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Abstract
Depression is the most burdensome noncommunicable condition among young 
persons aged 10–24 years, with rates of depression rising steeply during the post-
pubertal period corresponding to the intermediate and secondary school years. 
Although a high number of children and adolescents experience depressive 
symptoms or clinical depression, many will not or cannot access health services, 
and the number of potential cases cannot be dealt with entirely by the health-care 
system. As such, a public health perspective, which encourages the application of 
mental health promotion and primary and early secondary prevention, has gained 
increasing acceptance, as represented by the expansion of school-based depres-
sion and mental health interventions. The objective of this chapter is threefold. 
First, it provides an overview of the accomplishments in school-based depression 
intervention and mental health promotion and prevention research by presenting 
both universal and selective prevention approaches, which are delivered prior to 
the onset of symptoms or a diagnosis. Second, the chapter showcases two suc-
cessful school-based intervention programs and presents guidance on how to 
implement each of these models. Third, the chapter discusses limitations in the 
field, highlights recommendations for implementation, and offers a roadmap for 
potential future avenues for research, including lessons for adaptation of pro-
grams to allow translation to other settings and nations.
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1.1	 �Introduction

Depression is the most burdensome noncommunicable condition among young 
people aged 10–24 years [1], with rates of depression rising steeply during the inter-
mediate and secondary school years [2, 3]. Depression adversely affects develop-
mental trajectories in adolescents and is strongly associated with functional 
impairment [4], comorbid mental disorders, recurrent depression in adulthood, and 
risk for suicide [5]. Adolescent depression is also linked with substance use [6–8], 
negative self-perception, social problems, and impaired academic performance [9]. 
While current depression research primarily focuses on treatments for acute symp-
tom relief and relapse prevention, primary and early secondary prevention efforts 
may be more cost-effective [10, 11] and have been shown to minimize the individ-
ual and public health burden of depression by preventing between 22% and 50% of 
cases of depression (as cited in [12]). Successful early secondary prevention can 
help in the prompt identification and treatment of depression in youth and can lead 
to a number of positive health and behavioral outcomes, including increased social 
engagement and educational attainment and decreased suicidal and self-injurious 
behavior [5]. Indeed, recognizing depressive illnesses as early as possible is a cru-
cial step in managing depression more effectively and preventing negative outcomes 
and tragedies in our schools and communities.

1.2	 �A Global Perspective

To appreciate a global perspective on the burden of depression among adolescents 
and young adults, research efforts should include youth from low- and middle-
income countries (LMIC) in addition to their high-income counterparts. The youth 
from LMICs face the largest share of worldwide adversity and risk exposure and, 
among other pressing health problems, experience high rates of depression [1]. In 
addition, adolescents and young adults have the lowest rate of health-care coverage 
worldwide [13]. This difficulty in obtaining treatment via traditional health-care 
services for the youth has led to consideration of a number of novel approaches, 
including school-based health promotion and prevention programs. However, given 
that many low-resource settings cannot afford to implement such programs, limited 
research in LMICs in effective depression prevention and treatment strategies for 
young people are available to date [14]. As such, we are primarily reliant on studies 
undertaken in high-income countries. A recent review by Fazel and colleagues [15] 
offers some evidence for the translation of programs from high-income to LMIC 
and comments on mental health interventions designed specifically in LMIC 
schools; it also discusses service development priorities in this region of the world.
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1.3	 �Barriers to Early Detection and Intervention

The most notable barriers to the early identification and treatment of depressive 
and related disorders among individual adolescents include stigma (a circum-
stance or quality that elicits negative attitudes and beliefs), problems recognizing 
symptoms as being related to an underlying psychological problem (poor mental 
health literacy), a preference for self-reliance, and failure to perceive a need for 
help [16, 17]. Mental illness stigma has emerged as a significant barrier to help-
seeking and treatment [16, 18]. Depression stigma includes both self-stigma, 
which occurs when one internalizes the public’s stigmatizing attitudes about 
depression, and perceived stigma, which is the belief that the public holds stig-
matizing thoughts or stereotypes about depression [19]. These negative self-
views compound the already distressing symptoms that are characteristic of most 
mental disorders [17]. Another potential barrier is engaging the youth in inter-
vention programs, particularly when there are sensitivities around mental health 
issues. These barriers, along with issues of accessibility, including treatment 
cost, location, and time, make it extremely challenging to effectively reach young 
people who are in need of help [20, 21].

1.4	 �Official Recommendations

Although mental disorders have largely been overlooked within the global 
health agenda [22], several well-known organizations have recently highlighted 
the importance of promotion of mental health and prevention of mental disor-
ders. One of the primary goals of the Grand Challenges in Global Mental Health 
Initiative, funded in part by the National Institute of Mental Health, includes 
advancing prevention and the implementation of early interventions to improve 
the lives of people living with mental illnesses, including depressions [23]. The 
World Health Organization’s Comprehensive Mental Health Action Plan 
(CMHAP) recommends that children and adolescents with mental disorders be 
provided with early evidence-based interventions based in the community [24]. 
The National Strategy for Suicide Prevention also calls for public health 
approaches that increase knowledge and awareness in support of early identifi-
cation of risk [25]. Moreover, a report published by the Institute of Medicine 
(IOM) of the United States [26] recommends implementing preventative inter-
ventions among young people in order to avoid substantial costs to individuals 
and society. Finally, the most recent Lancet Commission on adolescent health 
and well-being notes that there is a clear need for innovation and more sustained 
effects of mental health interventions [27].
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1.5	 �Core Concepts and Definitional Issues

Recent decades have witnessed a shift toward early intervention paradigms for 
improving mental health and reducing mental disorders in young people. Depression 
prevention may occur on three distinct levels (primary, secondary, tertiary) that aim 
to reduce risk factors for depression (or recurring depression), as well as enhance 
the protective factors that promote mental health. Primary prevention of depression 
aims to prevent depression by intervening prior to its onset. Three distinct IOM 
prevention models (universal, selective, and indicated) to reduce rates of depression 
and other mental illnesses have been proposed in the literature [28] and are classi-
fied as primary prevention. Universal interventions are delivered to all children and 
adolescents irrespective of symptoms or risk. Selective interventions target groups 
of children and adolescents with specific risk factors that increase their likelihood of 
developing a depressive disorder, such as having a depressed parent. Finally, indi-
cated interventions target children and adolescents with early signs or symptoms of 
depression. Secondary prevention of depression aims to prevent depression from 
progressing to symptomatic disease through early detection and treatment, while 
tertiary prevention aims to reduce disability and prevent depression relapses and 
recurrences [29].

Whereas depression prevention is focused on avoiding disease, depression pro-
motion is focused on maximizing health, mood states, and well-being. Though pro-
motion and early prevention have different goals, both interventions aim to alter 
developmental processes and trajectories [26]. Moreover, effective promotion of 
health and well-being in childhood may enhance prospects for prevention. For 
example, promotion interventions may increase resilience to adversity in children, 
which can then act as a protective factor, reducing the likelihood of onset of mental 
disorders in the future [30]. The most common health promotion interventions in 
this field are based on mentoring and youth development models or some combina-
tion of these approaches. Most interventions target adolescents, with few reports 
about approaches to or benefits for younger school-age children (5–11 years) [31]. 
Mental health promotion particularly aims to establish competencies, increase the 
completion of developmentally appropriate tasks, enhance the chances of positive 
development, and strengthen an individual’s adaptability and tolerance of adversity 
[26, 32, 33]. As such, the goals can be seen to overlap with those for primary pre-
vention of mental disorders. The specific examples we provide in this chapter, 
namely, The University of Michigan Peer-to-Peer Depression Awareness Campaign 
(P2P) and SPARX-R, are principally prevention strategies rather than health promo-
tion strategies.

1.6	 �Key Strategies: Reaching Adolescents and Young Adults

The need to reduce depression at a population level in adolescents and young adults 
has led to greater interest in prevention programs. A majority of this research has 
been in high-income countries (HICs); the research we discuss below primarily 
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focuses on children and adolescents from these nations. To date, depression research 
does not definitively favor one type of intervention over another [34–36], but some 
sources suggest that universal depression prevention interventions have mixed 
results and demonstrate lower levels of statistical significance than targeted pro-
grams [37–40]. A possible explanation for this is that there is greater potential for 
change among youth who have subclinical symptoms or are at increased risk for the 
disorder, since initial symptom levels are likely to be higher [40, 41]. Indeed, youth 
with depressive symptoms may benefit most from universal depression programs 
[42]. Advocates of universal and selective interventions argue that such programs 
provide both the potential for immediate symptom reduction and the tools to sustain 
psychological well-being in the general population by building young people’s 
resilience and capacity to deal with depression or other problems in the future. As 
universal interventions are delivered in community settings such as everyday school 
environments, they are less stigmatizing of already vulnerable students and may be 
more cost-effective by reaching many youth at once [43]. Whereas universal inter-
ventions capture everyone who might develop depression in the future, targeted 
interventions may fail to capture individuals who are symptomatic but do not meet 
the criteria to be considered at risk or clinically depressed. Universal mental health 
programs may also encourage schools to address the emotional problems of previ-
ously unidentified and untreated youth [21]. In order to highlight the benefits of 
primary prevention interventions, this chapter covers both universal and selective 
prevention approaches, which are delivered prior to the onset of symptoms or a 
diagnosis.

The early age of onset of depression and the high number of children and adoles-
cents who suffer from depressive symptoms or clinical depression have prompted 
the expansion of school-based depression and mental health interventions. Schools 
play a key role in students’ social, academic, cognitive, emotional, and behavioral 
development and, in turn, mental health [27]. As a place of learning, schools enable 
youth to acquire and practice skills in a real-world context. Given that youth spend 
more time in school than any other formal institutional structure [21], the school 
setting is a relatively unthreatening environment in which a majority of youth can 
be reached.

1.7	 �Overview of School-Based Interventions for Depression 
Education and Prevention

In the past decade, researchers have conducted a number of randomized con-
trolled trials to evaluate prevention-focused interventions in schools. These 
studies, in addition to several recent meta-analytic reviews, have demonstrated 
the promise of delivering depression prevention programs in the school system 
[15, 37–39, 44–47]. Table 1.1 presents an overview of 35 school-based thera-
peutic depression prevention programs [41, 43, 48–80]. Table 1.2 presents an 
overview of four school-based depression education programs [42, 81–83]. The 
inclusion criteria were: (a) study participants were children or adolescents; (b) 
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a primary prevention approach was employed (i.e., universal or selective); (c) 
the primary aim was depression prevention or mental health promotion; (d) the 
intervention was school-based (delivered as part of the school curriculum or as 
an after school activity); (e) the study was published in a peer-reviewed, English 
language journal in the past 15 years; and (f) when two or more studies by the 
same author(s) have overlapping data and results, the older of two studies was 
excluded.

Broadly speaking, two types of school-based interventions have been explored: 
[1] formal therapeutic depression prevention programs and [2] broader mental 
health education and anti-stigma campaigns.  However, as evidenced from our over-
view of existing school-based depression prevention programs, most can be catego-
rized as therapeutic prevention programs. Each approach has its merits and 
limitations. Depression prevention programs feature a highly structured approach 
requiring strict adherence to detailed manuals and procedures to ensure standardiza-
tion, which is admirable, but also creates an approach that can be inflexible and 
difficult to adapt to the needs of each school. Additionally, this often relies on exter-
nal health professionals rather than empowering school staff to sustain the program 
or to manage self-referrals.

Broader mental health and anti-stigma campaigns offer another approach: deliv-
ering a purely educational intervention to address depression literacy in high 
schools, which is not designed to change mood or emotions. One example is the 
Adolescent Depression Awareness Program (ADAP) from Johns Hopkins, an 
empirically supported school-based curriculum designed to teach depression liter-
acy to high school students to improve knowledge and lessen attitudinal barriers 
surrounding depression [84]. ADAP features a three-hour curriculum taught by 
health professionals during health class and has been demonstrated to improve 
knowledge in two studies [82] and to improve self-identification of depression in 
one of these studies [85]. These findings have not been replicated, nor have impacts 
on depression stigma been reported. Such health education campaigns may benefit 
from several principal characteristics of effective prevention programming, includ-
ing (a) providing contact with adults and peers in a way that promotes strong rela-
tionships and supports positive outcomes; (b) tailoring the program to the community 
and cultural norms of the participants; and (c) including the target group in program 
planning and implementation [86].

This chapter will specifically showcase two unique models of successful school-
based intervention programs and present guidance on how to implement each of 
these types of programs, as well as lessons for adaptation of different programs to 
other settings and nations.

	1.	 The University of Michigan Peer-to-Peer Depression Awareness Campaign 
(P2P): The P2P project is a well-established universal peer-to-peer program with 
eight years of outcome data from high school students. The P2P program uses a 
novel peer-to-peer approach of program delivery. The target outcome is a 
melange of mental health literacy, depression symptom reduction, suicide reduc-
tion, and stigma reduction.

1  Using School-Based Interventions for Depression Education and Prevention
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	2.	 SPARX-R: SPARX-R is a universal intervention that uses a novel online, CBT-
based, gamified technology designed to prevent the development of depression 
in high school students. Derived from its parent treatment program, SPARX 
[87], it has been tested to see whether it can prevent depression in young people 
approaching their final year exams. The primary target outcome for this trial was 
a reduction of depression symptoms prior to the final school exams.

Given the theoretical value, and the solid evaluation results from these two 
approaches (shown later), they may serve as useful models for other settings. To 
facilitate uptake, this chapter will add comments as “Implementation Tips for Other 
Settings” or “Lessons Learned” after key sections.

1.8	 �The P2P Project: A Prototype for Schools Worldwide?

One common philosophy is “think global, act local.” We begin by describing a local 
project that we believe has global applicability. In response to the growing awareness 
of the importance of adolescent depression and the hands-on role children and ado-
lescents can play in educating their peers, the University of Michigan Depression 
Center (UMDC) and the Ann Arbor Public Schools (AAPS) developed and imple-
mented the Peer-to-Peer Depression Awareness Campaign (P2P) in Washtenaw 
County schools. The P2P project aims to empower high school students as both 
learners and educators. The goals of the project are to (1) educate high school stu-
dents about clinical depressions, stress, sleep disturbances, known precipitants, and 
(2) support them in finding creative ways to convey this knowledge to their peers to 
reduce stigma, raise awareness, encourage help-seeking when needed, and help to 
promote earlier detection of depressions, bipolar disorders, and related illnesses. 
Unlike the large majority of extant school-based prevention programs in the available 
literature, the P2P program employs a peer-to-peer framework that is largely “bot-
tom-up” rather than “top-down.” As explained below, there are a number of signifi-
cant benefits to this type of model.

1.8.1	 �P2P Development

Over a period of 5 years, the number of young adults in Washtenaw County, a small 
region near Detroit, Michigan, with a population of approximately 350,000, report-
ing ten or more poor mental health days in the past month more than doubled [88]. 
Moreover, schools in the AAPS district began requesting educational presentations 
about depression, stress, and other mental health concerns from the UMDC for their 
students. In response, the UMDC and AAPS began a collaboration to provide 
depression awareness and suicide prevention education, training, and support to 
AAPS personnel.

The AAPS Initiative was designed to (1) address the need for early recognition 
of depression, bipolar disorder, and risk for suicide among youth; (2) educate 

D.S. Taubman et al.
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teachers, counselors, and other “frontline” personnel working with young people to 
raise their awareness and knowledge of depressive and bipolar illnesses and suicide 
risk factors; (3) and provide professional development to school personnel using a 
“train-the-trainer” model, so that staff members in each school would be qualified 
to train their colleagues in suicide awareness and prevention techniques. A planning 
committee comprised of several AAPS teaching staff and administrators and two 
UMDC staff members guided this initiative. The planning committee was created to 
inform the project and ensure that the school system was a full partner in developing 
a training and education model that would best serve the needs of the district. In 
addition, the goals of the partnership were aligned with the Washtenaw County 
Health Improvement Plan, which identified depression as one of the four primary 
focus areas for the 2020 objectives [88].

A peer-based student education component called the P2P project became the 
centerpiece of the UMDC and AAPS Initiative in 2009. The project was initially 
conceptualized and designed as a community education and outreach initiative in 
high schools without emphasis on a rigorous scientific research or evaluation meth-
odology. However, encouraging preliminary results and anecdotal evidence indi-
cated that the P2P program warranted formal evaluation. In 2010, the project 
coordinators added a new research and evaluation component to obtain data about 
the effects of the program on knowledge of depressive illnesses, stigma associated 
with depressive illnesses, and awareness of help-seeking behaviors linked with 
depressive illnesses among high school students. Recent evaluation results are dis-
cussed later in this chapter and suggest the high acceptability and effectiveness of 
this program.

Since the P2P project’s inception, the UMDC has provided education and 
resources to support participating high school students in developing innovative 
ideas to effectively reach their peers with depression awareness and stigma reduc-
tion messages. While some have suggested caution around peer-to-peer programs 
[89], this concern was primarily driven by cases in which adolescents indiscrimi-
nately share their stories about personal experiences of mental illness and recovery 
with peers, which is distinct from the P2P program approach.

A number of peer-delivered interventions involve individuals with a mental ill-
ness providing a support intervention to their peers [89–91]. In this case, P2P stu-
dents are not screened for depression and are instead selected for their leadership 
skills. The P2P students do not provide any kind of “peer counseling”—rather, they 
are “peer advocates” who help to create a supportive environment in their schools 
and connect their peers with appropriate resources, information, and appropriate 
venues for clinical interventions.

1.8.1.1	 �Implementation Tips for Other Settings
	1.	 Establishing a partnership between a medical center/university and a school dis-

trict is extremely valuable and necessary to ensure proper buy-in by the schools. 
Furthermore, such a partnership ensures appropriate educational content is 
delivered along with accurate information about appropriate use of health-care 
facilities for any particularly ill students.

1  Using School-Based Interventions for Depression Education and Prevention
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	2.	 While teachers and school personnel must be trained in depression prevention 
and support the school intervention program, they are not the main deliverers of 
the intervention; the students are. The local culture must be able to identify and 
respect the capacity of students to be the “intervention” and must be able politi-
cally to grant students the authority to act.

	3.	 Since the students are the main instigators of the intervention, they will need ongoing 
training and support as they implement the peer-to-peer intervention. The school 
authorities—and to a small extent, the medical center/university authorities—must 
have the time and resources to provide ongoing supervision for the overall program.

1.8.2	 �How Did We Choose Participants?

The P2P program has been carried out in Washtenaw County since 2009. More 
schools in Washtenaw County were recruited in 2011–2012 under a pilot expansion. 
Interest in the program continues to grow, with the number of participating schools 
increasing from five Ann Arbor high schools in 2009 to ten high schools throughout 
Washtenaw County during the 2015–2016 academic year. Since the program began in 
2009, over 550 students have participated directly on P2P teams in 11 different schools 
across Washtenaw County, over 150 P2P student-run events have taken place, and 
thousands of students have been reached through the awareness campaigns.

Two samples of students were selected from each high school.

	1.	 Students who participated in the P2P projects (referred to as “P2P team 
members”).

	2.	 Students who did not participate in the P2P projects (referred to as “non-P2P 
students”).

Recruitment of P2P students involved teachers and counselors selecting student 
“champions” from all grade levels for participation. In addition, any student who 
expressed an interest in becoming involved was considered for participation. 
Schools with many students expressing an interest have developed official applica-
tions for participation. Recruitment of the non-P2P student sample was conducted 
by collaborators at each high school. Due to the community-based participatory 
nature of the proposed project, the sample sizes were determined by interest and 
engagement of students at each school. The institutional review board (IRB) waived 
the need for informed consent from participants; the study received exemption 
under the category of normal educational practices.

1.8.2.1	 �Implementation Tips for Other Settings
	1.	 An identified group of student champions to be the heart of the peer-to-peer 

intervention is needed. These students will need political support to be allowed 
to implement these activities.

	2.	 Collaborators at each school should help researchers recruit a student compari-
son sample.
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1.8.3	 �What Program Did We Institute in the Schools?

The intervention, based in part on the ADAP framework [84], features (a) an educa-
tional component to train P2P team members on broad mental health issues and teach 
them to develop and implement a variety of strategies to spread important depression 
awareness and mental health information in their schools and (b) a peer-to-peer com-
ponent in which these individuals provided peer-to-peer advocacy. P2P team members 
first attended a six-hour, one-day Kickoff Conference at the UMDC that covered the 
latest evidence-based information as well as social marketing strategies, active listen-
ing skills, and other peer support resources. Students were encouraged to brainstorm 
ideas for developing tailored public awareness campaigns at their schools. Finally, 
attendees were provided a menu of options for potential campaign formats, including 
recommendations to incorporate each of three domains (support, anti-stigma, educa-
tion), as well as four specified overarching messages capturing key themes, namely, (a) 
depression is real; (b) professional help is available and effective; (c) depression can 
take many forms (i.e., has multiple symptoms); and (d) do not keep knowledge about a 
suicidal peer a secret. After the initial educational training, each P2P student team spent 
October through December developing a depression awareness campaign tailored to fit 
their particular school. Schools that had participated in the P2P program previously 
were encouraged to plan a more focused campaign (according to each school’s self-
identified needs) that addressed special topics such as depression and sleep, depression 
and substance abuse, and depression and LGBTQ students. The P2P student proposals 
were reviewed by the P2P faculty mentors in each school, as well as UMDC staff, and 
proposals were modified based on the feedback received. Projects were implemented 
in January of the following year, and P2P teams submitted a final implementation 
report to the UMDC in May of each school year. In May, P2P teams from each school 
returned to the UMDC for the Closing Conference during which each P2P student 
team gave an oral presentation on their campaign. P2P teams also submitted a final 
implementation report to the UMDC in May.

1.8.3.1	 �Implementation Tips for Other Settings
	1.	 Training needs to be provided to the student team members to prepare them and 

develop practical health promotion and depression prevention skills.
	2.	 These students must then create the campaign and be prepared for possible chal-

lenges in running the program or any unforeseen modifications that need to be 
made during implementation.

	3.	 A “train-the-trainer” approach is helpful to use during the initial educational 
conference in order to prepare students to present information effectively and 
lead activities that reinforce learning.

1.8.4	 �What Questionnaires Did We Use for Evaluation?

Under the guidance of the University of Michigan Institute for Social Research 
(ISR), the existing P2P Depression Awareness Questionnaire was adapted from a 
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previous version. It includes 14 questions with 44 items. Survey items cover six 
domains: (a) demographics; (b) helping others with a mental illness (three items); 
(c) helping yourself (two items); (d) depression knowledge, using a modified 
Adolescent Depression Knowledge Questionnaire (ADKQ; [80]) comprised of 13 
yes/no items; (e) depression help-seeking, involving reporting their formal and 
informal intentions to seek help from 12 targeted help sources; and (f) school envi-
ronment and depression stigma, modified from the Revised Attribution Questionnaire 
(r-AQ; [92]), with 10 items asking about participant response in reference to a new 
student whom they heard had depression, as well as an item addressing their own 
comfort in discussing mental health issues with other students. At post-intervention 
only, there were five additional questions to assess the visibility of each school’s 
P2P campaign (e.g., “During the last school year, did you notice a student group in 
your school promoting mental health awareness?”).

1.8.4.1	 �Implementation Tips for Other Settings
We chose to conduct a more comprehensive evaluation. For other sites, a brief ques-
tionnaire modeled after our questionnaire should be sufficient.

1.8.5	 �What Were the Outcomes of Our School Intervention?

Prior to the P2P student participant Kickoff Conference in October, all P2P students 
were asked to complete a baseline questionnaire. The survey consisted of a series of 
items designed to assess students’ knowledge of depression, perceived stigma asso-
ciated with depression, and awareness of help-seeking behaviors associated with 
depressive illnesses. Participants were assigned a confidential ID number, and the 
questionnaire instructions clearly explained the confidential and anonymous nature 
of the study, as well as the voluntary nature of participation.

Prior to the campaign implementation, convenience samples of non-P2P students 
from each school were asked to complete the baseline questionnaire at their schools. 
This questionnaire was identical to the surveys completed by the P2P students prior 
to the Kickoff Conference. Surveys were provided in hard copy, and the project 
coordinator entered all data into the project database.

After the Closing Conference in May, all P2P team members were asked to com-
plete the post-intervention questionnaire. This allowed assessment of whether being 
on a P2P team had any influence on P2P students’ depression-related knowledge 
and attitudes. Similarly, within one week of the Closing Conference, all non-P2P 
students were asked to complete the post-intervention questionnaire to determine 
whether the intervention had any influence on non-P2P students’ depression-related 
knowledge and attitudes, stigma reduction, and help-seeking.

1.8.5.1	 �Implementation Tips for Other Settings
It is important to conduct at least a brief evaluation questionnaire with a pre- and 
post-intervention comparison in order to understand the areas in which the interven-
tion was effective or ineffective in changing your target outcome(s).
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1.8.6	 �Quantitative Outcomes of Our School Intervention

1.8.6.1	 �P2P Campaign Components
In the domain of public education, each school created a depression awareness cam-
paign consisting of three to ten components. The average number of activities 
implemented among eight schools was 5.8 in 2014. The most frequently used activi-
ties included school assemblies, displays around school (e.g., bulletin boards, post-
ers, flyers, banners), and giveaways (e.g., pens, wristbands, fortune cookies).

1.8.6.2	 �Detailed Questionnaire Results
All analyses were conducted with the SPSS software package (SPSS/22.0; [93]) 
which was used to produce the calculations. Descriptive analyses focus on esti-
mating the overall effects of the P2P program on knowledge, stigma, and aware-
ness of help-seeking behaviors by assessing changes from baseline to 
post-intervention among P2P team members and non-P2P students. Results are 
based on baseline and post-intervention pairwise comparisons. Baseline and post-
intervention means, standard deviations, and percentages are reported. The alpha 
level was set at 0.05.

Table 1.3 displays the overall pre- and post-intervention results for P2P team 
members and non-P2P students. Under the domain of helping others, all three ques-
tions demonstrated statistically significant improvements. Under the domain of 
helping yourself, one item was statistically significant. Under the knowledge 
domain, statistically significant improvements were made in two of the five sub-
questions, and students were more likely to correctly identify depression symptoms 
from a provided list. In the domain of help-seeking, students showed a statistically 
significant increase in their likelihood of seeking help for a personal or emotional 
problem. At post-intervention, students were more likely to consider seeking help 
from seven out of 12 sources. In the domain of school environment and stigma, 
three out of ten subquestions were statistically significant. At post-intervention, stu-
dents were also statistically significantly more comfortable discussing mental health 
issues with their peers.

1.8.6.3	 �Did Noticing the P2P Work or Attending P2P Events Influence 
Results?

Results were also separated out according to whether or not respondents noticed the 
P2P group promoting mental health awareness in their school and whether or not 
respondents attended any P2P programs. All non-P2P students were potentially 
exposed to the general publicity campaign, with 60.4% of respondents stating that 
they noticed the P2P group and activities and 30.1% of respondents proceeding to 
attend additional specialized programs.

Respondents who had either noticed the P2P student group or who had attended 
any P2P programs were more likely to feel confident helping others and talking 
about mental health issues. These students were statistically significantly more 
likely to have reported lower levels of mental illness stigma in their schools and 
lower mental illness stigma themselves. Moreover, at post-intervention, students 
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Table 1.3  P2P Depression awareness questionnaire baseline and post-intervention resultsa 

Baseline
Post-
intervention

t dfM SD M SD
Helping others
How confident are you in your 
ability to identify someone who is 
showing the common signs of 
depression?b

4.45 1.45 4.93 1.37 −7.48* 519

How confident are you in your 
ability to help a friend access 
mental health support services in 
your school or in the community?b

4.40 1.56 5.06 1.45 −9.66* 518

Baseline (%) 
“tell someone”

N Post-intervention (%) 
“tell someone”

N

If your friend tells you that he/she 
is thinking about suicide and asks 
you to keep it a secret because no 
one else knows, what do you do?

88.0* 448 94.2* 478

Baseline (%) 
“yes”

N Post-intervention (%) 
“yes”

N

Helping yourself
If you had symptoms of depression 
that lasted for more than 2 weeks, 
would you ask for help?

66.5* 339 74.0* 379

Baseline Post-
intervention

t df

M SD M SD
If you were seen going into the 
office of your school social worker 
or school psychologist, how would 
you feel?c

3.06 1.67 2.92 1.64 1.94 515

Indicate, to the best of your knowledge, 
whether each statement is true or false

Baseline (%) 
correct

N Post-
intervention 
(%) correct

N

Knowledge about depression
Depression runs in some families 80.8 408 84.6 427
Depression can be controlled through 
willpower

62.8* 316 72.0* 362

Depression is a treatable health condition 90.9 459 94.0* 477
The abuse of alcohol and drugs can be a sign 
of depression

95.0 480 96.6 488

Depression is a sign of personal weakness 83.9 422 86.1 433
Which of the items below could be symptoms 
of depression if they continue for more than 
2 weeks? Check all that apply

Baseline (%) 
correct

Post-
intervention 
(%) correct

Difficulty concentrating or making decisions 76.0* 385 87.4* 443
Feeling angry 74.0* 375 81.3* 412

(continued)
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Table 1.3  (continued)

Baseline
Post-
intervention

t dfM SD M SD
Changes in sleep patterns 87.5* 442 95.4* 482
Frequent, unexplained aches and pains 43.2* 219 62.3* 316
Feeling tired or less energetic 92.1* 467 96.3* 488
Eating more than usual 64.7* 328 83.6* 424
Feeling irritable or restless 86.8* 439 90.5* 458

Average correct 
baseline

Average correct 
post-intervention

Number of depression symptoms circled 
correctly from a list (max 7)

5.23* 5.96*

Imagine that you recently heard about a new 
student at your school who has depression. 
To what extent do you agree or disagree with 
the following statements?d

Baseline Post-
intervention

t df

M SD M SD

School environment and stigma
The new student is more dangerous than 
other students

2.04 0.96 1.88 0.96 3.65* 508

The student is to blame for his or her 
condition

1.60 0.84 1.55 0.80 1.29 508

I would have sympathy for the new student 3.98 0.85 3.84 0.86 3.28* 508
The new student makes me feel scared 1.66 0.83 1.67 0.84 −0.31 508
The new student makes me uncomfortable 1.84 0.97 1.86 0.92 −0.49 508
I would help the new student even if I did not 
know him or her well

3.72 0.94 3.64 0.96 1.87 509

I would try to stay away from the new 
student

1.80 0.83 1.80 0.92 0.00 508

The new student would be made fun of at my 
school

2.33 1.01 2.31 1.01 0.55 508

The new student would be ignored at my 
school

2.64 1.03 2.58 1.03 1.22 509

I think other students in my school would try 
to help the new student

3.29 0.98 3.44 0.95 −3.41* 507

Baseline Post-
intervention

t df

M SD M SD
How comfortable are you discussing mental 
health issues (e.g., depression and anxiety) 
with your peers?e

4.57 1.69 4.87 1.60 −4.49* 505

Help-seeking
If you were having a personal or emotional 
problem, how likely is it that you would seek 
help from the following people?f

Baseline Post-
intervention

t df

M SD M SD
Friend 3.12 0.89 3.19 0.82 −1.94 507
Parent/guardian 2.86 1.05 2.93 1.04 −1.95 505

(continued)
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who reportedly noticed or attended a P2P program were more likely to seek help 
from five out of ten sources than at baseline.

1.8.6.4	 �Implementation Tips for Other Settings
For research purposes,  it was useful to analyze separately whether being a student 
team member influenced students’ outcomes as well as to compare whether noticing 
the intervention or attending a program-sponsored event influenced the overall out-
come results. However, for most sites looking at pre-/post-changes, it is sufficient to 
simply evaluate changes in the entire group.

1.8.7	 �What Kind of Feedback Did We Receive on the School 
Intervention?

While the major thrust of evaluation was on questionnaires, qualitative remarks 
were also collected. Qualitative feedback from P2P members included 11 com-
ments, seven of which reiterated that the P2P program increased their knowledge 
about depression. Specifically, one P2P student said, “Throughout all of this I 
learned so much more about depression and it helped me get help for my own 
depression.” One parent commented that after a P2P depression awareness month at 
school, her child was able to identify depression symptoms in his brother and 
encourage him to seek help. Seven teachers/mentors also commented on the P2P 
program, with the majority discussing the openness and engagement of the students 

Table 1.3  (continued)

Baseline
Post-
intervention

t dfM SD M SD
School counselor 2.17 0.97 2.37 0.10 −5.08* 506
Teacher 1.99 0.91 2.18 0.93 −5.21* 506
Mental health professional 2.79 0.10 2.95 0.95 −3.80* 504
Doctor 2.74 1.00 2.89 0.95 −3.28* 504
Internet website 2.33 1.08 2.38 1.11 −1.15 505
Clergy 1.68 0.93 1.77 0.97 −2.46* 504
Phone help line 1.51 0.75 1.73 0.88 −5.87* 506
Other relative 2.55 1.10 2.59 1.02 −0.83 502
Boyfriend or girlfriend 2.71 1.05 2.77 1.03 −1.30 502
Coach 1.86 1.01 1.99 1.01 −3.21* 503

*Significant at 5% probability level
aResults based on baseline/post-intervention pairwise comparisons (p ≤ 0.05)
bScores range from 1 to 7 with higher scores indicating greater confidence
cScores range from 1 to 7 with higher scores indicating greater embarrassment
dScores range from 1 to 5 with higher scores indicating greater agreement
eScores range from 1 to 7 with higher scores indicating greater comfort
fScores range from 1 to 4 with higher scores indicating greater likelihood
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in relation to the P2P program. For instance, one P2P mentor noted that students 
were engaged and “enjoyed that peers did the performance because it made it more 
relatable.” A teacher said, “I’m so glad to see such a concerted effort to raise aware-
ness about mental health issues.”

The P2P intervention results in greater awareness and earlier detection of depres-
sive disorders among adolescents. This in turn may translate to lower levels of 
depression-related academic problems, social difficulties,  substance use, other psy-
chiatric disorders, and suicide.

1.8.7.1	 �Implementation Tips for Other Settings
It is important to collect feedback through questionnaires and perhaps conduct a focus 
group to acquire a different perspective on the effects of this intervention and capture 
subtleties that can be missed through quantitative methods alone. In addition, the 
qualitative remarks serve as key summaries of the benefit of the intervention, and for 
the public and policy-makers, the ability to quote a statement is often more effective 
than quoting statistics in conveying the benefit of the intervention. The participants’ 
comments are a form of “story-telling,” and even in scientific conferences, “telling a 
story” about a study or intervention is considered the most effective way to convey 
results.

1.8.8	 �Expansion of the P2P Program

We are currently in the process of developing systematic methodology to replicate 
the P2P program in other regions and to expand the program to middle schools. 
Specifically, we will be expanding the P2P program to three other counties next year 
covering urban, rural, and remote locations and then across multiple states in the 
United States (we have satellite programs in two other states currently), with an 
explicit dissemination strategy and budget. We are also promoting access to pro-
gram consultation and ongoing support through the development of a P2P Guidelines 
Manual and web-based didactic P2P resources.

1.8.8.1	 �Implementation Tips for Other Settings
If possible, expanding the reach of the program to additional geographic locations and 
educational stages will enable more students and communities to benefit from the 
program’s curriculum. This can be done after successful implementation in one school 
district and then careful, step-by-step cultivation of partners in other districts.

1.9	 �SPARX-R and the Use of Digital Technologies

The key challenges to successful prevention activities are population reach and 
engagement. One strategy to overcome access to potentially useful prevention 
programs and to reach more young people is via digital technologies. Smartphone 
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technology, the Internet of Things, and social media have been likened to a revolu-
tion similar to the printing press [94]. In comparison with the 15 years it took for 
the PC, and seven years for the web, it took only two years for a quarter of people 
to use a smartphone: 77% of Australians currently own an application (app)-capa-
ble smartphone, and nearly all (95%) of those aged 18–34 own one [95]. Young 
people are much more likely to use the Internet for banking, communication, 
social networking, and shopping, and almost a third now exclusively use mobile 
devices for these reasons [96]. This revolution is occurring across the world, even 
in the most remote areas. Technologies such as the smartphone and the Internet 
offer huge opportunities to deliver at scale and directly into the hands of these 
young people. In Australia for example, we have just demonstrated the use of an 
app for suicide prevention that reduces depression [97]. Technologies also offer 
the opportunity for engagement, and games or interactive games can provide 
opportunities for young people to learn about techniques such as cognitive behav-
ior therapy (CBT).

In the last few years, the Black Dog Institute has partnered with Sally Merry and 
her team in Auckland to adapt her treatment program SPARX [87] to develop a 
prevention program. We have previously demonstrated the effectiveness of digital 
technologies for prevention using MoodGYM [49]. However,  we were interested in 
whether the timing of these interventions could achieve better results if prevention 
occurred prior to a major stressor and if more contemporary interactions using seri-
ous games would improve engagement.

The SPARX-R trial commenced in 2014. SPARX-R is an online, gamified uni-
versal depression prevention intervention based on cognitive behavioral principles 
delivered to school students in advance of a specific, significant stressor. The 
SPARX-R introduction informs participants that “This version of SPARX was made 
to help young people who are having hassles and feeling down, stressed or angry a 
lot of the time. Even if you are doing fine, SPARX-R can help strengthen your skills 
for dealing with problems when they do come along.” Participants personalize an 
avatar and navigate through a series of challenges and obstacles within a fantasy 
world that has been overrun by gloomy, negative, automatic thoughts. The student’s 
mission is to restore balance in the game world. The program has seven modules 
(levels), each of which takes approximately 20–30 minutes to complete. For further 
details on the project, please see the published research protocol [61]. The rationale 
was that rates of depression begin to increase at 12–13 years of age, but the growth 
in incidence is continuous, with new cases of depression emerging at a similar rate 
throughout adolescence. In determining the point at which a preventive intervention 
might be optimally delivered, it is notable that stressful life events act as predictors 
and candidate causal factors in the development of depression. Final examinations 
represent a significant stressor for most adolescents. More specifically, in cultures 
where significant emphasis is placed on university entrance examinations in the 
final year of school, students tend to spend much more time doing schoolwork and 
less time in discretionary activities and to have more negative affective states across 
daily activities and higher rates of depression, relative to cultures without this focus 
on examinations.
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This study was a cluster-randomized controlled superiority trial with two parallel 
arms, consisting of an experimental condition and an attention-matched control con-
dition in ten schools. We adopted an adaptive design, such that accumulating data 
will be used to decide if or how to modify the study as it continues. To facilitate this 
design and to stagger recruitment, the trial took place in two stages across consecu-
tive years, with each stage designed to begin at the start of the academic calendar 
(February 2015 and February 2016). The intervention phase lasted five weeks with a 
follow-up period of 18 months. Results from the 2015 cohort were subject to an 
interim analysis to determine preliminary effects and to determine whether any mod-
ifications would be required in the conduct of the trial in 2016. The findings were 
significant, so the second recruitment period was not commenced. The findings of 
the study clearly demonstrated that we were able to reduce depression, a result that 
continued for six months but was not present at 18 months (results in submission).

However, effectiveness is not sufficient to ensure implementation, and the les-
sons learned from this trial suggest that more work is required, much of which we 
have now instigated.

•	 Technical problems associated with SPARX both internally and in its use in 
sometimes poorly Internet-based environments need to be resolved before any 
licensing agreements or rollout to control schools occurs.

•	 Very few parents were interested in completing questionnaires about the mental 
health of their children.

•	 Qualitative and focus group data from staff (n = 14) from government, selective, 
secondary schools in inner Sydney showed that the majority of school staff 
(57.1%) reported that they were comfortable using computer/online programs; 
however others also felt uncomfortable (42.9%). When asked about a specific 
stand-alone online mental health program (SPARX), the majority of respondents 
liked the look and style of it (92.8%), while no one reported they did not like it. 
Importantly, all participants reported they liked the messages and information in 
the program, and all were willing to use SPARX in their school.

•	 Qualitative and focus group data from students were provided by 15 students 
from two government, selective, secondary schools in inner Sydney, aged 
between 15–17 years, with a roughly equal spread across gender (53.3% male). 
Of these, 33% reported they have felt low for a two-week period at some point in 
their life. In regard to the online program (SPARX) showed to the students, 
73.4% reported that they liked the look and feel, and 86.7% reported they liked 
the messages/information of SPARX, while no one reported that they did not like 
these aspects. 53.4% said they would be willing to use SPARX if they were feel-
ing depressed, and 40% were willing to use it to prevent them from becoming 
depressed.

A more formal implementation plan will commence in 2017 conducted by Dr. 
Aliza Werner-Seidler at the Black Dog Institute. The goal of this project is to inves-
tigate optimal implementation strategies to support the rollout of SPARX-R in the 
school context. Despite major advances in the availability of effective mental health 
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programs such as SPARX-R, there is a serious shortfall in the translation and deliv-
ery of such programs in practice. This project is comprised of two phases. Phase 1 
involves a qualitative investigation into the barriers and facilitators to implementing 
SPARX-R in schools. Based on anecdotal evidence from our RCT, it is likely that 
aligning SPARX-R with educational curriculum outcomes will address at least one 
of the key barriers faced by schools. However, this has not yet been systematically 
addressed, as research on this topic is scarce [98]. Phase 2 involves the development 
of an implementation plan as determined by key themes emerging from Phase 1. 
The implementation strategies identified will then be tested in a randomized imple-
mentation trial comparing two key strategies (these might include delivery of edu-
cational resources to schools, teacher training with accreditation for continued 
professional development, and aligning content to the standard curriculum). Primary 
outcomes will be program uptake and completion rates. The endpoint will be an 
evidence-based implementation strategy that is acceptable to schools, which will 
inform the large-scale rollout of this program across Australia.

1.10	 �Translation of Models to Low- and Middle-Income 
Countries

We have identified two strategies that both rely on school-based interventions as the 
most appropriate and likely cost-effective method for easy access to adolescents. 
These two programs offer different approaches, one very “participatory,” involving 
cultivating students themselves as the backbone of the intervention, and the other 
involving use of Internet-based and app-based interventions. These approaches 
therefore offer choices for application to other regions of the world; for some devel-
oping countries, Internet access and smartphone uptake may be excellent and grow-
ing. For other countries, the cultural tradition of engaging students may be strong 
and so lend support to the implementation of student-led approaches. Both 
approaches might be needed to promote and engage young people and offer a range 
of interventions, not just for depression but also for other risk areas such as drug and 
alcohol, suicide, and eating disorders. For example, the most recent review reports 
rapid uptake of technology and smartphone use in developing economies. 
Smartphone ownership is rapidly climbing from a median of 21% in 2013 to 37% 
in 2015 [99]. Unsurprisingly, the rates are much higher in the younger age groups.

1.11	 �Limitations in the Field

Despite advancements in the field of depression prevention and the growing number 
of studies focused on depression prevention programs delivered in schools, most of 
these interventions are built around delivery by health professionals, a major limita-
tion in the field. Programs led and implemented by health professionals give stu-
dents and school personnel little buy-in or feelings of ownership over the program. 
When an intervention program is constructively co-created and implemented by 
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students, school personnel, and health professionals, it is more likely to be adopted, 
institutionalized within the school, and sustained as a program. More broad limita-
tions to the idea of school-based interventions must be acknowledged, such as the 
reality that some youth do not attend school or would benefit more from external 
mental health services. Furthermore, in considering the results from research stud-
ies, overall effect sizes in extant school-based depression intervention research have 
been small [38, 46, 47], as would be expected for prevention rather than treatment 
interventions.

1.12	 �Recommendations for Immediate Implementation

In order to ensure the most cost- and time-efficient service delivery, prevention pro-
grams should capitalize on the resources already available in each school. For 
instance, programs can be integrated into the school curriculum with teachers or 
other school personnel trained in prevention and supported by ongoing consultation 
to deliver these programs (e.g., [40, 89]). In addition, based on our results from 
implementing the University of Michigan P2P program, depression intervention 
programs can successfully enlist youth as valuable mental health advocates and peer 
educators. These methods may in turn strengthen relationships between teachers, 
students, and parents and create a healthier school environment overall. Importantly, 
however, the youth need resources, mentorship, and concrete platforms for engage-
ment and participation, which may be less available in certain settings [27]. 
Furthermore, whenever possible, prevention programs should be designed to be 
flexible and should be tailored to individual communities and student populations. 
For instance, low-income youth, minority youth, or youth from rural communities 
may have specialized mental health needs that should be incorporated into program 
content. However, few studies have specifically focused on these populations of 
youth (e.g., [13, 41]), even though they may be particularly vulnerable to depression 
[50]. Lastly, when developing and implementing programs, researchers and clini-
cians should make use of existing data to better understand what makes interven-
tions most and least effective.

1.13	 �Future Directions for Research and Implementation

Moving forward, large-scale effectiveness trials are needed to identify best practices 
for implementing school-based depression prevention and education programs. 
Successful randomized controlled trials (RCTs) must be replicated, and, whenever 
possible, researchers should follow participants over longer periods of time so 
longer-term effects can be detected.

A simple approach to conducting such trials involves randomizing some schools 
to receive the intervention, and others to serve as a control, and then the following 
year having the control schools receive the intervention. This wait-list control 
design allows randomization but also enables schools to know that they will 
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eventually receive the intervention. A more sophisticated approach might include 
cluster randomization, participant preference arms, and action research.

Cost-effective measures, encompassing both direct and indirect costs, need to be 
prioritized in future trials in order to demonstrate that the program provides good 
value and implementation is a good investment. Moreover, greater attention to 
mediator and moderator variables within the field will guide theory-driven program 
evaluation and lend insight into the validity of intervention programs. To date, most 
depression intervention RCTs have primarily focused on clinical treatments such as 
CBT that is delivered in person. However, it is worth looking into additional educa-
tional interventions as well as online and mobile interventions.

Additionally, the vast majority of depression prevention trials are from HICs 
that are English-speaking (although this observation may partly be due to our spec-
ified inclusion and exclusion criteria). At present, the availability of prevention 
programs is unevenly distributed around the world. Expanding the reach and avail-
ability of prevention programs will provide more countries and communities with 
a gamut of preventive tools and resources to reduce the impact of mental disorders. 
Additional depression prevention programs need to be systematically adapted to 
economically and socially marginalized adolescent and young adult populations, 
such as refugees, LGBTQ youth, and minorities, as well as among different 
regional, cultural, and ethnic groups. Some existing examples in the e-health world 
include Little Prince is Depressed, an interactive tour of depression information 
from Hong Kong [100], and the Chinese MoodGYM Project [101], an interactive 
program based on cognitive behavior therapy, though these programs are not 
school-based. Successful programs should also be conducted in more languages to 
reach youth worldwide (e.g., [102]). One way to make evidence-based prevention 
programs widely available is to create a database with detailed program and pro-
gram implementation information. In addition, access to program consultation and 
ongoing support through the development of official guidelines and online 
resources should be made available to mental health researchers worldwide. 
Moreover, given the early onset of depression [3], it is important to implement 
more interventions that begin in primary school. Lastly, in order for interventions 
to achieve the greatest impact globally, depression prevention and mental health 
promotion need to be included in national and international legislation and policy 
measures.

�Conclusions

School-based depression education and prevention interventions may reduce 
the risk of poor mental health outcomes in children and adolescents in LMICs 
and HICs as well as the incidence, duration, and costs of depression [15, 44, 
103]. Though effect sizes are small, findings from universal and selective 
school-based interventions for depression education and prevention suggest the 
feasibility and scalability of these interventions [37, 38, 46, 47]. In order to 
improve the success of future research initiatives and ensure positive mental 
health outcomes, the field now needs to refine program implementation and 
identify best practices for implementation based on lessons learned from exist-
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ing programs. This will hopefully result in more effective, practical, and flexible 
programs that lead to lower levels of depression-related academic problems, 
difficulties with friends and family members, substance use, other psychiatric 
disorders, and suicide.
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