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ABSTRACT

Aims: The overarching aim of this thesis was to evaluate the implementation of the
MindOut social and emotional learning (SEL) programme with disadvantaged postprimary school students (15-18 years old) in Ireland. This study was conducted in three
phases, each of which have been published. Phase 1 aimed to evaluate the immediate
impact of the MindOut programme on students’ social emotional skills, mental health
and wellbeing and academic outcomes. Phase 2 aimed to examine variability in
implementation quality and to identify factors that contributed to this variability. Phase
3 aimed to determine how implementation quality impacted on programme outcomes.

Methods: The study employed a cluster-randomised controlled design with mixed
methods approaches.

A total of 675 students from 32 disadvantaged schools

participated at baseline and data were collected from students and teachers before,
during and following programme delivery. Phase 1 employed linear mixed models
(LMM) to evaluate the effectiveness of the programme on students’ outcomes. Phase
2 used process measures to determine schools’ level of implementation quality across
four implementation dimensions, and to identify factors that contributed to
implementation quality. Phase 3 employed LMM’s to assess the relationships between
the implementation data and outcome data across three time-points and between three
treatment groups (high-implementation, low-implementation and control).
Results: Phase 1 demonstrated significant improvements in students’ social and
emotional skills: reduced suppression of emotions (p=0.035), use of more positive
coping strategies [reduced avoidance coping p=<0.001) and increased social support
coping p=0.044)] and mental health and wellbeing: reduced levels of stress (p=0.017)
and depressive symptoms (p=0.030) and reduced anxiety scores for females students
(p=0.044). Phase 2 detected variability in implementation quality between schools and
assigned eight schools to both the high- and low-implementation groups. Influencing
factors were categorised into five themes: Programme Factors, Participant Factors,
Teacher Factors, School Contextual Factors and Organisational Capacity Factors.
Phase 3 revealed significant positive programme effects at post-intervention for the
xi

high-implementation group only (reduced suppression of emotions [p=.049]; reduced
avoidance coping [p=.006]; increased social support coping [p=.009]; reduced levels of
stress [p = .035] and depressive symptoms [p = .025]. At 12-month follow-up, reduced
avoidance coping [p=.033] was the only sustained outcome.

Conclusions: Overall, these findings demonstrate that the MindOut programme can be
effective in producing positive outcomes for participants, particularly those students of
disadvantaged status. However, these positive outcomes were only evident in schools
that implemented the programme with high-quality, signifying the importance of
implementation quality in the overall success of a programme. The findings from this
study have clear implications for policy, practice and future research and highlight a
number of important factors to enhance implementation quality and strengthen
programme outcomes.

Keywords: Mental Health Promotion, Social and Emotional Learning, School-based
Programmes, Adolescence, Implementation Quality, Cluster-Randomised Controlled Trial,
Mixed Methods
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DEFINITION OF TERMS
To better understand and clarify the terms used in this study, the following definitions
have been provided for the readers:
Mental Health

Mental health can be defined as a state of complete physical, mental and
social wellbeing and not merely the absence of disease or infirmity” (WHO,
2001 pg.1).

Mental Health
Promotion

Mental health promotion is based on a competence enhancement approach
and is the process of strengthening the positive mental health and wellbeing
of individuals, groups and populations (Barry et al., 2019; Jané-Llopis et al.,
2005).

SEL

Social and Emotional Learning (SEL) in this study can be described as “the
process of acquiring and effectively applying the knowledge, attitudes and
skills necessary to understand and manage emotions, set and achieve
positive goals, appreciate the perspective of others, establish and maintain
positive relationships, make responsible decisions and handle interpersonal
situations constructively.” (Elias et al., 1997).

Adolescence

Adolescence is a critical transitional period in a young person’s life which
introduces a series of new biological, psychological and social factors that
can significantly impact on person’s mental health and wellbeing. The
World Health Organization (WHO) defines adolescents as those people
between 10 and 19 years of age.

SPHE

Social Personal Health Education (SPHE) is a mandatory health education
curriculum in Irish schools that aims to support the wellbeing and personal
skill development of students so that they are better equipped to make
informed decisions about their health, personal lives, and social
development (NCCA, 2011; Nic Gabhainn, O’Higgins and Barry, 2010).

Senior Cycle

Senior cycle education is the period of education that follows the junior
cycle in post-primary schools in Ireland and is generally taken by students
between the ages of 15 and 18.

Transition Year

Transition Year (TY) is a one-year optional programme which acts as a
bridge between the Junior Certificate programme (3rd year; 13–15 yrs.),
where learning happens in a highly structured environment; and the Leaving
Certificate programme (6th year; 16–18 yrs.).

Implementation

Implementation refers to what a programme consists of when it is delivered
in a particular setting (Durlak and Dupre, 2008).

xiv

Implementation
Quality

Implementation quality refers to how well a programme has been delivered
as intended. There are five different aspects to implementation as described
by Dane and Schneider (1998), four of which are relevant to the current
study: dosage, adherence/fidelity, quality of delivery, and participant
responsiveness.

Dosage

Dosage refers to how much of the original programme has been delivered
(quantity, intervention strength).

Adherence/
Fidelity

Adherence/Fidelity refers to the extent to which specified programme
components were delivered as prescribed in programme manuals.

Quality of
Delivery

Quality of Delivery is a measure of how well the programme components
were conducted that is not directly related to the implementation of
prescribed content (e.g., implementer’s enthusiasm, preparedness and
attitudes toward programme).

Participant
Responsiveness

Participant Responsiveness measures the degree to which the participants
respond to the programme sessions (e.g., levels of participation, enthusiasm,
interest).

Programme
Differentiation

Programme Differentiation refers to the extent to which a programme’s
theory and practices differ from other programmes.
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CHAPTER 1: INTRODUCTION

CHAPTER 1
INTRODUCTION
1.1 Purpose Statement
The overarching aim of this thesis is to evaluate both the effectiveness and
implementation of the MindOut social and emotional learning (SEL) programme
with post-primary school students (15-18 years old) in Ireland. The purpose of
conducting this research is to contribute to the evidence, and advance knowledge in
relation to the implementation and evaluation of school-based mental health
promotion and SEL programmes. This study is carried out in three progressive
phases, each of which, has a distinct research aim. In order to achieve all of these
aims, a robust c-RCT design was used in order to evaluate the effectiveness of the
programme while mixed methods approaches using both quantitative and qualitative
data were used to assess implementation processes. The findings from each of the
three phases of this study were submitted for publication producing three published
papers. This thesis will report on and summarise the main points from each of these
papers. Additional details on each phase of the study, can be found in the relevant
journal articles (1-3) in Appendix A. An overview of the papers can be found in
Figure 1.1 below. The remaining sections of this introductory chapter will examine
the rationale for the study within the context of the current literature and will provide
an outline of the structure of the thesis.
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Figure 1.1: Overview of Published Papers

Paper 1: A Cluster Randomized-Controlled Trial of the MindOut Social
and Emotional Learning Program for Disadvantaged Post-Primary
School Students.
(Dowling Simpkin & Barry, 2019)
Aim: To evaluate the immediate impact of the MindOut programme on
students’ social emotional skills, mental health and wellbeing and academic
outcomes. (Appendix A1)

Paper 2: Evaluating the Implementation Quality of a Social and Emotional
Learning Program: A Mixed Methods Approach.
(Dowling & Barry, 2020a)
Aim: To examine the variability in implementation quality for schools
implementing the MindOut programme and to identify factors that were likely to
contribute to this variability. (Appendix A2)

Paper 3: The Effects of Implementation Quality of a School-Based Social
and Emotional Well-Being Program on Students’ Outcomes.
(Dowling & Barry, 2020b)
Aim: To determine how level of implementation quality impacts on
programme outcomes for student participants. (Appendix A3)

1.2 Rationale for the Study
The promotion of children and adolescents’ mental health and wellbeing is essential
to ensure healthy development and positive social and health outcomes in adulthood
(OECD, 2015; Weare and Nind, 2011; WHO, 2013). The school is widely supported
as an important setting for promoting social and emotional wellbeing, given its ability
to reach a wide range of adolescents, including those most at-risk and who are less
likely to access support and services when needed (Oberle and Schonert-Reichl, 2017;
Barry, Clarke and Dowling, 2017; OECD, 2015; Durlak et al., 2011; Zins et al., 2004;
2
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Greenberg, 2010). Several studies support the effectiveness of school-based social and
emotional learning (SEL) programmes in producing positive outcomes for young
people including; improved social emotional skills, improved mental health, increased
academic outcomes and the reduction of negative health and social behaviours such
as substance misuse, bullying, aggression and risk-taking behaviours (Barry, Clarke
and Dowling, 2017; Clarke et al., 2015; Durlak et al., 2011; Oberle and SchonertReichl, 2017; OECD, 2015; Sklad et al., 2012; Taylor et al., 2017; Weare and Nind,
2011). However, there are a limited number of programmes which are designed and
evaluated outside of the USA and/or for older adolescents, especially those presenting
higher needs such as those of lower socio-economic status (SES).
Still, the evidence in support of SEL programmes is promising, but variability and
fragmentation in implementation quality of these programmes can lead to
inconsistencies

in

outcome

achievement,

especially

when

evidence-based

programmes are scaled up and delivered outside of controlled research conditions
(Durlak, 2016; Durlak and Dupre, 2008; Spoth et al., 2013; Lendrum and Humphrey,
2012). Research demonstrates that the assessment of implementation quality, or rather,
how well the programme delivered aligns with what was intended by developers
(Carroll et al., 2007), is essential for determining the validity and overall success of a
programme (Durlak, 2015; Durlak and Dupre, 2008).

An essential aspect of

understanding the implementation process in schools is identifying the contextual
factors that influence implementation. A number of studies have explored how these
external factors can impact on implementation (Fixsen et al., 2005; Schoenwald and
Hoagwood, 2001) and implementation frameworks have been developed (Greenberg
et al., 2005; Domitrovich et al., 2008; Durlak and Dupre, 2008) to show how factors
operating at multiple levels can impact on implementation quality. A number of
reviews have demonstrated the important relationship between implementation quality
and programme outcomes (Durlak et al., 2011; Durlak, 2016; Wilson, Lipsey and
Derzon, 2003; Rojas-Andrade and Bahamondes, 2019). However, many evaluation
studies still fail to report on implementation, and those that do, do not relate
implementation to outcomes. In conducting programme evaluation studies, it is
essential that the systematic monitoring and evaluation of implementation is
embedded as a core aspect (Durlak, 2016; Greenberg, 2010; Berkel et al., 2011).

3
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This study was undertaken to make a contribution to new knowledge and evidence in
the fields of school-based mental health promotion and SEL. Several identified gaps
which are discussed in greater detail in the literature review provide a clear rationale
for carrying out this study. This study will evaluate the effectiveness and
implementation of the MindOut programme with disadvantaged post-primary school
students (15-18 years) in Ireland, an underrepresented population in the SEL
literature. Employing a robust design (c-RCT, mixed methods, long-term), this study
will not only evaluate the effectiveness of the programme through outcome
assessment, but it will also examine the process of implementation and determine
how level of implementation quality impacts on outcomes. The assessment of
implementation quality alongside programme outcomes helps to explain variability
in outcomes and clarifies why an intervention may have succeeded or failed
(Dusenbury et al., 2003). Additionally, process evaluations allow for the
identification of contextual factors that may impact positively or negatively on
implementation quality. By studying implementation processes we can determine
‘why’ a programme worked or did not work and use this knowledge to replicate and
sustain programmes in ‘real world’ settings. Therefore, this study has the potential to
make a number of significant contributions to the SEL literature.

1.3 Structure of the Thesis
This thesis consists of six chapters. Following this introductory chapter, the thesis
consists of a review of the literature, a summary of the methods used in each phase of
the study, a summary of the findings, a discussion of these findings and a concluding
chapter which discusses the implications and recommendations of the findings for
research, practice and policy.
Chapter 2 will review the existing literature in relation to this study and will introduce
the key concepts of this study (e.g., mental health promotion, social and emotional
learning and implementation quality) by presenting the theoretical background,
evidence of effectiveness and the gaps in the literature relevant to these concepts. This
chapter also provides details on the MindOut programme which was evaluated in this
study. The chapter will conclude with a description of the current study including the
key aims of each of the three phases.

4
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Chapter 3 will outline the key methodological steps carried out in the study. The
chapter will begin by examining the methods relevant to the study overall and
following this, the chapter will explore the methods applicable to each of the three
studies individually (e.g., aims and objectives, design, participants and analysis plan).
Chapter 4 presents a summary of the findings as reported in the three published papers.
Additionally, it presents some additional results which were not covered in these
papers but which are relevant to this study.
Chapter 5 will discuss the findings of the papers in the context of existing literature
and the strengths and limitations of the study are considered.
Chapter 6 will describe the implications and recommendations of the findings for
future research, practice and policy and the final conclusions to the study will be made.

5
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CHAPTER 2
LITERATURE REVIEW
2.1 Introduction
This chapter provides a comprehensive overview of the concepts surrounding the
current study. To begin, this chapter will introduce the concepts of mental health and
mental health promotion, specifically within the contexts of younger people, the school
setting and Ireland. Next this chapter will examine the literature around two key areas
of this current study, social and emotional learning (SEL) and implementation quality.
The theoretical frameworks, evidence of effectiveness and identified gaps in the
literature will be discussed for both of these concepts. This chapter will also outline the
details of the MindOut programme including background on the development of the
programme as well as a description of its key characteristics. Finally, this chapter will
conclude with the proposed current study, aims and objectives.

2.2 Mental Health and Wellbeing
Mental health is a fundamental and critical aspect of an individual’s overall health,
wellbeing and quality of life. According to the World Health Organisation, health is
defined as “a state of complete physical, mental and social wellbeing and not merely
the absence of disease or infirmity” (WHO, 2001 pg.1). This definition lends way to a
number of important concepts about mental health. First, is the idea that mental health
is a fundamental component of an individual’s overall health and that there is “no health
without mental health”. Despite being recognised as central to WHO’s definition of
health, in comparison to physical health, mental health receives significantly less
attention with regards to research, funding, and provision of services. Second, the
definition highlights the interconnected relationship between mental health and
physical health, whereby mental health can both influence and be influenced by
physical health and vice versa. Third, the definition recognises that mental health is
more than just the absence of mental illness or disorders but instead is seen as a positive
concept. The WHO describes mental health specifically as “a state of wellbeing in
which the individual realises his or her own abilities, can cope with the normal stresses
of life, can work productively and fruitfully and is able to make a contribution to his or
6
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her community” (WHO, 2004, pg. 10). Therefore, mental health is viewed as a positive
concept and is the foundation for wellbeing and effective functioning for individuals
and whole populations.
Although the WHO defines mental health as a positive concept, this term is still largely
viewed with negative connotations and often misinterpreted to mean mental ill-health.
Likewise, the research and literature surrounding mental health largely focuses on
treatment and prevention of mental illnesses and disorders and focuses less on positive
mental health and mental health promotion (Barry et al., 2019). However, evidence
suggests that the absence of mental illness does not necessarily indicate good mental
health and that strategies which aim to promote positive mental health are more likely
to contribute to better outcomes for individuals (Barry and Friedli, 2008; Friedli and
Parsonage, 2007; Keyes, 2007; Herman and Jané-Llopis, 2005). Mental health is not a
fixed state, and people experience varying levels of mental health during their lives.
Stressful life events, such as losing a loved one, unemployment, bullying and
relationship problems can have a negative impact on one’s mental health. On the other
hand, if individuals are equipped with skills for dealing with these negative life events
(e.g., coping skills, social support, resilience etc.) these can act as protective factors
towards their mental health.
In light of these concepts, it is apparent that in addition to providing effective treatment
for those experiencing mental ill-health, it is also necessary to implement strategies
which focus on promoting and protecting individuals’ and populations’ positive mental
health.

2.3 Mental Health Promotion
Mental health promotion is based on a socio-ecological model of mental health and
draws on the fundamental concepts and principles of health promotion (WHO, 1986).
Mental health promotion employs a competence enhancement approach and is
concerned with strengthening the positive mental health and wellbeing of individuals,
groups and populations (Barry et al., 2019; Jané-Llopis et al., 2005). The strategies used
in mental health promotion relate to enhancing the competencies, resources and
psychosocial strengths of individuals as well as enhancing the social, physical, cultural
and economic environments that determine the mental health of individuals and
populations (Barry et al., 2019). As a positive approach, mental health promotion
7
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focuses on strengthening protective factors such as assets and strengths rather than
focusing on the problems, deficits or needs, and recognises that mental health is an
integral part of overall health, and therefore, is of relevance to all (Barry et al., 2019;
Barry and Jenkins, 2007).
Globally, there has been increasing recognition of the importance of promoting positive
mental health, which has been reflected in a range of international policy documents.
The WHO Mental Health Global Action Plan 2013-2020 (WHO, 2013) includes a clear
focus on mental health promotion alongside prevention, treatment and recovery and
recommends the adoption of a whole-of-government and whole-of-society approach to
mental health promotion through four key objectives: (i) more effective leadership and
governance for mental health, (ii) the provision of comprehensive, integrated mental
health services in community-based settings (iii) implementation of strategies for
promotion and prevention, and (iv) strengthened information systems, evidence and
research.
The United Nations member states also adopted the 2030 Agenda for Sustainable
Development (United Nations, 2015), which include 17 interconnected Sustainable
Development Goals (SDG) for improving people’s lives now and in the future. Goal #3
is Good Health and Wellbeing, and one of the main aims of this goal by 2030 is “to
reduce by one third premature mortality from non-communicable diseases through
prevention and treatment and promote mental health and wellbeing.” This is the first
time that mental health has been recognised explicitly as an integral component of the
global development agenda. The SDG’s recognise the importance of addressing the
wider determinants of mental health for human and global development. Many of the
determinants of mental health and wellbeing (e.g., cultural, economic, environmental,
political and social) are influenced by practices and policies beyond the health sector.
Therefore, effective mental health promotion strategies require the development of
inter-sectoral policy and actions which address the broader social determinants of
population mental health (Barry et al., 2019; WHO and Calouste Gulbenkian
Foundation, 2014).
2.3.1 Promoting Mental Health of Young People
Good mental health and wellbeing in childhood and adolescence is essential to ensure
healthy development and positive social and health outcomes in adulthood (WHO,
2013; OECD, 2015; Weare and Nind, 2011). Investing in strengthening the
8
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competencies of individuals in early life prepares them for future success (Jones,
Greenberg and Crowley, 2015). It is recommended that the promotion of mental health
and wellbeing begins during the early developmental years and continues throughout
the life course (Keyes, 2013). Whilst international research and evidence related to the
promotion of positive mental health for children and young people is growing (OECD,
2015; Weare and Nind, 2011; WHO, 2013), the majority of this research tends to focus
on the child and younger adolescent populations and there is a lack of evidence on the
effectiveness of these strategies and interventions for older adolescents. This lack of
continuity of programmes between the early years into adulthood not only places older
adolescents at a disadvantage in regards to their mental health and wellbeing, but it is
also likely to diminish any investments and efforts put in place during the early years.
Adolescence is a critical transitional period in a young person’s life which introduces a
series of new biological, psychological and social factors that can significantly impact
on person’s mental health and wellbeing. These vital adolescent years between
childhood and adulthood (10-19 years; WHO, 2014) can be characterised by many
significant changes such as identity formation, important life decision-making, the
establishment of new social and intimate relationships, and an increased exposure to a
series of stressors (e.g., bullying, social and academic pressures, relationships and
body-image issues). These new unfamiliar changes and experiences can pose increased
risks to young peoples’ mental health and wellbeing if they are not equipped with the
appropriate skills and competencies to deal with these. As well, the economic, social
and cultural climate creates a number of challenges globally for young people such as
youth unemployment, migration and increased levels of mental health problems and
youth suicide (Thomson et al., 2014; Patel et al., 2007; European Union, 2016).
Research suggests that half of lifetime mental disorders have arisen by the age of 14
years, with this rising to 75% between the ages of 15-25 (Kessler et al. 2005; KimCohen et al. 2003; Cannon et al., 2013). Additionally, suicide is the second leading
cause of death of 15-29 year olds worldwide with Ireland being among the highest
youth suicide rates in the EU (Thomson et al., 2014). Young people from disadvantaged
backgrounds are at an even higher risk of poor mental health, as well as early school
leaving, youth unemployment and social exclusion (OECD, 2015; Kiely, LeahyWarren and Weathers, 2014; Montgomery 2011; Patel et al., 2007). While early
intervention is beneficial for young people’s mental health and wellbeing, adolescence
9
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is identified as a particularly sensitive period for social and emotional skills
development, which are regarded as being more malleable at this age (OECD, 2015).
Therefore, more attention needs to be given towards strategies to promote the mental
health and wellbeing of adolescents, particularly older adolescents and those who are
disadvantaged.

2.4 Mental Health Promotion in Schools
The school is an ideal setting for promoting positive mental health and wellbeing of
young people and the schools’ role in promoting the social, emotional and mental
wellbeing of students has been widely supported (Oberle and Schonert-Reichl, 2017;
Barry, Clarke and Dowling, 2017; OECD, 2015, Durlak et al., 2011, Zins et al., 2004).
Educational settings offer opportunities to promote mental health and wellbeing of all
students universally while also providing opportunities to prevent mental health
problems through more targeted and preventative approaches. There are several reasons
that schools are optimal settings to deliver mental health promotion strategies. Other
than the home, young people spend a majority of their waking time in schools, meaning
that this is where a great deal of their learning and development happens during their
formative years (Jones and Bouffard, 2012; Roeser, Eccles and Sameroff, 2000). The
school environment can have a significant influence on young people’s development
and behaviour (Wells et al., 2003). Furthermore, the school setting provides
opportunities to reach a majority of young people given that a large proportion of
children and adolescents attend school. In fact, 90% of young people 4-17 years from
OECD countries are in education (OECD, 2018). This makes it easier to reach a
majority of young people, especially those at-risk youth that might be difficult to
connect with through interventions offered in community settings. Although some
vulnerable children and adolescents may be excluded from this demographic, schools
still provide the best chance at reaching as many young people as possible through
universal approaches. Additionally, the classroom environment and wider school
setting provides a socialising context, which is conducive to the development of a
number of personal and social life skills such as emotional regulation, coping skills,
building and maintaining relationships, conflict resolution and problem-solving.
Finally, given that the goals and missions of schools closely align with the goals of
mental health promotion, as well as the pre-existing organisational structure of schools,
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schools are a natural environment for the introduction, delivery and sustainability of
these programmes (O’Reilly et al., 2018).
Many educators, parents, policy makers and other members of the educational
community agree, that it is the duty of schools today to teach beyond basic academic
curriculum (reading, writing, numeracy etc.) towards a focus on the development of the
‘whole child’ (Greenberg et al., 2003; Bridgeland, Bruce and Hariharan, 2013;
Hamilton, Doss and Steiner, 2019; Darling-Hammond et al., 2019; Greenberg et al.,
2017). This requires educators to find a balance between teaching students cognitive,
social, and emotional competencies which are essential in preparing them for school,
work and life challenges, as well as academics (Greenberg et al., 2003; Domitrovich et
al., 2017; Jones and Bouffard 2012; Elias et al., 1997). Evidence also suggests that
promoting the positive mental health of students can have a direct positive impact on
their academic performance and lifelong learning (Zins et al., 2004). Therefore,
wellbeing and learning are inextricably connected and while academic outcomes
remain the top priority for schools, by prioritising students’ mental health and
wellbeing, schools can improve educational outcomes as well (Kickbush, 2012).
The role of the school as a key setting for promoting mental health and wellbeing has
been endorsed in a number of policy documents both internationally and nationally.
The World Health Organization (WHO, 2013) acknowledges the role a school plays,
not only in nurturing students’ academic development, but their social and emotional
development as well (WHO 1997; Elias et al. 1997; Weare 2000). Additionally, the EU
Joint Action for Mental Health and Wellbeing (JA-MH-WB and EU, 2016), endorses
the school as a core setting for promoting social, emotional and mental wellbeing and
recognises the importance of implementing evidence-based interventions in schools to
protect the mental health and wellbeing of children and adolescents. The WHO’s Health
Promoting Schools (HPS) framework recognises that all dimensions of health are
interconnected and that they influence, and are influenced by the school environment
(HSE, 2013). Evidence on HPS also suggests that social factors (e.g. student-teacher
and teacher-teacher interactions, school culture, classroom climate, peer group
relationships) have the greatest influence on learning, therefore, by adopting policies
and practices which promote social inclusion, schools can facilitate increased learning
outcomes, social-emotional wellbeing, and reduce young peoples’ negative health
outcomes and risk behaviours (DES, HSE, DoH, 2013).
11

CHAPTER 2: LITERATURE REVIEW

There are a range of approaches for promoting mental health in the school setting and
extensive evidence which supports these different approaches (Clarke et al., 2015;
Barry et al., 2019; Weare and Nind, 2011; O’Reilly et al., 2018). These can be divided
into three key groups:
1. Whole-school interventions – create a supportive context within the school as a
whole and involves coordinated action between three components: (1)
curriculum and teaching, (2) school ethos and environment, (3) family and
community partnerships.
2. Universal classroom skills-based interventions – teaches skills to all students in
a classroom through a developmentally appropriate curriculum which aims to
enhance their mental health and wellbeing.
3. Targeted interventions – designed for students identified as higher risk and aims
to strengthen their coping skills and reduce the risk of negative mental health
outcomes.
2.4.1 Best Practice for Promoting Mental Health in Schools
Clarke (2019) outlines eight best practice characteristics of successful school-based
programmes based on current evidence regarding what works. These characteristics are
explored in more detail below (Figure 2.1).

12

CHAPTER 2: LITERATURE REVIEW
Figure 2.1: Best Practices for Promoting Mental Health in Schools
1. Theory-based interventions: Programme should be grounded on theoretically
sound theories of child development and learning.
2. Adopting a social competence approach: Teaching cognitive, social and
emotional skills and competencies rather than focusing on the prevention of
specific problem behaviours or risks factors (Clarke et al., 2015; Greenberg,
Domitrovich & Bumbarger, 2001; Weare and Nind, 2011).
3. SAFE practices: Four core practices which contribute to the effectiveness of
social and emotional learning strategies (Durlak et al., 2011):
Sequenced activities that are coordinated and connected.
Active forms of learning which use dynamic and different forms of learning that
engage students and enable them to actively practice the skills themselves.
Focused on developing on or more skills
Explicit about targeting social and emotional skills rather than positive
development more generally.
4. Interventions over multiple years: Evidence indicates that once-off or short-term
interventions are not likely to produce long-term effects and that interventions
should start early and continue over multiple years (Weare and Nind, 2011).
5. Adopting a whole-school approach: Curriculum-based programmes alone are not
enough for optimal and sustained impact. Therefore, curriculum strategies need to
be placed within a whole school approach which takes into account the school
environment as well as partnerships with the family and community (Clarke et al.,
2015; Goldberg et al., 2018; Jane-Llopis et al., 2005; Oberle et al., 2016; Weare
and Nind, 2011). However, whole school approaches require coordinated
implementation approaches to be successful.
6. High-quality implementation: The level and quality of implementation can
significantly impact the effectiveness of a programme and a number of contextual
factors can impact quality implementation.
7. System wide support: Good quality SEL in classrooms is influenced by
characteristics at the classroom, school and broader system level. Therefore
support and active participation of stakeholders from relevant sectors such as
education and health is necessary in supporting best practice SEL.
8. Evaluation: Incorporating systematic evaluation methods ensures the ongoing
improvement and sustainability of school-based programmes. These evaluations
should take into account both the immediate and long-term outcomes of the
programme as well as the implementation process to ensure effective future
delivery.
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2.5 Social and Emotional Learning
In regards to promoting mental health and wellbeing within the context of schools,
interventions which promote the development of social and emotional skills and
competencies have been shown to be the most effective strategies for targeting all
students at a universal level. Over the last three decades, the concept of Social and
Emotional Learning (SEL) has been used as an umbrella term to describe these types
of competence-enhancement approaches particularly within school settings. Elias et al.,
(1997) describes SEL as the process of acquiring and applying the knowledge, attitudes
and skills necessary to understand and manage emotions, set and achieve positive goals,
appreciate the perspectives of others, establish and maintain positive relationships,
make responsible decisions and handle interpersonal situations constructively (Elias et
al., 1997; Weissberg et al., 2015; Osher, et al., 2016).
According to the Collaborative for Academic, Social and Emotional Learning (CASEL)
in the United States, SEL consists of five interrelated sets of cognitive, emotional and
social competencies: self-awareness, self-management, social awareness, relationship
management and responsible decision-making which create a framework for effective
programme design, development and delivery (CASEL, 2015). These five
competencies are described in greater detail below.
Competency 1: Self-Awareness
Self-awareness is defined as the ability to recognise and label one’s emotions and
understand what causes these feelings. It also involves accurately assessing one’s
strengths and challenges and possessing a well-grounded sense of confidence and selfesteem.

Competency 2: Self-Management
Self-management is described as the ability to regulate one’s emotions, thoughts and
behaviours effectively. It involves being able to manage stress and acquire effective
coping strategies for dealing with stressful situations. Additionally, self-management
includes being able to control impulses and the ability to motivate oneself to overcome
obstacles and achieve personal goals.
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Competency 3: Social Awareness
Social Awareness is defined as the ability to take the perspective of and empathise with
others. It involves being able to appreciate and respect diversity and recognise sources
of support in one’s family, school and community network.

Competency 4: Relationship Management
Relationship management involves being able to establish and maintain rewarding
relationships with diverse individuals and groups. This involves communicating
appropriately, resolving conflict constructively and resisting inappropriate social
pressure. It also reflects being able to seek help and offer help to others when needed.

Competency 5: Responsible Decision Making
Responsible decision making is described as the ability to make constructive choices
about behaviour and social interactions based on personal, moral and ethical
responsibility. It involves being able to identify problems and use problem solving
techniques while considering the wellbeing of oneself and others.

Through education and development of these social and emotional competencies,
effective SEL programmes not only increase young people’s wellbeing but can also
demonstrate improvements in their academic outcomes and wider personal
development (CASEL, 2003). CASEL’s framework (Figure 2.2) is presented as a
system, similar to that of Bronfenbrenner’s ecological systems theory (1979) or
Dahlgreen and Whitehead’s Social Determinants of Health model (1991), whereby the
individual’s SEL core competencies are within the center, and surrounded by social and
environmental systems/contexts. CASEL’s framework proposes that social and
emotional skill development occurs and is influenced by: (i) curriculum and classroom
environment; (ii) wider school practices and policies; as well as (iii) family and
community partnerships. These outer rings of CASEL’s framework are a close
reflection of the three levels of the WHO’s Health Promoting Schools Framework
which proposes that health can be promoted at three connecting levels within schools –
the curriculum; the wider school ethos and environment; and family and community
partnerships (Langford et al., 2017). Schools play a significant role in both developing
these skills in young people and increasing access to wider opportunities that will
enable the development of these skills (McNeil, Reeder and Rich, 2012).
15
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Figure 2.2: CASEL’s Competency Framework

CASEL (2017)

2.5.1 Evidence for Social and Emotional Learning in Schools
The introduction of SEL into schools not only provides opportunities for young people
to develop a number of critical skills for life (e.g., problem-solving, creativity,
communication, responsible decision making and critical-thinking), but it can also
positively impact a number of life outcomes including educational attainment,
employment and health (Durlak et al., 2011; Taylor et al., 2017; Jones, Greenberg and
Crowley, 2015). However, failure to achieve competence in these areas can lead to a
number of personal, social and academic difficulties (Durlak et al., 2011; Epstein,
Griffin and Botvin, 2002; Guerra and Bradshaw 2008; OECD, 2015).
There is well established and consistent evidence that delivering school-based SEL
programmes can produce positive improvements on young people’s emotional, social
and behavioural functioning as well as their mental health and wellbeing (Barry, Clarke
and Dowling, 2017; Clarke et al., 2015; Barry et al., 2013; Weare and Nind, 2011;
Durlak et al., 2011; Payton et al., 2008; Adi et al., 2007; Jané-Llopis et al., 2005; Zins
et al., 2004; Wells et al., 2003; Greenberg, Domitrovich and Bumbarger, 2001). These
programmes have also been shown to protect young people by reducing their emotional
distress, conduct problems and risky behaviours (Taylor et al., 2017; Sklad et al., 2012;

16

CHAPTER 2: LITERATURE REVIEW
Durlak et al., 2011; Weare and Nind, 2011; Adi et al., 2007). There is also increasing
evidence, mainly originating from the USA, which demonstrates the strong relationship
between social and emotional wellbeing and academic success. A number of studies
assessing the impacts of programmes that promote students’ social and emotional skills
have demonstrated a number of educational gains including improved school
attendance, higher academic motivation, stronger feelings of school-connectedness,
improved morale and higher academic achievement (Zins et al., 2004; Durlak et al.,
2011; Payton et al., 2008; Durlak, 1995; Durlak and Wells, 1997; Catalano, 2002). On
the other hand, evidence suggests that increased emotional, social and behavioural
problems can act as barriers to learning and educational outcomes (Kremer et al., 2016;
Rimm-Kaufman et al., 2009).
One of the most relevant meta-analyses in the area of social and emotional wellbeing
programmes was conducted by Durlak et al. (2011), which examined 213 universal
school-based interventions, a majority of which were implemented in the United States.
The findings from this review demonstrated that students who participated in social and
emotional learning programmes presented improvements in a number of outcomes
including: improved social and emotional skills (mean ES=0.57); improved attitudes
towards self, school and others (mean ES=0.23); increased positive social behaviour
(mean ES=0.24); decreased conduct problems (mean ES=0.22); and reduced emotional
distress (mean ES=0.24). The review also revealed that not only did these programmes
impact students’ social and emotional skills positively, they also significantly improved
students’ academic performance (mean ES=0.27), with an average of an 11 percentilepoint gain.
A more recent meta-analysis examining the follow-up effects of these school-based
SEL interventions was also conducted. Taylor et al. (2017) studied the longer-term
effects of 82 school-based universal SEL interventions reviewed by Durlak et al.,
(2011). The findings show that at follow-up (ranging from 6 months to 18 years),
students who participated in SEL interventions, in comparison to control groups, were
more likely to have: improved SEL skills (mean ES =.23); improved attitudes towards
self, school and others (ES=.13); positive social behaviour (ES = .13); decreased
emotional distress (ES=.16); reduced conduct problems (ES=.14); and drug use
(ES=.16). Students who participated in the SEL programmes were also more likely to
show improved academic performance (ES= .33) in comparison to non-participating
students. These findings endorse the durability of the impact of school-based SEL
17

CHAPTER 2: LITERATURE REVIEW
approaches in promoting the positive social, emotional and academic development of
young people and reducing the risk of mental health and behavioural problems.
Another meta-analysis (Sklad et al., 2012), reviewed universal school-based SEL
programmes and found a number of promising outcomes across several categories
including social skills, prosocial behaviour, positive self-image, mental health,
antisocial behaviour, substance misuse an academic achievement. In this study, they
compared programmes in the USA to SEL programmes delivered in other countries and
found similar effect sizes, which demonstrates that SEL programmes can be effective
in different cultural contexts. There have been a number of additional reviews which
support the above findings (Weare and Nind, 2011; Goldberg et al., 2018; Adi et al.,
2007).
Additionally, a number of studies have evaluated the economic case for investing in
school-based mental health promotion interventions. A review by Belfield et al., (2015)
estimated an average return on investment for SEL programmes of $11 for every dollar
invested, while another study report a ratio of 25:1 for high-quality programmes that
impact on young people’s mental health and wellbeing. Additionally, Knapp and
colleagues (2011) found that school-based programmes can save money for the public
sector with savings related to reduced crime, improved education and improved
employment outcomes. Improved outcomes in relation to earning power as an adult has
also been reported for children who were exposed to SEL programmes (Heckman
2006).

2.6 Promoting Adolescent’s Mental Health within the Irish Context
Findings from Ireland’s national survey on youth mental health, My World Survey
(Dooley and Fitzgerald, 2012; Dooley et al., 2019), indicate that a majority of mental
health problems among young Irish people emerge in early adolescence and peak in
late teens. One in five young Irish people (11-15 years) report experiencing two or
more psychological symptoms (e.g., feeling low, irritability, nervousness, sleep
difficulties etc.) more than once a week (UNICEF, 2017). Ireland is ranked well above
the international average as the fourth highest country for adolescent (15-19 years)
suicide across the 31 OECD and EU countries, and is the highest rated European
country of female youth suicides (UNICEF, 2017). The economic crisis in Ireland and
other European countries has also led to increased challenges for the younger
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generation, including rising youth unemployment, migration and school-drop out
(European Union, 2016), placing youth facing this type of disadvantage at an increased
risk of developing mental health difficulties, self-harming and death by suicide (Dooley
et al., 2019; OECD, 2015). Ireland also had the highest rate of youth unemployment
and disability benefit receipt across the 35 OECD member states (OECD, 2016) and
12% of young Irish people (15-29 years) are not in education, employment or training
(NEETs) (OECD, 2020), which places them at greater risk of developing mental health
difficulties (OECD, 2016).
2.6.1 Social Personal Health Education (SPHE) Curriculum
In Ireland, the Social, Personal and Health Education (SPHE) curriculum creates a
space to support the delivery of SEL programmes. The SPHE curriculum was first
introduced cross-nationally into post-primary schools in 2000. The curriculum provides
a comprehensive approach and aims to provide young people with an opportunity to
develop new skills and competences which enable them to participate as active and
responsible adults in the personal and social aspects of society (NCCA, 2011). The
SPHE framework suggests that ‘a young person who has a high degree of self-worth, a
sense of security and a positive self-image will be more pre-disposed to school life and
the variety of learning situations it offers’ (NCCA, 2011).
SPHE in senior cycle is built around five areas of learning: mental health, gender
studies, substance use, relationships and sexuality education and physical activity and
nutrition. The objectives for SPHE in senior cycle as identified by the National Council
for Curriculum and Assessment (NCCA, 2011) can be found in Figure 2.3.
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Figure 2.3: SPHE Objectives Senior Cycle
SPHE Objectives:
•

Develop self-awareness through opportunities to reflect on thoughts, values,
attitudes and feelings.

•

Enhance students’ knowledge and understanding of essential health concepts
and the wider influences on health and wellbeing to enable informed decision
making.

•

Develop students’ self-efficacy; the confidence to think and behave
independently especially in the face of social pressure.

•

Strengthen students’ capacity to empathise with another person’s situation,
feelings and motives in order to enhance relationships with other people.

•

Develop coping strategies for adolescence and adult life in support of greater
resilience.

•

Develop students’ health literacy skills, including the ability to obtain, critically
evaluate and act on health information in support of health and wellbeing.

•

Develop a willingness to participate in the creation and maintenance of healthy
communities and environments.
(NCCA, 2011)

The objectives of SPHE in senior cycle align closely with the core goals and aims of
SEL, making the SPHE curriculum a supportive context for the adoption, delivery and
sustainability of SEL and mental health promotion programmes. The SPHE framework
also recognises the importance of a positive school climate in enhancing students’
wellbeing by providing an environment in which the core principles of SPHE can thrive
(NCCA, 2011).
2.6.2 Irish Policies and Frameworks
The importance of wellbeing and the potential of the school as a setting for mental
health promotion has been endorsed in a number of major national policy documents.
The Wellbeing Policy Statement and Framework for Practice 2018-2023 prepared by
the Department of Education and Skills (DES, 2018) recognizes that the promotion of
wellbeing is central to the Department’s mission to enable children and young people
to achieve their full potential and contribute to Ireland’s social, cultural and economic
development. The DES acknowledge that the promotion of students’ wellbeing is a top
priority and that it is their role, in collaboration with the Department of Health (DoH)
and the Department of Children and Youth Affairs (DCYA), to ensure that young
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CHAPTER 2: LITERATURE REVIEW
people’s wellbeing is promoted. The policy statement identifies the educational system
as a key setting for promoting wellbeing by equipping young people with the
knowledge, skills and competencies they need to deal with the challenges that impact
on their wellbeing. Additionally, the Wellbeing for Post- Primary Schools Guidelines
(2013), recognise schools as an ideal setting for promoting social and emotional
wellbeing as they have the ability to reach a majority of young people during their
formative years as well as provide a socialising context which can have a significant
impact on their development (DES, HSE, DoH, 2013). Similarly, the Healthy Ireland
(DOH, 2013) and the Better Outcomes Brighter Futures (DCYA, 2014) policy
frameworks in Ireland acknowledge the critical role of schools in helping to protect
young people’s mental health and wellbeing. The Irish National Suicide Prevention
Strategy, Connecting for Life (DOH, 2015), clearly identifies the need to support the
mental health and wellbeing of young people as a priority group and takes this one step
further in encouraging schools to deliver SPHE programmes at senior cycle level. The
National Council for Curriculum and Assessment (NCCA) introduced the Framework
for Junior Cycle (NCCA, 2017) which also acknowledges the importance of wellbeing
in post-primary schools. This framework proposes that 300 mandatory hours are given
to wellbeing within the new junior cycle (11-15 years) curriculum. As of yet, these
hours have not been made mandatory during the senior cycle (15-18 years) curriculum
in Ireland.
2.6.3 Existing SEL programmes
There have been evidence-based programmes implemented in Ireland such as Zippy’s
Friends and FRIENDS for Life which adopt a SEL approach in order to promote the
use of skills to combat and protect against mental health risk factors. Both of these
programmes have been shown to produce positive findings for participants (Clarke et
al., 2014; Henefer and Rodgers, 2013). However, the majority of evidence-based SEL
programmes in Ireland such as Zippy’s Friends (5-8 years old) and FRIENDS for Life
(9-16 years old) are primarily designed for younger audiences. While mental health and
wellbeing is a concern for people of all ages and that early intervention is key, it is also
vital that programmes do not overlook the older adolescent age group, a critical period
when many new challenging experiences and stressors occur. Furthermore, it is
important that programmes which aim to promote SEL are based on the most up-todate evidence and best practice and are grounded in a structured framework. It is also
21

CHAPTER 2: LITERATURE REVIEW
essential that there reflect the current needs of, and are developmentally-appropriate
and culturally relevant for the target population (Osher et al., 2016). Therefore, while
Ireland has made promising efforts to develop and implement SEL in schools, there
remains a gap in producing relevant and effective programmes for the older adolescent
age group.

2.8.1 Re-development of the MindOut Programme
The MindOut programme is a universal school-based programme designed to be
delivered by teachers to promote the social and emotional wellbeing of adolescents
aged 15-18 years old in post-primary schools. This programme was first developed in
2004, with support from the national Health Service Executive (HSE) and has been
successfully implemented through the SPHE senior cycle curriculum, in post-primary
schools across Ireland. While initial evaluations of the MindOut programme showed a
number of positive effects for students (Byrne, Barry and Sheridan 2004; Byrne, 2005;
Byrne, Barry, Nic Gabhainn and Newell, 2005), teachers, students and other
stakeholders expressed a desire for the programme be updated to be more relevant to
the lives of young Irish people today and to reflect the most recent developments in
research, policy and practice both internationally and within Ireland.
The revision of the MindOut programme involved a thorough process that was
informed by three principal sources; (i) a review of existing resources to identify
common elements and core components of evidence-based interventions; (ii)
consultation with programme users (e.g., teachers and youth); and (iii) consultation
with a National Working Group representing key national stakeholder organisations.
The three stages of the re-development process are described in further detail below:

(i)

In reviewing existing resources, successful evidence-based programmes were
examined and the common elements of these interventions were identified. This
process was based off of similar work done by Boustani et al., (2015) on
adolescent prevention programmes. While a systematic coding process was not
employed, a number of common practice and instructional elements were
identified through a mapping process. The common practice elements that were
present in all of the school/youth programmes examined included: recognizing
and managing emotions, managing thoughts, positive thinking and coping
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skills. The most common instructional elements present in the reviewed
programmes included: collaborative learning, group discussion, reflection,
games and use of scenarios and worksheets. The MindOut programme is
underpinned by the Collaborative for Academic Social and Emotional Learning
(CASEL) theoretical framework for social and emotional learning (CASEL,
2015) and the most potent common practice and instructional elements
identified during the mapping process were aligned with CASEL’s five core
competencies and embedded into the programme. The programme is also
underpinned by some of the best practice guidelines for promoting mental
health in schools including employing a social competence approach and the
use of SAFE practices (Barry et al., 2019; Durlak et al., 2011; Greenberg,
Domitrovich and Bumbarger, 2001; Weare and Nind, 2011).
(ii)

Consultations were carried out with students and teachers in an effort to identify
programme user needs and ensure that these needs were met within the updated
programme (Barry, Clarke and Dowling, 2017; Dowling et al., 2016;
McCrohan, 2015). Interviews with teachers (n=5) and participatory workshops
with students (n=55; 62% male) who had participated in the original programme
were conducted to ascertain their feedback on core elements (e.g., content,
instructional strategies, language etc.), priority issues for inclusion, and to
ensure that the programme was age and culturally relevant for older Irish
adolescents. A secondary consultation was conducted with a small group of
youth (n=7) recruited through a national youth organization who assisted in
drafting age-appropriate, real-life scenarios based on the priority issues
previously defined by students. At a later stage in the development process, this
group also contributed in reviewing and providing feedback on each of the
revised programme sessions.

(iii)

Throughout the development process, a National Working Group, which
included key stakeholders from education, health promotion, educational
psychology and mental health services, were consulted to determine their
recommendations for strengthening the programme and its potential outcomes.
Further details on the development process can be found in relevant documents
(Barry, Clarke and Dowling, 2017; Dowling et al., 2016).

The revised

programme, which was written in consultation with young people and the
National Working Group, was piloted with five post-primary schools to assess
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the feasibility of its implementation in schools (see Dowling, Clarke and Barry,
2016 report for further details). Feedback from the pilot phase was then used to
make further adaptions to the programme.

2.7 Implementation Quality
Given the positive findings for SEL programmes cited in the literature, it would seem
clear that schools would benefit from adopting these types of programmes. However,
although evidence-based programmes show promising results, they are unlikely to have
a positive effect on participant outcomes without high-quality implementation (Lipsey,
1999; Durlak and Dupre, 2008; Meyers, Durlak and Wandersman, 2012; Domitrovich
et al., 2008; Durlak et al., 2011; Wilson, Lipsey, Derzon, 2003).
Implementation refers to a set of efforts to put a programme or initiative into practice
(Fixsen et al., 2005; Durlak, 2015). Implementation quality refers to the degree to which
programmes are implemented as intended by the programme developers (Dusenbury et
al., 2003; Carroll et al., 2007; Durlak, 2016). Research indicates that implementation
quality is a critical predictor of programme outcomes and the overall effectiveness of
an intervention (Dusebury et al., 2003). This idea is also sometimes referred to as
‘fidelity’ or ‘integrity’ (Carroll et al., 2007; Dusenbury et al., 2003; Dane and
Schneider, 1998). When implementation quality is strong, intervention effects are much
higher, in the same way, programmes may fail to achieve intended outcomes when
implementation quality is poor (Durlak and Dupre, 2008). To increase the likelihood of
producing successful outcomes, programmes not only need to be underpinned by strong
evidence-based approaches, but need to be implemented with high-quality as well
(Metz, Blasé and Bowie, 2007).
There are several reasons that support the need to study implementation. For one, it
provides information on what actually happened during the delivery of the programme
(e.g., what was delivered, the quality of delivery and target audience reached). This
information is useful in explaining variations in observed changes in outcomes and
explaining why an intervention may have succeeded or failed (Dusenbury et al., 2003).
Related to this, assessment of implementation helps establish the internal validity of a
programme, thus strengthening any conclusions that can be made about the
programme’s role in producing change (Domitrovich and Greenberg, 2000; Lendrum
and Humphrey, 2012; Gresham et al., 1993). Furthermore, evaluating implementation
24

CHAPTER 2: LITERATURE REVIEW
helps to understand a programmes’ strengths and weaknesses as well as the core
elements of the intervention and/or support system that are associated with outcomes
(Gottfredson et al., 2008; Domitrovich et al., 2008). This information provides feedback
for continuous quality improvement in programme delivery. Early monitoring of
implementation can identify problems in programme application that can be corrected
quickly to ensure better outcomes (Durlak and DuPre, 2008; Domitrovich and
Greenberg, 2000). Finally, by studying implementation we can also contribute to the
advancement of knowledge on best practice for replication in ‘real world’ settings
(Domitrovich and Greenberg, 2000; Lendrum and Humphrey, 2012). Barry and
colleagues (2005) state that these data are critical to the effective dissemination of
programmes, particularly when they are exchanged between different countries or
settings.

2.7.1 Evidence for the Importance of Implementation Quality
A number of meta-analyses have shown a clear positive relationship between the
quality of implementation and programme outcomes (Durlak and Dupre, 2008; Fixsen
et al., 2005).

For example, a review of school-based prevention programmes

determined that implementation quality was the most important factor that influenced
outcome achievement (Wilson, Lispsey and Derzon, 2003). Research studies have also
shown how level of implementation quality can impact on outcomes demonstrating
participants in higher implementation groups benefitting up to twelve times more from
the programme in comparison to low implementation groups (DuBois et al., 2002;
Durlak and Dupre, 2008; Smith et al., 2004; Wilson, Lispsey and Derzon, 2003). A
meta-analysis of 196 school-based violence prevention programmes demonstrated that
implementation quality was the single most important contributing factor to the
programme achieving higher effects sizes (Wilson and Lipsey, 2000). Studies that have
assessed the implementation quality of programmes have provided evidence that
programmes implemented with a higher degree of quality are more likely to produce
successful outcomes (Dane and Schneider, 1998; Durlak and Dupre, 2008; Sklad et al.,
2012) and that effective best-practice programmes may not demonstrate promising
outcomes if the quality of implementation of these is poor. Additionally in a review by
Durlak and colleagues (2011), they concluded that schools that delivered SEL
programmes with high implementation fidelity or high quality showed significantly
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higher student outcomes in comparison to schools where teachers delivered the
programmes with low implementation. The findings from these meta-analyses indicate
just how crucial quality of implementation is in producing positive outcomes. By
ignoring implementation and the conditions under which a programme is delivered, it
is impossible to determine what led to a programme’s success or alternatively what
caused it to fail. The absence of information on implementation could be detrimental to
the future success and sustainability of SEL programmes. Not only that, but poor
implementation quality could have negative short- and long-term costs on society.
Therefore, given that there is strong evidence demonstrating the relationship between
programme implementation and outcome attainment, it is essential that the systematic
monitoring and evaluation of implementation is embedded as a core aspect of all
programme evaluation studies (Durlak, 2016; Greenberg, 2010; Berkel et al., 2011).
2.7.2 Lack of Research on Implementation Quality
Although the evidence is growing in support of assessing implementation quality of
programmes, a majority of programme evaluation studies still tend to direct their focus
towards programme outcomes exclusively. For example, a review by Dane and
Schneider (1998) of n=132 programmes found that only 24% of mental health
prevention interventions assessed elements of implementation, with even fewer, 10%,
considered how variability in implementation impacted on programme outcomes. A
later review by Domitrovich and Greenberg (2000) found similar findings with only 11
out of 34 evidence-based mental health programmes using implementation data as a
source to determine programme outcomes. Since these, more recent reviews have
demonstrated that studies reporting on implementation data have been increasing over
time. Durlak and colleagues (2011) found 57%, Wiglesworth et al., (2016) 69%, and
Taylor et al., (2017) 79% of programmes reported on implementation data. While this
increase in reporting on implementation is promising, it should be noted that these
reviews do not include data on the extent to which implementation was reported in the
studies. Therefore, based on the data offered in these review studies, it is impossible to
conclude how these implementation data were used and whether or not implementation
quality was measured.
A study by Bruhn, Hirsch and Lloyd (2015) explicitly assessed the extent to which
treatment integrity (also known as implementation quality) was reported in studies
(n=79) of school-based prevention programmes. Results from this study indicated that
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less than half of the studies (46%) included quantifiable treatment integrity data. This
finding is in line with other research studies that examined the extent to which
implementation quality data are reported more systematically (Hagermoser-Sanetti and
Fallon, 2011; McIntyre et al., 2007; Power et al., 2005). Therefore, while the reporting
of implementation data appears to be increasing, upon closer inspection of the data it is
apparent that a majority of studies are providing implementation data that cannot be
used to determine the quality of implementation or integrity of the programme
(Humphrey, Barlow and Lendrum, 2018; Power et al., 2005) Therefore, a gap remains
in producing studies which examine implementation quality and further how the quality
of implementation impacts on participants’ outcomes.
2.7.3 Conceptual Implementation Frameworks
A number of different theories, models and frameworks to promote the implementation
and scale-up of programme interventions can be identified from the literature.
According to Nilsen (2015), theoretical/framework approaches in implementation
science have three key aims: (i) describing/guiding the translation of research into
practice; (ii) understanding what influences implementation outcomes; and (iii)
evaluating implementation. For the purpose of this study, the focus is placed on the
second aim, through the identification and description of factors that have been found
to influence implementation quality and in turn, the intended outcomes. These types of
implementation frameworks have been described as gateways into the key enablers and
barriers associated with implementation quality (Flaspohler, 2008).
The field of evaluation research has increasingly moved away from traditional
programme evaluations, which rarely focus on why a programme is effective, towards
the development and application of theory-driven evaluations (Chen, 1990, 1998; Chen
and Rossi, 1992; Greenberg et al, 2003; Dariotis et al., 2008). Theory driven evaluations
aim to: (i) utilise the essential components of the theory that underlies a particular
programme to specify the design of the programme evaluation itself; (ii) understand
how and why a particular programme resulted in certain outcomes; and (iii) use this
information as a means to improve programme effectiveness (Chen, 1990, 1998;
Greenberg et al., 2005).
According the Chen’s theory driven model (1990, 1998), two distinct components must
be considered for understanding implementation, the intervention itself and the
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implementation support system for the intervention. Interventions are strategies or
innovations linked by a causal mechanism to specific, intended outcomes (Chen, 1998,
2003). On the other hand, the implementation support system reduces the variability in
implementation quality by providing the means and establishing the context for the
delivery of interventions (Greenberg, Domitrovich and Bumbarger, 2001; Domitrovich
et al., 2008). Therefore, as well as having a clear intervention theory, it is also necessary
to understand the conditions required for successful implementation and the contextual
factors that may impact on this. Chen (1998) argues that while an intervention may be
the main change agent of intended outcomes, the support system is just as important to
a programme’s success.
Chen’s conceptual model of the implementation system has been expanded and applied
to the school context by several authors (e.g. Greenberg et al., 2005; Durlak and DuPre,
2008; Domitrovich et al., 2008). Greenberg and colleagues (2005) developed a
conceptual framework which explores a number essential aspects of implementation
common to most school-based prevention and promotion programmes in relation to: (i)
the intervention (ii) the implementation support system and (iii) the contextual factors
that may affect programme quality (Figure 2.4).

Figure 2.4: Conceptual Implementation Framework (Greenberg et al., 2005)

Adapted from Chen, (1998) and Greenberg et al., (2005)
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According to Greenberg and colleagues (2005), implementation quality can be affected
by the core elements of the planned intervention which includes: (i) the programme
model – structure, content, timing, dosage and the nature of the intervention; (ii) quality
of delivery – degree of engagement, use of implementation techniques and
generalisation of skills; (iii) target audience; and (iv) participant responsiveness –
perceptions, skills, knowledge and beliefs.
Second, implementation quality is affected by the planned support system. This
includes: (i) pre-planning – the preparation made by the school before programme
implementation in terms of school readiness, accurate assessment of needs and
commitment or engagement in the change process; (ii) quality of materials – the design,
format and content of instructor manual and workbooks; (iii) technical support available
– structure, content and timing of training and supervision and implementation
monitoring system; (iv) quality of technical support - characteristics of trainers, the
quality of delivery during training and supervision, and the quality of working
relationship between trainers and implementers; and (iv) implementer readiness – the
degree to which the implementers are equipped with the skills and knowledge to carry
out the intervention, feel positive about the programme and believe they can deliver it.
It is important to note that while the elements of the planned intervention and support
system are critical, the adoption and implementation of a programme do not occur in a
vacuum. Instead, a range of multi-level factors outside of the programme theory may
affect the quality of implementation and the programme outcomes. Greenberg and
colleagues (2005) categorise these factors as classroom, school, district and community
level factors.
Domitrovich and colleagues (2008) developed a multi-level implementation
framework, similar to that of Greenberg et al., (2005), which also recognises that
implementation quality is influenced by both the intervention and the support system,
presenting these as layers at the centre of the conceptual framework. They also suggest
that the intervention and support system is standardised in terms of the core elements
and the delivery model. In this framework, the influence of contextual factors is also
acknowledged but these are categorised at the macro level, school level and individual
level.
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Figure 2.5: Multi-level Implementation Framework

Domitrovich et al., (2008)

Durlak and Dupre (2008) also developed their ecological implementation framework,
which reflects the key elements of the other frameworks with minor alterations. In this
framework, they suggest that implementation quality is influenced by key elements of
the prevention delivery system (e.g., organisational capacity), the prevention support
system as well as factors that extend to a wider ecological context (e.g., innovation
characteristics, provider characteristics and community factors).
Figure 2.6: Ecological Implementation Framework

Durlak and Dupre (2008)
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Though slight differences can be detected between these three school-based
implementation frameworks, they all recognise that schools’ implementation quality is
dependent on several factors which operate at multiple levels (Greenberg et al., 2005;
Domitrovich et al., 2008; Durlak and Dupre, 2008). These factors will now be explored
in further detail below drawing on the parallels between the different frameworks.
Classroom Level
Classroom level factors identified by Greenberg et al., (2005) include teachers’
characteristics and classroom climate. In terms of teachers’ characteristics and
behaviours, teachers’ skills and experience (Ringwalt et al, 2002; Rohrbach, Graham
and Hansen, 1993; Wang et al., 2015), attitudes and acceptance towards the intervention
(Rohrbach, Graham and Hansen, 1993; Elias et al, 2003; Pankratz, Hallfors and Cho,
2002; Parcel et al, 1991; Ringwalt et al, 2003; Beets et al., 2008; Mihalic, Fagan and
Argamaso, 2008; McIntosh et al., 2013; Wang et al., 2015) and self-efficacy (Kallestad
and Olweus, 2003; Rohrbach, Graham and Hansen, 1993) can all be directly related to
the implementation quality of programmes.

Similarly, Durlak and Dupre (2008)

identify provider characteristics (e.g., perceptions of the need for and potential benefits
of the innovation, self-efficacy and skill proficiency) as a key contributor to
implementation quality, which can be linked to both classroom-level factors as well as
implementer readiness. Related to Domitrovich’s et al., (2008) framework, they
identify teachers’ professional (e.g., skills, knowledge and experience) and
psychological characteristics (e.g., implementers’ anxiety with delivering programmes,
their own stress, depression and burnout, self-efficacy and perceptions and attitudes
towards the intervention) as influential factors. Factors related to classroom climate and
management (e.g., relationships, norms, conflict) can positively or negatively influence
both teachers’ adoption, motivation to deliver and quality of delivery of an intervention
as well as students’ engagement and programme participation (Low et al., 2014; Evans
et al., 2009; Allodi, 2010; Opoku-Asare, Takyi and Owusu-Mensah, 2015; Koth,
Bradshaw and Leaf, 2008; Kellam et al, 1998; Botvin, 2004). Similar to Greenberg and
colleagues (2005), Domitrovich et al., (2008) also recognise the classroom climate
(sense of belonging, the level of cooperation and mutual respect among classroom
members, and the relationships between teacher and students) as a key factor related to
implementation quality.
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School Level
Next, at the school level, factors such as administrative support, the goals and missions
of the school, and overall school climate can all impact on implementation quality.
School leaders and administrators can have a significant positive or negative impact on
the successful implementation of evidence-based interventions (Gottfredson and
Gottfredson, 2002; Gregory, Henry and Schoeny, 2007; Elliott and Mihalic, 2004;
Kam, Greenberg and Walls, 2003; Beets et al., 2008). School leaders are in a position
to organise timetables and allocate sufficient administrative support for a new
programme to be implemented with high quality (Greenberg et al., 2005), on the other
hand, lack of school leadership and administration has been linked to teachers’ loss of
motivation for the programme and in turn poorer implementation quality (Mihalic et
al., 2004). Schools with increased positive school climate (e.g., openness in
communication, ability to change, support and collaboration), can position teachers
better to take on new initiatives and provide quality implementation, whereas poor
school climate (e.g., poor staff morale, low interaction and involvement, a history of
failed intervention attempts etc.) is associated with increased difficulties in
implementing and sustaining interventions (Domitrovich et al., 2017; Gregory, Henry
and Schoeny, 2007; Parcel et al., 2003; Kallestad and Olweus, 2003; Gottfredson and
Gottfredson, 2002; Beets et al., 2008). Additionally, interventions that align directly
with a school’s mission or goals are more easily integrated into the school’s policies
and practices and are therefore, more likely to be prioritised, implemented well and
sustained over time (Datnow et al., 2002; Kallestad and Olweus, 2003). Domitrovich
and colleagues (2008) also highlight a number of similar school-level factors (e.g.,
mission-policy alignment, resources, administrative leadership, school culture, school
climate) as well as acknowledge the characteristics of the school (e.g., school size,
school mobility, location, number of at-risk students) that can impact on
implementation quality as well. Durlak and Dupre (2008) also identify relevant factors
at this level including organisational factors (e.g., positive work climate, shared vision,
integration of new programming) and staffing considerations (e.g., administrative
support, leadership, programme champion).
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District Level
At the district level, implementation quality is affected by the attitudes and beliefs of
teachers, school administrators, support staff and members of the community who make
school-related decisions (e.g. parent representatives and board members) (Greenberg et
al., 2005). Similar to the importance of teachers’ views and attitudes towards a
programme for quality implementation, the views and beliefs of other key stakeholders
can be just as important. Programmes are more likely to receive endorsement and
support if they reflect aspects of the districts mission statement. Domitrovich et al,
(2008) identify a number of other district level factors which can impact on
implementation quality including, the availability of qualified professionals to
implement programmes, availability of trainers to support implementation in schools
and allocation of professional development days.
Community Level

Finally at the community level, the relationships between the school and the family,
and the school and the community can have a strong impact on the quality of
implementation. By establishing partnerships with the broader community the
intervention will receive increased support. Policies and legislative action at the
national level can also influence the implementation process, by supporting the increase
of attention and time devoted to mental health promotion interventions (Greenberg et
al., 2005). Durlak and Dupre (2008) also identify community level factors impacting
on implementation quality which include policies, funding and politics. Additionally
they highlight the importance of coordination with other agencies, shared decision
making and community involvement. Similarly, Domitrovich et al., (2008)
acknowledge a number macro-level factors within their framework which includes
policies, legislative action and financing, leadership and human capital and communityuniversity partnerships.

2.7.4 Measuring Implementation Quality
Implementation Quality Dimensions
In order to accurately measure implementation quality of an intervention, assessments
across several dimensions and through multiple measures or indicators is recommended
(Domitrovich et al., 2008; Berkel et al., 2011). Many researchers recognise that
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implementation quality is a multi-dimensional construct and, therefore, should be
measured as such (Durlak, 2016; Dane and Schneider, 1998; Berkel et al., 2011;
Buckley and Sheehan, 2009; Dusenbury et al., 2005; Durlak and Dupre, 2008). Dane
and Schneider (1998) suggest that implementation is reflective of five core dimensions:
dosage (quantity of programme delivered); fidelity/adherence (how many core
components were delivered as prescribed); quality of delivery (how well the facilitator
delivers the programme); participant responsiveness (how participants respond to or
are engaged with an intervention); and programme differentiation (how unique the
programme characteristics are compared to other programmes).
Despite the recognition that multiple dimensions of implementation quality should be
used in implementation research, a majority of studies still focus primarily on a singular
dimension, most commonly dosage or fidelity/ adherence (Domitrovich and Greenberg,
2000; Durlak and Dupre, 2008; Rojas-Andrade and Bahamondes, 2018). For example,
in Domitrovich and Greenberg’s (2000) review, they reported that only 7 out of 34
studies (21%) assessed more than one implementation dimension and no study reported
investigating more than two dimensions. Additionally, in Durlak and Dupre’s (2008)
review of studies assessing implementation quality, they reported 63% of studies
assessed fidelity/adherence, 49% assessed dosage, while only 17% assessed a different
dimension. Additionally, only 18 out of the 59 studies in this review assessed more than
one dimension during the evaluation. Similarly, in a review by Rojas-Andrade and
Bahamondes (2018), which included 31 school-mental health programme evaluations
and found that 77% reported on fidelity/adherence, 58% dosage, 26% quality of
delivery and 19% participant responsiveness. This review also found that only 3 studies
(10%) combined dimensions to produce a total implementation composite score.
By focussing exclusively on one aspect of implementation, studies may be missing
important information on the role other dimensions play in outcome achievement which
may be equally or more important (Berkel et al. 2011; Durlak, 2015; Lendrum,
Humphrey and Greenberg, 2016; Humphrey, Barlow and Lendrum, 2018). Also,
though fewer numbers of studies have examined dimensions such as quality of delivery
and participant responsiveness, those which did have found that these dimensions could
be equally if not more important for achieving programme outcomes compared to
dimensions such as adherence and dosage that are typically presented in the literature
(Durlak et al., 2015; Dusenbury et al., 2005; Rojas-Andrade and Bahamondes, 2018).
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Rojas-Andrade and Bahamondes’ (2018) review found that adherence was only weakly
associated with outcome variables whereas both quality of delivery and participant
receptiveness were both strongly associated with outcome achievement. Additional
programme evaluation studies have found similar results. The Steps to Respect bullying
prevention programme evaluation, which was conducted in 33 primary schools in
California, USA, found that adherence was not significantly associated with any of the
outcomes, whereas higher levels of student engagement were related to a number of
positive outcomes (Low et al., 2014). Another study evaluated the Keepin’ it REAL
drug prevention programme with 25 primary schools in Ohio, USA by observing two
dimensions of implementation: adherence and delivery (combined score of teacher
engagement, student engagement and quality of delivery). The findings revealed that
delivery significantly influenced substance use and norms whereas adherence
significantly predicted norms but only marginally predicted substance use (Pettigrew et
al., 2015). Furthermore, a study of the PATHS programme (Humphrey, Barlow and
Lendrum, 2018) conducted with 23 primary schools in Manchester, UK evaluated
implementation quality across five dimensions: dosage, fidelity/adherence, quality of
delivery, participant responsiveness and reach. In this study, higher implementation for
quality of delivery and participant responsiveness resulted in lower externalizing
behaviours, whereas higher levels of programme reach and fidelity were not associated
with any of the outcomes. Most surprisingly perhaps was that higher levels of dosage
were associated with significantly lower ratings of students’ pro-social behaviour and
social-emotional skills (Humphrey, Barlow and Lendrum, 2018). The above studies all
establish the importance of including multiple dimensions of implementation
measurement in order to have a more accurate understanding of implementation quality
as a whole.
Implementation Index
Implementation dimensions though conceptually distinct, are interrelated, and
therefore, it is important to determine the combined effect of these dimensions in order
to fully understand the quality of implementation. As a way to measure implementation
quantitatively across multiple dimensions, some studies have adopted an approach that
employs an a priori index of indicators to calculate a cumulative total implementation
index score (Bast et al., 2016; Dix et al., 2012; Saunders et al., 2006; van Nassau et al.,
2016). For example, the Australian KidsMatter programme evaluation combined three
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dimensions of implementation quality (dosage, adherence/fidelity and quality of
delivery) to create a total index score, and used this score to categorise schools into
high- and low-implementation groups. Groups were then compared in relation to
outcomes (Dix et al., 2012). Based on the total implementation index score, the findings
demonstrated that students in high-implementation schools had significantly greater
improvements in SEL skills as well as higher academic outcomes similar to six
additional months of schooling. Few other SEL studies however, have employed this
approach (Rojas-Andrade and Bahamondes, 2018).
Qualitative Data
While quantitative data are important for determining levels of implementation quality
and linking implementation data to outcomes, in contrast, qualitative data provide
information on participants’ own experiences and often provide a great deal of vital
information for ‘how’ and ‘why’ type questions that cannot be answered through
quantitative data (Domitrovich and Greenberg, 2000; Elias, 2000). Therefore, in
measuring implementation quality it is also important that qualitative data are collected
to provide a deeper understanding of what is happening during delivery, what may be
contributing to variability in implementation (e.g., barriers and facilitators), and what
support and resources are required to ensure the best outcomes and sustainability of the
programme. Qualitative information can also provide programme developers,
practitioners and researchers with knowledge on the factors influencing implementation
quality so that effective implementation strategies can be used to successfully replicate
programmes across different settings (Greenberg et al., 2005; Durlak and Dupre, 2008;
Domitrovich et al., 2008).

2.8 Current Study
The following section will provide details on the revised MindOut programme which
was evaluated in the current study, including the key characteristics, programme theory
and logic model. Following this, the overall aim of the current study is presented as
well as the specific aims for each of the three phases of the study.
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2.8.1 MindOut Programme
The revised MindOut programme consists of 13 weekly sessions, which are intended
to be delivered by teachers within the Social Personal Health Education (SPHE)
curriculum for 15-18 year old students. The content of the programme is based on
CASEL’s five core competencies for social and emotional learning i.e., self-awareness,
self-management, social awareness, relationship management and responsible decision
making (CASEL, 2015). The programme is comprised of a teacher manual, with
structured activities and resource materials which promote the development of these
social and emotional competencies. The programme employs interactive teaching
strategies (e.g., collaborative learning, structured games, scenarios, videos etc.) to
engage students in a number of skill-building activities such as: identifying and
managing emotions, coping with challenges, overcoming negative thinking,
communication, empathy, relationship skills etc. Additionally, the programme
promotes whole-school approaches by providing staff with a menu of strategies for
promoting social and emotional development at a wider school level (e.g., practice-athome activities; teacher reflection; whole-school activities; whole-school tips for staff
and for engaging students, parents and the community etc.). These whole-school
resources, in combination with the MindOut curriculum, aim to support students’
wellbeing not only at the classroom level but at the wider school level. A summary of
the programme content (Table 2.1) as well as the logic model (Figure 2.7) can be found
below.
The logic model provides a visual for the inputs, outputs and outcomes of the MindOut
programme. The programme is underpinned by both CASEL’s competencies for SEL
as well as a whole-school settings approach. The outputs for the programme include
both the interactive teaching strategies and programme content which were based on
the common elements approach. Finally the outcomes for the programme revolve
around the five core competencies identified by CASEL (self-awareness, selfmanagement, social awareness, relationship management and responsible decisionmaking). This logic model is provided within the MindOut manual to guide the
implementation process, it was also used to guide the evaluation of the process of
delivery and the expected outcomes.
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Table 2.1: MindOut Programme Content
Session Title

Session Goal

Intro Session: Minding
your Mental Wellbeing

To introduce the MindOut programme and to explore ideas
around mental health and wellbeing.

Session 1: Boosting SelfEsteem and Confidence

To help students build skills to increase their self-esteem and
confidence.

Session 2 :Dealing with
Emotions

To recognize and explore a range of emotions and learn how
to manage these effectively.

Session 3: Challenging
Thoughts

Understand the connection between thoughts, feelings and
actions and learn how to challenge unhelpful thoughts.

Session 4: Coping with
Challenges

To identify a range of helpful coping strategies that can be
used to deal with stressful situations.

Session 5: Support from
Others

To increase awareness of supports and recognize the
differences between helpful and unhelpful sources of support.

Session 6: Walking in
Someone Else’s Shoes

To help students increase their awareness of the thoughts and
feelings of others and to show compassion.

Session 7: Managing
Conflict

To encourage students to practice skills for communicating
successfully with others and manage conflict effectively.

Session 8: Connecting
with Others

To encourage students to think about their relationships and
how they can make successful connections with others.

Session 9: Giving and
Getting Help

To discuss how to overcome barriers to help-seeking and to
help students learn how to be there for others.

Session 10: Making
Decisions

To introduce students to a three-step problem- solving
approach and encourage them to use this to make informed
responsible decisions.

Session 11: Happiness and
Wellbeing

To explore practical strategies for happiness.

Session 12: Review

To encourage students to reflect upon the range of skills they
developed throughout the course of the programme.
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Figure 2.7: MindOut Logic Model
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2.8.2 Present Study
In view of the substantive revisions made during the re-development of MindOut, it
was deemed necessary to determine if the new programme would lead to positive
outcomes for students, especially for those recognised as disadvantaged. The current
study aims to evaluate the effectiveness of the revised MindOut programme and the
process of implementation when delivered with disadvantaged post-primary school
(DEIS) students in Ireland. More specifically, this study has three core aims which are
divided into the three phases of the study:
1. To evaluate the immediate impact of the MindOut programme on students’
social emotional skills, mental health and wellbeing and academic outcomes
(Phase 1).
2. To examine the variability in implementation quality for schools implementing
the MindOut programme and to identify factors that were likely to contribute to
this variability (Phase 2).
3. To determine how level of implementation quality impacts on programme
outcomes for student participants (Phase 3).
In view of the current research and gaps identified within this chapter, this study
represents an important addition to the international literature by contributing to new
knowledge and evidence in the field of mental health promotion, SEL and
implementation research.
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CHAPTER 3
METHODS
3.1 Introduction
This chapter describes the methodological steps that were taken in order to carry out
the research study. The overall aim of this study is to evaluate the effectiveness of the
revised MindOut programme and the process of implementation when delivered with
disadvantaged post-primary school (DEIS) students in Ireland. This thesis was
conducted in three interlinked phases. The specific objectives for each of these three
phases are presented below:
Objectives:
Phase 1:


To determine whether the MindOut programme had a significant impact on
students’ (i) social and emotional skills (ii) mental health and wellbeing and (iii)
academic outcomes.

Phase 2:


To assess the variability in implementation quality of schools using indicators
across four dimensions of implementation and to use this information to determine
each schools level of implementation grouping (high/low) (quantitative).



To identify factors that may have contributed to the variability in implementation
quality as identified by both teachers and students (qualitative).



To examine the similarities and differences of these identified factors between the
schools categorized as high-implementers and those that were considered lowimplementers (integration).

Phase 3:


To determine whether or not level of implementation (high/low) based on the total
implementation quality score significantly impacts programme outcomes at postintervention or 12-month follow-up when compared to the control group.
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To examine the role each of the four implementation dimensions of; (i) dosage, (ii)
adherence (iii) quality of delivery and (iv) participant responsiveness, play in
influencing programme outcomes.

This chapter will start by discussing the methods that were used in the overall study and
which relate to all three phases. In this section the overall study design, recruitment and
sampling methods, participants, measures, data collection and management processes
and ethical approval will be discussed. Following this, the methods and approaches
which were specific to each phase of the study will be presented individually in more
detail.

3.2 Design
Employing a c-RCT design as well as mixed methods approaches, the overall study
aims to evaluate the effectiveness of the MindOut programme and the process of
implementation when delivered to post-primary school students in Ireland. The
intervention group received the 13-week programme, and the control group continued
with their normal SPHE curriculum. Outcome assessments were carried out across three
time points (baseline, post-intervention and follow-up) while process evaluations were
conducted during programme delivery and post-intervention. The study employed both
quantitative and qualitative methods to assess programme outcomes, the process of
implementation and the interaction between the two. The study was conducted in three
phases as depicted in the flow chart below (Figure 3.1).
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Figure 3.1: Flow Chart of the Three Study Phases

3.3 Sample and Recruitment
3.3.1 Eligibility Criteria
In order to qualify for selection in this study, schools needed to meet a number of
eligibility criteria, which included: (i) holding the designated disadvantage status
(DEIS) by the Department of Education and Skills; (ii) providing education at a postprimary level; and (iii) English-speaking (i.e., not Irish only speaking schools “Gael
Scoileanna”). Delivering Equality of Opportunity in Disadvantaged Schools (DEIS)
address the educational needs of children and youth from disadvantaged communities,
from pre-school through second-level education. Schools are given disadvantaged
status if 70% of the students are classified as educationally disadvantaged by the
Department of Education and Skills. Further details on eligibility criteria for DEIS
schools is available (DES, 2005). A total of 185 schools met these criteria. Students
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attending the participating schools who were in 4th/Transition Year (15-17 years) or 5th
year (16-18 years) at baseline were the target population. Only full-time students (i.e.,
not exchange or short-term visiting students) were considered for inclusion in this
evaluation.

3.3.2 Sample Size
In order to determine the sample size for this study an intervention study employing
comparable measures was consulted (Kuyken et al., 2013), which indicated a likely
effect size of 0.29. Based on previous research, it was also anticipated that there would
be an intra-class correlation of 0.02 and a non-participation rate of 20%. Using these
data and assuming an average class size of 20 pupils, a sample size calculation was
conducted using Winpepi COMPARE2 statistical software programme. This power
calculation resulted in a suggested sample size of 600 students in 30 schools (15 control;
15 intervention) (Appendix B1). It was decided that in order to deal with dropouts at a
school (cluster) level, schools would be oversampled. Therefore, for this study, a total
of 34 schools (17 control; 17 intervention) were recruited.

3.3.3 Recruitment and Randomisation Process
Randomisation was conducted at a cluster (school) level as the intervention was
designed to be implemented with groups of students (classes) rather than individual
students. Cluster randomisation accounts for the nested nature of the data and helps
avoid potential contamination bias. A list of all post-primary DEIS schools in Ireland
was retrieved from the Department of Education and this yielded a total of 185 schools.
Schools were stratified based on gender and geographical location prior to
randomisation to ensure a reflective sample with four identifiable groups (urban mixed,
rural mixed, urban boys, urban girls) (Appendix B1). An external statistician (CSTAR)
was consulted to undertake the independent selection of the 34 schools from the eligible
list using a computerised random number generator (Appendix B2). Schools were then
recruited in order of their appearance on the randomised list. Principals of selected
schools were posted and/or emailed an information sheet with details of the study
(Appendix B3). Following this, the principals were contacted by the researchers
regarding participation in the study and were asked to nominate and select one
teacher/class (TY or 5th) in their school to participate in this study. Schools that declined
to participate were replaced by contacting the next school on the stratified list. This
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procedure was continued until all 34 slots had been filled by schools that agreed to
participate. Once all 34 schools had agreed, the same independent statistician randomly
allocated the schools into either a (i) control group (n=17) or (ii) an intervention group
(n=17). Schools were then contacted and informed of the group to which they had been
assigned. For the intervention schools, it was recommended that the teachers chosen to
participate in this study and deliver the programme were either trained in SPHE or had
previous experience in delivering SPHE to classes prior to this evaluation. Teachers did
not have to meet a pre-requisite of a certain number of years of teaching experience nor
did they need to have experience in delivering the original MindOut programme. All
intervention teachers were required to participate in a 1-day in-person training prior to
implementation of the programme, which was facilitated by the national Programme
Manager for Mental Health and Wellbeing at the Health Service Executive. Support for
implementation of the programme in terms of technical support was provided by the
research team but this was quite minimal and informal. Following group randomisation,
one of the selected control schools had also participated in the pilot study, therefore, it
was necessary to remove this school from the main study to avoid issues with cross
contamination. Another control school had arranged for a 3 rd year group to participate,
and as this did not match the selection criteria requirements, this school was also
excluded from the study. Therefore, during the data collection stage, there were 32
schools remaining (n=15 control; n=17 intervention). Staff and students were not
blinded to their group allocation. Both intervention and control group schools were
asked informally to report on whether or not any other SEL or mental wellbeing
programmes were being delivered in their classes at the beginning of the study. This
information was used to determine programme differentiation in participating schools
and to ensure that any positive outcomes could be attributed to the MindOut programme
in the intervention schools and to be aware of any other ongoing initiatives or
programmes that may have been implemented in the control schools. Students and
teachers in this study remained the same across all three study phases. The main reasons
for dropout at an individual level was largely due to students’ absence on the days of
follow-up data collection or no longer attending the school. In total, there were 44
schools contacted during the recruitment process, with a 77% retention rate. An
overview of the recruitment process can be seen in the flowchart Figure 3.2.
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Figure 3.2: CONSORT diagram of recruitment of schools and students

3.4 Measures
This study employed both outcome and process evaluation components. The outcome
measures were used to determine whether or not the MindOut programme could
significantly impact on students’ outcomes, whereas the process measures were used to
evaluate the schools’ implementation of the programme. All of the measures used in
the study are described in detail below and have been organised into outcome and
process measures.

3.4.1 Outcome Measures
Student outcome data were collected via paper questionnaires composed of multiple
scales, which assessed social emotional skills, mental health and wellbeing outcomes
and academic outcomes. Scales were carefully selected to ensure that that the outcome
measures provided an accurate assessment of the SEL skills taught within the MindOut
programme in accordance with CASEL’s five core competencies (CASEL, 2015). A
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number of other scale criteria were used in the selection process including ageappropriateness, ability to determine outcome changes, length, cost and psychometric
properties. These measures also included demographic questions, which asked students
to report on their gender, age, school year, nationality and parent demographics
(education and employment). All measures were piloted with groups of Irish students
to identify any problematic questions and to ensure that the questions were age and
culturally appropriate for Irish adolescents. A copy of the final student outcomes
questionnaire can be found in the appendices (Appendix C1).

Social Emotional Skills


Self-esteem: The Rosenberg Self-esteem Scale (Rosenberg, 1965) is a 10-item scale
that measures respondents’ self-esteem. It was originally designed for use with
high-school students. Items are answered on a four-point Likert scale. The scale
showed high internal consistency (α =0.87) in the current study.



Emotional regulation: The Emotional Regulation Questionnaire (Gross and John,
2003) is a 10-item scale which was used to assess respondents’ (i) cognitive
reappraisal and (ii) expressive suppression. This scale has been used in a number of
studies with adolescents 10-18 years old (Dingle, Hodges and Kunde 2016; Jennings
et al., 2013; Kuosmanen et al., 2017). Respondents are asked to rate how much they
agree or disagree with items on a 7-point Likert scale. Good internal reliability was
found for the subscale cognitive reappraisal (α = 0.85) and acceptable reliability for
the subscale expressive suppression (α = 0.67).



Emotional intelligence: The Trait Meta-Mood Scale (TMMS), was originally
developed by Salovey et al., (1995) as a 48-item scale used to measure people’s
ability to manage and regulate their moods and emotions. The TMMS-24 was
adapted in Spain (Fernandez-Berrocal, Extremera and Ramos, 2004) and validated
for use with youth (Garaigordobil and Pena-Sarrionandia, 2015; Pedrosa et al.,
2014; Salguero et al., 2010). The scale measures emotional intelligence and has
three subscales: attention to feelings, emotional clarity and emotional repair with
items scored on a five point Likert scale. Acceptable internal consistencies were
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found for the subscales emotional clarity (α=0.70) emotional repair (α=0.80) and
attention to feelings (α =0.66) as well as total emotional intelligence (α=0.72).


Coping skills: The Coping Strategy Indicator (CSI-15; Ellis, 2004) is a 15-item
short form of the original 33 item scale (Amirkhan, 1990), which evaluates three
types of coping strategies (Subscales: Problem Solving, Avoidance, Social
Support). This scale has been successfully used in a number of studies with
adolescents ranging from 11-25 years in Ireland and internationally (Dooley and
Fitzgerald, 2012; Kuosmanen et al., 2017; Shandley et al., 2010). The subscale
measures displayed adequate to high internal consistencies (problem solving, α
=0.83.; avoidance, α=0.76; social support, α=0.91).



Social self-efficacy: The Self-Efficacy Questionnaire (SEQ-C; Muris, 2001) is a 24
item scale designed for youth aged 13 –18 and is comprised of three main subscales:
academic self-efficacy, emotional self-efficacy and social self-efficacy. Only the
latter was utilised in this study. The social self-efficacy scale is an 8-item subscale
that measures respondents’ self-assessment of their ability to navigate through
social situations and engage successfully with others. Each of the items are scored
on a five-point Likert scale. The scale showed good internal consistency (α =0.77)
in the current study.



Asserting influence and conflict resolution: The Adolescent Interpersonal
Competence Questionnaire (AICQ; Buhrmester, 1990) assesses adolescents’
interpersonal skills and is composed of five subscales: initiating relationships,
providing emotional support, self-disclosure, asserting influence and conflict
resolution. Only the two latter subscales were used for the purpose of this study,
each of which contains 8-items.

Respondents are given a number of brief

interpersonal situations and rate on a 5-point scale their level of competence and
ease in handling these situations. The subscale measures displayed high internal
consistencies (asserting influence, α =0.85; conflict resolution, α=0.81) in this
study.


Decision-making: The Making Decisions in Everyday Life Scale (Mincemoyer and
Perkins, 2003) includes 20 items and assesses adolescent participants’ use of skills
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during the decision-making process. This scale was adapted (Cater et al., 2010) to
a short form, which is composed of five items. Respondents are asked to rate how
often they engage in certain actions of the decision making process on a four point
Likert scale. The scale showed good internal consistency (α =0.79) in the current
study.

Mental Health and Wellbeing


Mental health: The Depression Anxiety Stress Scale (DASS-21; Lovibond and
Lovibond, 1995) is a 21-item self-report scale designed to measure levels of
symptoms related to three subscales: depression, anxiety and stress. Although this
scale was originally developed for adults, it has been validated and used in a number
of studies with adolescents within Ireland and internationally (Da Silva et al., 2016;
Dooley and Fitzgerald, 2012; Tully, Zajac and Venning, 2009). Each of the three
subscales is composed of 7 scale items. High internal consistencies were shown for
all three subscales (stress, α =0.85; anxiety, α=0.84; depression, α=0.90).



Mental wellbeing: The Warwick Edinburgh Mental Wellbeing Scale (WEMWBS;
Tennant et al., 2007) is a 14-item scale used to assess participants’ mental
wellbeing. This scale was originally designed for use with adult populations,
however, it has also been validated with adolescents (Clarke et al., 2011). The
minimum score is 14 and the maximum score is 70 with higher scores indicating
higher levels of mental wellbeing. The WEMWBS demonstrated high internal
consistency (Cronbach α = 0.91) in this study.

Academic Outcomes


Attitudes toward school: The Attitudes towards School scale (Anderson, 1999) was
used to measure students’ (12-17 years) attitudes toward their school environment
(e.g., teachers, homework, grades and learning) and their feelings toward school. A
higher score on this a 15-item scale indicates a more positive attitude toward school.
The scale showed high internal consistency (α =0.87) in the current study.
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School achievement motivation: The School Achievement Motivation Rating
Scale (SAMRS; Chiu, 1997) was also employed to assess students’ academic
motivation. This 15-item scale is designed for use by teachers to rate the
achievement motivation demonstrated by their students (5-18 years) in the
classroom. Achievement motivation includes the students’ desire to do well, ability
to overcome challenges, maintain a high standard of work and surpass others.
Teachers rate students on a five-point scale. The SAMRS demonstrated high
internal consistency (Cronbach α = 0.92) in this study. Due to the lack of returned
teacher questionnaires at 12-month follow-up, this outcome variable was only
assessed during Phase 1.



Grades: Both student and teacher reported student grades for Maths, English and
Irish were collected and analysed between pre- and post-test. However, due to the
absence of standardised test scores, self-report and teacher-report data were the only
feasible way to obtain this information. Following the analysis, it was clear that the
data from these two sources did not correlate with each other and therefore, the data
were deemed insufficient for use in this study.

3.4.2 Reliability of measures
In order to test the reliability of the scales within the student outcome questionnaires
used at baseline, post-intervention and 12-month follow-up, a reliability analysis for
each individual measure was completed (Table 3.1). The reliability analysis was
conducted through SPSS and produced a Cronbach’s alpha for each scale/subscale.
Cronbach’s alpha measures the internal consistency of a scale, or rather, how closely
related the items of the scale are with each other (Cronbach, 1951). Previous authors
have acknowledged that Cronbach’s alpha above 0.6 can be considered an acceptable
measure of reliability (Nunnally, 1978; Churchhill and Peter, 1984; Murphy and
Davidshofer, 1988; Kline, 1999; Cortina, 1993; Field, 2009). The results from the
reliability analysis for each of the scales demonstrated Cronbach’s alpha’s greater than
0.6 confirming their reliability.
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Table 3.1: Reliability analysis of scales
Scale

Subscale

RSES
TMMS
TMMS
TMMS
TMMS
CSI
CSI
CSI
ERQ
ERQ
SEC-Q
AICQ
AICQ
DM
ATS
DASS-21
DASS-21
DASS-21
WEMWBS
SAMRS

Self-esteem
Emotional Intelligence
Attention to Feelings
Emotional Clarity
Emotional Repair
Avoidance Coping
Problem Solving Coping
Social Support Coping
Cognitive Appraisal
Emotional Suppression
Social Self-efficacy
Assertiveness
Conflict Resolution
Decision Making
Attitudes towards school
Stress
Anxiety
Depression
Wellbeing
School Achievement Motivation

Cronbach’s
Alpha
.870
.721
.662
.754
.801
.762
.825
.905
.846
.672
.772
.849
.813
.786
.868
.853
.835
.900
.933
.922

N of Items
10
24
8
8
8
6
5
4
6
4
8
7
7
5
15
7
7
7
14
15

3.4.3 Process Measures
Process measures were used to evaluate the implementation of MindOut from both the
teachers’ and students’ perspectives. A variety of measures were used for this including;
teacher weekly reports, student review questionnaire, classroom observations, student
participatory workshops and teacher telephone interviews.
Teacher Weekly Reports: Teachers in the intervention group were asked to complete
Weekly Reports online following delivery of each of the 12 weekly sessions. These
weekly questionnaires were designed to collect information on the implementation of
each individual session and included questions on; the delivery and implementation of
the programme such as adherence to programme content, suitability of content,
strengths and difficulties with implementation, students’ engagement with the session
and activities and suggestions for improvement. An example of one of the Weekly
Reports used in this study can be found in the appendices (Appendix C2).
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Student Review Questionnaire: At the end of programme delivery, students from the
intervention schools completed a written questionnaire reporting on their experiences
of the programme (e.g., attendance for specific sessions; teacher’s quality of delivery;
their own response to, and engagement with, the programme etc.). The Student Review
Questionnaire was comprised of Likert scale type questions and also contained openended questions that gathered more qualitative information on the students’ programme
experience. The Student Review Questionnaire can be found in the appendices
(Appendix C3).
Classroom Observations: Classroom observations were conducted by the researcher
with a random sub-sample of schools during the first and second half of the programme
(N = 6; 35%). Schools were ranked in random order using Microsoft Excel and the first
six schools were visited.

Another independent researcher accompanied the main

researcher in undertaking these classroom observations. Observations were guided by
a structured questionnaire, which was completed by both researchers independently
first, followed by a consultation whereby a final score for each item was agreed. Interrater reliability for items achieved 83% agreement. These questionnaires were designed
to assess a number of implementation factors including adherence to core components,
adaptation, quality of delivery and participant responsiveness as well as additional
factors that might have impacted implementation. As it was not feasible, due to timing
and resources, to conduct classroom observations in all intervention schools, this
measure was used as a validation tool. An example of the classroom observation
questionnaire can be found in the appendices (Appendix C4).
Telephone Interviews: Within two weeks of completing the programme, all
intervention teachers (n=17) were contacted by the researcher via telephone and were
asked a series of semi-structured interview questions (Appendix C5). These interviews
explored the teachers’ overall experience of the programme, the perceived impact of
the programme on the students, themselves and the wider school community, their
experience of the training, whole-school resources, organizational support and
recommendations for improvements.
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Student Participatory Workshops: Participatory-based workshops were conducted
with a random sub-sample of schools (n=5). The workshops were adapted based on the
workshop design used in other studies (Byrne, et al., 2005; Clarke, Sixsmith and Barry,
2014) and included interactive student-centered approaches including voting games,
group work, and post-card activities which were used to explore students’ views on
their experience of the MindOut programme. The areas explored included: (i) what they
liked/didn’t like about the programme; (ii) suggestions for improvement; (iii) skills they
felt they developed/improved during the programme; and (iv) whole-school practices
in their school that promoted mental wellbeing. Students were also asked to rate the key
skills they learned during the programme which they felt impacted them the most. A
guide for the participatory workshops can be found in the appendices (Appendix C6).

3.5 Ethical Approval
Ethical approval for this study was obtained from the NUI Galway Research Ethics
Committee (ref: 16-Jul-01) in August 2016 (Appendix B4). The researcher was Garda
vetted prior to visiting the schools.
Steps were taken to ensure that no teacher or child would be identifiable from the
questionnaires. When completing the questionnaires, students and teachers were asked
not to write their names on the questionnaire and the confidentiality of the data was
stressed with all participants. Each school was assigned a random identification
number. Each student was assigned their own personal identification number based on
their date of birth, school number and other demographic details. These ID numbers
were used not only to ensure anonymity of participants but also allow for data to be
matched across time-points. All data files were stored on a password protected
computed and data were not linked to participants’ names/school names. Consent to
record the teachers’ telephone interviews was sought prior to recording and these
recordings were deleted immediately following transcription of the data.
Teachers delivering the programme underwent extensive training by HSE staff prior to
implementation of the programme, which included detailed strategies for handling
difficult situations and disclosures and helpful support services. Additional support was
available through Health Promotion Officers (HPO) and the National Educational
Psychology Service (NEPS) to both students and teachers should any mental health
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issues arise in the course of implementing the programme and/or completing the study
questionnaires.
Finally, due to the randomisation process, a number of schools were unable to
participate in the programme during the evaluation. These schools were given the
opportunity to deliver the programme once the study had ceased. Teachers from these
waitlist-control schools were offered priority places on the next planned training
sessions.

3.6 Data collection
3.6.1 Outcome Data
The outcome data were collected during three time points (baseline, post-intervention,
12-month follow-up) (Figure 3.3). Study information sheets describing the nature of
the study and passive consent forms were forwarded to the students’ parent(s) in
October 2016 (Appendix B5). Parents were asked to sign the consent form if they did
not want their son/daughter participating. Teachers were also sent information sheets
and consent forms to complete (Appendix B6). At the time of data collection, students
were provided with information sheets and the researcher explained the study in person
to all participants. Students were given a consent form and were required to read the
information sheet and sign the consent form before they were allowed to take-part in
the study (Appendix B7). Consent forms were required from students at each of the
three data collection time points. It was made clear to all participants that they could
opt-out of the study at any time and were under no obligation to participate. The
researchers visited each of the schools in person at baseline, where students were given
an entire class period (35 minutes) to complete the written questionnaires. This similar
process was repeated at post-intervention and 12-month follow-up.
The teacher-reported outcome questionnaires were left with teachers during the three
data collection visits to the schools and teachers posted these back to the research centre
once completed via free-post envelopes provided. If teacher-report questionnaires had
not been received within the two week time-frame, schools received a weekly phone
call to remind teachers to send these back.
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3.6.2 Process Data
All of the process data for this phase of the study were collected from participants either
during programme delivery or post-intervention (Figure 3.3). For the Teacher Weekly
Reports, which were completed online, teachers were asked to complete these following
the delivery of each session when it was still fresh in their minds. The researcher could
access these reports at any time via surveymonkey.com and if a teacher was falling
behind on these reports they were contacted by the research to prompt them to complete
these. The classroom observations were also completed during programme delivery. A
random group of schools (n=6) were selected from the intervention schools to be
observed by two researchers. At the beginning of the session the researchers explained
to the students the reason for the visit. Following the introduction, the researchers sat
in separate discreet locations in the room and the teacher delivered a session from the
programme for an entire class period (approximately 35 min). During the classroom
observations both researchers completed the structured observation questionnaires
independently. Following the session, the researchers compared notes and came to an
agreement on their ratings of different aspects of the session until there was a single
rating for each item on these questionnaires. The Student Review Questionnaires were
distributed to all intervention students on the same day as post-intervention outcome
data collection. Students were asked to complete these during the allocated class time
but were provided with additional time if they needed. A select number of schools
(n=5) were randomly selected from the intervention schools that did not participate in
the classroom observations. These participatory workshops occurred on the same day
that the post-intervention outcome data were collected, as this was most feasible.
During the participatory workshops the teacher was not present as this could to have
impacted the way students discussed their experiences of the programme. One
researcher facilitated the workshop with the students which involved group discussion,
brainstorming and activities, while the other researcher recorded notes. Students who
participated in the participatory workshops were required to complete an additional
consent form. A few weeks following the delivery of the programme, telephone
interviews were conducted with all teachers who implemented MindOut. Teachers were
contacted via email to arrange a suitable time to conduct the interview. The interviews
lasted between 15-30 minutes approximately. All interviews were audio-recorded and
all teachers granted permission for the recording at the beginning of the interview.
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Figure 3.3: Data Collection Methods across Four Time-points

*Outcome measures (O); Process measures (P)

3.7 Data Management
3.7.1 Outcome Data
All student outcome data were entered into SPSS (version 26) and were recorded as
numerical values for further analysis. Each school was given a random code (1-32) in
order for their school grouping, in an effort to control for researcher bias. Each
participant was given a unique ID code based on merging their school code and date of
birth. In the case that students had the same code (in the same class and same date of
birth), a ‘1’ was added to the end of the code and a note of this was made to ensure the
student’s data were correctly matched. These codes were used to match participants’
data across the three time points. Three separate SPSS files were created for each of the
time-points and two additional datasets were created in order to compare the data
between time-points: one file with baseline and post-intervention data only, and one
file with baseline, post-intervention and follow-up data. This process was also
completed for the teacher-reported outcome data and matched with the student data
according to student ID. Steps were taken to ensure that the missing data were dealt
with appropriately. After consulting the relevant literature on missing data techniques
(Kang, 2013; Roth, 1994), it was decided that pairwise exclusion would be used. As
there was a very low proportion of missing data both at baseline (< 3%) and postintervention (≤ 3.1%), follow-up imputation was deemed unnecessary. Cases were
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excluded if they were missing the data required for the specific analysis and were
included in any of the analyses for which they had the necessary information. The main
quantitative analysis technique used in this study was linear mixed modelling (LMM),
this type of analysis deals with the missing data and handles the missing cases
appropriately.

3.7.2 Process Data
Process data had to be dealt with differently as these measures included both
quantitative and qualitative data. The ways in which these data were managed is
described in detail below. For the telephone interviews, audio recordings were saved in
a safe place without any identifying information being linked to the interviewee. Once
all teachers were interviewed, the recordings were sent to an external company to be
transcribed verbatim to a word document. Once the researcher had all 17 transcripts,
the audio files were deleted. All transcripts were saved under the School ID number.
The Teacher Weekly Reports and the Student Review Questionnaires were managed in
a similarly. In terms of the quantitative data, a separate SPSS file for each measure was
created (e.g., ‘Teacher Weekly Report SPSS file’ and ‘Student Review Questionnaire
SPSS file’). The data were added to these files and organised according to the School
ID or Student ID codes. For the qualitative data, these were transferred to word
documents along with the identifying school code for future analysis. Participatory
workshop data including flipchart data, recorded researcher notes and worksheet
answers were collated onto a single word document and organised according to school.
Classroom observation data were largely quantitative and therefore, an additional SPSS
file was created to input these data in accordance with the School ID code. There were
some qualitative researcher notes taken during classroom observations and these were
transferred to a word document and organised by school.

3.7.3 Merging Outcome and Process Data
The outcome and process data were merged in order to allow for these data to be
analysed together. Five new columns were created at the beginning of the SPSS
outcome datasets and these variables were called ‘Total Implementation Quality
Treatment Group’, ‘Dosage Treatment Group’, ‘Adherence Treatment Group’, ‘Quality
of Delivery Treatment Group’ and ‘Participant Responsiveness Treatment Group’. All
control schools received a ‘0’ across all columns as there were no implementation data
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for these schools. For the ‘Total Implementation Quality’ column, a ‘1’ was inputted to
all students of schools that were identified as low-implementing whereas a ‘2’ was
inputted for students of high-implementing schools. This same procedure was carried
out for implementation level groupings across the four implementation dimensions.

Methods used in Study Phases 1-3
This section of the thesis will now examine the methods that were specific to each of
the three study phases. For each phase of the study, the (i) aim and objectives, (ii)
research design, (iii) participants, and (iv) analysis; will be explored in greater detail.

3.8 Study Phase 1: Effectiveness Trial
(Paper 1 – Dowling, Simpkin and Barry, 2019 – Journal of Youth and Adolescence)
3.8.1 Aim & Objectives
The specific aim of the first phase of the study was to determine if the revised MindOut
programme had a significant immediate impact on student’s outcomes when delivered
to disadvantaged post-primary schools. More specifically, this phase of the study has
three objectives which are reflected in the three key student outcomes assessed:

(i)

To investigate the immediate impact of the MindOut programme on students’
social and emotional skills;

(ii)

To determine if the MindOut programme impacted students’ mental health and
wellbeing; and

(iii)

To examine if the MindOut programme improved students’ academic
outcomes.

3.8.2. Design
This study used a cluster randomised controlled design (c-RCT) with schools as the
unit of randomisation. RCT studies are seen as the best way to compare a new treatment
(intervention) to a standard treatment (control). The randomisation in a research design
reduces any potential bias and allows for the cause-effect relationships between an
intervention and outcome to be determined (Hariton and Locascio 2018). Within a
cluster-RCT, randomisation occurs at the level of the group rather than individuals. The
clustering design provides an opportunity to control for contamination across students
within the same class/school. Baseline (T1) measures were collected approximately 158
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2 weeks prior to programme delivery and post-intervention (T2) measures were
collected within 1-2 weeks following programme delivery.

3.8.3 Participants
A total of 32 schools participated in this phase of the study. At baseline there were 675
students (intervention n=330; control n= 345) who participated. At post-intervention a
total of 497 students from 32 schools remained in the study (intervention n=246; control
n=251). Almost equal numbers of males (50.1%) and females took part in this study
overall. Students ranged in age from 15 to 18 years old at baseline (M=15.87, SD= .69)
(Males M= 15.85, SD=.719; Females M= 15.88, SD=.66).

3.8.4 Analysis Plan
The data obtained from the student and teacher questionnaires were inputted and
analysed using SPSS (version 26). Intention to treat (ITT) analysis was employed in
this study by using all available data. In accordance with the CONSORT 2010 statement
(Schulz, Altman and Moher, 2010), all randomised students that were present at both
baseline and post-intervention (n=497) were analysed in the groups they were originally
assigned to, irrespective of their characteristics and how much or little of the
intervention they actually received. The data set was cleaned by running descriptive
and frequency outputs for each item and identifying any outliers. Baseline differences
between males and females as well as between control and intervention groups were
examined through independent sample t-tests to determine whether gender and/or
baseline scores would need to be controlled for in the model. Intervention effects were
determined through the use of linear mixed models (LMM). Mixed models are
advantageous in comparison to standard regression models for a number of reasons,
one being that they are able to handle missing data points and a second reason is that
this type of analysis recognises that data points are likely not independent of each other.
Put another way, mixed models acknowledge that students within the same school/class
(cluster) are likely to report more similarly to each other than students from different
schools (Demidenko, 2013; Krueger and Tian, 2004; Wainwright, Leatherdale and
Dubin, 2007). Therefore, given its ability to handle missing data appropriately and the
clustered nature of the data within this study, the linear mixed model was deemed the
most appropriate analysis method. In order to determine the intervention effects, a
LMM was run for each outcome measure. Within each LMM, the treatment group
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(intervention vs. control) was modelled as the fixed effect and the School ID was
modelled as the random intercept to account for the clustering. The random intercept
alleviates the issues of inflated standard errors, which would occur in a simple
regression model (Steenbergen and Jones, 2002). Post-test outcome scores were
modelled as the dependent variable while baseline scores and gender were controlled
for by adding these as covariates. The Bonferroni correction was applied to adjust for
multiple comparisons and the a priori alpha level set for this study was 0.05.

3.9 Study Phase 2: Implementation Process Evaluation
(Paper 2 – Dowling and Barry, 2020a – International Journal of Environmental
Research and Public Health)
3.9.1. Aim & Objectives
The overall aim of the second phase of the study was to carry out a mixed methods
evaluation to examine the variability in implementation quality for schools that
participated in the MindOut programme and to identify the factors that may have
contributed to this variability. In order to carry out the aim of this phase of the research,
three core objectives needed to be completed which align with the three stages in a
mixed methods design (quantitative, qualitative, integration). These objectives
included:
1. To assess variability in implementation quality across four dimensions and
determine schools’ overall level of implementation (high/low) using an
implementation quality index (quantitative);
2. To identify factors that may have influenced the variability in implementation
quality as identified by teachers and students (qualitative); and
3. To examine the relationship between schools’ level of implementation quality
and these reported implementation factors (integration).

3.9.2 Design
This phase of the study employed a mixed methods design using both quantitative and
qualitative research methodologies to investigate intervention schools’ process of
implementation. Mixed methods designs draw on the strengths of both quantitative and
qualitative methods while at the same time offsetting the weaknesses of these
approaches (Bryman, 2006). These type of designs have also been favoured for a
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number of additional reasons such as producing more comprehensive results, ability to
answer different research questions, credibility and integrity of the findings, improved
usefulness of the findings, among other reasons (Greene, Caracelli and Graham, 1989;
Bryman, 2006). The mixed methods process was completed by using the concurrent
triangulation method. The concurrent triangulation analysis technique involves three
stages. The first two stages involve the separate analysis of the quantitative and
qualitative data. These data can be analysed in any order but analysis should not be
done simultaneously. The third and final stage of the concurrent triangulation method
is the integration of these data. Integrating the quantitative and qualitative data provides
richer data and enhances the validity and credibility of the findings (Creswell et al.,
2003; Bryman, 2006).
Within the context of this study, the quantitative data were used to determine schools’
level of implementation quality based on indicator scores across four dimensions: (i)
dosage; (ii) adherence; (iii) quality of delivery; and (iv) participant responsiveness
(Dane and Schneider, 1998). The qualitative data were then used to identify key factors
that may have affected implementation (either positively or negatively) as reported by
teachers and students. Finally, during the integration phase, the reported
implementation factors (qualitative) were examined according to schools’ group
allocation (quantitative). This phase allowed for the exploration of the similarities and
differences between high- and low-implementing schools in relation to the reported
implementation factors.

3.9.3 Participants
Teachers (n=17; 93% female) who implemented MindOut and students (n=280; 53.6%
male) who participated in the programme were the sample participants for this phase of
the study. One of the teachers completed less than 50% of the Teacher Weekly Reports
and therefore, this school could not be included in the analysis and had to be dropped
from the study. However, the qualitative feedback from this teacher and the students on
implementation factors was still included. Therefore, in the end, a total of 16 schools
(n=264 students) were included in this phase of the study.
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3.9.4 Analysis Plan
Concurrent triangulation method of analysis was used for this study, which involved
three analysis phases: (i) quantitative data analysis, (ii) qualitative data analysis and
(iii) analysis of integrated data.
Quantitative Data Analysis
During the quantitative analysis phase, first, the selection of indicators had to be
completed to reflect the four dimensions of implementation quality. Following this, an
analysis was completed to determine schools’ implementation group allocation. These
two stages of the quantitative analysis process are described briefly below and
additional details on this process can be accessed in Paper 2 (Dowling and Barry,
2020a).

Selection of Indicators
Indicators were carefully selected from the Teacher Weekly Reports and Student
Review Questionnaire based on their representativeness of one of the four dimensions
of implementation (e.g., Dosage, Adherence/Fidelity, Quality of Delivery & Participant
Responsiveness) (Durlak, 2016; Durlak and Dupre, 2015; Dane and Schneider, 1998).
Indicators that reflected each of the four dimensions were chosen from the teacher and
student questionnaires to form an implementation quality index and a scoring system
based on these indicators was then created, drawing on the methods used in previous
studies (Bast et al., 2016, Dix et al., 2012; Saunders et al., 2006; van Nassau et al.,
2016). Reliability tests were run for the indicators for each of the four dimensions and
demonstrated good internal consistency (Dowling and Barry, 2020a). Additional details
on the indicators can be seen below as well as in Table 3.2)
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Table 3.2: Details of Implementation Indicators
Fidelity Measure
Dosage
1

2

Instrument

Indicator

Question

Rating Scale

Scoring

Teacher Weekly
Report

Delivery of each
session



Did you deliver this session?

No=0
Yes=1



Student Review
Questionnaire

Student attendance
for each session



Tick all the sessions you remember being present for.

No=0
Yes=1






Adherence
1

2

Quality of Delivery
1

Teacher Weekly
Report

Teacher Weekly
Report

Student Review
Questionnaire

Key lesson
activities
implemented (3
items)
Teacher rated
adherence to each
session (1 item)





Student ratings of
aspects of teacher
quality of delivery
(6 items)

Please rate how often your teacher did the following during the
delivery of MindOut:
 Was confident in their own knowledge and skills around
each session.
 Was enthusiastic (passionate) when delivering the sessions.
 Made critical or negative remarks about the students during
the sessions (Reverse)
 Showed appreciation when students shared comments and
participated
 Kept students engaged and interested in the session.
 Seemed well-prepared and organised for the sessions.



Were you able to complete activity 1 in the time?
Were you able to complete activity 2 in the time?
Did you play the recommended video?

No=0
Yes=1

What percentage of the session did you complete?

0% = 1
100% = 6
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Never = 1
Always = 5





Summed score across 12
sessions
Convert to percent score
Summed score across 12
sessions
Average score for students
within each school
Convert to percent score
Summed score for each session
Summed score across 12
sessions
Convert to percent score
Average score across 12
sessions
Convert to percent score
Average score for all 6
questions for each student
Average score for students
within each school
Convert to percent score
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2

Participant
Responsiveness
1

2

3

4

Student Review
Questionnaire

Teacher Weekly
Report

Teacher Weekly
Report

Student Review
Questionnaire

Student Review
Questionnaire

Individual student
rating teacher
quality of delivery
overall (1 item)



Teacher rating of
students response to
key lesson activities
(3 items)

Please rate from 1 (poor) to 10 (excellent) how well your
teacher delivered the MindOut programme.

Poor = 1
Excellent = 10





How did the students respond to the first activity?
How did the students respond to the second activity?
How did the students respond to the video(s)?

Very Poorly=1
Very Well = 5

Teacher rating of
students’
interaction with the
session (1 item)





Did the students show interest in this session?
Did the students learn new skills during this session?
Did the students engage/participate in the activities and
discussions?

Not at all=1
Very much = 5

Students’ ratings of
their interaction
with the
programme (4
items)




Not at all=1
Very much = 5



The sessions in the programme were relevant for me.
The sessions in the programme were useful for helping to
deal with situations.
The content of the programme sessions was easy to
understand.
The sessions in the programme were interesting.



How would you rate the MindOut programme overall?

Poor = 1
Excellent = 10

Students’ rating of
the programme
overall (1 item)
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Average score for students
within each school
Convert to percent score

Average score for all 3
questions within each session
Average score across 12
sessions
Convert to percentage
Average score for all 3
questions within each school
across 12 sessions
Convert to percentage
Average score for all 4
questions for each student
Average score for students
within each school
Convert to percentage

Average score for students
within each school
Convert to percent score
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Implementation Group Allocation
A reliability analysis was carried out on all four total dimension scores and found a high
internal consistency for the items (α =.86). The four total dimension scores (dosage,
adherence, quality of delivery and participant responsiveness) were averaged for a Total
Implementation Quality score.

Total Implementation Quality
=
(Total Dosage + Total Adherence + Total Quality of Delivery
+ Total Participant Responsiveness) / 4

Similar methods of combining indicators across dimensions to produce a total index
score are found in other studies (Bast et al., 2016; Dix et al., 2012; Saunders et al., 2006;
van Nassau et al., 2016). Classroom observations were used to validate the self-report
measures by comparing with indicator scores of relevant dimensions to check for
compatibility. In order to classify schools into their implementation groupings, the
visual binning procedure was employed using SPSS as used by Dix and colleagues
(2012). Binning was performed by applying cut-points at the mean and ±1 standard
deviation resulting in four binned categories (1=low, 2=moderately low, 3=moderately
high, 4=high). Using this procedure, the distribution of schools across the categories
was examined and in view of the small number of schools in certain categories, an
allocation into two overall categories of low (1 or 2) and high (3 or 4) was made. This
procedure was completed for each of the four dimensions as well as for the total
implementation quality score. Further details on this complete process can be found in
Paper 2 (Dowling and Barry, 2020a).

Qualitative Data Analysis
Thematic analysis (Braun and Clarke, 2006) was used to analyse the teacher and student
data. Transcripts were read several times and meaningful units of text were highlighted,
summarised and coded. A subset of transcripts were double coded by an independent
coder to check for inter-rater reliability. All relevant data from the Student Review
Questionnaires and Participatory Workshops were extracted and coded. All data were
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managed in Microsoft Word. For both the teacher and student data, codes discussing
similar ideas or issues were grouped into sub-themes. Following this, sub-themes were
further grouped into overarching themes and only at this stage were comparisons
between the teacher and student data made.
Integration of Data
Integration of quantitative and qualitative data occurred at an interpretation level using
the concurrent triangulation method (Creswell et al., 2003). Each theme identified in
the qualitative data was further analysed according to the schools’ group allocation,
which was determined by the quantitative data. Using the themes to guide the process,
the coded data were analysed separately for the high-implementers and the lowimplementers and similarities and differences between the two groups were identified.
These data were recorded in a matrix to facilitate the comparison of the findings.

3.10 Study Phase 3: Impact of Implementation on Outcomes
(Paper 3 – Dowling and Barry, 2020b –European Journal of Investigation in Health,
Psychology and Education)
3.10.1 Aim & Objectives
The overall aim of the third phase of this study was to examine how variability in
implementation quality impacted on students’ outcomes. To complete this phase of the
evaluation, there were two specific guiding objectives:

1. To determine whether or not level of implementation (high/low) based on the
total implementation quality score significantly impacts programme outcomes
at post-intervention and 12-month follow-up when compared to the control
group.
2. To examine the role that each of the four implementation dimensions of; (i)
dosage, (ii) adherence (iii) quality of delivery and (iv) participant
responsiveness, play in influencing programme outcomes.

3.10.2 Design
The design, measures, and analysis plan of the third phase of the study is very similar
to that of the first phase of the study with slight differences. Similar to Phase 1 of the
study, this phase also employed a cluster randomised controlled (c-RCT) design to
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account for the clustering of schools. However, while the first phase of the study
examined differences between two groups (control vs. intervention) across two time
points (baseline to post-intervention), the third phase of the study was conducted with
three groups (control vs. high-implementation vs. low-implementation) over three time
points (baseline to post-intervention to 12-month follow-up). As before for outcome
data, the baseline (T1) measures were collected just prior to programme delivery while
post-intervention (T2) measures were collected immediately following delivery (1-2
weeks). The data for the final time point (follow-up) were collected 12 months
following delivery of the programme. Further details on the methods for Phase 3 can
be found in Paper 3 (Dowling and Barry, 2020b).

3.10.3 Participants
Originally, a total of 32 schools participated in this phase of the study. However, given
that one school provided a lack of sufficient implementation data (refer to study phase
2, pg.61), they could not be assigned to an implementation group. Schools’ level of
implementation allocation was a necessary piece of information in order to carry out
the analysis during this phase of the study. Therefore, this intervention school was
dropped from the third phase leaving a total of 31 schools (control n=15; intervention
n=16) included in this study. Based on the analysis of implementation quality during
the second phase of this evaluation, the intervention group was divided into two groups,
the high-implementation group (n=8) and the low-implementation group (n=8). At the
time of baseline data collection a total of 675 students responded to the questionnaires.
These responses decreased at post-intervention (n=497) and 12-month follow-up
(n=435).

3.10.4 Analysis Plan
This study was carried out in accordance with the CONSORT 2010 statement (Schulz,
Altman and Moher, 2010). The outcome and implementation data for the third phase of
the study were analysed using SPSS version 26. The data set was cleaned by running
descriptive and frequency outputs for each variable and examining for any existing
outliers. Due to the clustered nature of the data and its ability to handle missing data,
the linear mixed model was again selected as the best method of analysis for this study.
Given that this was a longitudinal study conducted over three time points, a repeated
measures LMM was first deemed the most appropriate approach which required
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restructuring the dataset from wide-format to long-format (Landau and Everitt, 2004).
While the repeated measures LMM is able to provide information on whether or not
there is a noticeable change over time, this type of analysis is unable to detect when
exactly this change is seen. Therefore, following the repeated measures analysis, a more
in-depth analysis was carried out by running two separate LMM’s which examined
differences between the three groups at two time points (i) post-intervention and (ii)
12-month follow-up. Within each LMM, the ‘treatment group’ (high, low, control) was
modelled as the fixed effect and the School ID was modelled as the random effect.
‘Gender’ and ‘Baseline Scores’ were modelled as covariates. The dependent variables
included all outcomes: social emotional skills, mental health and wellbeing and
academic performance at post-intervention or 12-month follow-up respectively. The a
priori alpha level for this study was set at 0.05 and the Bonferroni correction was
applied to adjust for multiple comparisons. In order to examine the role of each of the
four individual implementation dimensions on impacting programme outcomes,
additional LMM’s were conducted. Models for dimensions were only completed for
those outcomes which were shown to be significant in the initial Total Implementation
Quality LMM analysis.

3.11 Summary
The goal of this chapter was to outline the research methods which were used to fulfil
the study aims and objectives. The presentation of the study design, procedure, study
participants, data collection, and ethical considerations illustrate how the overall study
was conducted and who participated in the study. As this study was conducted in three
distinct phases, the (i) aim and objectives, (ii) research design, (iii) participants, and
(iv) analysis plan, relevant to each of these phases were explored individually in greater
detail.

CHAPTER 4:
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RESULTS
4.1 Introduction
In this chapter, the baseline findings will first be discussed followed by the results from
each phase of the study as reported in papers 1-3. Additional unpublished findings in
relation to the users’ experiences and recommendations for improving the
implementation of the MindOut programme will be reported. The main findings will be
summarised at the end of the chapter.

4.2 Demographics at baseline
A total of 675 students completed the student outcome questionnaire at baseline.
Almost equal numbers of males (n=338; 50.1%) and females (n=337; 49.9%)
participated in the study at baseline. At baseline, students ranged in age from 15-18
years old (M=15.97, SD=.683) and were in either Transition Year (n=345; 51.1%) or
5th year (n=330; 48.9%). At baseline, half of the students were from urban mixedgender schools (n=256; 51.5%), one third of students belonged to rural mixed schools
(n=168; 33.8%), and 15% of students belonged to either an all-boys (n=24; 4.8%) or
all-girls (n=49; 9.9%) urban single-gendered school. Of the 675 students at baseline, 22
students (3.3%) were part of the Travelling community 1. Of the students completing
the questionnaire at baseline, 83.6% (n=564) were born in Ireland and 16.4% (n=111)
were born outside of Ireland. The most common countries of birth, other than Ireland,
included England (n=24), Poland (n=14), Lithuania (n=9), Philippines (n=6) and
Romania (n=5).

4.3 Phase 1: Effectiveness Trial
(Paper 1 – Dowling, Simpkin and Barry, 2019 – Journal of Youth and Adolescence)

1

The Travelling community is an Irish ethnic minority group who face a number of social and health
inequalities.
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The results of the first phase of the study will now be explored. This phase of the study
aimed to examine whether or not the MindOut programme had a significant effect on
students’ outcomes between baseline and post-intervention.
4.3.1 Participant Profiles
A comparison of the main characteristics of students at baseline (n=675) and postintervention (n=497) in the control and intervention groups are outlined in Table 4.1.
Table 4.1: Baseline characteristics by group

Gender

Age

School
Category

Year
Group

Baseline (N = 675)

Post-intervention (N = 497)

Intervention

Control

Intervention

Control

Male

177 (26.2%)

161 (23.9%)

124 (24.9%)

123 (24.7%)

Female

153 (22.7%)

184 (27.3%)

122 (24.5%)

128 (25.7%)

15

82 (12.1%)

117 (17.4%)

57 (11.5%)

83 (16.7%)

16

179 (26.5 %)

199 (29.5%)

132 (26.6%)

150 (30.2%)

17

60 (8.9%)

28 (4.1%)

49 (9.9%)

19 (3.8%)

18

9 (1.3%)

1 (0.1%)

6 (1.2%)

1 (0.2%)

Urban Mixed

198 (29.3%)

144 (21.3%)

141 (28.4%)

115 (23.1%)

Rural Mixed

95 (14.1%)

130 (19.3%)

76 (15.3%)

92 (18.5%)

Urban Boys

11 (1.6%)

23 (3.4%)

6 (1.2%)

18 (3.6%)

Urban Girls

26 (3.9%)

48 (7.1%)

23 (4.6%)

26 (5.2%)

Transition
Year (TY)

128 (19%)

217 (32.1%)

82 (16.5%)

161 (32.4%)

5th Year

202 (29.9%)

128 (19%)

164 (33%)

90 (18.1%)

4.3.1.1 Profile of Participants’ Mental Health
The baseline data on students’ mental health and wellbeing were analysed to create a
profile of the mental health and wellbeing of senior level DEIS post-primary school
students’ in Ireland. The DASS-21 scale was used to assess the stress, depression and
anxiety levels at baseline, while the Warwick Edinburgh Mental Wellbeing Scale
(WEMWBS) was used to measures students’ wellbeing at baseline.
The students in this study who were of disadvantaged status reported less favourable
mental health outcomes at baseline when compared to the general population of Irish
adolescents, as reported in a large scale national study (Dooley et al., 2019). The Irish
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national study of young people’s mental health and wellbeing (MWS, n=10,459;
Dooley et al., 2019) which also used the DASS-21 scale to assess students’ levels of
depression and anxiety, found that 60% of secondary school students (12-19 years old)
reported normal levels of depression, with 26% in the mild to moderate range and 15%
in the severe or extremely severe group. Comparatively, 47% of students in this study
(n=675) reported normal levels of depression, 32% were in the mild to moderate range
and 21% of students scored in the severe to extremely severe group. Similarly, the
national study reported on students’ levels of anxiety indicating that 51% were in the
normal range for anxiety, 27% in the mild to moderate range and 22% in the severe or
very severe range. In contrast, the students in this study reported higher levels of anxiety
with only 34% scoring in the normal range, 32% in the mild to moderate range and 34%
of students scoring in the severe to extremely severe range. These findings are in line
with research that identifies anxiety as an area of increasing concern for young people
in Ireland (O’Keeffe et al., 2015; McMahon et al., 2017).
Likewise, in comparison to the general population of secondary school students
internationally, the participants in this study exhibited slightly poorer wellbeing, with a
mean wellbeing score (WEMWBS) of 46%, in comparison to 49% for students
(n=1650) of similar age (13-16 years old) in the UK (Clarke et al., 2011). In line with
the current literature, female students reported poorer mental health and wellbeing at
baseline in comparison to males (Dooley et al., 2019).
4.3.1.2 Group Outcome Differences at Baseline
Although this study used randomisation as a method to eliminate bias, statistical tests
were conducted to determine whether or not there were group differences at baseline.
Employing t-tests, significant differences were detected between the control and
intervention groups on four social and emotional scales/subscales: Self-esteem (t (673)
= 3.69, p = < .001) d= -0.28; Emotional Clarity [t (673) = -2.359, p = .019] d= - 0.18;
Social Support Coping [t (671) = 2.579, p = .010] d= 0.19; and Avoidance Coping [t
(671) = 3.554, p = < .001] d= 0.27. Differences were also detected between the two
groups across all the mental health and wellbeing subscales: Stress (t (672) = 3.02, p =
.003) d= 0.23; Anxiety [t (672) = 2.572, p = .010] d= 0.19; Depression [t (671) = 3.615,
p = <.001] d= 0.27; and Wellbeing [t (661) = 2.665, p = .008] d= -0.21. Further details
of these analyses can be found in (Appendix D1 – Table 1).
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4.3.1.3 Gender Outcome Differences at Baseline
T-tests were also conducted to determine whether or not there were significant gender
differences in reported outcomes at baseline. Significant differences were found for
eight of the social and emotional skill outcomes, all of the reported mental health and
wellbeing outcomes as well as the academic performance outcome. Further details of
these analyses can be found in (Appendix D2 – Table 2).
4.3.2 Outcome Analysis
Only data from those students who had completed questionnaires at both baseline and
post-intervention (n=497) were included in the analysis of programme impact. This
analysis was conducted using a linear mixed model (LMM) to account for clustering of
schools. The results of the linear mixed models for all of the outcome variables are
shown below in Table 4.2.
4.3.2.1 Social and Emotional Skills
With regard to social and emotional skills, there was evidence to suggest that the
intervention decreased levels of suppressing emotions, with students in the intervention
group scoring 0.244 points lower at follow-up (95% CI -0.45, -0.041; p=0.035). There
was evidence of a significant reduction in avoidance coping in the intervention group.
Those students receiving the intervention had a 1.43-point reduction in their avoidance
levels (95% CI 0.64, 2.22; p=<0.001). Increased levels of social support coping were
also found, with students in the intervention group scoring 0.812 points higher at
follow-up (95% CI 0.02, 1.60; p=0.044). There was no evidence for an effect of the
intervention on students’ other social and emotional skills: self-esteem (p=0.135),
emotional intelligence (p=0.076), attention to feelings (p=0.095), emotional clarity
(p=0.318), emotional repair (p=.361), cognitive reappraisal (p=0.195), problem-solving
coping (p=0.935), social self-efficacy (p=0.865), asserting influence (p=0.306), conflict
resolution (p= 0.768) or decision-making (p=0.520).
4.3.2.2 Mental Health and Wellbeing
The results demonstrate that the programme had a significant intervention effect on
students’ mental health and wellbeing outcomes. The findings show that the
intervention significantly decreased levels of both self-reported stress (1.63 decrease
95% CI -2.97, -0.30; p=0.017) and symptoms of depression (1.58 decrease 95% CI 3.01, -0.15; p=0.030). While there was no significant intervention effects for anxiety
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(p=0.159), there was a significant effect on the intervention on anxiety for females
students only (-2.02 decrease 95% CI -5.89, -.078; p=0.044). There was no evidence
for significant intervention effects on students’ self-reported mental wellbeing
(p=0.942).
4.3.2.3. Academic Performance
No intervention effects were demonstrated for students’ attitudes toward school
(p=0.935) or students’ school achievement motivation as rated by teachers (p=0.819).
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Table 4.2: Results of linear mixed model analysis for key outcome variables
Scale Name
RSES
TMMS

Scale/Subscales
Self-esteem

Post-Mean (SD)
29.0 (5.2)
79.3 (11.9)
82.1 (11.5)
26 (4.8)

Intervention

246

26.4 (4.9)

26.9 (4.7)

Subscale: Emotional
Clarity

Control

251

24.8 (5.4)

25.2 (5.5)

Intervention

246

25.9 (5.0)

26.3 (5.6)

Subscale: Emotional
Repair

Control

251

28.4 (5.7)

28.2 (5.7)

Intervention

246

28.5 (5.7)

28.9 (5.1)

Subscale: Avoidance

Control

250

18.2 (6.2)

18.4 (5.7)

Social Self-efficacy

Subscale: Reappraisal

Subscale: Suppression

Effect

Confidence Interval

P

1.48

-0.15, 1.14

.139

1.78

-0.27, 3.7

.087

1.98

-0.06, 1.75

.067

1.17

-0.39. 1.45

.250

1.05

-0.51, 1.57

.303

-3.35

-2.15, -0.56

<.001**

.97

-0.90, 0.94

.97

2.13

0.03, 1.74

.044*

27.5 (5.45)

28.8 (5.4)
68.3 (10.3)
69.9 (10.0)
26.2 (4.7)

Subscale: Social
Support

ERQ

Pre-Mean (SD)
27.4 (5.3)

246
249
244
250

Subscale: Problem
Solving

SEC-Q

N
251

Intervention
Control
Intervention
Control

Total Emotional
Intelligence
Subscale: Attention to
Feelings

CSI

Group
Control

Intervention

245

16.5 (5.7)

16.1 (5.2)

Control

250

16.4 (5.3)

16.0 (5.0)

Intervention
Control

245
250

16.4 (5.2)
13.6 (5.6)

16.1 (5.0)
13.1 (5.2)

Intervention

245

12.5 (5.4)

13.3 (5.3)

Control

250

27.1 (6.2)

27.0 (6.3)

Intervention

246

27.4 (6.1)

27.4 (6.3)

Control

251

26.3 (8.1)

25.9 (7.4)

Intervention

246

26.5 (6.8)

26.5 (6.6)

Control
Intervention

251
246

16.1 (5.5)
15.4 (5.2)

15.7 (4.8)
14.5 (4.3)

74

% change
0.36%
0.69%
16.1%
17.4%
-0.76%
1.89%
1.61%
1.54%
-0.70%
1.40%
1.1%
-2.42%
1.10%
-1.83%
-3.68%
6.4%
-0.37%

.394

-0.80, 1.17

.698

1.26

-0.06, .29

.210

--1.52%
--

-2.2

-.4, -0.02

.033*

-2.48%
-5.84%
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AICQ

DMS

DASS-21

Subscale: Asserting
Influence

Control
Intervention

246

23.1 (6.1)

23.6 (5.6)

Subscale: Conflict
Resolution

Control

251

21.9 (5.6)

22.2 (5.5)

Intervention

246

22.2 (5.6)

22.4 (5.3)

Decision Making

Control

250

13.6 (3.3)

13.8 (3.4)

Stress

Anxiety
Depression
WEMWBS
ATS
SAMRS

Wellbeing
Attitudes toward Schools
School Achievement

251

23.2 (5.8)

23.3 (5.5)

Intervention

244

14.0 (3.4)

13.8 (3.3)

Control

250

15.8 (9.6)

15.8 (9.6)

Intervention

245

13.3 (9.3)

12.8 (8.5)

Control

250

13.8 (10.2)

13.1 (10.1)

Intervention
Control

245
250

11.5 (9.5)
13.7 (10.8)

10.5 (9.1)
12.9 (10.2)

Intervention

245

10.4 (9.7)

9.7 (9.1)

Control

250

45.8 (12.3)

47.7 (11.0)

Intervention
Control

244
251

48.6 (10.7)
55.9 (10.2)

49.1 (10.0)
54.4 (10.4)

Intervention
Control
Intervention

246
243
295

58 (9.6)
53.4 (10.6)
51.2 (10.9)

56.6 (10.6)
54.0 (11.1)
51.1 (11.8)

a

-0.43%
1.24

-0.04, 0.16

.218

.434

-0.08, 0.13

.665

-.763

-0.15, 0.07

.457

-2.37

-2.94, -0.28

.018*

-1.50

-2.87, 0.46

.148

-2.18

-3.01, -0.15

.030*

-.183

-1.86, 1.56

.857

.231

-0.13, 1.66

.819

-.220

-3.5, 2.8

.828

2.16%
1.37%
0.90%
1.47%
-1.43%
--3.76%
-5.07%
-8.70%
-5.84%
-6.54%
4.15%
1.02%
-2.68%
-2.41%
1.1%
-0.2%

SD = standard deviation; controlling for pre-test score; b * p < .05; ** p < .01 *** p < .001
RSES: Rosenberg Self-esteem scale, TMMS = Trait meta-mood Scale, CSI = Coping Strategy Indicator, SEC-Q = Self-Efficacy Questionnaire for Children, ERQ = Emotional Regulation
Questionnaire, AICQ=Adolescent Interpersonal Competence Questionnaire, DMS=Decision Making Scale ATS: Attitudes towards School Scale, DASS-21: Depression, Anxiety and Stress
Scale, WEMWBS: Warwick Edinburgh Mental Wellbeing Scale, SAMRS: School Achievement Motivation Rating Scale
c
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4.4. Phase 2: Implementation Process Evaluation
(Paper 2 – Dowling and Barry, 2020a – International Journal of Environmental Research
and Public Health)
The results of the second phase of the study are outlined in detail below. Phase 2 of the study
aimed to explore the variability in implementation quality for schools implementing the
MindOut programme and to identify the factors that were likely to contribute to this variability.
The results are presented in alignment with the three core objectives of this phase of the study.
These objectives relate to the three steps in the concurrent triangulation mixed methods design
and are restated for the reader below:

(i) To assess variability in implementation quality across four dimensions and
determine schools’ overall level of implementation (high/low) using an
implementation quality index (quantitative);
(ii) To identify factors that may have influenced the variability in implementation
quality as identified by teachers and students (qualitative); and
(iii) To examine the relationship between schools’ level of implementation quality and
these reported implementation factors (integration).

4.4.1 Demographics
All teachers (n=17; 93% female) who implemented MindOut and students (n=280;
53.6% male) that participated in the programme were asked to complete quantitative
and qualitative measures to assess the process of programme implementation during
and following the delivery of MindOut. However, as one school did not provide enough
data on the implementation of the programme, it was not possible to determine the
schools’ implementation level grouping and therefore, this school was removed from
the quantitative and integration stages of the study. However, the qualitative data from
this teacher and students in terms of implementation factors were still included.
Therefore, a total of 16 schools (n=16 teachers; n=264 students) were involved in this
phase of the study. A majority of schools (63%) chose to deliver the programme with a
5th year group, with the remaining schools delivering the programme to a group of
Transition Year (TY) students. The average class size for schools delivering the
MindOut programme was 17.06 (SD=5.16; range 8 to 29).
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4.4.2 Quantitative
4.4.2.1 Dimensions
Based on the visual binning procedure for each of the four dimensions, six schools were
classified as low-implementers for dosage, seven schools for adherence, nine for quality
of delivery and eight for participant responsiveness. More detailed results on these
dimensions can be found in Paper 2 (pg. 7).
4.4.2.2 Total Implementation Quality
Based on the visual binning procedure for Total Implementation Quality, eight schools
were assigned to the low group (2 low; 6 moderately low) and eight to the high group
(6 moderately high; 2 high). The means and ranges for high and low-implementing
schools across all dimensions and total Implementation Quality can be viewed below
(Table 4.3).
Table 4.3: Descriptive statistics (n, Means and SDs) on implementation dimensions
by high and low implementation groups

Implementation

High-Implementing Schools

Low-Implementing Schools

n

n

Range

(SD)

Dimensions
1. Total Dosage

Mean

10

9

93.3%

89.1-97.7%

6

7

87.3%

79.3-100%

7

4. Total Participant

8

5. Total Implementation
Quality

86.29%

80.0-92.5%

9

8

64.5%

43.7-77.2%

67.89%

56.5-79.5%

(8.2)

81.4%

76-88.5%

8

(4.6)

Responsiveness

45.8-85%

(11.0)

(4.0)

Delivery

74.2%
(15.9)

(8.3)
3. Total Quality of

Range

(SD)

(2.9)
2. Total Adherence

Mean

68.7%

62.3-74.5%

(4.2)

85.6%

81.0-92%

8

(3.7)

71.6
(8.6)

Notes: a Mean = Average of combined indicators converted to a percentage
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The visual binned scores were compared across all four dimensions to determine how
frequently each school scored in each group. Four schools ranked high or moderately
high in all four dimensions and three schools ranked low or moderately low in all four
dimensions. All other schools (N=9) ranked high in some dimensions but low in others.
The schools that were identified as high-implementers for Total Implementation
Quality based on visual binning, all ranked in the ‘high’ group for at least three of the
four individual dimensions. In comparison, all of the schools identified as lowimplementing scored in the ‘high’ group in two or less dimensions. The visual binning
scores for each of the individual dimensions as well as for Total Implementation Quality
can be found in Table 4.4 below.

78

CHAPTER 4: RESULTS

Table 4.4: Visual binning (VB) scores for schools across dimensions and total implementation quality
School
ID

Dosage
Total
VB score

Adherence Total
VB score

Quality of Delivery
Total
VB score

Participant
Responsiveness
Total VB score

Total Implementation
Quality VB score

Total Implementation
Quality Group

#1

3

2

2

1

2

Low

#2

3

3

4

2

3

High

#3

1

1

2

1

1

Low

#4

3

3

1

1

2

Low

#5

1

1

1

1

1

Low

#6

2

2

2

2

2

Low

#7

3

4

3

4

4

High

#8

3

4

3

3

3

High

#9

3

3

3

3

3

High

#10

2

2

1

3

2

Low

#11

2

3

2

2

2

Low

#12

2

3

3

3

3

High

#13

3

3

4

4

4

High

#14

3

2

4

3

3

High

#15

3

2

2

2

2

Low

#16

3

4

2

3

3

High

Notes: a VB = Visual Binning Score, b Low =1; Moderately Low=2; Moderately High=3; High=4, c Total Implementation Quality Group: Low =8; High=8
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4.4.3 Qualitative
The next results presented reflect the second objective in this phase of the study, which
was to identify the factors that may have influenced the implementation quality of
MindOut as identified by teachers and students. The data used to determine these results
were of qualitative nature and came primarily from three sources: Telephone
Interviews, Student Review Questionnaire and Participatory Workshops.

Five themes were identified from the teacher Telephone Interview data: (i) Programme
Factors; (ii) Participant Factors; (iii) Teacher Factors; (iv) School Contextual Factors;
and (v) Organizational Capacity Factors. The first four themes were also identified
through the Student Review Questionnaire and Participatory Workshop data. The fifth
theme was only identified as an influencing factor by teachers.

Programme Factors describe the characteristics of the programme and included factors
such as the programme’s relevance, materials and resources, user-friendliness, teaching
strategies and structure. Participant Factors were related to the students’ who
participated in the programme and included factors such as group dynamic,
engagement, responsiveness, and experienced benefits. Teacher Factors were related
to the characteristics of the implementer and included factors such as teachers’ attitudes
to the programme, their comfort and interest in the content, their own teaching
experience and previous training, facilitation skills and preparedness. School
Contextual Factors describe characteristics of the school context in which the
programme was implemented. These type of factors included the timing of the sessions,
the time of year the programme is delivered, year of delivery, peer disengagement,
physical space and access to technology. Organisational Capacity Factors refer to
wider school and community factors which support the delivery of MindOut and
included external supports, staff support, and support from management. The themes
and sub-themes for both the teacher and student data can be found in Figure 4.1.
Additional information which explores these themes/subthemes in more detail can be
found in Paper 2 (Appendix A2).
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Figure 4.1: Implementation Factors Themes and Sub-themes (Teacher and Student
Data)

4.4.4 Integration
The final results presented below reflect the third objective for the second phase of the
study. This objective was to examine the implementation factors (objective 2) in
accordance with the schools’ implementation level grouping (objective 1) to determine
the similarities and differences between the groups in relation to the teacher and student
reported implementation factors. Appendix D3 provides a table which outlines the
differences and similarities between the two groups in more detail.
4.4.4.1 School Profile
There was a noticeable difference in average class sizes with the high-implementers
reporting larger group sizes (M=19.7 SD=5.34) compared to the low-implementers
(M=14.5 SD=3.67). Additionally, a majority of the high-implementing group (75%)
delivered the programme to 5th years and a majority of the low-implementation group
(63%) delivered the programme to TY groups.
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4.4.4.2 High-implementation group
The high-implementation teachers were more likely to speak more positively about the
dynamic of their group (e.g., talkative, engaged, cooperative etc.) and were more likely
to indicate higher student engagement and positive responses to the programme. These
teachers also demonstrated more positive attitudes and acceptance towards the
programme. Teachers of the high-implementation group felt supported by management
but expresses a desire for increased external support from Health Promotion Officers
and agencies to build their SEL skills and support implementation. Students from the
high-implementation group were more likely to discuss specific benefits of the
programme and demonstrated more positive attitudes towards the programme.
4.4.4.3 Low-implementation group
The low-implementation teachers spoke more negatively about the dynamic of their
group (e.g., difficult, high-need, issues, low-emotional literacy etc.) and were more
likely to comment on student disengagement, lack of interest and negative responses.
Teachers in this group commented on issues with delivering the programme to a TY
group (e.g., missing classes, less consistency week-to-week etc.), whereas the highimplementers, a majority (75%) of which delivered the programme to 5th years, did not
discuss any similar issues. These teachers also expressed a desire for more backing from
school management in supporting the delivery of the programme. Students in the lowimplementation group also reported more negative experiences of the programme and
tended to speak in more general terms when discussing the perceived benefits of the
programme (e.g., ‘helpful’, ‘useful’, ‘learned new things’ etc.). These students also
provided negative feedback in relation to their teachers’ facilitation skills and reported
experiencing more issues in terms of classroom disruptions and peer disengagement.
4.4.4.4 Similarities
Teachers from both groups reported that the programme dealt with current issues, was
relevant and user-friendly. Both high- and low-implementation teachers raised the
importance of teachers’ own teaching experience, as well as their comfort, interest and
belief in the programme and said that these were all necessary for successful
implementation. Teachers in both groups also discussed the importance of introducing
the programme early in the year to ensure other competing priorities do not get in the
way of delivery. Teachers expressed a need for more support from other staff within
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the school and this was raised by both the high and low-implementation groups. Both
groups of teachers agreed that the timing of the sessions (e.g., completing the session
in a 35 minute class period) was one of the most difficult challenges faced during
implementation. Students from both groups echoed this issue and suggested shortening
some of the sessions so they did not feel as rushed. While students in both groups
commented on the programme being interesting and relevant there were also students
in both groups which found parts of the programme boring.

4.4.5 Additional Findings
The additional findings report on data that were not included in the published papers.
Although these findings did not address the key objectives of the study, they are still
important to the context of this study and will therefore, be reported in this section. This
section of the results reports on both the teachers’ and students’ experiences of the
programme as well as their suggestions for improvement. The results presented here
are based on the methods used to assess the process of implementation, which have
already been described in the previous chapter, mainly, the measures used include: the
Student Review Questionnaire, the Participatory Workshops, the Weekly Reports and
the Telephone Interviews.
4.4.5.1 Students’ Experiences of the Programme
Students provided both quantitative and qualitative data on their experiences of the
implementation of MindOut, which will now be explored. Students were asked to rate
their overall experience of the programme on a scale of 1-5 (1 being very poor and 5
being very good). The majority (63.8%) of students rated their overall experience of
the programme as either good or very good. Descriptive statistics were run to determine
whether or not there were any noticeable differences between low-and high
implementation groups’ overall experience of the programme. Some 48.7% of students
from low-implementation schools rated the programme either good or very good in
comparison to 75.2% of students from high-implementation schools. Highimplementation groups reported better experiences of the programme in terms of their
overall rating in comparison to the low-implementation group. These findings suggest
that those students who received a higher quality of programme delivery also found the
programme to be more beneficial and reported higher frequencies of practicing SEL
skills in comparison to students in schools that had low-quality implementation. During
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the participatory workshops, students were asked to write down the session they
enjoyed the most out of the 12 sessions. The top sessions rated by students order were:
(i) Session 5: Support from Others (ii) Session 6: Walking in Someone Else’s Shoes and
(iii) Session 11: Happiness and wellbeing. The lowest rated sessions were: (i) Session
12: Programme review (ii) Session 1: Minding your mental well-being; and (iii) Session
10: Problem-solving and decision-making.

Recommendations & Improvements:
The main recommendations by students included:
 Participant Interest/Engagement: Students commented that they would like more
interactive teaching strategies (e.g., games, videos, group work) included in every
session in the programme to keep them more engaged in the lessons. Students also
reported that within some sessions, there was a need to make the content (e.g.,
scenarios) more relevant. Although this was an issue for some students, a majority
reported that the programme was relevant. During the development of the scenarios
and topics for the programme, young people were consulted to ensure that these
were relevant for this age-group and resonated with the realities of their life.
However, given that this study was conducted with students from more
disadvantaged backgrounds, perhaps the scenarios did not closely relate to their
lives. The teacher training has been designed to encourage teachers to use different
scenarios or make up their own if they feel their students are unable to relate to the
ones provided in the manual.
 Timing: This was identified by students as a major issue and they expressed that
classes were sometimes too rushed. Suggestions from students on how to improve
the timing included lengthening the programme so that it was delivered over more
class periods or to give more time each week to deliver the session (e.g., more than
35 min class period).
 Teacher Delivery: Some students identified the quality of teacher delivery as a main
issue of concern, stating that their teacher was not engaging enough, prepared for
class or enthusiastic about the programme. Some students felt that if they had a
different teacher delivering the programme it would have been better. It is clear
from this finding that the need for high quality of delivery is not only important for
achieving outcomes but for students’ enjoyment and overall experience of the
programme.
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4.4.5.2 Teachers’ experiences of the programme
In general, the teachers were very positive about the programme and this was apparent
both from the Weekly Reports and the telephone interviews. Teachers found the
programme to be engaging, age-appropriate and culturally relevant for their students
and also acknowledged that the programme was very user-friendly. Teachers reported
that they felt that had noticed visible differences to students’ self-esteem, supportseeking, ability to manage emotions, relationship skills and empathy. Teachers also
acknowledged that they themselves had benefitted from the programme as they gained
a better understanding of their students and an awareness of the issues they are facing
in their lives. Teachers also said that they felt their own relationships with their students
had strengthened as a result of the programme. Teachers rated each of the programme
sessions on a scale of 1 to 10 (1 being poor and 10 being excellent) and the total mean
score for all the twelve sessions combined was M=7.8 (SD=.62)

Recommendations & Improvements:
The main recommendations by teachers included:
 Timing: Teachers also noted that timing was one of the biggest difficulties with
delivering the programme. Many teachers had to deliver the programme within a
35 minute class period. Some teachers had less than 12 weeks to complete the
programme which they found difficult. When teachers were asked what could be
done to improve this issue of timing many suggested either delivering the
programme over double class periods or extending the programme to be delivered
over 12+ weeks. Teachers did not want to remove content within the programme as
a solution to the timing issue as they felt all the content was valuable. Teachers
reported that timetabling was also a major factor and recommended that the
MindOut programme be timetabled into the school curriculum at the start of the
year so that it is not just ‘slotted in’ to an available time.
 Support: Teachers also discussed that support from management was key in
ensuring that the programme could be implemented effectively. Teachers in
intervention schools, (TY teachers in particular) said that it was very difficult to
keep attendance up week-to-week as TY students faced many interruptions (e.g.,
work placement, community fundraising, school events etc.), which these teachers
found quite difficult to manage. Teachers felt that if school management valued and
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recognised the importance of the programme, it would have been easier to ensure
students were present for this class.
 Whole-school: Teachers indicated that the whole-school strategies were very
helpful and were a great resource, however, they explained that due to lack of time
it was difficult to communicate this information to all school staff. Teachers felt
that as they became more comfortable with the programme materials it would be
easier to begin implementing more of the whole-school tips and activities schoolwide. They also suggested it might be helpful to email out the tips to other staff and
to introduce the programme and whole-schools resources at a staff meeting at the
beginning of the academic year.

4.5 Phase 3: Impact of Implementation on Outcomes
(Paper 3 – Dowling and Barry, 2020b –European Journal of Investigation in Health,
Psychology and Education)
The results of the third and final phase of the study will now be explored. This phase
of the study aimed to determine whether or not variability in implementation quality
levels moderates students’ outcomes. Specifically, this phase of the study focused on
achieving the following two key objectives:
1. To determine whether or not level of implementation (high/low) based on the
total implementation quality score significantly impacts programme outcomes
at post-intervention or 12-month follow-up when compared to the control
group.
2. To examine the role each of the four implementation dimensions of; (i) dosage,
(ii) adherence (iii) quality of delivery and (iv) participant responsiveness, play
in influencing programme outcomes.

4.5.1 Participants
Based on splitting the intervention group into two groups (high-implementing and lowimplementing), which was a result of the second phase of this study, the analysis of this
third and final phase was conducted with three groups: (i) high-implementation (ii) lowimplementation and (iii) control group. In accordance with the Total Implementation
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Quality scores, eight schools were assigned to the high-implementation group (n=169)2
and eight schools allocated to the low-implementation group (n=149)2. There were also
fifteen schools assigned to the control group (n=345) 2. The means and SD for each
group (high, low and control) at each time point (pre-, post-, 12-month follow-up) based
on Total Implementation Quality is presented in Appendix D4.
4.5.2 Repeated Measures LMM for Implementation Quality
Repeated measures LMM were initially run to determine whether there was a
significant (Group X Time) effect. This analysis demonstrated that the highimplementation group (but not the low) showed significantly lower levels of stress (β=
-2.14, 95% CI -3.81 to -.47, p = .007) and depression (β=-2.10, 95% CI -3.79 to -.398,
p = .009) and significantly higher levels of social support coping (β=.82, 95% CI .008
to 1.84, p = .047) between baseline and 12-month follow-up. For avoidance coping,
both the high implementation (β= -1.73, 95% CI -2.79 to -.671, p= < .001) and the low
implementation group (β=-1.26, 95% CI 95% -2.38 to -.126, p=.023) demonstrated
significantly lower levels when compared to the control group. There were no
significant differences detected between the three groups for any of the other outcome
measures. The repeated measures LMM is unable to inform when these changes
happen, and therefore, it was necessary to run further separate LMM’s (i) postintervention and (ii) follow-up to understand when these changes occurred.
4.5.3 Results of LMM for Implementation Quality Post-Intervention
LMM’s were run to compare the three groups across all of the outcome variables.
Results of linear mixed model for key outcome variables at post-intervention are shown
in Table 4.5.
4.5.3.1 Social emotional skills
Compared to control schools, high levels of implementation quality (but not low levels)
were associated with significantly lower levels of avoidance coping (β = -1.53, 95% CI
-2.58 to -0.48; p=.006) and suppressing emotions reduction (β= - 0.95, 95% CI -1.88
to -.01; p=.049) and significantly higher levels of social support coping (β = 1.20, 95%
CI .031 to 2.09; p=.009) at post-intervention. Levels of implementation quality were

2

Based on number of students (n) at baseline measurement. For numbers at post-intervention and 12month follow-up, see Table 4 in Appendix D4.

87

CHAPTER 4: RESULTS
not significantly associated with any other SEL outcome (all p > .05) when comparing
the high group to control group. No significant differences were found between the lowimplementation and control group for any of the social emotional skill outcomes (all p
> .05).
4.5.3.2 Mental health and wellbeing
Higher levels of implementation (but not low) were significantly associated with lower
levels of stress (β = -2.1, 95% CI -3.73 to -0.47; p = .012) and depression (β = -2.0,
95% CI -3.73 to -0.03; p = .025). Levels of implementation quality were not associated
with anxiety or wellbeing outcomes (both p > .05). No significant differences were
found between the low-implementation and control groups for any of the mental health
and wellbeing outcomes (all p > .05).
4.5.3.3 Academic outcomes
A significant difference was found between the high-implementation group compared
to the low-implementation group for Attitudes towards School with the high-group
associated demonstrating better attitudes towards school (β = 3.45, 95% CI 0.55 to 6.35;
p= .022). No intervention effects were demonstrated for students’ attitudes toward
school for the high-or low-implementation groups when compared to the control group
(p > .05), though the difference between high and control were moderately significant
(p =.053).
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Table 4.5: Mixed model results of the relationship between the level of implementation quality and outcomes at post-intervention

Dependent Variable
Self-esteem
Total Emotional Intelligence
Subscale: Attention to Feelings
Subscale: Emotional Clarity
Subscale: Emotional Repair
Subscale: Avoidance a
Subscale: Problem Solving
Subscale: Social Support
Social Self-efficacy
Subscale: Reappraisal
Subscale: Expressive Suppression a
Subscale: Asserting Influence
Subscale: Conflict Resolution
Decision Making
Stress a
Anxiety a
Depression a
Wellbeing
Attitudes toward Schools

Models with the full sample and highimplementation
group as reference
Control
Low
t
p
t
p
-1.47
.142
-.480
.632
-1.09
.286
-.021
.984
-1.56
.132
-.238
.814
-.338
.738
.891
.380
-1.08
.29
-.566
.576
.806
.427
3.03
.006*
-.477
.638
-.98
.335
-1.92
.056
-.264
.009*
-.56
.58
-.73
.47
-1.76
.078
-1.44
.151
1.14
.262
2.06
.049*
-1.04
.297
-.181
.856
-.254
.799
-.342
.733
.298
.770
-.949
.354
.035*
1.06
.864
2.10
1.63
.120
.678
.505
1.24
.215
2.25
.025*
-.54
.597
-1.40
.177
-2.04
.053
-2.45
.022*

Models without high-implementation and
with low-implementation group as
reference
Control
t
p
-.834
.405
-1.186
.249
-.957
.351
-1.46
.146
-.37
.713
1.89
.060
.697
.493
-.217
.831
.290
.775
-.058
.954
.717
.480
-.788
.431
.040
.968
1.31
.192
1.07
.707
.778
.449
.688
.492
1.05
.310
.826
.425

Notes: a Reversed scoring outcomes; b Group allocation (e.g., high and low) based on Total Implementation Quality score; c *p < .05; ** p < .01
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4.5.4 Results of LMM for Implementation Quality 12-month Follow-up
LMM’s were again run for all of the variables comparing the high implementation
group with the low-implementation and control group as well as comparing the lowimplementation group to examine differences. Results of LMM for key outcome
variables at 12-month follow-up are shown in Table 4.6. Compared to control schools,
high-implementation schools (but not low) demonstrated significantly lower avoidance
coping at 12-month follow-up (1.91 decrease, 95% CI -3.65 to .162; p = .033). No
significant differences were found between the three groups for any of the other
outcomes (all p > .05).
4.5.5 Results of LMM for Individual Implementation Dimensions
Mixed models were run to compare the three groups (high, low, control) according to
dimension group level across the variables which demonstrated significance during the
initial mixed model analysis. Results of these linear mixed models according to
dimensions at post-intervention and 12-month follow-up are reported in Table 4.7.
4.5.5.1 Dosage
Dosage was significantly associated with 2 of the 6 intervention outcomes. Compared
to the control group, high-levels of dosage were associated with significantly lower
levels of students’ Avoidance coping (1.32 decrease, 95% CI -2.30 to -.345; p =.010)
and Stress (2.0 decrease, 95% CI -3.52 to -.470; p=.010). Dosage level for highimplementers was also related to decreased levels of avoidance at 12-month follow-up
(2.15 decrease, 95% CI -3.75 to -.555; p=.010).
4.5.5.2 Adherence
Levels of Adherence were significantly associated with 2 of the 6 intervention
outcomes. Compared to the control group, high levels of Adherence were associated
with lower levels of Avoidance coping (1.44 decrease, 95% CI -2.38 to -.491; p=.005)
and lower levels of Depression (1.60, 95% CI -3.19 to -.004; p=.049).
4.5.5.3 Quality of Delivery
Levels of Quality of Delivery were significantly associated with all 6 intervention
outcomes at post-intervention. Compared to the control group, high levels of Quality
of Delivery were associated with lower levels of avoidance coping (1.53 decrease, 95%
CI -2.58 to -.483; p =.006), suppressing emotions (0.94 decrease, 95% CI -1.88 to 90
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.004; p=.049), depression (2.0 decrease, 95% CI -3.73 to -.251; p=.025), stress (2.10
decrease, 95% CI -3.73 to -.471) and were associated with higher levels of social
support coping (1.20 increase 95% CI .301 to 2.09; p=.009). Compared to the lowimplementation group, the high level quality of delivery group also demonstrated
improved attitudes towards school (3.45 increase, 95% CI .545 to 6.35; p=.022).
Quality of Delivery levels were also related to decreased levels of avoidance at 12month follow-up for high-implementers (1.91 decrease, 95% CI -3.65 to -.162; p=.033).
4.5.5.4 Participant Responsiveness
Levels of Participant Responsiveness were associated with 4 of the 6 outcomes when
compared to the control group.

High-quality of delivery schools demonstrated

decreases in avoidance (1.51 decrease, 95% CI -2.57 to -.450; p = .007), suppressing
emotions (1.03 decrease, 95% CI -1.97 to -.091; p = .033) and stress (1.94 decrease,
95% CI -3.60 to -.279; p=.022) as well as increased social support coping (1.17
increase, 95% CI .261 to 2.08; p=.012). Participant Responsiveness levels were also
related to decreased levels of avoidance at 12-month follow-up for high-implementers
(1.97 decrease, 95% CI -3.73 to -.205; p = .030).
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Table 4.6: Mixed model results of the relationship between implementation quality and outcomes at 12-month follow-up
Models with the full sample and high-implementation group as reference

Models without high-implementation and with lowimplementation group as reference

Control

Low

Control

t

p

t

p

t

p

Self-esteem

-.380

.707

.709

.484

-1.53

.145

Total Emotional Intelligence

.967

.342

1.78

.084

-.552

.581

Subscale: Attention to Feelings

.357

.724

.022

.982

.211

.835

Subscale: Emotional Clarity

.964

.344

1.40

.171

-.862

.389

Subscale: Emotional Repair

1.32

.186

1.80

.072

-.770

.442

2.24

.033

.251

.803

1.82

.081

Subscale: Problem Solving

.538

.591

.517

.605

.002

.998

Subscale: Social Support

-.967

.342

-.554

.584

-.300

.767

Social Self-efficacy

1.32

.187

.756

.450

.380

.704

-.844

.399

.058

.954

-.822

.412

-.120

.905

.071

.943

-.229

.819

Subscale: Asserting Influence

-.088

.930

.865

.388

-1.00

.318

Subscale: Conflict Resolution

.840

.410

.104

.918

.634

.534

Decision Making

.091

.928

-.754

.458

1.04

.298

1.73

.098

.551

.586

.867

.396

.874

.390

.257

.799

.457

.652

1.82

.082

.357

.724

1.40

.177

-1.46

.157

.648

.523

-1.94

.068

.732

.471

.011

.991

.631

.535

Dependent Variable

Subscale: Avoidance

a

Subscale: Reappraisal
Subscale: Expressive Suppression

Stress

a

a

Anxiety

a

Depression

a

Wellbeing
Attitudes toward Schools
a

b

c

Notes: Reversed scoring outcomes; Group allocation (e.g., high and low) based on Total Implementation Quality score; *p < .05; ** p < .01
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Table 4.7: Mixed model results across dimensions with high-implementation group as reference at post-intervention and follow-up
Post-Intervention
Variables
CSI: Avoidance

CSI: Social Support

ERQ: Expressive Suppression

DASS-21: Stress

DASS-21: Depression

Attitudes towards School

Control
Dimensions
Dosage
Adherence
Quality of Delivery
Participant Responsiveness
Dosage
Adherence
Quality of Delivery
Participant Responsiveness
Dosage
Adherence
Quality of Delivery
Participant Responsiveness
Dosage
Adherence
Quality of Delivery
Participant Responsiveness
Dosage
Adherence
Quality of Delivery
Participant Responsiveness
Dosage
Adherence
Quality of Delivery
Participant Responsiveness

t
2.80
3.15
3.16
2.95
-1.82
-1.48
-2.91
-2.53
1.58
1.51
2.15
2.25
2.57
1.70
2.71
2.30
1.63
1.97
2.37
1.82
-.490
-.146
-2.63
-1.14
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Low
p

.010*
.005**
.005**
.007**
.084
.155
.004**
.012*
.127
.142
.041*
.033*
.010*
.090
.007**
.022*
.105
.049*
.018*
.070
.628
.885
.015*
.265

t
.094
.714
1.08
.702
-.477
.359
-2.35
-1.71
.053
-.157
1.23
1.40
1.09
-1.04
1.40
.668
-.108
.639
1.45
.487
-.785
-.052
-3.22
-1.75

p
.926
.481
.288
.489
.638
.723
.019*
.089
.958
.876
.228
.171
.277
.300
.163
.505
.914
.523
.148
.627
.439
.959
.004**
.092
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Follow-up
Variables

CSI: Avoidance

Control
Dimensions
Dosage
Adherence
Quality of Delivery
Participant Responsiveness

t
2.76
1.89
2.88
2.28

Low
p

.010*
.068
.009**
.030*

t
1.03
-1.00
-1.2
.371

p
.312
.324
.242
.714

Notes: a * p < .05; ** p < .01; b Mixed models only completed for outcomes found to be significant in original analysis; c CSI = Coping Strategy Indicator, ERQ =
Emotional Regulation Questionnaire, DASS-21: Depression, Anxiety and Stress Scale
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4.6 Summary of Results
The main findings from this study demonstrate that the MindOut programme, when
implemented with high-quality, can be effective in producing positive outcomes for
participants. This chapter provided a detailed overview of the results from each of the
three phases of this overall study. In the first phase, results demonstrated that the
MindOut programme was effective in improving students’ social emotional skills and
mental health and wellbeing outcomes between baseline and post-intervention.
The second phase of the study evaluated the process of implementation of the MindOut
programme. An implementation index of indicators was used to assess implementation
quality across the four dimensions and found that variability in implementation quality
existed between intervention schools. Schools were categorised based on their
implementation quality scores into either the high-implementation (n=8) or lowimplementation (n=8) group. Variability within schools across different dimensions of
implementation quality was also detected. A number of contextual factors were also
identified by both teachers and students that may have impacted on implementation
quality. These factors were examined relative to schools’ implementation level
grouping and a number of differences in reported contextual factors were identified.
The third and final phase of this study assessed the relationship between level of
implementation quality and programme outcomes between baseline and postintervention as well as baseline and 12-month follow-up. While the first phase of the
study concluded that the MindOut programme was effective in producing positive
outcomes for participants, it did not consider the implications of implementation quality
on these findings. After taking into consideration the variability in implementation
quality between intervention schools, it became clear that the MindOut programme was
only successful in improving outcomes for students in schools that implemented the
programme with high quality. The results of this phase of the study also found a lack
of sustained outcomes at 12-month follow-up for participants. Finally, this study
examined how different dimensions of implementation quality impacted on programme
outcomes and found that Quality of Delivery, followed by Participant Responsiveness
were the strongest predictors of positive outcomes.
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CHAPTER 5
DISCUSSION
5.1 Introduction
The purpose of this study was to: (i) evaluate the immediate impact of the MindOut
programme on students’ social emotional skills, mental health and wellbeing and
academic outcomes; (ii) examine the variability in implementation quality for schools
implementing the MindOut programme and to identify influencing factors that were
likely to contribute to this variability; and (iii) determine how the level of
implementation quality impacts on programme outcomes for student participants.
It is clear from the findings that the MindOut programme can be effective in producing
positive outcomes for participants, particularly those students of disadvantaged status.
However, it is also apparent that the quality of the programme’s implementation plays
an important role in its overall effectiveness. The main findings from the study will now
be examined, first by examining the significance of the study overall and then bringing
together the results from each of the three study phases and discussing these within the
context of the existing literature. First, the impact of the programme on students’
outcomes will be discussed. Following this, the findings in relation to the process of
implementation will be considered, which will include: schools’ level of
implementation

quality,

implementation

dimensions,

factors

influencing

implementation quality as well as student and teacher feedback of their experiences
with the programme and suggestions for improvement. The relationship between
implementation quality and programme outcomes will then be discussed. Finally, the
strengths and limitations of the study will be explored.

5.2 Significance of Study Overall
The present study reported the short-term and long-term evaluation results of the
MindOut programme for students in disadvantaged post-primary schools in Ireland. In
line with international research (Durlak et al., 2011; Taylor et al., 2017), this study
supports the effectiveness of implementing universal school-based social and emotional
learning programmes demonstrating positive programme impacts on students’ social
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and emotional skills and mental health and wellbeing. However, the study also
highlights that the implementation quality of a programme is essential for its success
and without it, intended programme effects are likely to be lessened or even nonexistent. Therefore, the importance of implementation quality should receive as much
recognition and support as the programme itself, when introducing new programmes to
school settings. It is also crucial that the monitoring of implementation quality is
prioritised in evaluation studies alongside the assessment of programme outcomes.
Implementation theories and frameworks (e.g., Greenberg et al., 2005; Domitrovich et
al., 2008; Durlak and Dupre, 2008) can be useful tools to guide the implementation
process during all phases of implementation including adoption, delivery and
sustainability of school-based programmes. This chapter will now explore the results
of each of the three phases of the overall study in greater detail, considering these
findings within the context of existing literature.

5.3 Effectiveness Study (Phase 1)
This phase of the study evaluated the immediate impact of the MindOut programme on
students’ social emotional skills, mental health and wellbeing and academic outcomes.
This study was completed by employing a c-RCT design and assessing outcomes at
baseline and post-intervention.
5.3.1 Programme Need
Previous studies have provided evidence that individuals from disadvantaged
backgrounds with lower socioeconomic status (SES) are more at risk of experiencing
stressful life events and developing poorer mental health outcomes (Reiss et al., 2019).
Although the MindOut programme is a universal programme intended for all seniorlevel post-primary school students, the current study was conducted with students
attending schools of disadvantaged status who were viewed as being more at risk.
Schools that have a large number of at-risk students may experience increased problems
in implementing programmes with high-quality (Gottfredson and Gottfredson, 2002;
Tolan, Gorman-Smith and Henry, 2004), due to reasons such as higher mobility and
absenteeism resulting in lower exposure (dosage) to the programme (Millar, 2017;
Darmody, Smyth and McCoy, 2008), increased disruptions and classroom behavioural
difficulties (Weir et al., 2017; Weir and Archer, 2011) as well as increased staff
turnover (Holme et al., 2018). Therefore, if a programme such as MindOut, can be
successfully implemented in schools with a high proportion of ‘at-risk’ students, it is
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likely it can also be effectively implemented with students from other schools in
Ireland.
The baseline findings from this study were compared to findings of other studies in
Ireland and the UK that used similar measures for assessing the mental health of young
people (e.g., DASS-21 and WEMWBS). Compared to findings from the general
population of students in Ireland and the UK (Dooley et al., 2019; Clarke et al., 2011),
the students within this study reported poorer mental health and wellbeing. The baseline
findings also confirmed the current literature around gender differences with female
students reporting poorer mental health and wellbeing compared to their male
counterparts (Dooley et al., 2019). These findings demonstrate that students from
disadvantaged backgrounds present poorer mental health outcomes and are, therefore,
recognised as an at-risk group, providing a rationale for engaging these students in
school-based SEL programmes such as MindOut.

5.3.2 Programme Effects
The results of this phase of the study demonstrated that the MindOut programme led to
positive outcomes for students by improving their social emotional skills, including
reduced suppression of emotions, reduced avoidance coping and increased social
support coping. The results also found significant improvements for participants in
relation to their mental health, with intervention students reporting lower levels of
stress, and reduced symptoms of depression as well as anxiety for female participants.
These findings are in line with previous research that has demonstrated the number of
improvements that SEL programmes can provide for students’ social and emotional
competence and mental health and wellbeing (Durlak et al., 2011; Taylor et al., 2017;
OECD, 2015). Examining the significant outcomes from this study more closely, we
can see a number of benefits that arise from the development of these specific skills.
For example, lower ratings of emotional suppression have been associated with higher
positive affect, life satisfaction, social support as well as lower negative affect and
depression (Balzarotti et al., 2010; Gross and John, 2003; Haga, Kraft and Corby, 2009;
Nolen-Hoeksema and Aldao, 2011). Higher levels of avoidant coping is often
associated with higher levels of depression, social anxiety, misuse of drugs and alcohol
and deviant behaviours (Blumenthal et al., 2016; Horwitz, Hill and King, 2011;
Markova and Nikitskaya, 2017) and, therefore, reducing this type of coping behaviour
is likely to have a positive influence on all of these. On the other hand, social support
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coping has been found to be associated with lower levels of stress and depression and
higher self-esteem (Camara Bacigalupe and Padilla, 2017; Lee et al., 2014;
Thorsteinsson, Ryan and Sveinbjornsdottir, 2013).
The presence of stress, depression and anxiety during adolescence can have serious
negative impacts on a young person’s life. These mental health difficulties have been
associated with poorer social relationships, poorer academic performance and school
drop-out, increased substance misuse, increased delinquent behaviours as well as
increased risk of self-harming and suicide (Beesdo, Knappe and Pine, 2009; Birmaher
et al., 1996; WHO, 2013). Given that young females are at an increased risk of
experiencing anxiety (Bahrami and Yousefi, 2011; Hosseini and Khazali, 2013), it is
important to note that SEL programmes can be effective in reducing this risk among
the adolescent female population. Therefore, the development of social and emotional
skills through SEL programmes such as MindOut, can act as a protective factor not only
for mental health problems but also for a wide range of negative health and social
outcomes.
The results from this phase of the study also demonstrated a number of non-significant
outcomes for participants and it is important to explore the possible reasons for these
null effects. The order of MindOut programme sessions was designed to mirror that of
CASEL’s SEL framework, starting with building self-awareness and self-management
skills during the first half of the programme followed by a focus on social-awareness,
relationship management and responsible decision-making skills in the latter half.
Reflecting on the results, it is clear that the most promising outcomes in this evaluation
were related to students’ emotional skills, particularly in relation to their ability to
express and manage their emotions appropriately. These skills are covered in sessions
two to five, while the skills that were not shown to be significant (e.g., social skills,
decision-making) were covered from sessions six to thirteen. It is possible that
adherence to the programme activities and engagement might have been higher for the
first half of the programme compared to the latter, leading to stronger outcomes for
these specific skills. A number of teachers reported that they ran out of time to deliver
the programme in its entirety and this implementation factor could have impacted on
the visibility of these intended outcomes.
An additional possible reason for the presence of null effects could have been due to
sensitivity of the measures used. While efforts were made to ensure that the measures
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reflected all five competencies from CASEL’s framework, it is possible that the
selected measures were not sufficiently sensitive in capturing the specific aspects and
skills taught in the MindOut programme. Also, some of the outcome measures selected
may have not have been sufficiently sensitive to change over time and therefore, these
measures may not have been able to detect differences between time-points. Finally,
the MindOut programme is a 13-week curriculum-based programme and while it did
demonstrate a number of positive outcomes, it is likely that this programme, similar to
other SEL programmes, needs to be extended across years and embedded into a wholeschool approach, where skills can be practiced more regularly, in order for more
positive outcomes and larger effect sizes to be shown and sustained over time.
For academic performance, no significant positive effects were detected for the control
or intervention group in relation to students’ self-reported attitudes toward school or
teacher-reported school achievement motivation. Although previous research
(primarily from the USA), has shown evidence for the effectiveness of SEL
programmes in improving students’ academic outcomes (e.g., learning, attitudes
towards school, educational attainment, school motivation etc.) (Durlak et al., 2011;
Zins et al., 2004), this study did not find any significant impact of the intervention on
these tested outcomes. Research has highlighted that in addition to classroom-based
strategies, positive school climate and whole-school approaches are both key
contributors towards improving academic outcomes for students (Greenberg et al.,
2017; Jones and Bouffard, 2012; Osher, Dwyer, and Jackson, 2004). While MindOut
includes whole-school resources for schools, these strategies were not implemented to
a high degree as reported by teachers in the intervention schools. It is likely that
classroom-based strategies alone are not enough to impact on academic outcomes for
students and that these need to be aligned with whole-school elements that promote a
positive school climate in order to see these types of improvements.
In addition to the Attitudes towards School scale and School Achievement Motivation
scale used, an effort was also made within this study to assess students’ grades through
self-report and teacher-report measures. However, the data from these two sources did
not correlate with each other, which raised concerns about their validity. Given the poor
consistency between these two self-report measures, as well as the lack of access to
standardised testing scores within Irish schools, no appropriate measures for academic
grades were available.

100

CHAPTER 5: DISCUSSION

5.4 Process of Implementation (Phase 2)
This phase of the study set out to assess the variability in implementation quality of
schools delivering the MindOut programme and to investigate the factors that most
likely contributed to this variability. These aims were achieved through a mixed
methods approach assessing quantitative and qualitative data from teachers and
students, and integrating these to form a clearer picture of the implementation quality
across intervention schools.

5.4.1 Variability in Implementation Quality
The findings from Phase 2 revealed that variability in implementation quality was
evident between schools (range 55% - 92%), even when the training and resources the
schools received were identical. These findings are in line with other research which
have found that interventions are not always implemented as intended and that
variability in implementation often exists between sites (Durlak, 1998; Wilson, Lipsey
and Derzon, 2003; Durlak and Dupre, 2008). Given that programmes can lose their
effectiveness when they are implemented poorly, this is an important finding within the
context of the original c-RCT study, which did not account for implementation level
differences in its analysis. Therefore, the findings from this phase of the study
warranted further investigation into how different levels of implementation quality
impacts on programme outcomes (Phase 3).
This study also found evidence of variability within schools, across the different
dimensions of implementation quality. Of the 16 intervention schools, seven
consistently scored either high or low across all four dimensions, whereas all of the
other schools varied, scoring high in certain dimensions and low in others. Currently,
there are few programme evaluations which examine implementation quality via
multiple dimensions, whilst a majority of studies remain focusing on singular
dimensions, primarily dosage or adherence (Domitrovich and Greenberg, 2000; Durlak
and Dupre, 2008; Rojas-Andrade and Bahamondes, 2018). However, studies that have
assessed implementation quality across several dimensions have indicated that
dimensions that often receive less attention (e.g., quality of delivery) could be equally
if not more important in the achievement of outcomes (Berkel et al., 2011; Durlak,
2015; Lendrum, Humphrey and Greenberg, 2016; Humphrey, Barlow and Lendrum,
2018; Pettigrew et al., 2015). For example, the evaluation of the keepin’ it REAL
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programme (Pettigrew, 2015) found that quality of delivery and participant
responsiveness were the strongest predictors of programme outcomes compared to
other dimensions. Likewise, an evaluation of the PATHS programme (Humphrey,
Barlow and Lendrum, 2018) reported that both quality of delivery and participant
responsiveness led to significant improvements for participants, whereas programme
reach, fidelity/adherence and dosage were not associated with any outcomes. These
differences in dimensions is an important consideration and provide further rationale
for assessing implementation quality using multiple dimensions rather than a single
dimension solely.

5.4.2 Factors Impacting Implementation Quality
In addition to examining the variability in implementation quality, this second phase of
the study also explored influencing factors that affected implementation as identified
by both teachers and students. Consistent with previous studies (Durlak and Dupre,
2008; Domitrovich et al., 2008; Humphrey, Barlow and Lendrum, 2018), these findings
highlighted a number of factors that contributed to variability in implementation. Clear
parallels can be made between the factors identified within this study and those in
Greenberg’s et al., (2005), Domitrovich’s et al., (2008) and Durlak and Dupre’s (2008)
implementation frameworks.
In terms of Programme Factors in the current study, teachers repeatedly made reference
to the user-friendliness of the programme, the interactive teaching techniques and the
age- and culturally-appropriate content. Successful programme implementation is more
likely when the programme materials are visually appealing, user-friendly, ageappropriate, and culturally sensitive (Greenberg et al., 2005; Osher et al, 2016). The
design and format of instructor manuals can have a significant impact on the quality of
implementation and are most helpful when they provide the theoretical rationale for the
programme, explain the theory’s connection to the content and teaching strategies, state
the programme objectives, and include detailed, well-organised lesson plans
(Greenberg et al., 2005). Additionally the use of a range of interactive instructional
strategies can improve participants’ responsiveness to the programme and in turn the
quality of implementation. The most successful sessions in the MindOut programme
according to teachers (Session 3: Thoughts, Feelings, Actions; Session 4: Coping with
Challenges and Session 5: Support from Others and Session 8: Managing Online
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Behaviours) and the students’ favourite sessions (Session 5: Support from Others and
Session 6: Walking in Someone Else’s Shoes) all incorporated more interactive
strategies (e.g., videos, games, role play, group work etc.) in comparison to some of the
less favoured sessions. Thus programmes that include a range of interactive strategies
are more likely to receive a more positive response from students and are therefore,
easier to implement with high quality. These Programme Factors relate to quality of
materials in the ‘planned support system’ described by Greenberg et al., (2005) as well
as Durlak and Dupre’s (2008) ‘characteristics of the innovation’.
For Teacher Factors in the current study, implementer readiness was identified as an
important factor in implementation quality. Implementer readiness includes teachers’
knowledge and skills to carry out the intervention, their acceptance of the intervention
and attitudes towards the programme and their perceptions on the value of the
programme (Greenberg et al., 2005). These types of factors are vital for good quality
implementation (Rohrbach, Graham and Hansen, 1993; Elias et al, 2003; Pankratz,
Hallfors and Cho, 2002; Parcel et al, 1991; Ringwalt et al, 2003; Rogers, 2003; Beets
et al., 2008; Mihalic, Fagan and Argamaso, 2008; McIntosh et al., 2013; Wang et al.,
2015). Teachers’ self-efficacy and confidence in their own knowledge and skills to
deliver the programme are also related factors which impact on the quality of
implementation (Kallestad and Olweus, 2003; Rohrbach, Graham and Hansen, 1993).
Teachers who lack prior training experience and have lower levels of comfort and
efficacy in teaching the programme will likely demonstrate poorer quality
implementation compared to teachers who have higher self-efficacy (Domitrovich et
al., 2008). A number of teachers in this study expressed the importance of ensuring that
a teacher delivering the programme was trained in SPHE and had the knowledge and
skills to support the delivery of the programme. They also said that it was vital that a
teacher delivering the programme was passionate and interested in mental health
promotion and SEL and felt confident in their ability to facilitate these lessons. In this
study, there was also an evident relationship between students’ rating of their teachers’
delivery of the programme and their own enjoyment of the sessions. While some
students were quite positive when discussing their teachers’ delivery of MindOut, other
groups of students pointed out ways their teachers’ quality of delivery could have been
improved. Being prepared and organised for classes, delivering the sessions in an
engaging way and showing enthusiasm are all factors which will increase the quality of
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delivery and therefore improve students’ engagement, responsiveness and participation
with the programme (Pettigrew et al., 2015). Stronger quality of delivery is therefore,
related to the successful implementation of a programme and the achievement of
outcomes. The Teacher Factors in this study relate to ‘implementer readiness’
(Greenberg et al., 2005), ‘provider characteristics’ (Durlak and Dupre, 2008) as well as
the ‘professional and psychological characteristics’ (Domitrovich et al., 2008)
identified in the implementation frameworks.
Related to Participant Factors in the current study, teachers regarded students’
engagement and positive response to the programme as important facilitating factors
for quality implementation. There was also an evident link between students’ reported
experiences of the programme and the level of implementation quality. When
participants are actively engaged in programme activities and are able to acknowledge
the specific benefits of the programme, their acceptance and attitudes towards the
programme is increased and this helps in supporting better quality implementation
(Greenberg et al., 2005). Factors such as students’ enjoyment and enthusiasm for a
programme can have either a direct positive or negative impact on teachers’ attitudes
towards the programme as well as their willingness and motivation to deliver the
programme, factors which are known to facilitate/hinder quality of implementation
(McBride, Farringdon, and Midford 2002; Pettigrew et al., 2013; Audrey, Holliday, and
Campbell, 2008; Domitrovich et al., 2008). These Participant Factors can be related to
‘participant responsiveness’ in the planned intervention identified by Greenberg and
colleagues (2005). Additionally, teachers discussed classroom climate and peer
relations as factors that can impact on implementation. Factors related to classroom
climate and management (e.g., relationships, norms, conflict) can potentially influence
both teachers’ adoption and implementation of an intervention, as well as students’
engagement and programme participation (Low et al., 2014; Evans et al., 2009). Some
teachers in this study spoke about difficulties with their students’ group dynamic (e.g.,
difficult, high-need, issues, disruptive), while other teachers were more positive when
discussing their students’ group dynamic (e.g., high-participation, talkative, engaged,
co-operative). Higher levels of issues in the classroom may result in a teacher spending
more time on classroom management than on teaching, which could have a negative
impact on the classroom environment and can impact on their ability to implement a
programme with high quality (Koth, Bradshaw and Leaf, 2008; Kellam et al, 1998;
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Botvin, 2004). A number of studies have demonstrated the importance of participant
factors in impacting the classroom climate as well as the effective implementation of
programmes (McBride, Farringdon, and Midford 2002; Pettigrew et al., 2013; Pearson
et al., 2015; Audrey, Holliday, and Campbell, 2008). The Participant Factors in the
current study relate to ‘classroom-level factors’ (Greenberg et al., 2005) as well as the
‘school-level factors’ (Domitrovich, 2008) in the relevant implementation frameworks.
In terms of the School Contextual Factors in this study, timing (35 min sessions), was
identified by both teachers and students as one of the biggest practical issues impacting
on the quality of implementation. Teachers expressed that at times they felt rushed and
that they felt that it impacted on their ability to adhere to all of the activities as well as
their quality of delivery of the lessons. Students also voiced that timing was sometimes
an issue and that they wished they had more time to complete all of the lessons or
discuss more topics in greater depth. When teachers and students were asked to
feedback suggestions on improving the timing of the programme they suggested
timetabling double-class periods (e.g., 70 min) for MindOut or stretching the
programme out to be delivered over a longer length of time (e.g., >12 weeks) as neither
group felt that it was appropriate to eliminate any of the valuable content. Both of these
suggestions made by the teachers and students relate to the timetabling of the MindOut
programme into the curriculum. Therefore, while the timing of the programme (12 x 35
min sessions) was fixed, contextual factors such as administrative support and school
leadership could potentially alleviate the timing issues by introducing more room in the
timetable to deliver programmes such as MindOut. In order for this to happen though,
it is essential that school leaders and administrators recognise the need for, and value
the skills taught within the programme in order for programmes like this to be
prioritised. Therefore the School Contextual Factors in the current study relate to the
‘programme-model’ (Greenberg et al., 2005) and ‘characteristics of the innovation’
(Durlak and Dupre, 2008) as well as contextual factors at the ‘school-level’ (Greenberg
et al., 2005; Domitrovich et al., 2008).
For Organisational Capacity Factors, many of the teachers discussed the importance
and value of the MindOut training in supporting them to deliver the programme.
Teachers also spoke about the importance of ongoing support in implementing the
programme, however, few teachers spoke specifically about their own experience of
this support. Research has shown that high quality teacher training in addition to
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ongoing technical support can increase providers’: (i) knowledge of how the
programme works and what is necessary to implement the programme effectively; (ii)
ability to deal with implementation challenges in a timely manner; and (iii)
understanding and acceptance of the intervention (CASEL, 2003, Hallam and Ireson,
2005; Kam, Greenberg and Walls, 2003). Training teachers on a once-off basis and
letting them off on their own afterwards is an ineffective way to support high quality
implementation (Fixsen et al., 2005). Instead, effective programme implementation
requires initial training, which is interactive and engaging and is further supported by
ongoing technical assistance and support (Bamberger, Rao and Woolcock, 2010).
These Organisational Capacity Factors relate to the ‘technical support factors’
highlighted by Greenberg and colleagues (2005) and the ‘prevention support system’
defined by Durlak and Dupre, (2008). Additionally, administrative leadership and
support as well as positive school climate (e.g., staff support) were expressed by the
teachers in this study as impacting on their quality of implementation. These factors
can have a significant positive or negative impact on the successful implementation of
evidence-based interventions (Gottfredson and Gottfredson, 2002; Gregory, Henry and
Schoeny, 2007; Elliott and Mihalic, 2004; Kam, Greenberg and Walls, 2003; Beets et
al., 2008). As mentioned above, the issue of timing pressure expressed by the teachers
in this study can be relieved by increased support from administration and management.
Teachers also discussed the difficulty in implementing the programme when other staff
members and management did not value the programme or see the need to make the
programme a priority. Teachers discussed the importance of staff awareness about the
programme and SEL and felt that this was vital in ensuring higher quality
implementation and sustainability of the programme. School leaders are in a position
to organise timetables and allocate sufficient administrative support for a new
programme to be implemented with high quality (Greenberg et al., 2005). Lack of
school leadership, administrative support and staff support can result in teachers’ loss
of motivation for the programme and in turn poorer implementation quality (Mihalic et
al., 2004; Schonert-Reichl, 2017; Kendziora and Osher, 2016). These Organisational
Capacity Factors relate to ‘school-level factors’ highlighted by both Greenberg et al.,
(2005) and Domitrovich et al., (2008) and ‘organisational capacity’ related to the
prevention delivery system as identified by Durlak and Dupre (2008).
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The other ‘district-level’ and ‘community-level’ factors (Greenberg et al., 2005; Durlak
and Dupre, 2008) and ‘macro-level factors’ (Domitrovich et al., 2008) identified in the
implementation frameworks were not discussed by either the teachers or students in
this study. Rather than using the implementation frameworks to guide the interviews
and analysis process through a deductive approach, the current study used an inductive
thematic approach by asking participants about their experience of the programme more
generally, and collating any data which made references to implementation. Therefore,
teachers and students were not specifically prompted to discuss contextual factors at
different ecological levels such as the school/district/community. Within the context of
this study, it is likely that individual-, classroom- and school-level factors were thought
to be the most important implementation factors for teachers and students, however, if
participants had been specifically asked about wider-level factors perhaps we might
have obtained further data on these factors at different ecological levels.
5.4.3 Differences in Factors between High and Low-Implementation Groups
During the second phase of the study, the quantitative and qualitative data were
integrated and examined together to determine whether there were differences in how
groups reported on implementation factors. The analysis found a number of differences
between the groups, mainly for Participant Factors, Teacher Factor and
Organisational Capacity Factors. The Programme Factors and School Contextual
Factors highlighted by both groups were quite similar.
For Participant Factors, the schools in the high-implementation group were more likely
to have larger class sizes in comparison to the low-implementation group, which
contradicts previous findings indicating that increased class sizes lead to decreases in
quality implementation (Botvin, 2004; Caria et al., 2013). It is possible that schools
with smaller class sizes may have had pre-selected a group of higher-need students to
deliver the programme to, which could have affected the implementation quality (e.g.,
more disruptions, lower attendance, lower engagement, more complex behavioural
issues etc.). Poorer classroom behaviours, misconduct, peer conflict and classroom
management have all been identified as predictors of weaker implementation (Botvin,
2004; Caria et al., 2013; Mihalic, Fagan and Argamaso, 2008). The MindOut
programme could also be easier to implement with larger class sizes due to the
interactive nature of the activities which require a certain number of students to work
effectively. Additionally for Participant Factors, the high- and low-implementation
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groups differed in the year group they selected to deliver the programme with. Although
all schools were given the choice to deliver the programme to either a TY class or 5th
year class, a larger number of low-implementing schools selected the former whereas a
majority of high implementation schools selected the latter. The low-implementation
group commented on difficulties they had faced delivering the programme to TY
students due to class interruptions, lack of structure and poor attendance, while the highimplementation group did not make reference to these types of issues. Teachers in highimplementation schools were also more likely to make positive statements about their
student group dynamic and their students’ engagement whereas low-implementers
commented more negatively about these aspects. Based on these findings, the
importance of participant factors for successful implementation is apparent. Schools
deciding to implement this type of programme need to consider the characteristics of
their participants and group when planning delivery. Additionally, schools should
consider a group who can participate in the programme consecutively on a weekly
basis. Interruptions in implementation lead to disjointed programmes that are likely to
have lower participant-engagement and reduce their overall effectiveness.

In terms of Teacher Factors, teachers of higher-implementing schools demonstrated
more positive attitudes towards the programme compared to low-implementers. The
implementers’ perceptions and attitudes towards the programme including, acceptance
of the intervention, compatibility with the schools’ values and mission as well as
perceived value, usefulness and effectiveness are all factors that lead to stronger
implementation quality (Domitrovich et al., 2008). Therefore, it is not surprising that
the teachers of high-implementing schools were more positive when discussing the
programme and its benefits. Additionally, students from low-implementing schools
commented on their teachers’ poor delivery of the programme, whereas the highimplementing students did not. When a teacher is perceived as lacking in areas of
quality of delivery (e.g., enthusiasm, engaging, control, preparation etc.) it is likely to
have an impact on how students respond and engage with the programme and thus, the
overall quality of implementation.
A final key difference between the two groups was in relation to Organisational
Cfactors’. While both groups expressed the need for more support from other teachers
and staff members, the low-implementers were more likely to say they wanted more
108

CHAPTER 5: DISCUSSION
support from management. This finding highlights the importance of top-down support
from school management for enhancing the quality delivery of SEL programmes and
this should be a key consideration of stakeholders before any SEL programme is
introduced into a school.

5.5 Impact of Implementation on Outcomes (Phase 3)
The purpose of Phase 3 was to determine whether the level of implementation quality
based on the total index score significantly impacted on programme outcomes for
students at post-intervention and/or 12-month follow-up. In the first phase of the study,
the results demonstrated significant improvements in a number of social emotional
skills and mental health outcomes between pre- and post-intervention for intervention
students (Dowling, Simpkin and Barry, 2019). However, this outcome study did
not take into account the varying levels of implementation quality of intervention
schools, which is essential for understanding the programme’s effectiveness (Durlak,
2016). Given that implementation was not considered in the original study, the third
phase of the study explored the relationship between implementation quality and
outcomes.
5.5.1 Implementation Quality on Outcomes
5.5.1.1 Immediate
The findings from this phase of the study demonstrated that all outcomes that were
found to be significant in the original c-RCT study (social support coping, avoidance
coping, suppressing emotions, depression and stress) were only significant for those
schools in the high-implementation group, but not the low-implementation group at
post-intervention. These findings are not surprising, given that there has been extensive
research which evidences the relationship between implementation quality and
outcomes (Durlak et al., 2016; Durlak and Dupre, 2008; Fixsen et al., 2005). When
implementation quality is high, it is likely to positively enhance programme outcomes,
however when implementation quality is poor, it can reduce the intended outcomes or
even result in null effects (Dusenbury et al., 2005; Durlak, 2016; Durlak and Dupre,
2008). In this study, we can see that while the high-implementation group received a
number of benefits from the programme, the low-implementation group did not show
any significant improvements and therefore, demonstrated similar outcomes to the
control group who did not engage with programme at all. Therefore, this study
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highlights the key role implementation quality plays in a programme’s success and
suggests that strong evidence-based programmes are not enough on their own to
produce intended outcomes. In order to understand the true effectiveness of a
programme, the quality of implementation needs to be considered (Kelly and Perkins,
2012; Fixsen et al., 2005; Meyers, Durlak and Wandersman, 2012; Moir, 2018). For
example, if a majority of schools had implemented MindOut with poor quality resulting
in little to no programme effects, and implementation quality had not been monitored,
the programme would have been deemed ineffective. When in reality, the reason for
this lack of positive outcomes was likely due to the programme’s poor quality of
implementation. By monitoring implementation, the risk of misinterpreting results like
this is reduced and researchers can gain a better understanding of the conditions under
which a programme succeeds and/or fails so that efforts can be made to maximise
quality of implementation and outcomes in the future (Durlak, 2016; Dane and
Schneider, 1998; Domitrovich and Greenberg, 2000). Not only do the findings from
this study demonstrate the importance of measuring implementation, they also highlight
the importance of providing support to improve the quality of programme
implementation. Although a programme may be theoretically sound, this does not
ensure positive outcomes if the programme is not implemented to high quality (Durlak,
2016; Moir, 2018). Investing money, time, energy and resources on programmes which
are not being implemented with a high quality is wasteful and disadvantageous for
students, teachers and the education system (Durlak, 2016). Therefore, it is important
that stakeholders commit to carrying out and supporting high-quality implementation
of programmes to ensure these investments are worthwhile and not wasted due to poor
implementation (Durlak, 2016).
5.5.1.2 Long-term
In addition to assessing the immediate outcomes of the programme at post-intervention,
the analysis also examined the long-term effects of the programme 12-months postintervention. The findings from this analysis revealed that only one of the outcomes
measures (avoidance coping) was sustained for the high-implementation group at 12month follow-up. While the MindOut programme had an immediate impact on
students’ social and emotional skills and mental health outcomes, the programme was
not able to produce long-term sustainability of these outcomes.
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Possible reasons for this lack of effect at 12-month follow-up will now be discussed.
First, it is possible that the outcomes were not sustained at 12-month follow-up due to
the timing of follow-up data collection, which took place during the spring semester the
year following implementation. Many students participating in the MindOut study
would have been sitting their final year ‘Leaving Certificate’ exams a few months after
the time of the follow-up data collection. The pressures of education and the Leaving
Certificate exams in Ireland, are known to put added stress on adolescents and cause
burnout (Dooley et al., 2019; Banks, McCoy and Smyth, 2018). Given that the majority
of high-implementation school students (75%), in comparison to low-implementation
schools (37%) and control schools (36%), would have be in the Leaving Certificate
year at the time of the 12-month follow-up, it is possible that these students’ reported
outcomes could have been negatively affected by this pressure. Secondly, given
that MindOut is primarily a curriculum-based programme, it is possible that its lack of
integration at a whole-school level could have impacted its ability to sustain longer term
outcomes. The research literature suggests that embedding SEL strategies into the daily
practices of schools, across years and at a whole-school level is likely to produce the
best and most sustained outcomes for participants (Jones and Bouffard, 2012; Wilson,
Lipsey and Derzon, 2003; Barry et al., 2019; Wear and Nine, 2011; Ttofi and
Farrington, 2011; Adi et al., 2007). In order to enhance the probability of social and
emotional skills being sustained in the long-term, they need to be intentionally taught,
practiced and reinforced on an ongoing basis (Barry et al., 2019; Elias, 2010; Greenberg
et al., 2017; Zins and Elias, 2007; Kendziora and Yoder, 2016). By integrating
strategies at a whole-school level (e.g., (i) curriculum; (ii) ethos and environment; and
(iii) family and community) more opportunities can be created for students to learn and
acquire these skills, increasing their likelihood of developing and sustaining positive
outcomes. The consideration, assessment and reporting of long-term outcomes and
sustainability of a programme should be prioritised in evaluation studies. When studies
fail to measure this, it is impossible to conclude whether or not the benefits of the
programme can be sustained long-term which could result in a loss of outcomes for
participants. By evaluating the long-term effects of the programme, opportunities are
created to produce strategies which can enhance the sustainability of the programme
and its intended outcomes.
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5.5.2 Implementation Quality Dimensions on Programme Outcomes
The final phase of this study also investigated the relationship between individual
dimensions of implementation quality on outcomes. The findings demonstrated that of
the four dimensions assessed, Quality of Delivery had a significant impact on all of the
six outcomes tested. Participant Responsiveness was the second most influential
dimension, significantly impacting 4 out of 6 of the outcomes. Both Adherence and
Dosage had a significant impact on 2 of the 6 outcomes at post-intervention. These
findings show that while all four dimensions studied are significant in influencing at
least some of the outcomes, Quality of Delivery followed by Participant
Responsiveness were found to be the most influential dimensions in this study.
Research published to date that has assessed the impact of implementation quality on
outcomes has focused primarily on particular aspects of implementation (e.g.,
Adherence and/or Dosage) at the expense of others (e.g., Quality of Delivery or
Participant Responsiveness (Durlak and Dupre, 2008; Mihalic, Fagan and Argamaso,
2008; Breitenstein et al., 2010; Humphrey, Barlow and Lendrum, 2018). However, of
those studies that have assessed multiple dimensions of implementation quality, they
report that dimensions such as Quality of Delivery and Participant Responsiveness are
just as important, if not more, than dimensions such as Dosage and Adherence which
are more frequently cited in the literature (Rojas-Andrade and Bahamondes, 2018;
Pettigrew et al., 2013; Humphrey, Barlow and Lendrum, 2018; Low et al., 2014).
Therefore, while Dosage and Adherence are essential parts of implementation quality
and need to be upheld, the other dimensions should be given just as much attention. If
this study had not assessed implementation quality using a composite score of all four
dimensions, and instead used measures of Dosage or Adherence only, the results would
have presented a different picture. Additionally, if teachers successfully deliver the
entire programme and activities but fail to complete this with a high quality of delivery
(e.g., preparedness, engaging, enthusiastic etc.) then it is likely that not all of the
intended positive outcomes for students will be achieved. Efforts should be made to
ensure there is support for schools and teachers to deliver the programme with high
quality and that strategies are put in place to enhance all dimensions of implementation
quality, but especially Quality of Delivery and Participant Responsiveness.
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5.6 Strengths and Limitations
In considering the findings of the present study, it is important not only to discuss the
strengths of the study but to also acknowledge and discuss the study’s limitations. In
this section, first an overview of the study strengths in relation to the design, sample
and measures is provided, followed by an exploration of the study limitations.
5.6.1 Strengths
Design


This study employed a cluster randomised controlled trial (c-RCT) design to
evaluate the effectiveness of the MindOut programme. Robust programme
evaluation designs produce more reliable data and reduce the likelihood of bias. As
in the current study, school-based evaluation studies should employ robust designs
and account for both school- and classroom-level clustering where relevant to
ensure results are not inflated due to clustered effects.



In addition to evaluating outcomes, this study also conducted a process evaluation
to investigate the process of implementation and its level of quality. While many
programme evaluations report on outcomes, fewer report on details of the process
of implementation. Without understanding the conditions under which the
programme was implemented, it is impossible to conclude what contributed the
effectiveness of a programme. Therefore, in order to strengthen programme
evaluations, study designs should include both outcome and process objectives.



An additional strength of this study in relation to its design is that the study was
conducted over three time-points: baseline, post-intervention and 12-month followup. While many SEL evaluations show that these programmes are effective, this
evidence is mainly representative of short-term studies and therefore information
on sustainability of long-term outcomes is limited. Including a long-term followup in the design of this study allows for further investigation into the longevity and
sustainability of outcomes.

Sample


This study was conducted with older adolescents, of disadvantaged status, within a
European and Irish context. There is a lack of current evidence on the effectiveness
of SEL programmes with these specific groups. Therefore, this study fills a gap by
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evaluating the effects of SEL programmes with a population which is
underrepresented in the current SEL literature.
Measures


This study used a wide range of scales with good psychometric properties to assess
students’ social and emotional skills, mental health and wellbeing and academic
outcomes. These measures were carefully selected to reflect both the programme
content and the underlying theoretical CASEL framework.



This study employed a mixed methods approach in assessing implementation
quality using both quantitative and qualitative methods. Mixed methods approaches
are favourable as they have the potential to balance out the strengths and
weaknesses of both approaches, increase the credibility and trustworthiness of
findings and help to better understand the process of implementation and the
influence of contextual factors (Creswell and Plano Clark, 2011; Bamberger, Rao
and Woolcock, 2010).



In assessing implementation, this study used a wide range of different measures
(e.g.,

student/teacher

questionnaires,

interviews,

classroom

observations,

participatory workshops) which were retrieved from multiple informants (e.g.,
students, teachers, researchers). Accessing data on implementation through multimethod and multi-informants provides a richer understanding of the whole
implementation process and increases the reliability of the data.


In addition, this study evaluated implementation across several dimensions which
permits a deeper understanding of the individual role each of the dimensions has in
relation to outcomes. It also allows for a more representative assessment of
implementation quality by including multiple indicators rather than only one.



This study also provides a rich narrative on influencing factors that may be
contributing to the variability in implementation quality between schools. More
specifically, this study highlights the implementation factors that are more likely to
be associated with high- and low-implementing schools which is useful knowledge
for understanding and strengthening implementation quality.
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5.6.2 Limitations
Sample Size


Given the relatively small sample size at the cluster level (n=32), it is possible that
there was not sufficient power to detect cross-level group interactions. Additionally,
there was a loss of participants between baseline (n=675), post-intervention (n=497)
and 12-month follow-up (n=435). This attrition can lead to a reduction in statistical
power and limits the generalisability of the results.

Self-Report Data


In this study, both outcome and process data were assessed primarily through selfreport data, which poses a risk of participant response bias and can lead to overestimations of implementation practices (Martinez, Lewis and Weiner, 2014).
Though self-report data has its limitations, due to time and resource constraints, it
was deemed the most feasible method for this study. To deal with the likelihood of
overestimating implementation in the self-report measures used in the current study,
data from teachers and students were used to create a combined average for
implementation quality. It is recommended that implementation is captured through
observational data to increase reliability of data and reduce issues with response
bias (Humphrey et al., 2016). Although classroom observations were conducted
during this study, these were only conducted with a sub-sample of schools (n=6)
and therefore, could only be used to validate the self-report implementation data. If
given the chance to carry out this study again, and having the resources to do so,
classroom observations would be conducted with all implementation schools and
not just with a sub-sample of schools in an effort to strengthen the reliability of
these data. This could either be done in person or if feasible, sessions could be video
recorded and researcher observations could be made from these recordings. Again,
due to the lack of time and resources within the context of the current study, this
was not possible.

Developer Involvement


An additional limitation in this study is that it was led by one of the developers of
the MindOut programme.

Developer involvement in evaluation studies can

potentially lead to inflation of outcome effect sizes compared to what might be
115

CHAPTER 5: DISCUSSION
expected during ‘real world’ implementation of a programme. This inflation is often
a result of bias, higher levels of implementation quality or a combination of both of
these factors (Eisner, 2009). This may cause future issues with dissemination and
sustainability of the programme when trying to replicate or roll out on a wider scale
without the developer’s involvement (Wigelsworth et al., 2016). In order to control
for this bias in the analysis, several steps were taken. For example, all schools were
given a random identifying number and the information that linked the schools to
their random number was placed in a sealed envelope in an effort to conceal group
allocation from all researchers involved in the study. Randomisation was then
conducted by a third party external statistician who randomly allocated schools to
one of two groups through a random computer-generated number programme. For
the qualitative data, multiple coders were used to reduce researcher bias and ensure
the trustworthiness of these data.
Measures


The implementation indicators used in this study did not have established
psychometric properties as these indicators specifically assessed elements relevant
to the MindOut programme. Furthermore, it was not possible to assess all five
aspects of implementation quality as there were no suitable indicators to represent
‘programme differentiation’. Accessing implementation measures with good
psychometric properties has been identified as a challenge in implementation
research (Ogden and Fixsen, 2014; Schoenwald and Garland, 2013; Humphrey,
Barlow and Lendrum, 2018), mainly due to that fact that most implementation
measures are designed to assess the characteristics of the specific intervention in
mind (Humphrey et al., 2016). The reliability and validity of implementation
measures used should be an important methodological consideration in evaluation
studies. If repeating this study, an effort would be made to select implementation
measures on an a priori basis which have strong psychometric properties and are
representative of all five dimensions of implementation quality (Dane and
Schneider, 1998).



A further limitation in relation to the measures in this study is that the overall length
of the student outcome questionnaire may have contributed to respondent fatigue.
As the student outcome questionnaire was composed of a number of different scales
to assess multiple areas of social emotional wellbeing and mental health, it is
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possible that the length of the questionnaire could have resulted in higher
respondent fatigue, impacting on the participants’ motivation and attention levels
due to tiredness. When respondent fatigue is high, participants are more likely to
provide less meaningful or truthful answers, which can lead to measurement errors
as well as poorer quality data (Whelan, 2008; Ben-Nun, 2008). It may also lead to
lower rates of survey completion, which can result in sampling biases (Cook, Heath,
& Thompson, 2000). In order to reduce the chance of respondent fatigue both
content-related and design-orientated factors can be targeted. For content-related
factors, reducing the length and complexity of the questionnaire by removing scales
can reduce fatigue. Additionally, in terms of the questionnaire design, factors such
as the layout, formatting and visual design can all impact this. For example,
randomising the response order of questions can help to keep participants engaged
between time-points, while reducing question overcrowding on pages and
presenting questions in stronger formats can lead to lower fatigue and better
engagement. In this study, steps were taken to ensure the design of the questionnaire
promoted engagement, however, in order to reduce the possibility of respondent
fatigue, outcome measures should be carefully selected to only ask the essential
questions so that respondents aren’t over-fatigued. Also, between time-points it
would be useful to randomise the response order of questions so that participants
do not lose interest and remain engaged.


A further limitation in relation to measures was the lack of appropriate measures
for assessing participants’ academic outcomes. Though an effort was made to try
and assess students’ academic performance through self-reported grades, due to the
lack of correlation between the student and teacher self-report measures, as well as
the absence of standardised test scores in Ireland, this was not possible. Failure to
appropriately assess students’ grades limits this study’s ability to determine the
potential benefits of a SEL programme on Irish students’ educational outcomes,
which is likely to be a key factor in schools’ uptake of these types of programmes.
Given the strong evidence base, particularly in the USA around SEL and academic
outcomes (e.g., learning, educational attainment, classroom behaviour etc.) (Zins
et al., 2004; Payton et al., 2008; Durlak et al., 2011; Taylor et al., 2017), there is a
strong need for this relationship to be assessed with older adolescents outside of the
US context, including in this case in Ireland. Therefore if repeating this study,
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stronger consideration would need to be given towards incorporating reliable
measures for students’ academic outcomes.


A final limitation of this study related to the measures is that not all the factors
identified in the extant implementation models were addressed explicitly during the
data collection and therefore, aspects of the wider ecological factors were not fully
explored in the study. We know that these wider ecological factors impact on
implementation (Greenberg et al., 2005; Domitrovich et al., 2008; Durlak and
Dupre, 2008), however, given that participants were not asked about these broader
level factors specifically, the study was unable to provide insight into participants’
views on these. If given the chance to repeat this study, school-based
implementation frameworks (e.g., Greenberg et al., 2005; Domitrovich et al., 2008;
Durlak and Dupre, 2008 etc.) would be used more systematically to inform and
direct the process evaluation.
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CHAPTER 6
CONCLUSION
In the final section of this thesis, the implications of the findings and recommendations
for research, practice and policy will be considered. This will be followed by the overall
conclusions from the study.

6.1 Implications and Recommendations for Future Research
The findings from this study raise our attention to a number of important implications
and recommendations for future research in the area of mental health promotion and
SEL which are discussed below.
1. Need for SEL research to include process evaluations.
It is recommended that future programme evaluations ensure that both intervention
outcomes and the process of implementation are assessed. While outcome data is
important for understanding the effectiveness of the programme, only the true
effectiveness of the programme can be determined when the process of implementation,
and the conditions under which the programme was delivered, has been considered.
Few evaluations include detailed information on the quality of programme
implementation which limits our understanding of the implementation processes
necessary for effective implementation of SEL programmes. This knowledge is critical
for strengthening the effective adoption, replication and sustainability of effective
interventions and practices. When assessing the process of implementation, mixed
methods approaches which employ both quantitative and qualitative methods are
considered the strongest. While quantitative data can determine if variability in
implementation exists and help define a group’s implementation level, the qualitative
data are needed to understand ‘why’ this variability exists by examining the
implementation factors that impact on implementation quality. The identification of
these factors can increase knowledge and understanding of what may hinder or facilitate
implementation quality so that practical strategies can be put in place to either minimise
or maximise these factors for schools. Therefore, in order to expand our awareness of
programme effectiveness, researchers are encouraged to conduct programme
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evaluations which assess not only intervention outcomes, but the process of
implementation through mixed methods approaches as well.
2. Need for implementation to be measured through multiple methods, multiple
informants and multiple dimensions.
It is important that future research assessing programme implementation incorporates
multiple methods (e.g., questionnaires, interviews, focus groups, observations etc.)
through multiple informants (e.g., implementers, programme-users, researchers etc.) to
ensure all data are captured and a range of perspectives are considered and to increase
the validity and reliability of the data (Elliott, 2004). In addition to the multiple
methods and multiple-informants, future studies are challenged to integrate multiple
dimensions of implementation quality rather than employing any single dimension
(e.g., dosage or adherence) alone. Assessing implementation through multiple
dimensions allows for a more accurate interpretation of implementation quality and
may reveal important implications about how to improve this, and programme
outcomes in the future.
3. Need for SEL research to be carried out with underrepresented populations.
Future evaluation studies in the field of school-based mental health promotion and SEL
need to ensure that all groups are accurately represented in the research. Though the
literature and evidence base for SEL research is growing, there are still populations that
are underrepresented (e.g., older adolescents, European context, disadvantaged etc.)
and, therefore, the evidence on the effectiveness of SEL programmes with these
populations is not as clear. Furthermore, there is a need to better understand the
transferability of programmes to more targeted populations. For instance, in the case of
MindOut, which is a generic universal programme designed for all adolescents in
Ireland, it is possible that the content within the programme might not reflect the
specific needs or issues of more vulnerable groups of young people. Therefore, it would
be useful to further test the sensitivity of this intervention with specific disadvantaged
groups to determine the relevance and appropriateness of content and language for
particular population groups. Perhaps the MindOut programme could show even
stronger effects if the programme could be tailored to reflect the lives and needs of these
more targeted populations. Other universal programmes and programme evaluation
studies should take into consideration the transferability of these programmes to
different populations of young people (e.g., cultures, age groups, risk-levels etc.) and
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the implications this might have for the success of SEL programmes (Wiglesworth et
al., 2016). Implementing programmes with different population groups may require at
least some adaptation and tailoring of material to fit the needs, values and expectations
of those groups in order to produce best outcomes. Therefore, it is clear that more
research with underrepresented groups is warranted, to not only understand the
effectiveness of SEL programmes with these groups but also how to optimize their
effective delivery and transferability across different populations.
4. Need for SEL research to assess long-term outcomes.
Although there is evidence that SEL programmes can be effective in producing longterm outcomes for participants (Taylor et al., 2017), most programme evaluation studies
have not included assessments of long-term follow-up and continue to only measure
immediate programme effects (Durlak et al., 2015; McCormick et al., 2015). In this
study, there was little evidence of long-term outcomes being sustained at 12-month
follow-up. While there are a few possible reasons for this, which have been noted in
the discussion, there is a need for more research to investigate what contributes to this
lack of sustained outcomes. Therefore, long-term follow-up evaluations are strongly
recommended in order to expand our knowledge and understanding of how to make
programmes effects last.
5. Need for standardised measures for assessing implementation quality.
There is a need for future research to focus on the development and application of
standardised instruments that will enhance the measurement of implementation
processes (Ogden and Fixsen, 2014; Humphrey et al., 2016; Geenhalgh et al., 2004).
Currently there are few standardised measures with strong psychometric properties for
assessing implementation quality (Schoenwald and Garland, 2014). Given that schoolbased interventions are so diverse, designing valid measures which can adequately
assess the unique characteristics of a programme while also allowing for comparisons
between these will be a challenge (Bickman, 2009; Humphrey et al., 2016; Humphrey,
Barlow and Lendrum, 2018; Lendrum and Humphrey, 2012). While it is unlikely that
standardised measures will be developed which incorporate all aspects of
implementation and can be applied to all school-based programmes (Durlak and Dupre,
2008), there is a need for more refined measures of implementation quality which are
both valid and reliable. Therefore, it is recommended that future school-based SEL
research focuses on developing and applying more standardised measures of
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implementation quality to allow for stronger conclusions regarding the implementation
of school-based programmes to be made.

6.2 Implications and Recommendations for Practice & Policy
The findings from this study also reveal a number of important implications for practice
and policy which will now be considered. Schools are dynamic and complex systems
characterised by a number of multi-level factors which can impact on the
implementation quality of interventions both positively or negatively. The findings
from this study supports previous research by highlighting influential factors operating
at different levels including: the programme itself, the implementer, the participants,
the implementing organisation as well as the wider community context (Chen 1998;
Greenberg et al., 2005; Domitrovich et al., 2008; Durlak and Dupre, 2008). There is a
need for practice and policy to address these factors during all stages of implementation
(e.g., planning, adoption, delivery and sustainability) to not only ensure better quality
implementation but to maximise programme outcomes as well.
1. Need to adopt strong SEL programmes.
There are a number of programme characteristics which contributes to the success of
school-based interventions, including that the programme is evidence-based (Clarke et
al., 2019; Barry), adopts a social competence approach (Greenberg, Domitrovich and
Bumbarger, 2001; Weare and Nind, 2011), uses interactive teaching strategies (Clarke
et al., 2015 ) and follows SAFE practices (Durlak et al., 2011). In terms of the successful
implementation of school-based programmes, programmes which are user-friendly, use
a standardised manual and have pre-prepared materials (e.g., handouts, videos etc.) are
likely to make programme implementation easier (Payne et al., 2006; Gottfredson and
Gottfredson, 2002; Chiodo and Kolpin, 2018). It is also crucial that the programme is
underpinned by a strong theoretical basis and logic model which enhances the
implementation quality and the potential of the programme. Another key factor to the
success of a programme is that it is tailored to, and reflects the specific needs of a target
population. Ensuring programmes adequately meet the needs of target audiences and
are developmentally appropriate, culturally relevant and are compatible with the goals
and existing priorities of the school setting are all key contributing factors to the
successful implementation of a programme and the development of outcomes (Osher
et al., 2016; Domitrovich et al., 2008; Darling-Hammond et al., 2019; Datnow et al.,
2002; Kallestad and Olweus, 2003). Therefore, when choosing a programme to be
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adopted and implemented, schools should ensure that the selected programme exhibits
as many of these characteristics of successful programmes as possible.
2. Need for strategies to enhance participant factors.
This study highlighted how participant factors can impact on implementation quality.
Contrary to other studies, which have found that programmes are more easily
implemented with small groups of students (Botvin, 2004; Caria et al., 2013), this study
found the opposite, suggesting that programmes were implemented best with larger
class sizes. A possible reason for this which has been previously discussed, is that larger
groups were more conducive to the interactive nature of the sessions (e.g., group work,
games/activities etc.). Another potential reason that smaller class sizes could have
demonstrated weaker implementation might have been due to teachers pre-selecting
groups of students demonstrating higher-needs. If this were the case, then it is possible
that a group of higher-need students could present increased issues in the classroom
which could impact the classroom climate (e.g., increased disruptions, lower
participation, conflict etc.) and in turn implementation quality. The study also
highlighted issues in implementing the programme with TY students (more
interruptions, lack of structure and poorer attendance etc.) when compared to 5 th year
students. The findings from this study demonstrate the importance for programme
developers to be explicit and clear in their guidance for selecting groups to deliver the
programme to. Schools deciding to implement this type of programme need to consider
the characteristics of their participants and group when planning delivery. Additionally,
schools should consider a group who can participate in the programme consecutively
on a weekly basis. Interruptions in implementation lead to disjointed programmes that
are likely to have lower participant-engagement and reduce their overall effectiveness.
Student engagement is another participant factor which can directly impact the quality
of implementation. While schools might not have the power to control how engaged
students are with a programme, there are a number of things they can do to try and
increase this. Related to programme itself, it is important that schools select a
programme with content that is meaningful to students and which they are able to relate
to themselves. Additionally the use of interactive teaching strategies can also contribute
to student engagement. Therefore, schools should look to adopt programmes which
their students can engage well with. Furthermore, this study demonstrated that students
were most engaged when their teacher demonstrated higher levels of Quality of
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Delivery. Therefore, in order to keep students engaged and interested, teachers should
be prepared for classes, enthusiastic about the content of the programme and supportive
of students SEL skill development.
3. Need for strategies which address factors related to the implementer.
In relation to the implementer, there are a number of important factors which should be
considered prior to the introduction and delivery of SEL programmes in schools.
Implementer readiness is a key contributor to the successful implementation of
interventions and should therefore be considered by schools when selecting staff to
deliver these types of programmes. Teachers who demonstrate implementer readiness
(e.g., knowledge and skills; acceptance of intervention; experience, positive attitudes;
perceived value; self-efficacy) are more likely to implement a programme with high
quality (Greenberg et al., 2005). Therefore schools intending on introducing SEL
programmes to their settings should spend time considering teachers which possess
these qualities of implementer readiness.
This does not mean that teachers are expected to be experts in the area of SEL but they
should demonstrate an interest in the area, a willingness to develop and expand their
knowledge and skills, confidence in their ability to deliver these strategies and have a
sense of belief that these programmes are needed and can work. Good quality
programme training for teachers is also required for effective implementation. Teachers
should leave this training with more knowledge and understanding for SEL (e.g.,
theory, evidence, programme design etc.), increased skills for effectively delivering the
strategies in the programme and more confidence in their ability to deliver these
strategies in their classrooms and schools successfully.
This study found that out of the four implementation dimensions, Quality of Delivery
was the single most influential dimension on outcomes. Quality of Delivery relates to
‘how well’ the implementer delivers the programme (Durlak and Dupre, 2008;
Dusenbury et al., 2003). Therefore, in order to ensure increased levels of Quality of
Delivery and thus better outcomes, teachers need to be supported before and during
delivery through structured training, comprehensive programme materials and ongoing
implementation support.
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4. Need for strategies to increase organisational support.
While teachers delivering the programme may be the core change agent within the
classroom, they require organisational support to sustain the quality of implementation
of a programme. Planning for a new intervention should involve collaboration with a
range of relevant stakeholders in the school and community to better understand what
is required and what support is needed for a new programme to be successful. In terms
of organisational support, a variety of contextual factors such as school leadership,
management and administration, school climate, school-readiness and staff buy-in have
been shown to influence the quality of programme implementation (Greenberg,
Domitrovich and Bumbarger, 2001; Durlak and DuPre, 2008; Bumbarger et al., 2010).
It is essential that schools considering delivering MindOut or other similar SEL
programmes are supported by school management as this largely influences the
readiness of the school to implement these programmes. Management and
administration have the power to ensure there is adequate time and space within the
curriculum to support the delivery of these programmes through timetabling. School
leaders and management can also support quality implementation by providing access
to more resources, providing opportunities and dedicated time to teachers for
professional development and staff training and raising school-wide awareness of SEL.
Management are also in a position to influence staffing arrangements (e.g., training
multiple teachers on a programme, programme champions etc.) which enables greater
support for teachers’ delivering the programme and addresses the issue of programme
sustainability that may arise due to staff-turnover. Given that school management and
administrators have such a strong influence on implementation, involving them in the
planning of a new programme is likely to increase its quality of implementation
(Barrett, Bradshaw and Lewis-Palmer, 2008).
Though organisational support from the school is vital, it is not enough on its own for
effective implementation. Teachers should not be expected to implement evidencebased programmes without ongoing implementation support, coaching, technical
assistance and monitoring for quality assurance (Mihalic, Fagan, Argamaso, 2008;
Chiodo and Kolpin, 2018). The specific aims of this support and technical assistance is
to maintain teachers’ motivation and commitment, strengthen their skills and help them
in dealing with any issues that arise during implementation (Durlak and Dupre, 2008).
Thus before the delivery of any programme, it is important that programme developers,
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schools and community stakeholders consider what ongoing support and technical
assistance will be readily available to schools to strengthen the implementation quality
of a programme.
5. Need for government and policy support.
There is also a need for government and national policies to support mental health
promotion and SEL in schools and to provide clear guidance and expectations for
schools regarding the implementation of these programmes. Within the context of this
study, there are a number of Irish policy documents which clearly acknowledge the
importance of schools as a setting for promoting mental health and wellbeing. Irish
schools also have the SPHE curriculum which provides a supportive context for the
adoption, delivery and sustainability of these types of programmes. Therefore, in order
for a programme to be successfully implemented, especially long-term, national plans
and policies need to support the effective implementation of school-based mental health
promotion strategies. Additionally, there is a need for governments to provide adequate
funds to support the development of implementation structures including training and
quality assurance systems so that initial programme investments are worthwhile and are
not wasted due to poor quality implementation.
6. Need for SEL strategies to be embedded into whole-school approaches.
The final recommendation for this study relates to the need to embed SEL programmes
and strategies at a whole-school level in order to produce increased and sustained
outcomes. International literature suggests that while classroom-based programmes
can lead to positive outcomes, when delivered on their own, they are not sufficient to
produce sustained long-term outcomes (Jones and Bouffard, 2012; Weare and Nind,
2011; Adi et al., 2007; Wells et al., 2003). The importance of aligning whole-school
approaches with classroom-based strategies is not a novel idea and its importance has
been endorsed in a number of studies (Jones and Bouffard, 2012; Oberle et al., 2016;
Zins et al., 2004). Practitioners and key stakeholders are encouraged to consider
embedding SEL practices into a whole-school approach, with curriculum-based
programmes being a key feature of this strategy. Embedding SEL strategies into the
ethos and environment of the school as well as linking to students’ lives outside of
school (e.g., family and community) provides extended opportunities for students to
practice and develop these skills which will in turn create better outcomes that are
longer lasting (Jones and Bouffard, 2012; Weare and Nind, 2011; Adi et al., 2007;
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Wells et al., 2003; Oberle et al., 2016). This needs to be a key consideration for both
programme developers and practitioners working in relevant fields. Further education
and support is needed to better equip schools with the knowledge and skills they need
to provide SEL at a whole-school level. Support from national governmental bodies to
increase the awareness, attitudes and skills of all staff (e.g., all teachers, administration,
principals, counsellors) towards SEL is also recommended.

6.3 Overall Conclusions
This study sought to examine the implementation of an evidence-based SEL
programme in disadvantaged post-primary schools in Ireland. The findings from this
study demonstrate that MindOut is a promising programme which, when implemented
with high-quality can have a number of positive effects on students’ outcomes. The
results from this study highlight the important role that schools can play in the
promotion of students’ positive mental health and SEL. Particularly, this study
demonstrates that SEL programmes can be successfully implemented with vulnerable
groups, who often have greater needs and present a number of additional
implementation challenges.
Additionally, the findings in this study revealed that programme effects were only
visible when implementation quality was high, demonstrating the power of
implementation and the need to consistently monitor its quality alongside programme
outcomes. This study also identified a number of multi-level contextual factors which
may contribute in influencing implementation quality. In order to increase the
likelihood of best outcomes for participants, strategies need target these contextual
factors in order to support higher quality implementation and in turn, better outcomes.
Though promising short-term findings were detected for participants, there was weaker
evidence for long-term outcomes. It is recommended the curriculum-based
programmes, such as MindOut are used in combination with whole-school strategies
which aim to enhance the ethos and environment of the school. Integrating strategies at
a whole-school level creates increased opportunities for skill reinforcement which is
likely to enhance the development and sustainability positive outcomes.
This study contributes to strengthening the evidence-base and advancing knowledge for
school-based mental health promotion and SEL. The findings from this study provide
a series of important implications in terms of not only whether or not SEL programmes
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work, but also what contributes to their overall effectiveness and what is required in
order for programmes to be successfully replicated and sustained in the future.
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Appendix B1:
Sample Calculation & Stratified
Sampling Calculation
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Sample Calculation
Cluster Size: 20
DATA:
Difference between means
Significance level = 5% Power = 80% Ratio A: B = 1
SD in 7.9 SD in 10

Difference = 3

Cohen’s d = 0.15 ICC = 0.02
Cluster size = 20 Design Effect (DEFF) = 2.0

RESULTS:
REQUIRED SAMPLE: (allowing for loss of 10% of subjects)
Clusters required = 30 (15 clusters in each group) (assuming similar cluster sizes and
similar ICCs)
Subjects required = 600 (ratio 1.4 to 1 in comparison with 434 if cluster samples are
not used).

* Based on Warwick Edinburgh Mental Wellbeing Scale (WEMWBS)3
Stratified Sampling: MindOut Evaluation
Total population:
N= 180 schools
Sample size:
N=34
Stratified Random Sampling:
34/180 = 0.189
Boys Urban
N=12

Girls Urban
N=17

Mixed Urban
N=98

Mixed Rural
N=53

12 x 0.189
= 2.27
=2 boys Urban

17 x 0. 189
= 3.21
=4 girls Urban

98 x 0. 189
= 18.52
=18 mixed Urban

53 x 0. 189
= 10.02
=10 mixed Rural

3

Kuyken, W., Weare, K., Ukoumunne, O., Vicary, R., Motton, N., Burnett, R., Cullen, C.,
Hennelly, S. & Huppert, F. (2013). Effectiveness of the Mindfulness in Schools Programme:
non-randomised controlled feasibility study. The British Journal of Psychiatry, 203: 126-13
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Appendix B2:
Randomisation of Schools
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Report on:

Stratified Random Allocation of DEIS Schools

For:

Katie Dowling

Date of request:

26th Sept 2016

Date requested
by:

ASAP

Date submitted:

26th Sept 2016

Authored by:

Leslie Daly

Our Ref:

To be allocated

Sampling details
Group

Population size

Sample size

Sample/Population
%
23.5%
16.7%
18.9%
18.4%
18.9%

Urban Girls
17
4
Urban Boys
12
2
Rural Mixed
53
10
Urban Mixed
98
18*
All Schools
180
34
* Reduced by 2 schools
Note that you will need to calculate a refusal rate or it’s opposite, a response rate.
Response Rate = No Schools Participating/Total Schools Contacted
Urban Girls
Urban Boys
Rural Mixed
Urban Mixed
0001: Intervention
0001: Intervention
0001: Intervention
0001: Intervention
0002: Control
0002: Control
0002: Intervention
0002: Control
0003: Intervention
0003: Control
0003: Control
0004: Control
0004: Intervention
0004: Control
0005: Intervention
0005: Control
0006: Control
0006: Intervention
0007: Control
0007: Intervention
0008: Control
0008: Intervention
0009: Control
0009: Control
0010: Intervention
0010: Control
0011: Intervention
0012: Intervention
0013: Intervention
0014: Control
0015: Intervention
0016: Control
0017: Intervention
0018: Control
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Appendix B3:
Information Letter for Principals
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Dear Principal,
On behalf of the Health Promotion Research Centre at NUI Galway and the Health Service
Executive (HSE) Health Promotion and Improvement, we would like to invite your school to
partake in a study evaluating the effectiveness of a national mental wellbeing programme for
post-primary school students.
The MindOut Programme was originally developed in 2004 to support the social and
emotional wellbeing of young people aged 15-18 years in senior cycle in post-primary
schools. The programme was further adapted to suit the needs of those in the youth setting
and has been rigorously evaluated in both of these contexts. Findings from these evaluations
revealed that the programme had many positive impacts on the young people who
participated in it including: increased confidence and positive feelings about oneself,
improved coping strategies and increased awareness of support services. These evaluations
also concluded that this programme was well received by teachers and tutors, both of whom
found the programme to be age appropriate and user friendly (Byrne, Barry and Sheridan,
2004; Clarke et al., 2008).
While the original MindOut programme has been successful in providing positive
outcomes in the past, it became clear that programme materials were outdated and
needed to be adapted in order to reflect more accurately the current issues in the lives
of young people today. With this in mind, a research and development team from the
Health Promotion Research Centre (HPRC) at NUI Galway in collaboration with
representatives from the HSE revised and updated the programme to take into account
current issues in the lives of young people and recent policy, practice and research
developments. Given that this programme has just been revised, it is important to
determine the effectiveness of the revised programme before implementing it in schools
across the country.
We are, therefore, contacting you to ask if you would be interested in allowing your school
to participate in this study. The purpose of this evaluation is to determine the impact this
revised 12 session programme has on participants’ social and emotional skills, academic
outcomes (including student academic engagement, grades and attendance) and their mental
health and wellbeing and to explore staff and students’ attitudes and feedback of the
programme.
This study will employ a randomised controlled study design, which will consist of two
specific groups: the control group who will not be receiving the programme and the
intervention group who will receive the twelve-week programme. The study will be
conducted with 600 young people in 30 post-primary schools (15 intervention; 15 control)
cross-nationally in order to determine if the revised programme has increased positive
outcomes for young people who receive the programme in comparison to those who do
not.
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Participation in this study will mean that you are allowing your school to be randomly
selected to be allocated to either the control or intervention group. If your school is
selected for the control group the students will not be receiving the MindOut programme
but will be invited to participate in a questionnaire at the beginning and end of the study.
These questionnaires will be used to assess participants’ social and emotional skills,
school engagement and overall wellbeing. This research will then be used to compare
findings from the intervention group.
If your school is selected for the intervention group, they will be receiving the MindOut
programme over the course of twelve weeks, which will be delivered by their teacher. Students
who receive the programme will be invited to complete a questionnaire at the beginning and
the end of the 12- week programme. These questionnaires will be used to assess participants’
social and emotional skills, school engagement and overall wellbeing. The findings from these
questionnaires will be used to compare to the data collected from the control group.
Participants in the control group will also be invited to take part in an activity based workshop
which will involve group discussion, brainstorming and group work activities. The purpose of
this workshop is to gain feedback from participants on their experience of the programme.
It is anticipated that the outcomes of this study will have many positive impacts. Schools who
receive the MindOut programme will be exposed to lessons and activities which aim to
enhance their ability to deal with challenges and provide them with protective factors for
sustaining good mental health. Those schools selected for the control group who are not
receiving the programme will be offered the programme immediately following the end of the
study.
We would be extremely appreciative if you would consider your school as a participating
body in the evaluation of this cross-national programme. Training for teachers to deliver the
programme will be provided by the HSE and teachers will be supported during the
implementation of the programme by a local HSE Health Promotion Officer.
If you have any questions or queries re this evaluation of the MindOut programme, I would
be more than happy to answer them. You can contact me either by email
katherine.dowling@nuigalway.ie or by phone (+353) 091- 494165
Yours sincerely,
Katherine Dowling

Professor Margaret Barry

Researcher
Health Promotion Research Centre
National University of Ireland, Galway

Principal Investigator
Discipline of Health Promotion,
School of Health Sciences.
National University of Ireland,

Galway
Email: katherine.dowling@nuigalway.ie
Phone: 091 494 165

Email: margaret.barry@nuigalway.ie
Phone: 091 493 348
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Appendix B4:
Research Ethics Approval
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Re Ethics ref: 16-July-01 ‘Evaluating the Effectiveness of the MindOut Programme in PostPrimary Schools in Ireland’

I write to you regarding the above proposal which was submitted for Ethical review. Having
reviewed your response to my letter, I am pleased to inform you that your proposal has
been granted APPROVAL.
All NUI Galway Research Ethic Committee approval is given subject to the Principal
Investigator submitting annual and final statements of compliance. The first statement is
due on or before 25 August 2017. Please see section 7 of the REC’s Standard Operating
Procedures for further details which includes other instances where you are required to
report to the REC. Statement of compliance forms are attached here.
If you require this letter of approval in hard copy, please email ethics@nuigalway.ie,
quoting the reference number of your application.

Yours Sincerely
Allyn Fives
Chair, Research Ethics Committee
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Appendix B5:
Parent Information Sheet and
Consent Form
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Research Study:
Evaluating the Effectiveness of the MindOut Programme in PostPrimary Schools in Ireland
Dear Parent/Guardian,

Part 1: Introduction
Your son/daughter has been invited to participate in a study evaluating the effectiveness of a
mental wellbeing programme (MindOut) on post-primary school students across Ireland. This
research is being conducted by researchers from the Health Promotion Research Centre
(HPRC) at the National University of Ireland Galway and the Health Service Executive. Your
consent is required for your son/daughter’s participation in the study. Before you decide it is
important that you understand why the research is being conducted and what it will involve.
Please take some time to read the following information; contact details have been included if
you have any concerns or questions regarding the study.
Part 2: Purpose of the study
The MindOut Programme is a school-based mental health promotion programme developed
to improve the social and emotional wellbeing of senior level post-primary students. The
programme was originally developed for schools in 2004 and has since been adapted for the
youth settings and has been implemented and evaluated cross-nationally. As the programme
is over ten years old, the programme has been updated based on current issues in the lives of
young people and recent policy, practice and research developments. The purpose of this study
is to determine if the revised MindOut programme has positive benefits in improving social
and emotional, academic and mental wellbeing outcomes for participants.
Part 3: Invitation to take part in the study
Your consent is required in order for your son/daughter to take part in the study. A passive
consent form has been included; please fill this in if you do not wish your son/daughter to take
part. Participation in the study is voluntary and your son/daughter may withdraw their consent
at any time. All information supplied to the researchers will remain confidential and
anonymous; therefore, no student or school names will be used in the research.

Part 4: Taking part-what does it involve?
Your son/daughter’s school will be randomly allocated into either a control group or
intervention group.
If your son/daughter’s school is in the control group, and you consent to your child’s
participation they will not be receiving the MindOut programme and will continue with their
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regular SPHE class curriculum. They will be invited to participate in filling out a questionnaire
at the beginning and end of the study. These questionnaires will be used to assess participants’
social and emotional skills, school engagement and overall wellbeing. This research will then
be used to compare these findings with that from the intervention group.
If your son/daughter’s school is selected for the intervention group, their teacher will be
delivering the MindOut programme over the course of twelve weeks. If you consent to your
child’s participation they will be invited to complete a questionnaire at the beginning and the
end of the 12-week programme. These questionnaires will be used to assess participants’
social and emotional skills, school engagement and overall wellbeing. The findings from these
questionnaires will be used to compare to the data collected from the control group.
Participants in the control group will also be invited to take part in an activity based workshop
which will involve group discussion, brainstorming and group work activities. The purpose of
this workshop is to get a better understanding of participants’ experiences of the programme.
Part 5: What happen if my son/daughter wishes to withdraw from the study?
Your son/daughter will be free to withdraw from the study at any time. The decision to take
part is completely voluntary, but we hope that as many people as possible will agree to help
with this research. If they choose to withdraw from the study their class teacher will be
available to assign your son/daughter alternative school work, if required.
Part 6: What are the possible benefits in taking part?
It is anticipated that those schools in the intervention group who receive the MindOut
programme will gain positive benefits from this study. The lessons and activities in the
MindOut programme are designed to enhance young peoples’ ability to deal with challenges
and learn skills which help in protecting and sustaining good mental health. Therefore, those
students who receive MindOut are likely to show improved social and emotional, academic
and overall mental wellbeing outcomes. While schools in the control group will not receive
the programme during the period of the study, they will be offered the programme immediately
after the study is completed.
The findings from this study will be used to determine implementation of the programme
cross-nationally and could inform the development and implementation of other mental
wellbeing programmes in the future.

Part 7: What are the possible disadvantages in taking part?
While this is a positive mental wellbeing programme, sensitive topics may be brought up
during sessions. In order to accommodate for this, all teachers who are delivering the
programme will undergo a comprehensive training session which will provide them with
strategies in providing support to their students. The programme manual will also include
strategies and a list of resources to which the teacher can refer the students. Additionally,
during the entire study process, schools will be supported by a local HSE, Health Promotion
Officer who is there to provide support to teachers in the implementation of the programme
and ensure that all students’ wellbeing is looked after.
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Part 8: Will the information my son/daughter gives be kept confidential and anonymous?
All of the information your son/daughter provides will be kept completely confidential. When
results are reported, no names will be linked to the findings.

Part 9: Who do I contact for further information?
If you have a question regarding the research process you can contact;
Katherine Dowling

Professor Margaret Barry

Researcher
Health Promotion Research Centre
National University of Ireland, Galway

Principal Investigator
Discipline of Health Promotion,
School of Health Sciences.
National University of Ireland,

Galway
Email: katherine.dowling@nuigalway.ie
Phone: 091 494 165

Email: margaret.barry@nuigalway.ie
Phone: 091 493 348
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Parent/Guardian Passive Consent Form
Research Title:
Evaluating the Effectiveness of the MindOut Programme in PostPrimary Schools in Ireland
The MindOut Programme, which was developed in 2004, to promote and support
social and emotional wellbeing for post-primary school students, has been revised to
better reflect the needs of young people today. The purpose of this research is to
evaluate the impact the MindOut programme has on young people’s social and
emotional, academic and overall mental wellbeing outcomes.
I understand that;
 Participation in the study is voluntary
 All information collected will remain anonymous and confidential
 No identifying information will be sought
 If you consent to your son/daughter participating in the study no action is
required on your part.
 If you do not consent to your son/daughter participating in the study please
sign the form below and return to your son/daughter’s school by Wednesday
12th October 2016.

-----------------------------------------------------------------------------------------------------Only to be completed if you do NOT wish your son/daughter to participate in
the study:
I do not consent to my son/daughter participating in the study.
Student name:

______________________________________

Parent/Guardian name:

______________________________________

Date:

______________________________________
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Teacher Information Sheet and
Consent Form
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Research Study:
Evaluating the Effectiveness of the MindOut Programme in PostPrimary Schools in Ireland
Part 1: Introduction
You have been invited to participate in a study evaluating the effectiveness of a mental
wellbeing programme (MindOut) on post-primary school students across Ireland. This
research is being conducted by researchers from the Health Promotion Research Centre
(HPRC) at the National University of Ireland Galway and the Health Service Executive. Your
consent is required for your participation in the study. Before you decide it is important that
you understand why the research is being conducted and what it will involve. Please take some
time to read the following information; contact details have been included if you have any
concerns or questions regarding the study.
Part 2: Purpose of the study
The MindOut Programme is a school-based mental health promotion programme created to
improve the social and emotional wellbeing of senior level post-primary students. The
programme was originally developed for schools in 2004 and has been delivered in schools
and youth settings for over ten years. As the programme is over ten years old, the programme
has been updated to better reflect the current issues in the lives of young people today. The
purpose of this study is to determine if the MindOut programme is effective in improving
social and emotional, academic and mental wellbeing outcomes for its young participants.
Part 3: Invitation to take part in the study
Your consent is required to take part in the study. Participation in the study is voluntary and
you may withdraw your consent at any time. All information supplied to the researchers will
remain confidential and anonymous, therefore the names of students, teachers or the school
will not be used in the research.
Part 4: Taking part-what does it involve?
Your school will be randomly selected into either a control group or intervention group.
If your school is in the control group, you will not be delivering the MindOut programme and
will continue with their regular SPHE class curriculum. You will be invited to participate in
filling out a questionnaire at the beginning and end of the study. These questionnaires will be
used to look at your students’ social and emotional skills, academic achievement and overall
wellbeing. These findings will then be used to compare to the findings from the intervention
group.
If your school is selected for the intervention group, you will be trained to deliver the MindOut
programme to your class over the course of twelve weeks. You will be invited to complete a
questionnaire at the beginning and the end of the 12-week programme. These questionnaires
will be used to look at your students’ social and emotional skills, academic achievement and
overall wellbeing. The findings from these questionnaires will be used to compare to the
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findings from the control group. You will also be asked to take part in weekly feedback forms
as well as an interview at the end of the programme which will both involve questions about
your experience of delivering the programme and discussing implementation factors. Finally,
for a select number of schools delivering the MindOut programme a researcher will be visiting
the classroom to observe the programme in action and determine if the programme is being
implemented as intended.
Part 5: What happens if I want to withdraw from the study?
You will be free to withdraw from the study at any time. The decision to take part is completely
voluntary, but we hope that as many people as possible will agree to help with this research.
Part 6: What are the possible benefits in taking part?
It is expected that those schools in the intervention group who receive the MindOut
programme will gain positive benefits from this study. The lessons and activities in the
MindOut programme are designed to enhance young peoples’ ability to deal with challenges
and learn skills which help in protecting and sustaining good mental health. Therefore, those
students who receive MindOut are likely to show improved social and emotional, academic
and overall mental wellbeing outcomes. While schools in the control group will not receive
the programme during the period of the study, they will be offered the programme immediately
after the study is completed.
The findings from this study will be used to determine the effectiveness of the programme and
will suggest how the programme should be carried out in schools across Ireland.
Part 7: What are the possible disadvantages in taking part?
While this is a positive mental wellbeing programme, sensitive topics may be brought up
during sessions. It is possible that you may feel uncomfortable discussing these sensitive
topics if they are brought up. To accommodate for this, all teachers who are delivering the
programme will be trained on how to deal with these situations and will have supporting
materials provided to them. Additional support will be provided to you by an allocated HSE
Health Promotion Officer (HPO) and staff from the National Educational Psychological
Service (NEPS).
Part 8: Will the information kept private and confidential?
All of the information you provide will be kept completely confidential. When results are
reported, no names will be used.

Part 9: Who do I contact for further information?
If you have a question regarding the research process you can contact:
Katherine Dowling

Professor Margaret Barry

Researcher
Health Promotion Research Centre
National University of Ireland, Galway
Email: katherine.dowling@nuigalway.ie
Phone: 091 494 165

Principal Investigator
Discipline of Health Promotion,
National University of Ireland, Galway
Email: margaret.barry@nuigalway.ie
Phone: 091 493 348
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School Number:
Participant Identification Number:
(For researcher use only)

Consent Form
Evaluating the Effectiveness of the MindOut Programme in PostPrimary Schools in Ireland
The MindOut Programme, was first developed in 2004, to promote and support the
social and emotional wellbeing for post-primary school students. It has recently been
reviewed and updated to better reflect the lives of young people today. This research
aims to examine the impact the MindOut programme has on young individuals’ life
skills, academic outcomes and their overall mental wellbeing.
I confirm that;
1. I have read the information provided for the above study and have had the
opportunity to ask questions.
2. I understand the information provided and have had enough time to consider
it.
3. I am aware that the workshop will be recorded, via audio-tape, and that this
audio recording will be maintained securely throughout the research and
destroyed on its completion.
4. I understand that all of the information provided during the study will remain
strictly confidential and anonymous.
5. I understand that my participation in the study is voluntary and that I am free
to withdraw at any time.

Name of Participant:

Signature of Participant:

Date:

______________________

______________________

________

Name of Researcher:

Signature of Researcher:

Date:

______________________

______________________

________
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Appendix B7
Student Information Sheet and
Consent Form
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Research Study:
Evaluating the Effectiveness of the MindOut Programme in PostPrimary Schools in Ireland
Part 1: Introduction
You have been invited to participate in a study evaluating the effectiveness of a mental
wellbeing programme (MindOut) on post-primary school students across Ireland. This
research is being conducted by researchers from the Health Promotion Research Centre
(HPRC) at the National University of Ireland Galway and the Health Service Executive. Your
consent is required for your participation in the study. Before you decide, it is important that
you understand why the research is being conducted and what it will involve. Please take some
time to read the following information; contact details have been included if you have any
concerns or questions regarding the study.
Part 2: Purpose of the study
The MindOut Programme is a school-based mental health promotion programme created to
improve the social and emotional wellbeing of senior level post-primary students. The
programme was originally developed for schools in 2004 and has been delivered in schools
and youth settings for over ten years. As the programme is over ten years old, the programme
has been updated, based on input from young people, to better reflect the current issues in the
lives of young people today. The purpose of this study is to see if the revised MindOut
programme has positive benefits in improving social and emotional, academic and mental
wellbeing outcomes for participants.
Part 3: Invitation to take part in the study
Your consent is required to take part in the study. Participation in the study is voluntary and
you may withdraw their consent at any time. All information supplied to the researchers will
remain confidential and anonymous, therefore, your name or the name of your school will not
be used.
In order to take part in this study parental/guardian consent is also required. An information
letter and consent form for your parent/guardian has also been provided which should be
shared with them so that they are aware of the study taking place.
Part 4: Taking part-what does it involve?
Your school will be randomly selected into either a control group or intervention group.
If your school is in the control group, you will not be receiving the MindOut programme and
will continue with their regular SPHE class curriculum. You will be invited to participate in
filling out a questionnaire at the beginning and end of the study. These questionnaires will be
used to look at students’ social and emotional skills, academic achievement and overall
wellbeing. These findings will then be used to compare to the findings from the intervention
group.
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If your school is selected for the intervention group, your teacher will be delivering the
MindOut programme to your class over the course of twelve weeks. You will be invited to
complete a questionnaire at the beginning and the end of the 12-week programme. These
questionnaires will be used to look at students’ social and emotional skills, academic
achievement and overall wellbeing. The findings from these questionnaires will be used to
compare to the findings from the control group. You will also be invited to take part in an
activity based workshop which will involve group discussions, brainstorming and group work
activities. The purpose of this workshop is to get a better understanding of your experiences
from the programme.
Part 5: What happens if I want to withdraw from the study?
You will be free to withdraw from the study at any time. The decision to take part is completely
voluntary, but we hope that as many people as possible will agree to help with this research.
If you choose to withdraw from the study your class teacher will be available to assign you
other school work, if needed.
Part 6: What are the possible benefits in taking part?
It is expected that those schools in the intervention group who receive the MindOut
programme will gain positive benefits from this study. The lessons and activities in the
MindOut programme are designed to enhance young peoples’ ability to deal with challenges
and learn skills which help in protecting and sustaining good mental health. Therefore, those
students who receive MindOut are likely to show improved social and emotional, academic
and overall mental wellbeing outcomes. While schools in the control group will not receive
the programme during the period of the study, they will be offered the programme immediately
after the study is completed.
The findings from this study will be used to determine the effectiveness of the programme and
will suggest how the programme should be carried out in schools across Ireland.
Part 7: What are the possible disadvantages in taking part?
While this is a positive mental wellbeing programme, it is possible that sensitive topics may
be brought up during sessions. All teachers who are delivering the programme will be trained
on how to deal with these situations. Additional support will be provided to the school and
students if it is needed. Participants should know that they do not have to participate in any
discussion if they do not want to or if they feel uncomfortable.
Part 8: Will the information kept private and confidential?
All of the information you provide will be kept completely private. When results are reported,
no names will be used.
Part 9: Who do I contact for further information?
If you have a question regarding the research process you can contact;
Katherine Dowling

Professor Margaret Barry

Health Promotion Research Centre
National University of Ireland, Galway
Email: katherine.dowling@nuigalway.ie
Phone: 091 494 165

Discipline of Health Promotion,
National University of Ireland, Galway
Email: margaret.barry@nuigalway.ie
Phone: 091 493 348
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School Number:
Participant Identification Number:
(For researcher use only)

Consent Form
Evaluating the Effectiveness of the MindOut Programme in PostPrimary Schools in Ireland
The MindOut Programme, was first developed in 2004, to promote and support the
social and emotional wellbeing for post-primary school students. It has recently been
reviewed and updated to better reflect the lives of young people today. This research
aims to examine the impact the MindOut programme has on individuals’ life skills,
academic outcomes and their overall mental wellbeing.
I confirm that;
1. I have read the information sheet provided for the above study and have had
the opportunity to ask questions.
2. I understand the information provided and have had enough time to consider
it.
3. I am aware that any workshops will be recorded, via audio-tape, and that these
audio recordings will be kept securely throughout the study and destroyed
when it is completed.
4. I understand that all of the information provided during the study will remain
strictly confidential and anonymous.
5. I understand that my participation in the study is voluntary and that I am free
to withdraw at any time.

Name of Participant:

Signature of Participant:

Date:

______________________

______________________

_______

Name of Researcher:

Signature of Researcher:

Date:

______________________

______________________

________
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APPENDIX C:
MEASURES
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Appendix C1:
Student Outcome Questionnaire
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Appendix C2:
Teacher Weekly Reports
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Teacher Weekly Report – Session 1 Example
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Appendix C3:
Student Review Questionnaire
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Student Review Questionnaire
1. Did you complete this questionnaire already the last
time the researcher visited your school?
Yes
No
2. Please tick all of the sessions that you remember
being in class for:
Session 1: Minding Your Mental Wellbeing
Session 2: Dealing with your Emotions
Session 3: Thoughts, Feelings, Actions
Session 4: Coping with Challenges
Session 5: Support from Others
Session 6: Walking in Someone Else’s Shoes
Session 7: Communicating and Managing
Conflict
Session 8: Managing Online Behaviours
Session 9: Help-seeking
Session 10: Problem-solving and Decisionmaking
Session 11: Happiness and Wellbeing
Session 12: Review
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3. How would you rate your overall experience of the MindOut
Programme? (Check one)
Very
Poor

Poor

O.K.

Good

Very
Good

4. The sessions in the programme were relevant for me. (Check
one)
Strongly
Disagree

Disagree

Average

Agree

Strongly
Agree

5. The sessions in the programme were useful for helping to
deal with situations. (Check one)
Strongly
Disagree

Disagree

Average

Agree

Strongly
Agree

6. The content of the programme sessions was easy to
understand. (Check one)
Strongly
Disagree

Disagree

Average

Agree

Strongly
Agree

7. The sessions in the programme were interesting. (Check
one)
Strongly
Disagree

Disagree

Average
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8. Have you been able to apply anything you have learned in
the MindOut programme to your own daily life? (If yes,
please give at least one example below)
Yes
No
Please give an example:
______________________________________________
______________________________________________

9.During the course of the MindOut programme you were

taught a number of skills. Below are a number of questions
about these skills. Please rate from ‘Never’ to ‘Several
times a Week’ how often you practice the skills which you
learned in each session.

Please rate how often you
practice each of the following
skills from MindOut:

Never

Notice and appreciate yourself and
your strengths.
‘Take five’ (breathing exercises,
mindfulness etc.) when you were
experiencing strong emotions.
Challenge unhelpful thoughts when
you were experiencing negative
thoughts.
Use different helpful coping strategies
when you were dealing with stressful
situations.
Identify helpful sources of support in
your life (e.g., One Good Adult).
Put yourself in someone else’s shoes
and tried to imagine how others might
be feeling or thinking in a situation.
Communicated assertively with others
during difficult situations.
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or
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times

About
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a
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Several
times a
week
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Never

Once

Two
or
three
times

About
once
a
week

Several
times a
week

Considered the consequences of your
actions before
posting/commenting/sending
messages online.
Increased your awareness of the
different local and online support
services.
Used the five-step problem solving
approach (e.g. 1. State the problem,
2. Think of your options etc.) when
dealing with difficult situations.
Practiced appreciating others around
you (e.g., using the ‘three good
things’ exercise).

10.Please rate how often your teacher did the following during
the delivery of MindOut.
Never

Rarely

Sometimes

Often

Always

Was confident in their own
knowledge and skills around
each session.
Was enthusiastic
(passionate) when delivering
the sessions.
Made critical or negative
remarks about the students
during the sessions.
Showed appreciation when
students shared comments
and participated.
Kept students engaged and
interested in the session.
Seemed well-prepared and
organised for the sessions.

11.Please rate from 1 (poor) to 10 (excellent) how well your
teacher delivered the MindOut programme? (Circle One)
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1

2

3

4

5

6

7

8

9

Poor

10
Excellent

12.Would you recommend the MindOut programme to students
in future years?
Yes
No

13.What was your favourite part of the MindOut programme?
(May be specific or more general)
______________________________________________
______________________________________________

14.What was your least favourite part of the MindOut

programme? (May be specific or more general)
______________________________________________
______________________________________________

15.How would you rate the MindOut programme overall? (Circle
one)
1

2

3

4

5

6

Poor

7

8

9

10
Excellent

Please explain your answer
______________________________________________
______________________________________________

16.Do you have any additional comments or suggestions for

improving the MindOut Programme? (E.g. content, activities,
videos, timing etc.)
______________________________________________

_______________________________________
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Classroom Observation – Session 6 Example
1.

To what extent were the following events or processes done
successfully?

Yes
a) Teacher recapped the previous
session and asked students to share
their thoughts on last week.
b) Teacher gave an overview of the
session.
c) Teacher used the PowerPoint
slides.
d) Teacher explained Activity 1:
Stand Up Sit Down
e) Teacher read out statements and
asked students to stand up or stay
seated.
f) Teacher chose one of these
statements and asked students to
explain why they agreed/disagreed
with it.
g) Teacher recapped activity by saying
that we are not the same as each
other and we must be aware and
respect the way others feel and
think.
h) Teacher introduced Activity 2:
Below the Water by displaying the
picture of the iceberg.
i) Teacher asked students to
brainstorm which parts of
themselves are above and below
the water.
j) Teacher asked students follow up
questions.
k)

Teacher introduced Activity 3: In
Someone Else’s Shoes

l)

Teacher divided students into
small groups (no more than 8
groups) and gave each group a
scenario and worksheet.
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m) Teacher discussed the main
questions students must answer on
their worksheets.
n) Teacher invited the students to
present their answered to the class
o) Teacher selected a few of the
identified emotions and asked
students to reflect on a time they
experienced that emotion.
p) Teacher asked students to think
about a time they felt left out and
asked them to share the type of
support they would like to receive
from others.
q) Teacher recapped this activity by
noting the importance of being
aware of the feelings of others and
putting themselves in someone
else’s shoes.
r) Teacher delivered the additional
activity
s) Teacher discussed the ‘practice at
home’ activity

2. How would you describe the timing of the session?
The session was too long and the teacher couldn’t complete all of the
activities.
The session was just the right length
The session was too short and the teacher had spare time at the end.

3. Did the teacher use additional materials that were not part of the
session?
Yes
No
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4. How would you rate the teacher- student interaction during the session?
(Circle one)
1

2

3

4

5

6

7

8

9

10

Poor

Excellent

5. The teacher ensured that ALL students were given the opportunity to
participate during the session.
Yes
No
6. Were there are any incidents or disruptive behaviours that affected the
flow of the lesson?
Yes

No

No disruptive
behaviour
observed.

7. Were students from other cultures actively involved in the session?
Yes

No

No children from
other cultures
present.

To what extent did the teacher…(Circle answers)
8. Depend on the teacher’s manual for instructions?
Never any
extent

A little
extent

Some
extent

A great
extent

A very
great extent

9. Display confidence in their own knowledge and skills around this
session?
Never any
extent

A little
extent

Some
extent
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A great
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A very
great extent
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10. Use all of the recommended teaching strategies for this session in order
to maintain the students’ attention? (e.g., activity/game, brainstorm,
discussion, reflection, group work, presentation)
Never any
extent

A little
extent

Some
extent

A great
extent

A very
great extent

11. Use the materials for the lesson appropriately?
Never any
extent

A little
extent

Some
extent

A great
extent

A very
great extent

12. Adapt anything within the session to suit the class?
Never any
extent

A little
extent

Some
extent

A great
extent

A very
great extent

A great
extent

A very
great extent

13. Display enthusiasm for the session?
Never any
extent

A little
extent

Some
extent

14. Make critical or negative remarks about the students?
Never any
extent

A little
extent

Some
extent

A great
extent

A very
great extent

15. Seem to genuinely appreciate students’ comments and ideas?
Never any
extent

A little
extent

Some
extent
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A very
great extent
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16. Maintain the students’ attention throughout the session?
Never any
extent

A little
extent

Some
extent

A great
extent

A very
great extent

17. Verbally praise the students’ participation throughout the session?
Never any
extent

A little
extent

Some
extent

A great
extent

A very
great extent

To what extent did the students…(Circle answers)
18. Display enthusiasm for the session?
Never any
extent

A little
extent

Some
extent

A great
extent

A very
great extent

19. Appear comfortable with the content of the session?
Never any
extent

A little
extent

Some
extent

A great
extent

A very
great extent

Some
extent

A great
extent

A very
great extent

20. Listen to each other?
Never any
extent

A little
extent

21. Lose attention/ become distracted when they were not actively
involved in the activities?
Never any
extent

A little
extent

Some
extent

A great
extent

A very
great extent

A great
extent

A very
great extent

A great
extent

A very
great extent

22. Interact with each other during the activities?
Never any
extent

A little
extent

Some
extent

23. Speak about their feelings during the lesson?
Never any
extent

A little
extent

Some
extent
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24. Come up with their own idea/solutions rather than relying on the
teacher?
Never any
extent

A little
extent

Some
extent

A great
extent

A very
great extent

25. What percentage of the session would you say the teacher completed
during the lesson?
0%

20%

40%

60%

80%

100%

26. In terms of how well it was implemented, how would you rate this
session overall? (Circle one)
1

2

3

4

5

6

Poor

7

8

9

10
Excellent

27. Please describe any additional factors, which you felt influenced the
quality of the session.
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Teacher Interview Questions
Opening questions


What's your impression of the MindOut programme?



What worked well? What didn’t work well?



What were students’ responses to the overall programme?



Do you think the programme was successful in promoting social and
emotional wellbeing?

Implementation factors for programme effectiveness


Were all of the resources made easily available to you? (e.g. Power points,
videos, hand outs etc.)



Do you have any suggestions in terms of what would support you in teaching
the programme? (e.g. more teacher training provided, teaching materials,
student resources)



Was timing an issue for you during any of the sessions?
o Do you have any suggestions for improving the timing of the
sessions?



Overall did you make any changes during the delivery of the programme?
(E.g. additions to the programme, aspects left out)



How do you think the MindOut programme would best be taught?
o Most suitable age group?
o What time of year (which semester)?
o Regularity/intensity of sessions e.g. once per week?
Specific aspects of the programme:
 Do you have any specific feedback on any particular session from the
programme?


How did the students respond to the practice-at-home activities?
o Do you have any suggestions for improving these?



What was your impression of the whole-school resources?
o Do you think these can be improved in any way?

Final questions
 Do you have any additional final feedback on the programme?


Do you have any questions for me regarding the programme?
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1. Introduction – 3 minutes

Teacher: introduces the workshop facilitator
Facilitators: explain “why we are here”
 We are from NUI Galway. I have come here today because we need your help
in evaluating the MindOut programme.
 Firstly, we would like to thank you for all your hard work in filling out the
questionnaires as the first part of the evaluation of this programme.
 Today we will be running a workshop and we want to hear about your
experiences of the MindOut programme.
 Your involvement, and opinions, will help us improve the MindOut
Programme; before it is delivered in all schools across the country.
 The workshop will be approximately 35 minutes long; you will be asked to
participate in large discussion groups as well as individual activities and group
activities.
 We will be using a recorder so that we do not miss important points that you
may share with us today. This recording will be kept safely stored away and
only the immediate research team will be allowed to listen to these tapes. We
would like to confirm that you are all ok with this.
 Remember this is not a test or an exam, we wish to hear your own opinions.
 Please don’t write your names on the papers provide; all information supplied
will remain anonymous and confidential.
 Any questions?
Is everyone clear that we are talking specifically about the MindOut Programme?
Within this workshop, we are interested your opinions and experiences on the different
elements of the MindOut Programme.
If not, ask the teacher to clarify.

2. Energiser – 5 minutes

 We will begin the workshop with a short game of Would you rather?
Instructions:
 Can you all stand up in a single line? [Or two lines, depending on class size
and room layout]. We will read out various questions. Think about the answer
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for a few seconds; if you choose the first answer can you step forward and if
you choose the second question take a step back.
 For example, would you rather go way back in time and meet you’re ancestors
[stand up] or go into the future and meet your great-great grandchildren [or sit
down]?

3. Session Review – 10 minutes

1. Minding your Mental Wellbeing
2. Dealing with your Emotions
3. Thoughts, Feelings, Actions
4. Coping with Challenges
5. Support from Others
6. Standing in Someone Else’s Shoes
7. Communicating and Managing Conflict
8. Managing Online Behaviours
9. Help-Seeking
10. Problem-solving & Decision-making
11. Happiness & Wellbeing
12. Review

Assign each student a number between 1 and 6 (depending on class size).
 Now that you are warmed up, can you get into your groups? With all of the
ones at one table, all of the twos at a different table and so on.
 You are going to discuss some questions about the MindOut Programme in
your groups. You must nominate a group Journalist to write down the answers
and a group Reporter to feedback the answers to the class.
 You will have 2 minutes to write down the answer to each question. I want to
remind you that this is not a test or exam.
 Please do not write your names on these sheets.
 I will collect the answer sheets at the end.
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Group Questions
Q1. Which parts of the programme do you think worked best? Why?
Q2. Which parts of the programme do you think worked least well? Why?
Q3. Is the content of the MindOut Programme appropriate for your age group?
Why/Why
not?
Q4.

What recommendations would you suggest to improve the MindOut
programme? [I.e. Content, language, timing, activities etc.]

Ask the groups to share their answers with the rest of the class. Once this is finished,
hand each participant five red voting dots. Ask each person to go up to the chart at
the front of the room and vote on how much they agree/disagree with the statements
in each category.

The
content/topics
were relevant
for people my
age.

The
activities
were fun
and
engaging.

The
language
was
suitable
for people
my age.

I learned
new skills
in the
programme
which I
now use.

I would
recommend
this
programme
to a friend.






4. Peer Interview Questions – 5 minutes
1. Do you think you have gained anything from the MindOut programme?
a. Was it useful?
b. Did you learn anything useful?

2. Have you spoken to other people outside the classroom about this
programme, like your friends or family?
a. If yes, who did you talk to?
b. What parts of the programme did you talk about?
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3. Do you think that this programme will make a difference in your life outside
the classroom?
4. Has your relationship with your teacher changed since doing this
programme?
5. Would you recommend this programme to someone else your age?
6. What is the biggest thing/skill you have taken away from the programme?

5. Postcard – 5 minutes
1. Hand out a post card to each individual in the room. Explain to the
participants that they should use these post-cards to write down any questions
or ideas they perhaps did not feel comfortable discussing in today’s
workshop. No names should be written on these postcards and these
comments will not be read out loud. If participants do not have something to
ask/comment on, they should write down one thing that they do to look after
their mental wellbeing.
2. Once students have completed this activity ask them to drop their answers
into the ‘comment box’

6. Conclusion
 That completes our workshop so we’d like to say a big Thank you to all of you
for helping us in our research; you’ve been a great group.
 The information supplied today will be useful in improving the MindOut
Programme. Are there any questions before we finish up the workshop?
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RESULTS
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Appendix D1
Baseline Differences between
Control and Intervention Groups
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Table 1: Baseline Differences between Control and Intervention Groups
Scale Name

Scales/Subscales

Group

Mean, SD

Statistic

df

P

RSES

Self-esteem

Control
Intervention

27.20 (5.4)
28.72 (5.2)

t= -3.699

673

< .001*

Control

67.83 (10.1)

Intervention

69.1 (9.9)

t= -1.657

673

.098

Control

26.20(4.6)

Intervention

26.27(4.9)

t= -.088

673

.930

Control

24.68 (5.4)

Intervention

25.62 (4.9)

t= -2.359

673

.019*

Control

27.88 (5.8)

Intervention

28.07 (5.8)

t= -.924

673

.667

Control

18.30 (6.2)

Intervention

16.64 (5.9)

t= 3.554

671

< .001*

Control

16.06(5.3)

Intervention

16.02 (5.2)

t= .098

671

.922

Control

13.40 (5.7)

Intervention

12.32 (5.2)

t= 2.579

671

.010*

Control

29.96 (6.0)

Intervention

27.11 (6.1)

t= -.171

672

.864

Emotional Intelligence (Total Score)

Subscale: Attention to Feelings
TMMS
Subscale: Emotional Clarity

Subscale: Emotional Repair

Subscale: Avoidance
CSI
Subscale: Problem Solving

Subscale: Social Support

SEC-Q:

Self-efficacy
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Control

4.33 (1.3)

Intervention

4.37 (1.2)

Control

3.99 (1.3)

Intervention

3.91(1.3)

Control

3.36 (.83)

Intervention

3.32 (.83)

Control

3.14 (.79)

Intervention

3.10 (.79)

Control

2.78 (.65)

Intervention

2.75 (.67)

Control
Control

3.72 (.69)
3.72 (.69)

Control

15.79 (9.8)

Anxiety

Intervention
Control
Intervention

13.57 (9.3)
13.76 (10.3)
11.79 (9.6)

Depression

Control
Intervention
Control

Subscale: Reappraisal
ERQ
Subscale: Suppression

AICQ

Subscale: Asserting Influence

AICQ

Subscale: Conflict Resolution

Decision
Making

Decision Making

ATS

Attitudes towards School

DASS-21

Stress

WEMWBS
Wellbeing

Intervention

RSES= Rosenberg Self-esteem scale
TMMS = Trait meta-mood Scale
SEC-Q = Self-Efficacy Questionnaire for Children
ERQ=Emotional Regulation Questionnaire
DM= Decision Making Scale
ATS: Attitudes towards School
WEMWBS: Warwick Edinburgh Mental Wellbeing Scale

297

t= -.335

667

.738

t= .952

672

.421

t= .713

672

.476

t= .643

672

.521

t= .586

672

.558

t= -1.698

672

.090

t= 3.021

672

.003*

t= 2.572

672

.010*

13.70 (10.9)
10.8 (10.0)

t= 3.615

671

< .001*

45.60 (12.3)
49.27 (12.0)

t= - 2.665

661

.008*

CSI = Coping Strategy Indicator
AICQ= Adolescent Interpersonal Competence Questionnaire
DASS-21: Depression, Anxiety and Stress Scale
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Appendix D2
Gender Baseline Differences
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Table 2: Results of t-test for gender differences at baseline
Male

a

Female

t-test

M

SD

n

M

SD

n

95% CI for Mean Diff

Mean diff

df

Self-esteem

29.50

4.98

338

26.38

5.30

337

2.4, 3.9

3.12*

673

Emotional Intelligence

69.58

9.77

338

67.32

10.15

337

.75, 3.8

2.26*

673

Attention to Feelings

25.79

4.84

338

26.72

4.58

337

-1.6, -.22

-0.93*

673

Emotional Clarity

338

26.50

338

23.79

5.12

337

1.9, 3.4

2.70*

673

Emotional Repair

338

28.26

338

27.69

5.87

337

-.30, 1.4

0.57*

671

Avoidance Coping

16.39

5.57

336

18.59

6.43

337

-3.1, -1.3

-2.2*

671

Problem-solving Coping

16.52

5.27

336

15.57

5.20

337

.16, 1.7

0.95*

672

Social support Coping

11.48

4.93

336

14.26

5.68

337

-3.6, -2.0

-2.8*

671

Reappraisal

4.38

1.21

337

4.32

1.29

337

-.14, .24

0.05*

672

Suppression of Emotions

4.03

1.30

337

3.87

1.35

337

-.04, .36

0.16*

672

Asserting Influence

3.43

.73

337

3.25

.91

337

.06, .31

1.81*

672

Conflict resolution

3.17

.78

337

3.08

.79

337

-.03, .21

0.09*

672

Decision-making

2.74

.65

337

2.79

.67

337

-.15, .05

-0.05

672

Attitudes towards School

3.66

.67

337

3.87

.66

337

-.32, -.12

-0.22*

672

Stress

12.47

9.05

337

16.93

9.59

337

-5.9, -3.0

-4.46*

672

Anxiety

10.90

8.63

337

14.69

10.85

337

-5.3, -2.3

-3.79*

672

Depression

10.80

9.84

337

13.77

11.09

337

-4.6, -1.4

-2.97*

672

Wellbeing

49.12

10.78

333

44.42

11.80

337

3.0, 6.4

4.70*

668

SD = standard deviation; M=Mean; b * p < .05; ** p < .01 *** p < .001
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Appendix D3
Similarities and Differences
between Implementation Groups
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Table 3: Similarities and differences between high- and low-implementing groups (Teacher and Student data).
Themes

Informant

High-implementation group (n=8)

Both Groups


Felt the program was relevant for
students.
 Commented on the program’s
user-friendliness and easy
accessibility to resources.
 Praised the variety of teaching
strategies, particularly the
interactive elements.



Thought that some sessions in the
program were too long or felt rushed.
Though the programme was relevant.

Teacher
1.

Programme
Factors

Student


Teacher

2.



More positive comments when discussing
group dynamic
More likely to discuss students’
engagement and response to the program in
a positive light.


Student


Reported more benefits from the program
in terms of helpfulness.
Provided specific examples of how the
program impacted on their learning and
skill development.
More likely to report enjoyment of the
program and discuss positive experiences.
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Reported that they experienced
disruptions during the sessions and/or
peer disengagement.



More issues with the group dynamic
(high-need, difficult, low emotional
literacy, low resilience etc.)
More negative comments in terms of
student engagement and response to
program.



Participant
Factors


Low-implementation group (n= 8)




Found some parts of the program
boring.
Found the program interesting.




More likely to report negative
experiences with the program.
Less likely to report the program
benefitting them and did not
provide examples of skill
development.
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More likely to demonstrate positive
attitudes towards program.

Teacher
3.



Teacher
Factors

Felt that comfort, interest and teaching
background were important for
implementation
Agreed the training was good.


Commented on their teachers’ poor
delivery of the program.

Identified ‘timing’ as a major issue in
implementing the program.
Felt delivering the program early in
the year would make implementation
easier.
Thought that some sessions in the
program were too long or felt rushed.



Discussed issues delivering the program
to TY students.
Faced issues with accessing technology.



Reported that they experienced
disruptions during the sessions and/or
peer disengagement.





Would have liked more support at the
management level.
Felt they could be supported by having
an external person visiting the school to
deliver the sessions.

Student



Teacher
4.

School
Contextual
Factors


Student


5.

Organisational
Capacity
Factors

Teacher

Expressed a desire to receive external
support in terms of updates from Health
Promotion Officers and support groups for
teachers implementing.
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Felt other staff didn’t value the
program and that they would like
more support from their
colleagues.
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Appendix D4
Mean Outcome Scores for All
Groups at each Time-point
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Table 4 Mean outcome scores for high-implementation, low-implementation, and control groups at pre-, post-, and 12-month followup.

RSES

Self-esteem
Total Emotional Intelligence

TMMS

Subscale: Attention to Feelings
Subscale: Emotional Clarity
Subscale: Emotional Repair
Subscale: Avoidance

CSI
Subscale: Problem-Solving
Subscale: Social Support
SEC-Q

Social Self-efficacy

High-Implementation
M (SD)
FollowPrePostup n =
n = 169 n = 125
116
28.60
29.19
27.56
(5.2)
(5.3)
(5.5)
69.15
81.78
77.88
(10.0)
(11.7)
(10.8)
26.4
26.9
26.0
(4.8)
(5.0)
(5.0)
25.7
26.1
24.6
(4.7)
(5.9)
(5.1)
28.0
29.1
27.0
(6.0)
(5.1)
(5.1)
16.7
15.8
16.6
(6.0)
(4.9)
(5.5)
16.2
16.5
15.4
(5.2)
(5.1)
(4.7)
12.05
13.7
13.4
(5.0)
(5.2)
(4.4)
26.8
(6.2)

27.5
(6.6)

6.2
(6.0)
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Low-Implementation
M (SD)
PrePostFollown=
n=
up n = 77
149
106
29.24
29.25
28.62
(5.0)
(5.2)
(5.0)
69.41
81.96
79.93
(9.6)
(10.5)
(9.4)
26.2
26.7
26.0
(4.8)
(3.9)
(4.1)
25.9
26.7
25.9
(4.9)
(5.0)
(4.4)
28.2
28.6
28.3
(5.6)
(5.2)
(5.2)
16.5
16.6
17.0
(5.8)
(5.5)
(6.1)
16.1
15.7
15.7
(5.0)
(5.0)
(4.7)
12.6
12.7
13.3
(5.5)
(5.4)
(4.5)
27.7
(6.1)

27.4
(6.1)

27.2
(6.2)

Pre
n= 345
27.20
(5.5)
67.83
(10.1)
26.2
(4.6)
24.7
(5.4)
27.9
(5.7)
18.3
(6.2)
16.1
(5.3)
13.4
(5.7)
27.0
(6.0)

Control
M (SD)
Post
Follown=
up
251
n = 220
27.49
26.96
(5.4)
(5.2)
79.27
79.04
(11.6)
(10.2)
25.9
26.4
(4.8)
(4.9)
25.2
25.1
(5.5)
(5.1)
28.2
27.7
(5.7)
(5.0)
18.4
19.2
(5.7)
(5.7)
16.0
15.7
(5.0)
(5.1)
13.1
13.4
(5.2)
(5.2)
27.0
27.0
(6.3)
(6.3)
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ERQ

Subscale: Reappraisal
Subscale: Expressive Suppression

AICQ

Subscale: Asserting Influence
Subscale: Conflict Resolution

DMS
DASS-21

Decision-Making
Stress
Anxiety
Depression

WEMWBS
ATS

Wellbeing
Attitudes toward School

26.4
(7.4)
15.5
(5.3)
22.8
(5.9)
21.4
(5.7)
13.9
(3.6)
13.7
(8.8)
12.04
(9.1)
10.4
(9.6)
48.2
(9.9)
57.7
(9.8)

27.0
(6.6)
14.2
(4.2)
23.5
(6.0)
22.1
(5.6)
14.0
(3.3)
12.2
(8.3)
9.9
(8.9)
8.8
(9.1)
50.0
(9.4)
58.6
(10.1)

25.5
(6.4)
15.5
(4.2)
22.7
(6.1)
21.4
(5.6)
13.5
(3.7)
14.0
(7.8)
12.3
(7.9)
10.5
(7.3)
48.1
(9.1)
55.0
(10.1)

26.1
(6.6)
15.5
(5.2)
23.7
(5.7)
22.2
(5.4)
13.6
(3.1)
12.9
(9.4)
11.2
(9.8)
10.3
(9.7)
48.6
(11.1)
55.6
(9.9)

25.9
(6.7)
15.0
(4.3)
23.6
(5.4)
22.3
(5.2)
13.3
(3.3)
13.0
(8.9)
10.8
(8.9)
10.3
(8.9)
48.6
(10.7)
53.6
(10.3)

25.5
(6.1)
15.5
(4.7)
23.7
(5.2)
22.1
(4.7)
13.1
(3.2)
14.0
(8.0)
12.0
(7.6)
10.6
(7.5)
49.8
(9.8)
54.6
(8.6)

25.9
(8.1)
15.9
(5.3)
23.5
(5.8)
21.9
(5.6)
13.9
(3.3)
15.8
(9.8)
13.8
(10.3)
13.7
(11.0)
45.6
(12.3)
55.6
(10.5)

25.8
(7.5)
15.6
(4.8)
23.1
(5.7)
22.1
(5.5)
13.7
(3.4)
15.8
(9.6)
13.1
(10.1)
13.0
(10.2)
47.7
(11.0)
53.9
(11.1)

25.0
(7.3)
15.6
(4.6)
23.0
(6.3)
22.3
(5.6)
13.6
(3.4)
16.6
(9.5)
14.0
(10.1)
13.5
(9.1)
44.9
(10.5)
55.3
(9.5)

Notes: a Group allocation (e.g., high and low) based on Total Implementation Quality score; b M = mean; SD = standard deviation ; c RSES: Rosenberg Self-esteem scale,
TMMS = Trait meta-mood Scale, CSI = Coping Strategy Indicator, SEC-Q = Self-Efficacy Questionnaire for Children, ERQ = Emotional Regulation Questionnaire,
AICQ = Adolescent Interpersonal Competence Questionnaire, DMS = Decision-Making Scale ATS: Attitudes towards School Scale, DASS-21: Depression, Anxiety and
Stress Scale, WEMWBS: Warwick Edinburgh Mental Wellbeing Scale
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