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Executive summary

This case study focuses on the promotion of mental well-being in adolescents in Germany by means of empowerment, 
strengthening life skills and healthy behaviours and reducing substance use. It describes a recent evaluation study that has a 
special focus on adolescents who are at higher risk of developing mental health problems.

The BELLA Study, which is a mental health module part of a representative nationwide health survey, revealed that nearly 
22% of interviewed children and adolescents aged 7–17 years showed symptoms suggesting possible or probable mental 
health problems. Boys were more often affected than girls and the percentage of children and adolescents with general 
psychological problems increased with age. 

In addition to low family socioeconomic status, other risk factors for mental health were identifi ed, such as an adverse family 
climate, the presence of a parent with a mental disorder, and living in a one-parent household. The prevalence of mental 
health problems increased markedly when several risk factors were present simultaneously. Conversely, positive individual, 
family and social resources coincided with an absence of mental health problems. 

Substance use was identifi ed as a risk factor for the development of mental health problems, with results from the 2002 HBSC 
survey on adolescents’ risk behaviours being alarming. At that time, Germany not only had one of the highest rates of daily 
smoking, but was also one of the countries with highest rates of weekly drinking. 

Germany is a federal country, so policies aimed at reducing the extent of adolescents’ risk behaviours (such as special taxation
on tobacco products and spirit-based “alcopops”) are developed at national level by the Federal Government and at regional 
level within each federal state. Regional activities within the federal states against substance misuse among adolescents 
are predominantly school-based, using school activities as measures of intervention. The implementation of school-based 
life-skills programmes designed to prevent substance misuse and promote mental health and well-being has become more 
important in this regard. 

Although school-based life-skills programmes are effective in delaying the onset of substance use and in reducing the 
rates of substance use during adolescence, it is not suffi ciently clear whether children and adolescents from families with 
low socioeconomic status and/or with a migrant background also benefi t from these programmes. Unfortunately, previous 
evaluation studies have failed to address mental health as a main outcome. 

To address defi cits in existing research, the “Prima schule” project is evaluating three life-skills programmes in two German 
federal states –the predominantly rural Schleswig-Holstein in the north, and the capital city of Berlin. Problematic schools with
an increased proportion of children with low academic performance or who come from families with lower socioeconomic 
status and/or with a migrant background are being particularly targeted for participation. 

Mental health, social cohesion and substance use were the foci of the project. The programmes were evaluated using a pre- 
and post-design which included baseline, post-intervention and three-month post-intervention measurements. Intervention 
and control groups were randomly assigned. Quantitative analyses of questionnaire data and qualitative analyses of focus 
groups and interviews with pupils, parents and teachers were carried out. 
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Mental health and well-being status among adolescents: mental health and risk behaviour 
among German adolescents

Germany is a western industrialized welfare state with good facilities for health care services. The country has experienced 
a considerable decrease in perinatal, infant and child mortality during the past century. The WHO understanding of health as 
having physical, mental and social well-being components has gradually come to the fore. Offi cial statistics, however, focus 
on mortality and do not provide a complete picture of the health status – including mental health – of children and adolescents
in Germany. Additional data are therefore needed.

Results from the BELLA Study 

Having recognized the need for representative data on the health and development of children and adolescents in Germany, 
the Robert Koch Institute (Federal Public Health Institute of Germany) in Berlin was commissioned by the Federal Ministry 
of Health to develop a health examination survey approach to fi ll the information gap. 

The German National Health Interview and Examination Survey among Children and Adolescents was designed as a representative 
nationwide health survey of children and adolescents from 0–17 years. Following a pilot study carried out between March 2001 
and March 2002, the main survey was launched in May 2003. Over the following years until May 2006, 17 641 participants were 
examined in 167 randomly selected study locations all over Germany. Data collected at an individual level included objective 
measures of physical and mental health and self-reported information on subjective health status, health behaviour, use of health 
care services, social and migratory status, living conditions and environmental determinants of health.

The core of the survey – compiling benchmark health information from the complete sample – was supplemented by further 
modules investigating specifi c target areas, such as mental health in representative subsamples. The BELLA Study used 
key data from the core survey on behavioural problems and subjective well-being, supplementing it with targeted questions 
and additional instruments. The BELLA Study examined mental disorders and emotional well-being and behaviour in a 
representative subsample of the core survey, including 2863 families with children aged 7–17. This large sample allows 
results to be extended to the national level. An additional longitudinal design also enabled an analysis of a connection 
between risks and protective factors, also known as “assets for mental health”. 

Prevalence of mental health problems within the mental health survey was assessed using the SDQ and additional standardized 
screening measures. Out of the total sample, 21.9% (CI: 19.9–24.0) of children and adolescents showed signs of mental health 
problems. The psychiatric disorders observed included anxiety (10.0%; CI: 8.7–11.6), conduct disorder (7.6%; CI: 6.5–8.7) 
and depression (5.4%; CI: 4.3–6.6). Of the risk factors examined, adverse family climate and low socioeconomic status stood 
out particularly as negative contributors. The prevalence of mental health problems increased markedly when several risk 
factors occurred simultaneously. Conversely, positive individual, family and social resources coincided with an absence of 
mental health problems. Children and adolescents with mental health problems displayed distinctly impaired health-related 
quality of life. Very few of them were receiving treatment.

The results of the BELLA Study indicate that identifying high-risk groups requires the assessment of available resources and 
assets to be added to the usual risk factors for mental and subjective health screening. Strengthening these resources should 
be a key objective, both in prevention and intervention.

Results from HBSC survey 

The German HBSC survey was realized as a regional sample of four federal states (Berlin, Hesse, North Rhine-Westphalia and 
Saxony) in 2002, and fi ve federal states (Berlin, Hamburg, Hesse, North Rhine-Westphalia and Saxony) in 2006. The resulting 
representative samples consisted of 5650 (in 2002) and 7274 (in 2006) children and adolescents aged 11, 13 and 15 years.

Risk behaviour

HBSC data from the 2002 survey showed that Germany was one of the countries with the highest rates of daily smoking in 



106

15-year-old adolescents (girls: 28.7%; boys: 26.3%) – only pupils in Greenland reported higher rates. Germany was also one 
of the countries with the highest rates of weekly drinking (in this age group) (girls: 33.3%; boys: 45.7%). 

Data from the recent HBSC survey, however, show that these high rates in substance use among 15-year-olds are declining. 
In 2006, “only” 16.4% of girls and 13.3% of boys reported smoking on a daily basis. The rates for weekly drinking had also 
decreased substantially (girls: 14.9%; boys: 24.8%). The same trend applied for drunkenness. After an increase in 2002 (girls: 
34.4%; boys: 44.3%), fewer adolescents reported having been drunk on two or more occasions in their lifetime in the 2006 
survey (girls: 27.7%; boys: 31.2%). The declining trends in substance use in adolescents are very positive and confi rm the 
efforts of national and regional policy and interventions in recent years.

Findings from an international study (1) show that adolescents who smoke on a regular basis report mental health problems 
more frequently than their non-smoking peers. Binge drinking on a regular basis also increases general psychological 
problems. Adolescents who smoke and binge drink regularly are more likely to report a lower quality of life in almost all 
dimensions.

From this perspective, strategies which prevent or delay adolescent substance use should also be used to promote and improve 
mental well-being in young people.

Germany is a federation consisting of 16 federal states, each with its own constitution, parliament and government. Policies 
aiming to reduce the extent of adolescents’ risk-taking behaviours are initiated by the federal government at national level 
and also at regional level within each federal state. The federal states are responsible for education programmes and policies 
and are more-or-less free to choose specifi c school-based prevention programmes and strategies.

National activities

The federal government has changed a number of legal requirements to combat high substance use among adolescents in 
recent years. These activities were outlined in the Act for Improving the Protection of Young People against Dangers of 
Alcohol and Tobacco Consumption. Tobacco taxes were raised and the sale of cigarettes via cigarette automats was limited to 
adults only, using a special ID card. The act also aims to reduce the consumption of alcopops by increasing the price.

The implementation of extraordinary taxes for spirit-based alcopops proved a very successful policy initiative. This special 
tax was introduced in 2004 after the dramatic increase in the consumption of alcopops by young people was recognized. 
Alcopops were the most-favoured alcoholic beverage at that time, especially for young girls. The special tax is levied 
exclusively on alcopops manufactured using distilled spirits or products containing distilled spirits. 

Consumption of spirits-based alcopops among 12–17-year-old young people declined signifi cantly from 28% in 2004, when 
the tax was introduced, to 16% one year after the intervention (2). Spirit-based alcopops are no longer being purchased in 
the same high numbers, primarily because they have become too expensive and because young people are better informed 
about the associated health risks. Additional analyses show that the change in alcopop consumption has not led to increased 
consumption of other alcoholic beverages.

Regional activities

Regional activities against adolescents’ substance use within the federal states refer mostly to school and school-related 
activities. For example, the responsible ministries of education are prohibiting smoking in schools and school areas in a 
growing number of federal states. 

The importance of implementing school-based life-skills programmes has also been recognized. A multitude of prevention 
and health promotion strategies following the life-skills approach are being introduced in German schools at the current time. 

Social and policy context: German initiatives for the promotion of a healthy lifestyle and 
improving mental well-being among adolescents
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skills, empowerment and healthy behaviour and reducing substance use in young people.

Since the 1990s, several school-based prevention programmes using the life-skills approach have been developed, adapted 
and evaluated in Germany. Life-skills education programmes attempt to have a positive infl uence on adolescents’ feelings of 
empathy and communication skills to help them establish and maintain social relationships. Programme activities encourage 
positive self-awareness, thoughtful decision-making and the development of problem-solving and coping strategies. The 
manual-based prevention programmes, administered by trained teachers in schools, use interactive methods such as role 
playing, small group interactions and group discussions to focus on encouraging cooperative learning, communication skills, 
non-violent problem solving and reinforcement strategies. As these programmes were conceptualized and developed to 
prevent or delay substance misuse, their unspecifi c and resource-orientated approach not only supports healthy behaviour, 
but also attempts to improve mental health and well-being.

Three of the most common life-skills programmes in Germany are “Erwachsen werden”, “Fit und stark für’s Leben” and 
“Buddy-Projekt”.

The “Fit und stark für’s Leben” project is a recommended and well-established school-based programme with age-appropriate 
teaching and learning material for three age groups (grades 1–2; 3–4; and 5–6). It focuses on prevention of aggression, 
violence, stress, and substance misuse. There are 20 weekly teaching sessions lasting from 60 to 90 minutes each, directed by 
trained teachers. Topics discussed include self-perception and empathy, stress reduction, resisting peer pressure, promoting 
healthy behaviour, communication and problem-solving skills.

The Lions’ Quest programme “Erwachsen werden” is also based on the life-skills approach. It was designed for adolescents 
aged 10–15 years. Training in social and communication skills and information about substance misuse are major aspects of 
this prevention programme. Teachers are trained and are provided with a manual containing material for 70 optional teaching 
sessions. Education material and workbooks are also available for pupils and parents. 

The “Buddy-Projekt”, established in 2002, is a relatively new life-skill programme. Teachers attend a workshop conducted by 
certifi ed trainers in which they are given information about substance misuse, empowerment and confl ict-resolution strategies. 
Through the combination of a theoretical framework and practical interaction, teachers learn to be aware of specifi c problems 
within their school and their classes. They are encouraged to develop and implement self-directed school projects with their 
pupils to tackle these problems. 

In general, each school is free to take part in the prevention programmes that are authorized by the ministry of education. 
Interested teachers are selected by the principal of their school. The workshops are conducted by certifi ed trainers. In some 
federal states, the ministry of education has installed a counsellor system to support programme activities.

Since each federal state is responsible for its own education programmes and policies, they are able to choose specifi c school-
based prevention programmes and strategies. These programmes, usually preventive in nature, are founded by non-profi t 
associations or institutions but are organized and authorized by the ministry of education of each individual federal state. 

Each ministry of education and its subordinate authorities provide organizational support for the programmes, such as 
authorization for additional school lessons. Programme providers are in charge of organizing and fi nancing the training 
of teachers. In some federal states (such as Berlin, Hesse, Saarland, Lower Saxony and Saxony), cooperation agreements 
between programme providers and the ministries of education have been established to ensure programme sustainability. 

Policy and interventions: school-based life-skills programmes

An essential criterion for the success of prevention programmes is the degree of differentiation and target-group specifi city. 
As children and adolescents undergo various socialization processes and experience different life circumstances, a general 
preventive effect cannot be assumed. Indeed, current programmes still take specifi c life conditions and prevention needs too 
little into account. The result is what is referred to as the “prevention paradox”, according to which those population groups 
who are the most vulnerable benefi t the least from preventive measures (3).
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International and national fi ndings attest to the fact that social and ethnic affi liations are two of the key determinants of 
health inequality (4–14). Socially disadvantaged children and adolescents exhibit more health-risk behaviours, rate their 
physical and mental health more negatively and show more behavioural disorders, especially disorders of social behaviour, 
hyperactivity and attention disorders (2,15). The Drug Affi nity Study, which has been conducted by the Federal Centre for 
Health Education (BZgA) since 1985, shows that adolescents who have completed general school smoke more frequently and 
are more often regular smokers than adolescents who have an intermediate school degree or a grammar school degree (16).

Children and adolescents from families with a migratory background are more at risk in certain health-related areas than 
their German peers. These risks include a higher prevalence of overweight, including obesity, a higher rate of involvement 
in accidents, a lower rate of utilization of physical examinations, lower vaccination rates and more risk behaviours regarding 
oral health care (17–22). Pressures associated with a migratory background and developmental crises also contribute to 
a higher addiction potential in children and adolescents (23). Smoking and drug consumption vary greatly depending on 
religious and cultural backgrounds and are also gender specifi c (24). There are several factors which infl uence the health and 
health behaviours in a migrant population. These include the health and social situation in the migrant’s country of origin, 
the migrant generation and the duration of stay. An effective health promotion strategy must therefore not only be focused on 
social aspects, but must also take the migratory background of children and adolescents into account. 

Since these target groups evidently have a greater need for health promotion measures but apparently use social and health 
services only rarely, it is important that setting-orientated prevention strategies, such as health promotion measures in 
schools, are implemented. In this way, children and adolescents from less-privileged social backgrounds and migrants can 
be reached. 

Evaluation of school-based life-skills programmes

In their 2000/2001 report, the German Advisory Council for Concerted Action in Health Care pointed towards a need for 
improving health promotion and primary prevention in Germany to ensure quality and effi cacy of the health care system (25).

The German Federal Ministry of Education and Research (BMBF) initiated the promotional activities focused “Prevention 
research” in 2003. The promotion focus is on the integration of programme providers and research. In addition to developing 
and testing new concepts and programmes, established health promotion programmes are evaluated for effectiveness, practical 
orientation and applicability. The goal is to improve primary prevention by means of more-focused and high-quality research. 

Only a few of the popular and well-established programmes have been evaluated (26–37). Many of the evaluation studies, 
however, were conceptualized within the framework of the projects, using only relatively small sample sizes and lacking 
information on both the long-term effects and transferability of the results under “real-life” conditions (32), which greatly 
limits the signifi cance of the results. Published studies have been largely based on a quasi-experimental, pre-post-test 
design and have not included randomization. As a consequence, the effectiveness of these studies/programmes could not be 
statistically verifi ed in the same way as would have been possible with a randomized design.

How the effects on the pupils differ based on their educational and migratory backgrounds was only rarely and, for the most 
part, inadequately studied. An extensive analysis of the Lions’ Quest programme (32), which used the teacher survey as a basis, 
came to the conclusion that the student and parent material may be inadequate, especially in relation to comprehensibility and 
length of the text for students from a migratory background, and the cultural perspective was insuffi ciently taken into account. 
No current studies include a detailed analysis of health promotion programmes from the pupil’s perspective (in relation to 
contents, language and amount of material and inclusion of varying cultural perspectives).

The mediator – the person responsible for the realization of the programme – is an important factor in a programme’s 
success. Studies from the United States have analysed various groups (teachers, peer leaders, external trainers) to determine 
the most suitable to act as mediator (38–40). The results show that a determining factor for the success of a programme is 
the mediator’s personal traits, such as the perceived social support of the teacher by the pupils (33,34). These studies did not 
include systematic measures of the teacher’s effect on the pupils depending on his or her motivation, however, and also did 
not take personal and social competence into consideration.
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in relation to smoking in children and adolescents, but also have an infl uence on mental health outcomes, such as reducing 
problem behaviours (27–30). Mental health and subsequent problems can be understood as a result of a successful or 
unsuccessful mastering of developmental tasks. This developmental process can be positively or negatively infl uenced by 
risk and protective factors, which is where school-based health promotion programmes step in. They strengthen pupils’ 
positive resources through behavioural and system-orientated prevention measures. 

Most of the school-based health promotion programmes based on the life-skills concept were developed and evaluated as 
substance misuse prevention measures. Due to their unspecifi c and resource-orientated approach, however, many also have the 
capacity to develop mental health in pupils (41). It can be deduced that school-based health promotion measures, conducted as 
part of a life-skills approach, are suitable in positively infl uencing mental health, including health behaviours. They achieve 
this by improving individual competence and empowering pupils (in such areas as communicative competence, acquiring 
and maintaining social support, knowledge, attitudes, perceived control, self-worth and self-effi cacy) and infl uencing the 
environment (social support and classroom atmosphere). A holistic approach including mental health for the effect evaluation 
of programmes does not currently exist. 

Within this framework, an evaluation study of school-based life-skills programmes was planned to focus on fi fth and sixth 
graders from families with low socioeconomic status and/or a foreign background. Mental health is a major target within 
these programmes. 

Aims of the “Prima Schule” study 

“Prima Schule” is evaluating three previously mentioned school-based programmes in two federal states. The focus is on 
their effectiveness specifi cally for socially disadvantaged children and adolescents and those with a migratory background. 
The methodological defi cits of previous evaluation studies are being avoided by adopting a more suitable study design. 
Guidelines for the adaptation and improved implementation of preventive measures for socially disadvantaged groups and 
migrant populations are being jointly developed in partnership with relevant stakeholders (the developers, providers and 
mediators of prevention measures and pupils). 

The two federal states chosen for the study, Schleswig-Holstein and Berlin, differ in various structural aspects (school 
system, population density and proportion of migrants, for instance). The target population is pupils from the fi fth and sixth 
grade in general schools (Schleswig-Holstein) and in primary schools in socially disadvantaged areas (Berlin). In Berlin, the 
social structure atlas allows us to select primary schools which lie in socially disadvantaged areas with a high proportion of 
unemployed people and welfare recipients. 

The selected age group (11–13-year-olds) is a population group which falls into a period in life in which health-relevant 
behaviours are developed and begin to stabilize and gender aspects start to manifest. Fortunately, validated instruments 
measuring life competence and mental health by means of individuals’ self-reporting already exist for this age group. 

The following questions are being dealt with in detail.

1. Which effects of the health promoting programmes “Fit und stark für’s Leben”, “Erwachsen werden” and “Buddy-Projekt” 
can be proven for socially disadvantaged children and adolescents and children from a migratory background in relation 
to “life competence”, “substance consumption” and “mental health”?

2. What factors that infl uence the success of an intervention for this target group can be identifi ed? The integration of various 
programmes makes it possible to differentiate here between programme effects and those which result from the specifi c 
format of programme implementation. 

3. What role do teachers play as key participants in conveying programme contents?

4. What differences arise in programme effectiveness in terms of gender, social and migrant background? How must these 
be dealt with in the programmes?

5. Which orientations/views of pupils and teachers have an infl uence on the success of the programme, and what conclusions 
can be drawn from this in relation to adjusting the programme?
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Lessons learned 

One of the aims of this case study was to highlight the main strengths and advantages of German initiatives for the promotion 
of mental well-being in adolescents. At the same time, it also attempted to point out the challenges and problems that need to 
be addressed for future policy improvements.

Germany now possesses nationally representative data on mental health and well-being in children and adolescents. Analyses 
of an association between risks and protective factors make it possible to identify children at risk. Data on health care 
utilization further show that additional efforts are necessary to reach these children.

Prevention programmes focusing on substance use offer one example of a national strategy to promote mental health and 
well-being in Germany. These prevention programmes, however, must take the special requirements of pupils with the 
greatest need into account. Further research is needed to create a better understanding of the accessibility and effects of these
programmes for children and adolescents who come from families with a lower social status and/or a foreign background. 

An evaluation of school-based life-skills programmes should focus on the integration of programme providers and research to 
ensure evidence-based effectiveness, practical orientation and applicability of the applied programmes. In terms of a process 
evaluation, results should be used to improve the programmes. 

In this regard, the views and perspectives of all parties, including programme providers, teachers, pupils and their parents, 
should be used and integrated into the evaluation process. The case study shows that different research strategies should be 
used simultaneously to collect qualitative and quantitative data. Questionnaire data, interviews and focus-group discussions 
with all participating parties ensure that all views and opinions are considered.

Once high-quality research has proven the effectiveness and effi ciency of a programme, it should be promoted beyond 
regional implementation. A continuous evaluation process should nevertheless be established to ensure quality maintenance 
and appropriate reactions to the needs of children at risk in the future. Needs of children and adolescents with other risk 
factors, such as living in one-parent households or having parents with mental health problems, should also be taken into 
account for further evaluation studies and research. The development of new measures for the special needs of this group of 
children should also be promoted.

Establishing a system that ensures fi nancing and implementation of the prevention programmes on a sustained and enduring 
basis remains a big challenge. The case study has been able to point to this and a number of other challenges and problems 
that need to be addressed to improve future policy.

6. Which of the identifi ed protective factors of mental health in the studies can be promoted through the employed measures? 
To what extent is this possible? To what extent can the achieved effects of the measures be explained by infl uencing the 
specifi c protective factors?

Design and methods

The school-based life-skills programmes are being evaluated using a pre-test and post-test design (baseline, post-intervention,
three-month post intervention) with randomly assigned intervention and control groups. Quantitative analyses of questionnaire 
data, qualitative analyses of focus groups and interviews with pupils, parents and teachers are being carried out to assess 
improvements in mental well-being. Effects of the prevention programme are being measured by the outcome variables of self-
effi cacy, social competence, school and class climate, substance misuse, mental health and health-related quality of life (as well
as bullying). Data from approximately 3000 fi fth and sixth graders and 90 participating teachers are being collected.
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