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What’s the evidence? Early intervention in
youth mental health
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ABSTRACT

• Early-onset or frequent substance use during adolescence 
increases the risk of developing mental health problems, as 
well as a range of other adverse outcomes (eg, alcohol or 
drug dependence, educational underachievement, health 
problems, social difficulties) during late adolescence and 
early adulthood.

• Increases in rates of risky drinking among young people are 
particularly concerning, suggesting that an effective, 
evidence-based alcohol policy and preventive framework 
needs to be developed.

• Restricting the supply of licit and illicit substances to 
adolescents, delaying the age that licit substances can be 
legally purchased, reducing positive media portrayals of 
substance use, and banning targeted promotions, should be 
universal, public prevention priorities.

• Mass-media campaigns need to deliver coherent and 
credible evidence-based messages to young people, utilising 
a broad array of dissemination strategies.

• Clear policy and guidelines for parents regarding appropriate 
alcohol use for adolescents also need to be developed.

• Prevention programs should target children and adolescents 
in families with parents who use drugs, young people who 
have been suspended from school, or those with mental 
health problems.

• Preventive screening and targeted brief interventions can be 
effectively delivered in a variety of settings by a range of 
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health professionals.
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tobacco, alcohol or cannabis in adolescence has also been associ-
ated with more frequent use during late adolescence, increased risk
for later dependence, as well as other health problems in early
adulthood (eg, accidental injuries, respiratory problems).2-5,10

Early involvement with inhalants and polydrug use also appear to
be markers of risk for later substance misuse.3,11

Despite robust evidence for a link between early-onset substance
use and the development of problem use or other psychopathology
in late adolescence and early adulthood, the mechanisms that
underlie such associations are not fully understood.12 The extent
to which such relationships may be explained by individual, family
and/or social characteristics, or the selective recruitment of trou-
bled and at-risk youth into drug use, is yet to be determined. In
addition, the neurobiological effects of substance use on the
developing brain also requires consideration.13 While research
programs that investigate such issues are clearly warranted, the
existing evidence for developmental harm as a result of adolescent
substance use highlights the importance of prevention and early-
intervention programs that focus on:
• Delaying the age of onset of drug experimentation;
• Reducing the number of young people who progress to regular
or problem use; and
• Encouraging current users to minimise or reduce risky patterns
of use.

This requires a multifaceted approach, incorporating a range of
strategies (universal, indicated and targeted interventions)
throughout childhood and adolescence (see Box 2).

Substance use prevention and early intervention 
strategies for youth populations

Community-based universal prevention strategies
Universal prevention programs target all young people in the
community regardless of their level of risk, and include economic
measures, social marketing, and regulatory control and law
enforcement initiatives, as well as a range of psychosocial pro-
grams. Increasing the actual and perceived price of a specific
substance is a particularly effective strategy for reducing substance
use and related harms, with young people’s behaviour being

particularly sensitive to price.14 Delaying the age that licit drugs
can be legally purchased is also an effective strategy for reducing
early-age substance use, regular adolescent use, and related harms,
but often faces serious political barriers.14

Indeed, effective prevention strategies must be framed within
the context of societal attitudes and policies. This is best exempli-
fied by cigarette smoking, where recent intensive mass-media
campaigns (eg, “Every cigarette is doing you damage”) have been
accompanied by tighter regulatory controls on advertising, spon-
sorship, price, and smoking in public places.2 Such measures have
affected public resolve to increase tobacco prices and regulatory
measures, as well as reducing the acceptability and “coolness” of
cigarette use among young people, as reflected by an overall
population decrease in smoking rates among Australian secondary
school students over recent years.15

In contrast, despite acknowledgement of the substantial costs
associated with alcohol misuse within Australia, there have not been
serious attempts to reduce alcohol harms using the major levers of
mass-marketing campaigns, accompanied by significant changes to
alcohol price and regulatory controls. Instead, the political power of
the alcohol industry has ensured that access to alcohol, as well as
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specific targeting of youth populations, has not been restricted.
Thus, young people continue to be given conflicting messages
regarding the social acceptability of consuming alcohol (eg, alcohol
industry sponsorship of major events, media and sporting personal-
ities celebrated for their drinking habits, and parents offering to
supply alcohol to their under-age teenagers16). It is therefore not
surprising that rates of early-onset binge drinking have increased
over recent years.15 Such findings confirm that alcohol policy and
prevention deserve more attention than they currently receive
(especially compared with the less prevalent illicit drugs).

Psychosocial prevention and early intervention strategies

Delaying the age of onset of drug use
A number of universal psychosocial interventions aimed at improv-
ing developmental outcomes for children and their families have
been shown to reduce the likelihood of substance use and harm
(Box 2).2 Universal school-based drug education programs have
been found to be effective in preventing and delaying the onset of
drug use and reducing drug consumption over the short term,17 but
their long-term effectiveness is yet to be determined. Of particular
concern are data suggesting that poorly conceptualised programs
may actually be harmful and increase levels of adolescent substance
use.17 The Gatehouse Project has been developed in Australia as an
enhancement program for use in the secondary school environment.
It incorporates professional training for teachers and an emotional
competence curriculum for students. A recent randomised trial
suggested exposure to the program led to overall reductions in early
alcohol, tobacco and drug use.18

A number of indicated prevention programs, which target
children and young people at risk for a range of psychosocial
problems, are also available.2 These include programs that target
childhood risk factors for the development of harmful substance

use during adolescence, and also focus on strengthening relevant
protective factors. Risk factors linked to developmentally harmful
substance use during adolescence include:
• level of community drug use;19

• availability of drugs within the community;19

• genetic vulnerability;20

• maternal smoking and alcohol use;21

• extreme social disadvantage;22

• child abuse and neglect;20,23

• family breakdown;21

• early school failure;19

• childhood conduct disorder or aggression;22

• sensation-seeking personality trait;23

• behavioural disinhibition;24

• favourable parental attitudes to drug use;22 and
• substance use by peers.25

High-risk populations for adolescent substance misuse include
children and adolescents in families with parents who use drugs,
as well as young people who have been suspended from school or
have mental health problems. Several family-oriented interven-
tions delivered during childhood and early adolescence have been
developed (Box 2),26 although few long-term follow-up studies
have been conducted. A number of school-based programs
encouraging prosocial development, improved school perform-
ance, and reduced drug use have also been developed for students
at high risk of school dropout.27

Reducing the number of young people who progress to 
regular or problem use
Preventive screening and health promotion are key early interven-
tion strategies that can be readily applied within primary care or
other health settings to encourage more moderate patterns of
youth substance use. Asking young people about their substance
use identifies the issue as a health-risk behaviour, and assists in the
detection of early-onset users who are at risk of regular, problem
use. Once identified, targeted, brief interventions that address
substance use can be effectively delivered in a variety of settings by
a range of heath professionals,28,29 although care should be taken
not to stigmatise such young people.

Young people who seek treatment for mental health issues are a
particularly important at-risk population, given the high rates of co-
occurring substance-use disorders among those with established
psychiatric illnesses, as well as the impact of substance use on
clinical and functional outcomes.30,31 These individuals can be
provided with information regarding the link between mental illness
and substance use, as well as brief interventions that discourage
regular use. Such approaches provide a valuable opportunity for
primary prevention of secondary substance use disorders.32

Encouraging current users to minimise or reduce risky 
patterns of use
There is a well established evidence base for the efficacy of brief
interventions for alcohol use among young people.33 While few
brief intervention studies have been conducted that address
smoking or illicit drug use among adolescents, there is some
evidence for the efficacy of brief, motivational interventions for
drug use in young adults,34 and similar harm reduction and
motivational enhancement principles apply. There is also growing
evidence that cognitive behaviour therapy is effective in the
treatment of problematic substance use in young people,35 and
increasing recognition that cognitive behaviour therapy may also

1 Rates of substance use among Australians aged 14–19 
and 20–29 years in 20041

Substance use
Aged 14–19 
(n = 2880)*

Aged 20–29 
(n = 4800)*

Tobacco

Regular smoker 10.7% 23.5%

Occasional smoker (weekly or less) 2.8% 6.1%

Ex-smoker 3.3% 13.6%

Never smoked 83.3% 56.9%

Alcohol

Current drinker 71.0% 89.4%

Risk of short-term harm (eg, binge 
drinking at least monthly)

27.6% 40.5%

Risk of long-term harm 10.0% 14.7%

Illicit drugs used in last 12 months

Cannabis 17.9% 26%

Meth/amphetamines 4.4% 10.7%

Ecstasy 4.3% 12.0%

Inhalants 1.0% 1.1%

Injecting drugs 0.5% 1.0%

Heroin 0.6% 0.7%

* Estimated by dividing total sample by population proportions.1 ◆
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be useful in the treatment of young people
with co-occurring mental health disorders,
particularly when delivered in an integrated
fashion (one intervention addressing both
disorders simultaneously).36

There is solid empirical support for the
use of family therapy in the treatment of
adolescent substance misuse.37 While there
are many theoretical approaches, most pro-
grams incorporate several common compo-
nents, such as psychoeducation, parent
management training, and enhancing com-
munication skills. Disease and abstinence-
based 12-step approaches for the treatment
of adolescent substance misuse (eg, Alcohol-
ics Anonymous) are also available, but are
yet to be systematically evaluated.

The following groups provide a particular
challenge to services: young people with
substance misuse and behavioural disorders;
those who have dropped out or been
expelled from school; those who come from
families with multiple problems; and those
who are homeless or reside in state-funded
care or juvenile justice settings. Multisys-
temic therapy, which provides interventions
in a variety of systems (eg, individual, fam-
ily), has previously been shown to be effica-
cious in reducing substance misuse and
drug-related arrests in juvenile offenders,
although the results of a recent meta-analy-
sis were equivocal.38
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2 Early intervention strategies for substance use in young people

Treatment type/
target population Potential interventions

Primary prevention

Universal

All young people 
regardless of substance 
use history

• Economic measures (eg, increase the price of licit 
substances)

• Social marketing (including sophisticated youth-focused 
Internet campaigns)

• Regulatory controls (eg, delaying the age of licit purchases)

• Law enforcement

• School-based drug education 
(eg, SHAHRP: http://www.ndri.curtin.edu.au/)

• Parent education (eg, Triple P: http://www.triplep.net/)

• Health promotion

Indicated

At-risk children and 
adolescents in families with 
parents who use drugs, as 
well as young people 
suspended from school 

• Family home visiting

• Parent education

• Family intervention

Targeted: primary prevention of secondary disorders

Early-onset mental health 
problems

• Preventive screening

• Brief interventions (eg, education materials regarding link 
between mental illness and substance use, motivational 
interviewing)

Early intervention

At risk

Experimental substance 
use, with few problems 
arising

• Preventive screening

• Brief, opportunistic interventions (one session of feedback 
and educational materials)

Acute/recurrent

Regular substance use • Brief interventions (one to three sessions of assessment, 
feedback and motivational interviewing techniques aimed 
at reducing substance use)

Regular substance misuse • Brief interventions

• Family therapy

• Contingency management

• Multisystemic therapy

Co-occurring substance 
misuse and mental health 
disorders

• Optimise management of mental health disorder

• Pharmacotherapy (eg, antidepressant or antipsychotic 
treatment)

• Cognitive behaviour therapy (eg, cognitive therapy, coping 
skills training, social skills training, cue exposure, relapse 
prevention)

• Family intervention

• Twelve-step programs (eg, Alcoholics Anonymous)

• Multisystemic therapy

Regular substance misuse, 
and family, peer, 
educational and vocational 
problems

• Detoxification

• Pharmacotherapy (eg, methadone for opiate dependence)

• Cognitive behaviour therapy

• Family intervention

• Multisystemic therapy ◆
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