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The purpose of this paper is to describe the protocol for the evaluation of programs offered by the Satellite Foundation, designed for, and with, children and young people aged between 8 and 25 years who have family members experiencing mental health challenges. To achieve this, the Social Return on Investment (SROI) method was chosen. SROI is an economic measurement tool used to apply a monetary value to socially situated outcomes. In this study, SROI will be used to provide a means of quantifying the social impact generated by various programs offered by the Satellite Foundation, a community-based mental health organisation. These programs are designed for children and young people who have a family member who experiences mental health challenges, with the aim to promote resilience, hope and connectedness. Given that traditional financial metrics often fail to capture societal benefits, SROI offers a systematic approach to measuring the economic and often intangible social outcomes of any given endeavour. This protocol will describe the SROI method, who the stakeholders are, and how they are engaged. The rationale for the monetisation of outcomes is shown. Other SROI steps are presented, including how impact was established, and the proposed method of calculating the SROI. The limitations and potential benefits of this economic measurement approach are also discussed.
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Introduction

Family systems theory posits that the health of one member of a family can have a profound impact on the well-being of other family members (1). Likewise, young people who have a parent, sibling or other family member who experiences mental health challenges confront complex issues that can influence their own mental health, developmental and/or behavioural outcomes. Many of these young people assume caring responsibilities in their families (2), a role which can provide young people a sense of purpose and strengthen family bonds, but if onerous, can adversely impact their wellbeing and friendship groups (3). Similarly, while many children and young people in these families identify independence and compassion as positive outcomes (4), others report negative outcomes including low academic attainment (2, 5) and their own mental health and adjustment issues (6). These young people are often considered to be “invisible” as services focus on the needs of their family member and typically do not intervene with children unless there is evidence of abuse or neglect (7). However, there is much that can be done to mitigate these potential negative impacts, if given the necessary support.

There are several programs that have been designed for this population group. Some programs target children aged 8–12 (8) and others assume a whole-of-family approach (9). Some are offered online (10) and others are offered as residential camps (11). The target group and content (e.g., psycho-educational, cognitive behavioural) varies and is often determined by organisational remit (12). Programs for children and young people are typically based on peer support and aim to offer respite from caring responsibilities, and promote connectedness, adaptive coping skills, emotional regulation and mental health literacy (13). Psychoeducation is a common intervention ingredient as some young carers do not have an accurate knowledge about mental illness prognosis and treatment (14). Cognitive behavioural approaches are often used to promote adaptive coping, regulate emotions and build resilience for this target group (15). Overall, such programs report positive outcomes, with a systematic review and meta-analysis finding a significant reduction of the incidence of mental illness in children and young people, and a reduction of internalizing symptoms in the year following the intervention (16). However, another systematic review found only two interventions measured the future risk of developing a mental illness (17). Though similar to other reviews, at post intervention, children reported a significant decrease in internationalising symptomatology. There is a scarcity of longitudinal studies that follow children over an extended period, with many using qualitative evaluations or relying on evaluations that assess at baseline and then immediately post intervention (12). In addition, knowledge gaps exist around demonstrating whether programs for these young people provide value for money.

There have been some, albeit few, economic evaluations conducted on interventions for young people living in families where a member experiences mental health challenges. Wansink et al. (18) assessed the cost-effectiveness of a preventive care-management program for families with a parent with mental illness from a health care, social care and societal perspective. They found the program to be costlier but more effective than treatment-as-usual. Another program focused on children and mothers, where both family members had anxiety and all children received Cognitive Behaviour Therapy (CBT) (19). Creswell et al. (19) were specifically interested in the cost-effectiveness of two additional interventions, where one group of mothers was provided with CBT, while the other group was provided with a program designed to target anxiogenic features of the mother–child relationship. They found positive outcomes for children across all treatment arms, though neither adding CBT for mothers, nor focusing on the parent–child relationship, conferred significant benefits to children or mothers. In terms of their economic evaluation, they concluded that focusing on the child–mother dyad, rather than providing mothers with CBT alone, may be a cost-effective psychological approach for the treatment of child anxiety problems in the context of maternal anxiety disorders. Finally, in Germany, Waldmann et al. (20) attempted to establish the cost utility of an eight-week program for families where a parent has a mental illness but did not find significant differences in resource use, costs or cost utility between the intervention group of families and families receiving ‘treatment as usual’.

The insights gained from economic evaluations can contribute to evidence-based decision-making, enhanced accountability, and the optimisation of outcomes relative to costs. However, as argued by Corvo et al. (21), value is not defined by economics alone; value must incorporate social and/or environment components. Corvo et al. (21) emphasised that “while economic value is created when there is a financial return on an investment, social value is produced when people’s lives are improved owing to the successful combination of resources, input and processes” (p. 49). The combination of these components has led to a number of methodologies for assessing the economic but also the social value of programs (21).

This paper presents a protocol for a Social Return on Investment (SROI) methodology for programs designed for, and with, young people living with a family member who experiences mental health challenges. Based on a long-established clinical history and drawing on other similar program evaluations conducted over several years (8, 10, 11, 22), Satellite’s programs are designed to mitigate the risks associated with having a family member who has a mental illness by promoting children’s wellbeing, connectedness, adaptive coping, a sense of hope and resilience. In various mediums and targeting different age groups, Satellite provides various programs, using creativity and informal psychoeducation, alongside opportunities for young carers to connect with others who share similar life experiences. A SROI approach was chosen to extend the current research base by providing a comprehensive evaluation of impact beyond traditional financial metrics. Programs for these young people often yield intangible benefits such as adaptive coping and improved resilience, and the SROI methodology has the potential to quantify these benefits, providing a clear picture of its true value (23). By providing an account of the social and economic value generated, SROI can assist in the future planning of policymakers, funder and managers. It was for these reasons that the SROI method was chosen.


Social Return on Investment approach

Social Return on Investment (SROI) is one of the most well-known social impact methods (21) and has been regarded as the “nearest to a current industry standard for project or organisational level social impact reporting” [(24), p. 21]. SROI is an economic measurement tool used to apply a monetary value to socially situated outcomes (25, 26). It seeks to establish how inputs (e.g., staffing) are converted to outputs (including the activities undertaken to deliver the outcomes) and subsequent participant outcomes (e.g., an aspect of improved quality of life such as self-esteem or mental health).

A core feature of SROI methodology is the engagement of stakeholders to determine which outcomes are relevant and deemed to be most important. Another key feature of SROI methodology is to assign monetary values to program outcomes, which may not have market prices (27). As SROI seeks to monetize non-financial factors, there is a need to identify financial proxies that can be used to estimate the positive (or negative) social value created by participating in a given program (25, 26). Ultimately, SROI results in a ratio, such as 3:1, which in this instance shows that for every dollar invested in a program (or organisation), a social value of three dollars is created. The final SROI ratio is not intended to indicate financial value but instead conveys a social value currency (28).

SROI studies can play an important role in how social enterprises conceptualise, measure and communicate their achievements (23) and may be used by governments and philanthropists when making funding decisions (29). The SROI process can help organisations better understand the processes that impact their stakeholders by identifying the links between activities and impacts. As a relatively new methodology, it is important to be transparent about the SROI methodology applied, especially when developing some of the more ambiguous and challenging steps involved in the methodology, including measurement indicators and the proportion of the outcome that may have occurred without any intervention having occurred (28).

The purpose of this paper is to describe the SROI protocol for the evaluation of programs designed for, and with, children and young people aged 8–25 years, and who have family members (parents/guardians and/or siblings) who experience mental health challenges. The programs are offered by the Satellite Foundation (hereafter Satellite), an Australian not-for-profit organisation. Satellite provides various in-person and online programs for these children and young people, with the aim of promoting connectedness, wellbeing, and resilience. Programs vary in length, approach (for example some involve creative activities, others are more psychoeducational) and medium (online and face-to-face) and target different age groups. Participants can choose any number of programs to join and may participate in multiple programs. While it is acknowledged that the three identified programs have varying lengths, approaches and mediums, they share the same Theory of Change (Figure 1). As Arvidson et al. (23) argued, a consistent Theory of Change allows for a structured approach for evaluating outcomes across different programs. Moreover, the mixed method approach employed ensures that the nuances of each program are captured while maintaining a consistent framework for evaluation (26). Satellite actively promotes and encourages young people to stay engaged via their connecting procedures where they maintain contact between programs. The SROI for Satellite is part of a larger evaluation currently underway (30).
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FIGURE 1
 Theory of change.


Protocol papers enhance research transparency, prevent unnecessary duplication of research and can provide a useful guide for subsequent research to be undertaken (31). Nicholls et al. (26) indicated that SROI studies can focus on two distinctively different aims, either evaluative or forecast. An evaluative SROI is conducted retrospectively on outcomes that have already occurred and the financial costs associated with obtaining those outcomes. A forecast SROI aims to predict potential financial costs based on the social value, if the programs meet their intended outcomes. Given the study is still underway, with data still being collected, this current project is a forecast SROI.



Six stages of the SROI method applied to Satellite programs

This protocol reports on the six stages of the SROI methodology (26) as summarised here:

1. Establishing scope and identifying and involving stakeholders.

2. Mapping outcomes.

3. Evidencing outcome and giving them a value.

4. Establishing impact.

5. Calculating the SROI.

6. Reporting and translating results to stakeholders.

Each of the six stages will be further detailed in reference to the programs offered by Satellite, refencing the principles where applicable. The SROI methodology is underpinned by eight principles of social value (32) which guide how decisions are made to create a consistent and credible account of value. The principles are:

1. Involve stakeholders.

2. Understand what changes.

3. Value the things that matter.

4. Only include what is material.

5. Do not overclaim.

6. Be transparent.

7. Verify the result.

8. Be responsive.




Establishing scope and identifying stakeholders

The first step involves delineating clear boundaries about what the SROI analysis will cover, who will be involved in the process and how. Satellite’s Youth Advisory Council (YAC) was involved as key stakeholders in setting the parameters for the SROI. The YAC is the youth advisory body for Satellite, who use their lived and living experience to influence and shape the work of Satellite. They were also invited to assist in the SROI process. At the beginning of the process, a one-day workshop was conducted, which sought to elicit YAC feedback on the evaluation and SROI plan with a focus on the types of outcomes they valued from participating in Satellite’s programs, the questions we should be asking in interviews, and guidance on the selection of measurement instruments [see (30) for further information about this day]. In addition, a member of the research team meets every 2 to 3 months with the YAC throughout the course of the project to monitor progress and collaboratively review results. Fortnightly meetings are also held between Satellite management and the evaluation team to facilitate the SROI process, e.g., participant recruitment.

The targets for change as a result of participating in the programs under investigation are the children and young people attending three Satellite programs. It is acknowledged groups other than the children and young people may experience value as a result of being involved with Satellite, either independently or via the benefits experienced by the children.

Parents or guardians of participants are informants on children’s progress and outcomes but not involved as targets of change in the programs. Another stakeholder is governments which provide services that may experience reduced demand as a result of benefits experienced by the children and young people. Guided by the social value principles, all stakeholders who experience change—positive or negative, intended or unintended—should be considered in the analysis. Nonetheless, to keep the SROI feasible and replicable, it was decided by the research team and Satellite management that the SROI focus on children and young people only. By focusing exclusively on children and young people, the SROI analysis can accurately capture the specific benefits and outcomes relevant to this demographic (23). This focus also allows for direct engagement with the primary end users, (namely young people) whose perspectives and experiences can be systematically and exclusively included in the analysis. It is acknowledged that the omission of other stakeholders who may be experiencing outcomes from the SROI may result in a devaluing of the programs. The SROI focus on three representative, capstone programs including:

• Satellite Camp for 8-12-year olds.

• Create and Connect for 8-17-year olds.

• Satellite Connect for 18-25-year olds (see Table 1 for more detail).



TABLE 1 Satellite programs.
[image: Table1]

These programs were selected because they provide a good overview of participants’ ages and represent the capstone programs offered to young carers. Given they attract the most participants, this focus also provides rich data for analysis. The SROI covers the period of January 2023 through to June/July, 2024 with the final evaluation report to be delivered in August 2024.



Mapping outcomes

The second phase details how the resources (inputs) to deliver the activities being analysed (measured as outputs) result in valued outcomes for stakeholders (young people). The relationship between inputs, outputs and outcomes is sometimes called the Theory of Change, which essentially outlines how programs intend to make a difference to those impacted (26). The inputs include what Satellite and other funders contributes in terms of the various program offerings involving staff expertise and time, venue and other resources. The activities are the three programs outlined above.

To determine outcomes, we first invited the YAC to identify and then prioritise the positive outcomes they considered to be important, resulting from Satellite participation (see Table 2). Many of these preferences are very similar (i.e., around connectedness and belonging and the reverse, loneliness) and consequently are considered very important by the YAC (representing Satellite’s core population group - young people with family members who have mental health challenges). At this point, a Theory of Change was generated through consultation with Satellite staff and the YAC (see Figure 1). One of the key inputs included in the Theory of Change were the skills and backgrounds of the program facilitators. Satellite programs are facilitated by three staff with distinct roles and expertise in creativity (e.g., fostering self-reflection through creative activities) mental health (e.g., by facilitating conversations around mental health) and lived experience (providing a positive role model). This combination of facilitator input utilises the evidence-based benefits from embracing creativity (33) and embedding mental health promotion, prevention and early intervention within a lived experience lens. Other inputs include physical resources and funding, all of which are applicable to three of the programs included in the SROI. The same Theory of Change (inputs, and outcomes) relate to all listed programs (see Figure 1).



TABLE 2 YAC generated list of preferences for program outcomes.
[image: Table2]

The Theory was also informed by an existing Satellite program logic model but condensed to include only children and young people and to consider only the three programs targeted in the SROI. Specific outcomes generated from the resulting Theory of Change include (i) a sense of belonging and increased connectedness (ii) increased resilience, and (iii) a sense of hope, optimism and possibility. We also needed to consider potentially negative outcomes to ensure that we provide a true and fair picture that allows Satellite to continuously improve and assess trade-offs between outcomes. Potentially negative outcomes will be identified in the interviews with young people.



Evidencing outcomes and giving them a value


Evidencing outcomes

This stage involves finding data that demonstrates whether preferred outcomes have occurred and then valuing those outcomes. A convergent parallel mixed method approach will be employed, consisting of qualitative and quantitative data collection and analysis and then comparing and relating the two before interpreting them (34).

All participants will be asked demographic questions about their age, gender identity, cultural background, language spoken at home and the nature of their family member’s illness. They will also be asked which Satellite program/s they have been involved in.

For the quantitative component of the evaluation, a within-subject pre-post study design will be used to identify potential changes over time (35). Accordingly, participants (and their parents, for children aged 18 years and under) in targeted programs will be invited to participate in questionnaires on program entry, and then 6 months later, using the number of programs as a covariate (as some will attend multiple programs). Participants are asked to record a nickname when completing questionnaires, to ensure traceability across time one and two (pre and post). Individual and longitudinal conversations will also be employed. Further detail for these steps is presented below.



Measures

Measurement tools and processes were identified as per the program outcomes highlighted in the Theory of Change. In discussion with the YAC, it was determined that belonging referred to feelings of safety and comfort associated with particular groups of people. Connectedness was similar and referred to the quality of relationships (connections) with others, especially peers. It was on this basis that the Strengths and Difficulties Questionnaire [SDQ; (36)] was used as it provides a measure of prosocial behaviour (1 subscale, 5 items) in children, adolescents and young adults. The SDQ can be administered to parents or to the young person themselves if they are aged 11 years or over. Each item is answered based on a 3-point Likert scale (not true, somewhat true, certainly true) e.g., “I am helpful if someone is hurt, upset, or feeling ill.” Scores range from 0 to 10, with higher scores indicative of greater prosocial behaviour. The SDQ prosocial subscale has fair internal consistency (α = 0.75) and strong test–retest reliability over 12 months (r = 0.64; 66). Further, the SDQ subscales have age and gender norms specific to each country (including Australia), so that scores from the sample of interest can be compared with the same population from which they were drawn. The prosocial behaviour subscale will be used to measure connectedness as it examines the young person’s ability to relate well with peers. The Longitudinal Study of Australian Children (LSAC) items that pertain to connectedness will also be used to evidence this outcome (see below discussion on deadweight for an overview of the LSAC study).

Resilience will be measured by the total score of the Children and Youth Resilience Measure – Revised [CYRM-R; (37)]. Resilience in this context is defined as “the capacity of individuals to navigate their way to the psychological, social, cultural, and physical resources that sustain their well-being, and their capacity individually and collectively to negotiate for these resources to be provided in culturally meaningful ways” [(38); p. 225]. The CYRM-R is a 17 item self-report measure of social-ecological resilience. Participants respond to the items using a 5-point Likert scale from not at all to a lot, e.g., “I know how to behave/act in different situations.” The CYRM-R has good internal consistency (α = 0.82) and a Rasch analysis indicated that both subscales have good ability to discriminate between people with varying levels of resilience (67).

Given the Theory of Change (Figure 1) which positions adaptive coping as an intermediate outcome leading to resilience, two coping measures will also be used to evidence resilience; the Kids Coping Scale [KCS, completed by children aged 10 years and under; (39)] and the Coping Across Situations Questionnaire [CASQ, completed by older children, adolescents and young adults; (40)]. The KCS has nine items with two subscales: emotion-focused and problem-focused coping. Children answer the items, e.g., “You avoided the problem or where it happened” using a three-point Likert scale (never, sometimes, a lot). The KCS has fair internal consistency (α = 0.30–0.58). It is acknowledged that the KCS has relatively low reliability. However, it should be noted that there is a lack of validated measures on coping for young children especially those who are at risk for their own mental health difficulties (41). A similar measure has been developed more recently, i.e., the Coping Questionnaire Child (42) which reports fair reliability (α = 0.68) and has fewer items. However, the measure involves children responding to vignettes relating to anxiety-provoking situations that are read to them by an examiner. We chose the KCS as it employed simple language, allowed children to complete the measure independently, and related to their general coping styles rather than specific anxiety-provoking situations. This is acknowledged to be a limitation of the project.

The CASQ has 20 items which measure coping strategies across three different areas: active (using social resources to solve problems), internal (appraising situations and searching for a compromise) and withdrawal (avoiding the situation) e.g., “I try to get help and comfort from people who are in a similar situation.” Young people rate each item on a 5 point Likert scale from not used to always used. The CASQ has fair to good internal consistency (α = 0.73–0.80) and moderate to strong test–retest reliability over 1 year (r = 0.47–0.88).

A sense of hope, optimism and possibility will be measured using the Children’s Hope Scale [CHS; (43)]. The scale assesses whether children can identify a means to carry out goals (pathways) and their ability to initiate and sustain action towards goals [agency; (43)]. The measure is comprised of six self-report items rated on a 6-point Likert- scale (from not at all to all of the time) e.g., “Even when others want to quit, I know that I can find ways to solve the problem.” Scores can range from 6 to 36, with higher scores indicative of greater agency and goal attainment. The CHS has fair to good internal consistency (α = 0.72–0.86) and strong test re-test reliability over 1 month [r = 0.71; (43)].



Conversations with young people

Individual conversations with young people/children will also be conducted as another way of evidencing all three outcomes. The YAC recommended calling the interviews “conversations” to be less formal and intimating and that is the language we use here also. Seven to nine young people from each of the identified programs will be invited to a conversation about their experiences of the programs, and self-perceived outcomes, both positive and negative. We anticipate up to one hour for these conversations and with parental and child consent they will be audio-recorded. Transcripts will be analysed within an inductive qualitative paradigm, using the six-step reflexive thematic process recommended by Braun and Clarke (44, 45) which involves becoming familiar with the data, generating initial codes, searching for and reviewing the themes, and then defining and naming the themes.

In addition, we will conduct longitudinal conversations, at three time points with the same nine participants, over the duration of the project. Participants will be drawn from across the three identified programs. Given that many young people attend more than one program, these conversations will allow us to explore the cumulative impact of Satellite’s offerings, looking for instances of continuity, change and growth over time (46). Those who discontinue their relationship with Satellite will also be invited to be interviewed, to ascertain the reasons why they have disengaged, and what impacts may have occurred and remain (if any) from program participation. A within-case analysis will be conducted within each conversation data set, followed by a cross-case analysis of patterns that may occur over time and across conversations (46). All conversation schedules were developed with the YAC to ensure that the language was strength-based and age-appropriate and that content aligned with preferred program outcomes.



Data analysis

The findings from both quantitative and qualitative components of the project will be integrated following separate analysis using a mixed methods approach adapted from Lieber’s (47) conceptual model. Qualitative interview data from the various stakeholder populations will initially be analysed thematically (44) while quantitative data will be analysed via traditional methods including repeated-measures MANCOVA. Following these two separate processes, the categorical dimensions of the qualitative themes will be developed, which are ‘grounded’ in the raw data (47) through a process of constant comparative analysis and robust discussion amongst the research team. These grounded dimensions will then be integrated with the results from the quantitative data, with the analysis process facilitating meaning making of the quantitative data that describes the factors and/or circumstances (e.g., age, program type and ‘dosage’, cultural background, gender) that may be associated with various outcomes, incorporating also stakeholders’ perspectives (the YAC and Satellite management) on why and how these outcomes were delivered.


Giving outcomes a value

In the final part of this process, we give the identified outcomes a monetary value using financial proxies that reflect that importance of the outcome to stakeholders (see Table 3). In consultation with the YAC, a sense of connectedness and sense of belonging was considered similar to having friends. Powedthavee (64) identified the economic value of making and having new friends, in addition to existing friends, and this value was subsequently updated and converted to Australian dollars (See Table 3). Given that the original value was calculated in 2007, we adjusted it for inflation to reflect its current purchasing power, ensuring consistency with contemporary economic conditions. Although using a currency converter may not be the ideal method, this approach, when combined with inflation adjustments, provides a reasonable approximation of the value in today’s terms.



TABLE 3 SROI stage 3 outcomes.
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We also identified a financial proxy for resilience. For the young people involved in these programs, resilience refers to achieving positive outcomes (inclusive of wellbeing) despite coming from challenging backgrounds, and adaptively coping with current stressors (see Figure 1, Theory of Change). According to Olsson et al. (48), promoting resilience at an individual level involves developing personal coping skills and resources, both of which they suggest may be obtained from one to one therapy. Pascual-Leone et al. (49) suggested 14 individual sessions is appropriate for individuals with existing issues. It was on this basis that resilience was valued as 14 individual, psychotherapeutic sessions (see Table 3). The assumption that 14 individual psychotherapeutic sessions has a similar effect to a one-day workshop (e.g., the Create and Connect program) is admittedly contestable. However, a one-day workshop that focuses on creativity and connectedness can offer an intensive, immersive experience that might be considered similar to the impact of multiple counselling sessions (33, 50). Moreover, the unique therapeutic mechanisms of creative programs can lead to profound insights and emotional processing (51–53), potentially achieving in 1 day what might take multiple counselling sessions. The added dimension of group dynamics in these programs which emphasises peer support, can amplify the overall therapeutic impact (33, 50, 51), again potentially contributing to outcomes comparable to multiple individual counselling sessions.

The final outcome involves an increased sense of hope, optimism and possibility, which has been equated to future planning and projecting oneself into the future (54). In identifying a comparable proxy, we are suggesting that the programs offered by Satellite are comparable to having a mentor. Mentors help with goal setting and guidance with planning to achieve those goals; mentors also help young people navigate challenges, make important decisions, and offer advice on various aspects of life (55). Thus, in valuing this outcome, we are equating having a mentor to participating in Satellite programs, which likewise aim to build young people’s hope, optimism and a sense of possibility.





Establishing impact

This step examines aspects of change that would have happened anyway or are a result of other factors, both of which need to be considered and eliminated. There are four parts to this stage as outlined below.


Deadweight and displacement

Deadweight identifies changes in participant circumstances or resources that might have occurred regardless of whether the program or activity had taken place. One of ways we will calculate deadweight, is be using data from the Longitudinal Study of Australian Children (LSAC) survey, as a benchmark or comparison group of young people not involved in Satellite’s programs. The LSAC includes a group of Australian children/adolescents who have self-identified as having caring responsibilities (56). These will be matched with some of the young people who have participated in Satellite’s programs on demographic variables of age, gender and socio-economic status. Commencing in 2003, the LSAC is a national longitudinal study of data collected every 2 years on various child, parental and family characteristics that influence children’s development at different ages (56). Specific LSAC items will be used, as pertaining to connectedness /belonging outcomes, though noting that comparative data are only available for young people aged 14 years and above. This means that only some of the Satellite group will be included, and only on the connectedness outcome, with children under 13 years of age not being compared to the LSAC group and other outcomes not being compared. It is possible that one or more young people from the LSAC cohort may have attended a Satellite program. Given that Satellite is a unique program only available to young carers living in Victoria (while LSAC is an Australian cohort), and the level of help-seeking within this cohort will be variable (collected as frequency data, not details of programs), the likelihood is considered small within the Victorian LSAC participants and unlikely for those residing interstate.

An a priori power analysis was conducted using G*Power version 3.1.9.7 software (65) to determine the minimum sample size required for the study. The required sample size to achieve 80% power for detecting a medium effect at a significance criterion of α = 0.05 will be 29 per group {intervention [Satellite participants] and usual care [LSAC]; as per (30)}. Other deadweight measures will be ascertained by asking young people what they perceive would have happened if they had not attended Satellite and their estimation of the impact of that occurrence (in the interviews). This is necessary as there is a risk that LSAC participants may be engaged in programs similar to Satellite. Their responses will be used to inform and qualify any differences between the LSAC calculations and the Satellite participant sample as well as deadweight across other age groups and for other outcome measures not included in the LSAC data set.

Displacement is an assessment of how much the outcome might have displaced other outcomes, including the occurrence of negative outcomes for the children and young people and others. An evaluation of a similar program {Paying Attention to Self [PATS]; (57)} found that building new connections with participants during the program came at the cost of building peer relationships in other sites outside the program such as school and this is a concern that could apply here. Alternatively, participants could be gaining transferrable social skills at Satellite that then lead to better connections at school and other settings. We will be investigating this and other potential outcomes in the conversations with young people and who they are turning to.



Attribution

Attribution is a consideration of who else could have contributed to the outcomes, which helps to identify stakeholders and activities that can also play a role in change. This could be, for example, a young person who attended Satellite but also received sessions from a psychologist or took medication for their own mental health challenges. We are addressing attribution by controlling for children and young people who have participated in programs in the past at baseline, compared with those who are new to Satellite. This will account for the differences in their lived experience before starting their next/first program. We are also asking participants if they have accessed carer services and/or health professionals in the last 6 months at each time point, so that those who engage with more than one service and/or health professional can be accounted for as well.



Duration and drop off

Duration refers to how long an outcome lasts for, while drop off acknowledges that outcomes may continue to last for many years but may decrease over time, or if it is sustained, may be influenced by other factors. To calculate drop off, we will deduct a fixed percentage from the remaining level of outcome at the end of 6 months. This decision will be based on the longitudinal interviews, which follow young people over the course of the project, including those who have maintained a relationship with Satellite and those who have not.




Calculating the SROI

Calculating the SROI involves adding up the outcomes (value), applying the discounts (attribution, displacement, deadweight and drop off) and comparing the result to the investment or costs incurred in delivering the program. Costs involved for Satellite involve employing staff to facilitate programs (including administration and registration), insurance, venue hire, catering, materials and travel (Satellite sometimes pays for transport so that young people/children can attend programs). Expenses associated with reimbursing YAC members for their input and advice on the programs offered is also included. Our analysis spanned a six -month period only (as indicated in Table 3), which does not necessitate the use of a discount rate to account for the time value of money (58). As the timeframe is less than a year, no additional adjustments for the differing value of money over time were required.

Once the net present value of costs and outcomes have been established (taking into consideration drop off, deadweight and displacement), the final ratio can be calculated. The formula for calculating the return on investment is:

SROI ratio = Social value of stakeholder outcomes (discounted)

Cost of providing programs

According to Arvidson et al. (23), an SROI ratio greater than one indicates a positive return on investment, or in other words, where the benefits of the investment are greater than its costs. The calculation is based on proxy values, as outlined in Table 3.

As the results are influenced by non-quantitative variables and assumptions, a sensitivity analysis for the SROI will be calculated to promote robustness. After establishing a base case scenario as outlined above, each key assumption will be changed (by ±10%), one at a time, to ascertain how much the SROI ratio changes. Changes in the SROI will be compared for each variation and those assumptions that cause the most significant changes in the SROI ratio identified. Several plausible scenarios will be developed including best case, worse case and moderate scenarios, using most optimistic to most pessimistic values of each of the assumptions. Each of these scenarios will be reported including a discussion of which assumptions have the most significant impact on the SROI ratio.



Reporting and translating results to stakeholders

This step involves sharing findings with stakeholders and responding to them, embedding good outcomes processes and verification of the report. We intend to share and workshop results with the YAC, Satellite management and funders. A research paper outlining the results will also be submitted as well as a video intended for public dissemination, highlighting the main SROI findings.



Ethics statement

Ethical approval was obtained from the Monash Human Research Ethics Committee. A detailed information sheet and consent form will be provided to parents/carers of all potential child participants (under 18 years of age) along with an explanatory statement and assent form for children and youth. Written parental consent and child assent are both required for project engagement (for those with children under 18) while those young people who are older do not require parental consent. All relevant ethical principles will be adhered to, including privacy, confidentiality, and informed consent. Information will be distributed via email, text and in hard copy and Satellite staff will not be informed as to who is and is not involved. A member of the research team will be available to respond to questions about the study and to assist in completing the measures, if required.



Limitations

A potential limitation inherent in any SROI study is the monetisation of outcomes (28) and a lack of a universal bank of indicators (59). However, even those things with a market value are valued subjectively based on market conditions and consumer preferences. It was challenging to identify financial proxies for the various outcomes in this study, especially in relation to resilience as it comprised of multiple factors. As pointed out by Mook et al. (60), the choice of financial proxies can become subjective, which can compromise the reliability of the SROI. Given these challenges, Nicholls et al. (26) highlighted the importance of being transparent about the development and identification of these proxies which this protocol aims to do. Nonetheless, we agree with the notion purported by Arvidson et al. [(23), p. 233] when they argued that excluding significant outcomes which may be challenging to place a monetary value on, would “render the analysis precisely wrong, rather than the desirable “roughly right” and would greatly diminish the perceived social value of a given program.

We acknowledge the relatively short-term nature of the study and our subsequent inability to track long term change (or lack thereof). The study would have been strengthened had we been able to locate a comparison group for children under 14 years of age and for other outcomes besides connectedness. Using a currency converter to update the 2007 value of friendships presents a limitation in our analysis and may not fully capture more nuanced economic changes over time. We also acknowledge that the decision to aggregate the number of programs without employing a weighting system may limit the analysis. Similarly, the various programs offered by Satellite are delivered by different facilitators. As the knowledge, experience, skill and interpersonal style of group facilitators can have a significant impact on program outcomes (61), it will be difficult to determine which specific program/s are responsible for participant outcomes. Nonetheless, we are collecting fidelity logbooks to document the consistency of program delivery (30).



Conclusion

Given the financial constraints and challenges governments face when deciding between the allocation of limited resources, it is critical that methods to calculate the Social Return on Investment are transparent. This protocol contributes to an understanding of how the social value of programs for young people in families living with mental health challenges can be ascertained, by outlining the financial proxies for program outcomes. It also highlights the social value that comes from the nature of various programs with, and for, a population of young people who face myriad socioeconomic disadvantages that are often overlooked. If results are positive, conducting studies such as this will provide further evidence for the claim that community programs, such as those offered by Satellite, provide value for money by preventing more costly mental health and social interventions in the longer term (62).

Half of all lifetime cases of mental disorder start by the age of 14 years and three quarters by the age of 24 years (63) with other research demonstrating young people who have a family member who experiences mental health challenges, for a variety of factors, are at risk of developing poor mental and physical health outcomes (2). It is incumbent on governments to implement high quality early interventions and targeted supports that meet the specific needs of this group of young people. This protocol paper shows how initiatives such as those offered by Satellite might reduce costs associated with mental health crises in the future. The social impact on parents and/or other family members might be further explored in future studies.

The SROI may provide important findings that can be used to lobby for funding from government officials and philanthropists. Nonetheless, how and whether the SROI process and findings may be used to inform Satellite’s (and other similar organisation’s) business planning and contract negotiations has yet to be realised. Overall, the SROI methods may promote equitable resource allocation and ultimately, a better understanding of the broad implications of various social initiatives designed for this particular group of young people and children who are often disadvantaged by the social and economic systems and structures within which they and their families live.
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experience might be used to positively shape and influence
the lives of younger children. Online versions of Satellite
Connect run for 6 weeks, while in-person editions of
Satellite Connect takes place across 3 weeks. During the

program, participants meet other young people who have a

family member living with mental health challenges, and
interact, collaborate, and form connections with others
living with similar familis. Various themes are discussed

including self-care and self-compassion, con

municating

creatively, talking about mental health, mental llness,
language and stigma, and considering next steps for

participants to practice newly acquired skills.
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