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Although there is increasing recognition internadilly of the significance of social and
emotional health and wellbeing for the healthy dewment of young people, the levels
of support that governments provide for mental thepblicy and programme initiatives
vary widely. In this paper, consideration is givienAustralia’s approach to mental
health promotion from early years to secondary skhHacluding specific reference to
the KidsMatter Primary mental health promotion, vergion and early intervention
initiative. Although it is now well establishedathschools provide important settings fo
the promotion of mental health initiatives, theme aignificant challenges faced in
effectively implementing and maintaining the detiveof evidence-based practice in
school settings, including concerns about qualitysugance in processes Of
implementation, translation, dissemination and eatbn.
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Introduction

In a series iMhe Lancet (2007), evidence was presented for the presenoeenfal disorders among
as many as 30 per cent of people worldwide, wittaecompanying lack of treatment for 35-50 per cént
people with serious mental illnesses. In their neaeview of the literature, McLeigh and Sianko 12D
reported that the WHO noted that three in ten aoestdo not have a specified budget for mentaltheal
programs. Of those that do, three in eight spess tlkan one per cent of their total health budgemental
health. Hence, the majority of national governmeapparently spend less than one per cent of thegilthn
budget on mental health. Moreover, the OECD (20@fprted that the wealthy English-speaking cousitrie
invest (in terms of GDP) proportionally less in paging the positive aspects of child developméantdid

all the non-English-speaking wealthy countries.
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In the Australian context, mental health has merently become a national priority, although it has
been maturing over the last decade or so with fatiodal work, such as by Northfield et al. (199¥he
Council of Australian Governments' National Actiétan for Mental Health 2006-2011 (DoHA, 2010)
identifies the 'promotion, prevention and earlgimention’ for positive mental health as the fistion Area.
There are significant educational, personal, sp@atupational and economic costs to individuald an
communities associated with mental health diffieslt Mental health disorders are the leading domioir to
the total burden of illness among young Australiamish depression, anxiety, and substance use dis®r
being most common (Sawyer, Miller-Lewis, and Cl&®07). Importantly, adolescence is often descrimed
the peak time for the onset of mental health problewith up to 50 per cent of all cases occurringrgo 14
years of age (Kessler et al., 2005). This relayivearly onset points to the need for early intetiento

prevent difficulties.

Early Intervention

The science of early intervention has received idenable coverage in recent years. In a review of
the field, Gurlink (2008) noted a number of factarglerpinning the concept of early interventiorm|uding
(i) culture - which is associated with values attituaes, (ii) political systems -with different gernments
attaching different significance to the concepii) fiesources - the investment a country makesairiye
intervention, and (iv) societal commitment - thépty that a country places on the health and lvegfig of
children. As Doyle et al. (2009, p.2) have emplesis'intervening in the zero-to-three period, wiskitddren
are at their most receptive stage of developmead, the potential to permanently alter their develept
trajectories and protect them against risk fagioesent in their early development.”

Researchers have noted the considerable diversigpinion that surrounds the concept of early
intervention. Medically oriented models of eamyarvention focus on the remediation of physicalditons
impacting on a child's development. More psychalally and/or socially focussed models attend to
remediating the child's personal, social or envitental resources (Rowling, 2003). As McCollum (200.

5) has noted, there are also developmentally bametkls of early intervention "directed towards poding
cognitive or social development by optimising oppoities for learning”. Quite apart from the phydjc
social and psychological arguments in favour oflyeatervention, Doyle et al. (2009) have ideietif very
strong economic imperatives based on cost-benadityses of returns on investments that are madg iear
children's lives. As Doyle et al. (p.2) noted, &Téconomic argument for early investment does rexipde
later investment: rather it argues that there amaohic complementarities to be gained from investih
different stages of the life cycle, starting adyeas possible

The above brief review of the literature suggebktt effective intervention in early stages of the
development of a mental health difficulty is corsill to be a key strategy for achieving successéuital

health outcomes (Littlefield, 2008). The imperatige early intervention leads to the recognitioattechools
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are ideal entry points for the delivery of univéraad preventative services that address childgmysical

and mental health.

Schools as settings for early intervention

Murray-Harvey and Slee (2010, p.271) argued thatisi important that schools provide an
environment that makes it possible for their stuslém thrive and to achieve, not only academidailyin all
ways that relate to their overall well-being”. $tivell accepted that education is positively relate health,
and that schools play a key role in promoting galiehaviours and attitudes. However, there is oubd
that improved understanding of the relationshipmMeen education and health will help to identify whe
interventions are most effectively targeted. Schdwhve ready-made populations of students thatbean
targeted for general, as well as specific, ment&dlth promotion initiatives (Domitrovich, 2008; WHO
2011). Mental health promotion initiatives in schsotypically revolve around social and emotionalrteng
(SEL). In a large scale meta-analysis of the SEdrdture, Durlak et al. (2011) reported that SEbgpams
were effective in significantly improving social diemotional competencies by reducing conduct dessrd
and internalizing behaviours, along with increasprg-social behaviours. Durlak et al. also reporteat
classroom teachers were effective in conductingSk& programs as components of routine educational
practices. However, the authors cautioned thatéhbging an evidence-based intervention is an eissdmuit
insufficient condition for success; the program trus well executed” (Durlak et al., 2011, p. 418§ ave
return to this point about quality implementatiater in this paper.

In addition, there is a growing body of evidencattimdicates that school-community partnerships
positively influence outcomes for students, showingreases in attendance rates, decreases in ofses
recurrent absenteeism, improvements in educatismatess resilience, behaviour and attitude. Ithesn
proposed that partnerships between school and coityare critical in enabling students to achieve best
life outcomes, (e.g. Anderson-Butcher et al., 200Bstro, et al.,, 2006; Cohen, et al., 2007). School
community partnerships are an essential comporfeahedHealth Promoting School model (Northfieldaét
1997; Marshall et al., 2000; Rissel and Rowlind)@Manchester, 2004).

Research from Australia, the United Kingdom and theited States has indicated that these
partnerships are particularly advantageous for@sha low socio-economic, socially excluded comitias,
and assist in addressing social and educationgualigies. Schools alone lack the capacity and uess
needed to both educate and counteract the numérauiers to learning experienced by many socially
disadvantaged students. A wealth of literature catdis that partnerships with parents, families and
communities can provide needed resources, suppdrassistance to schools to help address the crityple
of student needs (Sanders, 2001; Sanders and H20@g; Tett et al., 2003; Anderson-Butcher andtésh
2004; Martinez et al., 2004; Tett, 2005; WarrenQ20Cohen et al., 2006; Mastro et al., 2006; Dialet
2011). Such partnerships have been shown to beqtingd for students by promoting positive mentadltie
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and helping to alleviate environmental learning andial barriers, thereby enhancing academic aoilso

competencies.

Addressing Mental Health in Australia

One example of an initiative that has grown fromaatnership between schools, government and
non-government organisations is KidsMatter Primaryich is an Australian national primary school haén
health promotion, prevention and early interveniidtiative (KidsMatter, 2010). KidsMatter was déweed
in collaboration with the Australian Government RBeament of Health and Ageingyeyondblue, the
Australian Psychological Society, and Principalssi#alia, and was supported by the Australian Rotary
Health Research Fund. The KidsMatter frameworkaissestent with the WHO (2011) model that outlines
risk and protective factors that reside in thedhiamily, school, life events and social settingsdsMatter
Primary’ has been developed, trialled and evaluéBtee et al., 2009) and is currently being rolted to
2100 primary schools across Australia.

Another initiative is ‘KidsMatter Early Childhoodyith a focus on the early years, and which is
currently undergoing trial and evaluation (KMEC120. A mental health promotion program for thensege
years, ‘MindMatters”, has seen the delivery of mulum resources and professional development stippo
Australian secondary schools. Aspects of the Minidia programme have been evaluated (e.g., Askell-
Williams et al., 2005; Hazell, 2005; Rowling and $da, 2005). As such, as noted earlier in this paper
Australia the potential is for realizing whole-siteental health promotion from birth to adolescendegure
1 provides an overview of the scope and sequentieesé government supported school-based mentith hea
promotion initiatives in Australian schools.

In the present paper, a focus is on the recentigldped and evaluated KidsMatter Primary initiative
(Slee et al., 2009). KidsMatter Primary uses a wsahool approach. It provides schools with a fraong,
an implementation process, and key resources telggvand implement evidence-based mental health
promotion, prevention and early intervention sgae. The KidsMatter framework consists of four kegas,
designated as the KidsMatter components:

1. Positive school community;

2. Social and emotional learning for students;

3. Parenting support and education;
4

Early intervention for students experiencing mehtalth difficulties.

The positive school community component encouraghsols to engender a sense of belonging and
inclusion in members of their communities, by pding a welcoming and friendly school environmennig a
collaborative sense of involvement of studentdf,di@milies and the local community. The SEL compaot
is designed to help schools select and enact dyckauctured social and emotional learning cuudtien for

all students covering the five core social and éonal competencies as identified by the Collabueator
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Figure 1: The Suite of mental health promotion initiativesin Australia (source: Dix, 2011)
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Academic, Social and Emotional Learning (CASEL, @0Gelf-awareness, social awareness, self-
management, relationship skills, and responsibtésae making. The parenting component focuseshen t
school as an access point for families to learruaparenting, child development and children’s rakhealth
in order to assist parents with their child rearamgl parenting skills. The final component compgsearly
intervention is designed to assist schools to sumuldren showing early signs of mental healtficlilties,
as well as those children identified as having amgonental health problems.

KidsMatter aims to improve the mental health arallAdveing of primary school students, reduce
mental health difficulties amongst students, andiea® greater support for students experiencingtahen
health difficulties (KidsMatter, 2010). The KidsMeait trial phase was carried out in 2007 to 2009.00
primary schools across Australia, with the schawhgle including different States, systems and furahn

schools. The evaluation of the trial showed thatvdis associated with changes to schools' cultunds a
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approaches to mental health difficulties, as welthanges that served to strengthen protectiverfaetithin
the school, families and children (Slee et al., Y00mportantly, KidsMatter was associated with
improvements in students' measured mental heaffgcéally for students with higher pre-interventlenels

of mental health difficulties. These findings healp#o inform policy decisions for ongoing Federal
Government funding for the roll-out of KidsMatter 2100 Australian schools by 2014, and the indiatf
the KidsMatter Early Childhood trial initiative this currently running in early childhood centres.

In order to convince stakeholders that health pt@ndnitiatives are worthwhile investments, there
is a need for strong evidence that the initiatidesmake a difference to school environments andesiu
wellbeing. Evidence from outcome evaluations isngng. The above-mentioned recent review by Durlak e
al. (2011) indicated that rigorous assessmentauttfomes of mental health promotion initiatives am@ols
demonstrate that such programs can have an impaat students' social and emotional skills and avaxle
performance, which are recognised mediators totipesinental health. Yet the existence of such awide
does not guarantee that, in general, schools krmwta or use, that evidence to shape their cucroul

offerings.

Tranglation and Dissemination

Following from the trial phases of projects, sushtlze 2007 to 2009 phase of KidsMatter described
above, there is a growing body of research condewith identifying features that support translatiand
dissemination of effective programs from small-scefficacy trials into the broader contexts of +ealld
settings. As Durlak et al. (2011) have noted, ireations are unlikely to have much practical wtibr gain
widespread acceptance unless they are effectiveerurehl-world conditions: Can, for example, SEL
programs, be incorporated into routine educatignattice and be successfully delivered by exissicigool
staff during the regular school day?

Recently, Resnick (2010) drew attention to how #teuctural affordances and constraints of
educational organisations facilitate the succességilures of educational initiatives. Even wittarcluster of
settings that may be structurally similar (suchse@sools within similar locations within the sameueational
system), conditions that influence operations cary widely. For example, Askell-Williams, Lawsondan
Slee (2009) discussed a range of personal andl smeiditions, such as students' and teachers' bawahkd
knowledge, existing SEL programs, availability eSources, and leadership commitment to the aintiseof
initiatives, that vary across schools and can efee implementation of new initiatives. Similardyee et al.
(2008) and Humphrey, Lendrum and Wigglesworth (2Gi@ued that, in complex settings such as schools,
different personnel with different levels of pedgmal expertise might be given responsibility falidering
programs, key program components might be modifiedeleted, and inconsistencies in program delivery
could develop. Other Australian research (Slee Moday-Harvey, 2007) has identified the significaale
that social factors such as poverty, geographiatios and the availability of community support ages
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play in ameliorating mental health problems. Theseditions would be expected to influence the teditn
and dissemination of mental health promotion itiites.

For health promotion sites like schools, becomingoived in new health promotion initiatives
requires allocation of substantial resources, saglproviding professional development, paying &acher
release time, developing curriculum resources, woking with students in new ways. There are costs
associated with the work required to sustain, teaesand disseminate viable initiatives. Howevéisuch
work is not done, the demonstrated value of thgramm will not be realised and newly developed krealgk,
capabilities and practices will be lost. Fundinglies, organisations, staff, community stakeholdars]
students, lose what they have invested, financeatly emotionally, when a viable program is not ansd
(Shediac-Rizkallah and Bone, 1998; Pluye et al4200

However, the transition between a positive evatunatf a trial of a new program, and implementing
and sustaining the program in authentic settings tonger terms, can be difficult to manage. Ashsiackey
issue of concern, for current and future schookdasental health promotion, is the spread and isaiitity
of initiatives such as KidsMatter beyond the reklty highly resourced trial phase.

One common translational framework is the five-ghamdel initially put forward by Greenwald and
Cullen (1985), and more recently discussed by Riegnand Spruijt-Metz (2006). In this model, theefiv
phases include (a) basic research, (b) methoddagewent, (c) efficacy trials, (d) effectivenesslsi and (e)
dissemination trials. On the basis of a reviewhef literature, Slee et al. (2011) have proposeevan step
model comprising (i) promotion (ii) readiness (idoption (iv) implementation (v) sustainabilityyi)(
monitoring and (vii) incentive (see Figure 2).

Figure 2: Phases of new initiatives (source: Dix and Murray-Harvey, 2011)

Implementation

Adoption —
Readiness . S .
® ¥
Promotion . - ’ .
9 |

As displayed in Figure 2, in disseminating an #titie into new school contexts, a number of phases
are identifiable. There should be initially somembtion of the initiative to alert school persontelits
availability, followed by some assessment by thikoet as to its readiness to take on the initiative.
preparing to adopt the initiative, a whole-schoetidion is required in order to engage all stakddrsl The
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implementation phase must consider how well eachpoment of the initiative relates to the specigeds of
the local community, and at this stage there iearmeed to attend to issues of translation forah to real-
world contexts. A significant element in translatithe initiative into a school setting, concerrnterading to
matters of fidelity, dosage and quality of delivéByomitrovich et al., 2008). Ongoing monitoring tbie
initiative is required and finally consideration igeded of the incentives or recognition given dbosls
and/or individuals for taking on the initiative. 8tep 6, Figure 2 underlines that monitoring of phecesses
of implementation is essential. The high qualitypliementation of wellbeing initiatives is vital tatdeving

their designated outcomes (Mukoma and Flisher, 2D@4#nitrovich et al., 2008).

Quiality assurance of evaluations

A related quality assurance issue concerns the tteddvelop evaluation standards that are capable
of making claims about programs that are viable mtidble for counting towards 'evidence-basedtipca
(Schwandt, 1990). As the field of evaluation hasured and developed, the call for quality assurdras
grown stronger. The development of evaluation stedtlis one part of a move toward "evidence-based
practice. The focus on quality is also evident tterapts to define, describe, and improve meta-etain.
Overall, improving, ensuring, and monitoring evdiola quality are significant concerns (Schwandt9@9
This same author identifies three approaches tlitgu@ssurance, namely a "product-basedocus, which
urges consideration of the objective charactedstic features of evaluation products, "manufacgirin
based views that emphasize conformance to requirememntd, "user-based definitions that stress the
importance of designing and delivering serviced fitaclient needs. Each of the three approaches ha
advantages and disadvantages and ultimately, aSdragandt, (p. 187) noted, “At the strategic legelality
has to do with articulating a vision for clientsvatfiat the profession promotes as quality service.”

Other literature indicates that defining the tempdlity assurance is not a straightforward matter
(Cuttance, 1995; Herselman and Hay, 2002; Sallie2p Cuttance drew a useful distinction betweeraligy
control’, ‘quality assurande and ‘quality management. Cuttance defined 'qualdgtrol' as a means of
comparing output with defined standards such asdaraised testing. 'Quality assurance' seeks teepte
issues before they arise and is concerned withegeas rather than outcomes, processes which addeess
need for accountability and quality improvementuaty management' complements quality assurance
through a continuous review of the needs of a d&hobients, however defined, and a continuingigbtb
meet them. An integrative management approachdgsined to build an ethos of continuous review and
improvement of all aspects of a school's work. Mimgyd and Morgan (1993, p.45) defined quality
assurance as “the determination of standards, ppate methods and quality requirements by an éxper
body, accompanied by a process of inspection duatian that examines the extent to which practieets

the standards”. Their definition captures significalements pertinent to the current paper.
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While there is a need to consider quality contral guality management, quality assurance, with its
focus on process, is beginning to be seen as ass@gecomponent of interventions. In particulag th
intention of quality assurance is to monitor anseas the practice and process of program implet@mia
order to ensure that the effective standards opthgram are being maintained.

In particular, Domitrovich and Greenberg (2000) énasised concerns regarding the lack of studies
reporting the relationship between the quality mpiementation of mental health promotion initiatvend
desired outcomes, such as improved student SElappnoach to quality assurance used in the evatuafio
the KidsMatter primary initiative was developed 8lee et al. (2009), who developed an Implementation
Index designed to measure implementation qualite [mplementation Index contained categories ofskch
based actions that identified more- and less-sg@@esomponents of implementation. In response to
concerns such as those raised by Domitrovich anderberg (2000) about relationships between
implementation and outcomes, Slee and colleag#09) application of the Implementation Index was
further extended to demonstrate that a significaositive relationship existed between quality of
implementation of the KidsMatter initiative and theademic performance of primary school studenis €D
al., 2011). After controlling for differences ingoeconomic background, Dix et al. found that tifeecence
in academic performance between students in higt-law-implementing KidsMatter schools, as assessed
by the Implementation Index, was equivalent to agik months of schooling. Further research is araed
to tease apart the relationship between the qualitymplementation and outcomes such as academic
achievement. As Dix et al. (2011) have cautiorsahools that implement initiatives such as Kidsktatt
well, also probably attend to other aspects of estitid schooling well, including attention to theatdeing

environment and the support they provide studdmtiter enabling them to achieve academically.

Conclusion

“If we keep on doing what we have been doing, vilek&ep on getting what we have been getting”
(Wandersman et al., 2008, p.171). The gap betwessarch and practice has been a longstanding concer
The increasing demand for evidence-based practieans an increasing need for more practice-based
evidence. As Durlak and DuPre (2008, p. 327) not8dcial scientists recognise that developing ¢f¥ec
interventions is only the first step toward imprayithe health and well-being of populations. Trarsgfig
effective programs into real world settings andntaning them there, is a complicated, long-termcpss
that requires dealing effectively with the successcomplex phases of program diffusion.”

This paper has broadly outlined an internationaspective on mental health based on a platform of
early intervention. It has been argued that schaod appropriate sites for trial, implementatiwanslation
and dissemination of mental health programmes,thatithere is an emerging body of evidence to ssigge
that teachers can effectively deliver mental heptibtgrams in the context of the school curriculuthhas

described an Australian primary school mental headitiative (KidsMatter) that has been evaluated a
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found to have positive impacts upon student menéallth. The matter of how programs translate to the
everyday worlds of schools is considered, and sedination model is described. The effective ndiogeof
the complex tasks needed for implementing qualggusance requires cycles of ongoing, systematic

evaluative research that is responsive to many etingpneeds.
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