
PSYCHIATRIC SERVICES � ps.psychiatryonline.org � March 2011   Vol. 62   No. 3 224477

Prevention in psychiatry is possi-
ble. A scientific base of evi-
dence shows that we can pre-

vent many mental, emotional, and be-
havioral disorders before they begin.
This robust evidence is presented in
the landmark 2009 Institute of Medi-
cine (IOM) report titled Preventing
Mental, Emotional, and Behavioral
Disorders Among Young People:
Progress and Possibilities (1). In this
article we highlight and expand key
points from the IOM report. Using a
developmental perspective, we dis-
cuss the effectiveness and implemen-
tation of prevention for mental, emo-
tional, and behavioral disorders. With
the possibility of reducing the human

suffering of mental illness and the
economic costs associated with it,
psychiatry must act to implement
preventive practice. 

In our roles as psychiatrists, we see
people after symptoms of a mental ill-
ness have emerged, after dysfunction
has begun. We work hard to provide
our best treatments to improve symp-
toms and outcomes for our patients.
We take pride in stopping further
symptom development, lessening
episodes of illness, and facilitating re-
covery. Yet, how often do we work
with people who do not show prob-
lems, in an effort to reduce their risk
of developing future mental, emo-
tional, or behavioral disorders?

There is an established and growing
scientific body of evidence demon-
strating methods to prevent mental ill-
ness before it starts. These preventive
strategies reduce risk factors, enhance
protective factors, and practice men-
tal health promotion. They require us-
ing universal approaches that address
the entire population, selective ap-
proaches for people at elevated risk,
and indicated approaches for people
showing early signs of an illness. Pre-
vention requires a paradigm shift to
implementing strategies before the
onset of illness and treating the popu-
lation before waiting for people to
come to our door. 

Evidence for prevention
The scientific evidence for preven-
tion is growing. In 1994 the IOM re-
leased its first report highlighting
models of prevention for selected
mental disorders, titled Reducing
Risks for Mental Disorders: Frontiers
for Prevention Research (2). Primari-
ly, this report challenged the mental
health community to apply a risk fac-
tor model—as is used in preventing
cardiovascular disease and injuries—
to the prevention of mental illness.
The report recommended increased
research and implementation of ef-
fective programs for primary preven-
tion of mental disorders. Moreover, it
introduced the categories of univer-
sal, selective, and indicated preven-
tion to encourage multiple primary
preventive interventions toward
groups with differing risks. 

Since that 1994 report, research
and evidence for prevention has accu-
mulated at an increasing rate. Ap-
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Robust scientific evidence shows that mental, emotional, and behavioral
disorders can be prevented before they begin. This article highlights
and expands points from a 2009 Institute of Medicine report to provide
a concise summary of the literature on preventing mental illness. Be-
cause prevention requires intervention before the onset of illness, ef-
fective preventive approaches are often interdisciplinary and develop-
mental. Evidence-based preventive strategies are discussed for the dif-
ferent phases of a young person’s life. Specific recommendations to fo-
cus on parenting, child development, and the prevention of depression
are made for a target audience of practicing psychiatrists and mental
health professionals. Further systemic recommendations are to priori-
tize prevention and to coordinate and facilitate research on preventive
practices in order to reduce suffering, create healthier families, and
save money. (Psychiatric Services 62:247–254, 2011)



proximately 400 additional random-
ized controlled prevention trials for
mental, emotional, and behavioral
disorders have been published, and
data have accumulated from other
types of trials, such as natural experi-
ments and time-series analyses (1).
This evidence provided the basis for
the family, school, community, and
office interventions presented in the
2009 IOM report. In this article we
discuss selected evidence most rele-
vant to psychiatrists and elucidate key
findings from that report to illustrate
the science of prevention—core prin-
ciples of prevention in mental health
(see box on this page), risk factors and
protective factors for mental illness,
and the fundamental neuroscience
underlying prevention science. We
also issue recommendations and dis-
cuss building the infrastructure for
effective prevention. 

A developmental perspective
Prevention requires asking the ques-
tion, “What does a child need one,
three, and five years down the line?”
It is inherently developmental in an
effort to time preventive interven-
tions to have their maximal impact,
depending on the age and develop-
ment of the child. 

Prevention focuses on young peo-
ple because half of all lifetime cases
of mental, emotional, and behavioral
disorders start by age 14, and three-
fourths of disorders start by age 24
(3). In addition, first symptoms typi-
cally occur two to four years before
progressing to diagnosable disorders.
This prevention window, depicted in
Figure 1, provides years of distinct
opportunities for indicated preven-
tive interventions as well as universal
and selective interventions that could
be used before symptoms arise (1). 

Risk factors and protective factors
The characteristic periods in which
symptoms usually appear and a diag-
nosis is made likely represent key bi-
ological and psychosocial risk factors
that occur at those ages (4). Identified
groups of risk factors, in addition to
biological and genetic disease vulner-
abilities, include socioeconomic dis-
advantage, family dysfunction, par-
ental risk characteristics, and stressful
life events. Knowing this allows us to
better target risk factors and promote
protective factors for different age
groups. This emphasis on develop-
mentally appropriate risk and protec-
tive factors was not a feature of the
report in 1994 and represents a sig-
nificant advance. 

In addition, promoting develop-
mental competencies is central to un-
derstanding the related concept of
mental well-being. The IOM report
positively defined mental health as an
“ability to achieve developmentally
appropriate tasks (developmental
competence); a positive sense of self-
esteem, mastery, well being, and so-
cial inclusion; and the ability to cope
with adversity” (1). Just as in physical
fitness, where individuals may have
better health than others, mental
well-being exists on a spectrum re-
gardless of whether individuals are
symptomatic. Furthering develop-
mental competencies improves men-
tal health and simultaneously serves
as a protective factor against the onset
of mental illness (5). 

Preventive interventions
Considering these developmental risk
and protective factors, we have multi-
ple opportunities for preventive in-
terventions through an individual’s
young adulthood (Figure 2). Early in
the course of development, there is
evidence supporting interventions
that are broad based and that foster
strengths and skills within the family,
the parents, and the child. These in-
clude high-quality out-of-home care
and home visitation by a nurse, as
well as interventions such as adequate
nutrition during pregnancy (6,7). 

During the school years, interven-
tions that both foster academic devel-
opment and cultivate social and emo-
tional skills offer great promise (8,9).
In adolescence, interventions target-
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� Prevention of mental disorders requires a paradigm shift in mental health care.
� Mental, emotional, and behavioral disorders are developmental. 
� Mental health and general medical health are inseparable. 
� Successful prevention is inherently interdisciplinary. 
� The support of young people depends on coordinated community-level systems. 
� A developmental perspective is key to successful prevention. 
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Age at which symptoms of common mental disorders first appear and are 
diagnoseda

a Source: Used with permission from Costello EJ, unpublished manuscript. ADHD, attention-
deficit hyperactivity disorder; ODD, oppositional defiant disorder; CD, conduct disorder
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ed to more specific disorders are ap-
propriate—in particular, substance
abuse prevention and depression pre-
vention (10–13). 

Policy interventions that strength-
en communities and support families
throughout their children’s develop-
mental stages are preventive. In addi-
tion, many individual programs are
preventive for children from families
in distress, such as from divorce,
parental depression, bereavement, or
serious medical illness (14,15). 

Neuroscience
Developmental neuroscience sup-
ports the possibility of prevention.
The core construct of developmental
plasticity complements the core
premise of preventive intervention—
that it is possible to intervene in the
environments of developing children
and their families in order to maxi-
mize development (16). 

Environmental influences are a fac-
tor in all stages of brain development.
Early stages of brain development,
including cell proliferation, differen-
tiation, and migration, are primarily
under the control of regulatory genes

(17). However, these stages can be
disturbed by nutritional deficiencies,
infections, toxins, and substance use,
which predispose the individual to
cognitive, behavioral, and mental
health problems (7,18,19). Thus, be-
ginning in gestation, healthy maternal
and prenatal care can facilitate prop-
er brain development and the pre-
vention of problems or illness. 

From the early childhood years
through the early adult years, syn-
apse formations and neural refine-
ment are responsive to stimulation
and deprivation (20,21). Thus pre-
ventive interventions can enlist par-
ents, families, and communities to
provide nurturing care for the child
or young adult. In the adult years,
brain plasticity continues, which al-
lows for changes in self-regulation or
the establishment of protective fac-
tors like social support. A constant in-
terplay of genetics and a person’s en-
vironment governs mental disorders.
The environment affects people dif-
ferently, depending on their genetics,
and particular genetic risks activate
only with certain environmental in-
fluences (22). 

Evidence-based interventions 
The following interventions are par-
ticularly relevant to psychiatrists be-
cause they either provide evidence
about the prevention of specific dis-
eases or focus on the social and emo-
tional skills of parents, a regular clini-
cal population group. Many other
preventive examples are detailed in
the IOM report. 

Parenting programs
Parenting programs have evidence-
based, preventive outcomes for chil-
dren. These programs have been ef-
fectively used as primary prevention
for children without symptoms (uni-
versal prevention), with elevated risk
factors (selective prevention), and
with subsyndromal symptoms (indi-
cated prevention). 

Most of these programs work with
parents of preschool-age through mid-
dle school–age children to encourage
noncritical, consistent disciplinary
techniques and positive interactions
with their children. Many also focus on
social skills and emotional communi-
cation. The direct outcomes of these
programs for parents have included in-
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Preventive intervention opportunities, by developmental phase to young adulthooda
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creased competency in using parent-
ing techniques, improved parent self-
confidence, and improved communi-
cation within the family (6,23,24). 

Parenting programs have demon-
strated long-term, decreased aggres-
sive and antisocial behaviors (24–
26), less substance use (10–12), and
fewer arrests for the children of the
involved parents (27). As a group,
parenting programs also demonstrat-
ed improved academic success and
better classroom behavior of the
children (28,29). The outcomes of
parenting programs have been repli-
cated in many settings, including dif-
ferent regions (30), different coun-
tries (24,31), and different cultural
groups, including African-American
populations (32). 

These parenting programs work by
two primary mechanisms. They pro-
vide caregivers with social and emo-
tional skills to support youths, and
they provide youths with an environ-
ment that cultivates the social and
emotional skills necessary for healthy
affect regulation (33). 

Prevention of depression
Another area that shows great prom-
ise is the prevention of depression.
The preventive trials that have
shown the strongest results have
been with two high-risk groups:
high-risk adolescents (13,34–36) and
pregnant women (13,37,38). The
most common methods of prevent-
ing the onset of depressive disorders
are using cognitive-behavioral strat-
egies and psychoeducational, family-
based approaches. 

Challenging negative assumptions
in cognitive-behavioral groups has
been shown in multisite trials to be
effective for adolescents (39) of vari-
ous populations and cultural groups
(40). Using a cognitive approach de-
livered through the schools, the Penn
Resiliency Program cut the rate of
moderate to severe depressive symp-
toms in half (41). This program has
been shown to be adaptable and ben-
eficial for Latino clients (42). 

Psychoeducational approaches in-
volving parents and the family in con-
versations about depression have led
to decreases in depressive symptoma-
tology and overall increases in family
functioning (43). Similar results have

been shown with inner-city, single-
parent families in racial-ethnic mi-
nority groups (44), Latino families
(45), and in settings like Head Start
(46,47) and in a wide array of preven-
tion programs in Europe (48). 

Two separate meta-analyses con-
firmed that parenting programs re-
duce depressive symptoms among
youths (49) and reduce the incidence
of depressive disorders (50). Some
evidence has shown similar strategies
to be effective in the prevention of
anxiety disorders (51,52). 

Evidence confirms the value of so-
cial and emotional skills training
across the school-age years. Various
school-based and other programs to
foster social and emotional learning
have shown significant increases in
academic functioning and reduction
in symptomatology (53,54). Some, in-
cluding the Baltimore City Project,
have shown that interventions deliv-
ered in first or second grade can have
effects into late adolescence (55). The
PATHS program (Promoting Alterna-
tive Thinking Strategies) provides a
particularly powerful example of how
emotional understanding and regula-
tion can reduce aggressive, disrup-
tive, and depressive symptoms
(53,56). There was also strong sup-
port for interventions that involve
multiple sectors at once. For exam-
ple, the Seattle Social Development
Project delivered an intervention that
involved parents, teachers, and
schoolchildren simultaneously during
the grammar school years. This inter-
vention showed long-term positive ef-
fects on mental health more than a
decade later (57). 

Savings and the interdisciplinary
nature of prevention
These approaches highlight the sub-
stantial economic savings that can
materialize with prevention. The cost
of mental, emotional, and behavioral
disorders for young people was esti-
mated at $247 billion in 2007, with
consideration of direct costs of men-
tal health and health services, pro-
ductivity, and crime (1). This estimate
did not consider indirect costs, such
as the cost for a family to care for a
child with mental illness or the addi-
tional cost for a school to educate him
or her. 

Prevention programs would save
these costs. Aos and colleagues’ (58)
cost-benefit analysis showed that sav-
ings from effective programs far out-
weighed their costs. For example, the
Strengthening Families Program re-
alized reduced drug use, reduced
delinquency, and increased academic
performance (10–12,59,60). It creat-
ed savings for families, schools, the
juvenile justice system, and the health
and mental health care systems.
These outcomes in such various sys-
tems highlight the interdisciplinary
nature and savings of prevention, es-
timated at $8 for every $1 invested in
this program (58). 

These benefits and outcomes have
the potential to last many years, mul-
tiplying these savings over the life-
times of the youths affected. Many
parenting programs have document-
ed multiyear outcomes (15,25,59). In
addition, the Seattle Social Develop-
ment Project showed sustained inter-
disciplinary outcomes over at least 15
years after an elementary school in-
tervention. Into their mid- to late-20s,
program participants showed signifi-
cantly fewer mental disorders, and
they sustained positive directional
patterns for 27 out of the 28 tracked
outcomes across school, work, com-
munity, health, mental health, crime,
and sexual behaviors (57). An inde-
pendent cost analysis estimated that
this project returned $3.14 for every
dollar spent (58). 

More than economics
Beyond the economic argument that
billions of dollars could be saved in
health care costs, practicing preven-
tion supports the central mission of
mental health promotion—to im-
prove people’s lives. Effective pre-
vention reduces illness and its associ-
ated suffering. Currently, mental,
emotional, and behavioral disorders
create the largest burden of disease
in the United States for any category
of illness (61) because of their early
onset and length of morbidity. In
youths aged 15–24, almost half of dis-
ability-adjusted life years lost are as-
sociated with mental, emotional, and
behavioral disorders (1). In addition
to the morbidity, chronic mental ill-
nesses are associated with up to 25
years of premature mortality (62).
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Effective prevention alleviates this
suffering and stops the impact of  dis-
ability and disruptive behaviors of
mental illness on the lives of individ-
uals and families. 

At the same time, the outcomes of
the preventive interventions create
more developmentally competent
children with enhanced social and
emotional skills, better academic
achievement, and improved general
health. Parents are more nurturing,
and both children and parents have
less mental illness. Fewer children
are taken from their parents, families
are more cohesive, and schools be-
come better educational environ-
ments (8–13,23–34,57). 

Common risk factors
Addressing broader public and social
risk factors provides another ap-
proach to prevent mental, emotional,
and behavioral disorders. For exam-
ple, poverty often entails “a range of
material hardships, such as over-
crowding, frequent moves (which of-
ten mean changes of school), poor
schools, limited health care, unsafe
and stressful environments, and
sometimes lack of adequate food” (1). 

The IOM report strongly endorses
the idea that poverty is a potent risk
factor for many emotional and be-
havioral disturbances. It also en-
dorses the position that poverty
must be addressed: “One factor
lurks in the background of every dis-
cussion of the risks for mental, emo-
tional, and behavioral disorders and
antisocial behavior: poverty. . . . Al-
though not the focus of this report,
there is evidence that changes in so-
cial policy that reduce exposure to
these risks are at least as important
for preventing mental, emotional
and behavioral disorders in young
people as other preventive interven-
tions. We are persuaded that the fu-
ture mental health of the nation de-
pends crucially on how, collectively,
the costly legacy of poverty is dealt
with” (1). Collective action on social
and economic policies directed to-
ward poverty and other common
risk factors, such as exposure to vio-
lence, social isolation, and discrimi-
nation, is as important as other
measures to the prevention of men-
tal disorders. 

Recommendations
We have two sets of recommenda-
tions—one for the individual psychi-
atrist and mental health clinician
and the other for the mental health
system. 

For the mental health clinician
Our main recommendation for psy-
chiatrists and practicing mental
health clinicians is to think and act
more preventively (see the box on this
page for specific recommendations). 

Some approaches can be conduct-
ed in an office. For example, mental
health clinicians can run groups for
adolescents displaying subsyndromal
depressive symptoms to prevent the
onset of depression. Family sessions
can be offered for depressed parents
and their children without depressive
symptoms (34,35,43). Supporting
parenting skills and treating depres-
sive symptoms of parents to remission
can prevent mental illness for their
children (63). 

Mental health promotion should
also be incorporated as a part of an
individual’s development. Encourag-
ing a child to explore an interest in
the piano may have a positive effect
on mental health by developing com-
petency and self-efficacy. Such a
health promotion approach makes
sense in any individual or group in-
tervention (64). 

Because health promotion and pre-
vention require action before the on-
set of illness, many intervention efforts
occur outside of traditional health care
agencies. Accordingly, psychiatrists
can promote preventive examples in

settings such as homes, schools, and
community organizations. 

Mental health professionals should
support the parenting programs dis-
cussed previously for their many im-
proved mental health and substance
abuse outcomes. Children whose
mothers were visited by nurses in
home visitation programs showed
more cognitive and social-emotional
competence and were less likely to
become involved in the juvenile jus-
tice system (65). These nurse home
visitation programs received $1.5 bil-
lion in the recent health care reform
legislation (Patient Protection and Af-
fordable Care Act) and deserve fur-
ther advocacy and implementation
support for their beneficial mental
health outcomes. 

Even the preliminary evidence that
omega-3 fatty acids are neuroprotec-
tive (66) and preventive of psychosis,
with few major side effects (67), can
be a preventive nutritional recom-
mendation in settings such as public
school systems. Such evidence high-
lights the systemic need for further
clinical and implementation research
into preventive practices. 

For the mental health system
As emphasized in the IOM report,
the two central systemic recommen-
dations are first, to make healthy
mental, emotional, and behavioral
development a national priority, and
second, to coordinate and integrate
prevention approaches across all fed-
eral and state agencies. 

With the recent health care reform
law, the National Prevention, Health
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� Understand evidence-based practices for mental health promotion and 
prevention. Look for opportunities when these might apply. 

� Support the mental health and parenting skills of parents. 
� Encourage the developmental competencies of children. Use preventive

strategies for children at risk, such as children of parents with a mental illness
or children with family stresses (such as divorce or job loss). 

� Practice appropriate preventive strategies for the setting in which you work.
Support and refer to preventive programs in other settings as appropriate. 

� Promote widespread use of evidence-based prevention and health promotion
in schools, in communities, and in health care. 

� Advocate for addressing the common risk factors for mental illness, such as
poverty and exposure to violence. 



Promotion, and Public Health Coun-
cil has been created to better support
preventive efforts. This council,
whose establishment was recom-
mended in the IOM report, has the
potential to create more visibility for
preventive efforts. Mental health ad-
vocates need to ensure that this coun-
cil will include equal representation
for the prevention of mental, emo-
tional, and behavioral disorders. 

The second recommendation is to
coordinate prevention research and
implementation efforts. The new
council mentioned above should co-
ordinate the interdisciplinary efforts
of the Departments of Health and
Human Services, Justice, and Educa-
tion toward a comprehensive federal
strategy to promote mental health
and prevent mental, emotional, and
behavioral disorders. 

Similarly, states and communities
need to develop a networked system
for funding and coordinating preven-
tion efforts. One idea is to dedicate
funding in mental health block grants
for prevention efforts, much as sub-
stance abuse block grants set aside
funding for substance abuse preven-
tion. Another strategy is “braided”
implementation and research fund-
ing, which pairs funding for research
with funding for implementation of
preventive programs. 

In addition, the National Institute
of Mental Health should develop a
comprehensive, long-term, preven-
tive research plan. Research should
emphasize programs with multiple

beneficial outcomes, such as parent-
ing programs and programs that show
promise for high-prevalence disor-
ders such as depression and anxiety.
More research is also needed on ef-
fective implementation and dissemi-
nation strategies, including ways to
effectively adapt interventions to dif-
ferent cultural backgrounds. 

Envisioning the future
The scientific evidence for the pre-
vention of mental, emotional, and be-
havioral disorders allows us to envi-
sion a better future. Imagine what
our society, our schools, our commu-
nities, and our health care system
would be like if organized by these
preventive principles (see box on this
page). 

If we follow these preventive prin-
ciples of promoting mental health
and intervening early, our children
and families would be supported in
developing the skills they need to cre-
ate happy lives free from mental ill-
ness. Our society could dedicate
more of its resources to create vibrant
schools, neighborhoods, and health
care facilities. Our schools could pro-
mote appropriate developmental,
self-efficacy, and communication
skills. Our policies could address the
common ills of poverty, violence, dis-
crimination, and social isolation. 

“The scientific foundation has
been created for the nation to create
a society in which young people ar-
rive at adulthood with the skills, in-
terests, assets, and health habits

needed to live healthy, happy, and
productive lives in caring relation-
ships with others. This movement
can be guided by a vision of a well-
organized system of organizations,
programs, and policies to ensure
strong families and schools and nur-
turing neighborhoods” (1). 

The foundation is established; will
we prioritize continued research and
infrastructure? The evidence is here;
will we practice its interventions?
Prevention is possible—let’s make it
real. 
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