879

1.12

.290

0.10

.746

0.02

.969

0.01

.930

School Risk—Low Commitment to School
YPOF Mandurah

2.22

0.04

2.14

2.30

Cohort D

2.25

0.06

2.13

2.37

School Protective—Opportunities for Prosocial Involvement
YPOF Mandurah

2.91

0.03

2.85

2.97

Cohort D

2.96

0.06

2.84

3.08

School Protective—Rewards for Prosocial Involvement
YPOF Mandurah

2.91

0.04

2.83

2.30

Cohort D

3.00

0.07

2.86

3.14

Individual Risk—Self-Blame
YPOF Mandurah

2.85

0.05

2.75

2.95

Cohort D

2.87

0.10

2.67

3.07

Individual Protective—Good Coping
YPOF Mandurah

2.39

0.06

2.27

2.51

Cohort D

2.68

0.10

2.48

2.88

Individual Protective—Emotional Control
YPOF Mandurah

2.79

0.05

2.69

2.89

Cohort D

2.79

0.08

2.63

2.95

Outcome—Depressive Symptoms
YPOF Mandurah

7.31

0.67

5.98

8.64

Cohort D

5.83

0.80

4.24

7.42

Note: Reported means are adjusted marginal means controlling for gender, age and SES (by SEIFA).
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Examination of the results by comparing each cohort of students against the population
control sample indicate that students participating in the REACH program reported no
significant differences in risk and protective factor outcomes or depressive symptoms.
7.4.2 Part 2: REACH Program Over Time Using with Repeated Measures T-tests
and Effect Sizes Analysis
Another aim of this study was to investigate the impact of the REACH program over
time. We hypothesised that all cohorts (A-D) of REACH program students would show
significant improvements in all outcomes indicated by significantly fewer risk factors, lower
levels of depressive symptoms and improvements in protective factors over time. Examination
of significant differences over time was conducted by comparing the first instance of outcome
measurement against the last instance of measurement for each cohort (refer to Table 28). The
results of these analyses are presented in Tables 35–37.
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Table 35
Means of Program Outcomes for Cohort A over Time with Significance Tests, Confidence Intervals and Effect Sizes over Time
Jun 2017

Nov 2017
Wald Test

Cohorts

95% CI
M (SE)

95% CI

d*

M (SE)
LL

UL

LL

UL

χ2

p

Low Commitment to School

2.68 (.05)

2.58

2.78

2.76 (.05)

2.66

2.86

2.12

.146

0.12

Opportunities for Prosocial Involvement in School

2.57 (.04)

2.49

2.65

2.61 (.04)

2.53

2.69

0.21

.646

0.07

Rewards for Prosocial Involvement in School

2.50 (.05)

2.40

2.60

2.58 (.05)

2.48

2.68

1.52

.217

0.09

Self-Blame Coping Strategies

2.59 (.06)

2.58

2.60

2.59 (.06)

2.47

2.71

0.00

.951

0

Good Coping Strategies

2.59 (.06)

2.47

2.71

2.71 (.06)

2.59

2.83

2.54

.111

0.15

Emotional Control

2.62 (.05)

2.52

2.72

2.69 (.05)

2.59

2.79

1.97

.161

0.12

11.10 (.66)

10.97

11.23

9.59 (.58)

8.45

10.73

0.72

.398

–0.06

Depressive Symptoms

Note: Equality of parameters (Wald χ2) and Cohen’s d* effect size analysis were conducted comparing Jun 2017 and Nov 2017. *< .05, **< .01. LL = Lower
Limit; UL = Upper Limit.
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Table 36
Means of Program Outcomes for Cohort B and C over Time with Significance Tests, Confidence Intervals and Effect Sizes over Time
Jun 2017

Nov 2017

Jun 2018

Nov 2018
Wald Test

95% CI

Cohorts
M (SE)

95% CI
M (SE)

LL

UL

95% CI
M (SE)

LL

UL

95% CI

d*

M (SE)
LL

UL

LL

UL

χ2

p

Cohort B
Low Commitment to School

2.46 (.05)

2.36

2.56

2.51 (.05)

2.42

2.60

2.69 (.07)

2.56

2.82

2.71 (.06)

2.59

2.83

14.43

p< .001**

0.42

Opportunities for Prosocial Involvement

2.78 (.04)

2.70

2.86

2.76 (.04)

2.68

2.84

2.61 (.06)

2.50

2.72

2.64 (.05)

2.54

2.74

7.88

.005*

–0.22

Self-Blame Coping Strategies

2.66 (.05)

2.56

2.76

2.51 (.07)

2.38

2.64

2.73 (.09)

2.55

2.91

2.47 (.07)

2.33

2.61

3.37

.066

–0.24

Good Coping Strategies

2.69 (.05)

2.59

2.79

2.73 (.05)

2.63

2.83

2.72 (.07)

2.58

2.86

2.80 (.06)

2.68

2.92

2.50

.114

0.13

Emotional Control

2.67 (.05)

2.57

2.77

2.74 (.05)

2.63

2.85

2.65 (.07)

2.51

2.79

2.78 (.06)

2.66

2.90

1.04

.308

0.15

Depressive Symptoms

9.54 (.69)

8.19

10.89

8.49 (.55)

7.42

9.56

10.07 (.79)

8.51

11.62

9.66 (.64)

9.56

9.76

0.99

.321

0.01

Low Commitment to School

2.29 (.05)

2.19

2.39

2.50 (.05)

2.41

2.59

2.61 (.06)

2.50

2.72

2.65 (.05)

2.53

2.77

25.24

p< .001**

0.47

Opportunities for Prosocial Involvement

2.83 (.04)

2.75

2.91

2.75 (.03)

2.68

2.82

2.69 (.04)

2.61

2.77

2.60 (.05)

2.50

2.70

16.37

p< .001**

–0.33

Self-Blame Coping Strategies

2.67 (.06)

2.55

2.79

2.75 (.05)

2.65

2.85

2.63 (.07)

2.49

2.77

2.65 (.06)

2.51

2.79

0.08

.783

–0.02

Good Coping Strategies

2.91 (.06)

2.79

3.03

2.79 (.05)

2.68

2.90

2.76 (.06)

2.63

2.89

2.68 (.06)

2.56

2.80

7.78

.005**

–0.22

Emotional Control

2.82 (.05)

2.72

2.92

2.80 (.05)

2.71

2.89

2.80 (.06)

2.68

2.93

2.66 (.06)

2.54

2.78

4.56

.033*

–0.20

Depressive Symptoms

9.46 (.84)

7.81

11.11

7.67 (.48)

6.74

8.60

8.45 (.61)

7.25

9.65

9.60 (.56)

8.34

10.86

1.83

.175

0.02

Cohort C

Note: Equality of parameters (Wald χ2) and Cohen’s d* effect size analysis were conducted comparing Jun 2017 and Nov 2018. *< .05, **< .01. LL = Lower
Limit; UL = Upper Limit.
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Table 37
Means of Program Outcomes for Cohort D over Time with Significance Tests, Confidence Intervals and Effect Sizes over Time
Feb 2018

Jun 2018

Nov 2018
Wald Test

95% CI

Cohorts
M (SE)

95% CI
M (SE)

LL

UL

95% CI

d

M (SE)
LL

UL

LL

UL

χ2

p

Low Commitment to School

2.21 (.04)

2.13

2.29

2.46 (.04)

2.37

2.55

2.54 (.05)

2.44

2.64

29.36

p< .001**

0.72

Opportunities for Prosocial Involvement in School

3.00 (.04)

2.92

3.08

2.79 (.03)

2.73

2.85

2.71 (.04)

2.63

2.79

28.78

p< .001**

–0.53

Self-Blame Coping Strategies

2.84 (.07)

2.70

2.98

2.73 (.06)

2.62

2.84

2.63 (.06)

2.51

2.75

6.66

.010*

–0.20

Good Coping Strategies

2.71 (.07)

2.57

2.85

2.71 (.06)

2.60

2.82

2.55 (.05)

2.45

2.65

4.33

.048*

–0.19

Emotional Control

2.74 (.05)

2.27

3.21

2.67 (.05)

2.58

2.76

2.56 (.05)

2.19

2.93

6.71

.010*

–0.26

Depressive Symptoms

6.19 (.55)

6.01

6.37

7.59 (.48)

6.65

8.53

9.04 (.54)

8.86

9.22

12.69

p< .001**

2.23

Note: Equality of parameters (Wald χ2) and Cohen’s d* effect size analysis were conducted comparing Feb 2018 and Nov 2018. * < .05, **< .01. LL = Lower
Limit; UL = Upper Limit
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Cohort A: Equality of parameters testing indicate that there were no significant
differences in any of the outcomes for Cohort A students over time.
Cohort B: Equality of parameters testing indicate partial support for the hypothesis with
a significant decline in the engagement of self-blame coping strategies between June 2017 and
November 2018. Post-hoc effect size analysis between June 2017 and November 2018 indicate
a small magnitude of effect over time. Contrary to the hypothesis that results would be found
in all outcomes, results of the repeated measures t-test indicated significant increases in low
commitment to school and a significant decline in reported opportunities for prosocial
involvement in school. Post-hoc effect size analyses between June 2017 and November 2018
indicate small to medium magnitudes of effect.
Cohort C: Contrary to the hypothesis, equality of parameters testing indicated that
Cohort C students indicated significant increases in low commitment to school and significant
decreases in reported opportunities for prosocial involvement, engagement in good coping
strategies and emotional control. Post-hoc effect size analyses between June 2017 and
November 2018 indicate small to medium magnitudes of effect.
Cohort D: Equality of parameters testing indicates a significant decline in the
engagement of self-blame coping strategies between January 2018 and November 2018. Posthoc effect size analysis suggests a small magnitude of effect. Results indicate significant
increases in low commitment to school and depressive symptoms between January 2017 and
November 2018. Post-hoc effect size analysis suggests large magnitudes of effects for both
outcomes. Additionally, reported opportunities for prosocial involvement and emotional
control indicate significant declines between January 2018 and November 2018. Post-hoc
effect sizes analysis indicates a small to medium magnitudes of effect except for engagement
in good coping strategies.
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Lastly, in evaluating the impact of the REACH program on the mental health of
participants, we also examined the levels of depressive symptoms of incoming students into
the program. Cohort C and D were the only comparable cohorts due to coming into the program
at the time of implementing these outcome measures. Examination of the results indicate that
there were no significant differences in levels of depressive symptom scores between Cohort
D (M = 5.83, SE = .80) and Cohort C (M = 9.50, SE = .89), Wald χ2 = 0.12, p = .726.

7.5 Discussion
This research study aimed to examine whether participation in the REACH program
would reduce risk factors and depressive symptoms, and promote protective factors in
adolescents. First, we hypothesised that the REACH program would indicate higher protective
factors and fewer risk factors and depressive symptoms when compared against the YPOF
Mandurah community control sample, except for Cohort D, where we hypothesised no
differences between those students and the population control sample. Second, we also
hypothesised that over time REACH program students would indicate significantly higher
protective factors and fewer risk factors and depressive symptoms. Lastly, we also examined
the degree of depressive symptoms present in students coming into the program to investigate
whether the REACH program was effective in reducing depressive symptoms in subsequent
cohorts.
In contrast to the first hypothesis, findings from the study indicated no significant
differences in outcomes were found across all cohorts when compared against the population
control sample. In partial support of the second hypothesis, Cohort B and D students indicated
significantly lower levels of self-blame coping strategies over time. This is consistent with
research supporting the use of school-based SEL programming in improving self-management
and coping skills (Taylor et al., 2017). In contrast to our hypothesis, it was found that most of
the REACH students exhibited either no differences in levels of risk or protective factors
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(Cohort A) or significantly greater levels of risk and fewer protective factors over time (Cohort
B, C and D). These findings may tentatively support the finding that the REACH program may
have some benefit for improving engagement in self-blame coping strategies. However, these
findings are not consistent across cohorts, and most of the results generally indicate an increase
in risk factors and fewer protective factors.
Additionally, students participating in the REACH program indicated no improvement
in depressive symptoms over time. Cohort A, B and C indicated no significant change in levels
of depressive symptoms over any time periods measured. However, Cohort D indicated
significant increases in depressive symptoms over a period of one year with a large effect size
indicating a sizeable increase over time. Further, it was found that on entry into the REACH
program, Cohort D had significantly lower depressive symptoms than when Cohort C first
came into the REACH program. This may further indicate that participation in the REACH
program may be either ineffectual (Cohort A, B and C) or may potentially be worsening
depressive symptom outcomes (Cohort D).
Taken together, the findings of this study indicate that a school-based prevention
curriculum designed to foster SEL competencies and improving mental health may be
successful at targeting individual-level coping strategy engagement, as is consistent with the
literature (Mahoney et al., 2018). However, evaluation of this program indicates that the
program has mostly been unsuccessful at improving reducing school-level and individual-level
risk factors and depressive symptoms and promoting protective factors. This runs counter to
the results of various meta-analytic evidence that suggest that school-based SEL programming
is effective in improving many risk and protective factors associated at both the school and the
individual level, as well as indicating improvements in mental health (Durlak et al., 2011; Sklad
et al., 2012; Taylor et al., 2017; Wigelsworth et al., 2016). These findings are not entirely
inconsistent with results from other evaluations of universal school-based prevention
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programming for mental health in Australia, which have been found to indicate null findings
for their respective outcomes (Dray et al., 2017; Sawyer, Harchak et al., 2010; Sawyer, Pfeiffer
et al., 2010).
There are several possible explanations for the lack of effectiveness of this program in
reducing risk factors and depressive symptoms and promoting protective factors. First, the
main program resource used in the SEL component of the REACH program, the Resilience
Project, has yet to indicate evidence for its efficacy. This is the first evaluation of this material
within the context of a broader whole-school framework. However, this is not an uncommon
practice, where evidence suggests that many schools are likely to be developing their pastoral
care or social development programs, and during the design phases, may select program
resources and materials with a limited demonstration of effectiveness or efficacy (Durlak et al.,
2011). The reasoning may be that schools may lack an awareness of the range of effective SEL
programming out there, fail to distinguish between alternatives, or may lack the expertise to
implement them appropriately. Therefore, there remains a continued gap between current
trends in research regarding the prevention of mental health in adolescents and prevention
practice in schools.
Second, it is often the case that universal interventions delivered within the school
setting have difficulty addressing risk factors for depressive symptoms that arise outside the
school environment, such as in the family or community setting. There is research evidence to
suggest that there are a variety of risk factors beyond the scope of the school that can precede
the development of mental disorder in adolescents (Monahan, 2014). This is supported by
research identifying that factors that range across developmental systems (community, school,
family, peers and the individual) are associated with mental health outcomes during
adolescence, particularly within the family domain (Bond et al., 2004). As a universal school-

243
based prevention program, this intervention was not able to influence factors beyond the scope
of the school setting.

7.6 Limitations
This study ought to also be considered in light of its limitations. A limitation of the
study was the lack of longitudinal control group by which to compare the outcomes of the
students. In this study, we only used, as a point of comparison, a single, cross-sectional
datapoint of students within the same community. Therefore, an examination of longitudinal
outcomes was only measured using a within samples design. These may limit the findings in
terms of whether we can understand student reports of some worsening outcomes were similar
to students within the local community. Another limitation of this study refers to an overreliance of student self-report data for adolescent mental health. Studies have indicated that the
prevalence of mental health problems may be underestimated when relying upon self-report
data (Kazdin & Peiti, 1982). Therefore, this highlights the importance of also incorporating
teacher and parent reports of student mental health as well as clinical diagnoses. However,
there are several ethical challenges to bringing such data together in the context of a program
evaluation. Lastly, in this study, there was a lack of formal implementation measures. There is
a wealth of research that highlights the potential moderating impacts of implementation levels
within a program (Durlak & DuPre, 2008; Nielsen & Miraglia, 2017; Spilt, Koot & van Lier,
2013). An important implication for this evaluation would include formal evaluative
information on the levels of implementation in terms of fidelity, adaptation and participant
responsiveness.
The findings of this evaluation suggest that a trial of the REACH program, as a
universal school-based SEL health curriculum for adolescents over a three and a half year
period was unable to achieve its aims of targeting school and individual-level risk and
protective factors and depressive symptoms. Implications of this study emphasise the need to
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promote the usage of evidence-based programming to reduce levels of risk factors and
depressive symptoms and promote protective factors. In addition to this, it is crucial that
interventions be contextually sensitive, be implemented with fidelity and rigorously evaluated
when considering the selection of program materials.
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Chapter 8: (Study Four): Recommendations for School-Based
Prevention: Prevention and Clinical Approaches

8.1 Introduction
The fourth aim of this thesis was to highlight, within the context of the REACH
program evaluation, the need to examine whether subgroups of depressive symptoms in
students exist. The purpose of this aim was to develop recommendations for comprehensive
school-based practice to support adolescent mental health. This aim was developed in
alignment with recommendations by Fazel et al. (2014) who argue that comprehensive schoolbased frameworks for adolescent mental health ought to incorporate multiple tiers of
prevention, universal screening and the implementation of clinical treatment-based approaches
and referral systems. The objective of this study was to extend on the evaluation of the REACH
program. To this end, this study investigated whether subgroups of depressive symptoms
within students participating in the REACH program exist that could explain why intervention
was unsuccessful in improving levels of depressive symptoms. In addition, we also examined
the school and individual-level risk and protective factors that predict trajectory class
membership.
Within frameworks for school-based prevention practice, three levels of interventions
exist that are designed to prevent deleterious outcomes (e.g., poor mental health or behaviours)
and promote positive development (e.g., improving skills and competencies). These levels of
intervention are universal, selective, and targeted. Universal prevention strategies are designed
to be delivered across a broad population and can take the form of academic curriculums or
can be designed to implement change across the organisation and institutional structures
(Greenberg & Abenavoli, 2017). Universal interventions for young people are typically
implemented within the school environment, where it is relatively low cost and provides
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unparalleled access to a significant proportion of youth (Hummel et al., 2009; Werner-Seidler
et al., 2017).
Universal interventions in the school setting typically take the form of implementing
classes or curriculums to improve mental health and promote positive youth development
across a variety of domains such as peer relationships, social interactions, emotional selfregulation, and decision-making. Promising evidence in a recent meta-analysis by WernerSeidler et al. (2017) has indicated that universal prevention interventions have small but modest
impacts on improving levels of depression in both children and adolescents. However, for
levels of depression, it was found that targeted prevention programming yielded significantly
higher effects than universal programming. This is in line with a range of research over the past
few decades that suggest the benefits of both universal and targeted intervention programming
in schools (Durlak et al., 2011; Taylor et al., 2017). Indeed, O’Connell et al. (2009) argue that
a prevention approach that incorporates elements of targeted screening and treatment within a
broader framework of implementing universal interventions would improve the overall
approach to targeting mental disorders in young people. This aligns with recommendations for
school-based prevention practice to incorporate broader universal strategies alongside selective
and indicated prevention, to account for young people who are at greater risk or already are at
risk for mental disorder (Winston, Puzino & Romer, 2016).
8.1.1 Comprehensive School-Based Frameworks for Adolescent Mental Health:
Multiple Tiers of Prevention with Treatment-Based Approaches
Reviews of the literature have argued that the usage of universal intervention
programming in school-based frameworks for prevention is a particularly promising approach
to targeting a wide range of youth and provides ample opportunity for teaching many of the
skills relevant to protecting against, or delay, the onset of emotional difficulties (Masia-Warner
et al., 2006). School-based universal programming is often integrated into the school
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curriculum, which has logistical advantages such as time, location and cost (Barrett & Pahl,
2006). Additionally, recent research reviews have increasingly emphasised the importance of
multi-tiered intervention strategies across multiple ecological systems (i.e., community, family,
and school), and as well as the importance of integrating multiple tiers of care into prevention
planning (universal, selective, and targeted).
In the past two decades, the school setting has increasingly been used as a site for the
prevention of mental disorders (Durlak, 1995). Schools are an ideal setting for targeting large
swathes of young people to support the development of skills and prevention of mental
disorders (Werner-Seidler et al., 2017). Typically, there are three levels of preventive care that
are used to target mental health in schools (Arora et al., 2019). First, universal intervention
content, in the context of schools, is often used to target students in the classroom regardless
of risk broadly. Universal interventions often take the form of skills-building programs that
build social-emotional competence or stress-reduction techniques. Universal approaches are
particularly appealing because they are less intrusive, more cost-effective and easier to
implement compared to other levels of prevention.
Additionally, schools may prefer to implement these approaches due to ease with which
they can be integrated into the classroom structure and are more inclusive of the whole student
body (Masia-Warner et al., 2006). There is a wealth of evidence to suggest that universal
school-based programming can be useful for a wide range of tailored issues, such as conduct
issues and mental health issues such as anxiety and depression. Second, selective prevention
approaches refer to interventions that target individuals at higher risk of or are already
exhibiting subclinical levels of mental disorder (Winston et al., 2016). Lastly, indicated
prevention approaches refer to interventions designed to target individuals already exhibiting
clinical levels of mental disorder symptoms. Review evidence suggests that both selective and
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indicated prevention approaches are efficacious at reducing levels of internalising disorders
and symptoms in up to 12 months post-intervention (Stockings et al., 2016).
Meta-analytic evidence presented by Werner-Seidler et al. (2017) highlighted that
universal prevention approaches are efficacious at reducing symptoms of mental disorder
across the entire population. However, selective and indicated prevention approaches had been
shown to have larger magnitudes of effect for young people experiencing higher levels of
mental disorder symptoms. Taken together, these findings highlight the potential importance
of implementing selective and indicated approaches alongside universal approaches. Indeed,
research has indicated that a three-tier system that comprehensively targets varying levels of
mental disorder symptoms would be best placed to sustain the long-term mental health of
young people (Albers, Glover & Kratochwill, 2007).
Approaches to school-based frameworks for adolescent mental health have increasingly
highlighted the need to support prevention efforts with treatment-based systems and supports.
Fazel et al. (2014) argue that comprehensive approaches to school-based prevention also
recognise there will be young people with mental health concerns that will not be amenable to
change by prevention-based strategies. Instead, the implementation of screening, identification
and subsequent referral to relevant mental healthcare services remain an important component
to strategies to support adolescent mental health (Arora et al., 2019).
8.1.2 Person-Oriented Approaches to Understanding Intervention Research
Longitudinal research in preventive intervention research has recently begun to push
for understanding the various moderating effects of risk and protective factors on adolescent
mental health (Farrell, Henry & Bettencourt, 2013). The development of common mental
health disorders can be understood as a product of complex intersectional and transactional
processes between proximal and distal developmental systems (Bronfenbrenner, 1979).
Traditional moderation analyses represent one approach to testing the differential impact of
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factors on subgroups within a population (Farrell et al., 2013). More recently, person-oriented
techniques (e.g., latent class models, growth mixture models) have emerged as an alternative
method for identifying subgroups trajectories on a given variable within a sample population
and examining potential moderating factors (Greenberg & Abenavoli, 2016). Within an
intervention population, there are likely to be meaningful subgroup differences in depressive
symptom trajectories over time, which can highlight areas of need for targeted preventive or
clinical care. These may be characterised by students who may be improving, getting worse,
or those who are likely to exhibit difficulties that would be better suited for selective and
targeted prevention or clinical intervention.
Person-oriented approaches may also be particularly suited for examining the
characteristics of subgroups on a given outcome within the context of interventions. Such an
approach may be useful for determining the characteristics of program participants in relation
to differences in program benefits. An important aspect in the investigation of depressive
symptoms in adolescents is the literature on significant gender differences. The association of
female gender with a greater likelihood for experiencing higher levels of depressive symptoms
is well documented (Shore, Toumbourou, Lewis & Kremer, 2018). Further, there is evidence
to suggest that male and female adolescents may differentially benefit from participation in
school-based programming for emotional wellbeing (Kang et al., 2018). However, examination
of gender differences intervention effects within prevention science has remained relatively
under investigated, particularly within the areas of SEL-based programming for emotional
wellbeing (Durlak et al., 2011)

8.2 Current Study
In the current study, we examined the trajectories of depressive symptoms in two
cohorts of students participating in the REACH program over a two-year period. We also
examined school and individual-level predictors of class membership into trajectories. The
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previous examination of REACH program outcomes in Study Three (Chapter Seven) generally
suggests that the intervention was non-efficacious in reducing levels of risk factors and
depressive symptoms, as well as increasing levels of protective factors. Considering these
findings, there are two primary objectives for this study. First, this study examines whether
meaningful subgroup trajectories of depressive symptoms exist within a sub-sample of
REACH program students. We hypothesised that there would be meaningful subgroups of
students exhibiting different patterns of depressive symptoms within this intervention sample.
We also hypothesised that there would be a proportion of students indicating levels of
depressive symptoms that would be beyond the scope of a universal intervention and require
targeted interventions. The second aim of the study was to apply a prevention-focused risk and
protective factors framework in examining the predictors of depressive symptom trajectories.
These include demographic factors such as gender and include school and individual-level risk
and protective factors. Given the robust literature on gender differences in experiencing
depression, we would expect that membership into the higher levels of depressive symptom
trajectories would be predicted by female gender (Nolen-Hoeksema & Girgus, 1994), and that
school- and individual-level variables would significantly predict class membership.

8.3 Methods
8.3.1 Participants
Four waves of program evaluation data were used from two cohorts of students
participating in the REACH program. Participants’ ages ranged from 11 to 14 (M = 12.49,
SD = .60) comprising of two grade levels at the initial outset of measurement (Year 7 = 56%,
Year 8 = 44%). The gender of participants was 204 males (56%) and 163 females (44%).
8.3.2 Procedures
Data collection for this study occurred as part of the school’s routine evaluation of their
teaching program with assistance from an independent evaluation team. The school was located

251
in Perth’s south-west corridor region. Ethical clearance to access the school’s evaluation data
was obtained from the University’s HREC and the WADoE. Participant consent to access the
schools’ routine evaluation data was collected through both the students’ and parent/guardians’
written consent in an opt-out procedure (See Appendix 6 and 8 for a copy of the ethics
approvals by the Murdoch University HREC and the WADoE respectively).
Program evaluation surveys were conducted across four waves, starting in June 2017.
Follow-ups were held on November 2017, June 2018 and November 2018. The program
evaluation survey was administered at each time point across a single week during the student’s
REACH classes by school teaching staff. The survey was administered using iPads and an
online survey software program, SurveyMonkey (www.surveymonkey.com).
8.3.2.1 The REACH Program Intervention
The REACH program was first introduced in 2015 at a school as a whole-school SELbased prevention intervention. The school was in a community within the Mandurah region,
south-west of Perth, Western Australia. For full details of the intervention, refer to Chapter
Four (Subsection 4.3.1.). See Appendix 7 for a copy of the survey used for the REACH program
evaluation.
8.3.3 Measures
8.3.3.1 Depressive Symptoms
Depressive symptoms were measured using the SMFQ (Angold & Costello, 1995). The
SMFQ is a 13-item self-report scale adapted from the 34-item MFQ. Each item in the measure
takes the form of a statement such as ‘I felt miserable or unhappy’ or ‘I felt lonely’.
Respondents rate their experience of each statement in the past two weeks on a three-point
scale ranging from ‘Not True’ (zero points), ‘Sometimes True’ (one point) and ‘True’ (two
points). Though there is no strict cut-off score for the SMFQ, recent studies generally
recommend that the optimal cut-off value for differentiating depressed from non-depressed
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cases for the SMFQ was 12 and above. Measures of scale reliability ranged between 0.94 to
0.95.
8.3.3.2 Low Commitment to School
Low commitment to school was adapted for the CTC-YS from a range of sources. Items
one and seven for this measure were sourced from the Seattle Social Development Project
Student Survey’s School Problems Scale and Little Commitment to School Scale. Items two to
six were developed for the CTC-YS by the Six State Consortium Project. Low commitment to
school was measured using seven items. Items were rated on a five-point scale, asking
respondents to reflect on their experiences of school. Statements include: ‘How often did you
enjoy being in school?’ or ‘How interesting are most of your school subjects to you?’. Several
anchors were used in this measure, which includes (referring to the first statement): ‘Never’
(five points) to ‘Almost always’ (one point). Cronbach’s alpha from waves 3–7 for this scale
ranged from .77–.81.
8.3.3.3 School Opportunities for Prosocial Involvement
Opportunities for prosocial involvement was adapted for the CTC-YS by the Six State
Consortium Project. The measure comprised five items. Each item took the form of a statement
and respondents rated to which degree they agreed with the statement on a four-point scale.
Statements included: ‘I have lots of chances to be a part of class discussions or activities’ or
‘Teachers ask me to work on special classroom projects’. The point scale ranged from ‘NO!’
(one point) to ‘YES!’ (four points). Cronbach’s alpha from waves 3–7 for this scale ranged
from .63–.77.
8.3.3.4 Stress/Coping—Good Coping
Good coping was adapted for the CTC-YS by the International Youth Development
Survey. Good coping was measured using two items from the Adaptive Stress/Coping measure.
Items took the form of statements asking respondents to which they agreed towards how they
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felt when solving a problem. These statements included: when I have a problem ‘I think about
the best ways to handle it’ and ‘I am good at working it out’. Items were rated on a four-point
scale ranging from ‘NO!’ (one point) to ‘YES!’ (four points). Cronbach’s alpha from waves 3–
7 for this scale ranged from .75–80.
8.3.3.5 Stress/Coping—Self-Blame
Self-blame was adapted for the CTC-YS by the IYDS. Good coping was measured
using two items from the Adaptive Stress/Coping measure. Items took the form of statements
asking respondents to which they agreed towards how they felt when solving a problem. These
statements included: when I have a problem ‘I blame myself’ and ‘I criticise or lecture myself’.
Items were rated on a four-point scale ranging from ‘NO!’ (four points) to ‘YES!’ (one point).
Cronbach’s alpha from waves 3–7 for this scale ranged from .76–.83.
8.3.3.6 Data and Missing Data Treatment
It is typical in longitudinal studies for participants to have missing data over time.
Missing Values Analysis (MVA) was conducted to examine patterns of missing data after data
had been prepared. MVA indicated data across the four timepoints indicated a maximum of
20% missingness. Patterns of missing data were attributed to logistical and technical errors
(e.g., internet connection issues were found during the first wave of data collection). Missing
data in key variables were imputed using regression imputation to account for missing values
in key variables. Regression imputation replaces missing values with scores from a regression
equation using information from complete variables (Enders, 2010).
8.3.3.7 Statistical Analysis
Latent Class Analysis (LCA) was used to analyse the data using Mplus 8.3 (Muthén &
Muthén, 2017). LCA is a type of mixture modelling technique used to examine unobserved
heterogeneity in a population of interest to find meaningful subgroups that are similar in their
patterns of response on any given observed variable. For the analysis, the observed variables
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were depressive symptom scores for four time points. Those depressive symptom scores were
used to identify profiles of depressive symptom trajectories (classes) within the sample of
REACH program students. When conducting an analysis of all models, we specified 200
random sets of starting values to be generated with 160 final stage optimisations. The best loglikelihood was replicated in all models (Asparouhov & Muthén, 2012). To control for
variability in depressive symptoms as a function of age, student age across all four waves of
data collection were included in the growth model as a time-varying covariate.
8.3.4 Latent Classes
The first step in the analysis was to determine the number of distinct trajectories that
would ideally describe the data. To achieve this, we adopted an unconditional model where
successive analyses are conducted by increasingly adding classes and comparing the model fit
indices across analyses. Muthén and Muthén (2000) have recommended several parsimony
criteria that can be used when selecting the ideal number of class trajectories. These include
the lowest scores on the adjusted Bayesian Information Criteria (aBIC) and Aikake Information
Criteria (AIC) give the higher log-likelihood statistic, significance on the Lo-Mendell-Rubin
Adjusted Likelihood Ratio Test (LMR-LRT), and the quality of classification across models
represented by a higher entropy statistic. When estimating different class structures, we
considered trajectories fitted with a linear function and a quadratic function.
8.3.4.1 Predictors and Covariates of Latent Class Membership
The classes were then analysed using multinomial logistic regression with a focus on
distinguishing the predictors of the different classes. The purpose of this part of the analysis
was to investigate how different school and individual-level risk and protective factors
predicted latent class membership. This included demographic characteristics as well.
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8.4 Results
8.4.1 Demographics
Demographic and descriptive statistics and average depressive symptom scores for
REACH program students for each wave are also presented in Table 38.
Table 38
Demographic and Descriptive Statistics of Key Variables (N = 367)
Sociodemographic Variables

(%)

N

Male

55.60

204

Female

44.40

163

M (SD)

N

Age (at Wave 1)

12.04 (.61)

367

Key Outcome

M (SD)

N

Depressive Symptoms (Wave 1)

7.97 (6.91)

367

Depressive Symptoms (Wave 2)

8.00 (6.89)

367

Depressive Symptoms (Wave 3)

9.36 (6.76)

367

Depressive Symptoms (Wave 4)

9.91 (7.68)

367

Key Covariates

M (SD)

N

Low Commitment to School

2.42 (.77)

367

School Opportunities for Prosocial Involvement

2.77 (.63)

367

Self-Blame

2.34 (.86)

367

Good Coping

2.79 (.83)

367

8.4.2 Patterns of Trajectories
To examine the fit of models with different numbers of classes and the shape of the
trajectories (linear or quadratic), twelve latent class models were fitted, and fit statistics for
these models calculated (reported in Table 39). Two sets of models (linear and quadratic) with
an increasing number of classes were examined in terms of how well they fit the data. First, we
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compared the trajectories with a linear specification and then with a quadratic function. An
examination of the model fit indices suggested that a three-class model with a quadratic
function was the best fitting model. The LMR-LRT indicated that as the number of classes
increased to three classes in both the linear and quadratic models, each model became a
significantly better fit than the previous model and any subsequent model. On this criterion,
the four-class model was no longer an improvement on the three-class model. Other indices of
model fit also suggested that the three-class linear model was better fitting, given that the loglikelihood value was the largest value given the size of the entropy statistic and the significance
of the LMR test. The AIC and aBIC were also both found to be the lowest given the value of
the log-likelihood, the LMR test and the entropy statistic.
Table 39
Model Fit for Linear and Quadratic Models for REACH Program Participant Depressive
Symptoms
ll

AIC

aBIC

Entropy

Lo

p

Model description

-

-

1 Class Linear

Model 1

–4469.80

8965.60

8975.12

-

Model 2

–4436.10

8904.20

8915.93

0.81

63.79

0.000

2 Class Linear

Model 3

–4397.74

8833.47

8847.39

0.93

72.62

0.000

3 Class Linear

Model 4

–4383.92

8811.85

8827.97

0.93

26.15

0.207

4 Class Linear

Model 5

–4364.12

8778.23

8796.55

0.91

37.50

0.088

5 Class Linear

Model 6

–4361.22

8774.45

8793.50

0.88

41.36

0.067

6 Class Linear

Model 7

–4458.20

8946.40

8957.40

-

-

-

1 Class Quadratic

Model 8

–4423.70

8885.41

8899.33

0.82

66.20

0.000

2 Class Quadratic

Model 9

–4402.20

8844.40

8859.06

0.88

61.57

0.000

3 Class Quadratic

Model 10

–4372.81

8793.61

8811.20

0.90

56.41

0.007

4 Class Quadratic

Model 11

–4354.19

8764.39

8784.90

0.88

35.71

0.763

5 Class Quadratic

Model 12

–4329.53

8723.06

8746.51

0.90

44.21

0.868

6 Class Quadratic
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Note: ll = Log-likelihood, aBIC = Sample Size Adjusted Bayesian Information Criteria, AIC = Akaike
Information Criteria, Lo = Lo-Mendell-Rubin Test, Bold = selected model.

Table 40
Means of Depressive Symptom at Each Wave of Collection Controlling for Variation in Age,
Including the Intercept, Slope and Proportion of Each Trajectory Class
Classes

D1

D2

D3

D4

Intercept

Slope

n (%) in
class

Class 1: Low & Stable

4.70

3.45

3.50

2.75

7.25

–1.82

157 (42.40%)

Class 2: Increasing

8.45

9.13

11.12

12.29

11.03

0.10

148 (41.40%)

15.16

16.93

20.03

22.32

17.70

1.22

62 (16.50%)

Class 3: High Increasing

The descriptive statistics in relation to the selected three-class linear model are
presented in Table 40, which includes the intercept and slope for each trajectory. A visual
representation of this model is presented in Figure 12, suggesting that the three trajectories
could be labelled: ‘low & stable’, ‘increasing’, and ‘high increasing’. The ‘low & stable’
trajectory comprises most of the sample (42.40%) and is characterised by an initial decline,
then flattening in depressive symptoms over time. Students in the ‘increasing’ trajectory also
comprise a large proportion of the sample (41.10%). Lastly, the intercept of the ‘high
increasing’ trajectory (16.50%) began above the cut-off criteria for the SMFQ (12 and above)
and continued to increase over time. Table 40 presents the means of depressive symptom
scores at each wave of data collection after controlling for age (D1-4), as well as the intercept
and slope of each trajectory class. Figure 12 presents a visual representation of the class
trajectories after controlling for variation in age.
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Figure 12. Visual representation of the three-class latent trajectory classes controlling for age variation during each wave of collection.
Note: a = Jun 2017; b = Dec 2017; c = Jun 2018; d = Dec 2018; red line = denotes the 12+ point cut-off criteria for high depressive symptoms.
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8.4.3 Predictors and Covariates of Latent Classes
The next stage of the analysis used a multinomial logistic regression to examine the
prediction of class membership by gender, school and individual-level risk and protective
factors, controlling for age. We compare each of the two groups, ‘increasing’ and ‘high
increasing’ to the decreasing trajectory as a reference group. In Table 41, the findings showed
that males were found to be significantly more likely to belong to a high increasing trajectory
(OR = .59, p = .036). However, this effect was small. Additionally, low commitment to school
resulted in a higher likelihood of belonging to a low and stable trajectory of depressive
symptoms than a high increasing trajectory (OR = .61, p = .047). However, this result was only
just significant and may need to be interpreted with caution.
Table 41
Odds Ratio for Effects of Covariates on the Probability of an Increasing/High Increasing
Latent Class v. a Low & Stable Latent Class
Increasing Trajectory (1)

High Increasing Trajectory (1)

v.

v.

Low and Stable (0;c)*

Low and Stable (0;c)*

Predictors and Covariates

Gender

0.97, p = .913

0.59, p = .038

Low Commitment to School

1.16, p = .579

0.61, p = .047

0.97, p = .923

1.44, p = .468

Self-Blame Coping Strategies

0.89, p = .463

1.12, p = .637

Good Coping Strategies

1.07, p = .760

1.13, p = .688

School Opportunities for Prosocial
Involvement

Note: Bold = predictors at or below p = .05.
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8.5 Discussion
8.5.1 Trajectories and Sub-Class Groupings of Depressive Symptoms
The fourth aim of this thesis was to develop recommendations for school-based practice
to support adolescent mental health. To this end, the objective of this study was to exploratorily
examine whether subgroup differences in depressive symptoms existed in a sample of students
participating in the REACH program and examine the proportion of students present within
each subgroup. We hypothesised that there are subgroups of depressive symptoms within those
students participating in the REACH program. In confirmation of our hypothesis, we observed
three subgroup trajectories: a low/stable trajectory, a moderate increasing trajectory and a high
increasing trajectory. The low/stable trajectory may be characteristic of students within the
sample that may already exhibit low levels of depressive symptoms. The increasing trajectory
is characteristic of students that may be exhibiting subclinical levels of depressive symptoms,
but by the fourth wave of collection may already be exhibiting clinical levels of depressive
symptoms. Lastly, the high increasing trajectory might reflect students who are already
exhibiting clinical levels of depressive symptoms.
Results of this study confirm that there the proportion of students indicating an
increasing level of (40.30%) or are already presenting with high levels of (16.50%) depressive
symptoms greater than the proportion of students with low levels of depressive symptoms
(42.8%). This finding may align with the results presented in Chapter Seven (Study Three)
indicating that the REACH program was not able to achieve its aim of reducing adolescent
depressive symptoms compared to a community comparison group. Instead, the findings from
Chapter Seven (Study Three) indicated significant increases in depressive symptoms over time.
As already indicated, a proportion of students were also found to comprise the high
increasing trajectory (18.5%). This finding suggests that there exist students in the REACH
program sample that are presenting with levels of depressive symptoms that may require a need
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for clinical intervention that is beyond the scope of what can be provided by a prevention
intervention. These findings align with the findings from the previous evaluation of REACH,
highlighting that a majority of students exists who comprise either an increasing level of
subclinical depressive symptoms or are already experiencing clinical levels of depressive
symptoms.
In interpreting the finding of these subgroups, there is heterogeneity in patterns of
depressive symptom trajectories in students participating in the REACH program. Based on
the findings of this study, the existence of the three subgroups of high levels, increasing levels
and low levels of depressive symptoms highlight two key points. The first point highlights an
important practice reminder for program evaluation: scientific practitioners will often overlook
the natural heterogeneity that exists in the application of interventions across broad populations
at a universal level in favour of examining main effects (Greenberg & Abenavoli, 2016).
However, this finding highlights that within a population of students where an intervention
framework has been universally applied, there are subgroup populations with differences in
their initial risk status (already having indicated high levels of depressive symptoms) or
differences in their developmental trajectories over time (indicating increasing levels of
depressive symptoms). The second key point confirms the key recommendations by Fazel et
al. (2014), who argues that comprehensive school-based strategies to support adolescent mental
health ought to incorporate both prevention and treatment-based approaches. Whole-school
frameworks to support adolescent mental health may then involve a broad strategy of universal
programming with indicated and selective prevention for young people at greater risk for
mental health problems (Winston et al., 2016). Moreover, to account for young people already
indicating high levels of depressive symptoms, screening strategies, referral systems and
treatment-based approaches would also be useful (Arora et al., 2019).
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8.5.2 Application of the Risk and Protective Factors Framework in the REACH
Evaluation
Lastly, the second objective of this study was to apply the prevention-focused risk and
protective factors framework within the context of the evaluation for the REACH program. To
this end, this study sought to examine school and individual-level risk and protective factor
predictors on the trajectories of depressive symptoms. Contrary to our expectations, the
findings from this study did not find that school- and individual-level risk factors increased the
likelihood of membership into an increasing or high increasing trajectory of depressive
symptoms. Further, that protective factors reduced the likelihood of membership into an
increasing or high increasing trajectory of depressive symptoms. Instead, there were two
surprising findings. First, it was found that males were significantly more likely to be present
in a high increasing trajectory of depressive symptoms. However, this effect was found to be
small. Second, low commitment to school (as a risk factor) was more predictive of membership
into a trajectory of low depressive symptoms than high depressive symptoms. However, this
finding was just significant and may need to be interpreted with caution. Overall, the
interpretation for this finding may be that low commitment to school may not be a predictor
for high levels of depressive symptoms in this sample.
One interpretation of the greater representation of males exhibiting high levels of
depressive symptoms in the REACH program sample could be to highlight the possibility of
gender differences in responsiveness to prevention-focused interventions in the school setting.
There is literature to suggest the possibility that males and females may differentially benefit
from the implementation of SEL-based interventions. For example, a study conducted by
Taylor et al. (2002) demonstrates the differential impact of a social competency program on
outcomes for males and female middle schoolers. Findings from the study demonstrated that
females improved assertiveness and adjustment in schools, while males improved in emotional
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self-control and fewer physical altercations with peers. However, Durlak et al. (2011)
highlighted that there is a dearth of research investigating the role of participant characteristics
(such as gender) in moderating the impact of SEL-based interventions. The implications of
such findings may highlight a need for the implementation of school-based interventions to
account for differences in gender responsiveness and appropriately tailor content accordingly
(Kang et al., 2018).

8.6 Limitations
This study ought to be considered in light of its primary limitations. Firstly, there is
literature to suggest that factors beyond the scope of the school setting are responsible for the
generation and maintenance of mental health disorder in young people (Shore, Toumbourou,
Lewis & Kremer, 2018). The predictors used in this current study only spanned school and
individual-level predictors, which limit the ability of the study to examine other factors that
may also be impacting on mental health in young people. Evidence suggests that other proximal
factors, such as the family setting, may be a predictor in the development of mental health
symptoms in young people (Bond et al., 2005). The second primary limitation pertains to
examining trajectories of depressive symptoms in students participating in the REACH
program in comparison to a relevant control comparison condition. The inclusion of a relevant
longitudinal control condition would allow a greater examination of depressive symptom
trajectories over time with the inclusion of a normative sample, particularly for those students
in the increasing trajectory. However, the provision of a recommended cut-off score (>12;
Thabrew et al., 2018) by previous research for the SMFQ provides a useful method for
interpreting the shape of the subgroup trajectories.

8.7 Conclusion
This study addresses the fourth aim of this thesis by highlighting several possible
findings that inform recommendations for comprehensive school-based practice to support
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adolescent mental health. First, this study highlights the need for schools to implement selective
and targeted intervention approaches alongside universal approaches to address the underlying
problem of students who are at higher risk of, or already exhibiting symptoms of, mental
disorder. Universal prevention approaches, though necessary, are insufficient to address issues
of mental disorder that require more focused preventive or clinical care. This leads to the
second recommendation from this study: that school-based prevention practices need to
consider that there may already be young people exhibiting depressive symptoms within a
range that requires evidence-based clinical intervention for mental health. Students exhibiting
such levels of depressive symptoms are unlikely to be amenable to change by preventive
interventions. Therefore, comprehensive school-based approaches may also incorporate
screening, identification and systems of referral for clinical approaches to support adolescent
mental health alongside prevention approaches. Lastly, prevention approaches may also need
to consider differential gender responses to interventions to see who may be receiving greater
or fewer amounts of benefit.
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Chapter 9: General Discussion

The prevention of mental disorders remains an ongoing issue of critical importance in
alleviating the overall burden of disease around the world and in Australia (Sawyer & Patton,
2018). The past two decades have witnessed a persistently high trend in poor adolescent mental
health (Bor et al., 2014; Collishaw, 2015; Mojtabai et al., 2016; Olfson et al., 2015). This trend
remains despite significant increases in the dissemination and availability of treatment-based
approaches in Australia (Jorm, 2014). Despite this, prevention-based approaches have received
comparatively less attention to treatment approaches for ameliorating the prevalence of poor
mental health in young people (Australian Institute of Mental Health and Welfare, 2020).
Frameworks for prevention may typically consider several levels for intervention, ranging over
distal factors such as systemic-structural, place-based and community to more proximal
contexts such as the family and the school setting.
Moreover, it can be understood that young people residing in socio-economically
poorer and geographically remote communities are disproportionately represented in the
prevalence of poor mental health (Reiss, 2013; Viner et al., 2012). The overall goal of this
thesis was to develop recommendations for prevention-based practice in communities
experiencing disadvantage, with a recognition of the central role that the school plays in
building community capacity to support adolescent mental health. Specifically, this thesis
sought to develop these recommendations by focusing on existing prevention-focused
frameworks as they apply to depressive symptoms in adolescents residing in communities
experiencing disadvantage. Moreover, this thesis also sought to apply this framework within
the context of developing recommendations for school-based prevention practice.
To this end, four aims guided the empirical investigations presented in this thesis. The
first aim was to examine the association of social disadvantage in communities with depressive
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symptoms in adolescents. Specifically, this thesis draws upon the works of Marx (1959), Weber
(1978) and social geographers such as Massey (1995) to highlight the structural factors that
generate inequalities in youth mental health. The second aim of this thesis was to examine the
interface between prevention-based frameworks with sociological and social geographical
theories of disadvantage in the context of adolescent depression. Specifically, this aim sought
to examine the application of a prevention-focused risk and protective factors framework
within the context of depressive symptoms in adolescents residing in disadvantaged
communities. In addition, this thesis also sought to apply this framework within the context for
examining a whole-school prevention-based approach for adolescent social-emotional
development and mental health. Therefore, the third aim of this thesis was to evaluate the
effectiveness of a whole-school SEL prevention program for adolescent social-emotional
development and mental health located within a community identified as disadvantaged. To
further develop recommendations for school-based prevention practice, the fourth and final
aim of this thesis was to examine further whether subgroups of depressive symptoms in
adolescents participating in the REACH program exist.

9.1 Study One: The Development of Recommendations for Local Prevention
Planning
In relation to the primary aims of the thesis, Study One aimed to address both the first
and second aim. Therefore, in Study One, there were three primary objectives. The first
objective was to examine the association between adolescent depressive symptoms and aspects
of social disadvantage (socio-economic and geographical). The second objective was to apply
a prevention-focused risk and protective factors framework to determine the key psychosocial
predictors of adolescent depressive symptoms using a nationally representative sample.
Subsequently, we examined whether those same key factors were similar or different across
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communities identified as disadvantaged. The third objective was also to determine value
thresholds of risk and protective factors for identifying a high prevalence of depressive
symptoms in adolescents. The purpose of this objective was to apply this prevention-based
focused risk and protective factors framework to generate key indicators for guiding the
identification of depressive symptoms in adolescents.
To this end, Study One identified three findings. In relation to the first objective, an
initial examination of the correlations suggests that there is a significant positive association
between increasing levels of depressive symptoms, greater levels of disadvantage and an
increasingly distant suburb of residence from the CBD centre. Upon closer examination,
aspects of disadvantage (socio-economic and geographical) were found to be associated with
adolescent female depressive symptoms but not male. In all instances, adolescent females
indicated significantly greater levels of depressive symptoms than adolescent males. In terms
of socio-economic disadvantage in an area, adolescent females residing in areas with the
highest quartile of SES had significantly fewer depressive symptoms than adolescent females
residing in areas with the lowest quartile of SES. In terms of geographic disadvantage,
adolescent females residing in the inner suburbs (15 km around CBD) had significantly fewer
depressive symptoms than adolescent females residing in outer urban (15 km – 27 km from
CBD), fringe urban (27 km – 61 km from CBD) and rural suburbs (61 km – 396 km from
CBD).
To address the second objective of this study, key risk and protective factors were
identified based on a nationally representative sample. The three key risk factors were: SelfBlame, Family Conflict and Friend’s Use of Drugs. The three key protective factors were:
Good Coping, School Rewards for Prosocial Behaviour, and Belief in the Moral Order. In
addition, several communities were selected on a criterion for disadvantage. Two communities
were selected based on their geographical similarity and the indication of significant variation

268
in SES across suburbs. One community was selected based on significant socio-economic
disadvantage, and another was selected based on significant geographical remoteness.
Subsequent analyses involved examining whether those key factors for depressive
symptoms were similar or different between those identified communities. Analysis revealed
that the rank ordering and strength of these key factors indicated similarities and differences.
In terms of risk factors, Self-Blame was found to be significantly predictive of depressive
symptoms across all identified communities. Family Conflict was significantly predictive of
depressive symptoms for three of the four communities. Friend’s Use of Drugs was not
significantly predictive of depressive symptoms for any of the communities. In terms of
protective factors, differences were found in the strength of those factors for depressive
symptoms across the identified communities.
In relation to the final objective of Study One, we sought to determine value thresholds
for configurations of risk factors and protective factors. We used 19 separate items in the CTCYS to correctly identify adolescents exhibiting high levels of depressive symptoms. These sets
of items may be used as a tool to subsequently develop recommendations for targeting specific
risk factors or protective factors. The development of this tool resulted in a measure based on
the identified factors that may be used in the measurement of risk and protective factors in
relation to depressive symptoms. This measure may then be used to develop an initial profile
of key factors relative to depressive symptoms for communities and schools.
9.1.1 Place-Based Disadvantage, Gender Differences and Depressive Symptoms
In partial support of the hypothesis presented in the study, aspects of place-based
disadvantage (socio-economic and geographical) were found to exert a significant influence on
adolescent female depressive symptoms. Increasing socio-economic disadvantage in an area
and residence in outer urban, fringe urban and rural locations may act as a risk factor for
elevated levels of depressive symptoms in adolescent females. This was not the case for
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adolescent males. Overall, this finding is not dissimilar to studies suggesting that females are
more vulnerable to greater levels of depression due to a range of psychosocial and biological
factors (Lewis et al., 2015). One of the most robust findings in the mental health literature is
the pronounced gender differences in depression during adolescence (Lewis, Sae-Koew,
Toumbourou & Rowland, 2020; Nolen-Hoeksema & Girgus, 1994).
The first finding indicated that significant differences in depressive symptoms exist:
females who reside in areas with greater levels of socio-economic resources report significantly
fewer depressive symptoms than adolescent females residing in areas with fewer socioeconomic resources. A relatively limited number of studies examine the gendered differences
in the relationship between social disadvantage and mental health. Some studies have indicated
that different indicators of social disadvantage may significantly impact female adolescents. A
study conducted by Pabayo et al. (2016) on a sample of adolescents (N = 1878) across 38
neighbourhoods suggest that neighbourhood-level income inequality was associated with
higher levels of depressive symptoms in adolescent females but not in males. This is consistent
with studies that have found gender differences in levels of depressive symptoms as a function
of lower household income (Leve, Kim & Pears, 2005), or relative levels of family income
(Sorhagen & Wurster, 2017). This is also further supported by a study conducted by Mendelson
et al. (2008), who found that females from low SES populations were at greater risk of
persistent and severe levels of internalising problems compared to males.
One interpretation of this finding could indicate that females may be more likely than
males to be vulnerable to stressors that are more prevalent in socio-economically disadvantaged
settings. For instance, studies have indicated that parental attachment and monitoring acts as a
unique protective factor for girls in relation to mental health problems (Formoso, Gonzales &
Aiken, 2000). However, it has also been found that parental monitoring is reduced in families
from socially disadvantaged settings and single-parent families (Pettit et al., 2001). Further,
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maternal and family conflict, single-parent families, exposure to violence and abuse are other
factors that have been found to impact females’ risk for internalising symptoms more than for
boys, and these issues have been found to be more prevalent in low SES settings (Conger, Ge,
Elder Jr, Lorenz & Simons, 1994; Drake & Zuravin, 1998; Mendelson et al., 2008; Stein,
Jaycox, Kataoka, Rhodes & Vestal, 2003).
The second finding of this aim revealed that adolescent females residing in increasingly
remote suburbs indicated significantly greater levels of depressive symptoms than females
residing in the immediate surrounding suburbs to the central CBD zone. To the author’s
knowledge, there are only two other studies that have examined the spatial distribution of
adolescent depressive symptoms in the Australian context (Sawyer et al., 2000; Black et al.,
2012). However, the finding from this thesis was not consistent with the findings demonstrated
by those studies. Sawyer et al. (2000) conducted a nationwide survey of adolescent mental
health in Australia. The survey also examined differences in the prevalence of depressive
disorder in adolescents residing in metropolitan (living in capital cities) and non-metropolitan
(all other areas) areas. Findings from the study demonstrated that males (3.9%) and females
(3.8%) in metropolitan areas had comparable prevalence rates of depressive disorder. However,
males (4.6%) in non-metropolitan areas had almost double the rate of depressive disorder than
females (2.4%).
Further, the prevalence of depressive disorder in females residing in non-metropolitan
areas were markedly less than those living in metropolitan areas (3.8%). In the study conducted
by Black et al. (2012), findings indicated that there was no significant association between the
degree of remoteness, adolescent depression and gender. Therefore, the finding from this study,
that females residing in increasingly remote suburbs in Australia indicate greater levels of
depressive symptoms runs contrary to these two other studies. One interpretation of these
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differences may be that there were significant methodological differences in the specific
measurement of geographical locations across the three studies.
Taken together, and in relation to the theoretical review presented in Chapter Three, the
findings from this first aim of the thesis may highlight the dual role that ownership of capital
and its interaction with geographic location plays in generating place-based disadvantage. This
may have implications for adolescent depressive symptom outcomes. This finding has potential
implications for highlighting the structuring effect of social, economic and geographic factors
on adolescent mental health. Further, young females from socio-economically and
geographically disadvantaged backgrounds may have distinct needs that must be recognised in
broader frameworks for prevention (Brown et al., 2015).
9.1.2 Psychosocial Predictors of Depressive Symptoms
In relation to the second aim of this thesis, Study One sought to apply a preventionfocused risk and protective factors framework within the context of depressive symptoms. In
relation to this, Study One identified the six key predictors of depressive symptoms (three risk
and three protective) based on a nationally representative sample of adolescents in the study,
as outlined earlier in this chapter (the risk factors being Self-Blame, Family Conflict and
Friend’s Use of Drugs and protective factors being Good Coping, School Rewards for
Prosocial Behaviour and Belief in the Moral Order). Consistent with the literature, factors
more proximal to the individual’s social environment such as the school, family and
peer/individual setting were found to strongly predict adolescent mental health (Martin &
Martin, 2002).
Risk Factors: There is a wide array of research to support the finding that engagement
in self-blame coping strategies was strongly predictive of adolescent depressive symptoms
(Garnefski et al., 2002). A study conducted by Cohen et al. (2020) on a sample of 505
adolescents found that engagement in self-blame coping strategies, within the context of
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bullying victimisation, place adolescents at greater risk of depression and suicidal ideation. In
relation to family conflict as a predictor, studies have consistently demonstrated a strong
association between stressors occurring within the family and adolescent depressive symptoms.
Indeed, adolescents living in a family experiencing high levels of conflict were nearly five
times more likely to exhibit high levels of depressive symptoms (Lewis et al., 2015). Lastly,
the finding of peer drug use as a key risk factor is also consistent with the research literature.
Findings put forward by Pei et al. (2020) demonstrate that adolescents residing in communities
lacking social cohesion may not have the required level of social support for adolescents
experiencing particularly negative emotions or environmental stressors. Communities lacking
social cohesion are also more likely to be experiencing greater levels of adolescent drug use.
Protective Factors: Converse to the effect of engaging in self-blame coping strategies,
engagement in good coping strategies were revealed to be the strongest protective factor. This
is supported by a range of intervention strategies for prevention emphasising the development
of coping strategies as a protective buffer against poor mental health (Horwitz et al., 2011). In
addition to this, reward systems within the school setting and moral beliefs were also implicated
as protective factors for depressive symptoms. These findings are consistent with theoretical
models such as the Social Development Model proposed by Catalano and Hawkins (1996).
The Social Development Model emphasises the central role of relationships with peers,
family and the wider community in influencing a young person’s behaviours, attitudes and
beliefs through social identification. These behaviours, attitudes and beliefs are directed by
interactions with social opportunities and rewards in shaping those beliefs and behaviours.
These results are consistent with Bond et al. (2005), who highlights that there are strong
protective associations with rewards for prosocial behaviour and a framework for moral beliefs.
Taken together, this finding supports the previous finding by Bond et al. (2005) who
also applied a prevention-focused risk and protective factors framework to examine predictors
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for adolescent depressive symptoms. This finding highlights the utility of a comprehensive
factors framework to examine risk and protective predictors of adolescent emotional mental
health. The implications of this finding highlight the continued benefit of generating nationally
representative adolescent data to inform broad monitoring strategies to support the prevention
of adolescent mental health. This approach has readily been adopted by such prevention
strategies as the CTC prevention system to target teenage pregnancy, antisocial behaviour and
substance use. Identification of key predictors supports community-based prevention practices
by providing recommendations to target specific risk factors and promote those protective
factors through the implementation of relevant intervention strategies.
9.1.3 National and Local Predictors of Adolescent Depressive Symptoms
In relation to the second aim of this thesis, this study sought to examine whether the
profiles of risk and protective factors for depressive symptoms differed across several
communities that have been identified as experiencing socio-economic and geographical
disadvantage. Four such communities were identified, located in the Mandurah region
(southwest of Perth, Western Australia), the Mornington Peninsula Shire region (southeast of
Melbourne, Victoria), the Logan region (just south of Brisbane, Queensland) and the
Bundaberg region (north of Brisbane, Queensland). Findings from the study revealed that the
predictive strength of those key risk and protective factors differed across communities.
Consistent across all four communities, engagement in self-blame coping strategies remained
the strongest risk factor for adolescent depressive symptoms. In three of the four communities,
family conflict was also a strong predictive risk factor for depressive symptoms. Profiles of
protective factors were found to be more variable across communities. For three of the
communities (Mornington region, Mandurah region and Bundaberg region), engagement in
good coping skills was a significant protective factor for depressive symptoms. However, belief
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in the moral order was a predictive factor for only the Mornington region and Logan region
communities. These findings can be visually represented in Figure 13 below.
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Figure 13. Graphic depiction of profiles of risk and protection in disadvantaged communities around Australia.
Note: Risk and protective factors are ordered in terms of their predictive strength; M = Mean; SE = Standard Error; 95% CI = 95% Confidence
Interval for Odds Ratio; LL = lower limit; UL = upper limit; p = p-value. Arrows correspond with the location of the community in Australia.
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Taking these findings together, it may be observed that profiles of risk for adolescent
depressive symptoms appear to be more homogenous across the identified disadvantaged
communities. However, profiles of protection appear to differ between the identified
communities. The theoretical implications of these findings support the understanding that
local community context will differ in their proximal determinants. This may tentatively be
attributed to the fact that structural and social determinants of place differentially organise
patterns of risk and protection across communities. The practical implications of this finding
are that optimal prevention-based frameworks will consider national predictors, but also
combine this with a knowledge that communities and schools may differ in their respective
needs for implementing interventions.
9.1.4 Recommendations for Prevention-Based Practice in Disadvantaged Settings
Theoretical Interpretation: As discussed in Chapter One, there are a whole host of
environmental influences that may precede the development of depression in adolescents.
These influences may be understood from the perspectives of bioecological systems theory,
which posits that environmental influences may encompass levels of community, family,
school and even the individual to generate differential outcomes and levels of risk
(Bronfenbrenner, 1992). As discussed in Chapter Three and from the first part of Study One,
structural forces of socio-economic and geographical disadvantage may be understood to
generate a greater risk of depressive symptoms in female adolescents. This structural force
generates

commonalities

between

disadvantaged

communities.

Specifically,

these

commonalities generally translate to fewer community resources to support capacity to address
adolescent mental health. This includes the availability and provision of healthcare, knowledge
and community connections (Meadows et al., 2015; Mumbauer-Pisano & Barden, 2020). This
understanding of commonalities aligns with the Fundamental Causes argument presented in
Chapter Three. From this perspective, structural factors differentially organise the allocation
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of economic, social, and cultural resources between disadvantaged and advantaged
communities.
The finding that community variation in key predictors of depression supports the
notion that proximal developmental systems are differentially organised across communities.
Differences between communities inhabiting similar social class positions may be understood
through Crammond and Carey’s (2017) theoretical account of structural influences. Drawing
on a Bordieuan (1986) perspective, differential accumulations of economic, social and cultural
capital within the habitus of local community contexts explain differences between
communities experiencing disadvantage. This means that communities experiencing
disadvantage accrue different levels of capital relative to more affluent communities. The
combination of capital comprises the sociocultural context in which the individual resides. For
example, social capital refers to a network of relationships (such as family or peer relationships)
that exert influence on the habitus of the individual, through upbringing, that shapes the values,
attitudes, and knowledge that reproduce and maintain vulnerability to poor mental health.
Various factors between communities exist such as their history, sociocultural makeup and
socio-economic factors that may generate a variety of pathways to the development of mental
disorder. This concept may be embodied in the notion of equifinality (Cicchetti & Rogosch,
1996). Equifinality refers to the principle that in any open developmental system, a given end
state (development of mental disorder) may be reached by many potential means. The finding
supports that differences exist in the strength of key protective predictors. For example, belief
in the moral order was found to be the strongest protective factor for depressive symptoms in
the Mornington Peninsula region community. However, it was a weaker protective factor for
the Bundaberg region community.
Practical Implications: The findings of this study also have practical implications
relevant to developing recommendations for community- and school-based prevention
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practice. The finding of this study highlights the need for prevention-based practice to balance
consideration of factors identified at a population level with local place-based circumstances.
This is indicated in the findings of key factors for adolescent depressive symptoms from the
national sample, and how differential patterns of those same factors exist when compared
between local community contexts. Formative qualitative research on the prevention of chronic
diseases by Pleasant, O’Leary and Carmona (2020) put forward that at times, healthcare
professionals and initiatives tend to follow a one-size-fits-all approach to prevention and
treatment. However, the findings go on to assert that prevention-based approaches must
recognise various aspects of the local context. These aspects may be composed of the
community social climate, geographical and economic conditions, political realities and
infrastructural resources (Fitzpatrick, 2012). Therefore, prevention frameworks ought to
consider both the broader structural influences and the local circumstances in which mental
health outcomes are generated.
There is a range of evidence that has indicated the positive impact of tailoring and
adapting interventions for the relevant local context and audience. Such evidence has indicated
that health programs that successfully emphasise the relevance of health-related information
for their intended audience produce greater effects than generic programmatic material
(Hawkins, Kreuter et al., 2008; Noar, Benac & Harris, 2007). Researchers have asserted that
formative evaluations into local contexts may inform the tailoring of materials and adaptation
of interventions (Hawkins, Kreuter et al., 2008; Pleasant et al., 2020). However, they have also
maintained that it is important to remain consistent with a set of learning objectives and
standard evaluation metrics for evaluation.
A recent review by Hankin (2020) argues that the evidence to support the prevention
of adolescent depression currently subscribes to a one-size-fits-all approach that assumes
commonality in profiles of risk. However, the author goes on to argue the need to develop
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depression prevention programs that are adapted to address identified risk profiles of young
people. This was highlighted in a recent prospective randomised control trial of community
adolescents: the Personalised Depression Prevention study. In this study, two groups of
adolescents were selected to participate in either a Coping with Stress prevention intervention
or an Interpersonal Psychotherapy Adolescent Skills Training (IPT-AST) prevention
intervention. A third group of control participants were also used. In this study, adolescents
were allocated into intervention groups based on a personalised profile of risk factors. Findings
from the study indicated that depressive symptoms were significantly reduced when young
people were placed into an intervention that better suited their risk profile. This finding may
highlight the need for matching interventions with profiles of risk. In addition to this,
consideration of different profiles of protective factors may also highlight that there is a need
for different intervention modalities to address adolescent depressive symptoms in specific
community contexts. The differential patterns of protective factors also suggest that the
mediating impact of protective factors may differ and should also be used to guide intervention
selection. Therefore, a broad one-size-fits-all approach for selecting generic intervention
materials may not be appropriate for the local context where the intervention is situated.
The findings from Study One may also have implications for prevention-based
practices in the school setting. Implementing effective prevention practices in the school setting
has often been cited as a challenging task (Masia-Warner et al., 2006). It is often the case that
schools lack a unifying framework or the infrastructure necessary to effectively support
adolescent mental health (Stormshak et al., 2016; Ringeisen et al., 2003). Schools represent an
important setting within communities for addressing adolescent mental health through the
implementation of strategies and evidence-based interventions. Several reasons have been cited
that include the school setting as a place where mental health problems are first identified, and
subsequent referrals may be made (Fazel et al., 2014). In support of this, prevention
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frameworks ought to also consider the unique context of the school and the needs of its student
population in considerations of prevention strategies. This approach has been successfully
utilised by the CTC prevention system framework (Chilenski et al., 2019). This approach has
observed much success for the development and guidance of working collaboratively with
communities and has been successfully used for the prevention of antisocial behaviours and
substance use. However, this approach may also be suitably adapted for the prevention of
depressive symptoms. This approach may be used at the level of community, but also may be
suitably used by schools to guide prevention strategies and activity.
The evidence to support the implementation of preventive programming in school
settings has garnered support in recent years (Atkins et al., 2016; Reinke et al., 2011). However,
there remain several barriers for schools in implementing and adopting prevention intervention
strategies. Such barriers may include broader community capacity to support mental health
services (Cunningham & Cunningham, 2001), teacher training for delivery of mental health
programming (Kratchowill & Shernoff, 2003), difficulty discerning appropriate content, and
the range of available programs, content and training supports (Ringeisen et al., 2003).
Altogether, school leaders often have limited time and resources to effectively examine the
effectiveness of programming alongside various other competing school interests (Boustani et
al., 2020). Such stakeholders may not be able to have the capacity to identify or know how to
select the best programs that are compatible with their own unique school needs.
To this end, the final objective of this study was to develop a measurement tool based
on a prevention-focused framework of risk and protective factors. Specifically, this
measurement tool was developed in concert with the identification of the risk and protective
factors for adolescent depressive symptoms. The purpose of this measurement tool was to be
an easily accessible tool for identifying a high prevalence of depressive symptoms in a given
community or school context. In doing so, such a tool may assist in the monitoring of
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adolescent depressive symptoms and prevention-based practice in specific contexts such as the
school or local community settings. The 19 items that form this measurement tool are part of a
larger comprehensive survey (The CTC Youth Survey) of health that is readily accessible and
easily applied across a variety of community and school contexts.
9.1.5 Disadvantage in the Context of Policy for Adolescent Mental Health in
Australia.
Finally, conclusions drawn from this study emphasise the consideration to include an
understanding of disadvantage and prevention in policy frameworks to strategically address
poor adolescent mental health in local community settings. From a policy standpoint, in
Australia, the National Action Plan for the Health of Children and Young People 2020-2030
(Australian Department of Health, 2019) recognises that there are inequalities in young
people’s mental health as influenced by social and structural determinants. Moreover, there is
also a recognition that there is also structural differentiation in the capacity of local
communities to support mental health. However, such recognition is not reflected in the focus
on public funding for youth mental health which has instead opted to focus on the expanding
primary healthcare and treatment-based service delivery systems such as headspace and Better
Access initiative (Jorm, 2020, O’Mallon, 2021).
Though necessary, such a focus on primary health care and treatment-focused service
provision are insufficient in catering to the needs of young people residing in disadvantaged
communities. Seidler and colleagues (2020) demonstrate that the uptake and engagement of
mental health primary care and treatment services (headspace) by young people (12-25) are
significantly moderated by a range of sociodemographic factors. Of note, is the finding that
young people residing in rural and socioeconomically disadvantaged communities are more
likely to discontinue engagement with such services after initial treatment. Reasons for
disengagement highlight that young people residing in disadvantaged communities are likely
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to face greater barriers for engagement such as stigma, family-related issues, costs, burden of
travel, long waitlists and lack of after-hour service access. Recommendations from the study
emphasise that frameworks to address adolescent mental health consider the differential
profiles of risk that sustain poor mental health across key socioeconomic demographics.
Altogether, the findings presented in Study One of this thesis emphasise the need for
prevention approaches in adolescent depression to consider factors that are unique to the
context of local communities. Recently, researchers have increasingly noted that little emphasis
has been placed on understanding the relationship between intervention outcomes and contexts.
Such researchers have emphasised that approaches to prevention have historically emphasised
estimates of average treatment effects at the expense of understanding how those effects may
vary by population or community characteristics (Craig, di Ruggiero, Frolich, Mykhalovskiy
& White, 2018). Such a focus is reflected in Australian policy frameworks which continue to
devote substantial funding to a one-size-fits-all blanket approach to the provision of primary
mental health care and services.
Comprehensive community and school-based approaches to improving the mental
health of adolescents experiencing social disadvantage ought to be adaptive to the structural
and social patterning of risk factors impacting on mental health and assume complexity in the
pathways that precede the development of mental disorder (Hoare et al., 2019). Such
recommendations may be further extrapolated to inform policy decisions on how to
comprehensively approach the issue of poor adolescent mental health in disadvantaged
communities. This approach will utilise a complementary approach of prevention alongside
already established treatment-focused efforts to consider the structural factors that maintain
poor mental health. Recommendations for these community-based approaches may have
implications for translation into substantive policy to target disadvantaged community
populations in a manner that can improve poorer rates of mental health in Australia.

283

9.2 Study Two and Three: Evaluation of the REACH Program
The third aim of this thesis was to develop recommendations for school-based
prevention in communities experiencing disadvantage. To address this aim, the objectives of
Study Two (Chapter Six) and Study Three (Chapter Seven) were to first evaluate the
effectiveness of a whole-school SEL-based intervention, the REACH program. In alignment
with the theme of disadvantage, the school in which this study took place was in the Mandurah
region, southwest of Perth, Western Australia. The evaluation of the REACH program took
place over four years (2015–2018). The intervention aimed to develop student SEL-related
outcomes for prevention in mental health. The two studies that took place evaluated the
REACH program from two different perspectives. Study Two examined the impact of the
REACH program from the perspective of SEL-related outcomes. Study Three examined the
REACH program from the perspective of a prevention-focused risk and protective factors
framework and depressive symptoms. Throughout the evaluation for the REACH program,
Study Two and Three demonstrated that the REACH program was unsuccessful in achieving
change in SEL outcomes, mental health, and school and individual-level risk and protective
factors.
Study Two reported on the evaluation of SEL-related outcomes in two cohorts of
REACH program participants over a two and a half year period. Findings from this study
indicated that compared to a comparison group of 16 schools within the same community,
participation in the REACH program was ineffective in elevating levels of SEL-related
outcomes. In addition, emotional engagement in students participating within the REACH
program (both Cohort A and B), were found to be significantly worse than the comparison
group.
Study Three reported on the impact of the REACH program on risk and protective
factors and depressive symptoms. In comparison to the control group, REACH program
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cohorts did not indicate any significant differences in risk or protective factor outcomes nor
depressive symptoms. This was compared cross-sectionally. To examine change over time,
within-subjects analyses were conducted. Results indicated significant increases in risk factors
and depressive symptoms and fewer protective factors over time. This suggests that there may
be a worsening in outcomes for students participating in the REACH program. The results of
Studies Two and Three indicate that the implementation of a whole-school SEL-based
intervention was ineffective in improving any of the measured outcomes in this school.
9.2.1 Recommendations for School-Based Prevention Practice
Studies Two and Three of this thesis present an evaluation of the REACH program.
The impact of the REACH program was examined from two perspectives: 1) its impact socialemotional learning-related outcomes (Study Two); and 2) its impact risk/protective factors and
depressive symptoms (Study Three). Overall, findings from the two studies indicate that the
REACH program was ineffectual in achieving its aims to improve the targeted outcomes in
comparison to a comparison group. Based on the findings presented and knowledge of the
REACH program in this thesis, two main recommendations may be made for effective schoolbased prevention practice. The first recommendation places emphasis on the use of evidencebased prevention practice in the school setting. The second recommendation asserts the need
to establish evaluation frameworks and monitoring systems to inform the continual
development of school-based prevention strategies.
Evidence-Based Practice: A review of the resources used in the REACH program was
presented in Chapter Four of this thesis. According to this review, the resources have varying
levels of effectiveness for their targeted outcomes over different populations. The first phase
of the REACH program utilised a range of materials that included: Climate Schools,
FriendlySchoolsPlus, Protective Behaviours, Mindfields, SenseAbility and Free to Be. Climate
Schools and FriendlySchoolsPlus have the strongest evidence supporting their use in schools.
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At the same time, Protective Behaviours has indicated evidence primarily for children with
mixed results. Mindfields also indicated positive results; however, this was conducted on a
very small sample of youth offenders, which may limit the generalisability of the findings.
SenseAbility and Free to Be have also indicated a lack of any formal evaluation of their content.
During the second phase of the REACH program, the Mindfields and SenseAbility resources
were removed from the REACH program in favour of the Resilience Project resource. The
Resilience Project resource is currently undergoing formal evaluation, evidence of which has
yet to be released.
Therefore, the null findings in this dissertation could be a product of an evolving
REACH program, where a range of program resources has been selected, not all of which had
strong evidence for efficacy. Dray et al. (2017) recently evaluated a pragmatic school-based
universal intervention for mental health where 20 schools were provided with a selection of
resources to choose from to improve intervention sustainability and local uptake. Results of the
evaluation indicated no significant improvements in mental health outcomes (Total SDQ and
internalising problems) over a two-year period. This is in line with meta-analytic evidence
conducted by Durlak et al. (2011) of 213 universal school-based SEL strategies, which put
forward that many schools did not use evidence-based SEL programming. Varied reasons have
been cited in this meta-analysis for the lack of evidence-based prevention practice in school
settings. This may include reasons such as a lack of awareness by schools of effective SELbased programming, failure to distinguish between interventions supported by evidence or poor
adherence to program fidelity. Vostanis et al. (2013) assert that schools often import evidencebased programming from third-party and consulting agencies that evaluate efficacy under
tightly controlled conditions. When those same interventions are brought to scale under realworld settings, even well-validated interventions may produce null results in effectiveness
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trials. In support of this, Clinton et al. (2018) argue that there is a distinct lack of evidencebased practice for prevention within the Australian educational setting.
In bringing this together, recommendations for effective school-based prevention
practice in mental health emphasise the need for schools to utilise evidence-based practice in
selecting content that is both relevant to their local context (as emphasised in the findings by
Study One) and has indicated evidence of efficacy and effectiveness (Moore, 2016). Such a
practice recommendation emphasises the possible need for partnerships between schools and
research efforts that support theory-driven, evidence-based practice rather than relying upon
off-the-shelf strategies to inform action.
Measurement and Monitoring for School-Based Prevention Approaches: The second
recommendation refers to the continued need for implementation of evaluative frameworks to
build school capacity to support adolescent mental health. This approach builds on an oftenadopted approach by schools that combine knowledge of local context alongside evidencebased strategies for targeting mental health. This is in terms of being aware of the range of
programming that shows efficacy and have a greater understanding of the factors that
implement them with higher fidelity, but also being aware of the context, and implementing
from them text-book style. Elias et al. (2015) argues that it is often the case that schools take a
practical ‘action-research/improvement science’ approach to implement programs that can
involve much trial and error. Schools residing in low income settings often begin with a ‘bestpractice’ model and continually refine their program over time. In the case of this dissertation,
a program just starting, as in the case of the REACH program, will undergo many variations
before developing stable foundations for improving the health of their student population. Elias
et al. (2015) also argue that this trial-and-error approach will continue to exist under conditions
of changing personnel, funding organisation contexts and mandates from the community and
school stakeholders. Therefore, another recommendation for school-based prevention practice
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is to develop rigorous monitoring systems for examining mental health and the risk and
protective factors so that the program is adaptive to the dynamic needs of its students.
Complementary Realist Evaluation and RCT Approaches for Preventative Action.
Adapting programmatic content in health interventions for specific environmental contexts is
reflected in the process of context-mechanism-outcome (CMO) in realist evaluation
implementation science approaches (Duncan, et al., 2018; Marchal, van Belle, van Olmen,
Hoerée & Kegels, 2012). This approach reflects the consideration of a dynamic and changing
environmental context to complementarily inform the development and implementation of
interventions under real-world conditions. Realist evaluation approaches postulate that
multiple sources of information must be used for an intervention to be deemed useful for a
given context. That is, demonstrated evaluative evidence of efficacy represents only one part
of a larger picture of information that indicates success under carefully simulated laboratory
conditions (as explained in Chapter Four, Subsection 4.3.2). However, such an approach does
not demonstrate for ‘whom’ it works for and ‘under what circumstances’ within a given
context. A realist evaluation approach theorises that the intersection of environmental context
and socio-demographic characteristics of the involved peoples (context) alongside the
intervention (mechanism) interact with one another to produce an outcome (Dalkin,
Greenhalgh, Jones, Cunningham & Lhussier, 2015; Ranmuthugala et al., 2011). Therefore, this
approach adds a complimentary understanding that interventions are operating within a
complex system of interacting social, political and structural relationships. In the context of
developing recommendations for school-based prevention action, it is important to emphasise
to school stakeholders the necessity of integrating the use of evidence-based efficacious
interventions alongside an approach that considers the unique structural and social factors
impacting youth metal health and how they may theoretically interact within the local context
through a realist perspective (Deschesnes, Drouin, Tessier & Couturier, 2014).
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Collaborative Efforts to Support School-Based Prevention: Finally, researchers have
increasingly highlighted the importance of collaboration between mental health professionals,
researchers and education practitioners. Researchers have argued that collaborations between
researchers and educators are essential at the outset for intervention development and
implementation (Weist et al., 2001; Hoagwood, Burns and Weisz, 2002).
Altogether, there are several key points of consideration for practical prevention-based
practice. Firstly, it is important to bridge the gap between educational staff and administration
with mental health professionals and prevention researchers. Such collaborations may provide
knowledge on improving implementation practices by increasing awareness on the availability
of intervention programs tailored to fit with local school contexts. Secondly, any effective
approach to planning and implementation of interventions must align their service and
intervention delivery to the school context. This involves flexible tailoring and adapting to the
changing context of the school environment, while making effective use of data to inform
decisions (Lyon et al., 2014).

9.3 Study Four: Clinical versus Prevention Intervention
Extending upon the third aim, the fourth aim of this thesis was to develop
recommendations for comprehensive school-based practice to support mental health overall.
To address this aim, Study Four in this thesis examined whether there were meaningful groupbased differences in depressive symptoms of adolescents participating in the REACH program.
In addition to this, another objective of Study Four was to apply the framework of risk and
protective factors within the context of depressive symptoms in students participating in the
REACH program. This objective was guided by the prevention-focused risk and protective
factors framework presented in Study One of this thesis for examining predictors of depressive
symptoms to inform prevention planning.
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There were several findings to this study in relation to the presented aims. In relation
to the first aim, findings from this study revealed that there were three subgroups of depressive
symptoms within the REACH program cohorts (low and stable, increasing, and high clinical
increasing). In this analysis, over 50% of students across the two analysed cohorts were
indicated being present on an increasing trajectory of depressive symptoms (41.10%) or were
already exhibiting clinical levels of depressive symptoms (16.50%). In applying the risk and
protective factors framework to students participating in the REACH program, this thesis
examined the predictors of those depressive symptom trajectories. Contrary to what was
expected, findings indicated that neither individual nor school-level risk or protective factors
were predictive of high or increasing levels of depressive symptoms.
The findings from Study Four highlight that despite the implementation of a wholeschool SEL-based program for mental health, a large proportion of students are either
indicating increasing levels of, or are already exhibiting, clinical levels of depressive
symptoms. These findings have implications for the development of recommendations for
school-based prevention practice. These recommendations emphasise the need for: 1) universal
screening in schools, 2) multi-tier intervention approaches, 3) multi-sectoral collaborative
approaches between schools, communities, and services 4) and a recognition of different needs
as identified by gender. Taken together, these recommendations highlight a need to reconfigure
and connect educational and mental health support systems to aid the spectrum of mental health
needs in young people.
9.3.1 Universal Screening for Depressive Symptoms
The first primary finding of Study Four was the identification of three subgroups of
depressive symptom trajectories in REACH program students. These trajectories were
identified as being low, increasing and clinical levels of depressive symptoms. A large
proportion of students were found to comprise either the increasing or clinical levels of
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depressive symptom trajectories (above 50%), relative to the percentage of students comprising
the group with low levels of depressive symptoms (42.40%). An implication that may be drawn
from this finding is the idea that there are students who are either exhibiting depressive
symptoms or are exhibiting increasingly higher levels over time. Such a finding highlights the
importance of universal screening to prevent the onset of those increasing levels of depressive
symptoms and providing appropriate support for those who are already exhibiting high levels
of depressive symptoms.
Universal mental health screening represents an important aspect for any approach to
school-based prevention frameworks (Klarica, Jackson & Skelton, n.d.). Screening strategies
provide crucial information on the mental wellbeing of students and overall school-level
functioning. Schools have increasingly become tasked with playing an important role in the
early identification and subsequent management of young people’s psychological and mental
wellbeing (Duncan, Forness & Hartsough, 1995). Researchers have increasingly indicated that
screening programs in schools represent an important point of contact for identifying problems
early (Splett et al., 2013). In addition, such approaches are best placed to reach a large body of
young people in a timely and efficient manner. Gall et al. (2000) identified that nearly 80% of
adolescents receiving mental health services were identified in the school setting. Therefore,
the school setting represents an important nexus point for connecting and raising early
awareness of problems in young people mental health. Universal screening represents the first
step in early identification of poor mental health in young people. Within this, universal
screening represents an opportunity to support adolescent mental health to relevant services
ranging from preventive needs (such as targeted or indicated intervention) to referral to clinical
services.
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9.3.2 Multi-Tier Frameworks for Prevention in Adolescent Mental Health
Universal screening represents one part of a whole regarding a multi-tier approach to
addressing poor adolescent mental health. The findings in Study Four also support a continued
need to implement develop a multi-tiered approach to mental health care within schools.
Findings from the study indicate that a majority of students either comprise an increasing
trajectory of depressive symptoms/subclinical ranges of depressive symptoms (41.40%) or a
trajectory with levels of depressive symptoms within the clinical range (16.50%). These
findings highlight the need screening systems to be put in place that can systematically identify
and refer students at increased risk of or are already experiencing mental health disorders for
selective, indicated, or clinical approaches. Meta-analytic evidence presented by WernerSeidler et al. (2017) concluded that, although, universal preventative interventions are
efficacious in reducing overall levels of depressive symptoms in young people, selective and
indicated approaches indicated larger magnitudes of effect for reducing mental disorder among
young people at high risk of or were already exhibiting symptoms of mental disorder.
In support of this, recent advocacy by mental health professionals have argued for the
use of gated approaches to screening in determining mental health needs in schools. Gated
approaches to screening for mental health firstly identify the mental health needs of the student
population by administering a battery of assessments to examine which students meet criteria
for the cut-off for symptoms of depression (Walker et al., 2014). From there, students identified
as being above the cut-off are then referred for targeted preventive or clinical care. Fazel et al.
(2014) recommends a multi-tier approach, implementing universal strategies to generate a
classroom and whole-school environment that supports the mental health of students.
Alongside that, selective interventions are implemented to assist students who are at risk of
experiencing mental disorder or are already exhibiting subclinical symptoms. Lastly, indicated
preventive approaches are implemented to target those with the greatest need. Taken together,
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universal and whole-of-school approaches that broadly deliver to all students within a
curriculum ought to be combined with an approach that systematically brings ‘at-risk’ students
to the attention of school support staff through early identification methodology.
9.3.3 Multi-Sectoral Collaborative Service Approaches for Adolescent Mental
Health in Local Communities
A multi-tiered approach that uses early identification and several levels of preventative
intervention also ought to be implemented alongside a multi-sectoral strategy that situates such
action in the context of local community, school and mental health service partnerships (Lyon
et al., 2016). This recommendation is supported by the finding that a large proportion of
students participating in the REACH program were exhibiting levels of depressive symptoms
that were already above clinical levels or over time had reached that point. A multi-sectoral
approach represents a twofold strategy that considers the full spectrum of mental health needs.
Firstly, this encompasses early identification and preventative action in schools. Secondly, this
emphasises the inter-linkage of care pathways in the school setting for young people at greater
risk of or are already experiencing mental disorder with local community and mental health
service supports. Therefore, the school setting is situated as one part of a larger system of care
that supports the full spectrum of adolescent mental health needs within the broader community
context. Such an approach requires a reconfiguration of existing educational and mental health
systems to create a continuum of integrative care.
This recommended framework for strategic multi-sectoral action between schools,
community supports, and mental health services can promote long-term sustainability and
engage youth with needed care (Fazel et al., 2014). A review of the literature identified that
one of the major barriers for youth engagement with mental health services were structural and
systemic in nature (Schwean & Rodger, 2013). This includes logistical difficulties in accessing
professional help and lack of knowledge to navigate such systems. Integrative pathways of care
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that connect youth with care settings may ameliorate this barrier. Fazel et al (2014) proposes
two actionable recommendations to support integrated systems of care. The first
recommendation highlights a need to consider the prioritisation of shared ownership regarding
the responsibility of services (schools, communities organisations and mental health services)
for youth mental health. These include collaboration between schools, local community
institutions and mental health services to identify and create a tailored framework of services
that makes use of evidence-based programming and caters to the full spectrum of mental health
needs. The second recommendation relates to professional staff and workforce training in
education and mental health sectors. Collaboration between education and mental health
sectors would be enhanced by engagement in further professional training. For school staff,
training in mental health promotion and literacy skills might have a twofold effect. Firstly, this
can help in the identification of young people experiencing mental health difficulties. Secondly
this may help teachers feel less overwhelmed by socio-emotional and behavioural challenges
in the classroom. For mental health professionals, further training could promote capability to
navigate complex school systems and cultures. At present, there remains a scarcity in specific
education to train mental health professionals in navigating school contexts (Kriechman,
Salvador & Adelsheim, 2010). Moreover, such training may promote greater collaboration
between schools and mental health service sectors.
9.3.4 Gender Differences in Intervention Responsiveness
Finally, in relation to the second objective of this study, factors that predicted
membership into different trajectories of depressive symptoms were examined. This study only
revealed that males participating in the REACH program were more likely to indicate clinical
levels of depressive symptoms. As highlighted in the discussion of Study Four, one
interpretation for the greater representation of males in the clinical levels of depressive
symptoms trajectory was the possibility that there may be gender differences in responsiveness
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to the REACH intervention. There is research to suggest that gender may moderate the impact
of school-based SEL programming. For example, an evaluation of the Promoting Alternate
Thinking Strategies (PATHs) curriculum and the Good Behaviour Game have stronger impacts
for aggressiveness and prosocial behaviour in boys than for girls. However, such findings are
not readily documented, and there has been little research to highlight the possible moderating
effect of gender for intervention responsiveness (Durlak et al., 2011). This finding highlights a
further need to incorporate the possibility of differences in gender responsiveness to
intervention effects in future research.
Altogether, the conclusions drawn from this study highlight the importance of situating
the role of schools as central within broader community-based strategies to support adolescent
mental health. This requires a strategic framework that emphasises a two-pronged preventionand treatment-focused strategy that incorporates a multi-tiered, multi-sectoral collaborative
approach to mental health care for adolescents. Schools are perceived as ideal settings for early
identification of mental health difficulties, delivery of preventative interventions alongside
mental health supports and a first point of contact for care pathway services in the local
community. Furthermore, the mutual upskilling of both the education workforce and involving
mental health professionals in the education system will support the success of such efforts.
Upskilling for the education workforce may involve increasing knowledge on the importance
of social and emotional wellbeing, skills to identify signs of mental distress and ways to provide
preventive and early intervention. Fazel et al (2014) notes that mental health professional
familiarity with the school context is scarce and recommends specific training to support
navigation of the school context and consultation skills. Overall, this approach is reflected in a
recommendation by Ormel and colleagues (2020), who argue that prevention ought to be
institutionalised, which is defined as being embedded in major social institutions of the local
community and structurally funded. Such conditions guarantee that the approach will be
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implemented in a long-term systematic manner. This recommendation is of particular
importance in disadvantaged communities which lack the institutional and organisational
resources to support such efforts. Leveraging pre-established institutional may promote overall
community capacity to support efforts to improve the mental health and wellbeing of young
people in disadvantaged communities.

9.4 Summarising the Thesis Findings
In addressing the overall aims in this thesis, there were several possible
recommendations for prevention-based practice in disadvantaged communities and schools. In
relation to the first aim of this thesis, the first recommendation emphasises the need for
prevention-based approaches to account for the impact of socio-economic and geographic
disadvantage as a risk factor for depressive symptoms in adolescent females. Findings
informing the second aim of this thesis may have implications for building community capacity
to support adolescent mental health, particularly within disadvantaged communities.
Recommendations would highlight that optimal community- and school-based prevention for
adolescent depressive symptoms need to balance targeting risk and protective factors identified
at a national level with the local and place-based circumstances in which interventions are
delivered.
The second primary recommendation from Studies Two and Three (REACH evaluation
studies) suggest the need for schools to adopt empirically based frameworks for planning and
implementing preventive interventions. School-based preventive interventions are unlikely to
be successful without identification of key factors that are predictive of poor mental health,
respective to their student body. In addition, the examination of the REACH program reveals
that it is also necessary to develop recommendations for evidence-based prevention practice in
the school setting. Conclusions were drawn from a review of the REACH program content
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resources in Chapter Four. The resource content used in the REACH program indicated mixed
evidence of efficacy and effectiveness. This ranged from having no formal established evidence
to comprehensive demonstrations of efficacy and effectiveness. Ideally, this highlights that
measurement (using a data-driven approach) and planning the implementation of evidencebased practice supported by evidence-based resources ought to be key during the early stages
of developing an intervention for adolescent mental health. Specifically, that measurement
ought to be initially conducted to examine the specific risk and protective factors for mental
health operating within a given school, rather than adopt an ‘off-the-shelf’ prevention package.
The final primary recommendation from this thesis relates to the development of
practices to build school and community capacity to support the prevention of adolescent
mental health (specifically depressive symptoms). Findings from Study Four of this thesis
suggest that a high proportion of students are either exhibiting increasing levels of, or are
already exhibiting, clinical levels of depressive symptoms. Three secondary recommendations
may be developed from this study. Firstly, universal screening is crucial for identifying students
exhibiting clinical levels of depressive symptoms. Subsequently, those students may then be
referred to appropriate mental health treatment services. This leads to the second
recommendation that schools ought to develop additional referral pathways to clinical services
and integrate student support with existing community mental health services. This
recommendation would work well alongside the development of school policy to support
universal screening. Lastly, alongside these supports, school-based prevention practice ought
to implement multi-tier intervention strategies alongside universal approaches. This strategy
would involve the implementation of both targeted and indicated approaches alongside
universal approaches to support the spectrum of mental health needs.
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9.5 Limitations and Future Research
The discussion section of each study outlines study-specific limitations and areas for
future research. The next section will focus on the limitations of the current thesis as a whole
and limitations that require further consideration beyond those already discussed.
Self-Report Measures: A potential limitation of the current thesis is the reliance of all
the studies, including the program evaluation, on self-report measures. The use of self-report
measures with adolescents may have several confounding factors that may impact validity,
such as the situational conditions (Brener, Billy & Grady, 2003). For example, all the surveying
for the REACH program were conducted by teaching staff during their REACH classes.
Despite their limitation, self-report measures are useful for maintaining confidentiality, are
easily distributed and accessible, especially in schools that are often under time pressure. In
addition, self-report measures are also a good indicator of an individual’s subjective
experience, particularly from a program evaluation perspective. Future work in evaluating the
REACH program might have corroborated self-report measures alongside qualitative data and
teacher perceptions of the program as well.
Risk and Protective Factors: As highlighted in Study One, despite having included an
extensive range of risk and protective factors, there may remain important factors that were not
included. Specifically, there may be several plausible factors that may not have been included
but are pertinent to depressive symptoms in adolescence. Bullying victimisation has been
identified as a strong risk factor for depressive symptoms in adolescence (Perren, Dooley, Shaw
& Cross, 2010). This may also have been a pertinent factor within the context of the REACH
program evaluation’s aim to promote school climate. Other studies have also increasingly
indicated that digital technology and mobile phone use have posed an increased risk for
adolescent mental health (Vernon et al., 2017). In the context of the REACH program, another
major limitation is the fact that the evaluators were unable to include family and community-
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level factors as part of the surveying due to ethical considerations. This limitation had
implications for applying the risk and protective factors framework within the context of the
REACH program.
Cross-Sectional Data: One of the primary limitations of Study One is the use of crosssectional data. The cross-sectional nature of this study limits the capacity to draw firm
conclusions about the causal direction of identified risk and protective factor associations with
depressive symptoms. Examining longitudinal patterns of associated risk and protective factors
on trajectories of depressive symptoms would be helpful for testing causal models. Further,
there is evidence to suggest that patterns of risk may change over time throughout adolescence
(Chen, Eaton, Gallo & Nestadt, 2000).
Measurement of Disadvantage: Another limitation of Study One specifically is related
to the measurement of specific aspects of disadvantage. For SES, the specific metric used was
the SEIFA. SEIFA is generated from a composite of variables across several dimensions. These
dimensions primarily include income, education, employment, occupation and housing.
Researchers have argued that the use of SEIFA is appropriate for examining broad area-level
characteristics within any given location (Goldie, Kakuk & Wood, 2014; McCracken, 2001).
However, they do not provide a statistically robust basis for making inferences about the
likelihood of relative socio-economic advantage or disadvantage experienced by individuals or
population subgroups within a geographical area. Instead, the SEIFA indicator may be broadly
used to reflect the socio-economic characteristics of people and the conditions within a given
area. Such an indicator may be useful in informing broader place-based strategies for
intervention. However, this, in and of itself, would not be able to capture the possession of
capital within family units fully. Therefore, future research should collect individual indicators,
and match it alongside area-level indicators, to examine the unique contribution of place and
individual-based characteristics on the mental health of young people. There is evidence to

299
support that both area and individual-level indicators of disadvantage may uniquely contribute
to differentials in health in young people (Kalff et al., 2001).
Another limitation of the thesis may be in relation to the use of geographic distance.
The geographical measurement we used related only to a measurement of the distance from a
base postcode (the central postcode of their respective capital city). Such a measurement, used
to broadly examine disadvantage as a function of distance from the capital city, may not
consider the complexity of the spatial distribution of disadvantage in metropolitan settings. For
example, despite the finding that socio-economic disadvantage is more likely to concentrate in
outer urban settings, there remain pockets of disadvantaged communities located close to their
respective capital cities. Pawson et al. (2015) generated a typology of disadvantaged suburbs
based on a range of sociodemographic variables. Disadvantaged communities were found to
be composed of two main clusters of variables (Type 2 and Type 3 clusters). Type 2 clusters
were composed of relatively affordable housing and low rent pricing. Type 2 clusters were also
found to be composed of overseas migrants with two-parent households. Type 3 clusters were
also found to include high levels of low-price housing.
However, the selection of geographic distance in this thesis was informed from a
theoretical perspective of how the division of labour has typically been spatially distributed.
That is, this operationalisation of geographic disadvantage may broadly reflect the relationship
of capital, labour and the means of production. This was documented by Engels in “The
Conditions of the Working Class” in 1845, who argued that the process of industrialisation in
modern capitalist society resulted in a tendency for capital investment to flow towards major
city centres (McLellan, 1993). This is reflected in the review presented in Chapter Three
(Subsection 3.3.1), arguing that this process has shaped the concentration of advantaged
populations towards inner-city centres and disadvantaged populations towards middle and
outer ring areas and beyond. In recognising this limitation, future work may focus on more
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readily available categorisations of regional and metropolitan indicators of geographic
disadvantage. One such indicator is the Australian Bureau of Statistic’s Accessibility and
Remoteness Index of Australia (ARIA+; Glover & Tennant, 2003) product. This product
classifies remoteness based on road distance to populated localities and accessibility to health,
education and retail services.
Taken together, the measurement for disadvantage in this thesis may be limited by
indicators that do not entirely capture the nuances of place-based disadvantage. However, the
readily comparable and accessible information drawn from these indicators allows for easy
comparison between various locations and areas. These limitations may have contributed to the
lack of evidence associating disadvantage with poor mental health. Future research ought to
examine family-level and individual-level disadvantage, alongside a consideration of parsing
out specific sociodemographic makeup of identified disadvantaged communities, to examine
variation in levels of poor mental health. Future research directions investigating the
association of disadvantage and depressive symptoms may use multi-group trajectory
modelling to parse out between- and within- social class group differences in predictors.
9.5.1 Limitations of the Evaluation for the REACH Program
In relation to the evaluation of the REACH program, there were several limitations.
Firstly, the implementation of the REACH evaluation only began one year after its
implementation. In combination with this, the timing of data collection due to several logistical
reasons prevented the collection of initial baseline data for three out of four of the REACH
program cohorts. Comparisons can only be drawn in relation to how the outcomes were
monitored over time rather than a pre-and post-intervention design. However, this thesis made
use of multiple cohorts of students and comparisons were also made as students came into the
program. With the finding that no cohorts of students improved in any of the assessed outcomes
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over time, there may be a reasonable justification to conclude that improvements were not
made in relation to what the program set out to achieve.
Secondly, another limitation of the evaluation was related to the comparative group
data that was utilised. Comparisons in this thesis for both Studies Two and Three were made
based on sampled data from several schools within the same region rather than from within the
same school. Therefore, it may be the case that there were differences between school
catchment areas within the broader community. In the case of Study Two, data was not
completely aligned in time and comparisons were made only in relation to trends between the
comparison group and the REACH program over time. In Study Three, comparisons were only
made against a single time point, and trends had to be examined solely within the context of
the cohort after that. However, as mentioned in the previous point, there may be a reasonable
justification for asserting that the program was not able to achieve its aims of elevating the
SEL-related outcomes and protective factors or reduce risk factors and depressive symptoms
in relation to those comparison groups.
Thirdly, the application of the prevention-focused risk and protective factors
framework was limited to school and individual-level factors due to ethical restrictions.
Therefore, family and community-level factors were not able to be examined in the context of
the REACH program in Study Four of this thesis. This is unfortunate, given the central role of
family-related factors in the development of depressive symptoms in young people. Future
work to examine the role of the school within the broader context of the community ought to
examine predictors of mental health in young people across multiple ecological systems.

9.6 Conclusions
The central aim of this thesis was to develop recommendations for prevention-based
practice in communities with a specific emphasis on leveraging the school setting as a site to
support adolescent mental health in disadvantaged communities. The empirical studies
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presented in this thesis have demonstrated that there are unique challenges in addressing the
mental health of young people residing in disadvantaged communities that require further
development. A key point of emphasis is that a consideration of the place-base circumstances
in disadvantaged communities as they relate to adolescent mental health is crucial for the
development of locally sensitive prevention efforts. Another key point of focus is the idea that
the school setting represents an important asset in building local community capacity to support
adolescent mental health. In relation to this, recommendations for school-based prevention
ought to be cognisant of the specific risk and protective factors operating in a given school.
This involves a preventative strategy that emphasises measurement of risk and protection
profiles, planning evidence-based interventions to target those factors and subsequently
monitor outcomes to adapt to the needs of the students flexibly.
On a final note, the thesis has broader implications at a global level for prevention in
Low- and Middle-Income Countries (LMICs). These implications draw from the key
recommendations to consider the unique organisation of risk for disadvantaged communities
for prevention from Study One and implementing a multi-sectoral approach that leverages
schools for mental health care in local communities from Study Two. Community-based
approaches may represent a suitable approach for addressing poor mental health in LMICs
where communities are often facing socioeconomic disadvantage and resource capacity
difficulties as compared to high-income countries (Fazel, Patel, Thomas & Tol, 2014). There
is a substantial disparity in the burden of mental health disorders and available evidence for
suitable intervention in LMICs. An estimated one out of five persons with depressive disorder
receive adequate care in HICs whilst only one in 27 receive care in LMICs (Thornicroft et al.,
2017).
A community development approach that encourages multi-sectoral collaboration
between local institutions and services may have implications for supporting adolescent mental
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health in LMICs. There are several barriers to supporting adolescent mental health within
communities located in LMICs (Kohrt et al., 2018). Firstly, standard hospital-based psychiatric
care is inadequate for addressing the broader social and structural determinants that impact on
mental health in communities such as economic deprivation, ethnic/racial discrimination,
exposure to traumatic events such as violence and war, and violations of human rights.
Secondly, often low levels of mental health literacy facilitate high levels of stigma toward
people experiencing poor mental health. Thirdly, infrastructural barriers are common in LMICs
such as few health facilities, shortage of mental health personnel, poor implementation of
screening and detection programs, and lack of specialised mental health care.
Recommendations from this thesis highlight the possible utility of leveraging existing local
community institutions and infrastructure to support mental health without the need to establish
new pathways of care. Given such challenges, it is crucial to examine the translation of
prevention-based practice recommendations to low-resource community settings at a global
scale.
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Appendices

Appendix 1: Structure of the REACH Program Data Collection

Structure of Program Rollout to Students
The REACH program was first rolled out into a single cohort of Year Seven students
in 2015. Participation in the REACH program was staggered such that incoming Year Seven
students in consecutive years came into the school to participate in the REACH program. The
program was also only being delivered to students in Years Seven to Nine. Therefore, beyond
Year Nine, students no longer participated in the REACH program. Figure 13 presents a
graphical representation of how the evaluation of the REACH program took place with students
consecutively joining the evaluation of the program as they came into the school.
Cohort A students were the first cohort to participate in the REACH program and left
the program in 2018 when they reached Year Ten. Cohort B students began the REACH
program upon entering high school in Year Seven in 2016 and participated up until the end of
the evaluation, in 2018. Cohort C students began the REACH program in 2017 up until 2019.
Cohort D began the REACH program in 2018 and are still currently participating in the
program.
Structure of Data Collection for the REACH program
Corresponding to the rollout of the REACH program to students, data collection for the
REACH program was conducted longitudinally over six collection points from the end of 2015
to the end of 2018. Figure 13 visually depicts the data collection points, and for which cohorts
of students. For example, collection of data for Cohort A began in November of 2015 and were
collected in November of 2016, June 2017 and November of 2017.
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Figure 14. Data collection points for evaluation of the REACH program (with specific
collections for student cohorts).
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Appendix 2: Full Analysis of Risk and Protective Factors for
Depressive Symptoms

Table 42
Rank Ordering of Risk and Protective Factors for Adolescent Depressive Symptoms Based on
Binary Logistic Regression (Cut-off Criteria, 12+) — National Sample (Full Analysis)
95% CI
Risk and Protective Factors

OR

p
Lower

Upper

Protective Factors
Peer–Individual—Good Coping

0.76

0.74

0.79

p< .001***

School—Rewards for Prosocial Involvement

0.90

0.87

0.92

p< .001***

Peer–Individual—Belief in the Moral Order

0.92

0.90

0.94

p< .001***

Peer–Individual—Interaction with Prosocial Peers

0.93

0.90

0.95

p< .001***

Family—Opportunities for Prosocial Involvement

0.94

0.91

0.98

.001**

Family—Attachment

0.95

0.92

0.97

p< .001***

Family—Rewards for Prosocial Involvement

0.95

0.92

0.99

.005**

Community—Opportunities for Prosocial Involvement

0.99

0.97

1.01

.234

School—Opportunities for Prosocial Involvement

1.04

1.01

1.07

.004**

Community—Rewards for Prosocial Involvement

1.04

1.01

1.06

.002**

Peer–Individual—Religiosity

1.06

1.01

1.13

.029*

Community—Low Neighbourhood Attachment

0.95

0.92

0.98

p< .001***

Family—Parental Attitudes Favourable to Antisocial Behaviour

0.96

0.92

1.01

.120

Community—Community Disorganisation

0.97

0.95

0.995

.020*

Family—Poor Family Management

1.00

0.98

1.01

.690

Community—Perceived Availability of Drugs

1.02

0.99

1.04

.167

Peer–Individual—Sensation Seeking

1.02

1.00

1.04

.024*

Family—Parental Attitudes Favourable to Drug Use

1.02

0.98

1.05

.325

School—Academic Failure

1.05

0.99

1.11

.258

School—Low Commitment to School

1.09

1.08

1.11

p< .001***

Community—Transitions and Mobility

1.13

1.05

1.20

.001**

Peer–Individual—Friend’s Use of Drugs

1.14

1.05

1.25

.003**

Risk Factors
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Peer–Individual—Rebelliousness

1.19

1.08

1.15

p< .001***

Family–Family Conflict

1.24

1.21

1.27

p< .001***

Peer–Individual—Self-Blame

1.79

1.72

1.87

p< .001***

Note: OR = Odds Ratio Estimate; p < .05*; p < .01**; p < .001***
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