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Objective. Mental ill-health is a common occurrence globally and represents a signifcant burden of disease. In Australia, the
development and improvement of programs that connect individuals earlier in their mental ill-health journey is a national health
priority. However, there are current informational gaps on community-based initiatives and their associated mental health
outcomes. Tis review aimed to systematically identify, assess, and analyse studies reporting on community-based outreach
interventions for individuals experiencing mental ill-health.Method. A systematic review of the literature was conducted across 6
electronic databases and Google Scholar on 01 November 2021 and 12 June 2022. Te National Health and Medical Research
Council Evidence Hierarchy was used to assess study quality, and the PAGER framework was used to synthesise and analyse the
results of included studies. Results. Eighty-three studies met the inclusion criteria; 51% (n= 42 studies) incorporated digital
technology, and 49% (n= 41 studies) involved nonclinical light-touch interventions. Individuals with severe mental ill-health were
likely to beneft from targeted interventions, and individuals with mild to moderate symptoms of mental ill-health were likely to
beneft from interventions involving high levels of engagement from participants. Conclusion. Results from this review provide an
understanding of patterns related to the efectiveness of community-based outreach interventions. Knowledge from this review
will inform the implementation of targeted strategies to enhance the proactive provision of mental health services in the
community. Standardised outcome measures are needed to strengthen the evidence base for community-based outreach in-
terventions, by enabling researchers and service providers to explore which type of intervention and with what intensity is best
suited for participants with varying levels of mental ill-health.

1. Introduction

Mental ill-health is a common occurrence globally [1, 2] and
represents a signifcant burden of disease [3, 4]. Whereas
mental illness often requires a formal diagnosis, the term
mental ill-health encompasses acute experiences of poor
mental health, and the mental distress experienced prior to
a formal diagnosis [5]. In Australia, more than half the adult
population will experience mental ill-health in their lifetime,
yet the current mental healthcare system is not designed to
adequately support the diverse needs of individuals at risk of
or living with mental illness [6, 7]. People who are more
likely to report unmet mental healthcare needs include

people living in a low-income household, people with high
out-of-pocket healthcare expenditure, men, people living
with a chronic condition, people with poor self-rated health
and rural residents [8, 9].

Te consequences of mental ill-health are experienced by
individuals living with mental ill-health and their carers,
families, friends, and employers, as well as communities,
healthcare systems, and societies more broadly [10]. Te
nature of these consequences can include direct expenditure
on mental health care and other support services, time and
efort caring and supporting individuals, limited career
opportunities, reduced living standards and social and
emotional costs [10]. Hence, the development and
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improvement of programs that connect individuals early in
their mental ill-health journey (e.g., prior to a formal di-
agnosis of mental illness) or living with mental illness is
a national health priority [6].

Te central inclusion of community engagement, in
shaping health services, has been highlighted as a critical
strategy to ensure the responsiveness of services to the needs
of service users, as well as trust in and ownership of services
by its users [11]. Community-based mental healthcare ap-
proaches have been increasingly used to promote help-
seeking behaviour and utilisation of mental health ser-
vices [12]. Te advantages of community-based approaches
include that they often occur in the context of one’s life day-
to-day and, simultaneously, can respond to broader issues
including the social determinants of health such as poverty,
housing, education, and employment [13–15]. Such ap-
proaches are often person-centred and recovery-oriented,
promote social connectivity and community participation,
reduce isolation and stigma, connect people to care earlier in
their mental ill-health journey, and, ultimately, alleviate the
burden of mental illness on individuals and communities
at large.

Te Australian mental health system has shifted towards
person-centred and community-based mental healthcare
delivery in recent years. Prevention and early intervention,
along with mental health consumer and carer involvement,
are prioritised in health policy planning, with the goal of
improving the quality of life for individuals living with
mental ill-health [10]. Person-centred care espouses
community-based initiatives by providing prevention and
early intervention eforts for individuals experiencing
mental ill-health. Consequently, these initiatives account for
an important and growing part of the Australian mental
health system. Two available reviews of community mental
health programs for Australian youth [16] and Australian
adults with a serious mental illness [17] found most ther-
apeutic programs were efective in decreasing the severity
and presence of mental health symptoms. However, liter-
ature on the efectiveness community-based prevention and
early intervention in Australia has not yet been synthesised.
In order to optimise and expand the delivery of community-
based mental healthcare to Australians at risk of, or living
with mental ill-health, current evidence for the efectiveness
of community-based outreach interventions in this pop-
ulation requires investigation.

Te aim of this systematic review was to examine the
extent of evidence relating to community-based outreach
interventions in Australia. For the purposes of this review,
community-based outreach refers to a targeted community-
based intervention, or service provision, designed to support
individuals at risk of or living with mental ill-health.

2. Methods

A systematic search of the literature was conducted to
identify relevant studies concerning community-based
outreach interventions for individuals with mental ill-
health in Australia. Te protocol for the systematic review
was registered with the International Prospective Register of

Systematic Reviews (PROSPERO ID: CRD42021288616) and
the reporting of results followed the Preferred Reporting
Items for Systematic Reviews and Meta-Analyses (PRISMA-
SR) 2020 [18]. A university health librarian was consulted
throughout the development of the search strategy and
verifed the search strategy prior to the fnal database
searches being undertaken. Te search was conducted on 01
November 2021 and updated on 12 June 2022 to capture
studies published between January 2017 and June 2022. Te
following electronic databases were searched: Ovid (Embase
classic + Embase), Web of Science (MEDLINE, Social Sci-
ences Citation Index), EBSCO Host (CINAHL Plus), Pro-
Quest (PsycINFO, Social Science Database, Sociology
Collection), Informit (Aboriginal and Torres Strait Islander
Health Bibliography), and Elsevier (Scopus). Te frst 100
results in Google Scholar were also included in the search.
Searches were restricted to articles published within the last
fve years (01 January 2017 and 12 June 2022) to ensure
a timely completion of the review. Te search terms com-
prised the following central concepts: (i) suicide and mental
illness prevention; (ii) intervention and promotion; (iii)
evaluation; and (iv) Australia. Searches incorporated the use
of Medical Subject Headings (MeSH), Boolean operators
(i.e., AND, OR), and proximity searching (Supplementary
Materials1: full-search strategy).

2.1. Eligibility Criteria. Peer-reviewed studies, published in
English and conducted in Australia, were included for local
context evidence as to why an intervention was implemented
successfully and how the intervention and contextual
characteristics impact its efectiveness. No restriction was
applied to the study design. Te eligibility criteria were
framed using the following Population, Intervention,
Context, and Outcome parameters:

2.1.1. Population. Studies with participants who were vul-
nerable to or at risk of mental ill-health or had mild,
moderate, or severe symptoms of mental illness were in-
cluded. Studies reporting on healthy populations were ex-
cluded. Interventions that involved family members (e.g.,
parents or carers) of an individual with mental illness as
target participants to prevent or alleviate the mental ill-
health of the individual being cared for were excluded.

2.1.2. Intervention. Studies reporting on community-based
outreach programs were included, such as nation-wide
programs and nonclinical interventions. Studies where
participants were referred to the program were excluded
(e.g., follow-up or transitional care for patients after
discharge).

2.1.3. Context. Studies evaluating interventions conducted
in community settings (including digital health) and in open
institutions (e.g., university, school, prison or workplace)
were included. Studies conducted in clinical settings (e.g.,
hospital, local health district or aged care facility) were
excluded. Our defnition of Community comes from the
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National Mental Health Commission’s Vision 2030 [19]: “A
community could be the place a person lives or works; it
could be where a person interacts in their daily life, for
example, school or sports; and it could be the group of
individuals with which a person shares a common culture,
identity, values, beliefs, behaviours or experiences.”

2.1.4. Outcome. Studies reporting qualitative and/or quan-
titative outcome(s) related to the efectiveness of an in-
tervention on mental ill-health or mental illness were
included. Studies reporting on outcomes from the per-
spective of carers were included. Other studies reporting
only outcomes related to help-seeking behaviour,
awareness-raising, general mental well-being, social skills,
stigma and quality of life, as well as outcomes associated with
the impact of interventions on conditions other than mental
ill-health or mental illness (e.g., exam stress or music per-
formance anxiety) were excluded.

2.2. Screening. Te title and abstract of all results were
imported into the Covidence platform [20], and duplicates
were automatically removed.Te title and abstract screening
process was independently conducted by two reviewers (YH
and AC). Studies that met the eligibility criteria or could not
be explicitly excluded underwent full-text review. Te full-
text articles of the included publications were independently
screened by two reviewers (YH and AC), and the reasons for
exclusion were recorded. Discrepancies during the title and
abstract screening and full-text review were frst discussed
and resolved by the two reviewers (YH and AC), and the
remaining conficts were adjudicated by a third reviewer
(MM). Te researchers were blinded to each other’s de-
cisions in both title and abstract screening and full-text
review to increase the rigour of the process. A PRISMA
fow diagram illustrating the search results is provided in
Figure 1 and a PRISMA checklist [18], in Supplementary
Materials 2.

2.3. Data Analysis. Data extraction was performed by two
independent reviewers (AC and YH) for the frst 67 studies
(∼80%) using a standardised form in Covidence. Discrep-
ancies were resolved through discussion. Te remaining 16
were performed by one independent reviewer (YH) and
reviewed by the second (AC). Te following data were
extracted from each of the included studies: (i) study details
(author(s), title, publication year, and state/territory in
Australia); (ii) study characteristics (aim(s), study design,
time interval, funding sources, and potential conficts of
interest); (iii) participants (description, inclusion criteria,
exclusion criteria, method of recruitment, type of mental ill-
health, and sample size); (iv) intervention (description, type
of intervention, activities or components, comparator(s),
outcome(s), outcome measures, and follow-up time in-
terval); and (v) results (challenges or barriers identifed, and
opportunities identifed).

Study quality was assessed by two independent reviewers
(AC and YH) for the frst 67 studies (∼80%) using the
National Health and Medical Research Council Evidence
Hierarchy [21]. Te remaining 16 studies were assessed by
one independent reviewer (YH) and reviewed by the second
(AC). Studies were assessed on the following dimensions: (i)
strength of evidence (level of evidence, quality of evidence,
risk of bias, and statistical precision relating to the out-
come(s) assessing mental ill-health); (ii) size of efect relating
to the outcome(s) assessing mental ill-health; and (iii) rel-
evance of evidence in the context of this review’s research
question. Levels of evidence are as follows: level I evidence is
a systematic review of level II studies; level II is randomised
controlled trials (RCT); level III-1 is a pseudorandomised
controlled trial; level III-2 is a comparative study with
concurrent controls; level III-3 is a comparative study
without concurrent controls; and level IV is a case series with
either post-test or pre-test/post-test outcomes. Studies that
were purely qualitative studies received a level of evidence of
IV. “Relevance of evidence” related to the appropriateness of
the outcome measures assessing mental ill-health and rel-
evance of the study to this review’s research question. For
example, when determining the appropriateness of the
outcome measures, reviewers considered whether the out-
come measure had been validated for the study population.
Any conficts with respect to quality assessment were re-
solved through discussion until a consensus was reached.

A summary of study characteristics is presented in
tabular form in Supplementary Material 3, and the quality
assessment of studies is presented in tabular form in Sup-
plementary Material 4. Te PAGER (Patterns, Advances,
Gaps, Evidence for practice, and Research recommenda-
tions) framework was used to analyse the fndings [22]. An
inductive thematic analysis methodology was used to tab-
ulate themes in the form of the patterning chart [23]. After
becoming familiar with the data through the data extraction
process, two independent researchers (AC and YH) mapped
themes to the PAGER framework and then met to explore
themes. Te fnalised PAGER framework is presented in
Supplementary Material 5 and was used to synthesise the
evidence identifed across interventions. A meta-analysis
was not deemed appropriate due to the diversity of in-
terventions and diferences in study designs and outcome
measures.

3. Results

Of the nearly 7,000 studies screened, 83 studies met the
inclusion criteria for the purposes of the systematic review.
Key characteristics of the included studies are presented in
Table 1, and a complete list of study characteristics extracted
from the included studies is presented in Supplementary
Material 3.

Most studies (n= 75; 90%) were published after 2018. A
majority of included studies (n= 79; 95%) measured
quantitative outcomes; only four studies measured only
qualitative outcomes. Te most common study designs were
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RCTs (n= 45; 54%) and cohort studies (n= 21; 25%). Study
populations included older adults (aged >50 years) (n= 6;
7%), adults (aged >18 years) (n= 51; 61%), adolescents and
children (aged <18 years) (n= 23; 28%), or both adults and
children (n= 3; 4%).

Intervention types were categorised as either digital
health (n� 42; 51%)–an intervention that incorporates
digital technology (e.g., mobile phone application or web-
site) in its delivery–or light-touch interventions (n� 41;
49%). Light-touch interventions are defned as nonclinical
community interventions that utilise health promotion
strategies in the prevention or early intervention, as opposed
to clinical interventions or treatments for illness. Tis in-
cluded implicit and explicit references to mental ill-health
prevention, as well as more broad references to managing
distress or enhancing well-being. In this review, light-touch
interventions comprised mindfulness-based programs,
resilience-strengthening programs, play therapy, art pro-
grams, sports-based programs, and other preventive ther-
apies (e.g., lifestyle interventions). Among studies evaluating
light-touch interventions (n� 41; 49%), less than half (n� 16;
39%) occurred in primary or secondary schools. Other
settings included universities (n� 4; 10%), non-English-

speaking community organisations (n� 4; 10%), prisons
(n� 3; 7%), and employment contexts (n� 4; 10%). Te
types of mental ill-health identifed and measured in the
included interventions were one or more of the following:
internalising and externalising behaviour, anxiety, de-
pression, postpartum depression, psychological distress,
suicidal behaviour, loneliness, and burnout. Te most
common targeted mental illness(es) among the in-
terventions were a combination of depression and anxiety
(n� 34) or just depression (n� 16).

Most studies were level III evidence (n� 47; 57%), and
the remaining studies were level II (n� 31; 37%) or level IV
(n� 5; 6%), whereby higher-level studies in the hierarchy
have study designs that are minimally impacted by bias. Te
full quality assessments are reported in Supplementary
Material 4. A majority of studies (n� 69; 83%) were of low
quality with a high risk of bias. Tis was mostly due to the
small sample size, high attrition, low adherence to the in-
tervention, and/or a lack of a control group. Approximately
half of the studies (n� 42; 51%) had high statistical precision
or statistically signifcant improvements with respect to
relevant mental health outcomes. Te other half (n� 37;
44%) of the studies either reported low statistical precision

Records identified from: Ovid (Embase classic +
Embase), Web of Science (MEDLINE, Social
Sciences Citation Index), EBSCO Host (CINAHL
Plus), ProQuest (PsycINFO, Social Science
Database, Sociology Collection), Informit
(Aboriginal and Torres Strait Islander Health
Bibliography), Elsevier (Scopus) and Google Scholar
(first 100 results)
(n = 18,117)
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Records screened (n = 6,798)

Reports sought for retrieval (n = 212)

Reports assessed for eligibility (n = 212)

Studies included in review (n =83)

Records excluded (n = 6,586)

Reports not retrieved (n = 0)

Id
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n

Records removed before screening:
Duplicate records removed (n = 11,319)

Wrong setting (e.g., clinical setting) (n = 31)
Wrong outcome (e.g., exam stress, awareness or social
skills) (n = 37)
Wrong patient population (e.g., referred by others) (n = 21)
Wrong intervention (e.g., gatekeeper education
programs, not proactive outreach) (n = 8)
Protocol (n = 3)
Duplicate (n = 2)
Not peer-reviewed (n = 14)
Full text not available (n = 5)
Not conducted in Australia (n = 8)

Reports excluded (n = 129):

Figure 1: PRISMA 2020 fow diagram.
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or were qualitative studies (n� 4; 5%) and did not include
statistical analysis. Most studies (n� 55; 66%) reported
a small or medium efect size, while the remaining studies
reported a large efect size (n� 15; 18%) or did not report an
efect size (n� 12; 14%). Most studies used outcome mea-
sures that were “very appropriate” (n� 49; 59%) or
“somewhat appropriate” (n� 30; 36%) with respect to
person-centredness. Nearly all studies were either somewhat
relevant (n� 36; 43%) or very relevant (n� 46; 55%) to the
research question.

Te strengths and weaknesses and target population are
further summarised below, and opportunities for im-
provement are presented in the discussion section.

3.1. Digital Health Interventions

3.1.1. Strengths and Limitations. Digital health interventions
(n= 42) were reported to have the potential for wide dis-
semination and universal implementation, with half (n= 21;
50%) reporting high acceptability and feasibility. Less than
half of the digital health interventions (n= 19; 45%) were
deemed efective with respect to their improvement of
mental health outcomes. myCompass, a self-guided digital
intervention, identifed that diferent types of users evoked
diferent usage patterns all with equivalent mental health
benefts, which may indicate that any engagement with the
intervention may observe improvement [55]. Some (n= 4;
9%) had the ability to target what the researcher referred to
as “hard-to-reach” populations (e.g., older adults, First
Nations individuals, and non-English speaking communi-
ties). For example, iBobbly, a suicide prevention app for First
Nations young individuals, showed that increased app use
led to improved outcomes, although the efects were not
signifcant [57].

Most digital intervention studies (n= 24; 57%) utilised
a high-quality study design–RCT. One-third of the identifed
digital interventions (n= 13; 31%) utilised evidence-based
interventions such as cognitive-behavioural therapy (CBT)
or acceptance commitment therapy (ACT). Digital health
interventions were also able to address mental ill-health
comorbidities, such as insomnia [26, 32], alcohol abuse
[35, 38], and pain management [53]. Partners in Parenting
(PiP) reported their digital intervention to be potentially low
in cost [62] although economic evaluations are necessary to
corroborate this claim. Digital health interventions were
identifed as a feasible, accessible, and efective format [29,
30, 41, 46, 47, 54, 56]; for example, during the COVID-19
pandemic when COVID-19-related restrictions were in
place across Australia [44, 45]. One study assessing the
uptake and efects of an online Obsessive-Compulsive
Disorder CBT program reported a 522% increase in
course registrations in 2020 compared to 2019 [45].

Reported limitations of digital interventions included
high attrition and recruitment difculties with respect to
inadequate sample size and an unrepresentative sample (i.e.,
mostly female). Lowmotivation, time constraints, difculties
with internet connectivity, forgetfulness, worry about the
privacy of data, using too much phone data, and lack of

perceived need were reported as barriers to engaging with
digital interventions [49, 52]. In addition to difculties with
attrition and recruitment, many studies had insufcient
outcome measures. Some digital interventions (n= 7; 17%)
reported limitations regarding the use of self-report mea-
sures [30, 39, 40, 42, 44, 48, 59]. Measuring adherence also
posed a challenge [28], and it was difcult to adjust for the
lack of consistency across participants in the intervention
content they accessed [39]. Furthermore, long-term out-
comes were either absent or studies reported mixed results.
Tis was commonly due to a lack of follow-up, issues with
retention and short intervention periods of 4–6weeks.

3.1.2. Target Population. Digital health interventions appear
to best suit those with mild to moderate symptoms (i.e.,
lower baseline symptom levels) of mental ill-health [59] and
those who may not seek treatment or who prefer not to take
medication [32]. For example, one study assessing the ef-
fectiveness of fve evidence-based mental health apps for
anxiety and depression found more favourable outcomes
were achieved by younger participants, those concurrently
undertaking psychotherapy and/or psychotropic medica-
tion, those with anxiety and mixed anxiety and depression
(rather than stand-alone depression), and those with
a shorter history of mental illness [46]. In the case of
HeadGear, an app that takes the form of a 30-day challenge
to reduce depression in the workplace, was found to have the
capacity to screen for early symptoms of depression, even in
clinically well populations [37].

Importantly, however, those participants with severe
baseline levels of mental ill-health were more likely to drop
out of digital intervention studies [24, 59, 61] and less likely
to beneft from the intervention [26]. Tis included Living
with Deadly Toughts, an online self-help intervention for
suicidal thinking [59];myCompass, a web-based program for
individuals living with type II diabetes and mental illness
[24]; and SHUTi (Sleep Healthy Using the Internet), an
internet-based insomnia treatment to prevent depression
[26]. Further studies on myCompass and SHUTi in the
general Australian adult population found those with severe
levels of mental illness were less likely to complete their
follow-up assessments [32, 55]. Te authors of Living with
Deadly Toughts consider that severe symptoms may be the
reason for this interference with the completion of the
program [59] although it was difcult to ascertain whether
those who exited the program prior to completion were early
mental health goal achievers or those not having needs
met [35].

In contrast, other studies reported participants with
severe baseline symptoms experiencing higher module
completion and greater mental health benefts.Tis included
Smooth Sailing, a secondary school-based intervention,
which found module completion was higher among par-
ticipants with more severe symptoms at baseline [49]. Still,
a majority of Smooth Sailing participants were minimal
users of the online service [49]. myCompass2, an app for
Australian adults in the community [28], iBobbly [57], and
ReachOut, an unstructured website for young individuals

8 Health & Social Care in the Community



[42], were found to be efective for participants with more
severe levels of mental distress. Another study highlighted
the potential benefts of a web-based transdiagnostic in-
formed intervention in a university setting, You Only Live
Once (YOLO), for participants across the distress continuum
[60]. Te YOLO trial reported that participants with severe
distress levels had similar rates of intervention completion
compared with the university population sample [60].
Viskovich and Pakenham [60] conveyed that allowing for
a wider audience meant that those experiencing mental ill-
health could be identifed and provided with targeted ser-
vices. Tis fnding was countered by another web-based
transdiagnostic intervention among Australian adults, Fit-
MindKit, that found it difcult to capture change across
a broad range of the mental health domains and suggested
a less ambiguous transdiagnostic intervention approach,
potentially focusing only on one type of mental illness [25].

3.2. Light-Touch Interventions

3.2.1. Strengths and Limitations. Light-touch interventions
(n= 41) have been widely used in institutional settings, such
as Australian primary and secondary schools due to their
brief, intensive format, and ability to ft within a school’s
timeframe. Tere was a similar experience with in-
terventions via organisational health promotion programs
which attributed high compliance to the fexibility and
accessibility of the program [80, 94, 101]. Other institutional
settings where light-touch interventions were feasibly ad-
ministered to large groups were universities [79, 103],
military institutions [72, 81, 90], and prisons [65, 92, 93].

Our analysis of included study outcomes demonstrates
that some light-touch interventions were efective in im-
proving psychosocial health [75]; reducing the incidence of
suicide and self-harm [84, 93]; reducing symptoms related to
depression [89, 92], generalised anxiety [76]; and post-
traumatic stress disorder [90]. A tailored 8-week
meditation-based program in the public-sector work envi-
ronment proved to be an efective, efcient, and low-cost
inclusion within an organisation’s health promotion rep-
ertoire to help improve the staf’s mental health [101].

In some school-based light-touch interventions, en-
gagement with teachers and parents bolstered the impact
of the intervention on children in their school environ-
ment [82, 97, 100]. For example, engagement with parents
in the secondary school-based intervention, Resilient
Families, was associated with longitudinal reductions in
depressive symptoms [97]. Tese fndings highlight the
importance of increasing emphasis on family and com-
munity protective factors in adolescent social-emotional
development and depression prevention programs
[66, 82, 97]. Additional advantages reported for light-
touch interventions were being evidence-based (e.g., CBT
[67, 96]) and able to be adapted for the target population
[64, 68, 70, 78, 98, 102]. For example, a men’s health
promotion program Sons of the West attributed their high
participation rates to the broad-ranging, gender-
sensitised format [75].

Like digital health interventions, common limitations
included retention and insufcient outcome measures.
Many studies (n= 20; 49%) reported high attrition and/or
small sample size, resulting in self-selection bias and a lack of
representativeness. One study assessing the efectiveness of
a postnatal depression prevention program for new mothers
reported recruitment difculties due to a lack of support
among potential participants to participate in the
program [88].

Further, the most suitable outcome measures were often
difcult to ascertain. Some studies reported needing addi-
tional parent-reported and teacher-reported outcomes [71]
and others reported difculties with self-report measures
[69, 71, 74, 100]. Reliance on self-report measures and the
short length of interventions illuminated a need for better
outcome measures and longer-term follow-up. Future
studies would beneft from using an RCT design with
standardised outcome measures and control groups. Tis
was particularly salient among institution-based (e.g., school
and prison) interventions that employed a pseudo-RCT or
cluster RCT and reported issues with confounding
[76, 84, 91, 93].

3.2.2. Target Population. Some light-touch interventions
targeted particular populations, such as a First Nations
prisoners art intervention [93], school-based ACT in Out-
doors [100], Aussie Optimism Program [95], community-
basedWorking Out Dads [82], and a yoga program in prison
[65]. In these programs, participants were more likely to
report lower baseline levels of distress, and those with lower
baseline levels of distress were also more likely to remain in
the trial.

Interventions targeting behaviours such as sleep [67] and
emotional regulation [64, 71, 72, 87] or populations such as
refugees [68–70] and medical doctors [94] generally re-
ported higher baseline levels of distress among participants.
Te stigma of mental illness was reported as a barrier to
participation in some interventions [93, 94]. Tus, an in-
tervention targeting a comorbidity that commonly accom-
panies mental illness may be less stigmatising. For example,
a disproportionate level of participation in an intervention
targeting sleeping disorders by those with higher baseline
levels of distress may be attributed to the stigma experienced
when seeking help specifcally for depression and anxiety
[67]. A general sleep program, therefore, could be viewed as
more acceptable [67]. For other target populations, high
levels of distress reported by participants may be because of
an ordinarily high baseline distress score at entry, particu-
larly among those experiencing chronic stressors, for ex-
ample, long-term unemployment among older adults
adjusting to retirement [73], resettlement among refugees
[69, 70], and Australian Defence Force personnel tran-
sitioning from the military [90]. Tis is supported further by
studies reporting on strength and resilience training for
cadets [72] and employee health promotion programs [73],
which found long-term health improvements associated
with the intervention because it occurred in parallel with
a period of signifcant stress. Additionally, regression
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towards the mean could see a decrease in distress among
those with a high baseline distress score [69, 70, 100].

4. Discussion

Tis review identifed 83 studies reporting on community-
based outreach programs in Australia for individuals with
mental ill-health and mental illness. Digital health in-
terventions were reported to have the potential for wide
dissemination and universal implementation, with high
acceptability and feasibility. Most digital intervention
studies utilised a high-quality study design, which were
evidence-based and able to address mental ill-health
comorbidities. Light-touch interventions have been widely
used in schools and other institutional settings due to the
fexible and accessible mode of delivery. Some digital in-
terventions (n= 19/42; 45%) and some light-touch in-
terventions (n= 21/41; 51%) were efective with respect to
mental health outcomes, but common limitations across all
studies included high attrition, recruitment difculties, and
insufcient outcome measures and follow-up. Both digital
and light-touch intervention types were deemed important
across the spectrum of mental ill-health and feasible to
implement universally. However, due to the limitations in
current evidence, it remains unclear whether interventions
are universally efective. Participants with higher baseline
levels of distress, or more severe symptoms of mental ill-
health, were likely to gain greater benefts from targeted
interventions and remain engaged in interventions with
external engagement from health professionals or com-
munity organisation representatives. Individuals with mild
to moderate symptoms of mental ill-health are likely to
beneft from interventions involving high levels of en-
gagement from participants.

Tis review highlights that early intervention is often
thought of chronologically—approximately 40% of studies
(n=33)—identifed in this review were implemented in the
primary or secondary school or university setting providing
early support to young people. A 2019 review identifed that
although school infrastructures allow for large-scale imple-
mentation of interventions, there can be numerous barriers to
delivery including policies, school culture and climate and
leadership structure [105]. Terefore, developing sustainable
interventions in schools that are truly responsive to the needs
of students may require years of building academic-
community partnerships [105]. While the global prevalence
of mental ill-health among young people has increased in
recent years [106, 107], the burden of mental illness has
disproportionately afected socio-economically disadvantaged,
chronically ill and marginalised groups [108]. Predictors of
mental ill-health are far more nuanced than age—for instance,
sex-specifc vulnerabilities [108]—and distress can be expe-
rienced throughout the lifespan particularly at times of sig-
nifcant transition. Tus, rather than approaching prevention
and early intervention temporally with respect to age (i.e.,
children in schools or students attending university), the re-
sults from this review indicate that targeted programs are also
required to reach those who need it most, at a time when they
need it most.

Prevention and early intervention programs are po-
tentially inefective if interventions are not reaching those
who need them, when they need them. By incorporating
personalised components, such as culturally adapted content
or content tailored to an individual’s symptom level, and
responding to the rapid changes to individuals’ needs,
a targeted approach accounts for the spectrum of mental
illness and the progression of mental ill-health. Targeted
interventions are less likely to miss those who “need it
most”—such as those at risk of, or living with, severe
symptoms of mental ill-health. Tis fnding aligns with
another systematic review in the adjacent feld of grief and
loss, which showed interventions may be efective in pre-
venting complicated grief if they are addressed to a subset of
individuals at higher risk [109]. Te efectiveness of in-
terventions could be improved by employing a targeted
approach and subgrouping participants based on their
personal needs and risk of mental ill-health.

Tis review found that those who drop out of in-
terventions requiring high levels of engagement may have
severe symptoms that interfere with completion. On the other
hand, those who participatemay bemoremotivated to engage
and seek help in the frst place. Hence, structured mental
health interventions that require high levels of compliance
from participants may impact engagement and, ultimately,
efectiveness. Tis conjecture is supported by recent studies
that found individuals with lower levels of mental health and
suicide literacy are less likely to seek support services com-
pared to individuals with higher levels of literacy [110, 111]. It
is, therefore, recommended that future programs target in-
terventions to meet participants’ needs, as well as establish
a more robust recruitment and retention strategy to identify
participants who are less likely to engage in services and more
likely to beneft from the intervention (Table 2). A 2022 review
of community mental health programs for Australian youth
highlighted the importance of providing targeted programs in
“their own environment,” as it is fexible, easily accessible,
actively engaging, and efective [16]. Strategies to improve
recruitment and retention are particularly necessary in cir-
cumstances where the participants have characteristics that
might undermine their participation and indicate they might
particularly beneft from the program [65]. In fact, engage-
ment was reported as a way to improve both short-term and
longitudinal outcomes [73, 104].

Future research should also consider the characteristics
of individuals most likely to beneft [43]. Mixed results with
respect to group diferences between control and in-
tervention groups indicate a need for further investigation
into the conditions under which an intervention may be
benefcial [59]. Hence, testing modules (or combinations of
modules) that are most efcacious may inform tailoring
strategies. Tese experiments are needed to evaluate com-
ponents and mechanisms that infuence mental health
outcomes [28, 50, 51] and the impact of tailoring in-
terventions with respect to content, duration, delivery
methods, and target populations on program efcacy
[25, 39, 48]. Adjusting for multiple statistical testing allows
for any small efects on mental health symptoms such as
depression and anxiety to be frmly established and for
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investigation of mediation or moderation efects based on
demographic characteristics, mental health status, re-
lationship characteristics, and program adherence [50]. For
example, cultural background was found to infuence the
efectiveness of some mental health interventions [78, 92].
Future researchmight consider how to select participants for
trials of targeted preventive interventions [83] and whether
diferent participants respond to diferent forms of in-
terventions based on factors such as symptom severity [104].
Strategies that match participants’ needs with tailored in-
terventions and address mechanisms and outcomes of in-
terventions may improve efcacy through more focused
targeting of programs, particularly among those experi-
encing signifcant difculties [83, 104]. Te exploration of
mediators and mechanisms of intervention efects, or the
type of intervention and with what intensity is best suited for
participants with varying levels of mental ill-health pro-
motes a person-centred approach to service delivery [83, 91].

4.1. Standardised Outcome Measures. Te evidence base of
community-based outreach interventions would strengthen
through standardised outcome measures. Most outcome
measures identifed in this review were self-reported and
lacked clinical assessment, meaning some participants may
have met the criteria for mild depression and potentially
blurring the distinction between prevention and treatment
[26]. Te selection of a measure that is suitable for use in
both clinical and nonclinical populations is necessary, in
order to avoid limitations of foor or ceiling efects [104].
Because interventions have the potential to address
comorbidities, outcome measures must be better chosen to
capture clinical symptom thresholds [91] and other relevant
health components, such as sleep [67, 76], internalising
disorders [95, 104], and resilience [76]. Tis includes in-
terventions supporting the mental well-being of those with
recognised chronic physical and mental conditions (e.g.,
patients with diabetes, hypertension, tuberculosis, and HIV/
AIDS), who are at higher risk of mental ill-health [112].

Te evidence base relating to community-based outreach
interventions can also improve with the inclusion of mental
health disorders other than depression and anxiety [43], as
well as longer-term outcome measures [35, 62]. Further
outcome measures that could be considered are symptom
items that are tailored to the unique nature of the setting. For
example, in self-refection therapy for military cadets, out-
come measures could assess concerns about careers or the
efects of training on performance outcomes [72]. Fur-
thermore, studies evaluating First Nations art programs in
the prison setting could consider the impact of engagement
on postrelease outcomes such as suicidal behaviours, general
health, mental health, and violent recidivism as well as
positive outcomes such as reconnection to culture, com-
munity supports, and employment [93].

4.2. Strengths andLimitations. Tis review was strengthened
by the inclusion of a broad range of studies, innovative
categorisation of interventions and analysis using a high-

quality framework. To our knowledge, this is the frst study
that has analysed and synthesised studies related to
community-based outreach interventions targeting those
experiencing mental ill-health in Australia. Nonetheless,
there are also limitations.Tere is a risk that a relevant article
has been missed during the literature search due to the lack
of consistent terminology for community-based outreach
although we used a systematic approach and identifed
a clear defnition prior to conducting the search. We limited
our search strategy to studies published within the last six
years (2017–2022) due to the time constraints of the review.
Still, we can be confdent the fndings of this review are
timely and relevant. We also excluded studies targeting
a healthy population or included an outcome measure re-
lated to but not specifcally mental ill-health (e.g., stress and
general well-being). Tis was to ensure that the studies
included in the review were contributing to the evidence
base related to mental ill-health prevention and early in-
tervention. We were also unable to conduct a meta-analysis
due to the various participants, interventions, types of
mental ill-health, and outcome measures in various settings.
Further, the quality of some studies was low, which may
compromise the generalisability of the results. Te focus of
our review was on Australian literature; therefore, future
research may be necessary to explore other geographical
regions.

5. Conclusion

Results from this review provide an understanding of the
available evidence related to community-based outreach
interventions for supporting individuals in the Australian
community. A systematic search of the literature identifed
83 studies—42 digital health interventions and 41 light-
touch interventions. Most studies reported a high-risk of
bias and high attrition, recruitment difculties, and in-
sufcient outcome measures, so it remains unclear whether
community-based outreach interventions are universally
efective. Yet, discrepancies in engagement identifed pat-
terns in the efectiveness of interventions based on symptom
severity. Digital health interventions were reported to have
the potential for dissemination and universal implementa-
tion, with high acceptability and feasibility, particularly for
those with mild to moderate symptoms of mental ill-health
and those who may not seek treatment or who prefer not to
take medication. Light-touch interventions—defned as
nonclinical community interventions that utilise health
promotion strategies in the prevention or early intervention
of mental ill-health—have been widely used in schools and
other institutional settings due to the fexible and accessible
mode of delivery. Some light-touch interventions were ef-
fective in improving psychosocial health, reducing the in-
cidence of suicide and self-harm, and reducing symptoms
related to depression and post-traumatic stress disorder.
Individuals with severe mental ill-health were likely to
beneft from targeted interventions, and individuals with
mild to moderate symptoms of mental ill-health were likely
to beneft from interventions involving high levels of en-
gagement from participants. Te fndings of this review

12 Health & Social Care in the Community



demonstrate that targeted strategies may enhance the pro-
active provision of early intervention and prevention ini-
tiatives in the community. Researchers and service providers
would beneft from standardised outcome measures for
community-based outreach intervention, in order to explore
the efect of tailoring interventions to participants’ needs and
achieve a more person-centred approach to care.
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