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Foreword

The mental health and wellbeing of children
defines their childhood experience and impacts
their ability to live a long and contributing life.
Australia requires a nationally consistent mental
health and wellbeing system that supports all
children, and their communities, to thrive.
Every child has a right to be supported to grow
in a safe and healthy environment. The families
and communities that nurture them need access
to the supports and services that ensure that
environment is possible.
Australia’s first National Children’s Mental Health
and Wellbeing Strategy (the Strategy) provides
the framework and foundations for lifelong
mental health and wellbeing to be built during
childhood, with a whole-of-community approach.

The Strategy uses four focus areas to outline the
requirements for an effective system of care for children, and
seeks to create a new, shared understanding of the roles of
families, communities, services, and educators in promoting
and supporting child mental health and wellbeing.
It has been developed with invaluable input from a diverse
range of children and young people, alongside their parents
and carers. Active consideration has been given to the
diversity of environments children live within, and this has
seen the Commission engage with and listen to those who
are working with children and their families in educational
settings, juvenile justice, the out-of-home care system, and
the health system.
The insights of those living and working in rural and remote
and Aboriginal and Torres Strait Islander communities are
key components of this Strategy. We thank the hundreds of

Good mental health and wellbeing enables children to reach

people who have shared their expertise and insights to assist

their full potential, experience fulfilling relationships, and

with the development of this Strategy. Your shared dedication

adapt and cope with challenging circumstances. We know

to ensuring the wellbeing of our children provides hope for

that mental health challenges often begin during childhood

their future.

and if left unattended they can lead to poor outcomes in
adulthood. Early intervention and prevention, with a focus on
children and their families, is key to improving positive lifelong
mental health and wellbeing outcomes.

In the development of this Strategy, the Commission has
considered the recommendations of the 2020 Mental Health
Productivity Commission Inquiry Report, the considerable
work being completed to revise and refresh the National

The Strategy provides a long-term vision for how Australia

Framework for Protecting Australia’s Children 2009-2020, and

can support the mental health and wellbeing of all children,

the priority areas and actions in the National Action Plan for

improving outcomes by embracing the breadth of challenges

Children and Young People.

and the unique life journey of each child.
The National Mental Health Commission was tasked
with developing this Strategy as part of the Australian
Government’s Long-Term National Health Plan. This is the
first time a mental health and wellbeing strategy has been
developed with a focus on children from birth through to
12 years of age, as well as the families and communities
that nurture them. The Strategy deliberately takes a child’s
rights-based approach, drawing on principles from the United
Nations Convention on the Rights of the Child and the United
Nations Declaration on the Rights of Indigenous Peoples to
ensure all children’s wellbeing needs are considered.
The National Children’s Mental Health and Wellbeing Strategy
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As an element of the Australian Government’s commitment
to a national approach to mental health, wellbeing and suicide
prevention, this Strategy provides a further framework for
enabling our system to be preventative, compassionate, and
person-centred. It has been developed in parallel with the
Commission’s work on Vision 2030, a blueprint for a unified
system of mental health and suicide prevention that takes
a whole-of-community, whole-of-life and person-centred
approach to mental health; an approach that is firmly echoed
in the principles underpinning this Strategy.
After significant consultation, we are pleased to share the
National Children’s Mental Health and Wellbeing Strategy
with the wider community. We look forward to the Strategy’s
recommendations becoming synonymous with the
national mental health system reforms, and to monitoring
Australia’s progress towards building a system that supports,
strengthens and values the mental health and wellbeing of all
children and their families.

Lucy Brogden AM,

Christine Morgan,

Chair, Commissioner

CEO

The National Children’s Mental Health and Wellbeing Strategy
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A message from
the co-Chairs

Despite the best efforts of governments over the years,

From the outset, we were committed to consultation with

providing timely, appropriate and equitable access to services

stakeholder groups – professional organisations and

supporting child mental health has been problematic. Mental

individuals – and to seek expert advice from different

health services are delivered in many settings by a range of

disciplines. We were able to meet with a wide range of

providers, with poorly developed linkages between them.

stakeholder groups and gained valuable insights into what

In particular, the referral pathways between primary health

they perceived as strengths and weaknesses of the current

care and educational settings and secondary and tertiary

system and, importantly, advice as to how to improve it.

assessment and treatment services are often unclear;

Many of their suggestions are reflected in the articulation of

services tend to be delivered in narrow, single-discipline

the issues and recommendations in the Strategy.

clinics despite many children having complex needs and
requiring a multidisciplinary approach; parents as well as many
professionals have difficulty navigating a fragmented service
system; and there are long waiting lists for assessment and
treatment for all but the most severe problems.

We were well-served by an expert advisory group and two
working groups, where robust discussion and feedback
helped shape our views and informed many aspects of
the Strategy. Similarly, a steering committee guided our
deliberations and provided valuable feedback and advice.

There is increasing recognition of the importance of

And having this work sit within the National Mental Health

considered investment in child mental health. The service

Commission allowed us to draw on an incredible depth

system needs to respond better to increases in the

of content, organisational capacity, and outstanding

prevalence of mental health problems in Australian children,

writing skills, and we are most grateful to the staff and

compounded by the effects of the COVID-19 pandemic.

Commissioners for their wise counsel and support. We are

Furthermore, increased attention is paid to the need for child

well aware that this Strategy is only the first step in reform of

mental health services to be both effective and cost efficient.

mental health services for children and their families, and we

There are many opportunities for prevention and early

hope that this provides a good foundation for implementing

intervention as problems start to emerge, and before they

the urgently needed changes.

become entrenched and need more intensive treatment.
We accepted the appointment to co-Chair this Strategy with
some trepidation due to the size of the challenge, but were
excited to be given the opportunity to be involved in the
development of a roadmap that might guide future reform
and investment. We were interested in looking broadly at the
system as a whole, from parent mental health literacy and

Professor

Professor

Frank Oberklaid AM

Christel Middeldorp

reducing stigma through to the management of complex
problems in expert settings and everything in between.
Given the complexity of the current system, we did not want
to simply argue for new services to be added. Rather, we
aimed to develop a roadmap to effectively restructure and
improve what was already in place and to support the many
thousands of committed professionals working in this area.
We are aware that a major restructure is more difficult than
adding new services, but are convinced that this is the
best way forward.
The National Children’s Mental Health and Wellbeing Strategy
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Executive
summary

The National Children’s Mental Health and Wellbeing Strategy (the Strategy) provides a framework to guide critical investment
in the mental health and wellbeing of children and families. There is nothing that will have more impact on improved mental
health outcomes for all Australians than early intervention. Investing in the wellbeing of children and their families will have
radiating benefits throughout our communities as well as through the broader health and education systems.
The Strategy provides clear pathways for proactively promoting child wellbeing and helping those who are struggling as early
as possible to reduce long-term impacts of poor mental health. The Strategy adopts a broad scope to consider all settings in
which children should be supported.

Eight principles have been used as the foundation of the Strategy’s development.

Child-centred

Strengths-based

Prevention-focused

Equity and access

Giving priority to the
interests and needs
of children.

All services have a
perspective that builds on
child and family strengths,
to inform a holistic and
family-centred approach.

Both universal and
targeted prevention of
mental illness
by promoting
mental wellbeing.

Ensuring that all children
and families have access
to health, education and
social services.

Universal system

Evidence-informed best
practice and continuous
quality evaluation

Early intervention

Needs based, not
diagnosis driven

Programs and services
are developmentally
appropriate, culturally
responsive and treat
children in the
context of families
and communities.

The use of data and
indicators to create a
continuous feedback loop
between research and
clinical practice.

Early intervention for
those in need, while
addressing the impacts
of trauma and
social determinants.

Service delivery based
on individual needs
and reduced focus on
requiring a diagnosis
to access services.

The National Children’s Mental Health and Wellbeing Strategy
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These principles underlie the four focus areas
of the Strategy.
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A wellbeing continuum
Importantly, beyond individual objectives and focus areas, the Strategy proposes a fundamental, cultural shift in the way we
think about the mental health and wellbeing of children. This shift includes a change in language, adopting a continuumbased model of mental health and wellbeing. This moves away from terminology that may be stigmatising or too narrow to
capture the full range of a child’s emotional experiences.

Children experience challenges
to their mental health, and are
not managing these effectively
and need additional support.

Children experience
a state of positive
mental health and
wellbeing.

Well

Coping

Struggling

Children experience
challenges to their mental
health, but are equipped with
the mental resources to
manage these effectively.

Unwell

Children experience
mental illness and
considerable challenges
to their wellbeing. They
need additional support
to manage and recover.

The National Children’s Mental Health and Wellbeing Strategy
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The continuum approach highlights that there are opportunities to promote improved wellbeing and possibly intervene before
a child becomes unwell. It also focuses on a child’s functioning rather than diagnosisa . For example, a child may have a
diagnosed mental illness, but function well socially and educationally (i.e. ‘coping’). Similarly, a child who is ‘struggling’ might not
require a diagnosis, but would be experiencing a decline in their usual functioning or anticipated developmental trajectory.
The optimal mental health system includes universal services and programs that help children remain in, or move to, the well
end of the continuum. In addition, it would provide targeted supports and services for children who are struggling or unwell. The
Strategy proposes that children should be able to access funded services at the point that they are beginning to struggle, rather
than only once they are unwell and have received a diagnosis.
Consultations also found that this continuum approach aligns well with Aboriginal and Torres Strait Islander concepts of social
and emotional wellbeing, which focus less on mental illness and more on holistic approaches to supporting wellbeing.

Objectives of
the Strategy

Objective 1.1:
Supported families
Objective 1.3:
Community-driven
approaches

The objectives in the Strategy collectively span all aspects

Promoting wellbeing
and recovery

Objective 3.1:
A wellbeing culture

of a child’s experiences of mental health, from promoting
wellbeing and identifying children who are struggling through
to providing evidence-based care and feedback

Objective 4.1:
Meaningful data
collection

Identifying children who are
struggling or unwell

and evaluation.
The figure on the right provides an overview of all objectives
included in the Strategy. The objectives span across the
focus areas and are numbered according to which focus area
they align with, not in order of priority.

Objective 2.1:
Improved system
navigation
Objective 1.2:
Increased mental
health literacy

Objective 2.1:
Improved system
navigation
Objective 3.2:
Targeted responses

Finding services
and support

Objective 3.3:
Well-equipped
educators

1. Family and Community

Objective 1.2:
Increased mental
health capacity

Accessing support
services

2. The Service System

Objective 3.3:
Well-equipped
educators

Objective 2.1:
Improved system
navigation
Objective 2.3:
Access and equity
Objective 2.4:
Built for complexity

Objective 2.2:
Collaborative care

3. Education Settings

Objective 2.4:
Built for complexity

Coordinating care

4. Evidence and Evaluation
Objective 2.5:
Skilled workforce

The following pages provide a snapshot of key content

Providing
evidence-based care

and priority actions across the four focus areas. These

Objective 4.3
High-quality research

focus areas are equally important and their order in this
Strategy does not imply priority or implementation sequence.
The focus area chapters provide additional depth beyond
what is included in these snapshots. This includes existing

Objective 4.1:
Meaningful data
collection

approaches and tools we can build on, and indicators of

Objective 4.2
Embedded evaluation

change which may be used to monitor progress.

and feedback

Ongoing
improvement

Objective 4.3
High-quality research

a. It is not intended that diagnoses are excluded entirely from a child mental health and wellbeing system. They serve a useful function as a short hand way of communicating and can
be validating for people who previously thought they were the only one experiencing struggles. But diagnoses should not be required in order for a child or family to get the support they need.

The National Children’s Mental Health and Wellbeing Strategy
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Objective 1.2 Increased mental health literacy

The Strategy highlights the importance of empowering
families to promote mental health and wellbeing as part of
routine parenting, and to actively collaborate with services

• Parents and carers may not recognise the signs of
poor mental health in their child.

when required. The importance of community-based

• Signs that children are struggling can look different

approaches to health are also emphasised.

depending on developmental stage and may be impacted

Objective 1.1 Supported families

by culture and language background.

• Support for families should begin with addressing risk

• Increasing mental health literacy and reducing stigma must

factors and challenges in the perinatal period.

be supported by the whole community, and children must

• Identifying parents who may be struggling is an effective
strategy in promoting the wellbeing of their child.

be supported to participate in conversations and decisions
relating to their mental health.

Objective 1.3 Community-driven approaches

• Parenting programs should be promoted to all families
at key developmental stages as a way of supporting

• Social and geographical environments have significant

child development.

impacts on mental health and wellbeing.

• Universal supports, such as parent helplines and

• For children experiencing significant social and economic

antenatal courses, should be promoted and available

disadvantage, the needs of the broader community should

in multiple languages.

be addressed to improve the mental health and wellbeing

• Children not engaging with early childhood learning or

of the child.

primary school warrant systematic and proactive support.

• Strong and supportive relationships both inside and
outside the home can have a protective effect on mental
health and wellbeing.

Priority actions
Increase parent and carer mental health literacy and their
skills to support child mental health and wellbeing, via:
• Routine offering of evidence-based parenting programs

Think of [mental health and wellbeing]
beyond the individual child or young person…
that broader connection to how the family’s
travelling but also community in general.

at key developmental milestones (action 1.1.c)
• Emotional wellbeing modules embedded in antenatal
and parenting courses (action 1.1.f)
• Widely accessible evidence-based resources building

Professional working with migrant and refugee services

on existing initiatives (action 1.1.b)
• A national campaign promoting the value of parenting

Support communities with the highest levels of need to address

To pull out each different part of our family’s
needs doesn’t help us… we come as a unit,
our needs are holistic.

social and economic disadvantage (action 1.3.a) through:

Parent/carer of a child with mental illness

programs (action 1.1.d).

• Implementation of tailored programs focused on improving
children’s mental health and wellbeing based on the key
characteristics of successful place-based approaches
(action 1.3.b).

The National Children’s Mental Health and Wellbeing Strategy
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Objective 2.4 Built for complexity

The Strategy highlights the gaps in our mental health
services, and how we can make it easier for children

• Children with complex needs are more likely to be turned

and their families to get help.

away from support, as providers may not have the skills or

Objective 2.1 Improved system navigation

resources required.

• A lack of clear, consistent information about where to

• Priority access should be given to at-risk cohorts, including

seek help delays access to services and creates additional

children in, or at-risk of entering, State care or in contact

stress and burden for families.

with the justice system.

• Existing navigational tools should be expanded to assist

• Aboriginal Community Controlled Organisations should

families to find local supports.

deliver supports for Aboriginal and Torres Strait Islander
communities wherever possible.

• A model of integrated family care should be established

Objective 2.5 Skilled workforce

and networked across Australia.

• Increased incentives for training in child and family mental

• Consideration should be given to the transition between

health are required to encourage increased workforce

child and adult services.

participation, including in regional and remote areas.

Objective 2.2 Collaborative care
• Collaborative care is a model that relies on multiple
service providers and family communicating about
what a child needs.
• Increases in collaborative care approaches are required
to ensure everyone understands what they need to do to
support the child and family.

Objective 2.3 Access and equity
• Many families are unable to access timely treatment,
including due to high out-of-pocket costs, long waiting lists,
dependency on diagnosis for treatment or high
severity thresholds.
• Resourcing, training and integration of face-to-face and
telehealth approaches must be increased to improve
access to supports.

The National Children’s Mental Health and Wellbeing Strategy
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Priority actions
Improve the capacity of systems to deal with
complexity through:
• Trialling (networked) sites in both urban and rural areas
of a service model of integrated child and family care that
exclusively provides holistic assessment and treatment for
children 0-12 years old and their families (action 2.1.c)
• Trialling sites with innovative service delivery models that
integrate face-to-face and telehealth consultations, digital
interventions, and phone helplines (action 2.3.c)

It was a wonderful moment when the
psychologist asked [my son] if it would be
ok to include Mum and Dad in part of the
conversation… we were able to give context
to the psychologist… I felt including us was
really important and seems to have been
really effective.
Parent/carer of a child with mental illness

• Providing support based on genuine co-design with
children and families involved in the design, delivery
and evaluation of services (action 2.3.e)
• Allocating specific funding for care coordination for
children and families with complex needs (action 2.4.a).
• Requiring all government departments to outline and
regularly report on what they do to support children in
State care (action 2.4.d), including providing priority
access to relevant services (action 2.4.c).
Amend current Medicare items to promote collaborative
care including:
• Enabling all providers (regardless of discipline) to claim
for case conferencing (action 2.2.a)
• Enabling providers to claim for consultations with parents
and carers (without the child present) as part of the
child’s care (action 2.2.c)
• Requiring providers to communicate with educators and
other service providers about a child’s treatment and
support plan (action 2.2.d).

The National Children’s Mental Health and Wellbeing Strategy
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• Additional guidance is required to enable educators to
discuss mental health concerns with parents and carers.

children, and discusses the additional supports that may

• Proactive outreach procedures should be developed to

be required for educators to continue to build positive

respond to student disengagement, using trauma

wellbeing cultures.

informed approaches.

Objective 3.1 A wellbeing culture

Objective 3.3 Well-equipped educators

• There is currently wide variation between schools and

• Professional training and clear guidelines and processes

early childhood learning services in the culture around

should be developed for educators to follow when they

mental health.

believe a child or family is struggling.

• Some education settings have policies and procedures

• Dedicated wellbeing staff should establish and maintain

that contribute to stigma.

strong relationships with local service providers such as

• Introducing dedicated wellbeing staff and proactively

paediatricians and psychologists, to promote

promoting resources and support in education settings

collaborative care.

will assist educators to build positive wellbeing cultures.

• Educators should be supported to undertake additional

• Wellbeing programs should be included in early childhood
curriculums and offered through after school and school
holiday activities.

learning on mental health, including with paid protected
time for participation.
• All educators should have access to avenues for support

Objective 3.2 Targeted responses

for their own mental health and wellbeing.

• All early childhood learning services and schools should
have a wellbeing plan in place, tailored to meet the needs
of their students.

Priority actions
Ensure educators are well-equipped to support child
mental health and wellbeing by:
• Requiring all early childhood learning services and primary
schools to have a comprehensive wellbeing
plan for their students (action 3.2.a)

One of the biggest challenges that schools are
facing is the mental health of children… there
is no national model of school counselling
services… it’s a murky water in terms of
expectations, what really is the school’s role
in providing mental health support.
Education representative

• Providing funding to implement quality improvement
activities and delivery of evidence-based programs
targeting needs identified in wellbeing plans
(action 3.2.b, 3.2.c)
• Having a designated wellbeing staff member in all early
childhood learning services and primary schools who
is responsible for planning and co-ordinating wellbeing

[The school] does lots of discussion around
mental health to the point where it’s quite ok for
the girls to talk about it amongst their friends…
when we were at school it would have been the
ultimate shame to say ‘I’m seeing a counsellor.’
Parent/carer of a child with mental illness

activities, including the development of wellbeing plans
(action 3.1.b, 3.1.c).
The National Children’s Mental Health and Wellbeing Strategy
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• Only a small number of programs have robust evaluation

culture of evaluation in order to enable an optimal system

embedded into program design. Service providers should

of programs and services which provides consistently

be required to build evaluation into their programs.

high-quality supports for children and families.

• Those using services have a valuable and essential

Objective 4.1 Meaningful data collection

perspective for informing service delivery.

• Children’s mental health is an area where key population

• Evaluations are most useful when they focus on the

data are missing1 and there is currently no regular national

key outcomes that are important and meaningful to

data collection or reporting regarding children’s overall

the children and families who have used a service.

mental health and wellbeing.

Objective 4.3 High-quality research

• A lack of data sovereignty means that programs or policies
fail to reflect Aboriginal and Torres Strait Islander priorities,
values, cultures, worldviews and diversity.2

• Unlike youth mental health,3-5 there have been no national
reforms or a framework for research focused on children
in Australia. There is also an overall lack of community

• Increased and diversified data collection needs to be

consultation and trials in child mental health.

undertaken to inform delivery of programs and services.

• Current ethics processes often make research with children

Objective 4.2 Embedded evaluation
and feedback

challenging. Concerns around the vulnerability of children as
a cohort could be better managed through including children
and families in the development of research.

• There is a growing number of clinical services
and programs targeted at children’s and families’

• In the optimal system, children would receive

emotional wellbeing.

measurement-based care with treatment improved
based on ongoing feedback.

Priority actions
Ensure better collection and use of data through:

• Funding parity for child mental health research
and child physical health (action 4.3.a)

• Establishing Inter-Departmental Committees to resolve
current barriers to relevant data sharing across sectors

• Targeted funding allocated on the basis of priorities

such as education, justice and community health, for the

including gaps in current treatment knowledge and the

purposes of informing child mental health and wellbeing

needs of priority populations (action 4.3.b).

(action 4.1.d)
• Embedding evaluation in program and service delivery from
the beginning, with reporting of findings required to receive
further funding (action 4.2.a)
• Including implementation evaluation as a core component
of programs delivered in schools and early childhood
learning settings to identify what is required to ensure
fidelity (action 4.2.c).
Require supports to be based on and continue to involve

What is the feedback and how are services
flexible and responsive to adapt to what a
particular community or subgroups within a
community need in terms of mental health…
it changes overtime as communities develop
or new communities come.
Professional working with migrant and refugee services

high-quality research and evaluation through:
The National Children’s Mental Health and Wellbeing Strategy
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1. Introduction
The imperative for promoting the wellbeing of children
and preventing mental illness is clear from a moral,
social, and economic perspective.

The National Children’s Mental Health and Wellbeing Strategy
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The imperative for promoting the wellbeing of children and
preventing mental illnessb is clear from a moral, social, and
economic perspective.
Until now, Australia has not had a national strategy to guide
action for supporting children’s mental healthc and
wellbeingd. We currently have a mental health system that
focuses on specialist intervention rather than prevention and
early intervention, and on adults and adolescents rather than
children. In fact, for children under 12 years of age, there is
no real ‘system’ of affordable, integrated care, delivered on
the basis of need.6 Instead, there is a fragmented assortment
of programs, service offerings, inconsistent sources of
resources (that are not necessarily evidence-based), siloed
professionals in private practice, alongside inequity in access
due to a family’s geographical and financial circumstances.
This Strategy aims to address these issues by mapping the
minimum requirements for an effective system of care for
children. It also aims to move the language of child mental
health and wellbeing away from a narrow view of pathology
and diagnostic categories towards a continuum (see 2.2.
Wellbeing continuum). This is mirrored in the need to move
towards needs-based access to services and to ensure equity
in all systems. Finally, this Strategy aims to create a new,
shared understanding of the roles of families, communities,
services, and educators in promoting and supporting child
mental health and wellbeing. This includes the need for all
involved to actively listen to, and respect, children’s voices
in their own care decisions.
A particular characteristic of working with children and
families is that service providers come from a range of
sectors including health, education, family services, and
NGOs; and from across jurisdictional contexts, including
local government (immunisation, maternal and child health),
state (clinical mental health, educational supports) and
federal (childcare, primary care). The onus of navigating
these complexities should not sit with the child and their
family. This Strategy seeks to provide some guidance on
what is required to simplify the experience of connecting with
supports when they are needed.
Good mental wellbeing means that children are able to feel
safe, happy, heard, and supported, and have meaningful,
loving connections with family, friends, and community.

b. A mental illness is a disorder diagnosed by a health professional that significantly interferes with a person’s cognitive, emotional and/or social abilities. Mental illness can vary in both
severity and duration. The term mental illness is used to refer to a wide spectrum of diagnosable conditions that affect how a person feels, thinks, behaves, and interacts with other people.
c. M
 ental health is a positive concept and more than just the absence of illness. In this Strategy, the term mental health is used to refer to a state of wellbeing where a person can realise their
own potential, can cope with the normal stresses of life, can work productively and fruitfully and is able to contribute to their community. Most infants and children experience good mental
health. They are able to meet challenges, express a range of emotions in response to experiences, regulate those emotions, explore their environment, and form secure relationships, within
the context of their developmental stage and their age.
d. G
 ood mental wellbeing means that children are able to feel safe, happy, and supported, and have meaningful, loving connections with family, friends, and community. A child who is well
in this way is curious and interested in the world, they want to learn and can sit and reflect. They enjoy loving relationships and are able to bring themselves back from feeling upset when
something doesn’t go how they’d have liked.
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The importance of family and community is emphasised
throughout this Strategy due to the central role that parents
and carerse play in the lives of children. A secure relationship
with at least one primary caregiver is required for a child’s

1.1 Why this Strategy
is so important
This National Strategy is critical because mental health

sense of belonging and their healthy social and emotional
development, and so we adopt a broad definition of family f
that recognises that all families are different and a range of
people can care for and support a child.

struggles often begin during childhood. An estimated 50%
of adult mental illness begins before 14 years of age.7 In
2015, anxiety, depressive disorders and conduct disorders
accounted for three of the five leading causes of disease

While families are central to optimal child development,

burden for children aged 5-14 years.1 Furthermore, there is

many families are subject to structural disadvantage.

evidence that poor mental health during childhood can lead

This is a consequence of social and economic policies

to long term struggles. One study found that 50% of children

that fail to adequately address unemployment, poverty,

with mental illness continue to struggle in adulthood; while

educational attainment, racism and discrimination, and

the other 50% no longer warranted a diagnosis, their chance

limit access to healthcare and other financial and social

of functioning well was still less than that of people without a

supports. This disadvantage may be further exacerbated by

history of mental illness during childhood.8

geographical location and by significant collective trauma
as a consequence of domestic, sexual and family violence,
forced migration, or forcible removal of children from their
family and culture of origin. In building this Strategy (section
1.2), we have sought to include the views of communities

It is relatively common for children to experience or be
at risk of experiencing poor mental health. Evidence
indicates the first 2000 days of life are a critical period,
and interventions during this time can result in significant
improvement to children’s early life experiences, health and

that face such disadvantage.

development.9 This Strategy recognises the importance

The Strategy also takes into account the broader contexts

of supporting children from infancy, particularly through

where children live, learn, play, and grow, and that not

empowering parents, carers and communities.9 Estimates

all children are equal in this regard. The proposed actions

indicate that 8% of infants (0–1 years) have 5 or more risk

are designed to promote wellbeing and resilience at the

factors for developing mental illness, increasing to 20% of

family and community level, ensure effective supports are

10—11-year-olds.10

accessible for both parents and children who are struggling,
and facilitate recovery when children or family are unwell.

While genetic factors contribute to mental illness,11 there are
strong links between adverse childhood experiences (ACEs)
and development of mental illness.12 Such experiences
typically include violence, sexual abuse, neglect, and other
kinds of household dysfunction, including alcohol and
substance abuse. Challenging circumstances such as
parental separation and divorce may also be included.
It is estimated that about 2.5 million Australian adults (13%)
experienced physical and/or sexual abuse during childhood.13
The issue of domestic and family abuse warrants a
dedicated standalone national response and matching
actions, beyond the scope of this strategy alone.

e. A
 parent or carer may be a child’s biological parent, grandparent, step-parent, aunt or uncle, foster parent, adoptive parent, and any other person who performs a significant portion of the
parenting and caregiving for the child. A parent or carer may not necessarily live with the child full-time. Note: The term carer is commonly used to refer to someone who provides ongoing
personal care, support, advocacy and/or assistance to a person with mental illness. However, in this Strategy, when used in the context of ‘parent or carer’, carer refers to anyone with a
caring role for a child, regardless of whether the child experiences mental illness.
f. The Strategy assumes that for every child, one or more adults adopts the role of parent or carer, forming a core component of a child’s family. In addition to parents and carers, a child’s family
may also consist of other family members, such as siblings or grandparents, who may have a significant role in a child’s life.
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Another prominent ACE is Foetal Alcohol Spectrum Disorder
(FASD). FASD is a diagnostic term for a range of physical,

Prevalence1

cognitive, behavioural and neurodevelopmental impairments
resulting from maternal drinking during pregnancy.14 While
prevalence of FASD in Australia is difficult to determine,

14%

the global prevalence of FASD among children and youth
in the general population was estimated to be 7.7 per 1000

of children and adolescents aged 4—17
years experienced mental illness in
the 12 months prior to the survey.

population. Children with FASD are significantly more likely
15

to have a mental illness and have an average life expectancy

Prevalence of mental illness was greater

of 34 years of age.16,17 There are also lifelong effects including

for males (16.3%) compared to females

secondary impairments such as difficulties accessing

(11.5%). This difference was mainly due

education and maintaining employment, increased substance

to a high prevalence of ADHD in males.

use, and increased contact with the justice system.14 The
Australian Government developed the National FASD
Strategic Action Plan 2018-2028, which aims to reduce

The most common types of mental illness

the prevalence of FASD and identifies priorities for action.

in this cohort were:

The national priorities include prevention, screening and
diagnosis, support and management, and priority groups
and populations at increased risks.14
Exposure to ACEs is common, and they tend to cluster within
families, but there are clear actions that can be taken to
mitigate them, both by mental health professionals and
through action in other domains outside of health care.18

ADHD

7.4%

Anxiety disorders

6.9%

Depression

2.8%

Conduct disorders

2.1%

These actions include instigating wrap around services

Of those who were diagnosed with a mental illness,

at parent, family and community level.

almost one third (30%) had two or more types
of mental illness at some time in the previous

The economic value of supporting mental health during

12 months.

childhood has also been demonstrated – it costs
significantly more to treat mental illness in adolescence
and adulthood than it does to promote mental health and, if
needed, intervene early during childhood. One report found

1. Lawrence D, Johnson S, Hafekost J, Boterhoven De Haan K, Sawyer M, Ainley
J, Zubrick SR (2015) The Mental Health of Children and Adolescets. Report
on the second Australian Child and Adolescent Survey of Mental Health and
Wellbeing. Department of Health, Canberra.

the cost to government of late intervention in Australia is
$15.2bn each year.19 Economic evaluations of early childhood
development programs have repeatedly shown that the
benefits exceed the costs.20-22 This has been demonstrated in
the United Kingdom, with school-based social and emotional
learning programs to prevent conduct disorders in the UK
demonstrating cost savings of £150,000 for severe problems
and £75,000 for mild problems (for each case prevented).20
Similarly, one Australian report found that the return on
investment of parenting programs for the prevention of
childhood anxiety disorders was $2.40 for every $1 invested.23
Not only is this Strategy critically important, but it’s critically
needed now. Many experts have described Australia’s
current child mental health system as “broken”.24 While
there is currently no regular national system for monitoring
and reporting on the overall mental health and wellbeing of
children 0-12 years old,1 there are a small number of data
sources to assist our understanding of the current landscape.
Data from the Australian Child and Adolescent Survey of
Mental Health and Wellbeing indicates that one in seven
Australian children aged 4-17 years’ experience mental
illness (see above).25
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The above figures refer to Australian children generally.

Research also indicates that children of parents with

Some cohorts of children are known to be at increased risk

substance use problems are significantly more likely to

of experiencing mental ill health, including:

develop alcohol and drug use disorders than their peers.30
• Children with disability or chronic illness. Children with a

• Children who have experienced the child protection
and out-of-home care system. This may be as a result

disability or a chronic illness are at significantly higher risk

of exposure to trauma prior to involvement with child

of having mental health issues.31,32

protection services, as well as ongoing stress while

• Refugees and children who have recently migrated.

in the care system.

The migration experience can negatively impact child
mental health and wellbeing, given the higher likelihood of

• Aboriginal and Torres Strait Islander children. The
wellbeing of Aboriginal and Torres Strait Islander populations

exposure to trauma and stress of adapting to new culture

continues to be significantly impacted by collective trauma,

and language, and in some cases with uncertain legal

including from experiences of the Stolen Generations,

status and fear of deportation.33

disempowerment, and cycles of disadvantage.

26

• Children who identify as LGBTQI+ or have a family member,

• Children of parents with mental ill health or parents with

parent or carer who does. For gender diverse children

substance use problems. Parental mental illness can

who are not supported by gender affirming care there is

place families at a greater risk of experiencing physical,

an increased risk of depression, anxiety and suicidality.34

emotional, and financial problems.27 Families with parental

Wellbeing may also be impacted when children experience

substance misuse have higher rates of neglect, which is a

stigma relating to a family member identifying as LGBTIQ+.35

major factor in a child being brought into care.28,29

• Children who are, or have been, incarcerated as part of
the youth justice system.

At-risk
Child protection and out-of-home care (OOHC)1
For children aged 6-14 years in NSW, the odds of
being diagnosed with a mental illness were over
2 times higher for children who had contact with
protection services in early childhood compared to
those who had not.
The odds were over 5 times higher for children who
had been placed in OOHC.

Aboriginal and Torres Strait Islander children
Aboriginal and Torres Strait Islander children
aged 5-17 years were more likely to die by suicide
than non-Indigenous children (8.3 deaths per
100,000 compared to 2.1 deaths per 100,000)2
Aboriginal and Torres Strait Islander children are 11 times more
likely to be in OOHC compared to non-Indigenous children3

Children in the youth justice system

Children from the LGBTIQ+ community

33%

of youths in custody reported high to very
high levels of psychological distress8.

27%

60%

of young offenders presented with two
or more disorders8.

Children of parents with mental illness

23%

of Australian children live in families
where at least one of their parents
has or has had a mental illness4.

60%

of children from familiies affected by
parental mental illness are at greater
risk of experiencing mental health
struggles compared to other children5

of Australian LGBTIQ+ youth
said LGBTIQ+ people were never
mentioned in a supportive or
inclusive way in their schooling.9

Children from refugee and migrant backgrounds
Refugee and children who have recently migrated
can experience a range of challenges to their
mental health and wellbeing7
Children with a disability
South Australian data indicate that primary school students with a
disability (physical, intellectual, sensory and/or communications)
are more likely to have mental health difficulties (1 in 3) compared
to students without a disability (1 in 8)6.

1
Green MJ, Hindmarsh G, Kariuki M, Laurens KR, Neil AL, Katz I, et al. Mental disorders in children known to child protection services during early childhood. Medical Journal of
Australia. 2019 2‘3303.0 - Causes of Death, Australia, 2018’, Australian Bureau of Statistics 3Australian Institute of Health and Welfare. Child protection and Aboriginal and Torres
Strait Islander children. CFCA Resource Sheet. 2020. 4Maybery DJ, Reupert AE, Patrick K, Goodyear M, Crase L. Prevalence of parental mental illness in Australian families.
Psychiatric Bulletin. 2009. 5Maybery DJ, Reupert AE, Goodyear M. Evaluation of a model of best practice for families who have a parent with a mental illness. Wagga Wagga:
Charles Sturt University. 2006 6Dix, K. L., Shearer, J., Slee, P. T., & Butcher, C. KidsMatter for students with a disability: Evaluation report. 2010 7 Minas, H., Kakuma, R., San Too, L.,
Vayani, H., Orapeleng, S., Prasad-Ildes, R., ... & Oehm, D. (2013). Mental health research and evaluation in multicultural Australia: developing a culture of inclusion. Mental Health
in Multicultural Australia (MHiMA). 2013 8 Usher K., Douglas, L., Jackson, D. Mental health and substance use disorders: The reality of youth in custody. International Journal
of Mental Health Nursing. 20199 Hill AO, Lyons A, Jones J, McGowan I, Carman M, Parsons M, Power J, Bourne A (2021). Writing Themselves In 4: The health and wellbeing of
LGBTQA+ young people in Australia. National report, monograph series number 124. Melbourne: Australian Research Centre in Sex, Health and Society, La Trobe University. 2021
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Among these cohorts of children who are more likely to

For children of parents with mental ill health, caring

struggle, if support is absent or provided too late, the

responsibilities can conflict with age-appropriate activities

individual, social and economic consequences are severe.

and school attendance. There is also evidence of lower

Children in care are less likely to continue their education

levels of attainment in terms of communication, academic

beyond the minimum age requirement, and are more likely

competencies and social function in children whose parents

to attend numerous different schools with lower attendance

have high levels of psychological distress.40

rates overall.36 There is also research that young people

The supports that are available are not consistently

who have been involved in the child protection system (due

reaching the children and families who are struggling.

to abuse or neglect) are subsequently more likely to be

Data from the Australian Child and Adolescent Survey of

homeless and to engage in criminal activity than those who

Mental Health and Wellbeing Study indicates that only around

were not.37 Children who have had contact with the youth

half of all children who experienced mental illness in the last

justice system experience more mental health disorders

12 months had accessed services, and less than a third of

and substance use disorders than the general population.38
Despite the high prevalence of poor mental health for young
people in custody, they are excluded from MBS subsidised
primary care for the development of a mental healthcare plan
and MBS subsidised mental health care.39

parents used services to help support their child who was
struggling. There is evidence that the majority of children
with mental illness in Australia do not have enough contact
with health professionals to allow for minimum standards of
treatment to be provided.41 A study involving 846 children aged
4-17 years found that almost half (48.9%) of those with mental
illness had not accessed any services in the past 12 months.41

51.1%

6.9%

of children with a mental illness have seen a health professional in the past 12 months1

only attended 1 visit with a health professional1

1. Sawyer, M. G., Reece, C. E., A. C., Johnson, S. E., Hiscock, H., Lawrence, D. (2018). Access to health professionals by children and adolescents with mental disorders;
Are we meeting their needs?. Australian & New Zealand Journal of Psychiatry, 52(10), 972-982

In addition to ‘dosage’ shortfalls, the quality of service

For contact with specialist mental health services, data

contacts is also not consistently high – adherence to

indicate that many more services are delivered to 12-24

assessment and management guidelines is also low, with one

years (> 4 million) than to children under 12 (552,000), with

study finding that rates were 33% for depression and 54% for

less than 1% of 0-4 year olds and less than 6% of 5-11 year

anxiety, in the context of care for children 15 years and under.

olds receiving a service in 2014-15.43 Rates of spending on

So even where children are able to access services, it cannot be

the MBS Better Access program are similarly low, at only

guaranteed that they are receiving evidence-based treatments.

5.6% of the total scheme for children under 12 years of age in

42

Children’s mental health appears to be underserved when
compared to older age groups. The Australian Child and
Adolescent Survey of Mental Health and Wellbeing found that
the prevalence of mental illness was similar between those aged

2015-16. Although it appears that service access may also be
low for children aged 0-4 years, there is limited data available
about the prevalence of social and emotional difficulties
experienced in this age group.

4-11 years and those aged 12-17 years at 13.6% and 14.4%,
respectively.25 However, the survey found that of children with
mental illness, those aged 4-11 years were less likely to access a
health service provider for emotional or behavioural concerns
(46.3%) than young people aged 12-17 years (60.7%).
The National Children’s Mental Health and Wellbeing Strategy
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Access to services

53%

of children with mental illness used

of children with mental illness used or

health services for emotional or

attended services provided by their school

40%

behavioural struggles

1

for emotional or behavioural struggles1

The following were the most commonly seen
Rates of mental illness were higher in

health professionals:
General practitioner

35%

Psychologist

23.9%

Paediatrician

21.0%

Counsellors or family therapist

20.7%

those living outside of greater capital
cities (12.6% for greater capital cities,
16.2% for those outside) but service use
was similar (56.7% for those in greater
capital cities, 55.1% for those outside)1

1. Lawrence D, Johnson S, Hafekost J, Boterhoven De Haan K, Sawyer M, Ainley J, Zubrick SR (2015) The Mental Health of Children and Adolescents. Report on the second Australian
Child and Adolescent Survey of Mental Health and Wellbeing. Department of Health, Canberra.

Reasons for insufficient access to services could include:44

The number and type of practitioners able to work
therapeutically with children and families is not clearly

• lengthy waitlists mean children can’t access services

defined, and in rural and remote areas, is unlikely to include

when they need them

the full range of clinical and allied health practitioners such

• the services or supports children need simply don’t exist
or are not known to the family

as speech pathology and occupational therapy, given known
issues of workforce maldistribution. While some workforce
data concerning psychologists and psychiatrists with

• the child is refused support from a service because

child mental health and wellbeing related endorsement are

they don’t meet severity thresholds or don’t have a

available, ascertaining the full breadth of the workforce and

confirmed diagnosis

its distribution (mapped according to need) is difficult.

• poor mental health literacy and a lack of awareness
of risks amongst parents and teachers
• stigma around mental health, parenting programs
and service access
• out-of-pocket costs for a service
• a lack of specialist workforce to meet the needs
of children and families.
For rural and remote communities, there are even greater
barriers to access. Around 30% of all Australian children
aged 0-14 live in rural areas, and 3% live in remote and very
remote areas. For many, the nearest services are located in
major hospitals a long distance away, and to see a service
provider face to face, a round trip of 200km would not
be unusual.45
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Workforce

5%

of psychologists in Australia are endorsed in
educational and developmental psychology1

10%

of the psychiatry workforce across
Australia and New Zealand are
child and adolescent psychiatrists2

1. Psychology Board of Australia. Registrant data. Reporting period: 01 January 2020 to 31 March 2020. 2. The Royal Australia and New Zealand College of Psychiatrists. Child and
adolescent psychiatry: meeting future workforce needs. Discussion Paper prepared by the Faculty of Child and Adolescent Psychiatry. 2019

Amongst professionals who work with children more
broadly, including those in the health, social, disability and
community sectors, there is variability in the level of mental
health training, supervision, and continuing professional
development that they have received. In response, the
National Workforce Centre for Child Mental Health was
recently established, with the aim of assisting professionals,
service systems and organisations that work with children to
develop their capacity to identify, assess and support children
at risk of mental health difficulties.46
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1.2 How this Strategy
was developed

Round 3 of our consultation allowed the public to comment
on the draft Strategy. The Commission received 117 survey
responses and 61 free form submissions, and has carefully

The Commission sought input from a range of perspectives
and areas of expertise to support the development of this

considered and amended the Strategy on the basis of
feedback received. Of participants who completed the survey
and elected to complete the demographic questions:

Strategy. This was to ensure that the Strategy adequately
considers and addresses the range of complexities and

• 82 responses were from mental health professionals,

challenges related to child mental health and wellbeing. Input
was received through an expert advisory group and steering
committee (see Appendix A), as well as through consultations

service providers or peak bodies
• 28 responses were from educators
• 24 responses were from parents and carers

(see Figure 1). The consultations included listening to the
perspectives of children and young people as this was
considered essential for ensuring the relevance and impact

• 23 responses were from research and data professionals
• 19 responses were from Government agencies

of the Strategy.

and employees

Round 2 of our consultations focused on listening to the
voices of people and communities who have been subject to
the kinds of structural disadvantage that impact negatively
on mental health and wellbeing. Where possible, we have

• 3 responses were from young people.g
Participants’ experiences and backgrounds were diverse
– we received feedback from Aboriginal and Torres Strait

included specific actions for these groups in the Strategy,

Islander peoples, individuals living and working in rural and

noting that all services should be able to provide culturally
appropriate supports. We have also adopted the belief that
supports that are appropriate and accepted by Aboriginal
and Torres Strait Islander children, families and communities
often provide excellent examples of how to meet the needs of
all Australian children.47

remote communities, people who identify as culturally and
linguistically diverse and people who identify as having a
disability. The Commission would like to thank every person
who contributed to the development of the Strategy.
g. Participants may have identified with multiple backgrounds.

Co-chairs
Professor Frank Oberklaid and Professor Christel Middeldorp
Expertise in paediatrics and child psychiatry
Expert advisory group

Steering committee

Consisting of experts in trauma, child health, education
and parent/carer representatives.

Aboriginal and
Torres Strait Islander
Reference Group

Working group

Working group

(Focus:
0-5 years)

(Focus:
6-12 years)

Consisting of representatives from the National Mental Health
Commission (executive and Commissioner), Commonwealth
Departments of Health, Education and Social Services, state
and territory health departments, rural and remote health care,
academia and research, education peak bodies, and parent/
carer representatives.

Consultations: Round 1
Conducted with professional colleges and peak bodies to capture perspectives, current issues and gaps within
systems supporting children’s mental health and wellbeing.
Consultations: Round 2
Conducted to inform the finalisation of the draft Strategy with children and young people, families, educators, representatives from
Aboriginal and Torres Strait Islander communities, representatives from services working with culturally and linguistically diverse
communities, representatives with experience working with children in the care of the State and rural/remote service providers.
Consultations: Round 3
Conducted to gather final feedback from the public and previously engaged stakeholders ahead of the finalisation of the Strategy.
Figure 1: Summary of how the Strategy was developed
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2. An optimal child
mental health system
To achieve an optimal child mental health system, this
Strategy proposes a number of actions that collectively
represent a fundamental, cultural shift in the way we
think about mental health and wellbeing for children.
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To achieve an optimal child mental health system,
this Strategy proposes a number of actions that
collectively represent a fundamental, cultural shift
in the way we think about mental health
and wellbeing for children. This shift includes:
• a change in language that refers to a wellbeing continuum
that supports early intervention
• a change in status to give child mental health parity
with physical health
• a change to ensure access and equity in all systems
with priority access given to children 0-12 years of age
• a change towards needs-based access to services
• a change in the collective understanding of the roles
of families, communities, services and educators.
The changes needed are considerable, but they are
achievable. They characterise an optimal system for child
mental health and wellbeing. An optimal system is not
aspirational, it is essential. Anything less means that
we have failed to deliver on the rights and needs of
Australia’s children.
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2.1 Principles

The Strategy presents the rationale for relevant services

The Strategy draws on principles from the United Nations

within sectors and across sectors including health, education,

Convention on the Rights of the Child and the United Nations

justice, disability and social services (see Objective 2.2). From

Declaration on the Rights of Indigenous Peoples. It is

the child and family perspective, all services that they interact

underpinned by a set of eight fundamental principles (see

with would communicate and work together, to ensure a

Figure 2). These principles should be used to guide the way

streamlined and comprehensive experience of care. This

governments, commissioning bodies and service providers

includes seamless referral processes when moving between

operationalise the actions outlined in this Strategy.

services – for example, in the transition from childhood to

working together in supporting children and families, both

adolescent services.

These principles recognise that a child’s mental health
and wellbeing is inseparably linked to their relationships,

In the optimal mental health system, programs and services

and familial and situational context. Parental wellbeing

work with children and families to provide a consistent and

is associated with the parent-child relationship and the

high quality of support, including clinical intervention where

wellbeing of the child. The optimal mental health system is

relevant. Programs and services need to be accessible (and

child-centred (giving priority to the interests and needs

continue to be over time) to all children and families, and

of children), supports the child, their family and, when

be developmentally appropriate and culturally responsive.

necessary, their community. We also recognise the impact

This means that families can access local services

that community membership can have on perceptions and

regardless of their resources, geographic location (including

experiences of mental health and wellbeing.

rural and remote) or cultural background. The optimal

The optimal mental health system does not wait until a child
is experiencing a mental illness before providing supports,

system is also comprised of evidence-based programs
and services, where the impact on outcomes is monitored
and evaluated, and funding is allocated accordingly.

but is prevention focused, promoting the wellbeing of all
children from birth and enables access to early intervention

The Strategy emphasises the importance of effective

whenever necessary. For this to occur, parents, carers, and

services and programs for all children and families.

professionals need to have an understanding about what

We cannot promote help-seeking without ensuring that the

is typical for children at various developmental stages, and

help available is effective. To ensure children’s experiences

what are the signs that the child might be struggling. In the

of services are positive, the Strategy recommends a system

optimal system, families are armed with this knowledge

where mental health and wellbeing services are co-designed

and with strategies for supporting their child’s social and

(or at least informed) by the children and families who

emotional development from birth, as is the case with

are likely to use them, with ongoing evaluation, and

physical development. To help families to listen to and

opportunities for feedback and quality improvement.

support children, the Strategy focuses on opportunities to

Ensuring services are based on the needs of their

monitor and promote children’s mental health and wellbeing,

communities might require changes to existing services

as well as empowering help seeking when additional support

or perhaps even new service types. Our intention is that the

is required.

standard of support and care provided to all children and
families is consistent, no matter their circumstances.

In the optimal mental health system, all doors lead to help
and services are designed and delivered based on the

The scope of supports needed for children and families

needs of children and families. This means that services

extends beyond just the health sector. Increasing attention

are culturally responsive and are developed, delivered and

on social determinants is expected to reduce the number of

evaluated using the principles of genuine co-design. It also

children and families vulnerable to poor mental health. In this

means that a child does not require a diagnosis before help

context, while the Strategy is strengths-based and focused

is available; service access would be based more on how

firmly on supporting and engaging with families, it cannot

they are functioning socially and educationally rather than

be assumed that the family home is a safe environment

on whether they meet diagnostic criteria. There is also

for every child. The Strategy addresses situations where

coordination and collaboration between the services that

remaining in a particular family environment has not been

support children and families, minimising stress and burden

deemed to be in the best interest of a child. In such cases, the

on children and families during times of difficulty

Strategy emphasises the duty of care owed by the State to

and adversity.

children for whom they are proxy parents (see Objective 2.4).

h. The social determinants of health are the conditions in which people are born, grow, live, work and age. These circumstances are shaped by the distribution of money, power and resources
at global, national and local levels. The social determinants of health are mostly responsible for health inequities – the unfair and avoidable differences in health status seen within and
between individuals, families and communities. The ‘social determinants’ of mental health apply especially for children, who are reliant on the adult world to provide the necessities of life and
to support their mental health and wellbeing.
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Figure 2: National Children’s Mental Health and Wellbeing Strategy, with description of the foundational principles.

Strategy Principles
Universal system
Programs and services are developmentally appropriate,
culturally responsive and treat children in the context of
families and communities

Child-centred
Giving priority to the interests and needs of children

Strengths-based
All services have a perspective that builds on child and family
strengths, to inform a holistic and family-centred approach

Evidence-informed best practice and
continuous quality evaluation
The use of data and indicators to create a continuous
feedback loop between research and clinical practice

Equity and access
Ensuring that all children and families have access to
health, education and social services

Early intervention
Early intervention for those in need, while addressing
the impacts of trauma and social determinants

Prevention-focused
Both universal and targeted prevention of mental illness
by promoting mental wellbeing

Needs based, not diagnosis driven
Service delivery based on individual needs and reduced
focus on requiring a diagnosis to access services

The National Children’s Mental Health and Wellbeing Strategy

26

2.2 Wellbeing continuum
To support the cultural shift this Strategy aims to achieve, we have adopted a continuum-based model of mental health
and wellbeing, with non-stigmatised language characterising the various experiences of wellbeing (see Box 1 below).

Box 1: A mental health and wellbeing continuum
Children’s emotional experiences cannot always be distinctly defined as well or unwell, as there are varying levels
of mental health and wellbeing. Therefore, it is more accurate to describe emotional experiences as falling along
a continuum. The figure below outlines the continuum model of mental health used to guide this Strategy.

Children experience challenges
to their mental health, and are
not managing these effectively
and need additional support.

Children experience a
state of positive mental
health and wellbeing.

Well

Coping

Struggling

Children experience
challenges to their mental
health, but are equipped with
the mental resources to
manage these effectively.

Unwell

Children experience
mental illness and
considerable challenges
to their wellbeing.
They need additional
support to manage and
recover.

The continuum approach highlights that there are opportunities to promote improved wellbeing and possibly
intervene before a child becomes unwell. It also acknowledges that a child may have a diagnosed mental illness,
but function well socially and educationally (i.e. ‘coping’). Similarly, a child who is ‘struggling’ would not require a
diagnosis, but would be experiencing a decline in their usual functioning or anticipated developmental trajectory.
The optimal mental health system includes universal services and programs that help children remain in, or move
to, the well end of the continuum. In addition, it would provide targeted supports and services for children who are
struggling.48 This Strategy proposes that children should be able to access funded services at the point that they
are beginning to struggle, rather than only once they are unwell and have received a diagnosis.
This description of mental health and wellbeing also introduces terminology that is more approachable than the
traditional language of ‘mental health’ and ‘mental illness’, which can be stigmatised and not well understood.
As such, structuring a system around this continuum offers a common language to help families, health
professionals and educators to discuss children’s emotional wellbeing.
Consultations also found that this continuum approach aligns well with Aboriginal and Torres Strait Islander
concepts of social and emotional wellbeingi , which focus less on mental illness and more on holistic approaches
to supporting wellbeing.

i. S
 ocial and emotional wellbeing is generally the preferred term for both physical and mental health for Aboriginal and Torres Strait Islander peoples and communities. This holistic concept
includes but extends beyond conventional western concepts of mental health and mental illness. It recognises the importance of cultural determinants of health such as relationships with
family, kin and community, and connections to land and sea, culture, spirituality and ancestry, as well as social determinants such as employment, housing and education.
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Future work will be necessary to embed a wellbeing
continuum approach
While the introduction of the continuum concept appears
to have widespread support, the question of the most
appropriate words to use at the four anchor points is still the
subject of debate, as is the question of whether to introduce
a fifth anchor point – ‘thriving’. It is suggested that thriving
reflects not only the absence of psychological or behavioural
problems, but also the presence of strengths and wellness.49
Thriving can be viewed as a core set of life skills essential
to emotional regulation, social participation and global
citizenship. The EPOCH model (outlined below)50 suggests
that thriving has 5 dimensions:
• Engagement — the capacity to become absorbed in and
focused on what one is doing, as well as involvement and
interest in life activities and tasks. Very high levels
of engagement have been referred to as “flow”.51
• Perseverance — the ability to pursue one’s goals to
completion, even in the face of obstacles.
• Optimism — is characterised by hopefulness and
confidence about the future, a tendency to take a
favourable view of things, and an explanatory style marked
by evaluating negative events as temporary, external, and
specific to the situation.
• Connectedness — the sense that one has satisfying
relationships with others, believing that one is cared for,
loved, esteemed, and providing friendship or support to
others. For Aboriginal and Torres Strait Islander children
and families, thriving may also mean connectedness to
Aboriginal culture and identity.
• Happiness — is conceptualised as a relatively steady state
of positive mood and feeling content with one’s life, rather
than a momentary emotion.
We recognise that language is important in this context,
and that the words used for the anchor points along the
continuum need to be carefully considered. Further work
to address this is warranted, and we would encourage
this to be done in an empirical manner by systematically
eliciting the views of stakeholders, children and families,
and professionals. Additionally, further work should be
undertaken to understand how a continuum approach could
best be operationalised in the service system, particularly
with regards to clinical requirements for diagnostics.
Notwithstanding the challenges above, we want to
advocate for language that recognises that mental health
is experienced on a continuum, and that a diagnosis
should not be a prerequisite to supporting children
who are struggling with their mental health and wellbeing.
The National Children’s Mental Health and Wellbeing Strategy
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3. Focus Areas
To help Australia achieve the cultural shift towards
an optimal child mental health and wellbeing system,
the following sections outline key objectives and
actions under four focus areas.
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To help Australia achieve the cultural shift towards an optimal
Objective 1.1:
Supported families

child mental health and wellbeing system, the following
sections outline key objectives and actions under four

Objective 1.3:
Community-driven
approaches

focus areas.
areas.

Promoting wellbeing
and recovery

Objective 3.1:
A wellbeing culture

1. Family and Community

Objective 4.1:
Meaningful data
collection

2. The Service System
3. Education Settings

Objective 2.1:
Improved system
navigation
Objective 1.2:
Increased mental
health literacy

4. Evidence and Evaluation

Identifying children who are
struggling or unwell

need to be achieved for a strong system for child mental

Finding services
and support

Accessing support
services

health and wellbeing. For each objective, we have included a
section focused on examples of where things are currently
working well – ‘what we can build on’. These are not intended
to be an exhaustive overview of all the positive work in a

Objective 2.1:
Improved system
navigation
Objective 3.2:
Targeted responses

Objective 3.3:
Well-equipped
educators

Each focus area consists of a number of objectives that

Objective 1.2:
Increased mental
health capacity

Objective 3.3:
Well-equipped
educators

Objective 2.1:
Improved system
navigation
Objective 2.3:
Access and equity
Objective 2.4:
Built for complexity

Objective 2.2:
Collaborative care

particular area, but rather to provide insights into what is
already being done and how the Strategy might build on them.

Objective 2.4:
Built for complexity

Coordinating care

It’s also important to note that the order in which the focus
areas and associated actions are presented in this Strategy is

Objective 2.5:
Skilled workforce

not indicative of their priority for attention or implementation.
Providing
evidence-based care

In fact, many of the proposed actions would need to be
implemented concurrently as they are dependent on

Objective 4.3
High-quality research

each other. These following sections should be read with
this in mind.

Objective 4.1:
Meaningful data
collection

Objectives collectively span all aspects of a child’s
experiences of mental health, from promoting wellbeing and
identifying children who are struggling through to providing
evidence-based care and feedback and evaluation
(see Figure 3).

Objective 4.2
Embedded evaluation

Ongoing
improvement

and feedback
Objective 4.3
High-quality research

Figure 3: Objectives of the National Children’s Mental Health and Wellbeing Strategy
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For each recommended action, we have suggested which level of government or sector is primarily responsible in the Summary
of Actions section. This is not intended to feed into the territorial silos that are problematic, as many of the actions will require
significant involvement across sectors, jurisdictions and governmental portfolios.
Each focus area has a number of proposed indicators of change. The purpose of these is explained further
in chapter 4 on implementation.
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Each focus area has key objectives

Each focus area has recommended actions

Each focus area has indicators of change
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Focus area 1:
Family and Community

The family environment is the single most important
influence on a child’s development, with family relationships
and interactions critical to positive mental health and

Deliberate family attention is something that
the system sorely lacks and is never provided
when you need it… having something that’s
family centric… and able to hear and stand by
and with families [is needed].

wellbeing.52 The first years of a child’s life provide a
foundation for their future, with quality parenting, high
levels of family functioning and access to social and family
supports contributing strongly to optimal development.
The Strategy identifies the importance of empowering
families to promote good mental health and wellbeing as part

Parent/carer of a child with mental illness

of routine parenting and actively collaborate with services
when these are required. The Strategy is also sensitive to
the cultural, geographic or experience-based communities
(such as migrant or LGBQTI+) with which children and
families identify, and recognises the impact that community
membership can have on perceptions and experiences of
mental health and wellbeing.
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Objective 1.1 Supported families

Caring for young children is challenging, but it is important

Support for families starts with looking at risk factors and

All parents and carers, whether biological family or

challenges in the perinatal period. While this Strategy

extended kin networks can often benefit from learning

predominantly focuses on birth onwards, there are important

evidenced-based parenting tools and strategies. Parenting

issues (such as foetal alcohol syndrome) that arise in

programsj are one option to support parents in optimising

childhood and have their origins in the antenatal period. For

their confidence and in building safe, secure and nurturing

families, the perinatal period (conception to 12 months post

relationships with their children.

birth) is also a high-risk time for depression and anxiety,

that parents understand effective parenting strategies.

Parenting programs have been found to have positive

impacting one in five mothers and one in ten fathers or

outcomes for child mental health and wellbeing.54,55 They

partners. In addition to impacting on the family and child’s

have also been proven to have good outcomes for families

wellbeing, perinatal depression and anxiety poses a high

of children both with and without developmental difficulties,

economic cost of approximately $877 million in Australia
in 2019.53 Identifying parents who are struggling (or likely to
struggle) and connecting them with supports is an effective
strategy in promoting the wellbeing of their child (action 1.1.a).

and when delivered face-to-face, online, in groups, or as
self-directed learning.56 They have also been successfully
tested in rural and remote communities, with positive
outcomes.57 For these reasons, parenting programs

All parents and carers want the best for their children. But

should be routinely offered at key transition points and

not all parents and carers know what they can do to help

developmental milestones in a child’s life (action 1.1.c).

their children develop positive mental health nor what

Parenting programs should also include optional modules

signs to look for when things might not be going well for their

targeted to specific parental concerns and scenarios. For

children. While there is a range of resources already available

example, supporting transgender, gender diverse and non-

to provide guidance on what parents and carers can do, many

binary children; parenting children with disability; parenting

families would not be aware of them (actions 1.1.b and 1.1.c).

through challenging circumstances (such as multiple births

There can also be a number of structural barriers that prevent

or parental separation).

children and parents accessing care (see Box 2).

Fathers and male caregivers are under-represented in terms
of participation in current parenting programs58 and may
not be well included in existing early childhood services,

Trying to access services for me as a kid
was terrible because I am a single child with
a single parent as well, and there wasn’t
much support for my Mum to be able to
help me access things.

for example, post-natal peer support or ‘mothers’ groups’.

Young person with experience of mental illness

involving multiple caregivers in parenting programs helps

Therefore, targeted engagement and tailored programs may
be required, acknowledging cultural differences in parenting
roles. Inclusion of fathers is likely to be an important element
of addressing family abuse, the use of physical discipline and
child wellbeing. But regardless of the family circumstances,
build consistency in parenting practices.
It is also worth noting that grandparents play a significant
role in caring for children. For example, in 2014, Australian
grandparents provided childcare for almost one-third of
working parents.59 Grandparents should be included as part
of targeted strategies to increase mental health literacy and
participation in parenting programs. Parenting programs
should also be tailored for the different challenges that present
within diverse family structures such as same sex parents,
blended families, and large or extended family structures.

j. H
 igh-quality parenting programs are designed to promote the needs of the child, and focus on the child’s development and best outcomes, they are not about measuring or judging
the skill of the parent.
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Despite evidence of positive outcomes from parenting

Community education is an important tool to reduce stigma

programs, parents and carers can be reluctant to engage

associated with parenting programs, especially in light of

with them. There are strong perceptions that parenting is

the association with the child protection system. Sharing

something that should be natural and instinctive. This

stories of a wide range of parents and caregivers who have

means that parents and carers can feel like they are failing if

been through and benefitted from programs is an effective

parenting does not feel easy or natural for them. As a result,

means of addressing stigma, along with use of traditional

parents and carers may not want others to know that they are

and social media. Where mainstream parenting programs

struggling and feel defensive about participating in parenting

are not culturally safe nor easily accessible (for example, for

programs. There is also stigma due to the association of

Aboriginal and Torres Strait Islander families) consideration

parenting programs with child welfare contexts, rather than

should also be given to establishing partnerships with

those pitched as providing practical information on children’s

ACCHOsk to co-create, promote and deliver relevant content

development (action 1.1.d).

(action 1.1.b). In particular, information sessions should be

60

informal and promoted as yarning circles at a location that is

By promoting such programs to all parents, stigma of ‘bad
parenting’ as a driver for program engagement is minimised.
In addition, the way parenting programs are discussed

culturally appropriate and provides a safe space for parents
to feel comfortable to engage in the program.

by service providers is important – for example, framing

Other universal supports include parent helplines, available

parenting training around the notion of supporting child

nationally and across each state and territory (action 1.1.e).

development results in better engagement than focusing on

Many parents also enrol in antenatal courses associated with

learning how to be more effective as a parent.60 Higher (or

their midwife or obstetrics practice, usually held at the same

ideally universal) levels of participation in parenting programs

location as the birth clinic. There may also be similar courses

would mean that those who require assistance would benefit,

offered via community health centres (action 1.1.f). Ideally,

and those who were not struggling would be better equipped

antenatal classes would include work on partnering and

to prevent their own future struggles or support other parents

early parenting, be provided free in less well-resourced areas,

who struggle (action 1.1.c, action 1.1.d). One tool to reduce

and in a range of languages. They would also be backed

stigma is to ensure that programs are the result of co-design

by resources and presentations, and available in multiple

between the community and the organisations delivering

languages, including Auslan.

them. In addition, barriers to access such as cost, childcare,
and sub-optimal times and locations should be considered as
part of local implementation, with the mitigations
(for example, free transport and childcare) communicated
widely to all potential participants.

k. I n this strategy, use of ’ACCHO’ refers to the definition used by the National Aboriginal Community Controlled Health Organisation: ”a primary health care service initiated and operated by the
local Aboriginal community to deliver holistic, comprehensive, and culturally appropriate health care to the community which controls it, through a locally elected Board of Management.”
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Box 2. Children and families that are ‘yet to be engaged’.

In some cases, children will have no contact with early
childhood learning services, and their first experience

Just because a service system exists does not mean
that all families will engage with it. Julian Hart published
a seminal paper in 1971 titled ‘The Inverse Care Law’,

of formal education will be at school. The ABS reports
that around 17% of 4-year olds are not enrolled in a
pre-school program.62 While removing barriers to early

which proposes that the availability of good medical

childhood education is important due to the social

care tends to vary inversely with the need for it in the
population served.61 In other words, those children and
families who would benefit the most from services are
the least likely to utilise them.

and economic benefits, alternative touchpoints exist
for reaching children prior to school such as visits to a
GP (objectives 2.3 and 2.4), and improving outreach to
vulnerable families (objective 1.1).

There are a number of factors that may act as barriers
to receiving timely and appropriate care. In addition to
the issues regarding accessibility (see objective 2.3) and
complexity (objective 2.4), there may be (1) structural
barriers – families not aware that the service exists, the
hours of opening may be inconvenient, out of pocket

Health and social services connected with adults (such
as Centrelink) provide data linkage for child supplement
or associated payments. These could enable the
identification of children who are disengaged from
formal supports and services including health and
education. This responsibility belongs to all agencies,

expenses may make the service unaffordable, long

departments and services providers across local, state

waiting lists, or lack of transport to get to the service;
and/or (2) relationship or interpersonal barriers – cultural

and national levels (action 1.1.g).

sensitivities, language barriers, professionals may be

Where children are not attending an early childhood

perceived as having lack of empathy or poor listening

education service, it is critical to engage them via

skills, or parents may not have trust or be afraid the child

universal health care systems and social services.

will be removed from the family.

Options to achieve this include outreach and family
support. Other more informal options include home-

To address these barriers and ensure that all children
and families engage with the service system as required,
there needs to be systematic and organised outreach to
these vulnerable families, with particular effort placed

visiting, mobile pre-schools, or supported playgroups
that are facilitated by trained early childhood
professionals.63 Other options include partnering with
community, faith and cultural leaders to provide expert

on building relationships with parents. This outreach
depends on context and may take different forms, and
will always be challenging, time consuming and require

knowledge, bridge trust and reach out to families least
likely to engage, and that areas of contact for children
and families who are struggling are expanded to:

specific additional resources for a community-based

libraries, child and family centers, food banks, welfare

service system. Non-threatening and non-stigmatising
existing universal programs, such as immunisations, may
be a useful base from which to plan outreach programs.

providers, and cultural networks.
Once the initial connection is made, support for at-risk
parents should include: education as a preventative tool,
intervention i.e connection to mental health services and
supports where they are struggling, and evidence-based
parenting programs in group or individual settings.
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Things we can build on

Models of support for families who cannot access
mainstream services should also be explored. Statewide

NSW Health developed the First 2000 Days Framework,

Outreach Perinatal Mental Health Service (SWoPS) delivers

documenting the importance of this period for a child’s
physical, cognitive, social and emotional health, during their
lifetime and for future generations.9 The Framework provides
key actions across the NSW health system, and underpins

telehealth psychiatry support to NSW Health staff who care
for perinatal women in rural and remote NSW who have
limited access to local Perinatal and Infant Mental Health
(PIMH) services.70 A PIMH Service is also offered within

local priority setting and planning. Models of care in this

women’s prisons (Justice Health and Forensic Mental Health)

document could be utilised across other states

for perinatal women with complex mental health needs.70

and territories.9

The Commonwealth Department of Social Services funds

In Queensland, access to the evidence-based parenting

early intervention and prevention services and resources

program, Triple P, has been funded for all parents of
children up to age 16.64 Parents and carers can access it on
a voluntary basis at no cost, and uptake has increased for
many vulnerable groups during the current pandemic.65 The
program is based around the development of self-regulation,
and is underpinned by five positive parenting principles; safe
and engaging environment, positive learning environment,

focused on children aged 0-12 years with the aim of
improving development and wellbeing and supporting
parents and carers. The Intensive Family Support Services
focuses on reducing child neglect and providing vulnerable
families with practical parenting education and support for
12 months. Other programs including the Child and
Parenting Support Service and the Home Interaction

assertive discipline, realistic expectations, and parental

Program for Parents and Youngsters include services such

self-care.66 The original trial of the online format found
that it increased parental confidence in managing problem
behaviours, lowered the use of ineffective discipline, and

as supported playgroups and school readiness programs
to help parents develop their child’s pre-literacy and
pre-numeracy skills.71

parent users reported less child conduct problems.67

Use of language and reframing of parenting messages can

Foster parents and adopting parents undergo mandatory
parenting skills training, and parenting support programs are
provided by maternal and child health centres antenatally

have an important role in successfully engaging with target
audiences. Successful examples include the ‘Raising Children
Network’ which is a complete online resource backed by

and postnatally. They are also available via early childhood

the Parenting Research Centre, and the courses run by

learning services, schools in the public and private sector,

Developing Minds with titles such as ‘support for children

and in child mental health services in some jurisdictions,
such as NSW. Although the extent to which these programs

with big feelings’ (rather than ‘improve your parenting’).

incorporate content focused on child mental health is variable
(action 1.1.f).
As noted in the Productivity Commission’s Final report,68
there are improved outcomes with the use of regional
coordinators in adult clinical mental health services to
facilitate family-inclusive practice. Victoria’s Families where
a Parent has a Mental Illness (FaPMI) initiative introduced
coordinators in each catchment area, as a way to build
capacity of the local workforce to improve identification and
support for parents and children. Results from a preliminary,
targeted evaluation compared two mental health services
(one rural, one urban) with and without a FaPMI coordinator.
The evaluation found that adult mental health clinicians had
greater knowledge and skills regarding the effects of parental
mental illness on children and were more able to provide
referrals to family support service after the FaPMI services
were introduced.69
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Actions 1.1
a. Implement perinatal mental health screening for expectant parents in maternity services (public and private),
monitoring and reporting on alignment with the National Perinatal Mental Health Guidelines (see action 4.1.a).
b. E
 nsure evidence-based resources that provide practical suggestions on how families can support children’s emotional
wellbeing are made easily accessible and promoted widely. These must include specific resources for families where
there are additional physical, neurodevelopmental or cultural needs, developed via genuine co-design.
c. R
 outinely offer evidence-based parenting programs to parents and carers at key developmental milestones for their
child – for example, the perinatal period (from 6 weeks), at commencement of early childhood education (age 2-4);
transition to primary school (age 4-6), when their child moves to the penultimate year of primary school (age 10-11);
and at the commencement of high school (age 12+), with targeted engagement and tailored programs for fathers and
male caregivers.
d. Implement a nation-wide campaign aimed at promoting the availability and value of parenting programs, with specific
efforts to address stigmatising attitudes towards participation in such programs and to removing practical and financial
barriers to participation, especially in refugee and migrant communities.
e. Promote parent helplines and hotlines (available in each state and territory) as the first ‘port of call’ for any parenting
concerns, and enable helplines to take calls through the Translating Interpreting Service, to communicate with parents
who do not have English as a first language.
f. Include emotional wellbeing modules and information about locally available supports in all antenatal and parenting
training courses delivered to new parents.
g. D
 esign systematic methods for identifying children who do not start primary school by the required age, with this
prompting a compassionate outreach of support to engage the child and family.

The National Children’s Mental Health and Wellbeing Strategy

37

Objective 1.2 Increased
mental health literacy

For others, the term ‘mental health’ may be associated only
with very severe mental illness and not resonate with the
struggles that they might observe in their child (action 1.2.b).

Despite increased general awareness of the importance of
mental health in Australia over the past decade, the majority
of parents and carers in one study (65%) would still not be
confident that they could recognise signs of poor mental
health in their child.72 Parents and carers report that it is
particularly challenging to identify when a child is struggling
with their mental health when there are also a range of
other situational factors impacting on the family. Difficulties
identifying when children are struggling can delay access to
interventions and support.

Increasing mental health literacy and health system literacy
should therefore be a priority among refugee background
communities, including those seeking asylum, in conjunction
with initiatives which address stigma and misinformation,
which can be heavily present in these communities. It
will also be important to test the concept of the wellbeing
continuum and anchor points in different communities and
different languages (action 1.2.c), with any amendments
undertaken as a result of co-design.
Increasing mental health literacy and reducing stigma must
be supported by the whole community. Children and families
interact with many different services and organisations that
can either reinforce misperceptions and stigma or help to

When you’re right in it, it’s so difficult to see…
it’s like catching smoke… things unravelled
well beyond where they should have really.
It still shocks me… I just wasn’t equipped.

create positive change. The service system (focus area 2)
and education system (focus area 3) are discussed in detail
in this Strategy, however children and families participate
in many other areas of the community. This may include
sporting clubs, after school programs, performing arts

Parent/carer of a young person with mental illness

groups, faith-based groups and a range of other community
groups. Many leaders working or volunteering in these areas
of the community would see children who are struggling, but

Signs that children are struggling can look quite different

not always know what to do or how they can help. There is

to adults or young people. These signs also change over time

an opportunity through community organisations to create a

as children go through various developmental stages that

positive culture in relation to mental health and ensure reliable

affect language acquisition, impulse control and behavioural

and accurate information gets to families (action 1.2.d).

regulation, and the development of emotional intelligence.73
Consequently, children’s social and emotional needs and
capabilities may vary greatly depending on their age. Where
signs of not-coping (such as changes in behaviour) are
missed, so too are opportunities for prevention and early
intervention, and access to supports in a timely manner.
Children also have less autonomy than young people or
adults and are therefore dependant on the adults around
them (parents, carers, educators, health professionals) to
identify that help is needed and to facilitate access to it
(action 1.2.a, 1.2.b). Some parents may identify that their child
is struggling, but be uncertain about whether the issues are
‘severe enough’ to warrant additional intervention beyond
the support the parent or carer can provide. A lack of clarity
about when parents should seek professional support for
their child only adds to the delay (action 1.2.a).
Further complicating these matters, different families and
communities may describe a child’s mental health very
differently. A family’s understanding and prioritisation of
mental health can vary greatly due to various factors, such as
cultural and language background. In some cultures, even
conceptualising emotional or behavioural struggles under the
umbrella of ‘health’ may be unfamiliar.
The National Children’s Mental Health and Wellbeing Strategy
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Box 3. Supporting children and parents

However, the majority of families (73%) also reported

during national disasters

that it brought them closer together and increased their
appreciation of what was important.74 Services like

The Commission has developed a National Disaster

Lifeline and Headspace quickly adapted their service

Mental Health Response Framework that emphasises
the needs of children, young people and their families.
In particular, parents and carers need advice and

models and were heavily utilised via web chat, while
clinicians provided digital consultations that helped
overcome COVID restrictions and also ameliorated the

information on ways to meet their own emotional and
mental health needs, ways to support their children, and
ways to manage changed family dynamics in the context

workforce and service gaps often experienced by rural
and remote Australians.
Another variable is the extent to which young people

of natural disasters and other community crises.

are included in decision-making. A sense of agency can

The compounding impacts of the Black Summer fires
followed by the pandemic, coming on top of other major
disasters such as droughts and floods, has highlighted
risks to children’s mental health and psychosocial
wellbeing in Australia. Most studies show that because of
children’s vulnerabilities and their stage of development,
major disasters are likely to have a more detrimental

itself be a protective factor – actively involving children
in preparing for disasters and helping with the response
and relief efforts, for example, may help. Given children
often do not volunteer information about their feelings
for fear of worrying their parents or not being believed,
their wellbeing will largely depend on the wellbeing of
their family or household.

effect on their mental health and wellbeing and overall
development compared to adults. For example, during the
initial phase of the COVID-19 pandemic, parents reported
that the pandemic negatively affected the mental health of
more than one in three children.74
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Things we can build on

• Save the Children’s Journey of Hope online to children and
in schools to support recovery from recent disasters such

The Commonwealth’s Head to Health website contains

as bushfires, but also the compounding distress children

information for adults on supporting children with their

have experienced due to COVID-19. The project also

mental health and wellbeing, including links to additional
resources and public forums.75 There is also work underway
to design, develop and deliver regular child development

entails building child participation in disaster planning
at the local level.77
• Child-friendly spaces in evacuation and recovery centres

and mental health literacy messaging to parents via a
digital platform. The program will be delivered through the

to enable children and families to begin processing their

Raising Children’s Network in collaboration with the Murdoch

experiences, supported by qualified and appropriately

Children’s Research Institute. Given that parents frequently

trained staff. ACT Bushfire Relief Centres during Black

search online or communicate with other parents via social

Summer offered child friendly activities, Children’s

media, this new online platform could provide an effective

Therapeutic Play Kits (designed for children in emergency/

vehicle to reach parents who are worried about their child’s

temporary accommodation) and child focused staff in

emotional or social development.

order to meet their immediate needs – which usually
involved play.78

In Australia, there have been many positive examples of
child-focused initiatives that have aided children and/or
whole community recovery. These include:
• The development and creation of a Community Trauma
Toolkit by ACATLGN and Emerging Minds, accompanied
by an online clearinghouse. The toolkit provides
evidence-based resources and training aimed at building
capability for disaster risk reduction, response, and
recovery in different workforces, communities, and
families at each stage of a disaster event with a focus on
supporting infants, children and parents/caregivers.76

Actions 1.2
a. Plan and implement a program of activities (such as campaigns) to increase parents’ and carers’ understanding of the
signs that a child needs mental health support, including during and after national disasters. These activities should
directly address any common myths or misconceptions about child mental health and wellbeing, and promote
children’s participation in mental health discussions.
b. E
 nsure mental health literacy resources do not assume any background knowledge about mental health, use
terminology and examples that have universal relevance wherever possible, and are translated into languages
other English.
c. The concept of the wellbeing continuum and its associated anchor points should be tested to see if they have resonance
for different communities, including assessing how well they translate into different languages and cultural norms.
d. Provide resources about mental health to those in community organisations working or volunteering with children,
including information on how to listen to and advocate for the child’s perspective and where they can direct children
and families if they need additional mental health and wellbeing support.
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Objective 1.3 Community-driven
approaches
Like adults, children are members of communities. As they
grow, they will develop a sense of belonging with their family,
their neighbourhood, their school, their sporting team, their
church, and in other aspects of their lives. Communities may
be based on culture, geography, or simply shared experiences
such as schooling and sport. One of the central principles
of this Strategy is to consider each child and the context

Identity formation where the social norms
are fairly strong and of feeling a little
bit different from other students in the
community [is challenging] – not finding
like-minded people and struggling with
identity can be a big driver for health
issues for young people.
Professional working with rural/remote communities

in which they live. This means including their family and
their various communities in our efforts to understand and
address the child’s struggles. In some instances, it may be
necessary to support the health of the child’s community in
order to improve the child’s wellbeing (action 1.3.a and 1.3.b).

Community based programs have also been identified
as delivering promising results for suicide prevention for
Indigenous children, such as Koori Kids in NSW and the
Let’s Start Child Parent program in the NT. Research by the
Aboriginal and Torres Strait Islander Suicide Prevention
Evaluation Report Project84 confirms that common elements

Think of [mental health and wellbeing]
beyond the individual child or young person…
that broader connection to how the family’s
travelling but also community in general.

of success are programs that:
• invest in locally based upstream approaches that promote
young people’s connectedness, sense of belonging,
stability, hope and control over their life and future

Professional working in migrant and refugee services

• are activity based and foster connection to
cultural practices and identity
The impact of social and geographical environments

• support young people to have a vision for their future

on child mental health and wellbeing is well known. With
evidence that children’s temperament develops over time in
response to environmental factors, including neighbourhood
disadvantage (marked by access to nature and public

• have a focus on recovery and healing from stress
and trauma
• utilise digital technology

open space and inadequate infrastructure) which can
diminish their experience of community.79-81 In contrast,

• are peer led and utilise the role of youth workers and others

while family finances and public services go a long way

in less formal relationships with young people

to shaping children’s development, strong and supportive

• enhance communication between family members

relationships, both inside and outside the home can have
a protective effect, especially for children of minorities and
those of low socioeconomic status.81,82 While addressing all
social determinants of child mental health and wellbeing is
beyond the scope of this strategy, they should remain key

and within communities
• are both clinical and culturally based and are provided
24 hours a day.
One example of a place-based approach might include

considerations as part of community-driven approaches.

ongoing funding for supported playgroups, with attention to

In some communities, strengthening links to culture may

local government areas with high populations of refugee-

be a key component of a place-based approach. This

background families and other vulnerable groups. These

would be consistent with studies that show strong cultural

would be accessible, fun, unique and culturally appropriate,

links and practices improve outcomes for children and

staffed by health and educational professionals designed to

families. An example of this is the need to use social and

engage and support families, and act as a gateway to more

emotional wellbeing concepts when implementing mental

comprehensive support and services if needed.

health supports in Aboriginal communities. Place-based
83

approaches need to be the result of co-design within the
community (Box 4), including the approach taken
for evaluation and use of indicators that meaningfully
represent change from the community’s perspective.
The National Children’s Mental Health and Wellbeing Strategy
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Box 4. Co-design
Co-design is a practice that involves bringing consumers, carers, families, and health workers together to design,
evaluate and improve services.85 Co-design involves consumers and health workers identifying problems within
services, and working collaboratively to find solutions.86 Co-design should involve people who will be impacted by
the proposed service, either directly or indirectly.85 Co-design is guided by 5 principles: equal partnership, designing
together, openness, respect and empathy.85
Co-design can be highly beneficial for services and consumers. Co-design encourages consumer involvement
from the beginning of program development, rather than seeking feedback after a program has been developed.85
This allows services to be developed with the knowledge that they have been designed to provide the best care
to consumers. Co-design prevents health workers from making assumptions about the services that will benefit
target groups. This allows health workers to feel confident that they are providing the best care, whilst adjusting their
expectations about best practice care. Co-design allows consumer groups to ensure that services are respectful and
relevant to their needs. This allows consumers to feel confident that they are accessing a service that will benefit them.

Things we can build on

Evaluation of Children’s Ground found that the approach

Collective impact and place-based initiatives are increasingly
being proposed to address complex social issues in a manner
that is sensitive and adaptive to individual communities.

increased children’s engagement in learning and levels of adult
employment, as well as greater inclusion of the community in
governance, design, delivery and evaluation of services.93

The Communities that Care program is an example of an

Characteristics of a successful place-based

evidenced-based community-change process that involves

approach include:94

the development of targeted frameworks to address issues
facing children and young people tailored to local needs.88
Through the program, key stakeholders in the community are
identified and recruited, and data is collected about young
people in the community to assist with identifying areas for
action. A unique plan that addresses the community’s needs

• Communities participate, lead and own the intervention
• There is investment in capacity building
• There is adequate time for transformation to occur
• There is adequate funding for pilots, demonstration

is then developed, implemented and evaluated. A range of

projects and infrastructure, and to support initiatives

different programs may be included as part of each action

and ideas that flow from the project

plan, such as mental health first aid training, social marketing
campaigns, and parenting and child wellbeing programs.

• Effective relationships between stakeholder groups
• There are processes to rigorously measure and

This program has demonstrated success in supporting

evaluate outcomes

prevention and early intervention for health and social
problems amongst children and young people in Australia

• There is a ‘good fit’ – i.e. the scale of the project

and overseas.89,90

is appropriate to the policy challenge.

Children’s Ground is an Aboriginal and Torres Strait
Islander-led and designed place-based approach for working
in Australia’s most disadvantaged communities. The first
partnership established by Children’s Ground is with the Mirarr
people in the Northern Territory, through their organisation the
Gundjeihmi Aboriginal Corporation.91 The Children’s Ground
approach involves working with families with children pre-birth
through to 8 years old targeting the social and cultural
determinants of education, health, and wellbeing. It addresses
five platform areas, each of which intersects with wellbeing;
learning, family health, economic development, community
development and creative and cultural development.92
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Actions 1.3
a. Identify and invest in communities that could benefit most from community level support; for example, those with
low school attainment, high unemployment, poor physical and mental health, high imprisonment rates, high incidence
of child abuse or neglect, or any other factors that contribute to or maintain an environment of social and
economic disadvantage.
b. W
 ork with communities to develop and deliver tailored programs focused on improving child wellbeing and based on the
key characteristics of successful place-based approaches. These may build upon existing social networks organically
built through contact with maternal and child health, educational settings, sport and other community settings.

The below table outlines some proposed indicators of change. If the objectives of this focus area are realised,
we would expect to see improvements in the below.

Focus Area 1: Families and Communities – indicators of change
1.1. Uptake of evidence-based mental health and wellbeing resources for families
1.2. Adoption of a wellbeing continuum approach
1.3. Targeted investment in communities’ mental health and wellbeing
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Focus area 2:
The Service System

The current service system (both health and social services)

If families recognise the need for professional help,

is in great need of reform. Access to mental health services

the system is hard to navigate for both families and

does not currently match the needs of children aged 0-12

professionals. The service system is not oriented to

years. There are:

intervene as early as possible and does not target factors
that increase a child’s vulnerability. There can be long waits

• unclear and inadequate entry points for services

or high thresholds of severity, resulting in services focusing

• unhelpful requirements for a clinical diagnosis

on acute and critical responses well after the emergence of

before treatment is provided

a child’s struggles. Some services only focus on particular
diagnoses despite the knowledge that comorbidity is very

• lack of services available after hours or at

common and intervening before a child warrants a diagnosis

affordable rates

may be more effective.

• structural barriers that feed a disconnect

While mental ill health is common across Australia,

between primary services (such as GPs) and

Australians living in rural and remote areas access services

mental health services.

at a much lower rate. In 2016-17 people living in remote
areas accessed MBS funded mental health services at a rate
of 81 service encounters per 1000 people, compared with
495 encounters per 1000 people in major cities.95 This may
be due to a number of factors, including limited access to
services and inequitable workforce distribution.
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Objective 2.1 Improved
system navigation

In addition to the difficulties navigating the sheer number
of options, the services are not organised in a way that
provides a logical pathway for care. For example, there
can be a disconnect between assessment services and

Responsibility for finding the right supports often falls to
parents to act as system navigators for their child. Families
often feel daunted and lost as they try to find and access
the services they or their child need. There is often a sense
of ‘luck’ when families connect with the right services for
them, or they happen to have been in the ‘right conversation
at the right time’. This means that many families are likely
to be unfairly missing out to their detriment. The element of
luck needs to be removed from the system so that families
consistently get the services they need when they need them.

treatment services, such that many publicly funded multidisciplinary programs provide assessments only. The typical
trajectory for a child who is struggling often involves a series
of sequential assessments punctuated by long waiting times
before a care plan and/or diagnosis can be formulated (action
2.1.c). The proposed model of integrated child and family
wellbeing services (page 47-49) describes a model for
addressing this and other systemic issues for children and
families seeking support and care. It may be appropriate,
in some cases, for services to require an accurate diagnosis
prior to beginning treatment. However, there should always
be supports put in place to begin meeting the child’s need,

The thing I found most difficult was learning
where the resources were and how to access
them. I stumbled across the help we found
for our daughter.

even when waiting for a diagnosis to be confirmed.

Parent/carer of a child with mental illness

(0-4 years) can be a source of relatively consistent care

Similarly, age thresholds for different services don’t allow
smooth transitions in care from childhood into adolescence,
and later into adulthood. For example, infant mental health
via a single service, however children are then ineligible to
continue with the service when they reach school age.24

One study suggested that less than half (44%) of parents are
confident in knowing where to go for professional help if their
child is experiencing mental illness.72 There is a lack of clear
information about where they can access support for their
children. As a result, families seek information about available
supports through various channels, including via other
parents, schools, or health professionals (for example, GPs or
paediatricians). A lack of clear, consistent information about
where to seek help delays access to services and creates

For young people who have been receiving care via Child
and Adolescent Mental Health Services (CAMHS), the shift
to adult mental health services can be jarring.97 The timing
of transition is often seen by young people as arbitrary
and misaligned with their needs and developmental stage
(action 2.1.b). More consideration must be given as to how
policy, services and implementation will ensure a seamless
transition from childhood to adulthood in the healthcare
system (action 2.1.d).
The lack of clarity around where and how to access supports

additional stress and burden for families (action 2.1.a).

also makes it more challenging to identify service gaps.

The current system is fragmented. There is lack of

Families may be looking for services that aren’t available in

coordination between various sectors, jurisdictions and
organisations involved in supporting children’s mental health
and wellbeing. Even when professionals (such as early
childhood educators, maternal child and family health nurses,
or GPs) identify that a child is struggling, there are not clear

their region, or that they are ineligible for due to strict entry
criteria. As system fragmentation is addressed, work should
be undertaken to model the current and future demand for
mental health services and identify gaps (action 2.1.e).

pathways for referring families to appropriate care. As an
example of the complexity of the service landscape, recent
service mapping in Victoria identified 147 Commonwealth
and State Government programs and service types.96 It is
incredibly difficult for service providers to navigate this many
options, let alone for a family in distress. There are also poor
connections when families move across regions or interstate
and want to connect with equivalent services in the new
location (action 2.1.b). PHNs have a role in improving this
system navigation for children and families.
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Things we can build on

A typical ACCHO may offer an array of clinical services
delivered by GPs, practice nurses, midwives, child health

HealthPathways is an online health information portal for

nurses, dentists, psychiatrists, drug and alcohol workers,

GPs to be used at the point of care. It is an example of an

psychologists, psychiatrists, pharmacists, dietitians and

approach that has been used to assist clinicians to make

podiatrists. This is often coupled with a social support

assessments and referrals in a range of areas of health

team to provide social and emotional wellbeing programs

including suicide prevention and routine antenatal care.98

and targeted interventions such as smoking cessation or

Rather than traditional clinical guidelines, ‘pathways’ in the

parenting groups.99

online portal are developed through locally-based expert

Strengths of the ACCHO model include:

consensus to reflect agreements between primary and
specialist services about how individuals with particular

• Taking a holistic approach to people’s care – including

conditions will be managed in the local context. As well

considering multiple areas of a child’s life and factors that

as supporting a consistent and best-practice referral
approach, HealthPathways also offers cost savings through

may influence their mental health and wellbeing

reductions in unnecessary referrals. At this point, not all

• Having a ‘no wrong door’ approach, so when someone

regions are using HealthPathways and/or may not have

reaches out for support, they are never turned away

pathways established for children’s mental health. Also,

without at least being linked in with the services they need

HealthPathways is typically only accessible by GPs (and
some hospitals), but not other service providers or families
in the community.

• Providing warm referrals to services to reduce the burden
on community members to navigate the complex service
system on their own. This entails the service provider

Aboriginal and Community Controlled Health Organisations

making contact with the provider or organisation on behalf

(ACCHOs) are primary health care services initiated and

of the child or family who are being referred, rather than

operated by local Aboriginal communities. Their model

just providing information.

involves holistic interdisciplinary care and is distinct
from traditional health services as it responds to health
at the individual, family and community health level.
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Proposing a model of integrated child and family wellbeing services
We propose that this model could provide:
• Information and evidence-based resources
• Parenting programs for families and carers
• Assessment and treatment planning for those referred by a primary care provider
• Multidisciplinary team care for those with complex needs.

A multidisciplinary team would work together to support children and families with a variety of
needs. The specific profile of these teams would be determined locally, but could include child
and youth psychiatrists, paediatricians, psychologists, Aboriginal and Torres Strait Islander
health workers or liaison officers, mental health nurses, occupational therapists, speech
pathologists, physiotherapists and social workers.

This model would be physically implemented in multiple locations around the country,
creating a network of skilled service providers. Teams would use a combination of face-to-face
and telehealth approaches to maximise accessibility. This model enables culturally appropriate
care via designated Aboriginal and/or Torres Strait Islander staffing or strong partnerships with
local Aboriginal Community Controlled Health Organisations (ACCHOs). Relationships with
local education providers (such as schools) and their mental health workforces would also be
established to allow for holistic care and sharing of evidence-based resources.

This model would bring child development servicesl and child and family mental health services
together. The needs of the child and family should drive genuine collaboration between service
providers to provide effective care. While co-location of these services may facilitate this
collaboration, co-location is not required to achieve integration. The holistic approach of this
model mirrors that taken by ACCHOs and the Central Australian Aboriginal Congress.100

l. C
 hild development services are services for children who experience developmental difficulties. These may include difficulties in areas such as coordination and movement, speech and
language, or everyday tasks like eating or dressing.
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• Children and families would be referred by a GP or another primary care clinician for assessment and

Access

treatment. Referral would not be dependent on a diagnosis, consistent with the wellbeing continuum
approach. The referral process would be designed to be easy to access and not arduous.
• The proposed model is not a walk-in centre model, however anyone entering would be connected with
appropriate information and resources to ensure a ‘no wrong door’ approach. As per the action 1.2.d,
staff would also be trained to identify parents and carers who are struggling with their own mental
health and connect them with the necessary supports.

Funding

• This model would require new funding. However, this model could emerge out of and extend current
public health services as long as the funding was quarantined for working with children up to 12 years
and their families.
• In areas where there is a shortage of existing child mental health services or health services generally,
establishing an integrated model would require additional funding for establishment. Local governance
is an important feature of the model and could facilitate community engagement and collaboration with
other local services.

• Services would be provided via a combination of face-to-face and telehealth approaches. In rural and
remote areas and for families with limited financial resources, this needs to be accompanied by physical
spaces in communities (such as community centres, GP clinics, or libraries) where telehealth services can
be accessed with support. This is essential to mitigate barriers, including limited internet access or quality,

Treatment

affordability of internet enabled devices and unsuitable home environments.
• Treatments that are more specialised (for example, interventions for highly traumatised children) would
be provided in a limited number of locations. Because these locations would be networked across the
country, those with specialised capabilities would undertake strategic planning and provide targeted:
• Support for other locations or service providers (such as GPs) to directly help the child/family
• Support for the child/family directly using face-to-face or telehealth approaches depending
on the nature of the support to be provided.
• The referral process between the locations with specialist services and those with more general services
would be managed by staff, including outreach to families to ensure that there is continuity of care.
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What would be the same at every location, and what would be locally tailored?

Standard

Tailored

• Multi-disciplinary service delivery with capability

• Level of funding required and local
governance arrangements

to support children up to age 12

• Relationships with local community organisations

• Connected to other locations, as well as PHNs

(such as ACCHOs) and education settings

and LHDs

• Exact services provided and staffing profile

• Access through referral

(connection with other locations will ensure all

• Ability to coordinate own and other services

services can be accessed)

• Provide training and supervision opportunities

• Way services are provided (for example

• Undertake research and evaluation

predominantly face-to-face or virtual)

Why implement an integrated child
and family care model?
Implementing the proposed model could address
multiple objectives across this Strategy, including:
• Providing supports directly to families (1.1)
• Supporting place based approaches (1.3)
• Improved system navigation (2.1)
• Collaborative care (2.2)
• Access and equity (2.3)
• A system built for complexity (2.4)
• A skilled workforce (2.5)
• Collecting meaningful data (4.1)
• Embedding evaluation and feedback (4.2).
The model ensures all families have access to quality,
connected care that is easy to find and tailored to their
local community, regardless of their child’s mental health
and wellbeing level. It supports training and upskilling of the
mental health workforce, and is an avenue for collecting data
and feedback across Australia to continuously improve the
services provided.

The National Children’s Mental Health and Wellbeing Strategy

49

Actions 2.1
a. Build on and promote existing online navigational tools (such as HealthPathways) to enable both providers and
community members to find the most appropriate locally available supports for children struggling with their
mental health.
b. R
 eview experience of transitions between services (including across jurisdictions and sectors) and redesign processes
to ensure children and families experience optimal transition of care.
c. E
 stablish model of integrated child and family care (see page 47-49) networked across Australia that provides holistic
assessment and treatment for children 0-12 years old and their families.
d. E xamine how policy, services and implementation affect transition from childhood to adulthood in the healthcare
system, and redesign to allow for a seamless transition.
e. Model the current and future demand for mental health services and identify gaps.
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Objective 2.2 Collaborative care
To effectively support a child’s mental health when they are struggling, a range of people are likely to be required to help,
including medical professionals, allied health professionals, educators and families. Coordination between these groups is
needed, to ensure all partners (including children, parents and carers) can agree on the plan for the child and know what their
role is to deliver it.
While there is an acknowledgement of the need for better coordination and integration of services, it can be very challenging
to put into practice at a policy, planning and service delivery level.101 There is often a lack of clarity as to exactly what integrated
service delivery means, and what it is intended to achieve102, with confusion about terminology so that coordination,
collaboration and integration are often used interchangeably (see Box 6). There are also currently limited arrangements
to enable a coordinated approach to care.

Box 6: Definitions of care coordination.
Care coordination has many labels, but all models and related concepts share common elements:103
1.

Numerous participants are typically involved in care coordination

2.

Coordination is necessary when participants are dependent upon each other to carry out disparate
activities in a child’s care

3.

In order to carry out these activities in a coordinated way, each participant needs adequate knowledge
about their own and others’ roles, and available resources

4.

In order to manage all required care activities, participants rely on exchange of information

5.

Integration of care activities has the goal of facilitating appropriate delivery of health care services.

The most frequently used terms are coordinated care, shared care, collaborative care and integrated care. Integrated
care implies that care reflects the whole of a person’s physical and mental health needs, across providers in primary
care, community and hospital settings.104 Collaborative, shared, or coordinated care is a model that relies on multiple
service providers communicating about the child’s diagnosis and treatment, often via shared care plans led by a
primary care provider.105
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Service delivery integration can occur at a number of

Multidisciplinary case conferencing is one way of

levels. In the first instance professionals from different

connecting all the people involved in a child’s care. It

agencies and services can create informal networks –

facilitates communication between the providers and gives

this type of collaboration might facilitate discussion about

an opportunity for the professionals, parents/carers and

patients and shared planning of intervention and should be a

the child themselves to discuss what is needed and who is

bare minimum to expect of the service system. Then follow

responsible for each component of care. Medicare funds

increasing levels of coordination and integration – more

case conferencing for people with chronic and complex

formal collaborative networks, common records, sharing

care needs, as long as it involves a GP and at least two other

of staff, more flexible governance arrangements, all the

health or community care providers (such as psychologists,

way through to true integration. At its optimal, this would

social workers or speech pathologists).107 However, only the

involve co-location of a number of different services at the

GP is able to claim payment for case conferencing, which

one site and include a shared vision with single governance

means families must rely on the goodwill of the community

arrangement and management. In addition, processes such

care providers to participate ‘pro bono’ (action 2.2.a). For

as staff training, decisions about resources, record keeping,

children and families with complex needs, care coordination

triage and assessment, and planning would all be integrated.

is a critical ingredient of evidence-based care and should

However, co-location of services does not always guarantee

be funded appropriately (action 2.2.a).

improved coordination. Agencies and services can

As a central coordination point for the care of children,

operate from the same physical site and have minimal

general practitioners play an important role in collaborative

or no collaboration. Conversely there can be high levels

care. To ensure the GP is able to perform this role, any

of collaboration and coordination amongst services that

service (including services outside of the health system) that

are not co-located, though this type of ‘virtual integration’

provides or arranges support for a child should be required to

poses particular challenges, especially if services are widely

communicate their involvement to the GP (action 2.2.b).

separated geographically. Co-location certainly does
facilitate better linkages and improved collaboration
between agencies and services.102
While the focus of integration is usually on the system of
services for children and families, it is unlikely that sustained
and effective integration will occur without some sort of
effort to improve coordination and collaboration at a policy
and planning level.106 This is based on the premise that the
wellbeing of children is beyond the responsibility of any single
government department. Policy and planning need to be
integrated across government portfolios, departments and
agencies, and efforts made to coordinate federal and state
resource allocation, programs and services. Results from
such efforts in the past suggest that this will be an
ongoing challenge.
The importance of collaborative care is highlighted for children
with complex concerns who need to be seen by a number
of agencies to get a good understanding of their issues. For
example, Attention Deficit Hyperactivity Disorder (ADHD) and
learning problems can co-occur but attention problems can
also be a consequence of learning problems, as it is difficult
to pay attention when you don’t understand what a teacher
is talking about. To tease this out, both a psychologist and
a child psychiatrist or paediatrician may sometimes need to
see the child. Where a child has complex issues there may be
numerous assessments needed (for example, psychology,
psychiatry, speech pathology and occupational therapy).
Currently, when these assessments are done in the private
setting there is rarely someone available to draw all the
information together for a child and their family.
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Collaborative care also means involvement of parents and

Action is also needed to support the broader government

carers. Parents and carers want to understand how they

service system (for example, police or community services)

can best support their child. Uncertainty about what they

to refer children to support when they observe or engage

should do can lead to additional worry.

108

Families may need

with a child who may need assistance. Even adult-focused

guidance on how they should respond when their child is

services can contribute to better supports for children. For

struggling, or how they can help create an environment that

example, services that help adults who are dependent on

enables the child to flourish. This type of information could

substances should be asking whether there are any children

be provided by the service providers supporting the child.

exposed to these issues, and then ensure those children are

However, Better Access services (i.e. Medicare-funded)

connected to relevant supports. As a minimum, reporting

do not allow health professionals to claim (i.e. be paid)

such things to a child’s GP, where possible, may ensure the

for consultations with parents without the child present.

child receives support and ongoing needs are monitored

This limits the delivery of parenting strategies as a key or

(action 2.2.b).

complementary part of a child’s treatment and recovery, as
these conversations between a professional and a parent

There is also a need for parental mental health care to be
accessible via the same care pathways as for their children

can be harmful if done with the child present.24 As a result,

given the high concordance in mental illness across parents

the current funding system creates barriers to parents

and children.111 A study investigating families with children

accessing information from services that would in turn

attending mental health services reported that around 35%

support their child (action 2.2.c).

of parents had mental health issues themselves.112 This may
be partly due to genetic factors – the heritability of mental
illnesses is estimated to be between 40% and 80%,11 as well
as shared environmental effects.113 Compared to children

My child would be interviewed by themselves.
Not once was I asked about our family…
seeing children in isolation on a therapy
basis is problematic… thinking of parents
potentially being their child’s greatest
strength, to actually feel marginalised in that
process is so phenomenally problematic and
really probably set us back some years.

whose parents did not have mental health symptoms,
children of parents who did report mental health struggles
had significantly more severe symptoms at follow-up,114
indicating a vulnerability to poor outcomes for children in
these families regardless of the child’s specific diagnosis.

Parent/carer of a child with mental illness

Optimal child health includes all elements
of physical health, mental health and family
mental health and support.

Educators, non-government service providers and

Parent/carer of a child with mental illness

other community supports also report wanting a better
understanding of how they can support a child when they
are struggling with their mental health.109 However, mental
health professionals are not required to provide feedback
to educators or other service providers (other than a GP in
some circumstances) despite the pivotal roles these people
play in the child’s recovery. Feedback could be provided
informally (phone call, email) or formally (inclusion as part
of a care plan), but there are no consistent expectations or
requirements that feedback is provided at all. Current barriers
to mental health professionals providing feedback to other
supports may include insufficient time, a lack of confidence
in working with other sectors (such as educators) or a lack of
confidence navigating the confidentiality boundaries
(action 2.2.d).110
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Not only is it common for parents to struggle with mental

Given that families experiencing adverse circumstances

health, but addressing parental mental illness is an important

(such as unemployment) are more likely to struggle with

part of what child mental health services can do for children.

mental illness,112 many of these parents cannot afford to

It has been demonstrated that successfully treating maternal

seek help and will forgo care,116 thereby worsening the

depression with medication will result in both lower rates of

parent’s and the child’s prognosis (action 2.2.g).

new diagnoses in children, and remission of the child’s own
symptoms if they were struggling at their commencement
of the parental intervention.115 This highlights the opportunity
for improving child mental health at least partly through

Improving the outcomes of these vulnerable families, starts
with asking parents about their mental health when they
present with their child to an outpatient service, and vice
versa. This should include the siblings of the child presenting

improving parent mental health – that is, treating a parent

to services. Despite concerns from clinicians, data collections

struggling with mental illness will benefit them and their
child (action 2.2.e). Similarly, services supporting adults who
have children should create an opportunity to connect the

in outpatient clinics show that routinely asking parents about
their own mental health is well accepted by parents.112 There
is also an opportunity to use the almost universal setting of

children with services, if required (action 2.2.f).

workplaces to support the mental health of parents.

Currently, the care for mental illness in children and adults

Where relevant, this should include programs that incorporate

takes place in separate services, with public services

strategies for new parents, especially in the early weeks and

inaccessible for parents and carers unless their mental illness

months of adjusting to parenting, and during the return to

is very severe. This means that for the majority of parents with

work phase (action 2.2.g).

anxiety or depression, treatment is limited to the private sector,
which is often associated with significant out-of-pocket costs.
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Things we can build on
In some states and territories early childhood learning services (known as ‘children’s centres’ and ‘child and family centres’)
provide a range of services across care, education, health, community development activities and family services, tailored
to local needs.117 This includes regular and occasional care for babies, toddlers and children in the year before school, as well as
playgroups, and parenting programs. In some cases, antenatal services are also available, and there is an allied health program
(delivered by speech pathologists and occupational therapists) that builds capacity of centre staff and parents in identifying
children from birth to 3 years who are at risk of developmental delay. Centres also have family practitioners who can support
vulnerable families and children, including those struggling with issues of domestic and family violence, drug and alcohol use
and mental illness. In an evaluation of these services, parents reported that the children’s centres had positive impacts on their
wellbeing, parenting capacity and parenting practices.118
The Families as First Teachers (FaFT) program is an early childhood and family support initiative for remote Indigenous
communities across the Northern Territory. The program, delivered in schools by the Northern Territory’s Department of
Education, provides early learning playgroups and parenting programs on child development and health to enhance children’s
early learning and prepare children for successful entry to school. Early childhood professionals, and local Indigenous family
liaison officers and playgroup leaders, deliver the programs to families. This approach has been evaluated in terms of impact
on children’s language acquisition and general development, with strongest results seen in children who had the highest
participation levels.119 In addition, the embedding of culture and local language was an essential component of its success,
along with quality and fidelity of program implementation.119

Actions 2.2
a. Incentivise all relevant service providers to participate in case conferencing. This could be done by enabling providers
of all disciplines to claim the existing case conferencing Medicare item numbers.
b. R
 equire all service providers, including outside of the health system, to communicate with a child’s nominated GP
about supports they are arranging or providing. This communication should be regular to ensure the GP is aware of any
changes in the supports a child is receiving.
c. E
 nable service providers to claim Medicare payments for consultations with parents and carers as part of a child’s
mental health treatment, removing the requirement for the child to be present.
d. Require mental health professionals to communicate with educators and other service providers about a child’s
treatment and support plan, with the family’s permission and subject to this being deemed clinically appropriate.
e. Equip child mental health services to identify parents and carers who are struggling with their own mental health
and require them to connect those parents and carers with appropriate supports.
f. E
 quip adult mental health services to identify any children in their clients’ care who need mental health support
and require them to connect those children with appropriate supports.
g. Include content specifically targeting parents in workplace mental health programs, with a particular focus on new
parents during the return to work phase.
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Objective 2.3 Access and equity
Many children and families are unable to access timely
treatment. A long delay in children accessing supports
can have a negative impact on the child’s outcomes and is
contrary to the principles of prevention and early intervention.
Problems accessing services could be due to a range of
reasons, including high out-of-pocket costs, long waiting lists,
some services requiring a diagnosis to access treatment,
or unintentionally high severity thresholds simply due to

The thing that I found the most troubling
was the financial side of it… I have been
seeking therapy for four years now and
I’ve only just realised that my psychologist
outside of school, I can’t see her anymore
because I don’t have the funding…
I don’t have enough money to go see her.
Young person with experience of mental illness

difficulty meeting demand.
The mental health system generally comprises public
services, private services, and some non-government
services. Public services are provided at no cost to families,
they are typically designed to cater for children in complex
circumstances, but they often have long waitlists and/or high
severity thresholds to access a service. Private services are
associated with (sometimes high) out-of-pocket expenses,
are not designed to manage complex cases, and they can

For many families, the cost of private services is prohibitive,
but they do not meet severity thresholds to access the free
public services. There is a lack of capacity within public
mental health services for those who currently need
them. CAMHS must triage based on severity and a lack of
capacity results in services being directed to older children
and adolescents with acute (i.e. crisis) presentations.24

also have long waitlists. Non-government services often
provide specific programs for particular cohorts of children
and/or families, which can mean many don’t meet criteria
for access because of factors such as geographic boundary
limits, specific diagnosis (or lack thereof), or age.

This makes it difficult for families to identify an affordable
alternative service for a child with lower level needs. Children
are often also placed on long waitlists to access publicly
funded paediatric services, with some children turned away
when services have no capacity (action 2.3.a). Being placed
on waitlists and turned away from services can be incredibly
disheartening for children and families, as well as being
detrimental to their mental health and recovery. This can

When I was in year three or two, I had a play
therapist and a few months into the year I
stopped going and I didn’t understand why,
apparently I didn’t have the funding.
I thought it was helping.

leave children in limbo, delaying or preventing access to the
supports they require.

The worst thing is just the waiting
and being turned away.

Young person with experience of mental illness

Young person with experience of mental illness

Out-of-pocket costs mean that an individual service is either
ineligible or only partially covered by a relevant Medicare
item. Out-of-pocket costs for Australians seeking mental
health services are known to be relatively high, and people
with chronic conditions are more likely to forego care
because of the associated costs.116 Adults with depression,
anxiety and other mental health conditions are seven times
more likely to forego care due to cost compared to people
with no health condition (action 2.3.h).116

The National Children’s Mental Health and Wellbeing Strategy

56

Access to mental health care can also be improved by having

Telehealth services are also an important adjunct to

the onus on the service system (not just families) to make

face-to-face service delivery. However, there are currently

space for conversations about children’s mental health

restrictions on who can access telehealth services (i.e.

and offer supported access to services. Service providers

specific postcodes) and which professionals can deliver

should make the most of (often incidental) opportunities

services (for example, nurse practitioners cannot access

to ask parents directly if they have concerns about their

Medicare-funded telehealth items). Given the success of

child’s behaviour or development. Increased training and

this measure during the COVID-19 pandemic, it is an optimal

additional professional support for GPs and paediatricians

time to continue to build expertise in delivering telehealth

on how to best help families and children who are struggling

services effectively, as well as expanding their availability.

could result in a more efficient way to provide these families

There is growing confidence between service providers and

with the support they need. This would help them be more

service users with this modality of care, and a recent senate

competent and confident in providing interim responses and

committee recommended that telehealth items introduced

enabling care planning processes to occur (action 2.3.b).

during the pandemic become permanent (action 2.3.d).122

Similarly, services that work with children experiencing

Telehealth should also be utilised to support primary care

difficulties with language, learning or other aspects of

providers and those who are more geographically isolated

development provide an opportunity to discuss any

through activities such as supervision, professional advice

concerns about mental health and connect with services

and shared care.

where appropriate.

Many services also lack cultural accessibility in that they are

Face-to-face services are generally the preferred service

not acceptable or appropriate for children and families who

delivery model – this approach is familiar for most people

do not identify with the dominant culture. This may include

and it enables building of rapport with health professionals.120

those from culturally and linguistically diverse communities

However, access to face-to-face services is not possible for

and Aboriginal and Torres Strait Islander communities.

everyone, especially for families living in regional and remote

Barriers can be both cultural and structural, including

areas where there may be no professionals with the required

discomfort with the physical environment of the service or a

skills in child mental health. To access services, children and

lack of literacy about how health services typically operate

parents may need to travel long distances at their own cost,

(such as appointments, payments, referrals, roles of different

and at the expense of missing school or work and spending

providers and overlapping interventions). Information about

time away from the rest of their family and community

health services should be available in multiple languages.

(action 2.3.c).120

In 2016, half of Australia’s humanitarian intake (51%) were

One approach to support increased face-to-face care,

aged less than 25, and 28% were under 12 years of age.123

is to equip primary care services with the appropriate

Children who come from culturally and linguistically diverse

resourcing and training, so that they have sufficient capacity

communities may be at higher risk of facing mental health

and expertise to support child mental health locally. By

challenges. Despite being at higher risk, children from these

increasing the ability of primary care to support children who

communities often face barriers when seeking help.124

are struggling with less acute but more common difficulties,

The Australian Refugee Health Practice Guide suggests

referrals to specialist services can be reduced and equity

including mental health assessment in a comprehensive

and accessibility for those outside metropolitan areas is

health assessment upon arrival to Australia, ideally within

likely to be increased.

one month of arrival.123 Children under 11 years of age
are currently offered less immigration medical screening

Australian governments also provide some incentives

compared to adolescents and adults, which lessens the

for health professionals to work in regional and remote

amount of contact with a GP.123

areas (for example, the Workforce Incentive Program),121
but incentives typically have strict accessibility criteria and
may not cover mental health services. Incentives, such
as subsidised study or training, professional support and
renumeration adjustments, should continue to be explored
to increase workforce supply in these areas and reduce the
service gap for communities by increasing both accessibility
and affordability.
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More broadly, it is crucial that services be designed in
a way that makes children and families feel safe and

Accountability around responding to the
needs of diverse communities… that is
often something that is missing.

comfortable. Children and families are not commonly
involved in the co-design of services, which means they miss
out on opportunities to contribute to developing services that
are inviting and acceptable to them. Young people report

Professional from migrant and refugee services

experiences of services not always understanding their
perspectives – for example, the purpose and function of
therapy is not always explained in a way that makes children

Mental health practitioners must ensure their services are

feel safe to openly share their innermost thoughts and

culturally appropriate. Psychiatrists in the private sector can

feelings.108 Children may not be given a choice about how they

access the Translating Interpreting Service (TIS) for free if

can engage with services (for example, non-verbal activities

they are providing services that can be claimed back through

as well as talking), or they might feel that they are not given

Medicare rebate.

125

All mental health services should be aware

of how mental health is conceptualised in different cultures.

enough opportunity to build trust with a professional before
being expected to engage (action 2.3.e).

Incorrect assumptions can lead to unrealistic expectations
about the extent to which people will be knowledgeable about
medical care models and styles of engagement.126 To avoid
these pitfalls, it is crucial that services be designed, delivered
and evaluated with significant involvement from the people
who are the intended users of the services (actions 2.3.e
and 2.3.f).127,128 Aboriginal and Torres Strait Islander children
and their families should be able to access support through
ACCHOs. Where only mainstream services are available, they
will need to undertake measures to ensure cultural safety of
the service.

They didn’t really make a point of trying to
explain how therapy would work. All I knew
about it was from leaflets and the movies,
and movies are probably the worst way to
learn about therapy… I was expecting like
Enid Blyton where if a kid was bad, they
would get sent off to boarding school or a
medical facility… so I was actively terrified
of telling a medical professional anything.
Young person with experience of mental illness
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Things we can build on

It also serves to support clinical education and supervision
for non-specialist rural clinicians.129 Under this model funding

Many families have benefited from access to telehealth

is controlled by the rural provider rather than centrally by

services, with the use and acceptance of these services

the specialist service (action 2.3.g). An initial evaluation

increasing during the COVID-19 pandemic. Telehealth
services have been used in rural and remote areas for some
time now. A recent systematic review found that patients and
caregivers were generally satisfied with telehealth services,
including in the domains of system experience, information
sharing and consumer focus.120 Even young children have

focused on user satisfaction found that 95% of rural families
and clinicians using the service were highly satisfied,
and subsequently further services including telenursing,
professional skills development, sabbaticals for rural
clinicians and clinical skills workshops were developed.130

been able to access services successfully through this model

In NSW, a consortium of PHNs have jointly commissioned the

(see Box 7). While telehealth services are not the optimal

GP Psychiatry Support Line 2020.131 The service is staffed

solution for all families, they can play a useful role increasing

by psychiatrists and is available free to GPs practicing within

the accessibility of professional services and advice for those

the associated PHN regions. It has been active since 2019,

whose access to local professionals may be limited.

and can assist with diagnosis, investigation, medication and

The NSW Child and Adolescent Psychological Telemedicine
Outreach Services (CAPTOS) has been in operation since

safety plans to help GPs manage the care of consumers in
the community (action 2.3.b).

1996. The function of the service is to provide psychological
and psychiatric advice on assessment and treatment of
children in rural areas to local clinicians.

Box 7: Telehealth services
Mia’s* 4-year-old son struggles with anxiety and regularly sees a psychologist along with other health professionals,
such as a speech pathologist. When the COVID-19 pandemic prevented her son from being able to see his psychologist
in person, they were given the option of consultations through telehealth services. Given how young her son was she
was unsure how well he would engage. However, she found it to be more effective than anticipated. Her son was happy
to sit at the computer and engage with his psychologist as well as other health professionals.
Mia found that receiving services through this model also had additional benefits that she had not foreseen. She
reported that by being able to receive the services at home, this reduced the time and stress of travelling to and from
appointments. It also resulted in the opportunity for his psychologist and teacher to meet via video call and discuss
opportunities to support her son. She felt that this had enabled her son to receive more integrated care without
significantly increasing the costs for their family.
*Name has been changed to protect anonymity
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Actions 2.3
a. Increase resourcing for public mental health services to support children aged 12 and under. Funding should be
attached to implementation of the model of integrated child and family wellbeing services (action 2.1.c).
b. P
 rovide accessible and affordable training and resources to GPs, paediatricians and other care providers to help them
respond to children and families who are struggling, including for practitioners in regional and remote areas.
c. Implement innovative service delivery models that integrate face-to-face and telehealth consultations,
digital interventions, and phone helplines to improve access to services.
d. Commit to ongoing Medicare funding for telehealth services.
e. Embed the principles of genuine co-design into the design, delivery and evaluation of all services supporting children
and families; actively inviting involvement from the people the service aims to support.
f. E
 stablish accountability mechanisms (for example, audit and public reporting) that encourage services to improve
their accessibility for children and families, including those from Aboriginal and Torres Strait Islander communities
and culturally and linguistically diverse communities.
g. F
 or programs involving specialists providing advice, education or professional support to rural providers,
adopt governance arrangements that make funding dependent on the rural provider’s needs being met.
h. Ensure free or low cost mental health services are accessible to parents and carers with mental illness.
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Objective 2.4
Built for complexity

Children who have experienced the child protection system
are twice as likely to experience mental illness, and children
who have experienced out-of-home care are five times more
likely.134 Higher rates of mental illness are also observed in

Both health and social services (such as child protection)

children who have experienced youth detention.135 There

have a role in ensuring that children and families dealing
with complexity are well supported. This may include where
children have intellectual or developmental delay, children
whose parents have struggled with their own mental health,
children who have experienced or at-risk of entering the child
protection system, and families that have faced significant

are also children who are at-risk of entering care of the
State. Under Australian law, mandated reporters must notify
authorities of suspected child abuse or neglect. Mandated
reporters vary between states and territories, but generally
include teachers, early childhood education and care
practitioners, doctors, nurses and police.136 Children who are

trauma and adversity. These children and families may be
more likely to require support from multiple services, which
may include specialised expertise. Children and families with

the subject of notifications to authorities are also likely to be
experiencing significant trauma.

complex needs would benefit from a nominated care

These children are likely to benefit the most from high-quality,

coordinator (action 2.4.a). This role would support families to

well-coordinated mental health supports. Currently, these

navigate the service system, and to liaise with the clinicians

children are more likely to be turned away from services

and educators involved in a child’s care. Care coordination

than other children as their needs can be more complex,

should be offered to families at multiple points of contact

and services report that they do not have the capacity to

with the service system including the initial referral, during

cater for them.44 This can mean that children in State care,

treatment and at any review points.

or who are at high-risk of requiring care services, are unable

Where there are systemic or structural barriers preventing
children and families accessing the right systems and
support (see Box 2), links need to be strengthened between
existing community based touchpoints and general

to access health and wellbeing support until their mental
health has declined severely. Therefore, children under the
care of the State, as well as those who have been the subject
of notifications, need to be supported more frequently and
as a priority in order for any mental health strategy to have

health services. For example, specific postnatal pathways

maximum impact (action 2.4.c). This includes children

for parents from refugee backgrounds (and other new

who have been placed with extended kin or community

migrants) linking them with enhanced maternal and child

networks under the Aboriginal and Torres Strait Islander Child

health services and offering parent groups to second and
subsequent children for at risk families. Other avenues include
specialised refugee and asylum seeker health services, General
Practitioners, torture and trauma services and settlement
services who may also provide expertise and pathways that

Placement Principle, which aims to keep children connected
to their families, communities, cultures and country and to
ensure participation of Aboriginal and Torres Strait Islander
people in decisions about their children’s care and protection.137

would facilitate connection with appropriate services.
Children at risk of suicide require targeted services and
supports. While this Strategy focuses on prevention, it is vital

needs of children who may access the services (action 2.4.b).

The starting point should be that children
in out-of-home care receive the same, if
not better services to everyone else… But
the more challenges for the young person,
the less likely they are to receive services
in a timely manner… There’s a disconnect
between what should be done and what
actually happens on the ground.

A specific group of children with the most complex needs

Professional from out-of-home care and child protection

that there are pathways for treatment when children are in
crisis. In 2019, 96 deaths by suicide occurred among children
and adolescents (aged 5–17) with the majority occurring in
those aged 15–17 (80% in 2019).132 From 2008-9 to 2018-19,
the rate of intentional self-harm hospitalisations in females
aged 14 and below doubled.133 Suicide prevention programs
and activities, such as aftercare, must consider the unique

are children under the care of the State, including those in
contact with the justice system. These children are likely to
have been exposed to trauma that has led them to enter
State care and are also at risk of experiencing trauma
within the system.
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Strengths-based and skills-building care involves

Box 8. Trauma-informed care

highlighting a person’s strength and resilience.139

Trauma-informed care is an approach that involves

By highlighting the individual strengths of a person, the

understanding individual experiences of trauma, and
recognising the consequences of a history of trauma.138
Trauma-informed care can be utilised in any profession
that provides care to another person, and allows care to

person who is receiving care will be encouraged to view
themselves more positively and may become more
willing to work through their trauma.139

be more accessible to people with a history of trauma.

Cultural, historical and gender issues awareness

Trauma-informed care is guided by 5 key principles:

involves being informed about issues related to a

trauma awareness and acknowledgment; safety and

person’s culture, ethnicity, and social identity.139

trustworthiness; choice, control and collaboration;

Having an awareness of issues that relate to a person’s

strengths-based and skills-building care; and cultural,

personal identity can allow care providers to provide

historical and gender issues awareness.139

more sensitive care.139 People with a history of trauma
will benefit from care providers who are sensitive to

Trauma awareness and acknowledgement involves

group-marginalisation, and who understand the ongoing

bearing witness to a person’s history of trauma, and
acknowledging the ongoing effects the trauma has on

effects of trauma experienced by marginalised groups.139

their life.139 It is not necessary for trauma to be explored

Trauma-informed care can be especially beneficial when

explicitly, but a general overview is beneficial for care

working with Aboriginal and Torres Strait Islander families.

providers.

139

It is important to acknowledge and validate

the shame that can be caused by a history of trauma.139
Safety and trustworthiness involves making a person
feel that they are safe, and recognising the need for them
to be provided with physical and emotional safety.139 It is
beneficial for the procedure of care to be consistent and
predictable.139 People with a history of trauma will also
benefit from feeling physically and emotionally safe in

Care providers who work with Aboriginal and Torres Strait
Islander families should be educated about historical
trauma, trauma symptoms, and impacts of trauma.140
Education around historical trauma can include the forced
separation of Aboriginal children from their families and
assimilation policy.140 Education around trauma symptoms
can examine symptoms such as substance misuse,
poor self-regulation, and psychosomatic illness.140
Education around the impacts of trauma can explore

the environment where they are receiving care.139

mistrust towards government workers, fear reactions,

Choice, control, and collaboration involves actively

and wellbeing outcomes.140 Understanding the history

engaging a person in the care process.139 People with

of trauma Aboriginal and Torres Strait Islander families

a history of trauma will benefit by being provided with

have faced will inform more appropriate engagement

multiple choices for their care.139 Choices may be as

strategies, prevent families being re-traumatised and

simple as allowing the person to choose whether they

allow care providers to be more compassionate.140

engage with, or do not engage with care. Providing
choices allows people with a history of trauma to have a
more active engagement in the care they are receiving,
and can reduce passivity towards care.139
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Governments have an increased responsibility to serve
this population of children who are directly under their
care. While child protection systems are focused on making
sure the child is safe, this is not enough. Children in out-ofhome care remain at very high risk for a range of health,
developmental and mental health problems over the long
term. International models use the term ‘corporate parent’ to
describe the additional responsibility that governments have
for looking after the health and wellbeing of children in outof-home care.141 Given the range of difficulties these children

As soon as someone has some kind of
disability, their mental health is viewed
differently, and it can mean very poor
outcomes… it can mean early intervention
isn’t made possible around mental health
because it’s so focused on disability.
Parent/carer of child with mental illness

often face, all government portfolios should play a role in
supporting them and improving their wellbeing (action 2.4.d),
not just those with explicit responsibility for child protection.

This increase in risk for children with disability has

It should also be noted that prioritisation of children in care is

implications for the way that the National Disability

not intended to override clinical triage, but rather the child’s

Insurance Scheme (NDIS) is structured and functions, and

care environment should be taken into consideration as part

all disability services need to be aware of and address

of this process.

the likelihood of and potential for associated mental
illness. At present, the NDIS has an Early Childhood Early
Intervention approach which supports children aged under 7
years who have a developmental delay or disability and their

What’s needed is more of a model such
as they have in Scotland… they have the
principle that every branch of government
at every level has to take responsibility
for young people in care… that becomes
a holistic view… [children in care] are not
hived off to one area or another, everybody
is responsible in some way.

families and carers.146 This approach is administered by an
Early Childhood Partner who develops a plan for each child
including referral to local supports.147
The National Roundtable on Mental Health of people with
intellectual disability recommended development of greater
workforce knowledge and skills in prevention and timely
intervention for those who need mental health support.148
For children, this may include community led interventions,
such as whole of school approach to creating an inclusive

Professional from out-of-home care and child protection sector

culture, or more targeted interventions such as opportunities
for students to practice complex social skills in stepwise
Children with a disability or a chronic illness are at

fashion.149 Within health and social services, there are

significantly higher risk of having mental health issues

barriers such as lack of investment and research into

than children without a disability. Those with an intellectual

mental health assessment tools and effective treatment

disability are up to four times more likely to have a

approaches for this population, along with insufficient (and

diagnosable mental illness.

142

In addition to the disability itself,

the mental illness has an impact on school participation,

under-funding of) specialist services that offer expertise in
both mental health and intellectual disability (action 2.4.e).150

relationships, family functioning and long term outlook, as
the mental health problems may persist throughout the life
course.143 The combination of disability and chronic illness
places these children at particular risk,32 with studies finding
an approximate doubling of risk of mental illness for children
with chronic health conditions, and these are likely to persist
into adolescence.31 Furthermore, there are indications that

Similar challenges exist for children with neurodevelopmental
disordersm, with increasing access issues for children
requiring a complex autism assessment by a
multidisciplinary team. It is estimated that 1-2.5% of
Australian children experience some form of Autism
Spectrum Disorder (ASD).151 Families of children with
ASD experience higher rates of mental health struggles,

anxiety symptoms can worsen the outcomes of physical

and children with undiagnosed or poorly treated ASD often

illnesses (action 2.4.e).144 Given the significant relationship

become increasingly anxious and depressed with age.

between physical and mental health,145 children struggling
with their mental health should also be examined for physical
health problems to ensure a holistic approach to health and
wellbeing (action 2.4.f).

m. Neurodevelopmental disorders are characterised by developmental deficits that interfere with personal, social, academic, or occupational functioning. These may range from very specific
limitations of learning or control of executive functions to global impairments of social skills or intelligence. They are considered to be a subset of mental illnesses.
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Things we can build on

The Royal Commission into Violence, Abuse, Neglect and
Exploitation of People with Disability noted that Aboriginal
and Torres Strait Islander people with disability are especially
vulnerable to violence, abuse, neglect and exploitation, with
additional risk factors including significant collective trauma,
poorer health, more frequent contact with the criminal justice
and child protection systems and experiences of systemic

The National Standards for out-of-home care require that
children and young people have their physical, developmental,
psychosocial and mental health needs assessed and
attended to in a timely way. This means that the child or
young person’s needs are identified in a preliminary health
check upon entering care, in order to receive specialised

discrimination.152,153 While ACCHOs are skilled at adapting
and designing services to meet the often complex needs
of their specific communities, available funding structures
do not always support these services to be delivered in

services.154 The National Clinical Assessment Framework for
Children and Young People in out-of-home care supports the
implementation of the National Standards. The Framework
provides age appropriate (less than 1, 1-5 years, 6-11 years)

the way the community would like. Mainstream funding

assessment elements, including measures across cognitive

frameworks can be rigid and require demonstration of
specific outputs (for example, number of 50-minute therapy
sessions) that may not be relevant to the nature of the service

and language development, behavioural and emotional
development, mental and physical health and health history.155

model the community requires (action 2.4.g). In addition,

In the area of youth justice, the Youth on Track scheme

mainstream mental health services may not have a sufficient

in NSW has been effective in supporting children aged

understanding of how Aboriginal people identify with

10-17 years who are at risk of becoming entrenched in the

disability and the role of culture within these beliefs. Disability

juvenile justice system.156 The program involves providing

is a western concept, with many Aboriginal languages and

targeted support for children and families, including family

cultures having no equivalent word or concept. Traditionally,

interventions, behavioural interventions and strategies for

disability is seen as an integrated part of the person, unique

engaging children with education. Children and families

to the individual and embraced as part of their social and

may be referred to this program through schools or by

emotional wellbeing. It should be recognised that Aboriginal

police (action 2.4.i). Elements of the program which were

and Torres Strait Islander people with disability experience

found to be particularly effective included the focus on early

intersectional disadvantage, inclusive of ableism and racism,

intervention, the holistic and tailored approach (including

as well as resultant poorer outcomes and service access.

working with families), the trained and skilled professionals,

Systems and criteria that prevent children with complex
needs from accessing services should be redeveloped to
ensure that the children who are in most need of support
are not turned away due to a lack of capacity or capability
(action 2.4.h).

and collaboration with other services.156 The program
has been found to contribute to positive attitudinal and
behavioural changes in young people referred to the scheme,
as well as changes in lifestyle to reduce the risk of offending
amongst the youth, such as enrolling in vocational training
and developing new friendships or community connections.
A version of the scheme ‘Getting on Track in Time – Got It!’
targeting younger children (aged 5-8) displaying behavioural
concerns and conduct problems is also delivered in
NSW schools.157
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Actions 2.4
a. Provide specific funding for care coordination to be available to children and families with complex needs,
offered at key points of contact with services.
b. S
 uicide prevention programs and activities, such as aftercare, should consider the unique needs of children who
may access the services.
c. R
 equire relevant services to give priority access to children who are in State care, or who have been the subject of
notifications, and Aboriginal and Torres Strait Islander children who have been placed with kin/community networks,
and for care to be provided more frequently.
d. Require all government departments to outline and regularly report on what they do to support children in State care,
with independent monitoring of outcomes.
e. Require relevant services to outline and regularly report on what they do to ensure they are accessible and effective
for children with physical or intellectual disability or neurodevelopment disorders, with independent monitoring
of outcomes.
f. Children struggling with their mental health should also be examined for physical health problems to ensure a holistic
approach to health and wellbeing.
g. C
 hild and family mental health and wellbeing supports for Aboriginal and Torres Strait Islander communities should be
delivered by Aboriginal Community Controlled Organisations wherever possible, with activity and outcome measures to
be collaboratively determined between the funder, service provider and the community to ensure they are appropriate.
h. R
 edevelop systems and criteria that prevent children with complex needs from accessing services, including
addressing workforce capability where required.
i. Build on holistic support models for children who have had contact with the justice system or are at risk of coming
into contact with the justice system.
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Objective 2.5 Skilled workforce

These issues highlight the need to engage with existing

Staff working across primary care, non-government services,

areas, to promote development of their education and skills,

the private sector, and public mental health come from a wide

and demonstrate career pathways from graduation

range of disciplines and training backgrounds. As a result,

to retirement (action 2.5.b).

health professionals already anchored to rural and remote

the quality of care children and families receive is variable.
This is unacceptable – the quality of care a child or family
receives should not depend on which staff member they
happen to see.
Child and family mental health is considered an area of
specialty that receives minimal attention in the majority of
training courses and there are limited opportunities to gain
expertise in child mental health through on-the-job training
(actions 2.5.a and 2.5.b). More support for training in this
area needs to be explored for both vocationally and university
educated professionals, including early childhood educators
(objective 3.3) and health providers. There is also a shortage
of publicly funded positions for a range of health disciplines,
which has flow-on effects to training capacity in the public

We are a rural or remote site… we had
a child… and we believed they needed
psychological support and we exhausted
all of the different avenues and there was
nothing that anyone could offer... the child
was four and taking medication. We didn’t
know how we should support the carer
and the child and still don’t know how we
should do that.
Education representative working in a remote area

system and inadvertently encourages graduates to directly
enter the private system. This limits opportunity to build child
and families expertise in public (i.e. free or low-cost) service
settings (action 2.5.c).

For those who work in the public health system, consistently
dealing with more complex ‘crisis’ cases can result in
clinician burn-out and subsequent staff turnover. As a
result, services often find that senior practitioners move to
the private sector where they can work with a more varied

The chance of getting a good mental health
professional who is able to work with
children is like finding hen’s teeth… we don’t
have a group of professionals who’ve got the
specialised practice that we can bring to a
cohort of really traumatised young people.

mix of clients. While a number of system reforms are required
to address these issues, a key focus of this Strategy is to
deliver better interventions, earlier. It is anticipated that
this would in turn reduce the unrelenting demand on
public mental health services and enable them to
provide earlier interventions.
A skilled mental health workforce is also one that has

Parent/carer of a child with mental illness

strong cultural competence, with research indicating that
the therapeutic alliance is strengthened when practitioners
have positive constructions about culturally and linguistically
As for many other health services, there is a dearth of

diverse clients, and have been exposed to clinical experience

mental health professionals for children in rural and

with culturally diverse clients, and discussion of multicultural

remote areas.

129

The provision of training and education for

counselling issues in supervision as part of their training.158,159

child mental health professionals is largely only available

Lack of Indigenous health workers in services leads to

in metropolitan areas. Supports for rural mental health

underuse of services, while increased cultural understanding

professionals (training, workforce and pastoral) are lacking,

and culturally responsive service delivery increases access

adding to the burden experienced by professionals who are

and frequency of visits (action 2.5.e).160 The young age profile

located remotely. Market failure in rural and remote areas

of Australia’s Aboriginal and Torres Strait Islander populations

also results in private practitioners being drawn into larger

may also have workforce implications that affect service

metropolitan areas, diminishing the supply of desperately

delivery. In addition, financial support for ACCHO workers

needed child mental health professionals in more remote

may be crucial to support their participation in education

communities (action 2.5.d).129

and training, given low salaries and community expectations
of shared resources.
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Finally, a skilled workforce is also one where dedicated
researchers are well-integrated, if not embedded directly
within clinical service provision. These roles need to be
seen as just as important as their clinical counterparts
and they need to be accessible and attuned to the specific
research needs of the provider, as well as able to liaise with
researchers outside the organisation when required. Services
also need to be provided with funding for and access to data
capture and reporting systems that are easy to use.

Things we can build on

The Royal Far West model of rural and remote program

In some cases, rural training pathways that include an

and service delivery for children offers multidisciplinary

element of focus on mental health already exist. For

care both face-to-face and via video conferencing.166

example, all Fellows of the Australian College of Rural and

They offer paediatrics, psychiatry, psychology, speech

Remote Medicine undertake one year of Advanced Specialist

therapy, occupational therapy and social work services,

Training as part of their core training. They can elect which

and over half of their services are already delivered by

discipline they spend their Advanced year on, with mental

telecare as part of their paediatric developmental program.

health and paediatrics as one option.

161

However, unlike for

If attending face-to-face, children and their families attend

some specialisations (such as obstetrics or anaesthesia),

a free week-long residential program that comprises

professionals with additional mental health specialisations

assessment, diagnosis, review and treatment. Continued

are not remunerated for these advanced skills. This currently

schooling is available on site for children and their siblings,

acts as a deterrent to professionals taking the mental health

with technology-based outreach learning and literacy

pathway (action 2.5.b).

programs available for ‘telecare’ program participants.

The Extension for Community Healthcare Outcomes (ECHO)

Professional training and development are being offered

model has been used to effectively build the capacity of

through the Emerging Minds: National Workforce Centre

primary care clinicians to manage complex health issues

for Child Mental Health project. The project aims to build

in areas where there may be an absence of specialist

the capacity of organisations and professionals who

expertise.162 In this model, professionals meet on an ongoing

work with children (0-12 years) and families to identify,

basis through telehealth platforms to enable specialists to

assess and support children at risk of mental health

share knowledge and advice with primary care clinicians in

difficulties. Courses are free and available online, targeted

local communities. Use of the ECHO model for providing

at professionals in health, social or community services.

mental health management in primary care has been found

Courses are staggered in their complexity from introductory

to increase knowledge and self-efficacy and reduce feelings of

modules through to evidence-based practice courses which

professional isolations amongst rural health professionals.163

teach hands on skills.167

This is particularly important in rural areas, where ongoing

The National Mental Health Service Planning Framework

supervision or professional support is often lacking.

- Planning Support Tool, is a population based planning

Communities of practice is another a model for sharing

model that provides resource estimates to guide mental

ideas, insights and strategies between professionals with

health service planning.168 The tool allows users to estimate

involvement, interest, or concerns in a particular area of

the needed and expected demand for mental health care

practice. These communities bring together professionals

and the level and mix of mental health services required for

from different disciplines and organisations and have been

a given population. This in turn should guide the relevant

used in the healthcare sector to help change and improve

local workforce projections (action 2.5.g). PHNs are also

practice (action 2.5.f).

critical as part of local planning and commissioning.

164,165
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Actions 2.5
a. Increase requirements for early career training in child and family mental health for all relevant service providers.
b. Incentivise existing service providers (including GPs, maternal child and family health nurses and allied health), with a
focus on practitioners in rural and remote areas, to complete training in children and family mental health assessment
and treatment.
c. S
 upport public mental health services to act as training facilities for new graduates through designated training places
and funding of supervision time.
d. Create and incentivise training opportunities for mental health professionals (for example, psychologists, psychiatrists,
social workers, nurse practitioners) to work in regional and remote areas.
e. Develop cultural understanding amongst health professionals to work safely and effectively with Aboriginal and Torres
Strait Islanders children and families, and provide greater support for Aboriginal Health Workers to engage in child
mental health focused ongoing education and training.
f. B
 uild on existing models of supervision and case consultation for private practitioners using a peer
support/supervision model.
g. D
 evelop workforce projections in the public sector based on evidence and epidemiology and use these to inform
further recommendations.

The below table outlines some proposed indicators of change. If the objectives of this focus area are realised, we would expect
to see improvements in the below.

Focus Area 2: The Service System – indicators of change
2.1. Uptake of integrated care models and changes in system cohesion
2.2. Uptake of child mental health and wellbeing services
2.3. Changes to the MBS and rates of use
2.4. Targeted investment in the mental health and wellbeing of priority populations
2.5. Uptake of training and professional development in child mental health and wellbeing
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Focus area 3:
Education Settings

This section outlines key issues and recommendations

Why the educational context is so important.

in relation to supporting mental health in the education

Education settings provide an ideal environment to build

context, which for the purposes of this Strategy, includes

resilience, support and empower parents and carers, and

early childhood learning services and primary schools.

identify and intervene early in emerging mental health

All educators and education settings have a role to play to

issues. Especially because they are a relatively universal, non-

promote child mental health and wellbeing, including where

stigmatising environment where children can be observed

a child and family has complex needs. The Commission

for long periods in multiple contexts.

recognises that education settings are already doing a
considerable amount to support the wellbeing of children.

Education settings are already providing support in many

The actions outlined below aim to build on this, with an

cases. Data from the Young Minds Matter survey (the second

emphasis on supporting educators in this role, not creating

Australian Child and Adolescent Survey of Mental Health

added burden.

and Wellbeing) indicate that teachers and other staff provide
nearly 20% of students with informal support for behavioural

Within the education sector, supporting children’s mental
health and wellbeing needs to be central to the frameworks
and standards on which the education and early childhood

and emotional problems, with staff members suggesting
that additional help was needed in around 40% of cases.
In addition, 11.5% of students have used a school-based

systems are built. Key objectives in this focus area include

service for support in the last 12 months, with 22.6% who

creating a wellbeing culture, planning for mental health

used a health service having been referred by the school.169

and wellbeing, and engaging, supporting and
equipping educators.
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Consideration of early childhood education is an important
aspect of this Strategy given there are lifelong benefits
of early childhood education to individual children and
families. Early childhood education helps children’s cognitive,
social and emotional development,170 with greatest benefits
for vulnerable or disadvantaged children.63 Quality early
childhood education can help reduce the chances of these
children being left behind, with flow on effects on learning
and academic progress, school completion, and employment
and income outcomes.170 Quality early childhood education
also has long term economic benefits through increased
productivity and reduced need for spending on remedial
education, justice and health services. There are also
immediate economic benefits from parents, particularly
mothers, being able to increase their participation in the
workforce.171 One Australian report found that the return on
investment of offering universal early childhood education
was 103%.170

Objective 3.1 A wellbeing culture

Some schools and early childhood services have policies
and procedures that contribute to stigma and a negative

Educational settings provide a unique and almost universal

culture around mental health. For example, young people

opportunity for promoting child mental health and wellbeing

report feeling ‘marked out’ for accessing support services

with 90% of eligible children enrolled in a pre-school program

through their school. This was because the process by

the year before full time school, and attendance rates of at

which students were referred to or accessed supports was

least 90% in the primary school years.1 Given this opportunity,

not managed discretely, and the students lacked control in

it is imperative that all educational settings play their role in

the process. Children and young people reported that this

promoting mental health and wellbeing in their students.

made many feel uncomfortable to seek help in the school

For children and families who are not engaged with

environment (see Box 9). Policies and procedures should

schooling, alternative strategies are needed (objective 1.1).

be reviewed to address potentially stigmatising elements
(action 3.1.a).

Children spend large proportions of their days in the
classroom and the playground, and it is where much of
their social interaction with peers occurs. However, there
is currently wide variation between schools and early

challenges and bouncing back, and how to look after mental

I only got told there was a school counsellor
when I was getting really badly bullied… the
school counsellor wouldn’t introduce herself.
She would come into the classroom while
everyone was working and say ‘can I see
[you], I want to have a session’... that was
probably the worst thing to do.

health with good food, sleep, activities and hobbies. Schools

Professional from out-of-home care and child protection sector

childhood learning services in the culture around mental
health. Schools vary in terms of how regularly mental health
is spoken about, how accepted and easy it is to access
support, and educators’ awareness and understanding of
mental health. Schools provide opportunities to discuss
trusting relationships, kindness, respect, managing

could address these issues, as well as the challenges of the
digital environment and screens, more systematically
and consistently.
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Box 9: Differing approaches to mental health

Annie reported a very different experience at her new

and wellbeing in schools

school. She explained that there was a mental health
team at the school that the students all knew about and

Annie* reported having two very different experiences

it was made clear there was a welfare counsellor they

with mental health and wellbeing support at the two

could see if needed. She reported that mental health was

schools she had attended.

something that was spoken about throughout the school,

She explained that at her primary school, she had not

including at school assemblies. Discussing mental health

realised that they had counselling services available

was normalised and students would encourage each

for most of the time she was at the school and that

other to seek help and speak to the counsellor if they

mental health had generally not been talked about. She

were struggling. Annie reported that the teachers were

reported that it was only once she started being severely

also proactive at checking in with students and asking if

bullied that she was directed to the school counsellor.

they were okay when they were looking upset.

Annie reported that when the counsellor wanted to have
a session with her, the counsellor would walk into the

* Name has been changed to protect anonymity

classroom and ask Annie in front of the whole class
which made her uncomfortable and embarrassed.
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Educators, particularly in school settings, are working within a

There is also further opportunity to promote early social

busy curriculum, and mental health and wellbeing competes

and emotional development in early childhood learning

against a number of different public health areas for space

services. A 2018 review of the quality of evidence for

and attention. Some schools have wellbeing teams, school

preschool programs to support social and emotional skills

nurses, chaplains or other staff who have a dedicated role

found four programs with high-quality evidence of impacts.

in supporting children’s wellbeing. However, there are not

Positive outcomes included impact on social behaviours,

always dedicated staff to progress mental health and

conduct problems, emotional distress and parent-child

wellbeing initiatives and to ensure that the early childhood

interactions.117 Accredited social and emotional wellbeing

service (action 3.1.b) or school (action 3.1.c) is providing the

programs which are appropriate for pre-school age children

best possible support for students.

need to be delivered through early childhood education
settings, including programs that assist children to develop

The way education settings approach mental health and
wellbeing contributes significantly to whether children access
supports when needed. Both children and families describe
wanting education settings to cultivate open and supportive
conversations about mental health and wellbeing so that
peers can encourage each other to seek support if they
notice a friend struggling. This may be achieved using formal
and informal opportunities such as through assemblies,
awareness days, or student projects/activities (action 3.1.d).

skills to relate with other peers and regulate their emotions
(action 3.1.g). Programs for school aged children should
also be available after school and during school holidays to
provide respite to parents and to help children with emotional
wellbeing, loneliness, and self-worth (action 3.1.h).

Things we can build on
The Alice Springs (Mparntwe) Education Declaration
(signed in Dec 2019),173 sets out the national vision for
education and the commitment of Australian Governments
to improving educational outcomes. The Declaration places

[The school] does lots of discussion around
mental health to the point where it’s quite
ok to talk about it amongst their friends.

students at the centre of their education by emphasising the
importance of meeting the individual needs of all learners,
and outlines education’s role in supporting the wellbeing,
mental health and resilience of young people.

Parent/carer of a child with mental illness

The National Quality Standard (NQS) sets a high national
benchmark for early childhood education and care and
Proactive promotion of resources and supports to children
and families is also key, including those available through the
school, as well as external options. This could be achieved
through orientation processes, assemblies, newsletters, or
dedicated information sessions (action 3.1.e). Schools are
also an important avenue for enabling migrant, refugee and
Aboriginal and Torres Strait Islander families to access
mental health and wellbeing information, given that almost
all children and families come into contact with them.

National Law and Regulations, all early childhood education
and care services are required to base their educational
program on an approved learning framework. Belonging,
Being and Becoming: The Early Years Learning Framework
for Australia is the approved learning framework under the
NQS for young children from birth to five years of age. My
Time, Our Place: Framework for School Age Care in Australia
is the approved learning framework under the NQS for school
age children. These frameworks encompass social and

Schools must continue to create and maintain a supportive
environment for promoting the wellbeing of all students

emotional wellbeing and development outcomes.
Be You is a universal mental health and wellbeing program

(action 3.1.f) led by the wellbeing coordinator. This can be
achieved via specific programs such as Think Equal, which
have been designed to promote social and emotional learning
and to reduce gender inequality, racism and other divisive
behaviours via increasing compassion, empathy and critical
thinking.172 In some cases, coordinators will be able to identify
tailored activities to suit the profile of their school community.
For example, a school with a high proportion of Aboriginal
and Torres Strait Islander students might choose to develop
a Reconciliation Action Plan in order to build cultural safety of
learning environments and to ensure the social and emotional
wellbeing of the students and their families.

outside school hours care services in Australia. Under the

for children that can be delivered in schools and early
childhood learning services. It was established through the
integration of a number of Australian Government funded
programs, combining knowledge and expertise gained
from these over the years. Be You provides a common
framework with evidenced-based information, professional
advice and support for educators.174 Be You is also delivering
whole-of-team professional learning to more than 3,000
early childhood learning services, aiming to reach all 15,000
services eventually. Be You is being implemented in 70% of
schools nationally.
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The Student Wellbeing Hub is an online platform that aims is

Targeted programs for children who have experienced

to support Australian schools to promote student wellbeing,

significant change or loss in their lives are based on the

safety, and positive relationships.175 The Hub is underpinned

principles of normalising emotions in response to difficult

by the Australian Student Wellbeing Framework (2018).

experiences. They help children to understand their feelings,

The Hub provides high-quality, age-appropriate information

learn skills that help them adapt, and develop reciprocal

and resources targeted specifically to educators, parents

friendships which reduce isolation - ‘I’m not the only one

and students. The educator area contains free, self-paced

who this has happened to’. Evaluations of this model of

and certificated professional learning courses on a range

psychoeducation coupled with peer support have found that

of key topics for schools. The parent area contains advice,

the majority of children respond positively to the learning

information and guides to support them navigate their

outcomes, including increased confidence in seeking

children’s journey through school. Students can access games,

support, general feelings of coping better and being able

quizzes and information about issues most important to them.

to talk about feelings more freely.177

A Mental Health in Primary Schools Pilot (MHiPS) is a

The National Principles for Child Safe Organisations were

project commenced in a number of Victorian schools in

agreed by all Australian governments in February 2019.178

2020.

176

Based on a needs analysis, a literature review, and

They are 10 high-level principles that set out a nationally

discussions with key stakeholders, a Mental Health and

consistent approach to promoting a culture of child safety

Wellbeing Coordinator (MHWC) role was designed. The

and wellbeing within organisations, including educational

MHWC, who is from an education background, is tasked

settings such as schools and early childcare institutions.178

with building the capability of the whole school with regard

The National Principles highlight the importance of involving

to mental health and wellbeing, providing support to staff

children in decisions that affect them, creating safe

to better identify and support students with mental health

environments that support both physical and emotional

needs, establishing clear pathways for referral for students

safety, and creating child focused complaints processes so

requiring assessment and intervention, monitoring and

children feel comfortable raising concerns when they feel

evaluating student progress, and promoting connections

unhappy, uncomfortable or unsafe.178 The National Office

between the education and health sectors. To provide

for Child Safety leads development of resources to assist

the MHWCs with training appropriate for the role, a 3-day

organisations to implement the National Principles.179

intensive, online synchronous training program was delivered.
MHWCs are then supported throughout the year with
community of practice sessions and ongoing supervision,
which aim to build the practical skills of the trainees
along with giving them space to reflect on the real world
implementation of their learnings.
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Actions 3.1
a. Conduct thorough reviews of school and early childhood policies and processes, looking for opportunities to reduce
possible stigma and discrimination.
b. Identify senior staff within early childhood learning services to be responsible for (1) planning and coordinating wellbeing
activities for the students, and (2) maintaining knowledge of and relationships with locally available and online supports.
c. E
 mploy wellbeing coordinators in each primary school to be responsible for (1) planning and coordinating wellbeing
activities for the students, and (2) maintaining knowledge of and relationships with locally available and online supports.
These positions should be funded on an ongoing basis.
d. Identify opportunities to incorporate conversations about mental health and wellbeing into the school or early childhood
daily routines, with the expectation that all staff and students have the opportunity to contribute to these discussions.
e. Promote evidence-based, locally available or online supports and services to children and families through schools and
early childhood learning services.
f. O
 utline and regularly report on how schools and early childhood learning services are improving on current levels of
cultural accessibility for children who identify as Aboriginal or Torres Strait Islander or from culturally and linguistically
diverse backgrounds.
g. Implement evidence-based wellbeing programs within schools and early childhood learning services, with support
from existing initiatives such as Be You.
h. Increase accessible activities after school and during school holidays to provide respite for parents and children.
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Objective 3.2 Targeted responses
All early childhood learning services and schools should have
a wellbeing plan in place for their students, with policies
and processes developed or adapted to address the gaps
in support identified as part of wellbeing planning (action
3.2.a). This should be based on an audit of policies and
processes to examine whether they are effective in delivering
wellbeing outcomes for students. For early childhood learning
services, this could be through adding mental health to
Quality Improvement Plans to avoid duplication in planning
processes. Flexible funding must be available to schools
and early childhood learning services for the purpose of
improving policies and processes and ensuring high fidelity

Addressing bullying needs to start much
earlier… How to create sense of good
digital citizenship amongst children?
How do we support parents to establish
good technology habits at home?... How do
we create a sense of kindness and ethical
behaviour online? There’s a lot that could be
done around using digital technology that
could go a long way to addressing some of
the bullying issues we have.
Education representative

program implementation. This funding should be allocated
based on need, with funds available specifically for quality
improvement activities (action 3.2.b), and for implementation
of evidence-based psychosocial and therapeutic supports

A key aspect of how educators should respond when

(action 3.2.c).

concerned about a student’s wellbeing is to discuss their
impressions with the parents. Conversations between

At primary school stage, a common issue raised by both

educators and families are important as both have an

parents and educators relates to bullying, which has been
the subject of much research. There is evidence that children
who are bullied by peers have an increased risk of problems
in young adulthood including anxiety, depression, self-harm
and suicidality.180 Racism is also occurring in education

opportunity to observe children in a different context from the
other, which provides useful insights into why a child might be
struggling and how they can be best supported. Schools and
early childhood education centres need specific strategies
and tools to discuss mental health concerns with parents.

settings, with 40% of Indigenous children aged 4–14 years
reporting that they been bullied at school and 9% had been
treated unfairly at school because they were Aboriginal

These may be adapted from materials that address more
generic communication, such as Raising Children Network’s
‘effective communication’ series which provides guidance for

and/or Torres Strait Islander.181 Children can be bullied and

professionals on communicating with parents, and guidance

experience racism both inside and outside of the school

for teachers on encouraging parental involvement in school

environment, including online.

(action 3.2.d).183

Schools should deliver programs to assist with the
prevention of bullying and racism, and to support healthy
peer relationships (action 3.2.c). However, as is the case with
wellbeing programs generally, there is currently a wide variety
of programs available for schools, but not all are evidencebased or implemented as intended.182 Full implementation of
programs is often difficult due to the competing demands
on a teacher’s time and curriculum space, but an

If there was more of a general dialogue,
particularly in the school because they
were seeing things that I wasn’t, that
would have helped.
Parent/carer of a child with mental illness

evidence-based program needs to be implemented with
fidelity to achieve the intended benefits. One function of the
wellbeing staff (action 3.1.c) would be to ensure selection of
programs that have been accredited as evidence-based, and
to oversee their implementation.
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School engagement and mental health are also linked,
with mental illness often a major reason for disengagement
from education and a significant barrier to returning to
school.184 School disengagement can occur at different
levels, and while it is less common in primary than in high
schools, up to 18% of primary school students attend less
than 90% of the time.185 Disengagement from education is
not always as obvious as a child being physically absent from
the classroom. They could be disengaged in the content of
the lesson, or with the particular class or teacher, or with
school as a whole. At all levels, disengagement presents a

I had to be a parent when I was at home
because my Mum wasn’t always so well.
I’d have to look after my little brother, make
sure my sister was ok… when I got to school,
I was usually late, I would get picked on by
the teachers… I would give the reason and
they wouldn’t believe me; they would
think I’m lying.
Young person with experience of mental illness

risk for the child’s educational attainment. This in turn has
downstream impacts on later likelihood of employment,
low income, social exclusion, risky health behaviours (such
as smoking and alcohol abuse) and engaging in crime, all

In the preschool years, early childhood education can be

of which contribute to greater likelihood of development of

an avenue to address social disadvantage, including as a

mental illness.

way of helping vulnerable children reach their full potential,

Young people reported that when their school engagement
was disrupted by challenges they were experiencing in their
home environment (for example, they were frequently late

and to reduce intergenerational cycles of poverty and
incarceration but not all children and families access it.
While the Commonwealth Department of Education has a
Child Care Safety Net to provide additional assistance to

or missed school), the school would often respond with
punishment instead of trying to understand what the issues
were and how they could be accommodated.108 Schools and
educators need support to develop procedures for proactive
outreach to be automatically triggered when a student’s
attendance declines below a pre-determined level. In addition
to reviewing school disciplinary policies and practices
(action 3.1.a), primary school educators would benefit from
additional opportunities to consider how they respond to

services looking after the most vulnerable children, only a
third of the anticipated 70,000 low-income families expected
to access these entitlements have actually done so.187 The
GAP Taskforce on Early Childhood Education identified that
the factors affecting families’ lack of participation are more
complex than access to funding or facilities. Their findings
indicated that integrating health, welfare, school and early
learning on the same site improves outcomes, along with
engaging local communities to encourage use of

student disengagement and behavioural issues.

these services.188

This is in line with the Productivity Commission’s
recommendationsm, and the 2020 Review of the Disability
Standards for Education (2005) which highlighted the need
to strengthen the capability of educators and providers
to support students with a disability, and to embed
accountability for the Standards throughout the education
system.186 In an effort to move away from punitive disciplinary
responses, these instances should trigger consideration of
the child’s mental health and a care plan should be developed
in collaboration with both the child and their family. Similarly,
early childhood educators must be supported to adopt a
trauma-informed approach when children and families are
disengaging from their service (action 3.2.e).

m. ACTION 5.8: Educational Support for Children: The Australian Government should use data collected by schools as part of the Nationally Consistent Collection of Data on School Students
with Disability to evaluate the effectiveness of its disability funding structures for children with social-emotional disability. State and Territory Government departments of education should
review the funding for outreach services supporting students who have disengaged from education due to mental illness to return to school. Services should be expanded such that they are
able to support all students who are at risk of disengagement or have disengaged from their schooling. Departments should put in place clear policies for outreach services to proactively
engage with students and families who are referred to them once the student’s attendance declines below a determined level, and monitor their implementation.
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Things we can build on
Several State and Territory Education Departments have
Student Wellbeing Plans. Some schools are choosing
to implement programs that focus on key issues such as
bullying. There are strong examples of school-based child
welfare programs that have been designed to be delivered
in mainstream schools to cater for students needing
complex educational and therapeutic support. Programs
are delivered to educators via structured professional
development, consultation and mentoring, and are based
on the rationale that children’s biological and developmental
responses to trauma need to be addressed before they can
engage with learning content.189
The Commonwealth Department of Education’s Inclusion
Support Program190 provides additional support for children
that need it, and the guidelines have been expanded to
include children who are not coping, are struggling, or
unwell. The Inclusion Support Program’s objectives are to:
• support eligible mainstream Early Childhood Education
and Care (ECEC) services to improve their capacity and
capability to provide quality inclusive practices for
all children
• address access and participation barriers and to support
the inclusion of children with additional needs
• provide parents or carers of children with additional needs
with access to appropriate and inclusive ECEC services
so parents or carers can increase their activity including
work, study and training.
Research indicates that students from disadvantaged
backgrounds profit most from a combination of wholeof-school and targeted programs. The evidence also
suggests that specific student belonging and engagement
programs in schools had the greatest impact on academic
achievement.191 A pilot program, Thriving Together is
currently underway in NSW. Based on a social prescribing
framework, the program is designed to promote the benefit
of early learning to families living in poverty and to break
down the barriers to early learning and childhood care. It
has been designed to create a wraparound inter-agency
response to support the ‘front line’ parent(s), and to support
GPs with an easier referral pathway to access external
services and reduce demand on primary care.192
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Actions 3.2
a. Require all early childhood learning services and primary schools to develop a comprehensive wellbeing plan, which
should outline what the service or school will do to address issues identified as a priority for their students (including
those identified as part of actions 3.1.a and 4.1.c). Progress against these plans should be reported on regularly.
b. Make

funds available for schools to implement quality improvement activities related to student mental health
and wellbeing.
c. M
 ake funds available for schools to deliver evidence-based programs targeting the needs identified as part of action
3.2.a, with a particular focus on bullying and racism.
d. Adapt existing resources and training programs to provide educators with the skills to discuss mental health concerns
about a child/student with their parents or carers, including provision of interpreting services where necessary.
e. Establish and implement trauma-informed procedures for responding to students disengaging from education.
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Objective 3.3
Well-equipped educators

Educators play an important role as informed members of
management teams, including to implement support plans
in the school environment. In the first instance, educators
should be aware of the range of options for children and

Educators are uniquely positioned to identify signs when

families to seek mental health and wellbeing supports

children are struggling and to facilitate their connection

(action 3.3.b). This includes supports and services provided

with supports. However, they are not always provided with

through the school and the local community, as well as

the knowledge or support to ensure they are capable and

state or nation-wide services. This may be achieved

confident to do this effectively. Amongst educators, there

through professional development training and staff

is variability in awareness of the signs that children

meeting/induction processes.

are struggling or not meeting social and emotional
developmental milestones. Educators also experience

In order for the child to receive the support they need,

difficulties identifying the threshold at which they should seek

treatment plans depend on educators being able to

additional support for a child and are not always confident

develop effective working relationships with external

raising concerns if they were not first raised by a parent.

health providers as well as parents. Wellbeing staff
should have responsibility for establishing and maintaining
strong relationships with local service providers including
paediatricians, psychologists, allied health professionals

[Teachers] aren’t necessarily referring
because they don’t know the seriousness
of some of the symptoms

including speech pathologists and occupational therapists,

Education representative

with wellbeing responsibilities (action 3.1.c, action 3.3.b).

community health centres, and mental health services. This
could be facilitated through a designated contact within the
service who is known to (and works with) the school staff

In order for educators to be able to support students and
their families, educators’ mental health and wellbeing needs
Despite this, there is interest amongst educators in improving
understanding of how children’s mental health and wellbeing
can be supported in the classroom. There is a need to

to be supported. Without this support, educators are at
greater risk of feeling burnt out and experiencing their own
mental health struggles. Most State and Territory Education
Departments have targeted wellbeing plans for teachers and/

develop professional teacher training (action 3.3.a) on

or principals, recognising that positive wellbeing contributes

key topics such as:

to increased job satisfaction, enhanced leadership, and

• Identification of early warning signs that a child is

improved delivery of quality teaching and learning for

struggling with their mental health and where to refer

students.193 While there are programs such as Employee

families when necessary

Assistance Programs, these are not available to all educators.
Wellbeing staff should promote relevant staff training on

• How to have effective conversations with children

mental health and wellbeing, including policies, procedures

and parents about a child’s wellbeing

and information about available services for staff and

• Appreciation of the broader Social and Emotional

students both internally and externally, such as support

Wellbeing concept for Aboriginal and Torres Strait

via an educator’s regular GP (action 3.3.d).

Islander communities

While educators have diverse roles and cannot be expected

• Trauma-informed approaches to education.

to have the same level of expertise in mental health as mental

There is also a need to have clear guidelines and processes
in place, for educators to follow when they suspect a child
or family are struggling. This is likely to be involving the
student wellbeing coordinator as the first step (action 3.3.b).
Wellbeing coordinators also require sufficient education and
training to perform their role (action 3.3.c).

health professionals, a minimum standard of professional
development in relation to child mental health should be
applied (action 3.3.e). For example, educators could be
required to complete accredited professional development
relating to mental health or wellbeing once every two years.
Professional development should be accredited according to
national guidelines and paid protected time should be available
for completion of professional development activities.
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Things we can build on

One consequence of the move to home-based learning
as a result of the recent pandemic, has been increased

The Australian Professional Standards for Teachers set
out what teachers should be aiming to achieve at every stage
of their career.194 These include creating and maintaining

opportunities for communication with parents. This has
strengthened the relationship between teacher and families
and has given some parents and carers a new appreciation

supportive and safe learning environments, engaging in

for the strengths and difficulties their children have in different

professional learning, and engaging professionally with

domains. A similar advantage has been seen with the

colleagues, parents/carers and the community.

introduction of telehealth measures, which have increased

Programs are available for primary schools to help make it

opportunities for health professionals to connect with

easier for educators to identify children who are struggling,

educators to support children in their care.

in order to offer them school-based interventions and/or
external referrals. One model is based on training educators
in the following: noticing changes in mood or behaviour
(that may indicate difficulties in managing emotional
distress), building trusting and supportive relationships with
parents and carers, inquiring sensitively about the child’s
circumstances, and planning the first steps and referrals
within or outside the school setting.195

Actions 3.3
a. Develop professional learning courses/modules specifically designed for educators that focus on key mental health
and wellbeing topics.
b. Create

clear processes to guide educators when concerned about the mental health of a student/child, including up-todate information regarding the range of locally available or online support options for children and families (note role of
wellbeing coordinators, see action 3.1.c).
c. Provide designated wellbeing coordinator staff (see action 3.1.c) with appropriate training to undertake their role.
d. Ensure formal, independent mental health and wellbeing supports are made available to all educators for their
own mental health and wellbeing, building on existing teacher and principal wellbeing plans and frameworks.
e. Establish professional learning requirements for educators in relation to mental health, with paid protected time
for participation.
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The below table outlines some proposed indicators of change. If the objectives of this focus area are realised, we would expect
to see improvements in the below.

Focus Area 3: Education Settings – indicators of change
3.1. Use of policies, processes and programs supporting child mental health and wellbeing
3.2. Proportion of education institutions with wellbeing coordinators
3.3. Uptake of training and professional development in child mental health and wellbeing
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Focus area 4:
Evidence and Evaluation

In the optimal system, programs and services provide

The optimal system is comprised of evidence-based

consistently high-quality supports for children and families.

programs and services, where the impact on outcomes

This focus area speaks of the importance of embedding

is monitored and evaluated, and funding is allocated

a culture of evaluation in child and family mental health

accordingly. Key objectives in this focus area include

supports. This culture of evaluation includes:

improved collection and use of data, ensuring ongoing

1.

feedback and evaluation, and use of evidence to deliver

Providing services and programs that have

quality services.

proven to be effective through robust evaluation
2.

Ensuring that services are delivered and programs
are implemented with high fidelity (i.e. they are
implemented completely and with alignment to the
way they were evaluated as effective)
Embedding ongoing feedback loops to check that
programs are having the intended impacts in Australian
contexts and to inform continued improvement.
Importantly, these feedback loops must involve
the children and families who use the services
and participate in the programs.
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Objective 4.1 Meaningful
data collection

Such monitoring would help inform strategies to increase
perinatal screening (action 1.1.a). Where screening rates have
been measured (based on use of the Edinburgh Postnatal

Population data about children’s mental health and wellbeing
are important for informing decision making in relation to

Depression scale), screening rates are much higher in public
than private settings, with a 71.3% overall screening rate in
the six month period of data collection.201 In general, women

policy and funding, as well as for measuring changes over
time. We need reliable data to make sure that the resources
are going where they are needed, and when changes are
made, that they are having beneficial impacts for children and

were less likely to be screened if they were older (aged 36+),
were wealthier, were single or separated or if they identified
as Aboriginal or Torres Strait Islander.

families. Meaningful data are also essential to monitoring

During the preschool years, children typically have regular

whether systems and processes are changing in the right

contact with health services such as GPs and child and

way, and whether the anticipated improvements are actually

maternal health nurses. During these contacts, services are

being achieved.

able to check on a child’s progress against developmental
milestones and facilitate routine vaccinations. These

It is also important to collect data at three levels: process

contacts may also provide opportunities to systematically

data, impact data and outcome data. Process data relates

gather information on the mental health and wellbeing of

to implementation and includes indicators such as reach,

children (action 4.1.b). For the individual child, this would

engagement, satisfaction, and quality of programs and
services. Impact data tracks ‘precursor’ variables that may
indicate that things are heading in the right direction, such

be beneficial in terms of connecting them to supports if
needed. For the community more broadly, the information
gathered during these contacts could better inform national

as changes in awareness, knowledge, attitudes/beliefs.

approaches to policy and funding.

Outcome data aims to measure whether changes occur in
the fundamental issue, such as enhancements in mental

For school age children, primary schools provide a unique

wellbeing or the incidence and prevalence of mental health

opportunity to gain insights into the mental health and

difficulties, disorders and suicidality, as well as non-health/

wellbeing of our children. There is a well-known association

mental health indicators such as interpersonal, academic

between student wellbeing and educational outcomes, such

and employment outcomes.

as attendance, connectedness and engagement with school,

Children’s mental health is an area where key population
data are missing.1 There is currently no regular national data
collection or reporting regarding children’s overall mental
health and wellbeing. To inform relevant policies and services,
it would be helpful to have data relating to infancy (0-2 years
old), preschool (3-5 years old) and primary school (6-12 years

and NAPLAN performance.202 However, there is a key gap in
national data collection in relation to measures of student
wellbeing in education settings. This information is important
to both enable improved understanding of the development
of students’ social and emotional skills203 and to inform how
schools can best support their students’ wellbeing (action 4.1.c).

old). There are significant benefits to undertaking longer
term research regarding children, including longitudinal
studies, as outcomes may not be immediately evident. This is
particularly true of younger age groups. Longitudinal data can
examine how environmental experiences interact and affect
outcomes, and highlight windows of development where
early intervention would be most beneficial.196
There has been increasing interest in perinatal mental health
screening as a result of increased understanding about
the prevalence of perinatal anxiety, stress and depression,
particularly in mothers.197 While there is currently a Perinatal
National Minimum Data Set, this does not include any
data elements related to mental health (action 4.1.a).198
Additionally, Australia does not have a national
approach to monitoring screening rates199 despite
Australian clinical guidelines recommending universal
antenatal screening of pregnant women.200
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Difficulties accessing data across sectors such as

However, this represents a challenge to obtaining service

education, justice and community health have been

funding, since there is often not a formal evidence base

identified as a barrier to research in child mental health.

(for example, randomised controlled trials), despite services

In work undertaken by the Commission to develop a National

observing the benefits of their approaches within their

Mental Health Research Strategy, this was identified as the

communities. When collecting data on Aboriginal and Torres

top priority to better progress research in this domain.

Strait Islander children, it is important to work with Aboriginal

A collaborative and coordinated approach to data collection

and Torres Strait Islander organisations.

and sharing is required across the various sectors that play
a role in children’s mental health, and there needs to be a
mechanism to share data across different services with the
consent of individuals. These barriers should be addressed
to facilitate better quality research (action 4.1.d). In addition,
ideally a standardised approach to best practice data
collection would be taken, including standard data collection
points across all states and territories. The availability of
consistent measures would lead to more rigorous longitudinal
studies by providing linkages across different stages of
development across the life course. Data also needs to
be accessible for the communities that are the subject of

For Aboriginal and Torres Strait Islander children, family
and communities, the four key priority reform areas of the
National Agreement on Closing the Gap 2020204 are critical
to improved social emotional wellbeing and mental health
outcomes. These priorities are:
1.

Formal partnerships and shared decision making

2.

Building the community controlled sector

3.

Transforming Government organisations

4.

Shared access to data information at a regional level.

research. This includes translation into additional languages,

As noted in priority reform four from Closing the Gap,

consideration of needs of people with disability, and generally

Aboriginal and Torres Strait Islander people should be

ensuring that participants are able to meaningful engage with

supported to understand what data has been collected about

data gathered from their community.

them and how they can access this information.204 Additionally,
Aboriginal and Torres Strait Islander organisations should be

The service features that are important, even essential,

supported to collect and use their own data.204

to service users can differ between cultures and
communities. This means that services designed in the
context of one culture or community may not translate
effectively into another.

Shift resources to the prevention side
of things, to being co-designed and led
by Aboriginal Community Controlled
Organisations… you’ll definitely get much
more traction in terms of service outcomes…
In terms of commissioning services… we end
up with a concept of co-design that is not
real because the commissioning of service
parameters has already been set.

What is the feedback and how are services
flexible and responsive to adapt to what a
particular community or subgroups within a
community need in terms of mental health…
it changes overtime as communities develop
or new communities come.

Aboriginal and Torres Strait Islander health professional

Professional working in migrant and refugee services

This is evident when services designed from the perspective
of non-Indigenous Australians are delivered to Aboriginal
and Torres Strait Islander Australians. Aboriginal and Torres
Strait Islander services report that often these services
are rejected by communities as they fail to recognise
the importance of factors such as culture, history, and
community connection. For services used by Aboriginal
and Torres Strait Islander children and families, the evaluation
component needs to value Aboriginal approaches to evidence
and expertise, and to be informed by Aboriginal and Torres
Strait Islander ways of knowing, understanding and evaluating
(actions 4.1.e and 4.1.f).
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For Aboriginal and Torres Strait Islander communities, a lack
of data sovereignty means that programs or policies fail
to reflect Aboriginal and Torres Strait Islander priorities,
values, cultures, worldviews and diversity.2 When data
is limited or does not reflect the experiences of those who
are the subject of the data, then interventions (such as
services and programs) that are designed on the basis of
this evidence are unlikely to be successful.205 This Strategy
supports data capture and evaluation that is the result of
a co-design process informed by Aboriginal and Torres
Strait Islander perspectives and expertise (action 4.1.e)
and development of measures that appropriately represent
cultural conceptualisations of wellbeing in collaboration with
the relevant communities (action 4.1.f). This includes better
integration into data analysis of culture, cultural practices and
experiences. In order to inform improvements, gap analysis,
and track progress and outcomes for Aboriginal and Torres
Strait Islander children and families.
Service needs for culturally and linguistically diverse, refugee
and asylum seeker communities also differ. Many of these
communities will have differing ideas and conceptions
around mental health, family and the role of community.
These, as well as the unique experiences and challenges
of communities have direct impacts on what children and
families need from services. Services should ensure that
feedback is obtained on an ongoing basis from children
and families who use them, to build the evidence base for
effective service delivery and to facilitate the tailoring of
services to the unique needs of communities (action 4.1.f).

Contextualising the situation… talking
about the journey and migration and
refugee experiences… we find that engages
communities, individuals and families
into services.
Professional working in migrant and refugee services
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Things we can build on

The NSW Child Development Study is a more recently
commenced longitudinal study of child mental health and

Longitudinal data are particularly useful for exploring
developmental pathways and identifying risk and protective
factors, as evidenced by the insights gained from the

wellbeing in a cohort of children who were assessed using
the Australian Early Development Census in 2009 and/or the
Middle Childhood Survey in 2015.209 The study aims to obtain

Longitudinal Study of Australian Children. This study

data about the development of the cohort during early and

explores a range of development and wellbeing questions

middle childhood in order to map patterns of resilience and

and has provided insights in areas such as the impact of
bullying on mental health, parent relationships with children
and sleep.206 Commencing in 2003-04, data has been

vulnerability for later mental health, education, work, and
other outcomes.209

collected from two cohorts each year with study participants

The Australian Early Development Census (AEDC) is

now in their teens and young adulthood.

a current nationwide data collection of early childhood
development held every 3 years.210 Data are collected from

Other Australian longitudinal studies of note include the
Raine Study and the Mater-University of Queensland Study
of Pregnancy (MUSP). The Raine Study was established in
1989 as one of the largest prospective cohorts of pregnancy,
childhood, adolescence and adulthood in the world.
Outcomes from this research have delivered findings on the

teachers at the time children commence their first year of fulltime school. The AEDC has five domains: physical health and
wellbeing; social competence; emotional maturity; language
and cognitive skills (school-based); and communication skills
and general knowledge.

link between sleep patterns in childhood and adult mental

The South Australian Wellbeing and Engagement Collection

health, and maternal smoking on children’s physical and

is a survey that collects information from students in years

mental health.207 The MUSP began in 1981 as a prospective

4 to 12 about non-academic factors relevant to learning and

study of 8,556 pregnant women, initiated after their first clinic

participation, including emotional wellbeing, engagement

visit. Data collection has occurred across various time points

with school, learning readiness and health and wellbeing out of

for both mothers and children, with a new phase examining

school.211 The collection was initiated in 2013, and is ongoing.

outcomes in the third generation (grandchildren of original
participants) about to commence.208

The Australian Institute of Health and Welfare has recently
included three perinatal mental health screening data items
in their National Best Endeavours Data Set to be collected
from 1 July 2020.212 This is the first step in getting the items
into the Perinatal Minimum Dataset and jurisdictions are
already working towards this goal.
As part of the Be You evaluation, the Commonwealth
Department of Health is funding the University of Queensland
to develop a costed plan for future longitudinal research
study on national promotion, prevention, early intervention
and prevention mental health programs.
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Actions 4.1
a. E xpand the Perinatal National Minimum Data Set to include indicators of mental health screening in the weeks before
and immediately after birth (see also action 1.1.a).
b. Establish

a national system for pooling key information related to child mental health (wellbeing indicators) gathered via
routine developmental checks or vaccinations conducted during the preschool years.
c. E
 stablish a national minimum dataset on student wellbeing with annual collection conducted via schools and regular
reporting on how schools are addressing any issues identified.
d. Task the Inter-Departmental Committees proposed by this Strategy (see section 4.1) with resolving current barriers to
relevant data sharing across sectors such as education, justice and community health, for the purposes of informing
child mental health and wellbeing.
e. Ensure that data capture and evaluation practices related to Aboriginal or Torres Strait Islander child mental health
and wellbeing are consistent with the principles of co-design (i.e. with significant involvement from the communities
represented in the data).
f. D
 evelop measures that appropriately represent cultural conceptualisations of wellbeing in collaboration with the relevant
communities, where such measures do not currently exist.
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Objective 4.2 Embedded
evaluation and feedback

Those using services have a valuable and essential
perspective for informing service delivery. The ability of
children and young people to contribute their feedback
and ideas can often be mistakenly underestimated. It’s

There is a large and growing number of clinical services
and programs targeted at children’s and families’ emotional
wellbeing. However, only a small number of these have

important to implement evidence-based programs, but
perhaps even more important to hear whether the intended
audience finds them useful. Children and families using

robust evaluation embedded into program design. This

services, or who have used services in the past, are often

makes it difficult to reliably determine the impact of one
program over another. Furthermore, funding contracts rarely
cater for or require sophisticated evaluation of program

keen to provide feedback, and their input on what worked
well or didn’t work well for them is crucial. In fact, program
or service evaluations are most useful when they focus on

outcomes and impact. While some services are collecting

the key outcomes that are important and meaningful to the

data to enable program monitoring and reporting, many
providers do not have capacity to collate data nor to conduct
robust program evaluation. Service providers (including MBS
services) should be required to build evaluation into their
programs and funders to make this a requirement of ongoing

children and families themselves (action 4.2.e). In eliciting
feedback, services should also assume that accessible
accommodations may be required (for example, having
translated documents, Auslan, Braille, interpreters).

funding (action 4.2.a). Plans for service evaluation should be

Evaluations should be resourced in project budgets and

made at the time services are commissioned, with funded

both community-based and Aboriginal and Torres Strait

(protected) time for service staff to dedicate to evaluation

Islander organisations should be supported with skill

activities and training.

development and financial resources to lead and manage

This expectation of embedded evaluation should also apply
to the programs and wellbeing resources within schools.
(action 4.2.b). While there are a large number of wellbeing
programs and resources available to schools, the majority of
funding for programs is spent on their delivery with minimal
support for program evaluation.202 The lack of evaluation

evaluations (internally or externally). Aboriginal and Torres
Strait Islander organisations should be resourced to build
evaluation capability and their own information management
systems (action 4.2.f). External evaluations should align
with Aboriginal and Torres Strait Islander organisations
information management systems so that there is greater
recognition of Indigenous data sovereignty, reduced

data relates to both outcomes and the implementation of

additional burden of data collection

wellbeing initiatives, as most program providers do not
collect evidence to support iterative program improvement
and increased effectiveness.202 Furthermore, schools often

for external evaluations and greater utility of data collected
by Aboriginal and Torres Strait Islander organisations.

struggle to implement programs consistently and with fidelity
(objective 3.2).
This problem is underpinned by a lack of implementation
evaluation to understand how programs are being delivered
on the ground and to identify barriers to effective delivery.202
This lack of evidence should be addressed both in schools
(action 4.2.c) and as part of the implementation of parenting
programs (objective 1.1) and place-based approaches
(objective 1.3). Evidence about the strategies and actions
that are making a positive difference to the wellbeing of
children should also be collected and communicated
nationally (action 4.2.d). Potentially including specific
funding to trial and evaluate innovative school-based
approaches, and promotion of existing datasets that could
inform policy and research.
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Things we can build on

While co-design with children and young people has
additional challenges, it has been successfully deployed to

Progress has been made in the development and use of

develop e-health interventions for treatment of conditions

routine outcome measures to help measure the quality

including anxiety, and for self-monitoring during treatment for

and effectiveness of mental health services in Australia.213

depression.218 In some child mental health related fields, such

Routine outcome measurement involves the systematic

as allied health, there is a move away from the traditional

collection of clinician and patient feedback each time
services are provided.213 This data is used to inform clinical
practice, service planning and policy development.214

model of practitioners as ‘consumers’ of research, toward
greater involvement in research training and leadership,
knowledge translation, and evidence implementation.219

In recent years there has been an increased focus on patient
reported outcome and experience measures, emphasising
the importance of the perspective of consumers and

An evaluation process is currently in place for the national
Be You curriculum. By embedding evaluation as part of
the implementation process, the Be You team will better

measuring the outcomes which are important to them.

understand the outcomes that are emerging, and understand

Patient reported outcome measures capture consumers’

whether the initiative and processes are being implemented

perceptions of their health,215 while patient experience

with fidelity. The results of the evaluation are due in May

measures capture consumers’ views and perspectives

2021. An evidence-based rating scale for online mental

about the services they received (such as wait times,

health programs for schools has also been developed,

physical environment and interactions with clinicians).

to be hosted under the Be You programs directory from

Your Experience of Services survey is an example of a

October 2020.

survey that has been used in some Australian States to
measure items such as how safe, welcome and respected
individuals and families felt accessing mental health
services.216 There is a ‘Family of Youth’ component to the
survey which targets parents, families and carers of children
and young people accessing services.217

Actions 4.2
a. Require and resource service providers to build evaluation into their programs from the beginning, with reporting on
findings a requirement for further funding.
b. Require

wellbeing programs delivered within schools or early childhood learning settings to have demonstrated evidence
of improving student/child wellbeing.
c. Include implementation evaluation as part of the broader evaluation of child mental health and wellbeing programs
to highlight what is required to deliver these programs with fidelity.
d. Openly communicate the evaluation results for child mental health and wellbeing programs that are being delivered,
including both positive and negative outcomes.
e. Require service and program providers to enable children and their families to provide feedback on the services they are
receiving. Require service providers to outline how they use this feedback to inform quality improvement of their services.
f. A
 boriginal and Torres Strait Islander organisations should be resourced to build evaluation capability and their own
information management systems.
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Objective 4.3
High-quality research

Ongoing clinical trials can play an important role in

The development of new approaches to meeting the mental

in relation to children who are unwell taking part in trials

health needs of young people has led to national reforms

are lacking in mental health.224 Research is also beneficial

and the development of a framework for youth mental

for those who participate, beyond just global knowledge

health research in Australia.3-5 However, coordinated

generation. It is known for example, that participants in

multidisciplinary efforts involving community consultation

clinical trials tend to have better outcomes than those with

have yet to be similarly applied to children under 12 years

similar characteristics who just receive standard care. Yet,

of age and there is an overall lack of trials in child mental

despite the paucity of knowledge about the best treatments

health. The 0-12 years age range offers a unique window for

for many of the most common mental illnesses, there is not a

research exploring mechanisms that may cause and maintain

strong culture of research as part of standard clinical practice

mental illness. This includes causal processes for specific

in child psychology, allied health and psychiatry.224

diagnoses, and those processes that span across multiple

We should ensure that research into the mental health needs

disorders.220 In addition, transdiagnostic approaches offer

and treatment outcomes for children receives adequate priority

an opportunity to guide clinicians when children appear with

for funding (action 4.3.b), and that specific research targets

complex presentations.

are the result of consensus driven priorities, such as those

improving best practice in treatment guidance and
guidelines. It is argued that compared to other areas of
medicine (for example, oncology), the resources and culture

identified under the National Mental Health Research Strategy.

Moreover, apart from general factors like severity and
parental mental health, knowledge is lacking around

Current ethics processes often make research with

risk factors for persistence of symptoms from childhood

children challenging and this should be addressed (action

into adulthood. Consequently, there is a lack of treatment

4.3.c). There is a focus by Research Ethics Committees

programs specifically targeting children at high-risk, who

on children’s status as ‘vulnerable’, with frequently raised

will likely need a more intense treatment program. There

concerns about issues of consent, methods of recruitment,

are also no large scale harmonised data collections in child

care and protection of participants, scientific design

development, or in child and adolescent mental health

and confidentiality.225,226 While it is reasonable for ethics

programs (apart from the routine outcome measures)

committees to be concerned about these issues, including

to improve the identification of children at high-risk.

children and families (or consumers generally) in the design
and development of research questions and research

There are evidence-based interventions available

methods would be a helpful strategy to help navigate these

for some childhood onset disorders, for example

concerns (action 4.3.d). Doing so would also increase the

Cognitive Behavioural Therapy for anxiety disorders and
pharmacological treatment for ADHD221,222 but there are also
huge gaps in our knowledge. To illustrate, psychotherapy for

likelihood that the subsequent research will address real
world treatment issues and questions.227

depression seems less effective in children under 13 years,223

In the optimal system, children would receive measurement-

the choice of pharmacotherapy for children with ADHD is now

based care where treatment is optimised based on ongoing

a case of trial and error,

221

and there are not many evidence

feedback.228 Clinical measures of outcomes of treatment

based interventions for ASD after the early years (action 4.3.a).

would be augmented by the collection of information on other

What works for individual children can also vary, and not every

factors, including family characteristics, school functioning,

child will find the standard treatment modality acceptable

and biomarkers, to support analysis to identify which children

or useful. In some cases, it may be appropriate to embed

do not fully recover and why. These results could also be

research capacity and capability into service provision.

used to set up treatment trials to target those children who
are still struggling in order to improve outcomes.

There was a dismissiveness and if I didn’t
talk, [the counsellor] wouldn’t try very hard
to get me to talk or help me find a way to
talk about my experiences, even if it was
through writing or pictures. No one tried
that until I was well into grade 7.
Young person with experience of mental illness
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Things we can build on

The Ethics Research Involving Children (ERIC) project
aims to encourage ongoing international collaboration around

The Million Minds Mission (under the Medical Research

improving ethical research involving children. It developed in

Future Fund) has prioritised participatory mental health

response to an identified need for ethical guidance to support

research into prevention and wellness, early intervention

researchers throughout their research processes, and to

and treatment strategies for children, youth and emerging

create common resources for research funders and ethics

adults. To date, two major grants have been awarded

review committees. The ERIC resources are freely available

for projects focused on child mental health, including

online, including a monitored forum to promote questions,

Emergency Department management of acute mental

discussion and debate, along with a resource library and case

health crises and translating evidence-based interventions

studies from researchers examining actual ethical challenges

into population-level digital models. Another three
grants were awarded for projects focused on mental health
in Aboriginal and Torres Strait Islander communities including;

across different contexts and research methodologies, and
the response to them at the time they arose.230

generation of Indigenous patient-centred, clinically and

James Lind Alliance Priority Setting Partnerships (PSP) aim

culturally capable models of mental health care and culturally

to identify and raise awareness of research questions directly

appropriate models for improving mental health and wellbeing

relevant to consumers, carers and health practitioners. The

in Aboriginal and Torres Strait Islander young people.

partnership model uses a participatory process involving

229

health and social care professionals, carers and families and
those with lived experience of the health area in question.
In 2018, they conducted a PSP focused on mental health in
children and young people that helped to identify the top 10
unanswered research questions.231

Actions 4.3
a. Advocate for research into child mental health needs and treatment as a priority, arguing for child mental health research
to receive funding that is comparable to child physical health.
b. Identify research priorities for child mental health, incorporating a focus on priority populations and the current gaps in
our collective knowledge regarding treatments. Allocation of funding must be aligned with these identified priorities.
c. R
 eview current research ethics approval processes, looking for ways to facilitate innovative research without
compromising the safety of research participants.
d. Require researchers to consult with children, family and relevant community members as part of the research design
process, with the expectation that those involved are also informed of any results of the research.

The below table outlines some proposed indicators of change. If the objectives of this focus area are realised, we would expect
to see improvements in the below.

Focus Area 4: Evidence and Evaluation – indicators of change
4.1. Collection and use of data relating to child mental health and wellbeing
4.2. Use of evaluation and sharing of outcomes relating to child mental health and wellbeing
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4. Implementation
For this Strategy to have the intended impact on children’s
mental health and wellbeing, it must be acted on.
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For this Strategy to have the intended impact on children’s mental health and wellbeing, it must be acted on. To this end,
we recommend the Commission establish a National Steering Committee, with representation from across relevant
Commonwealth Government portfolios (such as health, education and social services), Aboriginal & Torres Strait Islander
representatives, implementation experts, and people with expertise in the provision of child mental health supports and
treatment. This Steering Committee would be time limited and support the Commission to develop an implementation plan
and initiate the process of monitoring progress against the relevant indicators of change. Input should be sought from parents,
carers, children and young people as required. Indicators of change should measure the impact of the strategy in a way that
takes geographical location and specific population groups into account, to determine equity of impact. Indicators are also
not intended to exclude the use of qualitative data, and/or other measures of quality improvement from the child and family
perspective, such as reduction in distance travelled or being able to see the same practitioner for an extended period.
To assist with implementation planning, we recommend Inter-Departmental Committees (IDCs) be established at the
Commonwealth level as well as within each jurisdiction, to identify what each government department could do towards
achieving each of the objectives in the Strategy. The IDCs would have a critical role in ensuring the proposed actions were
supported by all relevant departments and ensure a genuinely collaborative approach to overcoming any barriers such as those
government agencies may face in giving priority access to services for children in State care. Therefore, the IDCs must include
representatives from disability, justice, education, family support, early childhood, and health (maternity, primary care, maternal
and child health, mental health). They must also include representation from Aboriginal and Torres Strait Islander communities,
parents, carers, children and young people.
Each IDC should regularly (such as every 3 years) report to the Commonwealth and State and Territory Health Ministers on
their progress against each of the objectives, with an independent organisation monitoring the proposed indicators of change
nationally. The final indicators used and the frequency of reporting should be determined through agreement between the data
custodians and IDCs.
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5. Summary of Actions
Responsibility for implementation of these actions may
be shared between groups or amended as requirements
are scoped.
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The order in which the Focus Areas and associated actions are presented in this Strategy is not indicative of their priority for
attention or implementation. Many of the proposed actions would need to be implemented concurrently as they are dependent
on each other. Responsibility for implementation of these actions may be shared between groups or amended as requirements
are scoped. However, an overview of who is likely to be responsible for each action is included below.

Focus Area 1: Family and Community
Objective 1.1: Supported families

Who’s responsible?

a. Implement perinatal mental health screening for expectant parents in maternity services

State and Territory

(public and private), monitoring and reporting on alignment with the National Perinatal Mental

Governments

Health Guidelines (see action 4.1.a).
b. E
 nsure evidence-based resources that provide practical suggestions on how families can

PHN/LHD

support children’s emotional wellbeing are made easily accessible and promoted widely.
These must include specific resources for families where there are additional physical,
neurodevelopmental or cultural needs, developed via genuine co-design.
c. R
 outinely offer evidence-based parenting programs to parents and carers at key

Commonwealth,

developmental milestones for their child – for example, the perinatal period (from 6 weeks),

State and Territory

at commencement of early childhood education (age 2-4); transition to primary school

Governments

(age 4-6), when their child moves to the penultimate year of primary school (age 10-11); and
at the commencement of high school (age 12+), with targeted engagement and tailored
programs for fathers and male caregivers.
d. Implement a nation-wide campaign aimed at promoting the availability and value of
parenting programs, with specific efforts to address stigmatising attitudes towards

Commonwealth
Government

participation in such programs and to removing practical and financial barriers to
participation, especially in refugee and migrant communities.
e. Promote parent helplines and hotlines (available in each state and territory) as the first
‘port of call’ for any parenting concerns, and enable helplines to take calls through the

State and Territory
Governments

Translating Interpreting Service, to communicate with parents who do not have English
as a first language.
f. Include emotional wellbeing modules and information about locally available supports in all
antenatal and parenting training courses delivered to new parents.
g. D
 esign systematic methods for identifying children who do not start primary school by the
required age, with this prompting a compassionate outreach of support to engage the child

State and Territory
Governments
State and Territory
Governments

and family.
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Objective 1.2: Increased mental health literacy

Who’s responsible?

a. Plan and implement a program of activities (such as campaigns) to increase parents’ and

Commonwealth,

carers’ understanding of the signs that a child needs mental health support, including

State and Territory

during and after national disasters. These activities should directly address any common

Governments

myths or misconceptions about child mental health and wellbeing, and promote children’s
participation in mental health discussions.
b. E
 nsure mental health literacy resources do not assume any background knowledge about

Commonwealth,

mental health, use terminology and examples that have universal relevance wherever

State and Territory

possible, and are translated into languages other than English.

Governments, and
parenting services

c. T
 he concept of the wellbeing continuum and its associated anchor points should be tested
to see if they have resonance for different communities, including assessing how well they
translate into different languages and cultural norms.
d. Provide resources about mental health to those in community organisations working or

Commonwealth
Government

State and Territory

volunteering with children, including information on how to listen to and advocate for the

Governments, and

child’s perspective and where they can direct children and families if they need additional

Local Councils

mental health and wellbeing support.

Objective 1.3: Community-driven approaches

Who’s responsible?

a. Identify and invest in communities that could benefit most from community level support; for

Commonwealth,

example, those with low school attainment, high unemployment, poor physical and mental

State and Territory

health, high imprisonment rates, high incidence of child abuse or neglect, or any other factors

Governments, and

that contribute to or maintain an environment of social and economic disadvantage.

Local Councils

b. W
 ork with communities to develop and deliver tailored programs focused on improving

Commonwealth,

child wellbeing and based on the key characteristics of successful place-based

State and Territory

approaches. These may build upon existing social networks organically built through

Governments, and

contact with maternal and child health, educational settings, sport and other

Local Councils

community settings.
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Focus Area 2: The Service System
Objective 2.1: Improve system navigation

Who’s responsible?

a. Build on and promote existing online navigational tools (such as HealthPathways) to enable

Commonwealth,

both providers and community members to find the most appropriate locally available

State and Territory

supports for children struggling with their mental health.

Governments

b. R
 eview consumers’ experience of transitions between services (including across
jurisdictions and sectors) and redesign processes to ensure children and families

State and Territory
Governments

experience optimal transition of care.
c. E
 stablish model of integrated child and family care (see page 47-49) networked across

Commonwealth,

Australia that provides holistic assessment and treatment for children 0-12 years old

State and Territory

and their families.

Governments

d. E xamine how policy, services and implementation affect transition from childhood to
adulthood in the healthcare system, and redesign to allow for a seamless transition.

Commonwealth,
State and Territory
Governments

e. Model the current and future demand for mental health services and identify gaps.

State and Territory
Governments
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Objective 2.2: Collaborative care

Who’s responsible?

a. Incentivise all relevant service providers to participate in case conferencing. This could

Commonwealth

be done by enabling providers of all disciplines to claim the existing case conferencing

Government

Medicare item numbers.
b. R
 equire all service providers, including outside of the health system, to communicate with a
child’s nominated GP about supports they are arranging or providing. This communication

Service provider
organisations

should be regular to ensure the GP is aware of the supports a child is receiving.
c. E
 nable service providers to claim Medicare payments for consultations with parents and
carers as part of a child’s mental health treatment, removing the requirement for the child to

Commonwealth
Government

be present.
d. Require mental health professionals to communicate with educators and other service

Commonwealth,

providers about a child’s treatment and support plan, with the family’s permission and

State and Territory

subject to this being deemed clinically appropriate.

Governments

e. Equip child mental health services to identify parents and carers who are struggling
with their own mental health and require them to connect those parents and carers with

Service provider
organisations

appropriate supports.
f. Equip adult mental health services to identify any children in their clients’ care who need
mental health support and require them to connect those children with appropriate supports.
g. Include content specifically targeting parents in workplace mental health programs, with a
particular focus on new parents during the return to work phase.

Service provider
organisations
Workplace mental
health program
providers
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Objective 2.3: Access and equity

Who’s responsible?

a. Increase resourcing for public mental health services to support children aged 12 and

Commonwealth,

under. Funding should be attached to implementation of the model of integrated child and

State and Territory

family wellbeing services (action 2.1.c).

Governments

b. P
 rovide accessible and affordable training and resources to GPs, paediatricians and other

PHN

care providers to help them respond to children and families who are struggling, including
for practitioners in regional and remote areas.
c. Implement innovative service delivery models that integrate face-to-face and telehealth

PHN/LHD

consultations, digital interventions, and phone helplines to improve access to services.
d. Commit to ongoing Medicare funding for telehealth services.

Commonwealth
Government

e. Embed the principles of genuine co-design into the design, delivery and evaluation of all

PHN/LHD

services supporting children and families; actively inviting involvement from the people the
service aims to support.
f. Establish accountability mechanisms (for example, audit and public reporting) that

PHN/LHD

encourage services to improve their accessibility for children and families, including those
from Aboriginal and Torres Strait Islander communities and culturally and linguistically
diverse communities.
g. F
 or programs involving specialists providing advice, education or professional support to

Commonwealth,

rural providers, adopt governance arrangements that make funding dependent on the rural

State and Territory

provider’s needs being met.

Governments

h. E
 nsure free or low cost mental health services are accessible to parents and carers with
mental illness.

Commonwealth,
State and Territory
Governments
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Objective 2.4: Built for complexity

Who’s responsible?

a. Provide specific funding for care coordination to be available to children and families with

Commonwealth,

complex needs, offered at key points of contact with services.

State and Territory
Governments

b. S
 uicide prevention programs and activities, such as aftercare, should consider the unique
needs of children who may access the services.

Commonwealth,
State and Territory
Governments

c. R
 equire relevant services to give priority access to children who are in State care, or who

Commonwealth,

have been the subject of notifications, and Aboriginal and Torres Strait Islander children who

State and Territory

have been placed with kin/community networks, and for care to be provided more frequently.

Governments

d. Support all government departments to outline and regularly report on what they do to
support children in State care, with independent monitoring of outcomes.

Commonwealth,
State and Territory
Governments

e. Require relevant services to outline and regularly report on what they do to ensure

Commonwealth,

they are accessible and effective for children with physical or intellectual disability or

State and Territory

neurodevelopment disorders, with independent monitoring of outcomes.

Governments

f. Children struggling with their mental health should also be examined for physical health

PHN/LHD

problems to ensure a holistic approach to health and wellbeing.
g. C
 hild and family mental health and wellbeing supports for Aboriginal and Torres Strait

PHN/LHD

Islander communities should be delivered by Aboriginal Community Controlled Organisations
wherever possible, with activity and outcome measures to be collaboratively determined
between the funder, service provider and the community to ensure they are appropriate.
h. R
 edevelop systems and criteria that prevent children with complex needs from accessing
services, including addressing workforce capability where required.

Commonwealth,
State and Territory
Governments

i. Build on holistic support models for children who have had contact with the justice system
or are at risk of coming into contact with the justice system.

Commonwealth,
State and Territory
Governments
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Objective 2.5: Skilled workforce

Who’s responsible?

a. Increase requirements for early career training in child and family mental health for all

Universities, specialist

relevant service providers.

colleges, LHD

b. Incentivise existing service providers (including GPs, maternal child and family health

Commonwealth,

nurses and allied health), with a focus on practitioners in rural and remote areas, to

State and Territory

complete training in children and family mental health assessment and treatment.

Governments

c. S
 upport public mental health services to act as training facilities for new graduates through
designated training places and funding of supervision time.
d. Create and incentivise training opportunities for mental health professionals (for example,

State and Territory
Governments
LHD/specialist

psychologists, psychiatrists, social workers, nurse practitioners) to work in regional and

colleges/

remote areas.

Commonwealth,
State and Territory
Governments

e. Develop cultural understanding amongst health professionals to work safely and effectively
with Aboriginal and Torres Strait Islanders children and families, and provide greater

Universities/LHD/
specialist colleges

support for Aboriginal Health Workers to engage in child mental health focused ongoing
education and training.
f. Build on existing models of supervision and case consultation for private practitioners using
a peer support/supervision model.

peak bodies

g. D
 evelop workforce projections in the public sector based on evidence and epidemiology
and use these to inform further recommendations.

Profession

Commonwealth,
State and Territory
Governments, PHNs
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Focus Area 3: Education Settings
Objective 3.1: A wellbeing culture

Who’s responsible?

a. Conduct thorough reviews of school and early childhood policies and processes, looking for

Schools and early

opportunities to reduce possible stigma and discrimination.

childhood learning
services

b. Identify senior staff within early childhood learning services to be responsible for (1)
planning and coordinating wellbeing activities for the students, and (2) maintaining

Early childhood
learning services

knowledge of and relationships with locally available and online supports.
c. E
 mploy wellbeing coordinators in each primary school to be responsible for (1) planning

State and Territory

and coordinating wellbeing activities for the students, and (2) maintaining knowledge of and

Governments and

relationships with locally available and online supports. These positions should be funded

schools

on an ongoing basis.
d. Identify opportunities to incorporate conversations about mental health and wellbeing into

Schools and

the school or early childhood daily routines, with the expectation that all staff and students

early childhood

have the opportunity to contribute to these discussions.

learning services

e. Promote evidence-based, locally available or online supports and services to children and
families through schools and early childhood learning services.

Commonwealth,
State and Territory
Governments

f. Outline and regularly report on how schools and early childhood learning services are
improving on current levels of cultural accessibility for children who identify as Aboriginal

State and Territory
Governments

or Torres Strait Islander or from culturally and linguistically diverse backgrounds.
g. Implement evidence-based wellbeing programs within schools and early childhood learning
services, with support from existing initiatives such as Be You.

Commonwealth
Government and
early childhood
learning services

h. Increase accessible activities after school and during school holidays to provide respite
for parents and children.

State and Territory
Governments
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Objective 3.2: Targeted responses

Who’s responsible?

a. Require all early childhood learning services and primary schools to develop a

State and Territory

comprehensive wellbeing plan, which should outline what the service or school will do to

Governments

address issues identified as a priority for their students (including those identified as part
of actions 3.1.a and 4.1.c). Progress against these plans should be reported on regularly.
b. M
 ake funds available for schools to implement quality improvement activities related
to student mental health and wellbeing.

Commonwealth,
State and Territory
Governments

c. M
 ake funds available for schools to deliver evidence-based programs targeting the needs
identified as part of action 3.2.a, with a particular focus on bullying and racism.

Commonwealth,
State and Territory
Governments

d. Adapt existing resources and training programs to provide educators with the skills to

State and Territory

discuss mental health concerns about a child/student with their parents or carers, including

Governments and

provision of interpreting services where necessary.

training providers

e. Establish and implement trauma-informed procedures for responding to students
disengaging from education.

State and Territory
Governments

Objective 3.3: Well-equipped educators

Who’s responsible?

a. Develop professional learning courses/modules specifically designed for educators that

State and Territory

focus on key mental health and wellbeing topics.

Governments and
training providers

b. C
 reate clear processes to guide educators when concerned about the mental health of a
student/child, including up-to-date information regarding the range of locally available or

State and Territory
Governments

online support options for children and families (note role of wellbeing coordinators, see
action 3.1.c).
c. P
 rovide designated wellbeing coordinator staff (see action 3.1.c) with appropriate training to
undertake their role.

State and Territory
Governments

d. Ensure formal, independent mental health and wellbeing supports are made available to
all educators for their own mental health and wellbeing, building on existing teacher and

State and Territory
Governments

principal wellbeing plans and frameworks.
e. Establish professional learning requirements for educators in relation to mental health, with
paid protected time for participation.

State and Territory
Governments
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Focus Area 4: Evidence and Evaluation
Objective 4.1: Meaningful data collection

Who’s responsible?

a. E xpand the Perinatal National Minimum Data Set to include indicators of mental health

Commonwealth,

screening in the weeks before and immediately after birth (see also action 1.1.a).

State and Territory
Governments

b. E
 stablish national system for pooling key information related to child mental health

Commonwealth,

(wellbeing indicators) gathered via routine developmental checks or vaccinations

State and Territory

conducted during the preschool years.

Governments

c. E
 stablish a national minimum dataset on student wellbeing with annual collection

Commonwealth,

conducted via schools and regular reporting on how schools are addressing any

State and Territory

issues identified.

Governments

d. Task the Inter-Departmental Committees proposed by this Strategy (see section 4.1) with

Commonwealth,

resolving current barriers to relevant data sharing across sectors such as education, justice

State and Territory

and community health, for the purposes of informing child mental health and wellbeing.

Governments

e. Ensure that data capture and evaluation practices related to Aboriginal or Torres Strait

Commonwealth,

Islander child mental health and wellbeing are consistent with the principles of co-design

State and Territory

(i.e. with significant involvement from the communities represented in the data).

Governments

f. Develop measures that appropriately represent cultural conceptualisations of wellbeing in
collaboration with the relevant communities, where such measures do not currently exist.

Commonwealth,
State and Territory
Governments
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Objective 4.2: Embedded evaluation and feedback

Who’s responsible?

a. Require and resource service providers to build evaluation into their programs from the

Commonwealth,

beginning, with reporting on findings a requirement for further funding.

State and Territory
Governments

b. R
 equire wellbeing programs delivered within schools or early childhood learning settings
to have demonstrated evidence of improving student/child wellbeing.
c. Include implementation evaluation as part of the broader evaluation of child mental health
and wellbeing programs to highlight what is required to deliver these programs with fidelity.

State and Territory
Governments
Commonwealth,
State and Territory
Governments

d. Openly communicate the evaluation results for child mental health and wellbeing programs
that are being delivered, including both positive and negative outcomes.

Commonwealth,
State and Territory
Governments

e. Require service and program providers to enable children and their families to provide

Commonwealth,

feedback on the services they are receiving. Require service providers to outline how they

State and Territory

use this feedback to inform quality improvement of their services.

Governments

f. Aboriginal and Torres Strait Islander organisations should be resourced to build evaluation
capability and their own information management systems.

Commonwealth,
State and Territory
Governments

Objective 4.3: High-quality research

Who’s responsible?

a. Advocate for research into child mental health needs and treatment as a priority, arguing for

National Health and

child mental health research to receive funding that is comparable to child physical health.

Medical Research
Council

b. Identify research priorities for child mental health, incorporating a focus on priority

National Health and

populations and the current gaps in our collective knowledge regarding treatments.

Medical Research

Allocation of funding must be aligned with these identified priorities.

Council, Medical
Research Future Fund

c. R
 eview current research ethics approval processes, looking for ways to facilitate innovative
research without compromising the safety of research participants.

Research ethics
committees and
researchers

d. Require researchers to consult with children, family and relevant community members
as part of the research design process, with the expectation that those involved are also

Research ethics
committees

informed of any results of the research.
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Appendix A.
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